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I
n March, on the eve of International Women’s 
Day, I attended the first Royal College of 
Physicians and Surgeons of Glasgow President’s 
Lecture since the installation of their new 
President, Dr Jackie Taylor. It was delivered by 
the Chair of the GMC, Dame Clare Marx, and the 
subject was Clinical Leaders – your patients need 

you. Following the lecture, I had the absolute privilege to 
join 50 other specially invited female guests at a dinner 
to celebrate the role and achievements of women in 
healthcare, with a continuing focus on leadership.

So why am I mentioning this? In putting this edition 
together, with its focus on dentistry from the patient 
perspective, what struck me more than anything was 
the importance that good leadership has in the patient 
experience. Whatever the clinical pathway, and whatever 
the eventual outcome for the patient, good leadership 
ensures strong, efficient, effective teams who are able 
to focus on using their skills and expertise to the benefit 
of their patients, providing excellent and safe care. Poor 
leadership, and unfortunately there is much of it out 
there, negatively impacts teams and patients, as well as 
the healthcare services, organisations and practices in 
which it happens.

It’s easy say you are a leader by dint of your role and 
responsibilities, but being called upon to lead, and being 
a good leader are two very different things. Leadership 
is more than a job description, it is the behaviours you 
exhibit; the way you communicate – the very fact that 
you do communicate; the way you make your colleagues 
act and feel, and how you support them to develop, 
whether you can bring out the very best in them; the 
confidence and trust you inspire in your patients and the 
relationships you build with them. Good leaders display, 
amongst other things, integrity and honesty; creativity 
and innovation; commitment and passion; and inspire 
and motivate their colleagues.

It is important to remember, therefore, that this means 
anyone can behave as a leader, whatever their role. It is 
very true that in a clinical environment there needs to 
be a clear chain of leadership, a person in charge who 

is responsible for the situation and the team. They 
might be a GDP, a DCP, a surgeon, or someone else 

entirely, but they are usually where the buck 
stops in that particular clinical situation. But 

one of the qualities of a good leader is that 
they are not afraid to be challenged. No one is 

infallible, and team members must feel able 
to show their own leadership, to challenge, 
to put forward ideas, and to step-up and 
take responsibility, when necessary and 
appropriate. After all, there is significant 

evidence to show that teams who have a dictatorial, 
micro-managing leader who exhibits no compassion for 
or faith in their teams, who will not support their team 
members to grow, develop and take on responsibility, and 
who might exhibit bullying and undermining behaviour – 
in the very worst cases – will be dysfunctional, inefficient 
and ineffective. This is where mistakes can creep in, and 
where patient safety and care can be compromised.

What about leadership on a national level? Since the 
collapse of the Northern Ireland Assembly in 2017, there 
has been ever-growing concern over the stagnation 
caused by this void in leadership. It has impacted all 
areas, and dentistry certainly. Issues which pre-dated 
the crisis have been left to fester and much-needed 
decisions to drive policy forward have been left un-
made. Meanwhile, in the Republic, the long-promised 
oral health policy remained a promise, even with a 
leadership structure in place, meaning it was not always 
clear if this leadership was itself effective. However, in 
the last couple of months, things have indeed moved 
forward. In the Republic the oral health policy is finally 
out, though not without its critics, and in Northern 
Ireland, well-publicised rulings have allowed officers 
who never expected to have such significant decision-
making powers to take up the mantle of leadership and 
drive change and movement. It is also heartening that 
talks to restart a Northern Ireland Executive are under 
discussion, particularly in light of recent tragic events.

It is important to recognise, however, the critical 
role of the dental profession in all this. The continued 
commitment and leadership of the dental professionals 
and their representatives ensured that the dental 
voice continued to be heard and listened to. Perhaps, 
therefore, this shows more than anything that everyone 
working in dentistry has a role as a leader? Perhaps it is 
the responsibility of all dental professionals to speak to 
politicians, the public and colleagues in other areas of 
healthcare and demonstrate the critical importance or 
oral health and the dental profession as a whole. It’s a 
big ask. Particularly in the context of increasing stress, 
anxiety and disillusionment, but surely true leaders can 
lead and inspire however bleak the situation appears. 
They can find the good and magnify it, they can see the 
opportunities and follow them through, whether this is 
on a micro level, or on big public platforms. Perhaps.

So that is why I mentioned the RCPSG President’s 
lecture on leadership. But why was it relevant that it 
particularly celebrated women leaders? Well, that’s 
simple. There’s a lot of evidence to suggest that women 
are better natural leaders than men, and that having them 
at the top of organisations changes culture and drives 
positive organisational change. I’ll just leave that there.

Void at the top
Dentistry’s ability to deliver and sustain effective patient care demands strong leadership

Sarah Allen  editor@irelandsdentalmag.ie 
Follow Ireland’s dental on twitter at: twitter.com/IrelandsDentalMag

Editor
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T
reatment planning is at the centre 
of what we do as clinicians. The 
Oxford English Dictionary tells us 
that “treatment” (in the medical 
context) is the care or therapy given 
to a patient. The Treatment Plan is 
that documentation that sets out, in 

clear terms, a series of steps that will help improve our 
patient’s health and well-being. We gather information 
from the patient’s previous experiences, their history 
and the current condition – and apply our knowledge, 
expertise and judgement to better improve their  
overall wellbeing. 

At the recent Irish Dental Association Annual 
Conference in Galway, many colleagues were talking of 
the recently launched (and much anticipated) National 
Oral Health Policy. This is a significant document that 
has been long awaited. It replaces the previous plan, the 
Dental Health Action Plan (1994) – which was published 
while I was still an undergraduate! The country has 
changed significantly since that time.

To fully understand the goals, objectives and 
implications of this new policy, which is evidence 
informed by national and international findings, will 
require time.

However, being clinicians, it is helpful to view the 
document through the lens of a National Treatment 
Plan, if you will – where our country’s previous 
experiences, history, current condition are considered 
and weighed against our sum knowledge, expertise, 
resources and best practice. The Oral Health Policy is 
effectively the Nation’s Treatment Plan.

As has featured regularly on these pages, we are living 
in an ageing population. The largest cohort of patients in 
the coming decades will be over 60 years old. The CSO 
projects that just over 31 per cent of the population will 
be over 60 years by 2046 (at current trends).

Provision for the treatment of this group will 
inevitably take centre stage. In thinking about our 
current 60 years+ cohort, what are the specific 
challenges that present in our surgeries right now 
in 2019? A review of current literature suggests that 
this group are healthier and longer living. They 
tend to be substantially or completely dentate 
with most having had advanced restorative 
treatments in the past – notably crowns, bridges 
and (increasingly) implants. The biggest hurdle 
(from experience) with this group of patients is 
simple: intermittent attendance. 

How many times have we sat in our surgeries with a 
patient in this age group, on review of their treatment 

needs and wished that they had attended earlier? The 
old adage of “prevention is better than cure” is never 
more true than found cradling a 30-year-old full upper 
denture, which had started life when Glenroe was on 
television. It typically has multiple additions/repairs 
and features every shade of red/pink PMMA available! 
Coupled with that is the ageing face, slacker peri-oral 
musculature and (increasingly frequently) xerostomia 
caused by medications. 

These are average everyday clinical challenges 
that face us in our surgeries. Treatment planning and 
securing good clinical outcomes can prove very difficult 
– and that’s with the patient sitting in your dental 
surgery chair – and not off-site in a care home.

From experience, when in practice in rural Tipperary, 
I undertook to treat patients in residential nursing 
homes through regular domiciliary visits. A familiar 
pattern of scant dental history, ancient dentures, poor 
oral hygiene and lack of planning became all to common. 
Over time, I understand that this picture has improved – 
particularly with the advent of specific HIQA standards 
in this area – in particular the necessity for an “Oral 
Health Review” (cf “Guidance for Assessment of Centres 
for Older People” – HIQA (Updated February 2019)).

However, the resources/personnel required to provide 
a comprehensive dental/oral healthcare service for this 
remit remain challenging. From first hand experience, 
I can relate that securing optimal clinical outcomes 
(off-site) proves difficult when faced with poor oral 
musculature tone, heightened gag reflex or hemi-facial 
paralysis following CVA/stroke. Canvassing offspring/
relatives to transport these patients to the dental surgery 
setting, securing consent and establishing costs are just 
some of the obstacles that then follow – particularly 
when we factor in limited DTSS treatment options for 
this cohort.

The National Oral Health Plan makes specific 
mention of our younger patients too – particularly Care 
Packages for the Under 16s. It will take some time to 
better understand how this will work also. However, it 
is encouraging to read in the document that the team 
lead nature of oral health care provision is at the centre 
of treatment delivery. The roles and responsibilities for 
all of us as oral healthcare professionals will invariably 
change to meet the growing needs of all our patients.  
My own hope is that this new National Oral Health 
Policy is the definitive Treatment Plan for the nation – 
and it is encouraging to see particular emphasis placed 
on the fact that it will evolve as data is collected, to better 
meet the needs of our ageing population. And as always, 
a plan is only a plan until it is implemented. 

Challenges lie ahead, 
but I’m optimistic

Word of mouth
Dr Paul O D’wyer  BDS MSc (Healthcare Mgmt)
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A SURVEY undertaken on behalf of 
the World Dental Federation (FDI)* 
has shown that UK schools rank last 
in promoting good oral health. 

When asked if their child’s school 
provided lessons on the importance 
of good oral care, only 29 per cent of 
parents from the UK said this was the 
case, which was dramatically lower than 
the results from 12 other countries. 

The findings came as another global 
study showed how poor oral health 
can have a telling effect on children 
far beyond medical problems. 

The FDI report put the UK at the 
bottom of the list behind the US (53 per 
cent), Australia (54 per cent), Germany 
(69 per cent), China (77 per cent), Saudi 
Arabia (81 per cent), Poland (84 per 
cent), Morocco and Algeria (86 per cent), 
Indonesia (87 per cent), Brazil and India 
(91 per cent), and Mexico (93 per cent).  

Meanwhile, 49 per cent of parents 
from the UK also ‘didn’t know’ 
how often their child’s school gave 
lessons on good oral care.

The result prompted the British Dental 
Association (BDA) to renew its call on the 
Westminster government to mirror action 
that has already been taken in Scotland  
and Wales.  

BDA Chair Mick Armstrong said: 
“There is no reason why the UK should 
be at the bottom of the class for oral 
health education. The missing pieces 
are outreach, education and support, 
but sadly tried-and-tested approaches 
are not benefiting all our children.

“Scotland and Wales have pioneered 
programmes in nurseries and primary 
schools that have been adopted worldwide, 
and kids across England deserve the 
same effort. Simple ideas like supervised 
brushing can pay for themselves, but 
cash-strapped schools can’t do it alone.”

According to the  global study** 
commissioned by Unilever Oral Care, 
poor oral health damages children’s 
teeth, lowers their self-esteem and harms 
their performance at school, at school.

Continued on page 11

UK is bottom  
of the class 
An international survey shows that UK schools are ranked last  
in promoting good oral health among children and families

New oral health 
policy: IDA 
raises concerns 
on funding  
and schools
THE Irish Government’s new oral health 
policy, ‘Smile agus Sláinte’, has been met 
with warnings about the lack of funding 
and the failure to include a key role  
for schools.

The Irish Dental Association (IDA) 
Chief Executive, Fintan Hourihan, 
described the Department of Health’s 
funding proposal of €80m – based on 
Economic and Social Research Institute 
(ESRI) research – as totally unrealistic.

“We welcomed the publication of the 
policy and regard it as well intentioned. 
However, on day one we warned that 
successful delivery was dependent on 
sufficient, ring-fenced funding being 
allocated. The plan envisages a major 
shift from public to private provision of 
dental care for children. Now we have had 
some time to study the costing exercise 
carried out by the ESRI on behalf of the 
Department of Health we can see that it 
bears little relation to what is happening 
on the ground.”

In addition, the IDA said the policy has 
failed to include any meaningful role for 
pre-schools, primary schools or 
secondary schools in promoting good 
oral health practices. It pointed out that 
there has been no unified state policy on 
oral health promotion in schools up to 
now, but it had expected to see such 
programmes play a critical role in the new 
Smile agus Sláinte policy.

The IDA believes the good habits that 
pre and primary schools in particular 
could engender would set children up for 
life, while saving the state money.

The new President of the IDA, 
Professor Leo Stassen, said: “The 
experience of most dentists is that the 
information given to young people here 
about oral health is, in most cases, 
minimal. Indeed, many schools still 
reward good behaviour with sweet treats, 
while end of term parties, cake sales and 
visits to fast food restaurants by teams 
after matches are unfortunately, regular 
features of school life.”

The IDA pointed out that Scotland and 
Wales have pioneered programmes in 
nurseries and primary schools that have 
been adopted worldwide. It said 
straightforward programmes like 
supervised brushing for pre-schoolers 
would achieve so much and pay for 
themselves in the long run.

N E W S
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Newcastle student claims 
second win for university
NEWCASTLE University student David 
Cobbett has been named as the national 
Dental Clinical Skills Competition winner. 

It is the second year running that a 
Newcastle University student has won the 
grand final following Joe Reid’s win in 2018. 

The competition is run by the Royal 
College of Surgeons of Edinburgh (RCSEd) 
and sponsors Dentsply Sirona. The RCSEd 
President, Professor Mike Griffin, was 
delighted that for the last two years, the 
winners have come from Newcastle where 
he was Professor of Surgery.

Following his win at the Grand Final, 
held at the college on 28 February, David 
said: “I wasn’t expecting it, I didn’t think 
I’d done well. It was a great opportunity to 
practice practical skills we don’t often get  
to experience. 

“I am very interested in learning more 
advanced aspects of dentistry after I 
graduate and so I hope that courses 
provided by the college could help me  
with that.”

The Dean of RCSEd’s Faculty of Dental 
Surgery, Professor Fraser McDonald, said: 
“This unique competition offers aspiring 
young dentists the opportunity to take on 
practical evaluation by a series of challenges 
not often seen in their normal environment. 

“The prestigious setting of the Royal 
College offers a distinctive backdrop; 
welcoming the young students and 

encouraging information sharing and 
friendships forming that are likely to  
be lifelong.” 

Michael Davidson, Clinical Lead at 
Dentsply Sirona, added: “The competition 
gives Dentsply Sirona the opportunity 
to engage with final year dental students 
in a very positive way. Professional 
development, innovation and oral health 
improvement are central to what Dentsply 
Sirona do.”

I  AM INTERESTED IN LEARNING MORE 
ADVANCED ASPECTS OF DENTISTRY 
AFTER I  GRADUATE AND SO I  HOPE 
THAT COURSES PROVIDED BY THE 
COLLEGE WILL  HELP ME WITH THAT”

David Cobbett and Professor Fraser McDonald 

How poor 
oral health 
affects 
children
Continued from page 9

THE report, published for World 
Oral Health Day on March 20, 
shows the quality of a child’s oral 
care can have an impact beyond 
obvious medical problems like 
bad breath and dental pain.

Tooth decay is the world’s 
most widespread disease 
according to the World Health 
Organisation; the study shows 
most children across the globe 
have experienced oral pain in the 
past year, with one-third 
reporting this pain to be 
moderate to severe.

Those with poor oral care are 
more likely to have lower 
self-esteem (49 per cent 
compared to 32 per cent of 
those with good oral health); 
their lack of confidence and 

lower sense of self-worth affects 
the way they feel and behave in 
many different ways. From 
participation in class to making 
friends, the study reveals that 
children who don’t take care of 
their teeth are having more 
problems in all aspects of their 
life.

Professor Nigel Hunt of the 
UCL Eastman Dental Institute in 
London emphasised: “It is 
appalling that in the 21st century 
dental decay remains the most 

prevalent chronic disease 
throughout the world, affecting 
both children and adults, when 
it’s at least 90 per cent 
preventable. Despite an 
awareness of the importance of 
twice daily tooth brushing, the 
disease remains unchecked.”

*The FDI survey was 
undertaken by YouGov Plc. 
Total sample size was 16,477 
adults of which 4,367 were 

parents with children aged 5-16. 
Fieldwork was undertaken 
between 18th February – 4th 
March.  The survey was carried 
out online.  
 
**The Unilever survey was 
carried out with children aged 
6-17 years old and their parents 
across eight markets: Chile, 
Egypt, France, Italy, Indonesia, 
US, Ghana, Vietnam. There was 
a total of 4,000 respondents 
(500 from each market)
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THERE is growing pressure for 
Northern Ireland authorities to offer 
a catch-up programme for older 
school boys after it was announced 
that the human papillomavirus (HPV) 
vaccination programme is to be 
extended to male pupils aged 12 and 13.

That move, revealed in early April, 
brings Northern Ireland into line with 
the rest of the UK. From September, the 
HPV vaccine will be offered to all boys 
in year nine at school - around 12,000 in 
total. The vaccine was originally offered 
as protection from cervical cancer.

Among others, BDA Northern Ireland 
is asking if the NI government will offer 
a catch-up programme to older school 
boys, in line with the approach followed 
across the UK when the vaccine was first 
rolled out to girls in 2008. More than 
45,000 boys could miss out on coverage 
without a catch-up programme, at 
a time when uptake among girls 
is falling, further jeopardising the 
chance of ‘herd protection’.

HPV has emerged as the leading 
cause of throat cancer, especially 

among young people. Oral (mouth 
and throat) cancer rates are predicted 
to double by 2035, and they are 
increasing more rapidly among men 
than women. The condition is linked 

to 5 per cent of all cancers worldwide, 
including some that affect only men.

Roz McMullan from the BDA’s 
Northern Ireland Council, said: 
“Extending the HPV vaccination 
programme will save lives, and provide 
all our children with the best possible 
defence from this cancer-causing virus. 

“Oral cancer now claims more 
lives than car accidents in Northern 
Ireland, and cases are skyrocketing. 
Dentists are on the front line in this 
battle, and we’ve fought hard to 
see prevention put into practice.

“While Northern 
Ireland is the last UK 
administration to sign 
up to jabs for the boys 
it still has a chance 
to show leadership. 
Commitment to a catch-
up programme for over 
45,000 older boys would 
send a clear signal that 
NI is willing to walk the 
walk on both equality 
and prevention.”

Calls for HPV 
catch-up 
programme  

WHILE NORTHERN IRELAND IS  
THE LAST UK ADMINISTRATION  
TO SIGN UP TO 
JABS FOR THE 
BOYS,  IT  STILL  HAS 
A  CHANCE TO SHOW 
LEADERSHIP” 
ROZ McMULLAN
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Prof Albert Leung
The Faculty of Dentistry is 
delighted to announce that 
Professor Albert Leung has been 
named Dean-Elect of the Faculty. 
He will assume the office of Dean 
in February 2020.  

Albert has a long-standing 
involvement with the Faculty of 
Dentistry, including providing 
senior leadership in various roles 
such as Vice Dean, Chair of the 
FGDS/MGDS Examinations 
Committee and Chair of the MFD/
Diploma Examinations 
Committee. He has led the 
development of several 
examinations/qualifications 
within the Faculty, as well as 
supporting the Faculty’s CPD 
programmes for Irish Dentists.

A graduate of the Dundee 

University, Albert holds 
Fellowships from the Faculty of 
General Dental Practice (Royal 
College of Surgeons of England) 
and the Faculty of Dentistry 
(Royal College of Surgeons in 
Ireland). Albert is a recipient of 
the 2017 Association for Dental 
Education in Europe (ADEE) 
Excellence in Dental Education 
Mature Career Educator Award.

Albert is Professor of Dental 
Education and Head of the 
Department of Continuing 
Professional Development (CPD) 
at Eastman Dental Institute, 
London. He is Programme 
Director for the MSc in Restorative 
Dental Practice (RDP) at the 
Eastman Dental Institute. Albert 
is the Academic Lead and Chief 
Examiner in Clinical Skills (Dental 
Manikin) for the Overseas 
Registrations Examination (ORE) 
for the UK General Dental Council 
(GDC).

Commenting on Albert’s 
election, the current Dean, Dr John 
Marley, said “ The Board and I are 
confident that under his 
leadership, the Faculty of Dentistry 
RCSI will continue to go from 
strength to strength in our work on 
behalf of our Diplomats, Members 

and Fellows and the patients they 
manage.”

Chris Lynch
The Faculty of Dentistry is 
delighted to announce that 
Professor Chris Lynch has been 
elected Vice Dean of the Faculty.

Chris is a longstanding elected 
Member of the Board of the 
Faculty of Dentistry RCSI. He was 
the Faculty’s Editor for 6 years and 
is a senior member of the 
Education and Examinations 
team, and chairs the MFD1/
Diploma Examinations 
Committee.

Chris is Professor and 
Consultant in Restorative Dentistry 
at University College Cork. Prior to 
his current appointment, Chris was 
Professor in Restorative Dentistry 

& Dental Education/ Consultant in 
Restorative Dentistry at Cardiff 
University, where he held a number 
of senior leadership roles including 
Head of Clinical Dentistry 
teaching, and Head of the Learning 
& Scholarship Department.

Chris has published widely, 
including over 170 research papers. 
He has a special interest in 
minimally invasive dentistry, in 
particular, in the use of posterior 
composites, and has published a 
textbook “Successful Posterior 
Composites” as part of the 
Quintessentials series

Chris is a recipient of the 2014 
Association for Dental Education 
in Europe (ADEE) Excellence in 
Dental Education Mature Career 
Educator Award. Chris serves as 
Editor-in-Chief of Journal of 
Dentistry. He holds Fellowships 
from the Royal College of 
Surgeons in Ireland, the Faculty of 
General Dental Practice (UK), the 
Academy of Dental Materials and 
the American College of Dentists.

Chris has delivered invited 
lectures and examined 
internationally. Amongst others, 
Chris is currently External 
Examiner for Final BDS at Hong 
Kong University.

RCSI Faculty of Dentistry announces Dean-Elect and Vice Dean 

NORTHERN Ireland’s Community 
Dental Service must never again be 
taken for granted, says the British 
Dental Association (BDA) following 
news that terms and conditions in the 
Service will be brought up to date.

Until this decision those in the service 
were working to contracts drafted in 
the 1980s. The service provides dental 
care for people across Northern Ireland 
including children and adults with learning 
disabilities, health problems, phobias, 
and those unable to leave their homes.

Despite a deal being reached, and 
funding allocated to local Trusts by the 
Department of Health in 2016, Stormont 
had refused to implement the contract 
without formal ministerial approval. 

Following BDA pressure, permanent 
secretaries have finally agreed to rollout 
of the ‘new’ contract from April 2019. 

The new deal will see pay finally 
come into line with community 
colleagues in the rest of the UK, and 
will be backdated to 1 April 2015.

Grainne Quinn, Chair of the BDA’s 
Northern Ireland Salaried Dentists 
Committee, said: “I am delighted to see 
this contract finally being implemented 
within the Community Dental Service 
in N Ireland. Our hard-working staff 
deserve the improved terms and 
conditions, and they have been very 
patient awaiting its implementation.

“This has been a surreal experience. 
Since initial agreements in 2016, the 

BDA have been trying to get this contract 
implemented, but have been thwarted 
at all stages with first - no Minister 
present - and secondly, no government 
in place. Despite this, we pushed ahead 
looking at every opportunity to raise 
this issue with senior officials to enable 
us to get to completion this week. Our 
members should never have been put in 
this position, and they are finally getting 
recognition for their valuable work.

“Paralysis at Stormont had left the care 
for thousands of vulnerable patients at 
risk. Community dentists had been left 
facing an uncertain future, working to 
rules drafted three decades ago. Finally, 
after a decade of negotiation, frustration 
and inertia we’ve got a result.” 

‘Don’t take CDS for  
granted’, says BDA
New deal sees hard-working staff in Northern Ireland’s Community Dental Service finally receive 
improved terms and conditions after they had been adhering to contracts that were drafted in the 1980s
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Dentists in 
the NHS ‘are 
unhappy 
and anxious’   
Survey shows worrying levels of discontent  
and reveals that professionals working in the  
private sector feel much better about their job

RESULTS from the 2018 NHS 
Confidence Monitor survey, 
carried out by Practice Plan, 
have shown worrying statistics 
around levels of anxiety and 
unhappiness in the dental 
profession. The survey was 
open to both NHS and private 
dentists and respondents came 
from England, Scotland, Wales 
and Northern Ireland.

It included questions about 
their levels of happiness across 
seven areas of their working 
life, anxiety about the risk of 
complaints and litigation, and 
their confidence in the future 
of NHS dentistry.

The majority of respondents 
work predominantly in the 
NHS, but the survey showed 
that 86 per cent did not see 
themselves working within the 
NHS in five years’ time. 

Of those thinking of leaving, 
48 per cent were considering 
a move to private dentistry, 
28 per cent were considering 
retirement, but a very high 
24 per cent were considering 
a career change. Across all 
seven happiness questions, 

the average percentage of 
NHS dentists saying they 
were either unhappy or very 
unhappy was 86 per cent. This 
contrasted dramatically with 
those practising predominantly 
in the private sector, where 
the average percentage saying 
they were happy or very happy 
was 83 per cent. On average, 
NHS respondents were more 
than twice as likely to feel 
very anxious about complaints 
and litigation – 63 per cent 
compared to 26 per cent in 
private dentistry.

The 2019 survey is now open.

THE AVERAGE PERCENTAGE 
OF NHS DENTISTS SAYING 
THEY WERE EITHER 
UNHAPPY OR VERY 
UNHAPPY WAS 86 PER CENT
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N E W S

16	MAY

CDS Group Northern Ireland 
Division - Study Day* 
Linen Mill Suite, Dunadry Hotel, 2 
Islandreagh Drive, Dunadry, Antrim, 
County Antrim, BT41 2HA

17-18	MAY

British Dental Conference  
and Dentistry Show
Birmingham NEC
This show will include more than 
400 exhibitors, and 250+ vCPD 
education sessions. It is expected 
that more than 10,000 dental 
professionals will attend.
More information at:  
www.thedentistryshow.co.uk

29	MAY

Royal College of Surgeons of 
Ireland (RCSI) - Higher Degree 
Conferring Ceremony
RCSI Exam Hall, 123 St Stephen’s 
Green, Dublin 2
More information at: www.rcsi.
com/dublin/news-and-events

14	JUNE

BDA Seminar - Preparing for 
retirement* A comprehensive 
guide to retirement planning
Crowne Plaza, 117 Milltown Road, 
Belfast, BT8 7XP 

28	JUNE

BDA Northern Ireland Branch - 
Golf Northern Ireland Captain’s 
Day*
Royal Belfast Golf Club, Station 
Road, Craigavad, Holywood, Co 
Down BT18 0BP

9	JULY

Royal College of Surgeons of 
Ireland (RCSI) - Fellows and 
Members Conferring Ceremony
RCSI Exam Hall, 123 St Stephen’s 
Green, Dublin 2
More information at: www.rcsi.
com/dublin/news-and-events

3	SEPTEMBER

BDA Northern Ireland - How to 
improve endodontic success 
rates in general practice* 
Malone Lodge Hotel, 60 Eglantine 
Avenue, Malone Road, Belfast,  
BT9 6DY

20	TO	22	SEPTEMBER

BDA Northern Ireland - Golf 
Rosapenna Scientific Weekend 
Rosapenna Hotel and Golf Resort, 
Sheephaven Bay, Downings, 
Letterkenny, Co Donegal, F92 PN73

3	OCTOBER

BDA CDS Group Annual 
Presidential and Scientific 
Meeting 2019*
York Racecourse, Knavesmire 
Road, York, YO23 1EX

8	OCTOBER

BDA Northern Ireland - When 
dentistry is a pain in the face: an 
update on what general 
practitioners need to know 
about persistent pain after 
dental procedures 
Malone Lodge Hotel, 60 Eglantine 
Avenue, Malone Road, Belfast,  
BT9 6DY

1	AND	2	NOVEMBER

Annual Scientific Meeting of the 
Faculty of Dentistry of the RCSI
RCSI St Stephen’s Green Campus, 
Dublin 2
(Please note - 10% early bird 
discount available until 31st May 
2019)
More information at:  
www.facultyofdentistry.ie/
postgraduate-programme/
upcoming-events/asm-2019

14	NOVEMBER

Royal College of Surgeons  
of Ireland (RCSI) - Diploma, 
Masters and Doctorate 
Conferring Ceremony
RCSI Exam Hall, 123 St Stephen’s 
Green, Dublin 2
More information at: www.rcsi.
com/dublin/news-and-events

* More information at: https://bda.
org/events/all-events

D AT E S
F O R  
YO U R 
D I A R Y



16  |  Ireland’s Dental Magazine

O
ral cancer is one of the fastest 
growing cancers in the UK. In the last 
20 years, the diagnosis of this type 
of cancer, which affects the mouth 
and throat, has jumped 135 per cent, 
with 2,722 people losing their lives 
to the disease last year. These are 

the disturbing statistics from the State of Mouth Cancer 
Report 2018/19 published by the Oral Health Foundation 
last November during Mouth Cancer Action Month.

According to this survey, while almost nine in 10  
(88 per cent) adults in Britain have heard of mouth 
cancer, only 8 per cent are confident about their 
knowledge of the disease. More concerning is that three 
in four (75 per cent) do not know the major signs and 
symptoms for mouth cancer.

That’s why the vigilance of dentists and their 

knowledge of oral cancer symptoms during routine 
inspections of their patients is vital to spot the disease 
early and improve the life expectations of people.

Early detection of oral cancer increases the chances  
of survival from 50 per cent to 90 per cent. Depending  
on where the cancer strikes, the one year survival rate for 
mouth cancer is between 60 per cent and 83 per cent. This 
drops to between 19 per cent and 58 per cent after 10 years.

Scottish Dental magazine spoke to three people who,  
to some degree, owe their lives to their dentists who 
either correctly identified oral cancer, or whose doubts 
led them to ask their patents to get a second opinion. 
Thanks to their dentists’ intervention, and to the skills 
and dedication of the many medical professionals 
who were involved in their treatment and subsequent 
recovery, Peter, Susan and Alex are now living healthy 
and fulfilling lives once more. Here are their stories.

Life savers
WORDS
TIM POWER
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‘I’m here thanks to the vigilance of a new dentist’
IF Alex Geater’s regular dentist had not gone on 
holiday in April 2016, Alex believes he would not 
be alive today. The retired engineer, now 79, had 
been seeing his dentist to get new dentures fitted 
but had to go back several times over a period of  
a couple of weeks because they were still 
uncomfortable. When the dentist went on holiday 
a colleague took over Alex’s treatment, but after a 
routine examination of his mouth the new dentist 
was concerned with what she saw.

Alex explained: “The new dentist said: ‘I think 
we might have a problem here’ and excused 
himself to make a phone call. And the next day I 
was asked to go to the Dental Unit of Monklands 
Hospital to get a biopsy.”

The dentist had spotted small ulcers 
underneath Alex’s tongue and had suspected 
cancer – a prognosis that was confirmed a few 
weeks later by specialist head and neck cancer 
consultant after a number of tests, CT scans  
and X-rays.

Alex said: “I thought something was up because 
of the speed I was asked to go back to hospital for 
repeated tests. When they confirmed it was 
cancer I was shaking. However, they were very 
good with me, explaining all the options they 
could take to tackle the cancer and in a language  
I could understand. 

“They described the pros and cons of three 
options: chemotherapy, radiotherapy and surgery. 
So, after a chat with my wife Eleanor, who was  
a former nurse, I decided on surgery because  
I wanted the cancer out of me.”

However, the surgery was not a simple 
operation of just removing the part of Alex’s 
tongue affected by the cancer. It was a particularly 
invasive procedure: it involved accessing the lower 
part of his tongue through the right hand side of 
his neck, removing some of his shoulder muscle to 
gain access and taking a skin graft and artery from 
his arm to replace the part of the tongue that had 
to be cut away. Skin was also taken from his 
stomach to replace the material removed from his 
arm. The operation took 11 hours and he was told 
that a vast number of people were involved in 
preparing and conducting the surgery as well  
as those involved in his subsequent recovery.

Alex said: “I went into hospital on 10 May  
2016, three days before the surgery, and one  
day I remember waking up and feeling odd. So I 
mentioned this to the nurse to see if I should go 
through with the operation and she laughed and 
said I had the surgery the day before. It was 
amazing, as I did not feel a thing.”

After four weeks, Alex was able to return home 
but, as his mouth and neck needed to recover, he 
had to be fed a liquid supplement through a tube 
inserted through his nose for the next four weeks.

While the operation was successful there were 
physical consequences that Alex is still learning to 
get used to. A big change is the loss of his salivary 
glands and not being able to move his tongue.

He said: “I don’t go anywhere without my 
artificial saliva spray which helps to hydrate my 
mouth. Also, as my tongue is effectively fixed to 
the bottom of my mouth I can’t move it around, 
which makes chewing food and moving it around 
my mouth very difficult, which makes mealtimes  
a problem . 

“However my wife is wonderful and blends  
all my food for me and also my pharmacist  
has helped by procuring liquid forms of all  
my medication.”

Alex is now attending the Glasgow Dental 
Hospital to get dentures fitted, as his jawbone  
was slightly offset during the surgery, and is 
looking forward to chewing again.

Looking back on the experience, Alex said he  
is full of admiration for the way all the medical 
professionals worked together with such speed  
to find out what the problem was, deal with the 
cancer and have also continued to support him  
in his recovery.

This inspired him to get involved with Macmillan 
Cancer Support Lanarkshire and to use his 
experiences to help others. He is now a qualified 
advisor based at Bellshill Library where the charity 
holds a drop-in service.

He’s also been involved in setting up a local 
support group at the Maggie’s Centre, alongside 
Monklands Hospital. 

He said: “Before this happened to me I had 
never heard of ‘head and neck’ cancer so I asked 
the Macmillan head and neck clinical nurse 
specialist and my speech therapy nurse, who were 
was supporting me through my recovery, if I could 
meet someone else who had the same sort of 
operation. She set up a meeting between Eleanor 
and myself with another couple, and we had a 
brilliant afternoon taking about our experiences. 
We decided to meet monthly and since then other 
people have joined us; the last time we met we 
had 36 people in the room. 

“It’s a great forum to discuss issues and after  
I told them about how I deal with ‘dry mouth’  
issue with my artificial saliva spray no one has 
that problem any more. We’ve even discussed  
the best way to prepare and eat food without  
it getting stuck to the top of our mouths.” 

He added: “I’m thankful that my regular dentist 
went on holiday when he did, but I’m also angry 
with him for not spotting the signs of cancer 
when I had seen him for repeated visits over those  
two weeks. The reason I’m here and supporting 
others with cancer is thanks to the vigilance of  
his colleague.”

A L E X 
G E AT E R
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‘Now I would never have known that I had cancer’
IMAGINE a life without the pleasures of 
chocolate, cakes, biscuits and red wine. This is  
the reality for Susan Bookless, 60, who underwent 
a series of chemotherapy and radiotherapy 
treatments after she was diagnosed with oral 
cancer in 2017.

The treatment not only “fried” her saliva glands, 
giving her a constant dry mouth, but also changed 
her taste buds.

The retired businesswoman from Biggar 
explained: “My taste buds have not gone back  
to normal after the treatment for cancer. I used  
to absolutely adore chocolate but now it tastes 
utterly vile, the same with red wine. As I can’t 
produce saliva there are a lot of foods that just 
don’t suit me now like biscuits, crackers or cake, 
and it means that I have to drink a lot of water 
during the day and with my meals. Strangely, 
whisky still tastes nice!”

Susan’s experience started in late 2017 when 
she felt a lump in her neck. This was at the same 
time as she was having root canal treatment and 
having a crown fitted on her back tooth so she 
thought there might be some infection from the 
treatment. She mentioned this to her dentist who 
took an X-ray of the area but could not see 
anything unusual. The dentist thought the issue 
would probably resolve itself, but also advised 
Susan to go to her GP to get it checked out. 

As the lump was still there a couple of weeks 
later, Susan went to see her GP who, although he 
was not unduly concerned, referred her to local 
hospital for an ultrasound scan just to check.

She said: “I thought it was possibly an infection 
or my glands were swollen because of a cold, but 
it wasn’t sore or uncomfortable at all. However, 
when the radiologist said to me that my GP would 
have the results of the scan tomorrow, I thought 
‘oh dear, that’s a bit quick’. 

“That was the Thursday and on the Friday 
evening my doctor phoned to say that there was 
an issue. 

“I knew when I was having the scan that they 
had found something so from that moment 
onwards I really think I knew what it was. Like 
most people, I Googled everything I could find 
about throat cancer symptoms,  so I was quite 
prepared for it.” 

Susan was sent to Monklands Hospital where 
an ENT consultant used a camera to examine the 
inside of her throat and also did a needle biopsy, 
which was processed in half an hour.

Although the needle biopsy showed that Susan 
had cancer, the consultant wanted to take a ‘belt 
and braces’ approach and put her under a general 
anaesthetic to take a full biopsy. This confirmed 
that she had oropharyngeal cancer under the 
back of her tongue on the right hand side and that 
this had spread to her lymph glands on the same 
side – the lump that Susan had originally felt. 

“At the time, I was totally prepared to hear that 
it was cancer. I just thought: it is what it is and I’ve 
got to get through it. I was more concerned about 
my husband and about telling my children and 
elderly parents. It was a shock to my husband  
as I’d only mentioned my suspicions to him the 
previous evening. Over the next two or three 
weeks, I did have a few meltdowns but that  
was just because of the enormity of the news.”

After further scans and consultations with an 
ENT consultant and an oncologist at the Royal 
Infirmary in Glasgow, Susan was referred to  
a Macmillan nurse who explained what the 
treatment would be over the six weeks of 
radiotherapy and two rounds of chemotherapy, 
which was to start in December 2017. 

“The Macmillan nurse that was assigned to  
me was absolutely fantastic. She was a head and 
neck specialist so she knew exactly what I was 
going to go through and was there to give advice 
and support.

“The radiotherapy ended on 19 January. For the 
first couple of weeks of treatment, I felt fine but 
then, just as the Macmillan nurse had told me,  
I began to feel very poorly and my throat started 
to burn. By Christmas, I could not swallow and on 
Boxing Day I had to have a feeding tube inserted 
up my nose and down into my stomach, which  
is how I had to ‘eat’ for the next six months.

“During this time I was very sore and tired and 
really pretty nauseous. I had a sick bowl in every 
room in the house and even in the car.”

Despite these experiences Susan says she now 
feels absolutely fine. She said: “There’s no doubt 
about it, it is a brutal and horrific experience  
and it took about a year out of my life, but you 
soon forget it and you get back to some sort  
of normality. 

“Today I feel absolutely 
great and, if it was not  
for the dry mouth, I would 
have never have known 
that I had cancer.” 

Last November,  
Susan joined Alex Geater  
as one of the many 
people who attended  
the Scottish Parliament 
to support the British 
Dental Association 
Scotland action plan to 
combat oral cancers and 
also highlight that the 
government’s plans to 
extend the gap between 
dental appointments to 
beyond 12 months could 
jeopardise efforts to 
tackle Scotland’s fastest 
growing cancers.

S U S A N 
BOOKLESS

I  KNEW WHEN I  WAS HAVING 
THE SCAN THAT THEY HAD 
FOUND SOMETHING SO FROM 
THAT MOMENT ONWARDS I 
REALLY THINK I  KNEW WHAT IT 
WAS.  I  GOOGLED EVERYTHING I 
COULD FIND ABOUT THROAT 
CANCER SYMPTOMS,  SO I  WAS 
QUITE PREPARED FOR IT
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‘The whole medical treatment was extraordinary’
PETER YOUNG was devastated after hearing  
he had been diagnosed with oral cancer, but the 
strong relationships he made with the medical 
professionals who were responsible for his 
treatment helped him to overcome one of the 
greatest shocks of his life.

After an international career in logistics, Peter 
had returned to Scotland to settle down with his 
family, but that plan was soon shattered after a 
routine visit to his dentist in Glasgow.

He explained: “I went to my dentist to get a 
tooth taken out two days before I was going on 
holiday but during her examination she said to me: 
‘There’s something not right here – I’m going to 
refer you to the Dental Hospital’.

“I was not unduly concerned, but the next day the 
hospital called me and asked me to come in. As I 
was away for a week I met the dentist the following 
Monday and after a further examination she said 
there was something hidden under the back of my 
tongue that she was concerned about, and she 
referred me to the Head and Neck Department at 
the Queen Elizabeth University Hospital.”

The H&N consultant agreed that it needed 
further examination, and after two weeks of tests, 
scans and MRIs the consultant told Peter he was 
99 per cent sure it was cancer, and the way 
forward was radical surgery.

Peter said: “I felt devastated. I did not know what 
radical surgery meant: radical was, as far as I was 
concerned, when I joined the CND (Campaign for 
Nuclear Disarmament)! My surgeon sat with me 
for an hour two weeks before the operation so we 
could discuss things and then asked me to sign the 
consent form. He also had the honesty to ask me 
to sign a second consent form because something 
could go wrong with the first operation and he did 
not want to bother my wife for further consent – 
and, sure enough, something went wrong.” 

The surgery involved a tracheostomy and a 
selective neck dissection where they split Peter’s 
jawbone to get access to the cancer at the back of 
his throat. This also involved removing his teeth 
and taking skin and a vein from his forearm to graft 
onto the area at the back of his mouth where the 
cancer had been removed. After 11 hours of surgery, 
which ended with his jaw bone being fixed back in 
position, it should have been a case of slow 
recovery, but another operation was required to 
clean out the neck dissection. Also, the skin graft 
removed from this arm became infected.

Peter said he was shocked when he looked in 
the mirror for the first time after the surgery: “I 
looked like I’d been in a car crash. They had split 
me half way down my chin and took half that jaw 
bone away and then reconstructed it all, but they 
had done such a good job that my face eventually 
became symmetrical. I came out looking better 
than I went in.

“The whole medical teamwork was 

extraordinary. There were lots of people from the 
consultant, surgeons and nurses right down to the 
speech therapist who taught me how to speak 
again. They were so professional and caring, which 
I think is a rare combination.” 

After three and a half weeks in hospital Peter 
returned home. While he was physically recovering 
well he was mentally shattered by the experience 
and this affected his behaviour.

He explained: “My consultant said that my life 
would change from this moment onwards but I did 
not believe him. But it did change and he was right 
because all of a sudden you realise that you are 
mortal – and that is a difficult thing to accept. 

“When I got the diagnosed I found the whole 
thing very distressing. The biggest reaction that you 
have is mental. The physical pain you experience is 
nothing compared with what goes on in your head. 
I think you go into a survival mode so I strongly felt 
I was going to live, whatever happens.

“The problem starts when you go home and  
you take it out on the people that you love; you 
become very short-tempered and very selfish.  
It took me about a year to realise what I had 
become and apologise to my wife. She says  
I’m much nicer now!” 

Peter was able to get support and advice from 
his consultant who he saw every six weeks, and 
particularly from the senior nurse at the Queen 
Elizabeth University Hospital where he went 
regularly for checks on the infection on his arm.

He said: “This senior nurse’s father had gone 
through the same cancer as me so she insisted  
on treating me herself and checking up on me  
and making sure I was dealing with the experience. 
That regular interaction with her helped me  
get back on the right path – she was like  
my psychologist.”

Although Peter went back to work, after a  
year he was due to take retirement. He said: “I  
just wanted to get back into normality and into a 
rhythm, but after a trauma like this your confidence 
goes – your mind does funny things.”

He is not idle in retirement, and he is using  
his own experience of surviving cancer to help 
others as he has trained as a Macmillan Cancer 
Support adviser.  

He said: “I do a bit of work for Macmillan on 
counselling people at a library. You can visibly see 
the relief in people’s faces when they realise that 
you have been through the same experience as 
them and that you know what you are talking 
about – it creates immediate empathy.”

He added: “The consultant said I was fortunate 
that they found the cancer early on as I had a 90 
per cent chance of survival to live more than five 
years. I was discharged from hospital on 14 August 
2015 so it’s coming up for four years now, so I’ll 
never forget my dentist for spotting something and 
having the sense to refer me on.” 

P E T E R 
YO U N G
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‘I’m fortunate that my condition was caught early’ 
JOANNA MAY, 42, from near Newry in Northern 
Ireland, knows what a mouth ulcer feels like. That’s 
why she was concerned when she believed that 
the persistent stinging sensation on her tongue she 
experienced back in 2012 was not due to an ulcer. 
She confided in her dentist during a regular 
check-up and the practitioner immediately 
referred her to the maxillofacial department of 
Ulster Hospital at Dundonald, on the outskirts of 
Belfast. This was the start of four years of regular 
check-ups that eventually resulted in an operation 
to remove precancerous cells from her tongue.

Joanna said: “It all started about four years ago 
when I hurt my shoulder. I was prescribed 
anti-inflammatories, but I took a severe allergic 
reaction and my tongue swelled up. 

“After that, I began to notice a stinging sensation 
in my tongue. I mentioned it to my dentist who 
could see white spots on the underside of the left 
hand side of my tongue. She wasn’t sure what it 
was and so she referred me to the hospital where I 
got an appointment immediately as they 
considered me a priority case.

“I was very nervous because I knew that people 
had died of mouth cancer, so I really wanted to 
know what it was.”

This worry was exacerbated by Joanna’s existing 
post-traumatic stress disorder (PTSD), caused by 
a significant experience in her past, which meant 
she was prone to periods of high anxiety. 

Luckily, the biopsy on her tongue diagnosed oral 
epithelial dysplasia, an abnormal development of 
cells that is in a pre-cancerous state. This meant 
that the condition, at that time, was low risk but 
would have to be monitored on a regular basis.

She said: “This condition is common with 
people who smoke or drink alcohol, or a 
combination of both, although I’ve never smoked 
and I drank very little. I’m just unlucky that my DNA 
had been kick-started into misbehaving.”

Unfortunately, in October 2016, after a high risk 
grade of oral epithelial dysplasia was detected 
during her regular check-ups an operation was 
planned for December. However, it was not the 
potential for developing cancer that terrified 
Joanna, it was the operation itself.

She explained: “The consultant decided it was 
time to perform a partial glossectomy, or the 
removal of part of the tongue. Strangely, I was 
more anxious about the anaesthetic than the 
worry of cancer. I’ve broken bones before, including 
my leg, but I’ve never been under anaesthetic.  
I was really worried about the risks of the 
anaesthetic and of not waking up. This anxiety 
comes from my PTSD, so I was terrified. I have to 
say the operation was the most stressful thing  
I have ever gone through in my life.”

Despite her fears, the operation went well with 
only a small amount of material removed from the 
underside of her tongue. However, because of her 

heightened anxiety, Joanna was desperate to get 
home after the operation and not rest overnight in 
hospital, as recommended by the surgeon. She 
regrets not taking this advice, as when she got 
home, she was in such a stressed condition that 
she was unable to take the soluble medication she 
was given to reduce the pain she was experiencing 
and had to be taken to the A&E department of her 
local hospital by her fiancé for treatment.

She said: “My parents and fiancé were 
wonderful. They looked after me like a tag team, 
taking shifts to support me through the experience 
and helping me at home with my painkillers and 
liquid food while my tongue recovered.

“I was also relieved that the surgeon said he was 
pleased with the operation, as this made me feel a 
lot more confident about the future. After a couple 
of weeks, I was able to eat soft solid foods and by 
the end of January 2017, I was back to work. The 
only way the operation has affected me is that 
there are now parts of my mouth that I can’t reach 
with my tongue, but that is a small price to pay.”

Another change to Joanna’s lifestyle was her 
decision to give up alcohol, and she’s been teetotal 
for the last two years. She said: “I was only a social 
drinker before but I decided there is no point in 
increasing the risk of getting cancer again. I even 
have a photo on my phone of my last alcoholic 
drink on 12 September 2016. I don’t mind not 
drinking at all, in fact I feel great.

“My six-monthly check-ups have been good so 
far too, and the whole experience has certainly 
made me focus more on my oral hygiene, with 
regular teeth brushing and flossing. I’ve even 
started wearing my bite guard at night to protect 
my teeth as I grind them in my sleep because of 
my anxiety. I’ve never liked to wear the bite guard 
as it was uncomfortable, but now I do everything I 
can to look after my oral health.

“I’m lucky that my dentist listened to me when I 
told her that I was concerned about my tongue 
and fortunate that my condition was caught early. 
So now I tell everyone I meet to make sure they go 
for their six-monthly dental check-ups. 

“And, if you have what look like mouth ulcers for 
more that three weeks get them looked at. If you 
have any worries about anything you think is 
unusual, see your doctor.”

J O A N N A 
M AY

IT  ALL  STARTED ABOUT FOUR YEARS AGO WHEN  
I  HURT MY SHOULDER.  I  WAS PRESCRIBED  
ANTI-INFLAMMATORIES BUT I  TOOK A SEVERE 
ALLERGIC REACTION AND MY TONGUE SWELLED UP
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In our modern society, peer pressure to have the perfect appearance 
ensures there is a constant demand for cosmetic procedures. So is it really 
necessary? And how do you look after the wellbeing of your patients? 

T
he field of aesthetic procedures is now 
a multi-million pound industry with 
demand increasing every year. Societal 
norms and pressures regarding 
appearance mean that having  
cosmetic procedures is now viewed  
as mainstream and acceptable. 

This demand may bring lots of 
opportunities for dental professionals providing aesthetic  
dental procedures; however, it also brings risks. 

So, how do you select the right treatments and the 
right patients? How do you look out for the psychological 
wellbeing of your patients and yourself?

Question time
Remember that appropriate patient selection is just as 
important as technical ability in achieving an outcome that 
the patient is satisfied with.

Ask the person about what their concerns are...... 
then listen
This sounds very simple, but it is really important to listen 
without jumping in. Do not start any clinical assessment 
or discussing your opinions at this stage. Try to remain 
neutral and ask the patient to tell you more about their 
views of the problem physically and aesthetically.

Ask them to be very specific and describe their 
concerns in detail – keep listening and do not  
jump in with clinical assessment
Beware of people being vague or saying they dislike 
‘everything’ about their teeth or appearance. We know 
that people are more likely to be satisfied after treatment 
if this has addressed what they were concerned about. 
Again this sounds simple, but there is a difference between 
this and a clinically excellent outcome as assessed by the 
clinician. It is essential that you elicit and understand fully 
what a person is bothered about in order to address this in 
treatment planning.

When did the person first notice the things they  
are concerned about now? Has this been something 
that they have always been aware of or has something 
changed recently? And when did they first become 
concerned about it? These are different questions! 

A S S E S S M E N T  I N  A E S T H E T I C  D E N T I S T R Y : 

A psychological 
perspective

WORDS
DR REBECCA CRAWFORD, 
CONSULTANT CLINICAL 
PSYCHOLOGIST
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Someone may have noticed something about their  
teeth for many years, but not felt that this was negative 
or felt the need to pursue any treatment for this. Did they 
become aware of it or has somebody else pointed this out  
or suggested they required treatment? Try to establish if  
the timeline for the person becoming concerned about their 
teeth. Again try to gather detailed information regarding 
what specifically is bothering them and why. Ask about 
any impact they feel this is having on their life and their 
psychological wellbeing. Make sure that they are not feeling 
under any external pressure from a third party to alter  
their appearance.

Why now? What has made the person decide to seek 
treatment at this point in time? 
Watch out for any major life events or negative trigger 
events that seem to have prompted either dissatisfaction 
with their appearance or a decision to seek treatment. 
These may mean people are not in the best position to be 
making treatment decisions or sticking with a treatment 
plan at this stage.

Hopes and expectations 
Ask the person what they hope will be different after 
treatment. This needs to be explored in terms of how they 
are expecting their appearance to alter, any changes to 
physical functioning and how they think this may impact  
on their life and psychological wellbeing generally.

So, now you have done all of this you can begin your 
clinical assessment regarding their teeth. Do this as usual.

Assessment
Before feeding back to the person about any proposed 
treatment consider the following points:
• Consider your clinical examination and the information 
you have gathered about the person’s perception of the 
problem. Is there a discrepancy between your view and the 

patient’s view or are they fairly similar? Does the person 
have a disproportionate view of the problem?
• Beware if there is a large discrepancy between your 
examination and how the person views their teeth, and 
if their view is that their clinical presentation is much 
worse that your examination. As previously mentioned, 
we know that people are more likely to be satisfied after 
treatment if this has addressed what they were concerned 
about. However, if what they are concerned about is 
disproportionate and their perception is not in keeping 
with your physical examination, it is highly unlikely to be 
resolved by treatment.
• Consider the person’s expectations regarding the physical 
and aesthetic outcomes they are hoping to achieve. Do 
you think these are possible and realistic now you have 
completed your clinical examination? If not, why not? Now 
think about their expectations regarding the impact that the 
outcome may have on their life and psychological wellbeing. 
Is this realistic? 

Remember that there is very little robust long-term 
outcome data regarding the impact of aesthetic dental 
procedures on psychological functioning and wellbeing. 
Also for people with significant psychological difficulties, 
aesthetic dental procedures are certainly not evidence-
based treatments for these. We appreciate that you are 
running a business, but please be honest and realistic with 
yourself and the patient about what can be achieved. If you 
get this right at the beginning people are far more likely to 
be satisfied at the end of treatment. With the rise in demand 
for aesthetic procedures comes ever increasing expectations 
regarding what is possible, so please be cautious with what 
you promise.

Next steps
How do you feel? This maybe sounds like the sort of 
question you might be expecting a clinical psychologist  
to ask a patient? But I am asking you!
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Do you feel under pressure to make a decision 
quickly? 
Do you feel pressured to offer something that you  
would not usually do clinically or that is out with your 
range of competence? Has this person been to see  
multiple clinicians or been to see you many times 
requesting treatment?

Be aware of persistence and pressure to proceed.  
Try to tune into this during your appointment if you feel 
pushed to do something, put the brakes on and consider 
why. Some people can make you feel very pressurised  
to agree to a treatment plan, this should always be a  
cause for concern. Treatment of this sort should be 
carefully considered and planned; it is never  
‘an emergency’ or ‘urgent’.

Gather further information. GMPs are a fantastic source 
of information. If patients are complex and you have 
concerns, request consent to gather further information 
from their GP and discuss their treatment request. If people 
are very reluctant to agree to this – again beware – try to 
discuss why they might not want their case discussed; 
this is about their overall wellbeing, psychological and 
physical, so it is very important.

Consult your colleagues. If there are any aspects 
of a case that raise concern or you feel uncertain 
about, discuss things with your dental colleagues. 
This can also be very helpful for cases where you 
feel pressure to proceed;  
to reflect on the case with an impartial 
colleague can bring a different perspective 
and help you consider the most appropriate 
way forward. 

Saying no! If you have gathered all of 
the information and considered things 
carefully, it is okay to say no if you do  
not feel treatment is appropriate.  
Do not ignore your instincts. If it feels 
risky or uncomfortable then no  
is probably the right answer. This may be 
for a variety of reasons.

Communicate clearly. Explain to the 
person what the proposed plan is, what 
this will and will not achieve functionally 
and aesthetically, time scale, possible 
risks and complications, the importance 
of realistic expectations regarding long-term 
outcome etc. Check if that is what they would 
like to proceed with, whether they need time to 
consider it and do they require further information. 
And if your answer to treatment is no, or not at 
the moment, try to communicate this sensitively 
but clearly and explain why, be firm about your 
decision and do not make any last minutes 
changes to this based on pressure from the 
patient.

Patient-centred decision
Many of these tips may seem relatively simple – that is 
because they are – and they should all be things that you 
can incorporate into routine practice. 

It is also important to note that while these tips will assist 
with appropriate patient selection this does not replace 
expert psychological assessment in any way and this may 
be required for some complex patients.

So initial assessment might sometimes take you a 
little longer, you might need to consult with colleagues 
a bit more often, you might say no to a few people, 
but hopefully the patients you do select will reach 
a collaborative, patient-centred decision with you, 
be satisfied with what you achieve, and your own 
psychological wellbeing will remain intact.

IT  IS  OKAY TO SAY NO IF  YOU DO NOT FEEL 
TREATMENT IS  APPROPRIATE.  DO NOT IGNORE YOUR 
INSTINCTS.  IF  IT  FEELS RISKY OR UNCOMFORTABLE 
THEN NO IS  PROBABLY THE RIGHT ANSWER”
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Case A
PATIENT A attends for an initial assessment 
appointment with you. On first impressions  
you feel that there presenting problem is in the 
mild range. You use all of your new skills – as 
detailed on the previous pages!

The person explains to you that they feel their 
problem is very severe and worse than anyone else 
they have ever met. They are very vague about 
what specifically concerns them but ‘hate 
everything about their teeth’ and would like you  
to ‘just sort it out’ so that their teeth look ‘perfect’. 

They explain that they have been concerned 
about their teeth for many years but have decided 
to pursue treatment now as they feel worse about 
their teeth; however, they are unclear about why 
and mention that the appearance of their teeth 
has not changed. They hope that you will be able 
to make them ‘beautiful’ and that they will feel 
happier and more confident as a result. They feel 
their whole life will be different, in a positive way,  
if their teeth were altered.

They also mention that they have already a 
number of other clinicians about this, but all of 
them have declined treatment. The person feels 
this is because these clinicians do not really 
understand their concerns properly, and they are 
hoping that you will be able to because they are 
not sure what they will do next if you decline 
treatment too. They are very keen for you to make 
a decision today, as they do not have time to waste 
and will need to see someone else if you are not 
willing to do it.

Consider all of your points –  
what would you do?
Disproportionate concern, which is vague and out 
of line with your clinical examination. Unrealistic 
expectations of what any treatment will achieve 
physically and psychologically. Persistence and 
pressure to proceed. All of these points are leading 
you to conclude that treatment is not indicated. 
Although the presenting problem may seem mild 
from a physical point of view with a simple low-risk 
solution, managing the psychological aspects of 
this case mean that it is likely to be complicated 
with a high risk of the person being dissatisfied 
with the end result.

Case B
Patient B attends for an initial assessment 
appointment with you. On first impressions you 
feel that the presenting problem is in the moderate 
to severe range. You use all of your new skills –  
as detailed above!

The person explains to you that they feel their 
problem is quite bad. They are specific about what 
concerns them and have brought a list with details 
about this, and the impact they feel teeth are 
having on life. They explain that they have become 
increasingly concerned about their teeth in the last 
few years but have decided to pursue treatment 
now as they have the financial means to do so.  
They hope that you will be able to discuss some 
treatment options for them to consider, but are 
happy to go with whatever you think is best.

During the assessment the person is very 
agitated, finding it difficult to make eye contact, 
and struggles to articulate all of their concerns to 
you. They mention that they find it very difficult to 
meet new people and have been very worried 
about coming to their appointment today. They 
have prepared by writing things down and taking 
their medication, as recommended by their GP. 
They are hoping that treatment for their teeth  
will improve their confidence and self-esteem  
and make them less self-conscious about  
their appearance.

They also mention that they were previously 
very concerned about the appearance of their nose 
and have had cosmetic surgery privately. They feel 
that this did address their concerns about the 
appearance of their nose. They acknowledge that 
this did not have the broader impact on confidence 
and social functioning that they were hoping for.

Consider all of your points –  
what would you do?
Unrealistic expectations of what treatment may 
achieve from a psychological perspective. Previous 
cosmetic surgery which has met physical but not 
psychological expectations. Overt signs of anxiety 
at assessment. Mention of medication and GP 
awareness of these difficulties. All of these points 
may lead to you to feel that you require further 
information about this patient and to discuss the 
case with the GP. If the person has significant 
difficulties with anxiety these will not be resolved 
by having dental treatment. Although the 
presenting problem is moderate to severe from  
a physical point of view, do not let this cloud your 
judgement or discount the psychological aspects 
at play here. Managing the psychological aspects 
of this case and considering these in any suggested 
treatment plan are essential in reaching a 
collaborative plan, at the right time, with realistic 
goals for outcome psychologically and physically.

C A S E 
S T U D I E S

THEY HOPE THAT YOU WILL  BE ABLE TO 
MAKE THEM ‘BEAUTIFUL’  AND THAT THEY 
WILL  FEEL HAPPIER AND MORE CONFIDENT

What are the clinical implications of a patient’s desire to ‘look perfect’?
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T
he world has rapidly transformed 
into a highly technological place, 
and the field of dentistry has 
been significantly and largely 
positively affected by this 
revolution. Social media can be 
a powerful and effective tool for 
dental professionals, but there 
needs to be an appreciation of 

the potential risks when using an online platform.
Social media encourages a collaborative approach to 

education with the intention of improving engagement 
with patients and stakeholders, and it can be used for 
promotion or brand messaging. However, the risks of social 
media cannot be ignored. Hazards to be wary of include 
misinformation, negative feedback, indiscretion and breach 
of confidentiality, stalking or trolling as well as defamation.

Misinformation
The internet has irreversibly changed the way people access 
data and information. Knowledge can be ‘pulled’ instantly 
from a device in your pocket and answers can be found 
to most questions. Social media allows information to be 
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‘pushed’ even more easily on many different platforms.  
A survey exploring the ways in which the public  
finds out about orthodontic treatment found that  
nearly three in four respondents (71 per cent) would rely 
on the internet while just over one in three respondents 
(35 per cent) will have a discussion with their dentist. 1 

The internet certainly holds useful and important 
information regarding orthodontic treatment, but it cannot 
replace a discussion about an individual’s unique clinical 
circumstances with an appropriately trained clinician. 

Breach of confidentiality
Dental professionals have a duty of confidentiality to their 
patients. The Dental Council expects all members of the 
dental team to respect patient confidentiality and not post 
information or any comments about patients on social 
network sites. Clinicians are able to share anonymised 
cases that illustrate discussions relating to best practice 
but must be extremely careful that the patients can never 
be identified. 

It is very important that dental registrants 
are always aware of this principle when 

using any social network, even if it is 

P A T I E N T  D A T A

Philip Johnstone
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the duty of confidentiality. Rebutting an online 
complaint by a reciprocal posting is also fraught 
with the risk that it develops into a public spat. 

The Dental Council has an expectation that a clinician’s 
use of social media should be both responsible and discreet. 
Engaging in a dispute in a public forum may be considered 

to be neither of these, and as a consequence could 
leave the clinician open to fitness to 

practice proceedings.  It is, in any case, 
better and more effective to ask 
satisfied patients to post reviews.

Stalking and trolling
The line between personal 

and professional use of social 
media can often be unclear. It 

is commonly accepted that there is no such 
thing as a ‘private’ forum on social media. 

Dental registrants and other team members must 
ensure that their behaviour on social media is professional 
at all times. The Dental Council states in 15.2 of the 
Code of Practice relating to Professional Behaviour 
and Ethical Conduct that; “your conduct should not 
lower the public’s opinion of the profession”. 2 

Dental professionals should stop and think before 
posting a comment in any forum even if, on the face 
of it, the post will only be read by a few people known 
to the poster. Ultimately, it must be assumed that any 
comment can be passed on, accessed and read by anyone. 

Maintaining professional boundaries with 
patients in a world in which social media is an 
easy and swift way to communicate can be a tricky 
balancing act. Informality, however, lends itself 
to unintended challenges to professionalism. 

The code also advised that a clinician should not 
‘friend’ their patients on social media networks. 
Even if the professional relationship appears to be 
nonthreatening at the time, the risk of subsequent 
stalking or trolling by the patient must be appreciated. 

Your indemnity organisation will offer 
guidance on the benefits, risks and considerations 
of communicating via social media. 

to communicate with colleagues. Advice to dental 
professionals is never to publish any information about 
patients on social media unless they have explicit consent. 

Negative feedback
Social media is an attractive tool to promote a dental 
practice or offer dental services. However, it also 
potentially exposes dental professionals and businesses 
to unwelcome and sometimes undeserved negative 
feedback. In fact, patients – real or trolls – are actively 
invited by several agencies to review the care that a 
practice or clinician provides and it can be very difficult 
for dental professionals to manage negative feedback.

Dento-legal organisations receive many calls from 
dental professionals who ask for advice about responding 
in these circumstances. Questions include whether to 
reply to the negative comments on the same social media 
platform or whether to contact the patient directly. 

Advisers are frequently asked if other members 
of staff can post positive reviews to defend the 
reputation of the practice or a clinician.

The advice is that a dentist should never respond 
to patient’s complaint directly on line because of 
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signals move on patient

Following our report on 
mouthguards in Ireland’s 
Dental published in July 
2018, we highlight a session 
held in a County Down 
sports club that could 
signal the start of moves 
to improve outcomes 
following dental trauma

protection
Sports club session

A
n initiative to improve awareness of the action people should 
take if they or a teammate suffers dental trauma such as 
tooth avulsion has been launched in Northern Ireland with a 
session at GAA sports club in County Down.

Staged by dental core trainee Niamh McGrath, the session 
involved management and coaches of the boys, girls and 
senior teams. Niamh held a workshop that focused on the 

importance of gum shields and what to do during an avulsion. 
She said: “The age range for playing members starts at five and following the 

sessions coaches are more confident in managing avulsions should they happen 
during training or a match.

“What’s more, the club has made it compulsory to wear a gum shield if you wish 
to play. And there is a tie-up with a local dentist who has provided mouth guards.”

The idea for these type of sessions was first sparked in Glasgow where Niamh 
is a dental core trainee. Proposed by her fellow trainee Victoria Cave, the ‘It’s a 
Knock Out’ project, as it’s become known, was taken forward with the help of 
a third trainee Emma O’Donnell, and backing from Beth Burns, Consultant in 
Restorative Dentistry and Scottish national representative of Dental Trauma UK.

The three trainees were moved to take action after encountering the 
complications of dental trauma in Maxillofacial, Restorative and Oral Surgery. 

Niamh explained: “The project has been on the go for six months. It was meant 
to be small scale and concentrate in and around Glasgow, but it has grown arms 
and legs. 

“We started noticing that people were getting teeth knocked out and no one 
around them knew what to do. We would see them days down the line when 
there was no hope of the tooth lasting long term. We thought if we could get 
to those who are likely to be on hand we would eventually be able to improve 
outcomes.” 

She pointed out that brief research into the topic throws up some eye-opening 
statistics. By 14 years of age, 30 per cent of children have experienced a dental 
injury. Sports-related accidents account for 10-39 per cent of all dental injuries. 

Wearing a properly fitted mouthguard during high-risk sports has been shown 
to significantly reduce the risk of dental injury. However, for many high-risk 
sports in the United Kingdom, using a mouthguard is not compulsory. As a result, 
participants are at significant risk of traumatic dental injury. 

Victoria said: “If that does occur it often results in someone requiring multiple 
appointments over years, missing many days of work or school. And it represents 
a significant cost burden to the patient and the NHS – the average total cost of 
treating one patient with one traumatic injury has been cited as £856.”

Critical
It’s known that immediate management of avulsion injuries is critical for 
improved outcomes. A delay or inappropriate emergency treatment can cause 
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WE STARTED NOTICING THAT PEOPLE WERE GETTING 
TEETH KNOCKED OUT AND NO ONE AROUND THEM 
KNEW WHAT TO DO.  WE THOUGHT IF  WE COULD GET 
TO THOSE WHO ARE LIKELY TO BE ON HAND WE 
WOULD BE ABLE TO IMPROVE OUTCOMES” 
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long-term complications and affect tooth prognosis as well 
as the patient’s quality of life. Traumatic dental injuries 
most often involve the anterior maxillary teeth and can 
have a significant effect on dental and facial aesthetics. 
The significant consequences of dental trauma include 
crown discoloration, pulp necrosis, pulp canal obliteration, 
inflammatory root resorption either internal or external, 
ankylosis and aesthetic concerns. Avulsion leads to the 
greatest functional and aesthetic impairment due to its  
poor prognosis.

Most traumatic dental injuries in school-aged children 
occur at home or at school. Periodontal ligament cells 
become non-viable within 60 minutes, and to avoid damage 
to these cells the tooth must be either placed back in the 
socket, or in an appropriate storage medium (milk, Hank’s 
Balanced Salt Solution or saliva) within four minutes. 

The action of the first responder to an avulsion is 
therefore critical.

Niamh added: “Our aim was simple; to reduce the 
risk of dental trauma and improve outcome following 
avulsion injury by providing education on prevention and 
management of dental trauma in higher risk groups.”

As well as the County Down sessions, the project is 
being aimed at physical education and sports leadership 
students in Glasgow high schools, managers of local sports 
teams, and Scout and Girlguiding leaders. “We also want to 
encourage dentists to engage with their patients and local 
communities on prevention and immediate management 
of an avulsion injury,” said Niamh.

The response from the sports clubs, schools and Scout/
Girlguiding groups has been overwhelmingly positive. 
Victoria explained: “We arranged 30-minute workshops 
where we targeted those who were deemed high-risk, with 
our main focus being on the importance of preventing 
dental trauma. 

“We provided ‘before and after’ questionnaires to gather 
the initial level of knowledge around avulsion. There were 
a variety of answers regarding how to store an avulsed 
tooth; in water, milk, tinfoil, the fridge and one vote for 
under your pillow!”

Meanwhile, many of those asked before the workshops 
said that accident & emergency was the most appropriate 

place to attend after having a tooth knocked out. This is 
borne out in research. Approximately one-third of patients 
present to an accident & emergency department when first 
seeking medical help after a traumatic dental injury. 

However, the best course of action is always to attend a 
dentist as soon as possible. Alternatively, if it’s out of hours 
or you are not registered, a patient can phone NHS24 
who will direct them to an emergency dentist close by. 
Similarly, if the local A&E department is in a hospital with 
a maxillofacial unit there may be dentists on site who 
know to re-implant the tooth quickly. 

Niamh explained: “Meanwhile, it’s well documented 
that on-time and appropriate treatment, alongside 
clinical and radiographic follow-up, is important to 
lessen the effect of traumatic dental injuries and prevent 
complications.” 

Custom made
Those attending the workshops in Glasgow were involved 
in coaching, dance, martial arts, Gaelic football, rugby and 
football. Participants in contact sports such as rugby and 
Gaelic football recognised the need for mouthguards and 
some used them regularly. However, those taking part 
in sports such as football said they would never think of 
wearing a mouthguard – it isn’t the done thing and they 
think there’s no need to do so. The session covered the 
benefits of wearing a mouthguard, particularly one that’s 
custom made. Compared to the ‘boil and bite’ type, custom 
made mouthguards are less likely to dislodge on impact, 
and provide more uniform material thickness as well as 
improved cushioning. They may reduce the risk of injury 
to TMJ and it has even been suggested that they reduce 
concussion risk

There was also a short presentation, including videos 
from Dental Trauma UK, showing how to replace an 
avulsed tooth at the time of injury. The workshop content 
covered prevention, mouthguards, dental caries associated 
with sports drinks and Dental Trauma UK’s Pick It – Lick 
It – Stick It campaign, which includes posters and pitch 
side how-to sheets for first aid boxes. 

A practical element allowed participants to re-plant an 
avulsed ‘tooth’ on dental models. To conclude, there was 

OUR AIM WAS SIMPLE:  TO 
REDUCE THE RISK OF DENTAL 
TRAUMA AND IMPROVE OUTCOME 
AVULSION INJURY BY PROVIDING 
EDUCATION ON PREVENTION AND 
MANAGEMENT OF TRAUMA IN 
HIGHER-RISK GROUPS  
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From left: Victoria Cave, Emma O’Donnell, Mrs Beth Burns and Niamh McGrath
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information on other dental injuries including those that 
should be seen by accident & emergency, such as fractured 
jaw and loss of consciousness, as well as those that don’t 
need immediate management, like tooth fractures, 
intrusions and luxations

 After the workshop the questionnaire was distributed 
again. The results revealed an increase in participants’ 
knowledge and greater readiness to deal with a dental 
avulsion.

“So far, we have held approximately 10 workshops,” said 
Emma. “The numbers attending depend on the location 
of the workshop. In the cases of schools we can have an 
average of 40 students coming along and in the case of 
rugby we often address two team before a match and have 
a quick workshop afterwards, so there are upwards of 30 
people there.”

However, the workshops have not been the only 
activities. The trainees have contacted other local sport 
teams and put them in touch with local dentists who are 
able to provide mouthguards.

Now that the first phase of workshops have taken place 
there are plans to visit more clubs in Northern Ireland and 
Glasgow schools. Dental Trauma UK is also working on 
recruiting dentists to regional representative positions to 
make sure the message is wide reaching. 

Education
Unfortunately, the acute management of dental trauma 
is rarely taught in first aid training courses and barely 
appears in first aid manuals and books.  “That’s why we are 
encouraging dentists join Dental Trauma UK,” said Emma. 
“They can use the excellent education resources available, 
and be active participants in their local communities. 

“Dentists should consider providing aid to local  
sporting teams to make sure they know what to do  
in these emergencies. They can signpost sports clubs 
and patients to guidance and how-to leaflets like those 
available through Dental Trauma UK*. 

“Equally, it would be beneficial if dentists were to 
promote a ‘no mouthguard no play’ rule for contact sports.”

She and her fellow trainees believe this sort of action can 
be a practice builder. And they are encouraging dentists to 
promote prevention by supplying custom fit mouthguards, 
as well as including a question on participation in high risk 
sports and mouthguard use on medical history forms. 

Niamh concluded: There’s no doubt if we work together, 
we can improve dental trauma outcomes for all of our 
patients.”

*Resources available at www.dentaltrauma.co.uk

Sports-related accidents account for

of all dental injuries

of children by the age of 14 have  
experienced a dental injury

SO FAR,  WE HAVE HELD APPROXIMATELY  
10 WORKSHOPS.  IN SCHOOLS WE CAN  
HAVE AN AVERAGE OF 40 STUDENTS COMING  
ALONG,  AND IN THE CASE OF RUGBY WE  
OFTEN ADDRESS TWO TEAMS BEFORE A  MATCH  
AND HAVE A  QUICK WORKSHOP AFTERWARDS”

Victoria Cave sharing Dental Trauma UK’s  
Pick It – Lick It – Stick It campaign with a women’s  
rugby team who are all wearing mouthguards
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Don’t fear

E
veryone makes mistakes. After all, 
we’re only human. However, the 
crucial element in healthcare is how 
we work as individuals and members 
of a team to eliminate error in the 
first place and learn from adverse 
incidents to make sure they are not 

repeated. This is the crux of simulation-based education 
(SBE) and human factors training which are gaining 
increasing traction in medical and dental education. 

Thanks to new technology and increased understanding 
of the way human beings work, training and education 
in every environment has been transformed. These days, 
trainees can practise and master complex skills in safe, 
simulated environments. SBE has proved its worth in 
high-pressure, highly-skilled environments – it is widely 
used as a training tool in a wide range of high-reliability 
industries such as aviation, oil and gas exploration and 
the military. In healthcare, SBE is increasingly seen 
as having the potential to provide improved patient 
safety, better learning experiences for trainees and 
improve the lessons learned from adverse incidents. 

One organisation helping to advance the work being 
done is the Northern Ireland Simulation and Human 
Factors Network (NISHFN). It was established after 
the Northern Ireland Medical and Dental Training 
Agency (NIMDTA) appointed a Simulation Lead and 
Simulation Fellow, as part of the ADEPT Clinical 
Leadership Fellows’ programme. NISHFN aims 
to support and connect individuals who have an 
interest in simulation and human factors training.

Mike Morrow is the NIMDTA Simulation Lead. He 
said: “Simulation has been defined as ‘a technique – not 
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In the relentless drive to improve patient safety 
developments in training and education are crucial, and  
the increasing sophistication of simulation-based education 
and human factors training is attracting attention.

fallibility
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a technology – to replace or amplify real-life experiences 
with guided experiences that evoke or replicate substantial 
aspects of the real world in a fully interactive manner.’

“In truth, the use of simulation in dentistry has been 
widespread since the early 1800s when dentists learned 
by working on extracted teeth on a bench top. Then, 
in the late 1800s the ‘phantom head’ was introduced. 
It remains the mainstay of undergraduate work and 
is used to some extent in postgraduate training.”

In recent times computer-based simulation training has 
been adopted to a certain degree in dental training in the 
UK and Ireland. However, although a few studies have 
suggested it has some advantages in terms of availability, 
cost and reduced contamination, there’s no solid evidence 
to suggest it is superior to phantom head training.

“What has the potential to make a dramatic difference 
is the recent development of virtual reality feedback 
haptic devices,” said Mike. “Using technology developed 
initially for the aerospace and aviation industries, 
high-fidelity VR simulators can now provide trainees 
with realistic sensory feedback that’s much more 
meaningful than looking at a two dimensional screen. 
Although this technology is still in its early days, it 
is likely to prove a game-changer for dentistry. 

“There is likely to be a role for haptic training in 
more complex dental procedures, such as restorative 
work, where the availability of patients to train on 
is limited and the cost of mistakes is very high.

“That said, I don’t see the use of phantom heads 
disappearing any time soon, but the new products 
will undoubtedly be a powerful addition.” 

Up to now, most of the SBE being done in Northern 
Ireland has focused on the medical side rather than 

the dental. However, Mike and his colleagues have run 
a number of successful and popular courses for GDPs 
that concentrated on managing medical emergencies. 
Although a relocation of training facilities saw these 
courses withdrawn there is hope that they can be 
re-established. “As an adjunct – never a replacement 
– to clinical experiences, SBE has huge potential to 
improve skills and identify latent threats,” said Mike.

Healthcare human factors
Human factors training focuses on optimising 
performance through better understanding of the 
behaviours of individuals and the way they interact 
with their environment. Numerous models have been 
developed to explain the complex relationship that exists 
between human factors and the patient. The World Health 
Organisation (WHO) identified ten human factor topics 
most relevant for patient safety; safety culture, manager’s 
leadership, communication, teamwork – structure/
processes and team leadership, situational awareness, 
decision-making, stress, fatigue and work environment. 

“In Northern Ireland, NISHFN is working with local 
and national experts to develop an all-encompassing 
approach to healthcare human factors. The aim is 
to develop skills in team-working, communication, 
behavioural issues and cognition among others.

“Cognition relates to how we think and, in particular, 
how we think in different situations, such as when 
we are operating under stress or are tired. These can 
leave a practitioner prone to error, therefore learning 
to think about how you think has the potential to 
help you improve or adapt your behaviour.”

“Similarly, when we were running our courses for 
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GDPs it became clear quite quickly 
that in many cases team working 
wasn’t as well-developed as it might 
have been. For example, dentists 
might not always be aware of where 
resuscitation equipment was stored, 
what guidelines were available 
to them and when resuscitation 
drugs might go out of date.”

The work in Northern Ireland 
is part of wider activity. In the UK, the Chartered 
Institute of Ergonomics and Human Factors has given 
greater urgency to its work in healthcare. Indeed, 
in 2018 it released a white paper on the topic. “Our 
work in Northern Ireland is closely aligned with 
the approach outlined by the Institute,” said Mike. 
“One that takes account of the individual, the team 
they work with and the system they work in.”

He believes future training must look at an individual’s 
skills and requirements, the demands of the dental 
curricula, and human factors training. Such an integrated 
approach will help make sure dentists know about 
their own potential for lapses and errors, how they as 
an individual practitioner rely on the team supporting 
them, and how the system in which they operate can 
be fallible. Mike and his colleagues are also keen to see 
increasing links between groups across the UK and 
Ireland that support SBE and human factors training.

“Although I am not a dentist and have limited 
experience in training dentists, I know they’re no 
different to other healthcare workers – they are 
human, and therefore prone to human frailties.”

While it might be thought that people would react 
negatively to having their capacity for error highlighted, 
Mike said the opposite is usually true. “What we’ve 
found in our work with medics and allied healthcare 
professionals is that when individuals are made aware of 
these issues it can be a ‘lightbulb moment’. Start talking 
about human frailty – which is not a disparaging term – 
and people intuitively understand that we are all fallible. 
The best way to protect your patient, your team and 
yourself from the consequences of error is to develop the 
skills, behaviours and cognition that make the job safer.”

Adverse incidents
Another area where human factors and SBE can be 
vital is in the ability to learn from serious adverse 
incidents. “NISHFN is currently piloting a Quality 2020 
project using video training and structured feedback 
to look at this in the medical arena,” explained Mike. 

“Health boards, trusts and agencies are good 
at collecting data on error. Those stats are 
harvested, collated and analysed with subsequent 
recommendations fed back to clinicians. 

“However, this process hasn’t always been as 
successful or reliable as we would like. Frequently, 
feedback comes in the form of learning letters or 
an email attachment that can be easy to overlook. 
Unfortunately, all too frequently we see repeat 
episodes of the same problem occurring.”

He believes repetition suggests a systemic problem. 
“The Public Health Agency is very focused on this 
issue and is keen to look at ways of addressing these 
recurrent problems. We are now involved in developing 
a human factors course to help, using video training 
to reach a wider interprofessional audience.”

It has to be recognised that there’s much to be 

done in making SBE and human factors training an 
everyday part of medical, never mind dental, education. 
Mike noted: “At the NI Medical and Dental Training 
Agency we have begun working closely with Queen’s 
University to make sure there’s close alignment with 
what they are teaching in human factors and what 
we are aiming to do in a postgrad environment. We 
are working with the medical specialties trying to 
make sure SBE and human factors training is being 
delivered where recommended by the various Royal 
Colleges, and that the resources and readiness are 
there to make sure it can be delivered effectively.”

Mike and his colleagues are also trying to make 
sure that training is being created in ways that are 
appropriate, delivered to a recognised standard 
and aligned with the various curricula. 

“As part of that we have been involved in trying to 
standardise the approach to debriefing simulation 
sessions. A debrief has to be structured and reproducible. 
We’ve based a lot of our work on an approach developed 
by the Scottish Centre for Simulation and Clinical 
Human Factors. Our methodology has been rolled 
out successfully and accepted by undergraduate 
medical colleagues at the Queen’s University, 
helping to bring a degree of standardisation. 

“Overall, we are making small but steady strides 
and we at NISHFN would certainly welcome our 
dental colleagues as members of the network. 
NISHFN welcomes everyone who is interested 
in simulation-based education or human factors 
training, regardless of clinical background.”

The Northern Ireland healthcare system, like 
others, suffers from acute financial pressures. SBE 
and human factors training require resources, faculty-
training and time away from clinical work. Researchers 
are increasingly aware of the need to look at cost-
effectiveness. Nevertheless, it is also recognised 
that there will be an increased drive for integrating 
simulation-based education and human factors training 
in undergraduate and postgraduate healthcare training. 

“NISHFN looks forward to helping interested 
stakeholders support and develop simulation 
and human factors training across Northern 
Ireland in the coming years,” said Mike.

“The challenges that those of us involved with this 
area face are cost, faculty time and how to get training 
integrated into the workplace. Our efforts have been 
focused on encouraging people to invest in this valuable 
way forward. It does take a paradigm shift for that to 
occur – there has been recent movement in the right 
direction, but full-scale recognition of the value of SBE 
and human factors training has not happened yet.

“The developments in these areas create an exciting 
challenge for everyone involved in healthcare education, 
but, as always we need the support of funding bodies.”

It seems that we don’t need to fear fallibility, 
but we do need the finance to face up to it. 

ALTHOUGH I  AM NOT A  DENTIST AND HAVE LIMITED EXPERIENCE IN 
TRAINING DENTISTS,  THEY’RE NO DIFFERENT TO OTHER HEALTHCARE 
WORKERS – THEY ARE HUMAN,  AND PRONE TO HUMAN FRAILTIES”



42  |  Ireland’s Dental Magazine

CLINICAL

Introduction and background 
The majority of treatment of 
paediatric patients in the UK 
is carried out by general dental 
practitioners. It is therefore crucial 
that GDPs are aware of treatment 
options for these patients. 

Preformed metal crowns (PMCs) 
were first described by Engel in the 
1950s1. Primarily, their use has been 
for the restoration of primary molars 
that have caries or structural defects. 
There is a large and growing body of 
evidence to suggest that primary teeth 
restored with PMCs are less likely 
to develop problems or cause pain 
in the long term than those primary 
teeth restored with conventional 
restorations.2 Teeth that were 
restored using the Hall Technique 
were also shown to give less 
discomfort at the time of placement 
than conventional restorations.2 
There is wide acceptance of this 
technique to restore primary molars 
in both the United States and United 
Kingdom.3, 4

There is less evidence and 
information surrounding the use 
of PMCs for permanent molars , 
but they can be a useful addition 
to the armamentarium of any 
dentist treating paediatric patients. 
Permanent molars of poor prognosis 
can interfere with eating, sleeping, 
attending school, and taking part in 
daily activities. 8, 9, 10 Children can 
experience pain and infection, as well 
as a reduction in their overall quality 

of life.9, 10 Additionally, retention of 
permanent molars of poor long-
term prognosis can be beneficial 
orthodontically. RCS England 
guidelines suggest that the ideal time 
for extraction of first permanent 
molars is between eight and 10 years 
old.13 PMCs can be helpful in assisting 
with this and prolong the retention of 
molars that would otherwise be lost. 

Dean et. al6 found that about 48 
per cent of Scottish GDPs assessed 
in their study were already using 
PMCs with the Hall Technique for 
the management of caries in primary 
molars. Anecdotally, however, 
there is limited knowledge of GDPs 
surrounding the use of PMCs in the 
permanent dentition. 

As mentioned above, there is a 
comparative limited body of evidence 
to support use of SSCs in permanent 
molars to that of primary molars. In 
2016, a study in the US suggested that 
use of permanent tooth SSCs as an 
interim restoration resulted in an 88 
per cent success rate, with an average 
lifespan of 45.18 months in all age 
groups. This result was statistically 
significant in the under-nine age 
group (P=0.001). However, this was a 
small sample size. 

PMCs are valuable in the interim 
management poor prognosis 
permanent molars. This article aims 
to give GDPs an introduction to 
the use of PMCs in the permanent 
dentition for paediatric patients. 
Many of the principles and skills used 

in restoration of primary molars with 
PMCs can be applied to permanent 
teeth. 

Indications for use of PMCs in 
permanent molars 
There are many clinical 
circumstances in which PMCs for 
permanent molars can be a useful 
treatment choice. Paediatric patients 
can present with difficult clinical 
scenarios that require operative 
intervention due to caries or 
structural defects in these teeth. This 
can be further complicated by social 
factors including parental or guardian 
wishes, child anxiety and medical 
history. 
• Multi-surface caries in permanent 
molars where use of composite or 
amalgam is contra-indicated
• Pre-co-operative or anxious child 
precludes conventional restoration
• Structural defects such as 
molar-incisor hypomineralisation, 
amelogenesis imperfecta, 
dentinogenesis imperfecta
• Temporary restoration until 
definitive treatment accepted such as 
extraction for orthodontic purposes.

Of benefit is the limitation to 
caries progression and reduction 
in symptoms that can be achieved 
through use of PMCs. 

Contraindications for use of 
PMCs in permanent molars 
There are relatively few 
contraindications to the above.

Use of stainless steel crowns 
in the permanent dentition 
of paediatric dental patients:  
A guide for GDPs
Scott J F Wright, Dental Core Trainee, Glasgow Dental Hospital & School 

A B S T R A C T 

The use of preformed metal crowns (PMCs) or stainless steel crowns (SSCs) within paediatric dentistry is widely accepted. 
Predominantly, this is for the treatment of carious primary molars. This article aims to increase readers’ awareness of the use of PMCs 
for permanent molars in a paediatric population. 
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However, below are some aspects that 
require consideration. 
• Nickel allergy – stainless steel 
crowns is in fact a misnomer as 
PMCs are constructed with nickel 
chromium
• Insufficient tooth structure to retain 
crown
• Signs or symptoms of irreversible 
pulpitis
• Peri-apical pathology. 

Technique for placement of 
PMCs in permanent molars 
2, 11, 12

The technique for placement of 
PMCs in permanent molars is very 
much dependent on compliance  
of the child patient. Many previous 
articles advocate the use of 
conventional preparations however, 
the use of a modified ‘Hall Technique’ 
approach can also be used. 

Pre-treatment preparation
• Explain the treatment to patient and 
guardian, obtaining informed consent.
• Place orthodontic separators, using 
two lengths of floss, three to five days 
before scheduled appointment for fit 
of PMC 
• Rehearse procedure with patient 
and guardian.

Treatment appointment – 
Placement
• Gauge initial size of PMC required 
by measuring mesio-distal distance 
of tooth and choosing the most 

appropriately sized crown
• Conduct minimal preparation 
including slight mesial-distal 
and minor occlusal reduction if 
appropriate or clinically possible,  
not required in all instances
• Remove caries with excavator or 
handpiece if appropriate or clinically 
possible, not required in all instances 
• Adjust height of crown using crown 
scissors, the PMC should extend 
just to the ACJ of the tooth where 
possible, and slightly subgingivally 
(Figures 1a, 1b, 1c)
• Smooth rough edges with a 
polishing stone or disc
• Adjust margins of PMC with 
crimping or other orthodontic pliers 
to ensure a secure fit of the PMC 
cervically around the tooth (Figure 2)
• Practice seating of PMC with child 
after showing them the crown
• Sit the patient upright and protect 
the airway with gauze
• Isolate the tooth being treated 
appropriately to minimise moisture 
contamination
• Fill the adjusted PMC with resin-
modified glass ionomer cement and 
seat firmly with thumb pressure, 
placing a cotton-wool roll occlusally
• Ensure the PMC is in the correct 
position and encourage the child to 
bite firmly onto the cotton wool roll, 
continually assessing the position of 
the PMC. Gamification in the form of 
asking the patient to play ‘tug of war’ 
or ‘biting down like a tiger’ can be 
helpful at this time while you ‘attempt 

to remove’ the cotton-wool roll.

Treatment appointment – 
Post-placement 
• Remove excess cement with 
probe, excavator and knotted floss 
interproximally. 
• Check final position, occlusion and 
gingival condition, gingival blanching 
is normal 
• Give post-operative instructions, 
positive reinforcement and reward 
with a sticker. 

Post-operative instructions
Post-operative instructions can 
be given that are very similar to 
those given when placing PMCs 
on primary teeth. Advise parents 
and children that occlusion will be 
slightly high but will settle within 
three to five days. Analgesia may 
be required, and paracetamol and 
ibuprofen, if not contraindicated, 
would be appropriate. Asking parents 
to reinforce positive messages 
between appointments is of benefit to 
developing co-operation, particularly 
if multiple PMCs are being placed. 

Complications and 
troubleshooting
Complications can occur with all 
treatment and therefore it is key 
to ensure that after placement, 
PMCs are monitored clinically and 
radiographically to assess for signs of 
success and failure. 

During placement, if the crown is 

Permanent Tooth PMCs  
and Orthodontic Separators
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deemed to be in the wrong position, 
it may be possible to remove it with 
an excavator before the cement sets. 
If this is not possible, removal can be 
performed by cutting a slot bucco-
lingually across the occlusal surface 
of the crown, and extending this 
down the buccal aspect. The crown 
can then be peeled away using  
an excavator. 

Adapting the margins of PMCs on 
permanent molars is crucial. Failure 
to do so may result in secondary 
caries, periodontal disease or 
impaction of unerupted teeth.5, 11 The 
margins should sit tightly around 

the neck of the tooth to reduce the 
aggregation of plaque leading to 
the development of carious lesions 
or periodontal disease. Assessment 
clinically using a sharp probe, floss 
and bitewing radiographs should be 
conducted to determine success. 

Conclusion
To conclude, the use of PMCs in 
paediatric patients should not simply 
be limited to primary teeth. PMC 
placement in permanent molars for a 
paediatric population should be part 
of the skillset of all GDPs in order 
to best manage clinical scenarios 

without the need for referral to 
specialist services. Development of 
this aspect of paediatric dentistry 
can only come with education and 
practice; the authors hope that this 
article can assist with this. 

SCOTT J F WRIGHT 

The author wishes to express grateful thanks 
to Mrs Christine Park, Honorary Consultant in 
Paediatric Dentistry, Glasgow Dental Hospital 
& School, University of Glasgow. 

Figure 1a  Use of crown scissors  
to adjust the height of PMC

Figure 1b  Further adjustment  
of height of PMC
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Figure 2  Crimping of PMC margins 
following adjustment of height
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S If you wish to contact Susie about this article or other 
practice management issues she can be reached at 
susie@dentalfx.co.uk

MANAGEMENT

HOW DO WE 
KEEP OUR 
PATIENTS HAPPY?
That’s the $64,000 question as each individual’s needs and 
expectations will be different … and it’s our job to meet them
[ WORDS: SUSIE ANDERSON SHARKEY ]

SO MANY ARTICLES, EVEN WHOLE 
books, have been written on wide-ranging 
subject of patient satisfaction that in this 
article I’m outlining just a couple of things 
I’ve learned from experience over the years.

No matter whether the patient is old or 
young, NHS or private, there are standards 
which are the same right across the board. 
There is a level of courteousness, efficiency 
and professionalism that is expected in the 
industry, whether that be from a dentist, 
hygienist, nurse or receptionist. 

The patient perspective won’t just begin 
when they walk through the door of the 
practice. They will have formed opinions 
even before they get there. If spoken to on 
the phone, was the receptionist polite? Was 
the receptionist able to answer any queries 
the patient may have had, and if not, did he/
she ensure that they were put in contact 
with the person that could help them?  
If a patient has been contacted by social 
media, how long did they have to wait for 
a reply? If by email, once again was it dealt 
with promptly?

Different people have different 
expectations but how do you go about 
ensuring that you exceed those expectations 
each and every time the patient is in the 
surgery? OK, so I think it’s fairly safe to say 
that there are some people, no matter how 
much you do for them, they will just never 
be happy. But thankfully those patients are 
few and far between, and by and large if we 
present an outstanding service, the patients 
will be outstandingly grateful. 

Firstly you must show genuine interest 
in your patient. They will soon pick up if all 
you’re interested in is getting them in and 
out of the door as fast as possible. A few 
moments of chat each visit, building rapport, 
building a relationship with the patient goes 
a long way in securing patient loyalty for 
years to come. Sometimes the patient just 
wants a few minutes to chat about what’s 
happening in their life, and if someone in the 

practice takes some time to lend a listening 
ear they will know that you genuinely care 
about them. May I quote that well used but 
very true saying “People don’t care how 
much you know until they know how much 
you care”. 

A few months ago I happened 
to be at the main reception desk 
when a patient came out from 
one of the surgeries and was 
about to pay a considerable 
amount of money. His phone 
rang and he had to take 
it, walked away from the 
desk, spoke to someone for a 
minute or two then came back 
to the desk absolutely choked 
up and hardly able to speak...his 
mother had just that moment died. I took 
him away from the reception desk, sat him 
in my office, made him a cup of tea and told 
him to take as long as he needed...the money 
could wait. 

What that man needed at that point was a 
bit of space to grieve, a quiet place to sit and 
take in the news that had just been delivered 

to him. He didn’t need us at that precise 
moment asking him to pay a substantial bill 
and make his next appointment. I gave him 
his tea, time and space to be on his own and 
then told him to get in touch with us later.  

A little compassion goes a long way.
Secondly we must listen. What 
is the patient really saying to 

us? It may not be what we 
expect them to say (or even 
want them to say), and it’s 
so important we don’t have 
pre-conceived ideas of what 
the patient thinks. And 

very often what the patient 
doesn’t say is as important as 

what they do say and without 
taking time to listen then we make 

assumptions that are way off the mark.
Many years ago I had exceptional 

customer service and it’s my gold standard 
that I went back to time and again when I 
was practice manager. (I’ve recently stepped 
down as practice manager and am now 
working as a treatment co-ordinator).  

In my new role as treatment co-ordinator 
it is my aim to give every single patient as 
much time as they want or need. If they 
want to chat about any aspect of their 
treatment, I will be at the other end of a 
phone for them and I want to ensure that 
they feel totally connected to us and that we 
are in this patient journey together.

 I want to hear what the patient expects 
from us and then I want to ensure that we 
absolutely surpass that expectation every 
step of the way.

So to summarise: Courtesy, 
professionalism and efficiency are just the 
starting point. Listen, take some time with 
each patient, find out what they expect … 
and then do far more. 

 
IT’S IMPORTANT WE  
DON’T ASSUME WHAT THEY 
THINK. VERY OFTEN WHAT 
THE PATIENT DOESN’T  
SAY IS AS IMPORTANT  
AS WHAT THEY DO SAY”
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MANY DENTISTS ARE JUST 
NOT GOOD AT RECRUITING 
IT IS NOTICEABLE HOW OFTEN 
the same jobs are advertised again 
and again. Some practices don’t 
seem to be able to recruit the right 
staff and thereafter, to retain them. 

High turnover can be hugely 
expensive in terms of the disruption it 
causes as well as the time and cost to 
recruit and train new staff members. 
It also gives a very bad impression to 
patients, who like continuity and the 
feeling of belonging to an established, 

Richard Pearce lives in Northern Ireland. Following 
a business career in various sectors and an MBA, he 
joined his dentist wife in dentistry. Richard combines 
his wide commercial experience with being attuned 
to what it is like for an associate dentist, a practice 
owner and a practice manager. His unique perspective ensures he can 
assist a practice owner with every area of the practice to create a more 
profitable practice and to achieve their smart objectives.

www.smartpractices.co.uk

Make changes to your hiring strategy if 
you want to attract top candidates 
[ WORDS: RICHARD PEARCE ]

ATTRACTING 
GOOD STAFF IS 
GETTING HARDER

stable practice. Good clinicians and 
support staff can very much pick 
and choose in today’s environment. 

Given that the revenue of the 
practice can only be generated by 
the clinical staff, it is obvious that 
the right clinicians and people 
who support them are crucial. 
This article will look at how a 
practice owner can give themselves 
the best chance of success in the 
recruitment and retention challenge.

First, however, let’s look at why 
so many practices get it wrong.

MANAGEMENT
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The recruitment process starts 
right back at the consideration of the 
sort of staff member you are looking 
for. The job description and the 
person specification are not meant to 
be just another piece of admin, but a 
key part of understanding what the 
role is and what sort of candidate 
would have the best chance of success. 

This applies just as much to a 
general dentist as it does to a lead 
receptionist, a TCO or manager. 
Having a vacancy to fill does allow you 
to aim higher and recruit someone 
with more of the experience, skills 
and attributes in line with practice 
values than their predecessor.

The advertising process allows 
you to create a shortlist: let’s aim 
for at least three. Having only one 
candidate at the interview stage is 
likely to mean that you convince 
yourself that they are right for the 
job, as you have ‘no choice’. The 
adage, ‘Recruit in haste, repent at 
your leisure,’ is extremely prescient. 
Be ready to politely say ‘No’, to all 
applicants as you will waste more 
time with the wrong appointment 
than you will with just starting again.

The interview is a two-way process. 
If your advertising of the position has 
encouraged good candidates (who fit 
the specification), you now want them 
to see the level of professionalism that 
you aspire to in your practice because 
you want your chosen candidate 

to accept the 

to being asked, ‘What is your 
current salary?’ It is unlikely that a 
manager for instance would expect 
to double their salary in one move. 
Therefore, we can ask a dentist too. 

All things being more or less equal, 
dentists don’t go from grossing 10k 
a month to 30k a month. So, you 
can ask and you should. If they 
don’t want to answer, that’s fine - 
too – just wish them every success 
for the future and keep looking!

After the interviews, what about a 
two-hour trial period on reception? 
Even for dentists. Can they interact 
and empathise with patients? When 
all the scores have been added and 
the lead candidate is clear, you 
can now make them an offer.

Assuming you have found your 
ideal candidate, you now have to get 
this person working effectively in 
your practice; delivering the gross 
that you both expect and becoming a 
valued member of the practice team.

So next time, we will look at:
• Job offer and pre-starting 
administration
• Induction
• First month 
• Reviews

With recruitment such a crucial 
part of the success of a practice, it 
pays to take it very seriously and 
be ultra-professional. The standout 
candidates are then more likely to 
accept your offer of a position within 
your practice and you will be snapping 
up the best staff, honing your team to 
give you the edge on the competition.

position. It comes across as extremely 
unprofessional to squeeze in an 
interview at lunchtime (and quite 
possibly be running 15-20 minutes 
late for it!). Why not consider instead 
holding interviews at the practice 
on a Saturday morning where you 
can fully focus on the candidate 
and the process or what about at 
a local hotel, say from 5-8pm?

Why is it that recruitment 
in dentistry is often handled so 
unprofessionally? It is likely because 
historically, dentists (who become 
practice owners), have never, ever 
experienced a well-managed, effective 
recruitment process themselves. 
Hence, apart from the odd article 
they may have read, they have no 
real idea about how the process 
could be made more successful.

So, back to our recruitment process. 
Five candidates have been asked to 
interview, booked 45 minutes apart. 
A scoring sheet has been prepared, 
created from the job description 
and person specification. You have 
a colleague or somebody with you 
who can be relied upon to score 
candidates objectively, even if they 
know nothing about dentistry. 

The candidates may have been 
asked to complete an online Excel 
assessment, prior to selection for 
interview. Or perhaps provide a 
Kolbe score. Having other means of 
assessing a candidate (other than just 

the interview) is strongly 
encouraged. What 

about the money 
question? For 

most roles, 
people 
are used 

 
WHY NOT CONSIDER HOLDING 
INTERVIEWS AT THE PRACTICE ON A 
SATURDAY MORNING WHERE YOU CAN 
FULLY FOCUS ON THE CANDIDATE 
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IT’S FUNNY HOW THE SIMPLEST OF 
phrases can be misunderstood. When we 
say to a patient “just a” we mean “simply” 
or “there is nothing more than this” or “you 
can be reassured”. However, when used in 
conjunction with, for instance, “check up”, 
“a clean” or “the hygienist” it can diminish 
those processes or people.

Why is that? For most of us, dentistry 
is the day to day, the norm, it’s what we 
do week in, week out. But for our patients 
it’s no such thing; a visit is quite rightly a 
big deal. They know that they are going 
to be lying prone in a dental chair, a 
bright light shining close to their eyes and 
that someone will be using sharp metal 
instruments. The mouth is the opening 
to the lungs and the gut and wants to 
protect those canals. The oral cavity has a 
highly developed nerve supply and is very 
aware. Like it or not, dentistry can be an 
intimidating experience.

Throw into the mix the recall of any bad 
experiences that – for all our relaxation 
techniques, our empathy and reassurance –
lingers at the back, or half way to the front, 
of the mind.

This visit, this time, has been in their 
diary for several weeks or more. They have 
organised their day around it. For them it 
is a big deal. There should be no “just a” 
about it. 

Nobody wakes up in the morning and 
shouts, “Yes! Dentist today! I can’t wait! I 
do hope they have to prove how skilled they 
are. I really want them to earn their money. 
I hope it takes ages so I get good value!”

Hands up who wants to be a difficult or 
challenging patient? Whether it be biopsy 
or vaccination, endodontics or endoscope 
we all want it to be straightforward when 
it’s us on the receiving end. Of course we do.

But life isn’t always that straightforward. 
Some procedures are downright unpleasant. 
Nobody would volunteer for a molar root 
treatment or a surgical procedure if the 
alternatives were a good lunch or a trip to 
the beach.

“Just a” is meant to reassure, to comfort, 
to help, I understand that. However saying 
“just a check up”, “just a cleaning” or “just 
the hygienist” can make these visits less 
important in the patient’s mind, and yet we 
all know how important they are and how 
we want them to be valued by the patient.

When I ran my practice, in the dim and 
distant past, my team and I sat down and 
decided on a vocabulary of words and 
phrases that we would and wouldn’t use. 
New patient examinations and check-ups 
became Dental Health Assessments and 
Reviews respectively. 

With our focus on health and particularly 
gum health we explained and showed 

THERE’S NO “JUST 
A…” IN DENTISTRY
Every visit to the dentist – no 
matter how minor – is important 
to the patient, who should fully 
understand their treatments
[ WORDS: ALUN K REES ]

MANAGEMENT
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the problems and the diagnosis, then ran 
through the causes and solutions and 
explained why it was important that the 
patient took responsibility for looking 
after themselves at home before any active 
treatment was started. 

When possible we let the patient meet 
the hygienist before they left the practice. 
That way, when their appointments were 
made, they had already met the person 
who would be working with them. The 
routine gum health review emphasised the 
importance of periodontal disease and its 
control. 

A team member at “front of house” who 
had no previous dental knowledge gave us 
a welcome opportunity for us to “translate” 
what was involved in various treatments 
to her; this then allowed her to explain in 
straightforward terms to patients.

In these days of not only obtaining 
informed consent but also ensuring the 
patient does fully understand procedures, 
it is vital that they are able to repeat in their 
own words what is planned for them and 
why. Taking the time to work on the clear 
“what, why, how, when and who” can save a 
lot of misunderstandings and problems.

It also means that the patient is able to 
take ownership of their diseases and their 
control, can make informed decisions about 
the timing of future treatments and is able 

 
FOR MOST OF US, 
DENTISTRY IS  THE  
DAY TO DAY.  BUT  
FOR OUR PATIENTS  
IT ’S  NO SUCH THING”

to anticipate what needs to happen.
None of this comes without hard work, 

particularly teamwork. Regular team 
meetings mean that everyone can get on 
board. Practicing what we say is needed 
but, in my experience, this is something 
that seldom seems to be done in-house. 

Rehearsing conversations can become a 
sort of game where different team members 
choose a card with a procedure and then 
have to explain it to another team member 
who does their best to misunderstand and 
then ask difficult questions.

The more you practice, the more you 
realise how hard it is to be a dental patient 
and how hard it can be to fully comprehend 
what is planned for you.

Give it a try.

Alun K Rees BDS is The Dental 
Business Coach. An experienced 
dental practice owner who 
changed career, he now works 
as a coach, consultant, trouble-
shooter, analyst, speaker, writer 
and broadcaster. He brings the 
wisdom gained from his and 
others’ successes to help his 
clients achieve the rewards their 
work and dedication deserve. 

www.thedentalbusinesscoach.com
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T here is a variety of possible pitfalls 
that can cause problems when 
buying or selling a dental practice. 
Here, Luke Moore – co-founder 

of Dental Elite – shares some of the most 
common issues to be aware of.

ACCOUNTS
All accounts should be easy to read and 
complete, to prevent apprehension among 
purchasers – particularly more nervous 
first-time buyers. If accounts need to be 
restated, it is advisable to provide a detailed 
explanation as to why, reducing the risk of  
a potential buyer questioning the validity  
of the figures and other aspects of practice 
management. Seeking early advice on the 
‘ideal’ set of accounts can avoid delays and 
aborted deals. 

VALUATIONS
One pitfall vendors commonly face is 
unjustified valuations, as a lack of adequate 
validation for the estimated value provides 
opportunity for negotiation later on. At 
Dental Elite, we always offer comprehensive 
reasoning for valuations provided, which puts 
both buyer and vendor at ease, and can be 
used to support bank valuations during the 
lending process. With that said, offers above 
a justifiable valuation must be approached 

BEWARE THE POTENTIAL 
PITFALLS OF A PRACTICE SALE

diligently as the buyer will often need 
additional cash to bridge the gap between 
the bank’s and broker’s valuations and this 
should be explained at the outset. 

NHS
Historical or recent NHS contract breaches 
are not uncommon and, if managed 
correctly, a deal structure can often be 
implemented to reduce negative impact  
on the goodwill of the business. In addition, 
making the buyer aware of any open 
investigations at the outset will manage 
expectations for both parties early on. 

PROPERTY
A short lease length, property defects and 
risk of asbestos can all influence a purchaser’s 
ability to secure funding for a property, but 
these are common issues that can often be 
easily resolved. Prior to selling there are 
several risk assessments and reports that can 
be obtained and problems can usually be 
resolved prior to any additional legal costs.  
A sufficient EPC (Energy Performance 
Certificate) is also required.

STAFF
Many vendors worry that key members of 
staff leaving at crucial times during a sale 
could have a significant impact on the 

transaction. Generally, as long as staff 
changes are managed effectively – replacing 
individuals with like-for-like professionals – 
the sale can continue. It is essential to ensure 
contracts are present and up-to-date for all 
members of staff as part of the pre-sale 
checks. These should include making the 
individual’s employment status clear, with 
appropriate binding out clauses that could 
be enforced if challenged. 

POST COMPLETION 
A sale is not completed until it is completed, 
so it’s important to put all agreements 
between vendor and buyer in writing in order 
to protect both parties moving forwards. 
This is especially important if the previous 
principal is to continue working in the 
practice post-completion.

In the end, working with an experienced 
expert team who can guide you through the 
process will pay dividends. With Dental Elite, 
you will have a dedicated consultant and 
sales progression and CQC manager 
throughout the entire transaction who  
will keep you updated on progress every  
step of the way. 

We also have dedicated professionals who 
can help with CQC applications and NHS 
contract transfers, encouraging a smooth 
and timely process for all.

For more 
information on 
Dental Elite visit 
www.dentalelite.
co.uk, email info@
dentalelite.co.uk  
or call (+44 1788 545 
900)
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The one thing that all digital 
tools have in common is the 
ability to provide instant 
answers, or at least instant 

information, from which informed 
decisions and diagnoses can be made. 
This is especially useful when your 
patient is still sat in the chair. You have 
the opportunity to explain a problem, 
show them the evidence, discuss the 
solution and get acceptance on the 
course of treatment available.

A patient’s main concern when 
visiting a dentist is whether or not they 
will have a clear bill of health or need 
some type of treatment. Patients are 
becoming more knowledgeable and 
interested in the treatment options 

available to them and appreciate the 
time taken by their dentist to explain 
the possibilities and implications. 

Catching caries in the earliest 
stages is obviously beneficial to the 
conservation of tooth tissue. However, 
with periodontal disease gaining 
recognition as a major factor not only 
in oral health, but also general health, 
early detection of the signs is 
becoming equally important.

Periodontal disease affects nearly 
half of the adult population in the UK. 
However, periodontitis is both 
preventable and treatable. Helping 
patients to see the problems and to 
understand how they can influence 
disease development in the future is 

key to improving the success of 
treatment and long term oral health. 

The use of highly developed 
technology such as Soprocare can 
assist in diagnosis and education of 
patients. Soprocare is an intra oral 
camera that uses light frequency to 
aid diagnosis of dental caries and 
tissue inflammation. 

High resolution images can then be 
shown to patients on the computer 
screen and then saved as part of the 
patient clinical notes. 

The Soprocare Intraoral Camera 
has two modes, Perio and Cario. The 
Perio mode highlights new dental 
plaque, newly mineralised dental 
plaque, old dental plaque, stains, soft 

tissue inflammation and gingival 
recession.

The Cario mode highlights early 
occlusal caries, enamo-dentinal caries, 
seepage of old restorative material 
and secondary caries.

By having access to the latest 
digital technology, dental clinicians 
can not only provide the highest 
quality of clinical care, but also are 
able to explain their conclusions with 
patients there and then, gaining 
understanding, treatment acceptance 
and confidence in their care provision. 

HOW CAN DIGITAL TOOLS 
BE UTILISED TO IMPROVE 

PATIENT KNOWLEDGE 
AND AWARENESS ABOUT 

THEIR ORAL HEALTH?
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GIVE YOUR 
PATIENTS A 
FRESH AND 
HAPPY SMILE
Start spring with Kemdent’s 
fresh range of Prophylaxis 
Paste. During April, dental 
practices can buy 4 x 200g 
Kemdent Prophylaxis Paste 
and receive 30 per cent 
discount. Offer price: £16.46 
+ VAT RRP: £23.52 + VAT

We asked dental 
professionals what was 
important when buying 
Prophylaxis Paste. Twenty per 
cent said flavour, 40 per cent 
said price, 20 per cent quality 
and 20 per cent said 
British-manufactured.

Kemdent’s Prophylaxis 
Paste ticks all the boxes. 
Made in the UK and CE 
marked, your patients will 
enjoy Kemdent’s range of 
Prophylaxis Paste flavours: 
Apple, Strawberry, Original, 
Citrus, Spearmint, plus kids 
will especially love Kemdent’s 
Bubble Gum flavour.

The paste has a special 
viscosity which ensures  
paste clings to the brush. It is 
thixotropic so will not spatter 
and it does not contain 
fluoride. The medium grit  
has a unique formulation  
that effectively eliminates 
drink and food stains quickly 
and easily.

Order today, call Jodie  
on 01793 770256 and make 
sure your patients leave their 
appointment with a fresh 
taste and a happy smile. 

E-mail sales@kemdent.
co.uk or visit our 
website www.kemdent.
co.uk for more fantastic 
offers

DIGITAL  
IMAGING
All Planmeca CBCT units 
support three different types of 
3D imaging as well as extraoral 
bitewing, cephalometric and 
digital panoramic imaging. This 
flexibility between 2D and 3D 
allows clinics to optimise their 
imaging and select the 
techniques that work best with 
each case. With proprietary 
features for ultra low dose 
imaging and patient movement 
correction also available, our 
units provide a completely 
unique dental imaging 
experience.

Planmeca Ultra Low Dose™  
is the best method for acquiring 
CBCT images at low doses. 
Where it protects patients from 
unnecessarily high doses, the 
new Planmeca CALM™ imaging 
protocol helps avoid retakes by 
compensating for movement, 
resulting in sharper final images. 
The algorithm can be applied 
both before the exposure and 
also after a scan is completed.  

To learn more about 
Planmeca ProMax® 3D and  
the new Planmeca CALM™ 
algorithm, contact our 
Planmeca team or visit www.
plandemo.co.uk to book your 
free mobile showroom visit and 
we can bring the latest in 3D 
imaging to you.

>  P L A N M E C C A

To learn more about 
Planmeca ProMax® 3D 
and the new Planmeca 
CALM™ algorithm, 
contact our Planmeca 
team or visit www.
plandemo.co.uk to book 
your free mobile 
showroom visit and we 
can bring the latest in 
3D imaging to you

ALL-IN-ONE 
DIAGNOSTICS
Dürr Dental have developed 
an extended version of their 
VistaVox S panoramic machine 
which contains six additional 
programmes for time-saving 
cephalometric exposure with 
minimum radiation doses, 
called VistaVox S Ceph. 

As you’d expect from Dürr, 
exceptional diagnostics and 
ease of use are guaranteed. 
Alongside the 17 panoramic 
programmes, the VistaVox S 
Ceph has several orthodontic 
applications, including ‘Lateral 
Head’, ‘Full Lateral Head’, ‘PA 
Head’ and ‘Waters View’. The 
unit is as fast as it is smart – 
with a scan time of just 1.9 
seconds, images are 
exceptionally sharp using the 
lowest possible radiation dose. 
This functionality is afforded 
by the high-sensitivity CSL 
sensors. The unit can switch 
effortlessly between the 3D 
X-Ray and the Ceph boom.  
It has a perfect 3D imaging 
volume of 130mm (compared 
to 80x80mm for most other 
systems). This means it 
completely covers the whole 
diagnostically relevant area. 
Enhanced visibility does not 
require a higher radiation dose; 
in fact, the opposite is true.  
A special curved path, which 
rotates 540°, in combination 
with a tightly collimated fan 
beam and a highly sensitive  
Csl sensor, means a particularly 
low radiation dose is used. 

>  D U R R  D E N TA L

www.duerrdental.com

SMART 
TECHNOLOGY 
FOR THE 
SURGERY 
Chances are many of us  
are using smart technology 
within the home, to control  
our heating, lighting or alarm 
systems. Now the same 
pioneering technology is 
available to make your working 
life as simple. Dürr Dental have 
launched their new IoT 
(internet of things) solution 
called VistaSoft Monitor, to 
ensure that the practice runs 
smoothly and intuitively.  

This cloud-based IoT 
service solution allows all 
connectable Dürr Dental 
systems to be integrated into 
VistaSoft Monitor, providing  
a clear overview of all products, 
including compressors, 
autoclaves and x-ray systems.  
The software is based on the 
principle of ‘monitor-transmit-
analyse-act’.

The units constantly 
monitor important operating 
parameters and transmit them 
in real time to VistaSoft 
Monitor, where they are 
analysed and then presented  
to the user in a clear format.  
Operation can be viewed 
centrally at a PC in the 
reception area, or decentralised 
in every treatment room or  
on a smartphone/tablet via  
the corresponding app.

Potential problems are 
detected in advance, i.e. if  
the fill level of the amalgam 
collecting container is reaching 
its maximum an alert will be 
sent to ensure a replacement  
is ordered in plenty of time.

>  D U R R  D E N TA L

www.duerrdental.com



66  |  Ireland’s Dental Magazine

ABOUT ENVISIONTEC 
EnvisionTEC is a leading global 
provider of professional-grade 3D 
printing solutions. Founded in 
2002 with its pioneering 
commercial DLP printing 
technology, EnvisionTEC now sells 
more than 40 printer 
configurations based on six distinct 
technologies that build objects 
from digital design files. The 
company’s premium 3D printers 
serve a variety of medical, 
professional and industrial 
markets, and are valued for 
precision, surface quality, 
functionality and speed.

ABOUT QUINTESS DENTA
Quintess Denta are a growing and 
respected supplier of instruments 
and equipment to dental practices 
across the UK and Ireland. 
Established in 2010, they supply 
dental instruments, dental 
equipment, dental chairs, dental 
implants, dental consumables and 
much more. They have made the 
move into the 3D printing market 
after much research across the 
globe and their new company 
QUORIS 3D will provide a full 
range of 3D printing services to 
both dentists and technicians.

P R O F E S S I O N A L  F O C U S  / /  S P O N S O R E D  F E A T U R E

Ireland and UK-based Quintess Denta, a 
well-respected agent of many top dental 
manufacturers, has become the latest 
distributor for EnvisionTEC’s range of 

dental 3D printers and materials through its 
new specialist 3D printing sister company, 
QUORIS 3D. The business which operates 
across the UK and Ireland brings with it a 
wealth of knowledge about the industry and 
is one of the first authorised to sell the 
Envision One cDLM Dental 3D printer.

Peter Greene, Managing Director at 
Quintess Denta, said: “Quintess Denta are 
delighted to launch QUORIS 3D alongside 
our new partnership with EnvisionTEC. This 
move into the exciting world of 3D printing 
gives our customers access to the best dental 
and orthodontic-focused 3D printers and 
materials in the market.” Greene continued: 
“Adding this portfolio of solutions 
complements our current range of products 
and adds some truly ground-breaking 
technology. The Envision One machine in 
particular will change the way dental and 
orthodontic professionals look at 3D 
printing. It brings the potential to move 
production in-house, reduces costs, improves 
the speed of treatment for patients and the 
quality of finished appliances. Through 
QUORIS 3D we have assembled a unique 
team of experts in this field and we are 
confident in our ability to provide the best 
possible service and advice available.”

Mike Lemaic, Sales Manager at 
EnvisionTEC, said: “We wish Quintess 
Denta and their new company QUORIS 3D 

Mike Lemaic, 
Sales Manager at 
EnvisionTEC with 
James Hamill, 
CEO Quintess 
Denta & 
QUORIS3D

the very best of luck for the future. Our 
agreement with this enthusiastic and 
respected team ensures that their current 
customers and future ones are getting access 
to the best 3D dental solutions in the 
market.” Lemaic continued: “EnvisionTEC 
3D printing solutions complement their 
existing offerings, and with these and their in 
house expert teams provide the perfect 
partners for any dental lab or practice. We 
look forward to supplying the team at 
QUORIS 3D and their customers the 
machines, materials and expertise they need 
to stay successful and grow.”

For more information please visit  
www.quoris3d.com or email: info@quoris3d.com 
Tel: 01-6918870 (Ireland) | 028-68628966 (NI) 
Europe and Asia: Daniel Hackney – Marketing. 
dhackney@envisontec.co.uk 
USA: Jenna Franklin – Senior Communications 
Specialist. jfranklin@envisiontec.com

IRISH DENTAL EQUIPMENT 
SUPPLIER SIGNS UP AS 
ENVISIONTEC’S LATEST 
DISTRIBUTION PARTNER
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