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simple study models...

Figure 18.21 Orientation card laid out for upper arch
bonding,

Figure 18.22 Orthodontic head for an electric toothbrush.

attached.



Figure 18.24 Lip retractors in use during clinical
photography.

Figure 18.25 Typical portrait view.

Figure 18.26 Intraoral view of a cavity in the upper right
first molar tooth...

adapters.
Figure 18.28 Sifted stone powder in water before mixing,

Figure 18.30 Running the stone mix around the impression
to eliminate air tr...

Figure 18.31 Filled impression with back end supported to
avoid run-off.

Figure 18.32 LLoaded impression on stone base during
casting.

Figure 18.33 Tray removed before impression is peeled
from casting,

Figure 18.34 Pre-shaped plastic bases and alignment tags
used to complete th...

Figure 18.35 Completed set of trimmed study models.

Figure 18.36 Lateral skull radiograph on viewer showing
side view of the pat...

Figure 18.37 Initial traced features of cephalograph.
Figure 18.38 Points and planes recorded on the tracing.
Figure 18.39_Completed tracing of cephalograph.

Figure 18.40 Equipment and materials for taking a set of
simple study models...




Figure 18.43 Example of an upper alginate impression.

Figure 18.44 Examples of plaque index recording methods.
(a)_Preprinted dent...

Figure 18.45 Examples of available fluoride varnishes.

Figure 18.48 Example of vacuum tray-forming machine.

Figure 18.49 Warmed EVA sheet distended over model and
ready for use.

Figure 18.50 (a) Vacuum action as EVA sheet is pulled
down onto model. (b).S...

Figure 18.51 Upper bleaching tray trimmed and ready for
use.

Figure 18.52 Suture removal instruments.

Figure 18.53 Holding the suture end taut while cutting
through the loop.

Figure 18.54 Safety zone (2 m)_and controlled area (1.5.m)
around the X-ray ...



Dedicated to the joyous memory of my wonderful Mum and Dad —
together again at last on 17th January 2017.

Carole Hollins
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Introduction to the Twelfth Edition

Once again, the five years since the publication of the last edition of
this ever-popular textbook has seen momentous changes in the fields
of dentistry and dental nursing, not least of which have been the
ability of dental care professionals to become both practice owners
and/or registered managers of a practice with the Care Quality
Commission (in England)! Although the ‘new contract’ for NHS
practices has yet to be finalised and rolled out, it is apparent that in
future dental care professionals will play a greater role than ever
before in the delivery of oral healthcare to patients, so exciting times
indeed are ahead for the dental nursing profession.

While this edition provides the underpinning knowledge required to
cover the extensive curriculum contents of the National Examining
Board for Dental Nurses’ (NEBDN) National Diploma qualification,
there have been numerous revisions and updates to several chapters
as well as the addition of a whole new chapter covering many of the
more popular ‘extended duties’ now available to qualified and
registered dental nurses. Revisions include information on the new
enhanced continuing professional development (eCPD)
requirements, the nine principles of the General Dental Council’s
Standards for the Dental Team, and information on the principles of
duty of care and student professionalism. Updates have also
occurred in several areas over the last five years, including health
and safety, infection control and decontamination, data security and
protection, oral cancer, oral health promotion, restorative dentistry
and prosthodontics, and orthodontics. In addition, a new section on
dental implants has been included to provide a level of background
knowledge about this rapidly expanding treatment option to student
dental nurses.

As always, heavy emphasis has been placed throughout on the
standards expected of a student dental nurse and ultimately a dental
care professional, once qualified, and these are cross-referenced to
several of the GDC’s own publications. All readers are advised to
access these very useful resources at their earliest opportunity during
their training, using the website addresses provided. In addition, and
where appropriate, website addresses are also included to allow



readers to access further information on many topics covered
throughout the text, especially links to NEBDN’s full curriculum and
charting booklet download facilities, and links to more information
on subject topics with national variations, such as infection control.

Following previous positive feedback, the text has again been
interspersed with numerous photographs and illustrations to
enhance the reader’s learning experience, and bullet points have
been included to highlight key facts throughout the text in an effort
to aid students to focus their studies on essential knowledge in a
user-friendly manner.

Finally, and as always, I sincerely hope this text stimulates some
readers to be sufficiently inspired during their studies to continue
their careers beyond their initial qualification, to consider extended
duties, post-registration qualifications, other dental professional
careers and, ultimately, practice ownership!

Carole Hollins






Introduction to the First Edition

This book is designed to cover the syllabus for the British Dental
Nurses and Assistants Examination. Although written primarily for
nurses preparing for this examination, it also provides an outline of
dental surgery for those embarking on a career of dental nursing,
thus helping them gain a greater understanding of the nature and
aims of their duties. For examination purposes, the subject matter is
deliberately presented in a dogmatic fashion and, to aid final
revision, there is a summary after each chapter.

The text was prepared during a winter spent in the North Isles of
Shetland with the School Health Service mobile dental unit; and for
helpful advice and encouragement throughout, I am indebted to my
former dental nurse, Miss M.E. Isbister. I wish to thank my wife for
typing the manuscript; my sister, Miss B. Levison, for the drawings;
the Amalgamated Dental Trade Distributors Ltd for providing some
new blocks; and Mr P. Saugman of Blackwell Science for his
guidance.

H. Levison
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Abbreviations

ABCDE
airway, breathing, circulation, disability, exposure (unwell patient
assessment)
ACVPU
alert, confused, verbal, painful, unresponsive (previously AVPU)
ADJ
amelodentinal junction
AED
automated external defibrillator
AF
automatic focus (camera)
AIDS
acquired immunodeficiency syndrome
ALARA
as low as reasonably achievable
ALARP
as low as reasonably practicable/possible
ANB
point A—nasion—point B (angle)
ANUG
acute necrotising ulcerative gingivitis
ARF
annual retention fee
ASA

American Society of Anesthesiologists (assessment grading for
conscious sedation)

BADN
British Association of Dental Nurses

BDA
British Dental Association

BDJ
British Dental Journal



BDS
Bachelor of Dental Surgery

BLS
basic life support

BNF
British National Formulary
BPE
basic periodontal examination
BSA
Business Services Agency (previously Dental Practice Board)

CAL
computer-aided learning

C&G

City & Guilds
CCG

clinical commissioning group
CCTV

closed-circuit television

CDT
clinical dental technician

CG
clinical governance

CJD
Creutzfeldt—Jakob disease

CO,,
carbon dioxide chemical formula

COPD
chronic obstructive pulmonary disease

COSHH
Control of Substances Hazardous to Health

CPD
continuing professional development

CPITN
Community Periodontal Index of Treatment Needs



CPR

cardiopulmonary resuscitation
CQC

Care Quality Commission

CSF
cerebrospinal fluid

CVA
cerebrovascular accident (stroke)

DBS
Disclosure and Barring Service (previously Criminal Records
Bureau)

DCP
dental care professional

DDPH

Diploma in Dental Public Health
DDR

Diploma in Dental Radiology

DGDP
Diploma in General Dental Practice

DMF
decayed, missing, filled (in secondary teeth — dmf in primary
teeth)

DNA
deoxyribonucleic acid (individual genetic cell material)

do
distal occlusal

DOrth
Diploma in Orthodontics
DPF
Dental Practitioners’ Formulary

DPIA
data protection impact assessment

DPO
data protection officer



DPT
dental panoramic tomograph (also OPG, orthopantomograph)

DRO
dental reference officer

DRSABC
danger, response, shout, airway, breathing, circulation (collapsed
patient assessment)

DSE
display screen equipment

DSP
data security and protection (previously information governance)

DUWL
dental unit water line

DVLA
Driver and Vehicle Licensing Agency

DVT
deep vein thrombosis

eCPD
enhanced continuing professional development

EMQ
extended matching question

EVA
ethylene vinyl acetate (tray-making material)

EWC
European Waste Catalogue (codes)

FAST
Face, Arms, Speech weakness, Time to call 999 (stroke medical
emergency)

FDI

World Dental Federation
FDS

Fellow in Dental Surgery

FGC
full gold crown



FGDP
Faculty of General Dental Practice

GA
general anaesthesia

GDC
General Dental Council

GDP
general dental practitioner

GDPR
General Data Protection Regulations

GI
gold inlay

GIC
glass ionomer cement

GIT
gastrointestinal tract

GP
gutta percha
GTN
glyceryl trinitrate (spray)
HBV
hepatitis B virus
HCV
hepatitis C virus
Hg
mercury chemical symbol

HIS
Healthcare Improvement Scotland

HIV
human immunodeficiency virus

HIW
Healthcare Inspectorate Wales

H,O0
water chemical formula



HPV
human papillomavirus

HRT
hormone replacement therapy

HSCA
Health and Social Care Act

HSE
Health and Safety Executive

HTM o01-05
Health Technical Memorandum 01-05 (decontamination)

HTM o04-01
Health Technical Memorandum 04-01 (Legionella prevention)

HTM o07-01
Health Technical Memorandum 07-01 (management of
healthcare waste)

ICO
Information Commissioner’s Office
IH
inhalation sedation (previously relative analgesia)
ILS
immediate life support
IM
intramuscular (injection)
INR
international normalised ratio (patients taking warfarin)

I0TN
Index of Orthodontic Treatment Need

IPA
isopropyl alcohol
IPR
interproximal reduction
IR(ME)R
Ionising Radiation (Medical Exposures) Regulations
IRR



Ionising Radiation Regulations
IT

information technology
IV

intravenous (injection)
LAT

local area team

LPA
Lasting Power of Attorney; Laser Protection Advisor

LPG
liquid petroleum gas

LPS
Laser Protection Supervisor

LSAB
Local Safeguarding Adults Board

LSCB
Local Safeguarding Children Board

MAOI
monoamine oxidase inhibitor

MCA
Mental Capacity Act

MCQ

multiple choice question
MF

manual focus (camera)

MFDS
Member of the Faculty of Dental Surgery

MGDS
Membership in General Dental Surgery

MHRA
Medicines and Healthcare products Regulatory Agency

MI
myocardial infarction

MIMS



Monthly Index of Medical Specialities

MJDF
Membership of the Joint Dental Faculties

mmHg
millimetres of mercury
MMR
measles, mumps and rubella (vaccination)

MO
mesial-occlusal

MOD
mesial-occlusal-distal

MOS
minor oral surgery

M Paed Dent
Membership in Paediatric Dentistry
MPE
medical physics expert
MRSA
meticillin-resistant Staphylococcus aureus

MSc
Master of Science

NaOCl

sodium hypochlorite (bleach) chemical formula
NCSCT

National Centre for Smoking Cessation and Training
NEBDN

National Examining Board for Dental Nurses

NHS
National Health Service

NICE
National Institute for Health and Care Excellence

NME
non-milk extrinsic sugar

N,O



nitrous oxide chemical formula
NPSA

National Patient Safety Agency
NRLS

National Reporting and Learning System
NSAID

non-steroidal anti-inflammatory drug
NUG

necrotising ulcerative gingivitis
NUP

necrotising ulcerative periodontitis
NVQ

National Vocational Qualification
0,

oxygen chemical symbol

OHA
occupational health advisor

OHI
oral hygiene instruction
OSCE
objective structured clinical examination
PAT
portable appliance testing (electrical appliances)

PBC
porcelain bonded crown

PCO
primary care organisation

PCT
primary care trust

PDP
personal development plan

PE
partially erupted

pH



measure of acidity and alkalinity
PIDA

Public Interest Disclosure Act 1998
PJC

porcelain jacket crown
PMC

preformed metal crown
PoM

prescription-only medicine

PPE
personal protective equipment

ppm
parts per million

PTFE
polytetrafluoroethylene (dental isolation tape)

PV
porcelain veneer

QA

quality assurance

RIDDOR
Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations

RO
reverse osmosis (water)

RoE
Record of Experience
RPA
Radiation Protection Advisor

RPD
Radiation Protection Division (of the Health Protection Agency)

RPS
Radiation Protection Supervisor

RQIA



Regulation and Quality Improvement Authority (Northern
Ireland)

SCC
squamous cell carcinoma

SMART
specific, measurable, attainable, realistic, time-based (objectives)

SNA

sella—nasion—point A (angle)
SNB

sella—nasion—point B (angle)
SOP

standard operating procedure

SWOT
strengths, weaknesses, opportunities and threats (analysis)

TB
tuberculosis

TIA
transient ischaemic attack

T™MJ
temporomandibular joint

TTP
tender to percussion

UDA
unit of dental activity

UE
unerupted

UNC
University of North Carolina (periodontal probe)

UOA
unit of orthodontic activity

vCJD
new-variant Creutzfeldt—Jakob disease

WEL
workplace exposure limit



WHO
World Health Organisation

WPA
Welfare Power of Attorney






About the Companion Website

This book is accompanied by a companion website:
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1
Structure of the Dental Profession



Key learning points
A factual knowledge of

 the various members that make up the dental team
An overview of

» the key roles of each member as well as the dental nurse

e the National Health Service and its current involvement with
the provision of dental care

The dental team is now made up of dentists and six categories of
registered dental care professionals (DCPs), all of whom work
together to provide oral healthcare for their patients. In hospital and
clinic environments, some of the dentists may have gone on to
become specialists in various fields of dentistry, while dental nurses
are now able to train and become competent in various post-
registration qualifications as well as in several tasks referred to as
‘extended duties’. Although a new system of contracting and
commissioning primary and secondary care dentistry to manage the
National Health Service (NHS) provision in England was introduced
in April 2013, it is still in a state of flux as the final contract details
have yet to be decided. However, it is clear that whatever the final
version there will be much more delegation and reliance on the use
of DCPs in the workplace to assist in delivering dental treatment and
preventive advice to patients. Consequently, there has never been a
more exciting time for dental nurses to push the boundaries of their
profession and become recognised as vital members of every dental
team, in every dental workplace.

This chapter provides an overview of the roles of the various
registrants, while that of the dental nurse is covered in detail in
Chapter 2.



The dentist

Dentists undergo 5 years of undergraduate training at a university
dental school. On passing their final examinations, students are
awarded the degree of Bachelor of Dental Surgery (BDS), but they
cannot use the title of dentist or practise the profession until their
names have been entered onto the Dentists Register. In addition,
dentists who have qualified in member states of the European Union
may currently also join the Register, although they must have an
adequate level of written and spoken English. Dentists from non-
European Union countries must have their skills and knowledge
assessed for equivalence with that required for UK dentists before
they may work here. Following the UK referendum in 2016 which
resulted in a majority desire to leave the European Union (‘Brexit’),
these enhanced entry requirements may eventually apply to
European dentists also.

The Register is kept by the General Dental Council and contains the
name and qualification(s) of every person legally entitled to practise
dentistry in the UK, but the decision was made in 2016 to end the
need for registrants’ addresses to also be included. Registrants may
describe themselves as dentist, dental surgeon or dental practitioner
— there is no difference between these titles. Dentists may also use
the courtesy title of Doctor but must not imply that they are anything
other than dentists. Following qualification, all dentists are legally
required to continue their professional education until their

retirement from practice, in order to maintain and update their
skills.

Registered dentists have a wide choice of opportunities within the
profession:

» General practice.

o Community dental service.

» Hospital service.

» University teaching and research.

» Industrial dental service.

e The armed forces.



They may also take additional higher qualifications and become
specialists in a particular branch of dentistry. Some examples of such
qualifications are as follows:

e Fellowship in Dental Surgery (FDS).

e Master of Science (MSc) in a specialty.

e Membership in the Joint Dental Faculties (MJDF).

e Membership in Paediatric Dentistry (M Paed Dent).

e Membership of the Faculty of Dental Surgery (MFDS).

e Diploma in Dental Public Health (DDPH).

e Diploma in Dental Radiology (DDR).

e Diploma in General Dental Practice (DGDP).

e Diploma in Orthodontics (DOrth).
These qualifications are provided by the joint dental faculties of the
Royal Colleges of Surgery.
Having obtained the relevant higher qualifications, dentists may then
join the Specialist List of the Register for their particular specialty,
which includes the following areas:

e Oral and maxillofacial surgery.

e Surgical dentistry.

e Dental and maxillofacial radiology.

e Dental public health.

e Oral medicine.

e Oral microbiology.

e Oral pathology.

e Orthodontics.

» Periodontics.

e Prosthodontics.



» Restorative dentistry.



The General Dental Council

The General Dental Council (GDC) is the regulatory body of the
dental profession (dentists and all DCPs) and its duties are set out in
legislation. The GDC’s role is to protect patients from harm and
maintain public confidence in all members of the dental profession,
by ensuring their adequate regulation. In the UK this regulation is
achieved by the GDC carrying out the following:

e Quality-assuring education programmes for dental
professionals: to ensure that the education and training
delivered is sufficient to cover all the necessary learning
outcomes for each category of dental professional.

» Registering dental professionals so that they may work in the
UK: to ensure that only those with suitable dental qualifications
are providing care to patients.

o Setting standards that all dental professionals must meet: to
ensure that all dental professionals work at or above a defined
level of professionalism at all times.

» Requiring all dental professionals to maintain and update their
skills through continuing professional development (CPD): to
ensure that all dental professionals are up to date with the latest
knowledge and skills throughout their working career.

In addition, the GDC has a legal obligation to investigate serious
allegations of a dental professional’s fitness to practise, where their
behaviour or their conduct has been called into question. To be
determined as being ‘fit to practise’, the GDC considers that the
dental professional has the appropriate hands-on skills, educational
knowledge, good character and good health (both mental and
physical) to practice their profession safely and effectively.

The GDC is also empowered to remove or suspend from the Register
any dentist or DCP who has been convicted of a criminal offence or is
guilty of serious professional misconduct. These issues are discussed
further in Chapters 2 and 3.

As a regulator then, the GDC aims to promote high standards of
professional education and professional conduct among all dentists



and DCPs, throughout their working career. It thereby ensures that
the status of the profession in the general community is upheld and
that a proper code of conduct is maintained, for the protection of the
public. In essence, its remit is to:

 protect patients

 regulate the dental team.

It is the policy of the GDC for all dentists, after qualification, to
complete a year of foundation training (previously called vocational
training) before starting independent practice. Such training
schemes are already in force in NHS general practice, the community
and hospital services, and also on a voluntary basis in non-NHS
practice. As soon as adequate resources and facilities are available, it
is likely to be mandatory for all newly qualified dentists to undergo
foundation training soon after qualification.

Apart from registered dentists, the only other persons permitted to
undertake dental treatment are registered dental hygienists and
dental therapists, and registered clinical dental technicians may
provide and maintain full dentures to edentulous patients. The GDC
is responsible for these DCPs in much the same way as for dentists.
The expected level of competencies by the time of their qualification
is laid out in the GDC document Preparing for Practice, while those
additional duties possible after a period of suitable training and
assessment are laid out in its document Scope of Practice (2013).
This latter publication has particular relevance to dental nurses, and
all GDC documents can be downloaded at www.gdc-uk.org.

It must be remembered that all dentists and all categories of DCP
require indemnity cover to work legally in the UK. This is a type of
insurance cover which provides security against harm, loss or
liability, so that if a patient is harmed while undergoing treatment
they can be compensated by the insurer rather than the dentist or
DCP personally.


http://www.gdc-uk.org/

The dental team

Dentists’ training enables them to undertake, without assistance, all
treatment necessary for patients, including construction of their
dentures, crowns and bridges, provision of restorations and root
fillings, extractions, etc. Except for the actual treatment performed
within the mouth, much of the work which a dentist is qualified to do
can be performed by other members of the dental team. For
example, a chairside dental nurse provides an extra pair of hands for
preparing and mixing filling and impression materials, and for
helping with suction, retraction and illumination to keep the
operative field clear and dry for the dentist and comfortable for the
patient. A dental technician can make dentures, crowns and bridges
ready for the dentist to fit, while dental hygienists and therapists are
permitted to undertake limited forms of dental treatment.

By utilising all this assistance, a dentist becomes the leader of a team
which can practise in the most efficient way. Dentists carry out all
the treatment which they alone can perform, while the other
members of the team — hygienist, therapist, dental nurse and
technician — perform all the work which a dentist can delegate.
Compared with a single-handed dentist, the dental team can provide
far more treatment each day with less effort and fatigue for all
concerned, and thereby give a better total service to the patient and
the community. Dental team working is discussed in more detail in
Chapter 3.

The ful.l group of registered dental team members will eventually
comprise:

e dental nurses

 orthodontic therapists

 dental hygienists

 dental therapists

 dental technicians

* clinical dental technicians

» maxillofacial prosthetists and technologists.



All except the last group are already required to be registered with
the GDC, and must have specific training programmes, extended
duties and professional responsibilities for continuing professional
development and professional conduct similar to those of dentists, as
well as indemnity insurance. The issue of professionalism and its
relevance to all dental team members is discussed in detail in
Chapter 3.

Further information is also available at www.gdc-uk.org.


http://www.gdc-uk.org/

Dental care professionals

This is the new professional title for all members of the dental team
besides the dentist. They were previously referred to as professionals
complementary to dentistry (PCDs). The full list of skills which can
be undertaken on qualification for each of the DCP categories, as well
as additional skills that can be developed after qualification (both
post-registration qualifications and ‘extended duties’), are shown in
the GDC’s 2013 document Scope of Practice.

Dental nurse

This whole text is aimed at dental nurses and their training
requirements, and their invaluable role and position in the dental
team are discussed in detail in Chapter 2.

Orthodontic therapist

This is a relatively new category of registered DCP, responsible for
carrying out certain parts of a patient’s orthodontic treatment under
prescription from a dentist. The list of skills that a qualified and
indemnified orthodontic therapist can undertake is limited to
orthodontic treatment only, unless the DCP has a previous
qualification in another DCP category, such as dental nursing. The
specific skills that may be undertaken include:

 setting up instruments for a range of orthodontic procedures

 placing brackets and bands and removing fixed appliances,
adhesives and cements

* inserting passive removable appliances, and those activated by a
dentist

 taking impressions and casting study models
» taking intraoral and extraoral photographs
» fitting bonded retainers and tooth separators

» fitting orthodontic headgear, and orthodontic facebows which
have been adjusted by a dentist.



Additional skills that may be developed include applying fluoride
varnish, measuring and recording plaque indices, and removing
sutures from a wound checked by a dentist.

Dental hygienist

After 2 years’ training at a dental hospital or in the armed forces,
hygienists used to be awarded a Diploma in Dental Hygiene and
could then become registered by the GDC. Dental hygiene training
has now been combined with that of dental therapists as a dual
qualification, so that all those who qualify have a much wider range
of skills and competencies.

Hygienists are permitted to undertake a number of dental
procedures for which they have been trained, under the prescription
of a dentist. These duties include:

e supragingival and subgingival scaling, root surface debridement
and polishing teeth
 use of infiltration and inferior dental block anaesthesia

» providing dental hygiene care, including advice on stopping
smoking

« taking, processing and interpreting various radiograph views
« taking intraoral and extraoral photographs
 applying topical fluorides and fissure sealants

» treating patients under conscious sedation, provided that a
dentist is present in the room

» emergency replacement of dislodged crowns, using a temporary
cement

e removal of excess cement and adjustment of restored surfaces in
relation to periodontal treatment

 application of a temporary filling if one becomes dislodged while
under their treatment

» taking impressions.



Additional skills that may be developed are tooth whitening (to a
dentist’s prescription), administering inhalation sedation, and
removing sutures from a wound checked by a dentist.

Dental therapist

Dental therapists undertake a 2-year course at a dental hospital and
now become qualified in both hygiene and therapy. They are
awarded a Diploma in Dental Therapy and Hygiene and can carry
out a wider range of treatments once they have obtained GDC
registration. They are permitted to carry out all the same duties as a
hygienist, and all the following additional duties:

» simple fillings on deciduous and adult teeth
e pulpotomies of deciduous teeth
 extraction of deciduous teeth

o fitting preformed crowns on deciduous teeth

e recognise anatomical abnormalities and interpret common
pathology

e carry out oral cancer screening.

Dental therapists are also able to develop the additional skills listed
for dental hygienists.

Prior experience as a dental nurse and possession of the relevant
dental nursing qualification are requirements for admission to dental
hospital training courses for dental hygiene and therapy training.

Dental technician

Dental technicians are highly skilled craftsmen and women who
construct dentures, crowns, bridges, inlays, orthodontic appliances,
splints and replacements for fractured or diseased parts of the face
and jaws. They work to the dentist’s prescription in a dental
laboratory, but can also repair dentures direct to members of the
public. Training consists of a full-time course in a dental hospital or
technical college; or an apprenticeship with part-time attendance at a



technical college. On qualification, dental technicians may also
develop additional skills when working with a dentist in the clinic,
such as taking impressions and photographs, and recording facebows
and occlusal registrations.

Clinical dental technician

Clinical dental technicians are specially trained to provide and
maintain full dentures for edentulous patients, and may do so
without the involvement of a dentist. They are also qualified dental
technicians and are able to carry out the full range of skills associated
with this category of DCP, as well as developing further additional
skills on prescription from a dentist such as tooth whitening,
providing anti-snoring devices and replacing implant abutments for
removable appliances.

Maxillofacial prosthetists and technologists

Maxillofacial prosthetists and technologists are technicians who have
specialised in jaw and facial reconstruction and replacement, and
work closely with maxillofacial surgeons in a hospital environment.



The National Health Service

Dental treatment in the UK is provided either privately or through
the NHS. In England, the current NHS system was introduced in
2013 with the abolition of primary care trusts (PCTs) and the
introduction of the NHS Commissioning Board, who took over full
responsibility for NHS services including all primary and secondary
dental care. Private patients obtain treatment from a practitioner of
their choice and pay a fee to the practitioner for professional services
given, or they join one of the private registration and capitation
schemes and pay a monthly or annual subscription to cover the
majority of their treatment charges.

National Health Service dental treatment differs from private
practice in the range of treatment provided and the method of
payment for such treatment. Certain types of treatment available in
private practice are currently restricted in the NHS (such as tooth-
coloured fillings and crowns on posterior teeth), while payments to
the dentist are set and controlled by the NHS, with patients’
contributions ranging from nil to a set maximum. Currently, NHS
dental care and treatment provided to the public is delivered as units
of dental activity (UDA) or units of orthodontic activity (UOA), and
each dentist or dental workplace will have a contracted number of
UDAs or UOAs that must be delivered annually. All dental
procedures that may be carried out under NHS regulations are
classified into one of three bands to determine the patient charge
applicable and the number of UDAs or UOAs that it attracts:

e Band 1: diagnosis, treatment planning and maintenance but
excluding urgent treatment (1 UDA).
e Band 1: urgent treatment only (1.2 UDASs).

e Band 2: simple treatments such as fillings, extractions, root
treatments (3 UDAs).

e Band 3: provision of appliances (12 UDAs).

Appliance repairs, suture removal and arrest of bleeding also attract
1 or 1.2 UDAs.



A set fee is charged to the patient for each of the bands, regardless of
the amount of treatment carried out, so for instance the same fee is
paid for one filling or 10 fillings, if provided during the same course
of treatment.

Orthodontic care is similarly split into four types of treatment
provision:

Orthodontic care assessment (1 UOA).

Case assessment and treatment up to 9 years old (4 UOAs).

Case assessment and treatment from 10 to 17 years old (21
UOAS).

Case assessment and treatment 18 years and over (23 UOASs).

However, the system is due to change in the near future, and while
the final decision is not yet made on the replacement system to be
introduced, it is highly likely that more emphasis will be placed on
the role of DCPs within the dental team. The dentist will still be the
only team member capable of providing all care and treatment for a
patient, but much will be delegated to those DCPs with suitable
training and qualifications to be carried out instead. So, dental
workplaces may eventually consist of fewer dentists and more DCPs,
but with the ability to carry out the same range of dental treatments
between them.

Currently, various pilot and prototype contracts are being run in
selected dental workplaces to determine the final version of the new
contract for delivery of primary dental care in the future. The basis of
the pilots and prototypes is to use care pathways to improve the
quality of dental care provided, achieve good dental health for
patients and increase access to dental services overall.

The cost of the NHS is borne by the state, and the government
department responsible for it is the Department of Health. This
delegates operational management of the service to the NHS
Commissioning Board, which in turn delegates responsibility for
developing and commissioning clinical groups at a more local level to
its local area teams (LATSs). For administrative purposes, England is
divided into 27 of these LATSs for overall planning. Some lead on



specialist commissioning throughout England so that services such
as dentistry are run to a central policy and with consistent
guidelines, rather than the old system under PCTs which varied from
area to area. The clinical commissioning groups (CCGs) within each
LAT have the responsibility of deciding the level of need for NHS
dentistry in their area, as well as providing emergency out-of-hours
dental care to the public.

Community dental service

This was formerly called the school dental service, providing
examination and treatment for children and expectant and nursing
mothers. It still meets the same needs but has acquired additional
responsibilities. These vary according to local demand but can
include treatment for special needs patients of all ages, emergency
treatment for patients without access to an NHS dentist, treatment of
the elderly (especially those unable to attend a dental workplace),
provision for general anaesthesia and conscious sedation, and dental
health programmes for the community at large.

The community dental service is administered by the NHS
Commissioning Board through the area teams, and co-operates with
hospital staff and general practitioners in planning and co-ordinating
all dental services in the district. Salaried community dental officers
provide treatment in clinics, with equipment and materials supplied
by the area CCG.

Hospital dental service

Hospitals are also administered overall by the NHS Commissioning
Board, again through the area CCG. Dental services are provided by
consultant oral and maxillofacial surgeons and orthodontists, and in
some areas specialists in restorative and periodontic treatments are
also available. Together, they give specialist advice and treatment for
patients referred by practitioners outside the hospital, and for
patients referred from other departments of the hospital. They are
also in overall charge of dental care for long-stay inpatients. In
addition, most consultants provide postgraduate courses and part-
time training posts for general practitioners.



General dental service

This is the general practitioner service which provides a significant
share of all dental treatment in the UK. It is currently administered

by the local CCG but the LAT holds dentists’ NHS contracts and is
responsible for NHS disciplinary procedures.

The Dental Practice Division of the Business Services Authority
(previously the Dental Practice Board) authorises payment of NHS
treatment fees to practitioners. It can also arrange for patients to be
examined by its dental reference officers (DROs).

General practitioners set up and equip their practices at their own
expense and are entitled to have private patients as well as NHS
patients. However, if involved in NHS care of patients, they must
also demonstrate compliance with various quality assurance
measures, as follows:

e NICE guidelines

e clinical governance

e clinical audit/peer review

» information governance and data security and protection (DSP).
There is no reason why a fully private practice cannot have the same
quality assurance systems in place also, although they are only

required to abide by any relevant legislation, rather than having to
abide by NHS rules.

NICE guidelines

The National Institute for Health and Care Excellence (NICE) is
responsible for providing national guidance on the promotion of
good health and the prevention and treatment of poor health in the
following areas:

e public health

 health technologies (medicines, treatments and procedures)

» clinical practice.



It is an independent organisation but all NHS contractors in England
and Wales are required to comply with their relevant guidelines.
Those relevant to dental services include the following:

» wisdom tooth removal (Chapter 17)

dental recall (Chapter 13)

referral guidelines for suspected cancer (Chapter 11)

referral for smoking cessation (Chapter 11)

antimicrobial prophylaxis (infective endocarditis) (Chapter 5)

sedation in children and young people (Chapter 14).

Clinical governance

This requires every NHS practice principal to have a quality
assurance system for the practice, in order to ensure a consistent
quality of care. It must cover the following areas to ensure the safety
of its patients:

effective infection control (Chapter 8)

all legal obligations of health and safety law in the practice
(Chapter 4)

all legal obligations for radiation protection (Chapter 12)

compliance with GDC requirements for CPD (Chapter 3),
including clinical audit and peer review.

The practice must also:

» appoint a member of the staff to be responsible for operating the

system

 display a written practice quality policy for patients

e provide the LAT with an annual report on the quality assurance

system.

Clinical governance is discussed further in Chapter 3.



Clinical audit and peer review

Clinical audit is an essential feature of clinical governance that came
into force for NHS dentists in 2001. Its purpose is to ensure that
individual dentists assess different aspects of their practice, make
changes where necessary, and thereby improve service and care for
their patients. The running of quality assurance programmes within
the dental workplace can often be delegated to suitably trained
dental nurses, an example being retrospective clinical audits of
dental radiographs.

Peer review is an optional alternative to clinical audit for dentists
who prefer to undertake their practice assessments within a group of
other dentists and thereby share the benefit of the group’s combined
experience.

As these are now clinical governance requirements, rather than
optional activities, funding is no longer available to dentists for their
completion.

Information governance

This is a quality assurance system that has been implemented for
healthcare, corporate and information technology (IT) organisations
that sets out to ensure the safety and appropriate use of personal and
patient information. It is therefore linked to patient confidentiality,
data protection and the freedom of information passing between
various organisations and bodies.

The Department of Health has charge of the implementation of the
system for healthcare organisations, including all dental workplaces,
and has developed sets of information governance requirements in a
toolkit (initially referred to as the IG Toolkit and now as the DSP
Toolkit), which enables NHS healthcare providers to measure their
own compliance.

Information governance and data security are discussed further in
Chapter 3.



British Dental Association

The British Dental Association (BDA) is the professional body
representing the majority of dentists in the UK. It publishes the
British Dental Journal (BDJ), and many compendiums, toolkits and
other literature to provide its members with up-to-date information
and advice on the business of dentistry. It runs annual dental
conferences which provide further update advice, as well as many
CPD events aimed at the dental team rather than just dentists. The
BDA also negotiates for the profession with the government and
other bodies, such as local dental committees, where dental interests
are concerned. Membership of the BDA is voluntary, it is open to all
dentists and allows its members access to a huge source of dental
literature and research material. More recently, further publications
have been added to the BDA portfolio and are available in print and
online:

e BDJ Team provides information and updates for the whole
dental team

e BDJ Student exclusively for dental students

e BDJ Open for freely available research content

» EBD for comprehensive summaries of the latest evidence-based
developments in oral health

e BDJ In Practice for the latest dental news stories and practical
practice advice.

In relation specifically to GDC-registered dental nurses, the BDA also
runs distance learning training courses for the post-registration
qualifications of Oral Health Education and Dental Radiography, as
summarized in the following sections.

BDA Education Certificate in Oral Health
Education
This is an online course providing 40 hours of verifiable CPD that is

aimed at teaching the communication skills necessary to educate
patients about their oral health, and leads to this nationally



recognised qualification. On completion of the course and passing
the final online examination, dental nurses are competent to work as
oral health educators within their dental workplace.

The course covers the following topics:

» Diseases and conditions of the oral cavity.

Oral health target groups.

Delivering oral health messages.

Oral disease prevention.
Oral health and society.

It is delivered in 27 modules over an 8-week period, with quizzes, a
practice test, and the completion of a portfolio of practical work
before the final online examination. Further information is available
at www.bda.org/ohecourse.

BDA Education Certificate in Dental Radiography

This is an online course providing 40 hours of verifiable CPD aimed
at teaching the safe use of X-rays and how to take common
radiographs, and leads to this nationally recognised qualification. On
completion of the course and passing the final online examination,
dental nurses are competent to take common radiographs
unsupervised.

The course covers the following topics:

e Introduction to radiation and radiography.

Intraoral radiography (bitewings and periapicals).

Panoramic radiography.

Other practical techniques.

Quality assurance and the law.

Image interpretation.


http://www.bda.org/ohecourse

It is completed in 25 modules over an 8-week period, with quizzes, a
practice test, and completion of a practical portfolio of 40
radiographs before the final online examination. Further information
is available at www.bda.org/radcourse.

Resources

General Dental Council, 37 Wimpole Street, London W1G 8DQ
www.gdc-uk.org
Tel: 020 7887 3800
Fax: 020 7224 3294
British Dental Journal
www.bdj.co.uk

British Dental Association, 64 Wimpole Street, London W1G
8YS

https://bda.org/
Tel: 020 7563 4563

Fax: 020 7487 5232

Further resources are available for this book, including

interactive multiple choice questions and extended matching
questions. Visit the companion website at:

www.levisonstextbookfordentalnurses.com


http://www.bda.org/radcourse
http://www.gdc-uk.org/
http://www.bdj.co.uk/
https://bda.org/
http://www.levisonstextbookfordentalnurses.com/




2
The Dental Nurse






History

Until 2008, any person wishing to work as a nurse or assistant in the
dental surgery environment could do so without undertaking any
form of training or passing any examination. Since 1943, the National
Examining Board for Dental Nurses (NEBDN), previously called the
National Examining Board for Dental Surgery Assistants, had been
setting and running its voluntary examination for any persons
working as nurses (assistants) in the dental workplace. Qualification
in the National Certificate examination (now known as the NEBDN
National Diploma in Dental Nursing) showed that successful
candidates had achieved a set basic standard in dental nursing, were
able to work unsupervised alongside the dentist and could call
themselves a ‘dental nurse’ (previously a ‘dental surgery assistant’).

More recently, City & Guilds (C&G) introduced its Level 3 NVQ in
Dental Nursing (now known as the City & Guilds Level 3 Diploma in
Dental Nursing), as an alternative qualification for those students
wishing to follow a vocational rather than a more academic career
pathway to becoming a dental nurse. Both qualifications still run
successfully alongside each other, and are open to any students
wishing to take them. In Scotland, students were able to access a
Scottish equivalent of the NVQ, as well as the National Certificate.

Since 2008, dental nurses, along with all other DCPs, have gradually
been brought under the regulatory umbrella of the GDC. Following a
period of ‘grandparenting’, during which unqualified but well-
experienced dental nurses were allowed to register with the GDC
without prior qualification, compulsory training and qualification for
all have been introduced.



Registration

Nowadays, then, any person wishing to work as a dental nurse has to
undergo a period of supervised training, and then pass a formal
examination before being allowed to register with the GDC. All
unqualified dental nurses must be supervised and ‘in training’ to be
able to work directly with patients, and all qualified dental nurses
must be registered on an annual basis with the GDC and have
indemnity insurance, to be able to continue to work with patients
unsupervised.

As with the other DCPs listed in Chapter 1, the necessity of
registration for dental nurses has raised their role to that of a
professional in the eyes of both the public and other members of the
dental team. In addition, it has brought all members of the dental
team into line with other healthcare professionals in the UK, so that
all are now accountable to a regulatory body.

In line with other regulators, the purpose of the GDC in its regulatory
role is to maintain the list — or Register — of those persons deemed
suitable to work as healthcare professionals at their level of
qualification. This is correctly termed their ‘fitness to practise’.

As with all other GDC registrants, dental nurses are required to pay
an annual retention fee to maintain their place on the Register,
having behaved in a professional manner throughout the previous 12
months. In other words, the GDC has to ensure not only that anyone
joining the Register is fit to practise at the point of initial qualification
but that they remain so throughout their career. Consequently, the
GDC’s own aims are summarised throughout its publications as
‘Protecting patients, regulating the dental team’.



Role of the GDC in dental nurse training and
qualification

To ensure that dental nurses are adequately trained and qualified to a
suitable level in their chosen dental career (i.e. they are ‘competent’),
the GDC describes the outcomes that each student must be able to
demonstrate by the end of their training, to be able to join the GDC
Register. Originally, these outcomes were published in the GDC
document Developing the Dental Team but they are now covered in
the updated publication Preparing for Practice: Dental Team
Learning Outcomes for Registration (2015 revised edition). This
updated document has also superseded the equivalent publication for
dental undergraduates, The First Five Years. All GDC publications
can be viewed or downloaded by accessing its website at www.gdc-
uk.org.

In summary, then, the GDC has a vital role to play in the regulation of
the whole dental team, including dental nurses, from the time that
they enter a formal course of training as a student, right through their
professional career until they leave the GDC Register. The GDC’s
functions as a regulatory body and the way that this affects the dental
nurse are as follows:

e Set standards to be followed: in relation to behaviour, education
(pre- and post-registration) and ethics.

» Handle fitness to practise issues: in relation to poor health, poor
professional performance or professional misconduct.

e Remove individuals from the Register and prevent them from
practising as dental professionals if they are considered to be
‘unfit’.

In carrying out its role as a regulatory body for the dental profession,
the GDC also promotes its own aims to:

» protect patients

» regulate the dental team

» promote public confidence in all dental professionals


http://www.gdc-uk.org/

 quality assure dental education for all dental professionals
working in the UK

» ensure that all dental professionals maintain an up-to-date level
of knowledge

e assist patients with serious complaints against dental
professionals.

These fundamental aims of the GDC affect the working lives and
careers of every dental professional on a day-to-day basis, and
represent the standards that should be achieved by all. The GDC has
conveniently published these principles and standards in a booklet
format, Standards for the Dental Team, and made it available to all
registrants. The Standards are discussed in detail in Chapter 3. All
student dental nurses are expected to be familiar with the detailed
contents of this publication as soon as they begin their training.



Learning outcomes and qualification

As mentioned previously, the GDC has set out the outcomes that
dental nurses must be able to demonstrate by the end of their training
period in order to become a registrant and be deemed ‘fit to practise’.
Within a training course, demonstration of these outcomes is met
through education, training and assessment, and they are therefore
referred to as ‘learning outcomes’. They are derived from the GDC’s
own Standards for the Dental Team document, and include the
requirements set by the GDC for lifelong learning to be achieved. In
the UK, student dental nurses can meet the training requirements by
following an approved course and passing either the NEBDN National
Diploma in Dental Nursing examination or the C&G Level 3 Diploma
in Dental Nursing examination.

The curricula developed by NEBDN and C&G have also been
informed by the National Occupational Standards for dental nursing,
developed by Skills for Health who in turn worked alongside the GDC
to ensure the standards are fit for purpose within the qualifications
that may lead to GDC registration. The Standards can be viewed at
www.skillsforhealth.org.uk.

The GDC learning outcomes have been developed so that a student
who achieves them can be said to be competent — they can practise
safely, effectively and professionally as a dental nurse. The vast
majority of the learning outcomes are actually set, word for word, for
each dental professional category, from the dentist through to the
dental technician. Once achieved, they demonstrate that the student
has the knowledge, skills, attitudes and behaviours required to
become a GDC registrant.

To understand what is required from student dental nurses during
their training, education and assessment, the following
interpretations of these key terms may be useful:

 Knowledge: the underpinning, theoretical information gained
from learning or experience, which gives the student
understanding of a subject.

» Skills: the special abilities acquired by learning and practice to
be able to complete a task, often manually or verbally.


http://www.skillsforhealth.org.uk/

» Attitudes and behaviours: the moral and ethical beliefs held
by the student which demonstrate their values and priorities, and
guide their actions.

Students must exhibit all of these attributes to be considered as
professional dental nurses after qualification, and be entered onto the
GDC Register. They must then maintain and improve upon these
qualities throughout their working life in order to stay on the
Register.

The GDC learning outcomes are grouped into four domains for all
registrants, and their specific relevance to the dental nurse is as
follows:

e Clinical: described as the range of skills required to deliver
direct care, where registrants interact with patients.

« Communication: described as the skills involved in effectively
interacting with patients, their representatives, the public and
colleagues, and recording appropriate information to inform
patient care.

e Professionalism: described as the knowledge, skills and
attitudes/behaviours required to practise in an ethical and
appropriate way, putting patients’ needs first and promoting
confidence in the dental team.

« Management and leadership: described as the skills and
knowledge required to work effectively in a dental team, manage
own time and resources, and contribute to professional practice.

The NEBDN National Diploma curriculum has been designed to
follow these domains and learning outcomes very closely, with more
detail given in many areas, as necessary. Details of the qualification
itself are given at the end of this chapter, together with information
on the C&G Level 3 Diploma.



Student professionalism and ‘fitness to practise’

The GDC’s role in regulating the dental profession begins when any
student enrols on a training course and is deemed to be ‘in training’.
This is irrespective of the category of the future registrant (whether a
dentist, dental nurse and so on) or whether the training is being
delivered in a dental hospital, further education college or the dental
workplace. All healthcare regulators are required to ensure the safety
of patients while being treated by healthcare students, and to ensure
that they are fit to practise at the point of registration. While the
student dental nurse would not be in a position to ‘treat’ a patient as
such, certain standards of professionalism are quite rightly expected
of them, as with any other healthcare student. These standards of
conduct, performance and ethics that are expected to be followed by
all dental and DCP students during their training course towards
becoming a registered dental professional with the GDC are set out in
the 2016—17 document Student Professionalism and Fitness to
Practise.

Some of the areas of concern that may draw the attention of the GDC
to a particular student in relation to issues surrounding their fitness
to practise may come as a surprise to some, especially when events
have occurred outside the training course or the workplace. While
those allegations or areas of concern involving the police (whether
resulting in a conviction or a caution) are bound to be considered by
the GDC in fitness to practise hearings, other circumstances (such as
cheating in an examination or having a poor work attitude) may be
erroneously considered to have little to do with the regulator.
However, actions and behaviours such as these latter examples may
give an overall impression of an unprofessional attitude by the
student to the public, and are therefore of great concern to the GDC.
Further examples of the types of allegations or convictions that may
cause concern and bring into question a student’s fitness to practise
are set out in Table 3.1 in Chapter 3, where the topic is discussed in
greater detail.

The principles of professionalism that the student dental nurse must
adhere to are clearly laid down in the GDC Standards for the Dental
Team document (see Chapter 3 for details), and fall into the following
nine categories:



. Put patients’ interests first.

. Communicate effectively with patients.

. Obtain valid consent.

. Maintain and protect patients’ information.

. Have a clear and effective complaints procedure.

. Work with colleagues in a way that is in patients’ best interests.

N O o A WN R

. Maintain, develop and work within your professional knowledge
and skills.

. Raise concerns if patients are at risk.
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9. Make sure your personal behaviour maintains patients’
confidence in you and the dental profession.

The responsibility is on the education provider to inform students
that unprofessional behaviour or serious health problems during their
training may affect their ability to register with the GDC, if they are
not considered to be ‘fit to practise’. The provider must have
transparent processes and procedures in place to communicate and
investigate concerns when they arise, and to determine whether the
student could possibly put patients and the public at risk by their
actions.

Full details of the guidance available from the GDC in these matters,
for both education providers and students, are available from the
GDC website at www.gdc-uk.org.

To ensure that student dental nurses fully appreciate the levels of
professionalism expected of them as members of the dental team,
examples of some of the potential areas of concern that may result in
a fitness to practise investigation are shown in Table 3.1. The topic of
student professionalism is discussed in detail in Chapter 3.


http://www.gdc-uk.org/

Dental nurses and the law

The ethical and legal issues that affect dental nurses in their
workplace and day-to-day duties are covered in detail in Chapter 3,
and those related to safe working practices in Chapters 4, 8 and 12.

Overall, the Acts and Orders of Parliament that govern the whole
dental profession, including dental nurses, are:

e Dentists’ Act 1984 (Amendment Order 2005)
e Health and Social Care Act 2008

e Health Care and Associated Professions (Indemnity
Arrangements) Order 2014.

The Amendment Order to the Dentists’ Act stipulates that only those
persons registered with the GDC, following success in a registrable
dental nursing qualification, can legally call themselves a ‘dental
nurse’. This may seem a minor point but a breach of the Order is
viewed as a serious legal matter involving an abuse of trust, as the
person is seen to be misleading the public over their implied
professional status. Qualified dental nurses who have failed to
maintain their registration simply by not paying the GDC annual
retention fee are therefore breaking the law and can be prosecuted.
Any other registrant (dentist or DCP) who employs such a person is
also putting their own registration at risk.

The Health and Social Care Act was introduced in response to the
apparent loss of trust in the healthcare professions (including the
dental profession) by the public. This followed public inquiries into
several notorious cases of serious harm being done to patients by
their doctors, both in the hospital environment and in the
community. The most shocking of these was probably the case of Dr
Harold Shipman, a GP in Manchester who was successfully convicted
of murdering 15 of his patients. His actions were only uncovered after
the solicitor daughter of one of his victims became suspicious of
events surrounding the death of her mother, and contacted the police.
The case highlighted just how uncontrolled and unaccountable a
healthcare professional could be at the time, as Shipman is alleged to
have killed over 200 of his patients over the years, without raising any
suspicions until that point.



The Indemnity Arrangements Order made the requirement for all
registrants to have indemnity cover a legal one, rather than an ethical
one as it had been previously.

Finally, in addition to the above enactments, the same professional
standards of behaviour listed previously for students also apply to
those who are qualified, and must be adhered to throughout their
working career. Now that all DCPs are individually registered with the
GDC, the onus is on each team member to take full responsibility for
their own actions and to act in a professional manner at all times. The
issue of ‘vicarious liability’ no longer applies — the dentist is no longer
personally responsible for the actions or omissions of other registered
members of the dental team. However, they are still responsible for
unregistered staff, including trainee dental nurses.

The practical application of the professional principles laid down in
the GDC Standards for the Dental Team document requires all
members of the dental team to behave in the following manner, as
professional individuals and on a day-to-day basis:

 Apply the principles in your work as a dental professional,
whether or not you routinely treat patients.

e Understand that you are professionally responsible for your
actions and must be able to account for them.

e Put patients’ interests before your own or those of your
colleagues.

» Apply these principles when handling queries and complaints
from patients and in all other aspects of non-clinical professional
service.

e Maintain your GDC registration and work only within the limits
of your knowledge, professional competence and physical
capability.

» Take effective action to protect patients if you believe they are
being put at risk by your health, behaviour or professional
performance, or those of a colleague, or by any aspect of the
practice clinical environment.

 Ifin doubt, obtain advice from senior staff, appropriate
professional body or the GDC.



Treat patients with respect, courtesy and awareness of their
dignity and rights.

Understand and promote patients’ responsibility for making
decisions about their bodies, their priorities and their care, and
obtain their consent before any treatment is undertaken.

Provide all the information, including the risks, benefits, costs
and alternative options, upon which they can make their
decision.

Ensure that there is no discrimination against patients regarding
their race, ethnic origin, age, sex, disability, special needs,
sexuality, lifestyle, beliefs or economic status.

Treat all information about patients as confidential, and use only
for the purposes for which it was provided.

Ensure that such material is kept securely to prevent any
accidental or unauthorised access to it.

These points are discussed in detail in Chapter 3.

General Dental Council registration completes the first stage of the
dental nurse’s professional career. From that point on:

compliance with your legal obligations, knowledge, skills and
professional competence must be maintained and updated by
verifiable continuing professional development

justify your professional status, and the trust of your patients and
colleagues, by honesty and fairness in all your professional and
personal activities

apply all these ethical principles to clinical and professional
relationships, and to any commercial or business dealings in
which you may be involved

maintain proper standards of personal behaviour in all aspects of
your life, and thereby promote patients’ confidence in you and
public confidence in the dental profession.



Continuing professional development

CPD and lifelong learning are now statutory requirements for the
continuing registration of DCPs; more recently, the concept of
becoming a ‘reflective practitioner’ has enabled dental professionals
to understand how experiences in their daily working lives should
guide their CPD achievements. Carrying out CPD activities should
aim to guide an individual in updating their skills and education
throughout their working lives, to ensure that they stay abreast of all
the changes and updates involved in their chosen career. This should
then ensure that they provide the best care and service possible to
patients. A summary of information and knowledge is given here, but
the subject is discussed in more detail in Chapter 3.

Until January 2018 for dentists and August 2018 for DCPs, CPD was
available either as verifiable or non-verifiable events. From January
2018, the GDC introduced ‘enhanced CPD’ which is aimed at ensuring
the following;:

e CPD undertaken is directly relevant to the registrant’s ‘field(s) of
practice’.

e Reduction in the overall number of hours of CPD to be
completed, by removal of the need to complete non-verifiable
CPD.

e Ensure the quality of CPD events by requiring that they are each
linked to specific development outcomes.

e Ensure that CPD is spread evenly over the 5-year cycle so that
professional development occurs continuously rather than
sporadically.

The same requirements came into place for DCPs in August 2018, but
for those who were mid-cycle at these times, a transitional
arrangement was put in place so that some registrants have to
complete some CPD based on the old scheme as well as some on the
new scheme. The new system is discussed more fully in Chapter 3.

Verifiable CPD is that offered formally, with specific learning
outcomes given. Certificates of attendance and/or participation in
verifiable CPD activities will be issued after the event and must be



kept as evidence of complying with the GDC’s requirements; they may
even have to be produced as evidence of verifiable CPD activity.
Examples of verifiable CPD include:

» attendance at postgraduate courses

» attendance at local meetings organised by postgraduate tutors or
deaneries

o distance learning programmes with learning outcomes
o computer-aided learning (CAL) programmes
 attendance at conferences with stated learning outcomes

 studying and taking formal examinations in dentally related
subjects

e completing tests set on articles published in dental journals.

Some topics are considered essential for the safe delivery of dental
care, and are therefore called ‘core subjects’. The GDC stipulated the
amount of CPD that must be undertaken in these core subjects over a
5-year cycle, for each category of registrant. For dental nurses, the
CPD cycle runs from August to July each year and 50 hours of
verifiable CPD (including the core subjects) plus 100 hours of general
CPD are to be completed within the 5-year cycle. The required hours
for each core subject during the 5-year cycle are as follows:

e Medical emergencies: 10 hours.

e Disinfection and decontamination: 5 hours.

» Radiography and radiological protection: 5 hours.
e Oral cancer: minimum hours not specified.

e Legal and ethical issues (if dealing with patients on a regular
basis): minimum hours not specified.

e Complaints handling (if dealing with patients on a regular basis):
minimum hours not specified.

The hands-on cardiopulmonary resuscitation (CPR) aspect of the
medical emergencies training should be carried out every year by all



registrants.

Non-verifiable CPD was that done on an informal basis, often purely
on a personal interest basis. Although new information may well be
learned during these activities, it cannot be tested nor proved that
specific learning outcomes have been achieved. For those in the
transition arrangements as the new enhanced CPD scheme begins,
the number of hours of non-verifiable CPD completed annually must
also be stated in the registrant’s CPD submission. For those whose 5-
year cycle started in January or August 2018, non-verifiable CPD
events are no longer required to be recorded on their annual CPD
declaration. Examples of non-verifiable CPD activities include the
following;:

» Reading dental journals, with no testing of the contents of any
articles.

» Reading postgraduate handbooks.
o Accessing websites and downloading information.
» Attendance at staff meetings.

e Completion of in-house training, although if aims are stated and
linked to specific development outcomes, feedback is given and a
certificate of attendance issued, these events can easily be turned
into verifiable CPD activities.

e Completion of staff appraisals.

When carried out correctly, organised CPD events covering the
mandatory areas of dental practice, as well as a wider range of
subjects relevant to the role of the dental nurse, are of great benefit. It
should enable recognition of areas that are of interest as well as areas
where more knowledge is required, as dentistry, and therefore dental
nursing, are ever-changing disciplines where new materials and
techniques are introduced regularly. Completion of CPD should
produce some of the following personal outcomes for all dental
nurses:

* increased job satisfaction

* identification of problem areas



improved communication with colleagues

improved efficiency

improved career prospects

greater commitment to the workplace.

The planning and undertaking of CPD should be given careful
thought by dental nurses to ensure not only that the mandatory
requirements of the GDC are met but also that any other CPD
undertaken is of use to them. While the temptation exists to only
attend courses of personal interest, a broader coverage of subjects is
more desirable and useful to the development of the dental nurse.

A staff training and development system must be in place in all dental
workplaces, whereby the skills held by all staff are reviewed on a one-
to-one basis so that individual training needs can be identified. This is
usually carried out as an annual staff appraisal and is discussed
further in Chapter 3.

In essence, records should be kept of the points discussed during the
appraisal, as well as any needs that have been identified and any
methods discussed for meeting these needs. These points should be
included in the personal development plan (PDP), where the
necessary CPD requirements can be looked into and successfully
accessed, and the individual PDP can be updated accordingly. This is
then available to the GDC, or prospective new employers, as evidence
that the staff member not only has ambitions and identified training
needs, but that they have successfully carried them out.

The development and use of a PDP is also a requirement for
completion of the Record of Experience for the NEBDN National
Diploma qualification, while student dental nurses are undergoing
their formal training.



Overall role of the dental nurse

The role of the dental nurse during specific chairside, or patient-
orientated, activities is discussed in detail in each of the following
clinically relevant chapters. However, as a key member of the dental
team, there are many overall duties that must be carried out by the
dental nurse on a daily basis to ensure the efficient running of the
dental workplace, as well as administrative or reception duties. This is
achieved by ensuring meticulous attention to detail during
completion of the many background activities that allow the
workplace to run smoothly, like a well-oiled machine. These
background activities have traditionally developed as dental nurse
roles, while the dentist (and now also the hygienist and therapist)
have concentrated more on the patient-centred, hands-on activities of
delivering treatment. The actions of all members of the dental team
working together in this way culminate in a pleasant and successful
experience for the patient at each attendance.

The activities specific to the dental nurse can be summarised under
the following three areas:

e general duties

e administrative and reception duties

e surgery duties.

General duties

» Acceptable level of personal appearance and social cleanliness, in
accordance with the dress code requirements of the workplace, to
give an overall appearance of professionalism.

e Maintenance of a high standard of cleanliness and tidiness
throughout the premises.

e Adequate levels of heating, lighting and ventilation, to ensure a
comfortable environment for patients and staff.

e Full and accurate list of all contact details for suppliers, service
and maintenance personnel, patient health and welfare
organisations, and laboratories.



Ordering and correct storage of dental stock and general
supplies.

Full knowledge of, and compliance with, all health and safety
directives in relation to general issues (e.g. fire drill, location of
fire extinguishers, waste disposal requirements; these are
discussed further in Chapter 4).

Administration and reception

Acceptable level of personal appearance and social cleanliness, in
accordance with the dress code requirements of the workplace.

Good level of communication skills, both face to face and over the
telephone.

Reception of patients and dental company representatives.

Ensure the visitor book is completed when anyone other than a
patient attends the premises.

Full working knowledge of all appointment systems in use.
Arrangement of current and recall appointments.
Recording of all attendances and treatment.

Completion and filing of patients’ records, whether manual or
computerised.

Receipt and actioning of all correspondence.

Knowledge of NHS and private regulations and organisation.
Management of financial records.

Running of computer entry back-ups, on a daily basis.

Liaison with laboratories, to ensure work is collected and
delivered as required.

A large part of the successful administration and reception duties of
the dental nurse is related to good patient management skills, and
involve all the following areas:

Reception of the patient into the practice.



Appointments.

Communication skills.

Equality of dental care.

Patients with special needs.

Dental emergencies.

The dental nurse has a key role to play in ensuring that the dental
experience of each patient is a pleasant one, whether working
chairside or in a reception and administrative position.

Reception of patients into the practice

Most dental practices have one or more dental nurses who ‘double up’
as receptionists for at least part of their working week, although it is
possible to have staff with purely administrative duties. However,
since GDC registration of dental nurses has become mandatory,
administrative staff without a dental nurse qualification or where
their registration has lapsed (such as while having a career break to
raise a family) can no longer ‘double up’ as dental nurses during
periods of short staffing. The obvious problem with purely
administrative staff manning reception occurs when patients are
asking for dental advice or for further information about specific
dental treatments, as they will have limited dental knowledge. For
this reason, most practices prefer a dental nurse to carry out
reception duties.

The word ‘reception’ illustrates the main role of these personnel — to
‘receive’ the patient into the practice as the first point of contact in the
dental environment. It is vital that the dental nurse in this role has all
the following attributes:

 pleasant disposition

e good communication skills (discussed further in Chapter 13)

friendly and welcoming attitude

knowledgeable about dentistry but only to the limit of their
training

efficient and accurate at reception duties



works well under pressure, without becoming flustered

pleasant telephone manner

caring and considerate attitude

well presented, and neither too loud nor too softly spoken.

As very few dental practices, and no hospital clinics, are without
computerisation of at least some part of their working system, IT
skills are also an imperative requirement for the modern dental nurse
to acquire. However, the increasingly extensive use of computers in
dentistry and dental practice management does not replace the need
for the dental nurse to have legible, neat and accurate handwriting
skills, and this is especially important when giving written
information such as appointment details to patients.

A friendly disposition is invaluable when greeting nervous and
anxious patients onto the premises, and is often all that is required to
allay the fears of most patients. While this tends to come naturally
when dealing with younger patients, it should be remembered that
many older patients are just as anxious, whether they try to hide their
feelings or not. Being friendly and welcoming to all patients should
come as second nature to all the dental team, so that the patient’s
dental experience is of a consistently high standard for the whole
visit. Some employers prefer to refer to all patients by their correct
title (Mrs, Mr, Ms, etc.) while others are more familiar and refer to
patients by their first name — the dental nurse must follow the
preferred system of the practice at all times.

Appointments

Booking appointments for patients takes up a large part of the
working day, and during busy periods it can be an area that causes
many problems. When several patients are hovering in a reception
area, and one or more telephones are ringing with enquiries from
other patients, it is quite easy for members of the dental team to be
overwhelmed by the demands of their role and for mistakes to
happen. In larger practices and hospital clinics, it is usual for more
than one staff member to be responsible for appointment bookings,
and without a written protocol in place for the task to be carried out
in a consistent manner by all, mistakes can easily be made.



A successful appointments booking system can easily be established
by any dental workplace if the following points are considered and
adapted for use as necessary:

Ensure that all staff working at the reception area have been fully
trained in all of their necessary duties.

Have written protocols to be followed by all staff.

Ensure the booking system is sensible, easy to follow, and is
explained clearly during training sessions.

If manual appointment books are used, rather than a
computerised system, ensure alterations and cancellations are
deleted in a tidy manner, so that the daylist is still readable by all
staff.

If possible, delegate the simpler reception duties to other staff so
that one senior person remains in control of appointment
bookings, as this will lead to fewer mistakes.

Ensure all staff are aware of how each dentist and DCP prefers
their appointments to be booked, especially the length of time
required for various procedures.

Be considerate but firm with patients when booking
appointments; sometimes it may not be possible for them to have
the time slot they request.

Similarly, try not to allow the appointments list to develop with
large gaps each day, but rather try to book appointments one
after another from the first morning slot onwards wherever
possible. There is nothing worse than having a lull in
appointments part way through the day and then a heavily
booked run towards the end of the session.

If a problem does occur, attempt to rectify it to everyone’s
satisfaction as soon as possible, but try to uncover the cause of
the problem so that it will not be repeated in the future — this
shows maturity and common sense.

Equality of dental care



As discussed in Chapters 3 and 13, the dental nurse has a legal
responsibility to behave equally towards all patients without showing
any form of discrimination. This can occur in all the following areas:

» Sex or sexual orientation discrimination: between male
and female patients, or those who are bisexual or gay/lesbian.

» Age discrimination: especially between elderly patients and
others.

e Disability discrimination: between able-bodied and able-
minded patients and those with a physical or mental impairment.

e Racial and ethnic discrimination: between any patients
with a difference in colour, nationality and ethnic or national
origins, especially where there is a language barrier too.

» Religious discrimination: between any patients with different
religious beliefs, or those with no religion.

» Socioeconomic discrimination: between the perceived social
class and economic status of various patient groups.

With particular regard to sex discrimination, the development of
inappropriate relationships between members of the dental team and
patients is particularly frowned upon by the profession and, more
importantly, by the GDC. No favouritism should be shown towards
any patient by a staff member because they are attracted to them —
problems are likely to occur, which may result in dismissal or even a
charge of serious professional misconduct. Staff only have to read the
quarterly misconduct reports issued by the GDC to determine the
seriousness of these charges.

The dental team needs to be aware of any likely cultural differences
between ethnic groups, some of which are of dental relevance and are
discussed further in Chapter 13. The team must accept these
differences in an appropriate manner, while offering oral health
advice as necessary. Religious beliefs may prevent a patient from
undergoing oral examination at certain times, such as the Moslem
period of Ramadan, and again the dental team must accommodate
the belief to allow smooth running of the practice.

Patients with special needs



There are many patients who can be considered to have special needs
in relation to dentistry and dental treatment, because of a physical,
mental, social or medical problem. Some of these special needs
patients who are likely to be treated in a general dental practice
setting, rather than in a specialist dental clinic, include the following:

e elderly patients

patients with a progressive mental impairment (dementia)

patients with learning disabilities

patients with physical disabilities

patients with certain medical problems

patients from low socioeconomic backgrounds.
This subject is discussed further in Chapter 13.

Dental emergencies

Even with the very best dental care, emergencies do arise from time to
time. From April 2006 it was the responsibility of the PCT to provide
out-of-hours emergency dental care to all patients, whether they were
NHS, private, regular or irregular attenders. However, it is now the
responsibility of the primary care organisation (CCG or LAT) in each
area to provide out-of-hours care for all patients. The scheme may
vary between areas but most provide a telephone advice and triage
service, with evening and weekend open access emergency clinics for
those requiring treatment before their usual practice is open, or for
those with no regular dental provider. Each practice should ensure
their patients are provided with information on accessing emergency
care out-of-hours, usually via an answerphone message which gives
the telephone advice and triage number. Each primary care
organisation will determine the most severe incidents that require
emergency treatment, but the following are likely to be included by
all, and may warrant attendance at the local hospital accident and
emergency department:

» Severe dental pain not controlled by analgesics.



» Severe swelling of the oral soft tissues, which is at risk of
compromising the patient’s airway.

e Uncontrolled bleeding after an extraction or minor oral
surgery procedure.

Less severe emergencies, such as swelling with no airway
implications, are passed to the on-call dentist for an opinion on
whether the patient should be seen within 12 or 24 hours, either by
their own dentist or by the emergency dentist. In the latter case, they
will be directed to a local dental access centre for emergency
treatment, such as lancing an abscess, placing a tooth on open
drainage or placing a dressing, and are then advised to seek further
treatment from their regular dentist or are directed to a practice
which is accepting new patients.

Private patients may be members of various private dental plans, such
as Practice Plan or Denplan, and member dentists will often provide
emergency care for less serious incidents, such as recementing a
crown or bridge. Each practice will have its own emergency protocol
to follow for all eventualities, and the dental nurse has a key
communication role to play when dealing with patients in these
situations.

When emergency calls are received during normal working hours, it is
the responsibility of the practice to provide urgent care as it deems
necessary, to relieve severe pain or to prevent a significant
deterioration in the patient’s oral condition. Further treatment to
restore oral health does not have to be provided on the same day, and
the patient may choose to seek treatment at another practice if their
waiting time is less than that of the original practice.

It is impossible to know in advance the number of emergency calls
that are likely to be received in any one day, so it is often difficult to
try to provide emergency slots without wasting surgery time if no calls
are received. Various management systems for dental emergencies
during working hours may be operated, and some examples are as
follows:

 Double booking appointment slots: this saves unbooked
time slots but is disruptive to the running of the appointment
system and often results in the dentist ‘running late’.



Set aside emergency time slots: this is less disruptive but
can result in unbooked surgery time occurring.

In-house triage system: the practice determines what
constitutes an emergency, and the dentist decides which patients
require treatment that day; the patient is then slotted into any
unbooked appointment time or is seen after normal hours.

* Ad hoc system: all emergency treatment requests are received

and slotted into any available appointment slots; again this saves
unbooked time but can cause disruption if a high number of calls
are received.

Most dental workplaces will run a combination of these management
systems, but the most effective approach for reducing the number of
emergencies is for the dental team to work as follows:

Provide consistently good-quality dental care to all patients to
reduce the incidence of predictable emergencies; for instance, if a
new crown does not fit well, it should be remade rather than
fitted as a poor fitting crown is likely to fail.

Have a written emergency dental call protocol for all to follow,
and stick to it without exception.

Have an accepted triage system in place that is used by the whole
dental team.

Ensure that patients are made aware that they will only receive
emergency treatment initially, and will have to reattend for
further treatment in a routine appointment slot.

Be aware of the regular patients and their dental histories; an
emergency call from a regular attender is more likely to be a
genuine emergency than one from a patient who routinely fails
appointments and ignores oral health advice.

The dental nurse plays a vital role in running a successful emergency
management system, as this team member is the first point of call for
what is often a distressed and anxious patient, and one who is quite
likely to be in pain. A sympathetic and caring attitude must always be
adopted, although a polite but firm manner may also be required for
the successful management of those relatively few patients who will



not accept advice alone, and insist upon an immediate appointment
with the dentist. If all else fails, the handling of these patients may
have to be transferred to a senior staff member or the dentist. No
matter what, the dental nurse should not be intimidated into breaking
the emergency call protocol of the practice by any patient.

Surgery duties

As already stated, the details of the surgery role for each type of
treatment are covered in the relevant chapters, but there are many
points that the dental nurse should follow which are common to all
‘opening up’, ‘during treatment’ and ‘closing down’ procedures for all
chairside activities.

Thorough preparation of the surgery is essential before the day starts,
between patients and at the end of a treatment session. In addition, a

clinical level of personal appearance and cleanliness is required in the
surgery areas, in accordance with the uniform and personal protective
equipment (PPE) requirements of the dental workplace.

Beginning of the day, after switching on all power to the
equipment

 Disinfect all working surfaces.

 Fit new disposable covers where necessary.

» Discharge water for 2 minutes through three-in-one syringe and
all handpieces with water spray.

» When necessary, refill the bracket table water bottle with purified
water and a proprietary water line disinfectant.

e Run, and record result of, autoclave test: this can also be carried
out during the first cycle of instrument sterilisation.

e Fill ultrasonic cleaner with fresh detergent solution using
purified water.

e Check that all other equipment is working satisfactorily.

« Ensure that appointment book, daybook, patients’ notes,
radiographs, laboratory work, emergency kit and all materials for
the day are ready.



Prepare records, instruments and materials for first patient.

During treatment

Highlight any relevant aspects of the patient to the dentist before
treatment begins, such as anxiety about treatment, special
medical history, nausea during impressions, fainting tendency.

Always greet patients by name, in a friendly manner, and
introduce new patients to the dentist by name.

Seat the patient comfortably, and apply a protective bib and
safety glasses if treatment is to be carried out imminently.

Maintain an atmosphere of relaxed efficiency and friendly
communication with the patient.

Maintain patient records and charts as required.
Process and mount radiographs, if taken or not digital.

Maintain a clear and dry operative field throughout treatment,
using good retraction and aspiration techniques.

Provide full chairside support throughout treatment in relation
to instruments and materials used.

Monitor the patient throughout for any signs of distress, and
inform the dentist where necessary.

Act as a chaperone and witness throughout the treatment
session.

Ensure the patient is cleaned and tidied before leaving the
surgery, by removing material debris and offering a mouth rinse.

Give postoperative and/or oral hygiene advice, as necessary.

Correctly disinfect, package and label any laboratory work, ready
for collection.

Remove all used instruments to the decontamination area.
Dispose of all waste in the correct manner.

Prepare the surgery for the next patient.

End of the day



All used instruments, waste and laboratory work are handled as
detailed above.

All disposable shields are removed from equipment and put into
the hazardous waste container.

Surgery hazardous waste containers are removed from the area
to their place of storage.

All surfaces are correctly disinfected and wiped down.

All portable equipment is switched off, disconnected and put into
storage cupboards.

All sterilised instruments are returned to their correct place of
storage.

Spittoon and suction unit is run through with the correct
disinfectant solution.

The air compressor is switched off and the air tank is drained.
All other electrical equipment is switched off and disconnected.
Any locking drawers and cupboards are secured.

Any paper records are written up and then filed appropriately or
returned to reception.



Dental nurse qualifications

The basic, pre-registration qualifications available to anyone wishing
to become a dental nurse are provided by the NEBDN or by C&G.
Although the same level of qualification is achieved by successful
candidates with either awarding body, the assessment route to
qualification is different. The merits of each are discussed in the
following sections.

National Examining Board for Dental Nurses

For almost 60 years, the NEBDN has been the awarding body solely
responsible for the provision of a dental nursing examination, the
National Certificate for Dental Nurses. The organisation uses GDC-
registered examiners from all branches of dentistry, both dentists and
DCPs, who must be available on a voluntary basis to examine dental
nurse candidates throughout the UK twice a year.

All examiners must be committed to an active involvement in the
training and qualification of dental nurses during their time as an
examiner, and will undergo a systematic performance review to
ensure that their examiner skills are maintained at the required
levels. The NEBDN National Diploma qualification only requires
examiners to conduct objective structured clinical examinations
(OSCEs) on the exam day, as the written paper is marked by an
optical marking system beforehand.

All candidates wishing to sit the NEBDN National Diploma must have
undergone a formal training course with an NEBDN-accredited
training provider, while working as a trainee dental nurse in the
dental workplace. In addition, every candidate must have successfully
completed an NEBDN Record of Experience (RoE) portfolio before
they can be entered for the written examination. The RoE is a
portfolio of evidence showing the dental nurse has demonstrated
their competence to perform a range of clinical tasks and is therefore
used as a formative workplace assessment. This type of formative
assessment is used to give feedback to the trainee dental nurse and
their trainer about their progress towards developing the clinical
competencies, and highlighting any possible difficulties they are
experiencing, but makes no contribution to pass/fail decisions about



the trainee. The written examination followed by the practical
examination some weeks later, but only for those candidates who
have passed the written paper first, forms the summative assessment
of the qualification. So the summative assessment element of the
Diploma involves formal testing of the trainee’s knowledge and skills,
and provides the basis of pass/fail decisions leading to the
qualification (or not) of the dental nurse.

Further information about the NEBDN National Diploma is given in
the following sections, and full details of the qualification, the RoE
and post-registration qualifications available from the NEBDN can be
accessed at:

NEBDN, First Floor, Quayside Court, Chain Caul Way, Preston PR2
27ZP

Tel: 01772 429917
E-mail: info@nebdn.org

Website: www.nebdn.org

The National Examining Board for Dental Nurses National
Diploma Examination

This updated examination is composed of a written element and a
practical element. The written element is currently held twice a year,
in April and November, in various large regional centres throughout
the UK. The practical element is only available to those candidates
who are successful in the written examination, and is also held twice a
year, in June and January.

As stated previously, all entrants to the exam must have completed a
formal training course first, as well as having their completed RoE
‘signed off’ by both their course provider and a supervising workplace
colleague. There is now, therefore, no longer a requirement for
students to have worked at the chairside for a 24-month period before
they can receive their qualification. However, the formal examination
must be passed in its entirety while the RoE is still valid — this is
currently for a term of 3 years from its date of purchase.

Training courses are currently run in dental hospitals, colleges of
further education or privately in dental surgeries, and may be
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classroom based, blended learning, or even online; a full list of
accredited course providers is available from info@nebdn.org. While
there are currently no formal entry requirements imposed by NEBDN
on student applicants, individual course providers may request them
to have a minimum number of GCSE qualifications (or equivalent) or
a minimum level of literacy and numeracy skills. In addition, as this is
a UK qualification, all students must have a reasonable level of
spoken and written English as well as a reasonable understanding of
the English language.

An outline of the examination components is given below.

Written paper

The written paper has two sections which each contain one style of
question, either one of five multiple choice questions (MCQs) or
extended matching questions (EMQs). Unlike the old National
Certificate examination, there are no diagrams to label, no short
answer questions and no long answer questions. While there is no
separate charting exercise to complete within the new examination,
either section may contain questions about charting.
Multiple choice questions
The new style of MCQ has the full title ‘one of five single best answer
MCQ’ and is written as follows:

e The question itself is usually one or two sentences long.

» The first sentence introduces the topic of the question.

e The final sentence asks the question.

e They are designed to test the application of relevant knowledge.

» Key words or phrases are not highlighted.

e There are always five answer options.

e Only one of those five will be the ‘best’, and therefore the correct,
answer.

e The answers are always homologous — of the same form (e.g. all
micro-organismes, all periodontal instruments, all filling
materials).
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» They are always set out alphabetically or numerically in
ascending order.

As the question style always follows the same pattern, it is not
possible for candidates to ‘work out by elimination’ or ‘guess’ the
correct answer; they must have the relevant knowledge and the
understanding to be able to apply it to the scenario of the question.
Only then can the single best answer be identified.

Similarly, as a logical alphabetical or numerical order is always
followed in the answers, the correct answer cannot be determined by
seeing how many times, say, option (d) has been an answer and
therefore not choosing it again. The single best answer will be at
whichever option letter it falls alphabetically or numerically only. So
it is quite feasible for an examination to have option (d) as the correct
answer for every question asked, if the correct answer happens to fall
at the option (d) position alphabetically or numerically.
Consequently, the candidate is unable to guess the answer.

Candidates mark their single answer choice on an optical marking
sheet for each question, by pencilling in a small box. Only one box
must be filled in, otherwise the computer will reject that question.
Similarly, the box must be filled in horizontally; drawing a circle
around it or marking with a cross will also cause the computer to
reject that question.

An example of the new-style MCQ is shown in Figure 2.1. The
question clearly states that only the buccal gingivae of the upper
premolar teeth will be involved in the procedure, so the nerve
supplying this area simply needs identifying from the options listed.
Only the middle superior dental nerve is relevant to the question.



A gingivectomy procedure is to be carried out on an epileptic patient. The technique will involve the
removal of hyperplastic gingival tissue from the buccal side of the upper left premolar teeth. Which one
of the following nerves must be anaesthetised to allow the procedure to be carried out painlessly?

) Greater palatine nerve
(b) Inferior dental nerve
(c) Long buccal nerve

(d) Middle superior dental nerve
(e) Posterior superior dental nerve

The correct answer is (d).

Figure 2.1 An example of the new-style MCQ.

Extended matching questions

This style of question follows a similar layout to the MCQ in some
respects, and was introduced to replace the short answer style
question but with all candidates having the same definitive option list
provided for each set of questions in the examination paper. There is
no opportunity for candidates to create an answer, as they could with
the old short answer style, as only the options listed can be used. Each
options list has several questions (a question set) attached to it.

The EMQ style questions are written as follows:
» The topic covered by the question set is stated, to help focus the
candidate’s thoughts.

e Alead-in statement is then given which explains what the
candidate is required to do, and how many options they are
required to choose from the list, for each question.

e The option list is then given, and will usually contain a minimum
of eight options.

e The options are always homologous — of the same form (e.g. all
surgical instruments, all micro-organisms).

e They are always set out alphabetically or numerically in
ascending order.

e The questions are set out as several sentences giving a detailed
scenario.



e They are designed to test analytical and reasoning skills, as well
as requiring a more detailed and concise application of
knowledge.

» Key words or phrases are not highlighted.

» Each topical option list has several questions set to it.

The candidate is required to understand the question and apply
detailed knowledge to be able to reason the answer(s) from the option
list.

A simple example of an EMQ style question used in the new National
Diploma examination is shown in Figure 2.2. The clinical scenario
describes the signs and symptoms of the condition and then states the
disease that is present. The candidate must then apply their
knowledge of micro-organisms that cause this condition and locate it
from the option list. With a more extensive option list, the lead-in
statement could ask for two appropriate micro-organisms from the
list, making it a harder question still.

Topic: Dental Pathology
For each of the following dental pathology questions, select the single most appropriate micro-organism from
the option list. Each option might be used once, more than once or not at all.

(a) Bacillus fusiformis

(b) Candida albicans

(c) Coxsackievirus

(d) Epstein—Barr virus

(e) Herpes simplex

(f) Paramyxovirus

(g) Porphyromonas gingivalis
(h) Staphylococcus aureus
(i) Streptococcus mutans

An 18-year-old patient attends the surgery as an emergency, complaining of severe gingival pain and halitosis. He
admits to being a smoker, and brushing his teeth only once every few days. On examination, his oral hygiene is
very poor and his gingivae are swollen and sloughing at the papillae. The dentist diagnoses acute necrotising
ulcerative gingivitis. Which one of the options listed is a micro-organism associated with this condition?

The correct answer is (a).

Figure 2.2 An example of an EMQ.

Alternatively, the name of the disease diagnosed can be left out of the
question, so that the candidate then has to determine it from the signs
and symptoms themselves, before being able to choose the correct



option from the list — again, this would become a harder question
still. These styles of assessment questions are available at
www.levisonstextbookfordentalnurses.com and a full revision aid is
Questions and Answers for Dental Nurses, 3rd edn (C. Hollins, 2012,
Wiley-Blackwell, 9780470670903).

Objective structured clinical examination

The practical component of the Diploma examination is the OSCE,
which is used to assess knowledge and clinical and decision-making
skills. Candidates must pass the written paper first, before being
allowed to take the OSCE element of the examination. Therefore the
written paper and the OSCEs are held several weeks apart, so that the
written papers can be optically marked first and a list of successful
candidates produced for the OSCEs.

The OSCE has replaced the practical and oral sections of the old
examination, where examiners had to ask candidates questions
throughout both sections. However, candidates could be asked
different questions, possibly at different knowledge levels, by
whichever examiner they were allocated to within an examination
centre. The old tests were therefore unstructured and were subjective
rather than objective, so a candidate’s performance was graded
according to the opinion of the examiner at the time, rather than
against set criteria.

The new style of practical examination, the OSCE, is completely
different and provides a far more accurate and fairer assessment of
every candidate. It is a multi-station examination (typically between
15 and 18 OSCE stations) in which the candidates are allowed a set
period of time at each station before moving on to the next, usually
about 5 minutes at each one. The stations are set up as a one-way
rotational block and all candidates must go through every station
during the examination time cycle. Large examination centres will
have several station rotations running at the same time in different
rooms, but they will be exactly the same tests in each block, as they
will be in every other exam centre throughout the country. Some
candidates may complete the required task at a station before the set
time is up — this is perfectly acceptable, but they must remain at the
station until instructed to move on by the examiner. If a candidate
believes they have not performed the set task to the best of their


http://www.levisonstextbookfordentalnurses.com/

abilities, they may carry it out again for the examiner within the
allowed time period, but must stop their actions immediately when
the time is up. As the name suggests, OSCEs are both objective and
structured in the way that they assess the candidates — the examiner
does not ask any questions but simply grades the dental nurse’s
clinical performance against a set of written criteria as the candidate
carries out the task. The set criteria are the same for every candidate,
throughout every examination centre, and cannot be altered in any
way by the examiner.

Other than to welcome the candidate into each test area, and ask if
they have read the candidate instructions for the test beforehand
(which are available for the candidates outside the station), the
examiner merely observes their performance and records their
assessment against the written criteria.

There are four general types of practical assessment that the OSCE
will cover, and each is designed to test both the professional and
practical skills of the candidate. Simplistic examples are given below.

« Communication skills: such as giving specific oral hygiene
advice to a patient (who will be a professional actor).

e Medical emergency: such as an asthma attack scenario (again,
possibly involving a professional actor).

e Mixing: any material from within the curriculum.

e Clinical: such as setting up instruments for a specific dental
procedure or completing a charting exercise.

The candidate instructions will give the scenario relevant to the
station, and the candidate is able to read these instructions before the
5-minute timing starts. The instructions will be clear and concise, so
that the task to be carried out is obvious.

Where a patient (actor) is involved in the scenario, the candidate will
be scored by both the examiner and the patient.

The system used by NEBDN to ensure that every candidate is
assessed objectively is summarised below.



e Every examination centre will carry out exactly the same OSCE
assessments, using exactly the same resources.

 All candidate and patient instructions will be worded exactly the
same, in every centre.

» All candidates will be marked against the same performance
criteria, and in the same way, as the examiners have been trained
and calibrated to each other.

 All candidates will rotate through the OSCE stations in a set
order until they have completed the full cycle.

e There will be at least one rest station in the cycle, with no task to
perform but a chair and refreshments provided for each
candidate to have a ‘time out’ period before moving on to the
next station.

» A single timer is used for each cycle of stations (usually a bell), so
candidates cannot have too little, or too much, time at any
station.

 All candidates are allowed 1 minute to read the scenario and
candidate instructions for each station, before entering the
station and beginning the assessment when the bell rings.

e No candidate is allowed to enter the station until the start of the
5-minute session.

e The candidate may repeat the assessment within the 5-minute
time period if they wish.
» The examiner will not ask any questions of the candidate.

e The candidate may carry out the task while talking their way
through it, if they wish — they will only be graded on the
performance criteria listed on the examiner’s mark sheet.

e There are no ‘killer stations’, where the candidate must pass that
one station or be failed for the whole OSCE examination.

A diagrammatic overview of a typical OSCE cycle is shown in Figure
2.3.
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Figure 2.3 An example of an OSCE cycle.

City & Guilds Level 3 Diploma in Dental Nursing

This is the alternative training pathway for students wishing to
become qualified dental nurses, and is different in that it follows a
more vocational, less academic route to qualification. The same
curriculum topics are covered, but the C&G Diploma is entirely
different in the way that knowledge is tested. Whereas the NEBDN
National Diploma examination covers the vast majority of the
learning outcomes, takes place in two parts (the written paper then
the OSCEs), and only after the RoE portfolio has been completed,
most of the learning outcomes of the C&G Diploma are covered in the
workplace, by the witnessed completion of a portfolio.

The C&G Diploma students attend a training course too, but only
some of the learning outcomes for the qualification are covered by a
formal examination, currently consisting of the old-style (one of four)
MCQs and short answers. The written paper examination is currently
held three times per year, in March, June and December, and
students can be entered numerous times to sit the examination.

The learning outcomes covered in the workplace are witnessed by
personnel holding a C&G Assessor award, at prearranged workplace
visits. As the student carries out their dental nursing duties, the
assessor ‘signs off’ the performance criteria covered to a satisfactory
standard as they are witnessed. Qualification is not given until the
whole portfolio has been completed, and the candidate has also
passed the written paper. There is currently no limit to the number of
times that the examination can be taken, and the portfolio has no
restriction on its period of validity.

A companion textbook for the C&G Diploma is Diploma in Dental
Nursing Level 3, 3rd edn (C. Hollins, 2014, Wiley-Blackwell).

Further details of the C&G Level 3 Diploma in Dental Nursing are
available from:

City and Guilds, 1 Giltspur Street, London EC1A 9gDD
Tel: 020 7294 2468
Fax: 020 7294 2400



Website: www.cityandguilds.com

Post-registration qualifications

Once qualified (by whichever training route) and registered with the
GDC, the dental nurse can access various post-registration
qualifications run by the NEBDN, in a variety of specialised areas of
dental nursing. Currently, these higher level qualifications cover the
following areas:

e Dental sedation nursing: for those students working in
hospitals, clinics and practices where conscious sedation
techniques are used (intravenous and inhalation).

e Oral health education: for those students wishing to take
responsibility for advising and instructing patients on improving
their oral health.

e Special care dental nursing: for those students working with
patients who have special needs.

» Dental radiography: for those students involved in all aspects
of dental radiographic techniques, including positioning and
exposing patients.

e Orthodontic dental nursing: for those students working in
hospitals, clinics and practices where orthodontic treatment is
carried out.

* Dental implant nursing: for those students working in
hospitals, clinics and practices where dental implants are placed.

Other specialised areas of dental nursing are being considered for
future post-registration qualifications, including mentoring in the
dental workplace and endodontic dental nursing.

Further details of any of these courses, including a list of accredited
training providers for each qualification, are available from
info@nebdn.org.

In addition, the British Dental Association also runs online training
courses for the Oral Health Education and Dental Radiography
qualifications, with candidates taking a final online examination at
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the end of an 8-week course (see Chapter 1 for further details). The
BDA also now run a short online certificate course for dental nurses
called ‘Essentials of decontamination’, which covers all the essential
knowledge and information required to implement effective
decontamination procedures within the workplace. Further details
are available from:

British Dental Association, 64 Wimpole Street, London W1G 8YS
Tel: 020 7563 4563

Fax: 020 7487 5232

Website: www.bda.org



http://www.bda.org/

Extended duties

Since dental nurses have become GDC registrants, their roles and
those of other dental team members have been assessed to determine
if any additional duties could be safely carried out once additional
training has been given in the workplace, but without having to sit an
examination first. Various duties fall into this category and are
collectively known as ‘extended duties’ — they do not include the
specialised area of study and examination required for a dental nurse
to position and expose a patient to ionising radiation. This skill can
only be achieved by acquiring the dental radiography post-
registration qualification.

In allowing dental nurses to acquire these extended duties, the GDC
released its updated publication Scope of Practice (2013) to give
guidance on how they can be achieved without the dental nurse
working beyond their level of skill. Obviously, those skills that are
specifically provided by other dental team members as part of their
registrable qualification training are excluded as skills available to the
dental nurse, without undertaking that additional formal training and
qualification.

In all areas of possible extended duties, the GDC publication states
that “The scope of your practice is a way of describing what you are
trained and competent to do’. The key words in this statement are
‘trained’ and ‘competent’. To achieve both in an extended duty, a
senior work colleague must provide supervised guidance and training
in the chosen topic, produce a written record of the training given,
and sign to say that in their opinion you are competent to carry out
the duty.

Examples of extended duties available to the dental nurse include:

e impression taking (alginate)

» shade taking

e suture removal

e casting of study models from alginate impressions

 construction of tooth-whitening trays



 pressing the X-ray machine exposure button under the direct
supervision of the operator

* intraoral photography.

Further information and advice is available from the GDC website
(www.gdc-uk.org).

The impact of the Scope of Practice publication on the dental nursing
profession and the relevance of extended duties for dental nurses are
covered in more detail in Chapter 3, while an additional chapter
(Chapter 18) has been included to provide information on a selection
of extended duties for use by workplaces, to assist in providing
suitable in-house training for their qualified dental nurses.

Finally, as mentioned in Chapter 1, the dental nurse may also go on to
study and become qualified as a dentist, therapist, clinical dental
technician or orthodontic therapist. Qualification as a dental nurse
beforehand is not always a requirement but it does give the student
an excellent level of knowledge from which to expand their career.

Further resources are available for this book, including

interactive multiple choice questions and extended matching
questions. Visit the companion website at:

www.levisonstextbookfordentalnurses.com
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3
Legal and Ethical Issues



Key learning points
A factual knowledge of

 the professional obligations of dental nurses, both as students
and registrants
» continuing professional development requirements and
becoming a reflective practitioner
A working knowledge of
» the GDC’s expectations in relation to duty of care, student
professionalism and fitness to practise

» the GDC’s professional standards guidance in relation to the
dental team

« all aspects of patient records, including issues of
confidentiality, data security and protection, and patient
access to records

e patient consent to treatment

* raising concerns in the workplace
A factual awareness of

« the issues of protecting children and vulnerable adults

e patient complaints and their correct handling

Until 2006, dentists were the only individuals who could carry on the
business of dentistry, and although others (including dental nurses)
were involved in the dental care of patients up to this point, the
dentist was solely responsible for all acts and omissions on behalf of
their staff. So, if anything was below standard or harmful to a patient,
the dentist alone was held responsible.



The GDC is the regulatory body of the dental profession (see Chapter
1), and in 2006 it opened the Dental Care Professionals Register so
that all other persons involved in the dental care of patients had to
become registered with it. Dental nurses joined the register in 2008
and have become a profession in their own right, along with other
registrants such as therapists, hygienists and dental technicians.
However, with registration comes professional responsibility and
compliance with professional standards; registrants are now
responsible for their own acts and omissions in relation to patient
care, unless it is proven that their employer knowingly prevented the
member of staff from acting professionally.

To become a registrant, the dental nurse must first qualify by passing
a recognised examination in dental nursing; currently these are the
NEBDN Diploma in Dental Nursing or the City & Guilds Diploma in
Dental Nursing Level 3. Until qualification, the staff member is a
trainee dental nurse (but must be on an accredited training course
and studying towards qualification) and their employer is still
responsible for them.

Once initially registered, the dental nurse must meet the following
criteria to ensure their annual re-registration, and therefore be legally
entitled to work as a dental nurse in the UK:

e Comply with all relevant legislation and regulations to ensure
they act both ethically and legally at all times.

e Maintain a professional standard of behaviour at all times.

o Comply with verifiable CPD requirements in recommended
topics and minimum hours over a 5-year cycle.

e Maintain indemnity insurance cover from one of the dental
protection organisations.

e Pay the annual retention fee (ARF).

The relevant legislation and regulations are covered throughout this
text, particularly in Chapter 4, and the text as a whole covers the full
curriculum requirements for the NEBDN Diploma qualification. The
C&G Level 3 Diploma in Dental Nursing curriculum requirements are
covered in the alternative textbook, Diploma in Dental Nursing Level
3 (C. Hollins, 2014, Wiley-Blackwell).



To assist students and registrants to maintain compliance with their
professional requirements, the GDC has published an updated
booklet Standards for the Dental Team (Figure 3.1) for use by all
registrants, and trainee dental nurses are expected to become familiar
with the contents as soon as their training begins. This single
publication replaces the previous set of six booklets collectively titled
Standards Guidance. In 2016 the GDC also published the document
Student Professionalism and Fitness to Practise (Figure 3.2) which
sets out the standards of conduct, performance and ethics that should
be followed by all students training to become a dental professional,
whether as a dentist or as any category of dental care professional.
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Figure 3.1 GDC publication Standards for the Dental Team.
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Figure 3.2 GDC publication Student Professionalism and Fitness to
Practise.

The Standards Guidance and Student Professionalism and Fitness to
Practise publications and their relevance to the trainee dental nurse
will be discussed in detail here. Other useful GDC publications for
consideration throughout the training course include the following:

» Preparing for Practice (2015 revised edition): formerly called
Developing the Dental Team and giving details of the expected
level of skills and knowledge of each registrant group upon
qualification (Figure 3.3).

e Scope of Practice (2013 revised edition): gives details of the
additional skills, after qualification, that may be achieved by the
various groups of registrants, following a period of suitable and
recorded training, and forming the basis of the extended duties
and post-registration qualifications available to registered dental
nurses (Figure 3.4). Further information on extended duties is
covered in Chapter 18.
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Figure 3.3 GDC publication Preparing for Practice.
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Figure 3.4 GDC publication Scope of Practice.

Further details of all these publications can be found at www.gdc-
uk.org.

In summary, the ethical and legal implications of the following topics
will be discussed here, with those of particular relevance to the duties
of the dental nurse being covered in greater detail.

Duty of care and student professionalism.
Fitness to practise guidance.

GDC Standards Guidance: overview and notes on its relevance in
other sections.

Communication skills.
Consent to treatment.
Record keeping:
o confidentiality of patient records
o data security and protection.
Complaints handling.
Team working, management and leadership.
Continuing professional development:
o reflective practice
o lifelong learning using a personal development plan
o clinical governance.
Raising concerns:
o disclosure and barring checks
o reporting untoward incidents
o safeguarding children and vulnerable adults.
Professionalism.

Care Quality Commission (CQC) registration and its impact on
dental workplaces.
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Duty of care and student professionalism

Duty of care

It is the responsibility of the employer to ensure that the dental
workplace and its day-to-day running comply with all the legislation
and regulations pertinent to the practice of dentistry, but every
registrant working in the premises also has a duty of care to their
colleagues and the patients to work safely and responsibly at all times.
This requirement comes under the Health and Safety at Work Act,
and is covered in greater detail in Chapter 4.

In line with our medical colleagues whose professional
responsibilities include the maxim ‘First, do no harm’, the dental
professional’s first duty of care can be said to be ‘always act in the
patient’s best interests’. This theme runs throughout the various
sections of this chapter, and it will be seen that at all times the
guidance from the GDC with regard to the expected standards of
dental professionals (whether a student or a registrant) is to always
put the patient’s interests first, and act to protect them. This is the
duty of care that all dental professionals must uphold towards all
patients.

The professional obligations of registrants are discussed in greater
detail later, but can be summarised as the following:

e Maintain their professional registration.

e Ensure that all patients have equal rights.

e Work within their professional level of competence.

e Undertake lifelong learning in their areas of competence.

e Be able to demonstrate their fitness to practise.
To ensure that dental students also realise that they are expected to
behave in a professional manner during their training period and not
just once they have qualified and become a registrant, the GDC has
published the informative guidance document Student

Professionalism and Fitness to Practise. This clearly sets out the
principles of professional behaviour that all students are expected to



follow during their training period, whether they are training to
become a dentist or any one of the dental care professionals. The
document gives information on the following points:

e What is expected of the student by both patients and training
providers.

e What happens if concerns about behaviour or performance arise.

e What help and support is available to the student during
training.

The GDC clearly states that it expects training providers to go through
this guidance document with their students and explain its
application during their training course.

Student professionalism

All those persons training in the healthcare sector, whether medical
or dental, are in a unique position compared to students in other
professions in that they have direct access to patients and confidential
information about them and their health status. In addition, their
skills often involve hands-on care of those patients and it is
unsurprising that the public therefore considers healthcare workers to
be in a position of trust and responsibility. Patients allow students to
be involved in their dental care and treatment as they recognise it is
an important part of their training, but the patients also expect those
students to put their safety and health first, and to respect the
individual choices that the patients make — the patients expect
students to have certain attributes and behaviours that they see as
professional ‘standards’.

The GDC has formalised these professional ‘standards’ in the
publication Standards for the Dental Team (see later), and achieving
student professionalism involves all of the following:

e correct response to the standards required during training

e demonstration of appropriate attitudes and behaviour towards
patients and colleagues at all times



» recognition of personal knowledge, work, and health limitations
and ability to know when to seek help and support from others

e knowledge of how to respond appropriately when performance
issues have been raised, including how to accept help and
support when offered.

Although throughout the training course the training provider will
offer guidance and advice on student professionalism and how to
achieve it, it is important to understand that ultimately students must
take responsibility for their own actions. Guidance will be given on
how to develop the decision-making skills to be able to apply the
principles laid out in the Standards document correctly, but it must
be realised that those skills are to be applied at all times and not just
in the training environment. Whether in the workplace, the
classroom, at social events or when using social media, students are
expected to demonstrate professional levels of personal conduct,
performance and ethics by their colleagues, patients and their
regulator at all times. Maintaining this level of student
professionalism is an important part of meeting student fitness to
practice requirements.



Fitness to practise guidance

No one factor determines whether a registrant is ‘fit to practise’ or not
— whether a dental nurse is suitable to work in the dental workplace is
not solely based on their academic achievements. Their qualification
indicates that they are competent to do so — they have demonstrated
an adequate ability to carry out the duties of a dental nurse — but
suppose they are consistently rude to staff and patients, or lazy and
neglectful, or dishonest and untrustworthy, or have serious health
issues. Are they still fit to practise simply because they have a
qualification in the required subjects? Of course, the answer is no.

The qualities required to be fit to practise as a GDC registrant are to
have good personal skills and acceptable attitudes and behaviour, as
well as successful academic qualifications; together they produce the
professional dental nurse. The same personal qualities are required
for students too, although as they are not registrants the GDC has no
direct authority to deal with fitness to practise or disciplinary issues
concerning students. However, the GDC requires all training
providers to have a fitness to practise policy in place and to use it as
necessary, to ensure that issues are addressed and resolved before the
student is able to put patients at risk. Once the student has achieved
qualification and is applying to become a registrant, any fitness to
practise investigations or proceedings must be declared on the GDC
application form and failure to do so may invalidate the student’s
registration. The seriousness of this situation cannot be over-
emphasised, as effectively the person will be working illegally as a
DCP.

One definition of the word ‘professional’ as a descriptive term for a
person is to be ‘characterised by or conforming to the technical and
ethical standards of a profession’, so by becoming professional
members of the healthcare team, all are expected to behave in a
suitable manner in public, whether working or not.

It may be surprising to some that both students and registrants are
expected to follow a high standard of behaviour not just in the
workplace but while not at work too. So it is not acceptable to be seen
as ‘pillars of society’ from 9 a.m. to 5 p.m. and then become drunk and
disorderly or antisocial while out with friends in the evening, for
example. However, most fitness to practise issues revolve around



poor or inappropriate communication, including those using social
media (Facebook, Twitter, specific dental forums, etc.). The GDC has
recently published guidance on this issue to help students and
registrants avoid the many pitfalls of its usage (Figure 3.5). The
professionalism and standards expected during face-to-face and
traditional communications are the same when using social media, as
students and registrants have a responsibility to behave
professionally both online and offline.
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Social media

Social networking sites and other social media are effective ways of communicating with others on
both a personal and professional level,

Social media covers a number of internet based tools including, but not limited to, blogs, internet
forums, content communities and sacial networking sites such as Twitter, YouTube, Facebook,
Linkedin, GDPUK, Instagram and Pinterest.

Professional social networking websites aimed solely at dental professionals are also forms of social
media and are covered by this guidance.

Professional standards

4.2 3 of the Standards for the Dental Team states:

‘You must not post any information or comments about patients on social networking or

blogging sites. If you use professional social media to discuss anonymised cases for the

purpose of discussing best practice you must be careful that the patient or patients cannot be
identified.’

The standards expected of dental professionals do not change because they are communicating
through social media, rather than face to face or by other traditional media. As a dental professional
you have a responsibility to behave professionally and responsibly both online and offline.
However, because anything that is said on social media is instantly made public, it creates new

circumstances in which the standards apply. Your professional responsibilities, such as patient
confidentiality and professional courtesy, are still fundamental when you use social media.

When using social media, you must:

a) Maintain and protect patients’ information by not publishing any information which could
identify them on social media without their explicit consent;

b) Maintain appropriate boundaries in the relationships you have with patients and other members
of the dental team;

c) Comply with any internet and social media policy set out by your employer.




Figure 3.5 GDC publication Social Media Information.

Students and registrants are advised not to post or share any personal
or work-related information including photographs, videos and
comments which may damage public trust in dental professionals. No
matter how high the security settings of a system or device are
expected to be, it should be presumed that anything posted on social
media is in the public domain permanently and may be accessed,
copied or forwarded without the knowledge of the DCP involved.

As a professional, the student or registrant’s conduct, behaviour and
personal qualities are open to scrutiny by the public at all times, and
the public quite rightly expects anyone who is regarded as a
professional to behave correctly and to set an example of good
behaviour and conduct that others aspire to achieve. Any registrant
who falls short of these expectations may have their fitness to practise
called into question — by the public, their colleagues, their employer
and ultimately by their professional regulator, the GDC. The student
will have to answer to their training course provider rather than the
GDC until the time of their registration.

If the registrant is called before the GDC to attend a conduct
committee and is found to be unfit to practise, they may be
suspended, or even erased, from the Register. It is then illegal for that
registrant to work as a dental nurse again in the UK until such time as
the GDC allows them to re-register, and that may require further
training and requalification in some cases. Effectively, to be erased
from the Register, the registrant would be considered to have brought
the profession into disrepute.

Table 3.1 lists the potential areas of concern that would highlight a
registrant and their behaviour to others, including the GDC, and
prompt an investigation into their fitness to practise. Examples of the
types of allegations that fall into each area are given, but they must
not be assumed to be exhaustive. These examples describe some of
the types of poor behaviour or poor attitude that would draw
attention to the registrant, or student, in the first instance. All the
examples range from disappointingly unexpected and unacceptable
behaviour by a so-called professional (such as having an undeclared
health issue that may affect their capability to deliver a good standard



of care to patients) to actual criminal activity (such as abuse, fraud,
drink driving).



Table 3.1 Fitness to practise issues.

Potential areas of
concern

Criminal conviction or
caution

Drug or alcohol misuse

Aggressive, violent or
threatening behaviour

Persistent inappropriate
attitude or behaviour

Cheating or plagiarism

Dishonesty or fraud,
including outside the
professional role

Examples of allegations

Child pornography

Theft

Financial fraud

Possession of illegal substances
Child abuse

Any other abuse

Physical violence including domestic
violence

Drink driving or driving under the
influence of drugs

Alcohol consumption affecting clinical
work or environment

Dealing, possessing or misusing drugs
(with or without legal proceedings)

Assault

Physical violence including domestic
violence

Bullying

Abuse

Uncommitted to work

Neglect of administrative tasks
Poor time management
Non-attendance

Cheating in exams or logbooks
Passing off another’s work as own
Forging a supervisor’s name on
assessments

Falsifying research
Financial fraud
Fraudulent CVs or other documents



Potential areas of
concern

Unprofessional behaviour
or attitudes

Health concerns

Examples of allegations

Breach of confidentiality

Misleading patients about their care or
treatment

Culpable involvement in a failure to
obtain proper consent from a patient
Sexual harassment

Inappropriate physical examinations, or
failure to keep appropriate boundaries in
behaviour

Persistent rudeness

Unlawful discrimination

Failure to seek medical attention or other
support

Refusal to follow medical advice or care
plan including monitoring/reviews
Failure to recognise limits and abilities

However, there are also issues that may affect a student’s
performance detrimentally but which are out of their control.
Enrolling on a dental nurse training course is a rewarding experience
for the vast majority of students, with the opportunity to acquire new
knowledge and clinical skills, meet colleagues with similar
aspirations, and develop responsibility for patient care. Sometimes
though, there are factors beyond the student’s control which may
affect their behaviour and their ability to study effectively during the
training course. Some examples include:

 poor health affecting the student, a family member, or a close

friend

e family commitments, including a role as carer or parent

e bereavement of a family member or close friend

e serious relationship issues, including domestic abuse or violence

e financial or academic stress

 bullying, harassment, or discrimination issues



e drug, alcohol, or addiction issues.

The crux of the matter is that the public would not expect to see these
types of attitude and behaviour in a professional person.
Professionals are assumed to ‘set a standard’ of behaviour and
attitude that others should admire, rather than be seen to be behaving
in an irresponsible fashion.

While in training, and therefore before becoming a registrant under
the regulation of the GDC, students may believe that their previous
poor behaviour will go unnoticed. However, several sections of the
registration documentation ask for declarations of good character and
good health, to be signed by other professionals, and failing to declare
any relevant details at the very start of the newly qualified dental
nurse’s professional career would not be advisable.



General Dental Council Standards for the Dental
Team

The GDC has published an updated Standards for the Dental Team
document — available to all registered dental professionals — which
sets out nine ethical principles of practice that all students and
registrants are expected to follow at all times. As new team members
train and become qualified, and are then entered onto the Register by
the GDC, their own copy of the Standards will be issued to them.
However, all dental nurses are expected to be familiar with the
content of the Standards by the time they begin their formal training
(indeed, some examination questions will be based on the content) so
students are advised to access the document directly from the GDC
website (www.gdc-uk.org) or ask their training provider to do so on
their behalf.

The Standards for the Dental Team booklet, shown in Figure 3.1,
explains the nine core ethical principles of professionalism and
practice that every dental registrant should follow, and how they
should be applied to their day-to-day working life. Each of the nine
principles has a list of associated standards which must be followed
by all members of the dental team, and then each standard has
guidance information supplied to assist them in meeting and
maintaining those standards at all times. The one area that is
deliberately not covered by the document is clinical standards.

The nine core ethical principles of practice and the issues each cover
are as follows:
1. Put patients’ interests first (duty of care, safeguarding).

2. Communicate effectively with patients (communication skills,
duty of candour).

3. Obtain valid consent (consent).

4. Maintain and protect patients’ information (confidentiality, data
security and protection).

5. Have a clear and effective complaints procedure (complaints,
improving performance).
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6. Work with colleagues in a way that is in patients’ best interests
(team working).

7. Maintain, develop and work within your professional knowledge
and skills (continuing professional development, lifelong
learning using a personal development plan, scope of practice).

8. Raise concerns if patients are at risk (safeguarding, raising
concerns, whistle blowing).

9. Make sure your personal behaviour maintains patients’
confidence in you and the dental profession (professionalism).

Each of the nine principles has a set of standards attached that must
be followed and met by every GDC registrant. However, the
Standards is one publication for all dental professionals, including
students during their training period and before becoming
registrants, so some of the standards cover areas that are more
relevant to team leaders rather than students. Similarly, other areas
are more pertinent to those team members who actually provide
hands-on treatment to patients — dentists, therapists, hygienists and
clinical dental technicians. As students train and prepare to become
dental professionals, the GDC expects them to begin learning how to
embed the nine principles into their daily routines, especially in
relation to patients and their care. The standards are therefore based
on the reasonable patient expectations of the dental professionals
they come into contact with during their treatment.

The document contains considerable guidance to enable dental
professionals to meet the standards, or to be able to use their own
judgement and insight when necessary to justify any variation from
the guidance. However, it is clearly stated that when the word ‘must
is used, the duty is compulsory and is therefore not open to
interpretation or variation. Only when the word ‘should’ is used will
it be accepted that the duty may not apply in all situations and that
alternative action may be appropriate.

b

The nine principles and their accompanying standards are discussed
in the following sections, and then are followed by expanded
information on the relevant issues attached to each of the principles.

Principle 1 Put patients’ interests first



This is the overall principle that all dental professionals must aspire
to, and be seen to do so, at all times. Every team member has a duty
of care towards their patients to ensure that their best interests are at
the forefront of all decisions made about them — their treatment and
all aspects of its safe delivery, their rights as individuals, their
expectations with regard to correctly priced and painless treatment,
and their right to redress if they suffer harm during the delivery of
that treatment.

In particular, patients have a right to expect that the team will always
put their best interests before those of financial gain and business
need.

Standard 1.1 Listen to your patients

1.1.1 Treatment options must be discussed in a way that the
patient can understand, and they must have the opportunity to
ask questions and discuss their own expectations and concerns.

Standard 1.2 Treat every patient with dignity and respect at all
times

1.2.1 You should be aware of how your tone of voice and body
language might be perceived, so develop good communication
skills and use them throughout your working life (see later and
Chapter 13).

1.2.2 You should take patients’ preferences into account and be
sensitive to their individual needs and values, irrespective of
whether you agree with them or not.

1.2.3 You must treat patients with kindness and compassion.
Few patients attend the dental workplace without some level of
anxiety, and all staff should show empathy towards them.

1.2.4 You should manage patients’ dental pain and anxiety
appropriately. There is nothing more belittling or frightening to a
fearful patient than to be ridiculed by a blasé member of staff.

Standard 1.3 Be honest and act with integrity



1.3.1 You must justify the trust that patients, the public and your
colleagues place in you by always acting honestly and fairly in
your dealings with them; this applies to business and educational
activities, as well as professionally.

1.3.2 You must make sure you do not bring the profession into
disrepute (further information about fitness to practise issues is
available by following the links at www.gdc-uk.org).

1.3.3 You must ensure that any advertising, promotional
material or other information that you produce is accurate and
not misleading, and complies with the GDC’s guidance on ethical
advertising. In particular, the words ‘specialists in’ or ‘experts in’
should be avoided, as they tend to imply a higher level of
expertise than is often the case.

Standard 1.4 Take a holistic and preventative approach to patient
care which is appropriate to the individual patient

1.4.1 A holistic approach means you must take account of
patients’ overall health, their psychological and social needs,
their long-term oral health needs and their desired outcomes.

1.4.2 You must provide patients with treatment that is in their
best interests, providing appropriate oral health advice and
following clinical guidelines relevant to their situation. You may
need to balance their oral health needs with their desired
outcomes, while accepting that their desired outcomes may not
always be achievable nor in their best interests. In these
instances the risks, benefits and likely outcomes must be
explained fully to help the patient reach a decision.

Standard 1.5 Treat patients in a hygienic and safe environment

1.5.1 You must find out about the laws and regulations that apply
to your work role (further relevant detail is given in Chapters 4, 8
and 12).

1.5.2 You must make sure that you have all necessary
vaccinations and follow guidance relating to blood-borne viruses.
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This is to prevent cross-infection from patients to staff and from
staff to patients.

1.5.3 You must follow the guidance on medical emergencies and
training updates issued by the Resuscitation Council UK (further
relevant detail is given in Chapter 6).

1.5.4 You must record all patient safety incidents and report
them promptly to the appropriate national body (further detail is
given in Chapter 4).

Standard 1.6 Treat patients fairly, as individuals and without
discrimination

1.6.1 You must not discriminate against patients on any grounds,
irrespective of your own personal beliefs and values.

1.6.2 You must be aware of and adhere to all your
responsibilities as set out in relevant equalities legislation.

1.6.3 You must consider patients’ disabilities and make
reasonable adjustments to allow them to receive care which
meets their needs. In some instances, this may require the
patient to be referred to a colleague or to the community services
for treatment.

1.6.4 You must not express your personal beliefs (political,
religious, or moral) to patients in any way that exploits their
vulnerability or could cause them distress.

Standard 1.7 Put patients’ interests before your own or those of
any colleague, business or organisation

1.7.1 You must always put your patients’ interests before any
financial, personal or other gain.

1.7.2 Patients must be clearly informed of those treatments they
may receive via the NHS (or other equivalent health service) and
those which are only available on a private basis. This is relevant
in a mixed practice, where treatment is available by either route.

1.7.3 You must not mislead patients into believing that
treatments available via the NHS are only available privately. If



the practice only provides private treatment, the patient must be
made aware of this before they attend.

1.7.4 Patients must not be pressurised into having treatment
privately if it is also available on the NHS.

1.7.5 You must refuse any gifts, payment or hospitality if
accepting them could affect (or appear to affect) your
professional judgement.

1.7.6 Referrals to another team member must be in the best
interests of the patient only, not in yours or another colleague’s
interests.

1.7.7 If you believe that patients might be at risk because of
someone’s health, behaviour or performance, you must take
prompt and appropriate action.

1.7.8 If a professional relationship with a patient has to be
ended, it must not be solely due to a complaint against you, and
steps should be taken to make arrangements for the continuation
of the patient’s treatment elsewhere.

Standard 1.8 Have appropriate arrangements in place for
patients to seek compensation if they have suffered harm

1.8.1 You must have appropriate insurance or indemnity in
place, relevant to your duties. This is a requirement for all
registered members of the dental team, and further advice is
available from dental companies offering indemnity insurance or
from www.gdc-uk.org.

1.8.2 You should ensure you follow the terms and conditions of
your personal indemnity insurance at all times, and contact your
insurer as soon as possible when a claim is made.

Standard 1.9 Find out about laws and regulations that affect
your work and follow them

1.9.1 Further detail is given in Chapters 4, 8 and 12.

Principle 2 Communicate effectively with patients
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This principle covers the necessity for good communication skills by
all members of the dental team. If these skills are so poor that the
patient cannot understand what is being said to them, for whatever
reason (use of jargon, language barrier, no information given, no
opportunity to ask for clarification, and so on) then the patient cannot
be said to have given consent for the proposed treatment.

Standard 2.1 Listen to them and give them time to consider
information, taking their views and individual needs into
consideration

2.1.1 You must treat patients as individuals and respect any
cultural values and differences.

2.1.2 You must be sufficiently fluent in written and spoken
English to communicate effectively with patients, their relatives,
the dental team and other healthcare professionals in the UK.

Standard 2.2 Recognise and promote patients’ rights and
responsibilities for making decisions about their health priorities
and care

2.2.1 You must listen to patients and communicate effectively
with them at a level they can understand, including explaining
treatment options, risks, benefits and costs.

2.2.2 You should encourage patients to ask questions about their
options and treatment.

2.2.3 You must give full and honest answers to any questions
asked, especially to avoid influencing patients in their choices.

Standard 2.3 Give patients the information they need, in a way
they can understand, so that they can make informed decisions

2.3.1 You must introduce yourself to patients and explain your
role so that they know how you will be involved in their care.
Some dental workplaces expect more formality with names than
others.

2.3.2 Involve any colleagues or patient carers in discussion with
patients where appropriate. This must be in line with patient



confidentiality requirements.

2.3.3 You should recognise patients’ communication difficulties
and try to meet their needs, for example by using an interpreter
or avoiding professional jargon.

2.3.4 You should ensure that patients have understood the
information given, by asking questions and summarising the
main points.

2.3.5 You should make sure that patients have enough
information and enough time to ask questions and make a
decision.

2.3.6 You must give patients a written treatment plan before
their treatment starts, and retain a signed copy in their notes.

2.3.7 The plan must include the proposed treatment, a cost
indication, and whether the treatment is via NHS or private
services where necessary. Where both services are relevant, the
plan should indicate which is which for each item.

2.3.8 The plan and costs should be reviewed during treatment
and the patient should be informed if any changes occur. A
written updated plan should then be provided.

2.3.9 You must provide patients with clear information about
emergency and out-of-hours arrangements.

2.3.10 You should make sure patients have the necessary details
to contact you.

2.3.11 You should provide patients with clear information about
referral arrangements.

Standard 2.4 Give patients clear information about costs
2.4.1 You must display a simple price list where patients can see
it.

2.4.2 This information must also be available in practice
literature and on websites.

2.4.3 You should inform patients of your rules on guaranteed
work. This should include any circumstances leading to



exclusions, such as a lack of care on their part.

Principle 3 Obtain valid consent

This principle simply covers the patient’s right to expect to be asked if
they wish to proceed with the treatment they require, before it begins
and throughout the course of the treatment. To provide any treatment
to a patient without their consent is actually deemed to be an assault.
The principle therefore explains why the treatment proposed must be
fully explained in a manner that the individual patient (or their carer)
can understand, before they are able to agree to it or to decline it. A
dental professional can advise the patient (or their carer) what they
consider to be their best treatment option, but it is entirely up to the
patient to decide whether they wish to proceed or not, irrespective of
the professional advice given — that is the patient’s right. They must
never be bullied or coerced into accepting treatment which they do
not really want, nor must they be misled or deceived into choosing
one option of treatment over another.

Standard 3.1 Obtain valid consent before starting treatment,
explaining all the relevant options and the possible costs

3.1.1 You must make sure you have valid consent before starting
treatment, and do not assume that someone else has obtained the
patient’s consent beforehand (see later for further details).

3.1.2 You should document the discussions you have with
patients in the process of gaining consent, as well as gaining a
signature.

3.1.3 You should find out what your patients want to know as
well as what you think they need to know.

3.1.4 You must check and document that patients have
understood the information you have given.

3.1.5 You must acknowledge the patient’s right to refuse
treatment, withdraw their consent, or request that treatment is
stopped after it has started, and follow their wishes. Possible
consequences should be explained and any discussions must be
recorded in the notes.



3.1.6 You must obtain written consent where treatment involves
conscious sedation or general anaesthesia.

Standard 3.2 Make sure that patients (or their representatives)
understand the decisions they are being asked to make

3.2.1 You must provide patients with sufficient information and
give them a reasonable amount of time to consider that
information in order to make a decision. They must not be
hurried or coerced into making a decision about their treatment.

3.2.2 You must tailor the way you obtain consent to each
patient’s needs, by giving them information in a format they can
easily understand.

3.2.3 You should encourage patients with communication
difficulties to have a trusted person present when gaining
consent, so that relevant questions can be asked and your
answers explained.

3.2.4 You must always consider whether patients are able to
make decisions about their care themselves, rather than assume
so (see later and Chapter 13 for further details).

3.2.5 You must check and document that patients have
understood the information you have given them. The easiest
method is to ask them to repeat back to you what their
understanding of your discussions have been.

Standard 3.3 Make sure that the patient’s consent remains valid
at each stage of investigation or treatment

3.3.1 Gaining consent is an ongoing process of communication
between patients and all members of the dental team involved in
their care.

3.3.2 You must make sure you have specific consent for the
treatment to be carried out at each appointment.

3.3.3 You must tailor the way you confirm ongoing consent to
each patient’s needs, and check that they have understood the
information you have given them.



3.3.5 All ongoing consent discussions must be documented.

3.3.6 If the treatment or costs are likely to differ from the
originals, you must gain consent for the changes from the patient
and document that you have done so.

Principle 4 Maintain and protect patients’
information

This principle covers patients’ expectations with regard to the
personal and clinical information that the workplace holds for them,
which must now comply with the General Data Protection
Regulations (GDPR) 2018. They do not expect any third party to be
able to gain access to their personal information without their
knowledge or agreement (although legal precedents do exist), but
they do expect to be able to access their own information if necessary
— clinical records should not be kept secret from patients themselves.
With this in mind, it is therefore obvious why the accuracy of the
records is of paramount importance to the dental team, and that no
defamatory or derogatory comments are ever included — this is
grossly unprofessional.

Standard 4.1 Make and complete contemporaneous, complete
and accurate patient records

4.1.1 You must make complete and accurate patient records,
including an up-to-date medical history, each time that you treat
patients. If the dental nurse is to write up a patient’s notes,
wherever possible they should be dictated by the clinician.

4.1.2 You should record as much detail as possible about the
discussions you have with your patients.

4.1.3 You must follow appropriate national advice on retaining,
storing and disposing of patient records (see later for further
details).

4.1.4 You must ensure that all documentation is clear, legible,
accurate, and can be readily understood by others, including the
initials of the treating clinician where appropriate. This is only



relevant where computer records are not held and hand-written
records are made instead.

4.1.5 Any amendments to the records must be clearly marked
and dated; again, computer records will record this
automatically.

4.1.6 Any referral to another health or dental professional must
be accurately recorded in the patient’s notes, ideally with a copy
of the referral maintained.

Standard 4.2 Protect the confidentiality of patients’ information
and only use it for the purpose for which it was given

4.2.1 You must keep patient information confidential, including
all information you have learnt in your professional role (see
later for further details).

4.2.2 You must ensure that all non-registered members of the
dental team are aware of the importance of confidentiality, and
that they maintain it at all times too.

4.2.3 Professional social media must not be used to discuss cases
unless the patient cannot be identified, and social networking or
blogging sites should be avoided (visit www.gdc-uk.org for
further guidance).

4.2.4 You must not discuss patients or their treatment where
you can be overheard by others who should not have access to
this information. This is particularly relevant in the reception
area.

4.2.5 You must explain to patients the circumstances in which
you may need to share information with others involved in their
healthcare, and record whether or not they gave their permission.

4.2.6 You should ensure anyone you share information with
understands that it is confidential.

4.2.7 If patient information is required by others for teaching or
research, the patient must be informed and their consent gained,
and wherever possible their details must remain anonymous.
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4.2.8 Patient information must remain confidential even after
the patient’s death.

4.2.9 The duty of confidentiality also applies to patient images
and recordings, and these must not be made without the patient’s
permission.

Standard 4.3 Only release a patient’s information without their
permission in exceptional circumstances

4.3.1 This may be necessary if it is in the best interests of the
public or the patient, although recorded attempts should be
made to gain their permission anyway (see later for further
details).

4.3.2 You should obtain advice from your defence or
professional organisation before releasing information without
the patient’s permission.

4.3.3 You must inform the appropriate social care agencies or
the police if you believe that a patient is or could be at risk of
significant harm or abuse (see later or visit www.nice.org.uk,
www.cqc.org.uk or www.gdc-uk.org for further guidance and
advice).

4.3.4 You should only release the minimum amount of
information necessary to comply with a court order or statutory
duty to do so without a patient’s permission.

4.3.5 You must document your reasons for releasing confidential
information and be prepared to explain and justify your decisions
and actions.

Standard 4.4 Ensure that patients can have access to their
records

4.4.1 Patients have a right of access to their dental records under
data protection legislation, and if they request access you must
comply promptly and in accordance with the law.

4.4.2 You should request guidance from your national
Information Commissioner’s Office before charging patients for
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access to their records, as routine charging is no longer possible
under GDPR.

Standard 4.5 Keep patients’ information secure at all times,
whether your records are held on paper or electronically

4.5.1 You must store all patients’ information securely at all
times (see later for further details).

4.5.2 You must use a secure method of sending confidential
information, including encryption if the information is stored
electronically.

4.5.3 Back-up copies of computerised records should be made,
so that the information is not lost on failure of the hardware or
software.

Principle 5 Have a clear and effective complaints
procedure

This principle covers what the patient expects if they do ever have a
complaint about an issue. They expect their complaint to be taken
seriously and investigated thoroughly even if it becomes apparent
that the complaint is spurious or even malicious. Genuine complaints
are useful learning tools for the dental team to improve service to
their patients, while other complaints that are handled correctly
provide unshakeable evidence that the team are not at fault and that
no further action is necessary. Essentially, it prevents unnecessary
and costly legal action proceeding against a blameless dental team or
one of its members, while also giving recourse to patients when
appropriate.

Standard 5.1 Make sure that there is an effective complaints
procedure readily available for patients to use, and follow that
procedure at all times

5.1.1 You must deal with complaints properly and professionally,
by following the written complaints procedure of the workplace
at all times (see later for further details).

5.1.2 All staff must be trained in handling complaints.



5.1.3 Where NHS or other health service treatment is provided,
you should follow the procedure set down by that organisation.

5.1.4 Where private treatment is provided, you should make sure
that the provision for handling complaints should set similar
standards and time limits to those of the NHS.

5.1.5 You should have a well-written and understandable
complaints procedure on display which allows complaints to be
investigated fully, dealt with promptly, and used to improve your
future services where possible (see later for full details of these
requirements).

5.1.6 You should analyse any complaints received to help
improve your service where relevant

5.1.7 You should keep a written record of all complaints together
with all responses, and separate from the patient records

Standard 5.2 Respect a patient’s right to complain

5.2.1 You should not react defensively to complaints, but listen
carefully and discover what outcome the patient wants.

Standard 5.3 Give patients who complain a prompt and
constructive response

5.3.1 You should give the patient a copy of the complaints
procedure so that they understand the stages involved and the
timescales.

5.3.2 You should deal with complaints calmly and in line with
procedure.

5.3.3 You should aim to resolve complaints as efficiently,
effectively and politely as possible.

5.3.4 You must respond within the time limits.

5.3.5 You should inform the patient if more time is required to
investigate.

5.3.6 You should give the patient regular updates on progress
when the timescales cannot be followed.



5.3.7 You should deal with all the points raised and offer
solutions to each where possible.

5.3.8 You should offer an apology and a practical solution where
appropriate, but also make the point that an apology is not an
admission of liability where appropriate.

5.3.9 You should offer a fair solution when a complaint is
justified.

5.3.10 You should respond to the patient in writing, in an
accurate and legible manner.

5.3.11 You should inform the patient of how to proceed further if
they are not satisfied with your complaint handling and decision
taken.

Principle 6 Work with colleagues in a way that is
in patients’ best interests

This principle covers teamwork, and the way that patients expect the
dental team to perform when providing their treatment, so that
everyone pulls together in the best interests of the patient at all times.
Each team member should always work to the best of their abilities
but not beyond them — they should be efficient in their actions,
support each other during the provision of care to a patient, and only
work within the remit of their qualifications and training.

Standard 6.1 Work effectively with your colleagues and
contribute to good teamwork

6.1.1 You should ensure that any team you are involved in works
together to provide appropriate dental care for your patients.
This is a basic requirement of professionalism.

6.1.2 You must treat colleagues fairly and with respect, as you
would wish to be treated by them.

6.1.3 You must treat colleagues fairly in all financial
transactions.

6.1.4 You must value and respect the contribution of all team
members.



6.1.5 You must ensure that patients are fully informed of the
names and roles of the dental professionals involved in their
care, for example by team member photographs, name badges, or
simply by verbal introduction.

6.1.6 You should ensure that all non-registrants that you work
with are appropriately trained and competent, as you may be
held responsible for their actions.

Standard 6.2 Be appropriately supported when treating patients

6.2.1 You must not provide treatment if you feel that the
circumstances make it unsafe for the patient.

6.2.2 You should work with another appropriately trained
member of the dental team at all times when treating patients in
a dental setting. Exceptions to this are when providing out-of-
hours emergency care, during a public health programme, and in
exceptional (unavoidable, non-routine and unforeseen)
circumstances such as sudden illness.

6.2.3 You must assess the possible risk to the patient of
continuing treatment when exceptional circumstances occur.

6.2.4 You should be supported by a GDC registrant (or other
healthcare registrant) when working in a hospital setting.

6.2.5 You should be supported by a GDC registrant or an
appropriately trained healthcare professional in a
domiciliary/care setting.

6.2.6 You must make sure there is at least one other person
available within the workplace to deal with medical emergencies
when you are treating patients. This may have to be the patient’s
escort in exceptional circumstances.

Standard 6.3 Delegate and refer appropriately and effectively

6.3.1 You can delegate the responsibility for a task, but not the
accountability, if you delegate to someone who has not been
appropriately trained (see the Scope of Practice document at
www.gdc-uk.org for further details).
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6.3.2 You must not pressurise a colleague into accepting a
delegated task if they feel unable to carry it out.

6.3.3 You should refer patients elsewhere if the treatment
required is outside your scope of practice.

6.3.4 You should make any request for treatment on referral or
clinical advice from a colleague clear and give them full
information.

6.3.5 You must explain the referral process to the patient and
record it in their notes.

Standard 6.4 Only accept a referral or delegation if you are
trained and competent to carry out the treatment and you
believe that what you are being asked to do is appropriate for
the patient

6.4.1 You must be clear about what you are being asked to do
and that you have the knowledge and skills to do it.

6.4.2 You should only proceed with the treatment if you are
satisfied that what you are being asked to do is appropriate,
following any necessary discussion with the colleague. If not, you
should seek advice from your defence organisation.

Standard 6.5 Communicate clearly and effectively with other
team members and colleagues in the interests of patients

6.5.1 You should document any discussions you have with
colleagues about a patient’s treatment in the notes.

Standard 6.6 Demonstrate effective management and leadership
skills if you manage a team

6.6.1 You should make sure that all team members have:

proper induction when they first join the team

performance management (such as appraisal)

opportunities to learn and develop

hygienic and safe working environment



» non-discriminatory working environment
» opportunities to provide feedback
» ways to raise concerns.

6.6.2 You should ensure that relevant team members are
appropriately registered with the GDC (or other regulator), or in
training before registration, and indemnified.

6.6.3 You should encourage all team members to follow the
guidance in the GDC Standards document.

6.6.4 You should make sure that you communicate regularly
with all team members.

6.6.5 You must encourage, support and facilitate the CPD
requirements of your team (see later).

6.6.6 You must ensure that all staff are sufficiently trained and
prepared to be involved in managing a medical emergency during
a treatment session, and that sufficient staff are present to do so.

6.6.7 You should ensure your team has:
» good leadership
e clear, shared aims
» an understanding of their roles and responsibilities.

6.6.8 Their roles and responsibilities include knowledge of their
scope of practice.

6.6.9 You should discuss all new policies and procedures to
ensure full staff compliance.

6.6.10 You should display information about team members in a
patient area.

6.6.11 You should display your GDC registration and the nine
principles of the GDC Standards document in a patient area.

Principle 7 Maintain, develop and work within
your professional knowledge and skills



This principle lays out the dental professional’s duties with regard to
ensuring that their knowledge and skills are kept up to date at all
times, so that patients receive the best care possible at all times.
Patients have a right to expect that the team members providing their
care have reached and maintained the required level of professional
competence to deliver their care safely and within their personal
limits, and that they will refer them on to others when care is required
above and beyond those limits.

Standard 7.1 Provide good-quality care based on current
evidence and authoritative guidance

7.1.1 You must find out about current evidence and best practice
which affect your work, premises, equipment and business and
follow them.

7.1.2 You should record the reason for any deviation from
established practice and guidance, and be able to justify your
reasons for doing so.

Standard 7.2 Work within your knowledge, skills, professional
competence and abilities

7.2.1 You must only carry out a task or a type of treatment if you
are appropriately trained, competent, confident and indemnified.
This includes for any extended duties that a dental nurse may
carry out.

7.2.2 You should only deliver treatment and care if you are
confident that you have had the necessary training and are
competent to do so.

7.2.3 You must only work within your mental and physical
capabilities.

Standard 7.3 Update and develop your professional knowledge
and skills throughout your working life

7.3.1 You must make sure that you know your CPD requirements
to maintain your registration and that you carry it out within the
required time.



7.3.2 You should take part in CPD activities that improve your
practice (see later).

Principle 8 Raise concerns if patients are at risk

This principle covers patients’ expectations with regard to their likely
actions when the welfare of someone is at risk by the acts or
omissions of a dental professional, whether that vulnerable person is
a child patient, an adult patient, or another team member. Patients do
not expect professionals to ‘stick together’ and attempt to cover up the
failings of one of their colleagues when problems come to light; they
quite rightly expect the opposite to occur — an open and robust
investigation of what went wrong, how it went wrong, who was
involved (or to blame) and how to avoid a recurrence of the event in
the future.

Standard 8.1 Always put patients’ safety first

8.1.1 You must raise any concern that patients might be at risk
for any reason, even if you are not in a position to control or
influence your working environment, and this duty overrides any
personal or professional loyalties you have.

8.1.2 You must not enter into a contract or agreement which
contains a ‘gagging clause’ that would prevent you from raising
concerns, or restrict what you could say when raising concerns.

Standard 8.2 Act promptly if patients or colleagues are at risk
and take measures to protect them

8.2.1 You must act on your concerns promptly, and if in doubt
you must raise a concern rather than leave the issue.

8.2.2 You should not have to prove your concern for it to be
investigated, and if the investigation shows there was no problem
this should not be held against you as long as you were acting in
the best interests of the patients at the time.

8.2.3 You should raise your concern initially with your employer
or manager, unless they are the source of your concern.



8.2.4 In this case, you must raise the issue with your local health

commissioner, defence organisation, or with one of the following
bodies:

o Care Quality Commission (England)
» Healthcare Inspectorate Wales

» Regulation and Quality Improvement Authority (Northern
Ireland)

e Healthcare Improvement Scotland.

8.2.5 You must raise your concern with the GDC if you believe
the patients or the public need to be protected from a registered
dental professional (see later).

8.2.6 You must refer concerns about other healthcare
professionals to the relevant regulator.

Standard 8.3 Make sure if you employ, manage or lead a team
that you encourage and support a culture where staff can raise
concerns openly and without fear of reprisal

8.3.1 You must promote a culture of openness in the workplace
so that staff feel able to raise concerns.

8.3.2 You should include this culture in your policies and
procedures, starting with staff training and induction procedures.

8.3.3 You should encourage all staff to raise concerns about the
safety of patients.

8.3.4 You must not offer staff a contract that contains a gagging
clause.

Standard 8.4 Make sure if you employ, manage or lead a team,
that there is an effective procedure in place for raising concerns,
that the procedure is readily available to all staff and that it is
followed at all times

8.4.1 You must make sure that there are written procedures in
place to enable staff members to raise concerns.



8.4.2 When a concern is raised it must be taken seriously and
investigated promptly and in an unbiased manner.

Standard 8.5 Take appropriate action if you have concerns about
the possible abuse of children or vulnerable adults (including
the elderly)

8.5.1 You must know who to contact for further advice in these
situations, and how to refer your concerns to an appropriate
authority such as your local social services department.

8.5.2 You must be aware of the local procedures available for the
protection of children and vulnerable adults, and follow them if it
becomes necessary to raise a concern.

Principle 9 Make sure your personal behaviour
maintains patients’ confidence in you and the
dental profession

This principle covers what the patients have a right to expect from
people they look up to as ‘professionals’. It sets out the behaviour that
they consider appropriate for a professional member of the team both
during work time and at all other times. It is not considered
appropriate to behave in a less than exemplary manner when away
from the workplace or outside of normal working hours — patients
expect professional standards to be maintained at all times.

In particular, team members should be very careful of their use of
social networking sites; the medium is called ‘social’ because it is
accessible to many, including patients, colleagues and the GDC. The
medium is monitored, and those team members making
inappropriate or derogatory comments are quite likely to find
themselves at a fitness to practise hearing with the GDC.

Standard 9.1 Ensure that your conduct, both at work and in your
personal life, justifies patients’ trust in you and the public’s trust
in the dental profession

9.1.1 You must treat all team members, colleagues and members
of the public fairly, with dignity, and in line with the law. Put



simply, as you would wish to be treated by others yourself.

9.1.2 You must not make disparaging remarks about another
member of the dental team in front of patients, but use the
proper channels to raise any concerns where necessary.

9.1.3 You should not publish anything that could affect patients’
and the public’s confidence in you or the dental profession in any
public media. This includes social networking sites, blogs and
other forms of social media (visit www.gdc-uk.org for further
guidance).

9.1.4 You must maintain appropriate boundaries in the
relationships you have with patients, and not take advantage of
your position as a dental professional in these circumstances. In
particular, intimate relationships with a patient should not be
entered into.

Standard 9.2 Protect patients and colleagues from risks posed
by your health, conduct or performance

9.2.1 You must consult a suitably qualified colleague
immediately if you believe you may be putting people at risk, and
follow the advice given.

9.2.2 You must not rely on your own assessment of the risk you
pose to patients, but seek occupational health advice as soon as
possible.

Standard 9.3 Inform the GDC if you are subject to criminal
proceedings or a regulatory finding is made against you,
anywhere in the world

9.3.1 Criminal proceedings brought against you anywhere in the
world may bring your professionalism into question, and as a
registered professional with the GDC you have a duty to inform
them so that if found guilty, your continuing registration may be
reconsidered if appropriate.

9.3.2 You must inform the GDC immediately if you are subject
to the fitness to practise procedures of another healthcare


http://www.gdc-uk.org/

regulator, either in the UK or abroad, for the same reason as
stated above.

9.3.3 Similarly, you must inform the GDC immediately if a
finding has been made against your registration by another
healthcare regulator, either in the UK or abroad.

9.3.4 You must inform the GDC immediately if you are placed
on a barred list held by either the Disclosure and Barring Service
(DBS, formerly the Criminal Records Bureau) or Disclosure
Scotland.

Standard 9.4 Cooperate with any relevant formal or informal
inquiry and give full and truthful information

9.4.1 You must respond fully and in a timely manner if you are
contacted by the GDC in connection with concerns about your
fitness to practise, and take advice from your defence
organisation over the matter.

9.4.2 You must cooperate with any legally appointed
organisation or body during an inquiry, including healthcare
regulators, coroners (or procurator fiscal in Scotland), lawyers, or
commissioners of health.

Ultimately, along with all other dental professionals (and all other
healthcare workers), the dental nurse has a duty of care to the
patients that attend their workplace to follow these nine principles at
all times to ensure that recognition as a member of their profession is
always justified.

While Principle 1 and its subsections of the GDC Standards document
run throughout the whole publication, it is pertinent to mention at
this point the ‘fundamental standards’ of service provision that
should be met by all organisations providing health and social care
services, including the ‘duty of candour’. These fundamental
standards were established after the investigation into the Mid
Staffordshire NHS Foundation Trust’s failings in basic patient care at
Mid Staffordshire Hospital were reported in the Francis Inquiry.
Many patients died for want of basic care at the hospital over a period
of time, but the issues involved were not highlighted or reported by
staff. Instead, relatives of several of the deceased patients formed an



action group and forced an investigation into the hospital, and it was
discovered that there had been an active cover-up of the situation.
The Francis Inquiry recommended that a culture of honesty and
openness be encouraged amongst organisations providing health and
social care in future, and the duty of candour came into effect in April
2015.

The duty requires all members of the dental team to be open and
honest with patients and their representatives/guardians when
providing care, and in particular it must inform them when that care
or treatment goes wrong. The dental workplace must have a
procedure in place to investigate the incident and prevent it from
happening again, support the patient where required, and offer an
apology. In addition, action should be taken against any staff member
who obstructs another from exercising their duty of candour.

Further information about the relevant issues associated with the
other eight principles is given in the following sections.



Principle 2 and communication skills

The GDC Standards document in relation to Principle 2 states that
when a patient attends any dental workplace (dental practice, access
clinic, dental hospital department, etc.) they will have the following
expectations:

 to be given enough information about their dental treatment to
make informed decisions, including the cost of the treatment and
any changes to the plan of action

e introduction to those involved in their dental care

» to be communicated with effectively (directly or via a carer,
interpreter or other representative) by all personnel

 to receive an explanation of the treatment, its possible outcomes
and what to expect as the treatment is carried out

 to have the opportunity to ask questions about their dental care,
and receive appropriate answers.

Good communication between the patient and the dental team is vital
if the patient is to give informed consent for their treatment (see
later) but also if they are to take an active part in managing their own
oral health and maintaining it at a reasonable standard. From the
dental team’s perspective, good communication is necessary to:

e put the patient at ease with the team so that the appointment is a
positive experience

e allow the team to provide the best care for that patient at that
time and in those circumstances

e assist the team in instructing the patient on their oral healthcare,
to their benefit for the future.

In some workplaces the dental team will be on first-name terms with
their patients, while others will retain a more formal address (Mr,
Mrs, Dr, and so on). All team members should abide by their current
workplace’s system at all times but should introduce themselves
appropriately and explain their personal role in the patient’s care. An
open relationship between patients and the team ensures that the



patient feels able to ask for advice, query treatment options given, or
explain why they do not wish to have certain treatments at the time,
but the relationship must remain on a professional level at all times.

When discussing dental treatments with the patient they must receive
a clear explanation (understandable at their level) of the proposed
treatment, alternative options, possible outcomes (including if they
do not proceed with treatment), what they can expect during and
after the treatment, costs, and any changes to the treatment as it
progresses. It is the clinician’s duty to give this information initially,
but the patient may seek clarification of various points from another
team member, including the dental nurse. Written treatment plans
including itemised costs are a requirement under Principle 2 of the
GDC Standards document, but it is also good practice to provide
written information about the types of proposed treatment, so that
the patient can take the information away and peruse it at their
leisure. Well-written treatment sheets should provide understandable
information to the patient, and often answer most of the frequently
asked questions too. Unnecessary jargon, complicated terminology
and acronyms should be avoided, and the patient should be
encouraged to reiterate the information they have received to confirm
that they have understood it. Full and honest answers to all patient
questions should be given by all team members, always.

Additional resources that may be required for some patients include
the following:

* interpreter for patients whose first language is not English, and
appropriate alternative language information leaflets where
necessary (available from NHS England)

e carer, family member, or other representative to also attend,
especially for elderly patients and those with memory issues

e representative who can use sign language to relay information
accurately

» hearing induction loop for those patients with hearing
difficulties.

Communicating means ‘to give or exchange information’ and this can
be done both verbally and non-verbally. Examples of subtle and less



obvious methods of communication that may occur in the workplace
when dealing with patients are listed here.

Talking: either directly with the patient face to face or by
telephone, using a calm, clear voice and especially without
‘talking over’ the patient.

Written explanations: reiterate any verbal information given.

Information leaflets or posters: can be read in the patient’s
own time and then discussed verbally as necessary.

Body language: can be open and friendly, or defensive and
stand-offish.

Eye contact: maintaining eye contact shows attentiveness,
while breaking eye contact indicates the patient is being
dismissed by the listener.

Facial expressions: again, these can be friendly or not (smile,
frown, querying, laughing, etc.).

Body position: sitting to listen to the patient is more attentive
than standing, especially if the body position of the listener is
turned away from the speaker. This may particularly happen
when the patient is seated in the dental chair and the staff
member is sitting behind them at the computer console.

Touching: this is sometimes used to reinforce points, although
it is not acceptable in some situations and with some patients,
and should only be used where there is a friendly and well-
established rapport between the patient and the team member
concerned.

A friendly staff member will obviously appear more approachable to
patients than one who seems unfriendly, but often an unfriendly
demeanour occurs without the staff member realising it. When
unexpected situations arise, such as an equipment failure or a very
busy appointments session, staff can seem abrupt, harried or even
dismissive towards patients as they try to deal with the unexpected
situation.

Contlnulng to carry out tasks while being spoken to, especially if eye
contact is not maintained, can appear extremely rude and dismissive



to patients. On the other hand, standing too close to a patient
(‘invading their personal space’) or making inappropriate physical
contact may be construed as threatening or offensive by the patient.
Some individuals have naturally good communication skills, but for
other dental staff a training course or in-house experiential learning,
by following the lead of good communicators, is vital in the
development of their own skills.



Principle 3 and consent to treatment

The GDC Standards document in relation to Principle 3 states that
patients will expect to be asked for their consent to treatment before
it starts.

The need to obtain consent from a patient (or their representative or
guardian) before providing dental or medical treatment arises from
the ethical principle that clinicians must respect a person’s
independence and their right to make their own decisions in all
healthcare matters. The clinician has the professional knowledge to
explain and advise about health treatments but the decision whether
to undergo that treatment or not is the patient’s alone, or that of their
representative or guardian.

The law concerning issues of consent to treatment is complicated and
subject to change, so just a simplified overview of the topic and the
issues it raises in relation to dental professionals and their working
lives is given here. Further detailed information is available from the
various dental defence organisations, and from the British Dental
Association (BDA). The main points to be clarified here are as follows:

e What is consent?
e The key definitions of consent.

e Who can give consent?

Consent is effectively the patient, or their legal guardian, giving
permission to the dental professional for treatment or physical
investigation to be carried out. It is a legal and ethical principle that
consent must be first given, and reflects the right of patients to decide
what happens to their own bodies. It cannot be assumed that their
attendance at the workplace is a signal for any type of hands-on
treatment to be carried out; indeed, without gaining consent to do so
first before touching the patient may amount to a claim of assault and
be seen as a breach of the patient’s human rights. The GDC would
consider this occurrence as serious professional misconduct, and may
suspend or erase the dental professional from the Register.

To gain consent to proceed with a dental procedure, three key
principles must be addressed:



e Informed: the patient must be given enough information to be
able to make a decision, and in issues of treatment options this
must include a host of information, as discussed in subsequent
sections.

* Voluntary decision: the patient alone must make the decision
to proceed, without coercion or threat.

» Ability: the patient must have the ability to make an informed
decision.

These principles form the basis of the guidance issued by the GDC,
and they are discussed in more detail later.

Key definitions

Legally, various definitions are used depending on the type of consent
required, but the three of relevance in this text are informed consent,
specific consent and valid consent.

Informed consent

e The patient must be given full information about the treatment
offered to be able to make an informed decision as to whether
they wish to proceed or not:

o the nature of the treatment (e.g. filling, crown, extraction)

o the purpose of the treatment (e.g. restore function, alleviate
pain, remove infection source)

o the risks of the treatment (e.g. what can go wrong, what
further treatment may be required)

o the consequences of not having the treatment (e.g. effect on
oral health, effect on general health)

o the risks and benefits of any alternative treatment available

o the longevity of success (will further treatment be required in
weeks or months, or not for years if at all?)

o the cost of the treatment, whether NHS or private.



e The information must be given in a way that the patient
understands, and this may involve the use of visual aids, an
interpreter or sign language.

e The patient must have all their questions answered in a way that
is understandable, without the use of dental terminology if it is
not appropriate (communication skills have been discussed in an
earlier section and see also Chapter 13).

Specific consent

This is the consent gained expressly for each stage of the treatment; it
should not be assumed that consent has been granted for the full
course of treatment without the patient being aware of what is
involved at each stage. For example, a symptomatic fractured tooth is
to be restored initially with a filling, but it may also require
endodontic treatment and then restoration with a crown within 6
months — the patient must give specific consent for each stage before
it is carried out.

Valid consent

For consent to be considered valid, it must be:

 informed
* specific

 given by the patient or their parent or guardian (if too young to
give informed consent).

Consent does not have to be given in writing, especially for minimal
and non-invasive procedures, but for more complicated treatment
plans and for treatment provided under conscious sedation, a signed
consent form is appropriate. Oral consent is adequate otherwise.

Although dental staff can be very helpful in assisting discussions to
help the patient make a decision about whether they wish to proceed
with treatment or not, it is the responsibility of the dentist alone to
obtain that consent from the patient. It is not the duty of the dental
nurse or any other DCP to do so. Where a patient is receiving
treatment from a hygienist or other therapist that has been prescribed
by the dentist, the dentist must first obtain the consent and then the



DCP must check with the patient that they are still happy to proceed,
before starting the treatment.

Who can give consent?

For consent to be valid, it must be both informed and specific.
However, for consent to be informed, the patient must:

 be able to understand what is wrong
 be able to understand that it requires treatment to make it right

 be able to understand the consequences of undergoing or
declining the treatment

e be able to communicate their decision (not necessarily by
speech).

In essence, the patient must be deemed competent to give consent
and to have the mental capacity to show they have a full
understanding of the situation.

Competency and mental capacity

Under the circumstances listed above, it is perfectly feasible for some
children under the age of 16 to be able to give informed consent for
their own treatment. This is called ‘Gillick competence’ and is
accepted by law as the right of the child to make the decision to
proceed with treatment, which cannot be overruled by the parent or
guardian. A child under 16 may also be perfectly capable of refusing to
undergo treatment in contradiction to the wishes of their parent or
guardian, but this can be overruled by the parent.

Similarly, a child under the age of 16 who is judged by the dentist to
be mature and intelligent enough to understand the situation, and
competent to make their own decisions, can also refuse the disclosure
of their health records to their parent or guardian.

Children over the age of 16 and of sound mind can legally consent to
undergo any treatment and cannot be overruled by their parent or
guardian, but theoretically they can be overruled if they refuse
treatment. However, in view of the complexity of the legal issues
involved, the dentist would be advised to make an application to court



for a decision in these cases. Alternatively, where a parent or guardian
refuses treatment that is in the child’s best interests, a court can be

asked to make an order for the treatment to be carried out anyway,
and lawfully.

In Scotland, the Age of Legal Capacity (Scotland) Act 1991 is quite
specific and provides that a person under 16 who, in the dentist’s
opinion, is capable of understanding the nature and possible
consequences of the procedure or treatment shall have legal capacity
to consent on his or her own behalf to any dental procedure or
treatment. In Northern Ireland the age of consent for medical and
dental treatment is 16 years.

Once a person reaches the age of 18 years and also has the capacity to
reach decisions on their own behalf, they are judged to be a
competent adult and can give or withhold consent. ‘Capacity’ in this
context means the patient has the ability to:

e be able to understand, believe and retain the information
provided about treatment

 consider the information appropriately in order to choose
whether or not to proceed.

No one else is able to consent to treatment on behalf of a competent
adult, and all adults must be assumed to be competent and able to
make their own decisions unless they demonstrate otherwise. Indeed,
this does happen and there are some adult patients who may not have
the capacity to give informed consent — these patients are referred to
as ‘incompetent adults’. Incompetent adults are those who, for
reasons of mental incapacity or illness, cannot give informed consent
to treatment because they do not have the capacity to reach an
informed decision on their own behalf. Incapacity may arise from any
of the following conditions or events:

» stroke (cerebrovascular accident or CVA), whether due to a brain
haemorrhage or a brain thrombosis (blood clot)
e traumatic head injury causing permanent brain damage

 congenital or acquired mental health problem



e dementia, whether due to age-related brain deterioration (such
as Alzheimer’s disease) or following a brain injury

» some learning disabilities
» long-term cerebral effects of substance misuse (drugs or alcohol)

 short- or long-term ill health issues (unconsciousness, confusion,
drowsiness).

However, not all mentally ill or incapacitated patients are
incompetent, and the dentist has to assess the patient at that time and
determine the validity of any consent that the patient has given.
Sometimes the opinion of a second professional is required to
determine the validity. In addition, patients may have planned ahead
and made advance wishes for a nominated person or persons to be
formally appointed to make decisions about their health if they
subsequently lack the capacity themselves. In England and Wales this
is termed a Lasting Power of Attorney (LPA) and in Scotland a
Welfare Power of Attorney (WPA) and the health decisions made
cannot be overruled by the dentist, but in each case the appointed
attorney(s) have a duty of care to always act in the best interests of
the patient and abide by the relevant legislation of each country.

Whatever the situation, the dentist carrying out the treatment must
also always act in the best interests of the patient, and they must be
able to justify their actions if necessary. Further information should
be sought by viewing the provisions available under the Mental
Capacity Act 2005 Code of Practice (for England and Wales), or the
Adults with Incapacity (Scotland) Act 2000 Code of Practice. There is
currently no similar legislation in force in Northern Ireland, although
general ethical principles mean that similar criteria should be applied
here when dealing with incapacitated adults.

In summary then, those who can give consent are:

e parent or guardian of a child to the age of 16
 ‘Gillick-competent’ child to the age of 16 in England and Wales
e Scottish equivalent

e 16—18 years old of sound mind, in England and Wales



16 years old in Scotland and Northern Ireland
competent adult

dentist on behalf of an incompetent adult, when in the patient’s
best interest and with an agreeing second opinion from another
professional

attorney holding an LPA or a WPA.



Principle 4 and record keeping, confidentiality
and data security and protection

The GDC Standards document states that patients have a right to
expect the following in relation to Principle 4:

e dental records are kept up to date (contemporaneous), complete,
clear, accurate and legible

» personal details of the patient are kept confidential by the dental
workplace

 patients can access their dental records by written request

 records are stored securely in the dental workplace premises.

The relevant legislation of the Data Protection Act 1998 has been
updated to include the GDPR 2018, which introduced the need for
organisations (including dental workplaces) to be more accountable
in the way that they collect, use, store and dispose of personal
information. The new regulations are aimed at reducing, or ideally
preventing, personal information from being shared or transferred
between organisations without the person’s knowledge or consent, as
often happened previously in areas such as marketing and consumer
research.

Record keeping

The purpose of dental records is to provide an up-to-date case history
of each patient’s condition, and includes the examination findings
and treatment given on each attendance at the surgery. By referring
back to previous visits, the dentist can assess the results of earlier
courses of treatment and thereby decide the best line of treatment on
future occasions. Adequate records also facilitate the transfer of
patients between dentists in the practice when absence or staff
changes occur. When recorded correctly, another dentist should be
able to determine all previous treatments for a patient and continue
that care safely, without any risk of errors or omissions due to
incomplete information.



In effect, the records are a communication tool which allows anyone
reading them to determine what treatment was carried out, when and
by whom, and how it was achieved. So the fullness and accuracy of
the records are required for:

» patient safety

evaluation of treatment

basis for patient accounts

monitoring of the provision of care

probity enquiries.

Recording methods will be either manual or on computer, and the
amount of detail recorded may vary considerably from practice to
practice, but patients’ records consist basically of personal and
clinical information. They should include all the following:

e patient name, address, date of birth and telephone numbers

e doctor’s details and contact information

e full medical history

 dental history

e contemporaneous clinical notes of each attendance (i.e. written
at the time or as soon as possible after, so that they are in date
order)

 tooth and periodontal chartings
e soft tissue assessments

* details of all appointments with other staff, such as the hygienist,
therapist or oral health educator

o all legally required NHS or private paperwork

e consent forms

 copies of all referral letters and response correspondence
« correctly identified and mounted radiographs

e photographs



laboratory slips

records of all payment transactions

copies of all patient correspondence

information on failed or cancelled appointments.

Where two or more patients exist with the same name or date of birth,
the record should be clearly marked to alert all readers that a similar
patient exists, otherwise there is a risk that one patient will receive
treatment required by another.

For new patients, the personal details, reason for attendance, and
medical and dental history are conveniently recorded by giving or
sending a medical history form, such as the BDA Confidential Medical
History Form, for home completion before their first visit. At that
visit it would be assessed by the dentist, signed and dated, and placed
in the patient’s file. Clinical details of the visit, and subsequent ones,
are entered on a dental chart and kept in the file.

A separate record of all attendances and treatment each day is kept in
the daybook, or its computerised equivalent, and forms a valuable
cross-reference system with the charts.

Apart from clinical records, those relating to practice administration
are just as important. Such records concern the supply and purchase
of equipment, materials and drugs used for treatment, batch numbers
of drugs and medicaments over a set time period (so that those used
on a certain date can be traced back where necessary), details of
despatch and receipt of work done by dental laboratories, and staff
personnel records.

Most practices use computers for dealing with:

» stock records

e accounts

 patient recall systems

» standardised patient correspondence, such as account letters or
appointment cancellation and rearrangement letters.

Importance of records



Accurate dental records are essential to ensure that patients receive
necessary, appropriate and safe treatment. The information they
contain is personal to that individual patient and is therefore
confidential, but the patient has a legal right of access to their own
records under the following statutes:

e Data Protection Act 1998: governs how public bodies (this
includes all dental practices, whether NHS or private) may
handle and process personal data such as health records.

 Access to Health Records Act 1990: this only applies to the health
records of a deceased patient, and advice should be sought from
the clinician’s indemnity insurers if a request for access is
received under this Act.

e Access to Health Records (Northern Ireland) Order 1993: the
equivalent statute for access to records for a deceased patient in
Northern Ireland.

e Freedom of Information Act 2000: obliges public bodies to
release information relating to government activity to the public,
but excludes the release of personal information about patients
or employees. Other exceptions to access apply and advice should
be sought from the clinician’s indemnity insurers if a request for
information release is received under this Act.

e Freedom of Information (Scotland) Act 2002: the equivalent
statute for information release in Scotland.

Poor record keeping often forms the basis of patient complaints that
cannot be defended, and the dentist is ultimately responsible for their
errors and omissions unless the notes were written to record
treatment provided by a DCP (therapist or hygienist). Errors or
omissions in recording information may result in incorrect treatment
being carried out, or failure to provide necessary treatment to
maintain oral health. The dental nurse must accurately record
information given by the patient or dictated by the dentist, ensuring
that records are filed properly, made available at each appointment,
and signed as necessary by the patient and the dentist. Dental nurses
should not be responsible for writing entries in a patient’s records
unless they are dictated by the clinician.



Dental records are also extremely valuable as a means of establishing
identity. In fatal accidents where facial features are destroyed, the
teeth are often unaffected and can be compared with dentists’ records
to identify a victim.

Proper records allow correct treatment planning and provide a check
on details of past treatment. They form the basis on which fees are
calculated and accounts rendered to patients. Failed appointments
and refusals of treatment are noted and the patient’s attitude to oral
health, as well as any risk factors to good oral health, can be assessed.
Appropriate recall arrangements can then be made for each patient,
in line with NICE guidelines.

Adequate records allow the practice to run with the greatest efficiency
for all concerned, and should be retained for at least 11 years after
completion of treatment for adults, or to the age of 25 years in the
case of children’s records, under the Data Protection Act. Many
difficulties concerning individual patients can be prevented altogether
if complete records are available which document all patient
attendances at the practice, while no time is wasted in putting such
information at the dentist’s disposal. Recording and filing systems
may vary considerably in different practices but whichever method is
used, records must always be accurate, legible, comprehensive and
easily accessible.

Clinical records

Clinical records consist of the past and present appointment and
daybooks, as well as records of each patient attending the practice,
and contain the information specific to the delivery of oral healthcare
to that patient. They include the medical history, dental history,
present oral health status (including chartings), treatment received
on each date, and the required estimate, consent and account
paperwork. The relevance of each area of information to be recorded
is discussed in the following sections, and further information on
record keeping is available in the Faculty of General Dental Practice
UK (FGDP) 2016 publication Clinical Examination and Record-
Keeping (see www.fgdp.org.uk).

Medical history
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The importance of a full medical history in successful oral disease
prevention and treatment planning is discussed in detail in Chapter
13, and summarised here.

Full details of any past and present illnesses and other medical issues
must be regularly updated, ideally at every recall appointment with a
thorough run-through and update of the medical history form itself,
which is then signed and dated as being updated at that time. A verbal
confirmation of no changes at each treatment appointment is then
satisfactory. The assessment of any updated entries or declarations is
solely the responsibility of the dentist, although the information can
be collected by the dental nurse. Medical history forms vary
considerably, but the basic areas of questioning should include the
following;:

e Currently receiving any medical treatment: if yes, full details
must then be given.
 Any history of steroid use within the last 2 years.

 Details of any current medications, including non-prescription
ones: any unfamiliar drugs can be checked in the British
National Formulary directly or at www.bnf.org.

e Any allergies, with details.

» Any reactions to local or general anaesthetics.

e Currently pregnant or a nursing mother.

 Human immunodeficiency virus (HIV)-positive status.
» History of rheumatic fever, liver or kidney disorders.

e History of any heart or circulatory disorders.

» History of any respiratory disorders.

» History of diabetes, epilepsy or arthritis.

 Details of any medical warning cards issued, especially the use of
anticoagulants.

« Smoking, tobacco and alcohol history.
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In order to ensure complete confidentiality, a medical history must be
taken and discussed in private where it cannot be overheard. Patients
cannot be expected to provide full details unless they are satisfied
about privacy. Confidentiality of patient records is discussed later in
this chapter.

Many conditions or drugs may influence the dental treatment plan.

The method of pain control used may depend on the condition of
the patient’s heart, lungs and liver, and whether drugs are being
taken for medical treatment (Chapter 14).

If a patient has suffered from certain heart conditions it may be
necessary to give antibiotic cover before extractions or
subgingival scaling, as a precautionary measure against infective
endocarditis and if requested in writing by the patient’s
cardiologist.

Extractions may be inadvisable while a patient is being treated
with certain drugs such as anticoagulants and corticosteroids, or
after irradiation treatment of the jaws.

Patients prescribed bisphosphonates for osteoporosis may also
be unsuitable for extractions in the practice setting, especially
those who receive the drug via intravenous routes.

Special care is needed for patients with bleeding disorders such
as haemophilia, and it is likely that these patients would receive
dental treatment in hospital.

Allergy to certain drugs and other products may cause a severe
anaphylactic reaction (Chapter 6).

Adverse reactions can occur because of an interaction between
drugs being taken for medical treatment and drugs administered
during dental treatment (Chapter 6).

Patients may be allergic to certain dental materials such as latex
rubber, and a medical history of eczema and/or hay fever will
alert the dentist to a potential risk of allergic reactions.

Special care is necessary during pregnancy.

o There must be no contact with staff or other patients who are
rubella (German measles) contacts.



o Local anaesthesia is safe but general anaesthesia and drugs of
any other kind should be avoided, including sedatives and
analgesics.

o In the late stages of pregnancy, patients should not be treated
in the supine position as they are likely to be extremely
uncomfortable.

o Patients who have been in contact with infectious diseases such
as mumps and rubella should not attend the surgery while these
illnesses are still active.

 Careful observation of patients will detect signs which may affect
treatment: breathlessness and pallor are suggestive of anaemia
while cyanosis (blue complexion) and jaundice (yellowing of the
skin and eyeballs) are indicative of heart and liver disease,
respectively.

» Special precautions are necessary for treatment of known
hepatitis and HIV carriers, and for immune-compromised
patients (Chapters 4 and 6).

The name of the patient’s doctor should always be included in the
records so that if any doubts arise, the doctor can be consulted before
treatment is undertaken.

Dental history

Diagnosis of the present condition and determination of the
treatment plan may depend on details of earlier dental disorders and
their treatment. Knowledge of previous difficulties such as excessive
bleeding, poor response to anaesthetics, difficult extractions, allergy
to dental materials, latex gloves or rubber dam, or any other
complications, will help the dentist to avoid their reoccurrence.

Present oral health status

The present condition of the teeth is recorded on the dental chart, and
any other conditions, such as the state of existing restorations and
dentures, level of oral hygiene, periodontal disease, malocclusion and
tooth discoloration, which may affect treatment are also noted. The
dentist can then assess the patient’s general attitude towards their
oral health and accordingly advise the most appropriate treatment.



Much of this information is conveniently set out in the oral health
assessment documents that are currently being used by pilot and
prototype dental practices involved in developing the future NHS
contracts likely to be implemented in the future, and the points
contained in the assessment can be used as prompts to gather the
required information.

As described in Chapter 13, pertinent questions are asked and
responses recorded about all issues that may affect the patient’s oral
health, especially diet, alcohol consumption and tobacco usage.

Treatment

Full details of dental treatment received and the date on which it was
provided are recorded on the dental chart and in the notes. These will
include the results of any special procedures carried out or events that
happened, such as:

 radiographs, vitality tests, periodontal status, oral cancer check
and orthodontic study models

* local anaesthesia, type of filling and lining, shades used for
fillings, artificial teeth and crowns

e drugs and dosage and any prescriptions issued

» complications that occurred, for example excessive bleeding or
retained roots after extractions

» treatment plans and options, cost estimates and the patient’s
choice of treatment

» missed appointments and refusals of treatment

 any accidents or complications, such as retained roots following
extractions or breakage of an instrument, for example a root
canal file, must be explained to the patient and its occurrence
recorded, together with the measures and options offered, and
emergency treatment arrangements.

National Health Service records

The NHS provides a large number of forms for detailing treatment
plans, costs, emergency visits, orthodontic and periodontal treatment,



exemption from payments and many other aspects of NHS procedure.
Currently, the most commonly used forms include the following;:

e A standard chart (Form FP25) for recording patient visits, and
treatment required and provided, together with a folder (Form
FP25a) to hold subsequent treatment forms and details.

e Form FP17 DC/GP17DC is given to the patient. It outlines
treatment required and the NHS charges, as well as the details
and costs of any agreed private treatment.

e The Dental Estimates Form FP17 is used by practitioners to
record details of treatment required, and subsequently given, and
provides a form of account for payment claimed.

e Form FP10D, for prescriptions.

With the expected introduction of the new NHS contract over the next
few years, these details may well change.

Many practices are now partially or fully computerised with regard to
patient records, but all the information held must be accessible to the
dental team, the authorities and the patient, as necessary. Several
software systems are available and the NHS records detailed above
are compatible with many of them. Whichever system is used,
whether manual or computerised, the records must be written,
handled and stored in full accordance with all relevant legislation. A
good knowledge of the use of computers and information technology
is required by, and expected of, the modern dental nurse.

Confidentiality of patient records

All members of the dental team have both an ethical and a legal duty
to keep patient information gained in the course of their professional
relationship confidential, and not to release it to others without the
patient’s permission, or in accordance with strict protocols if they do
so without their permission.

As with the setting of minimum standards in clinical issues within the
NHS under clinical governance requirements, a similar quality
assurance process exists in relation to record keeping and
maintenance of record confidentiality. This was previously referred to



as information governance but is now referred to as data security and
protection and is discussed later.

The specific legislation that applies to issues of patient health
information and confidentiality is as follows:

e Data Protection Act 1998 and GDPR 2018

e Access to Health Records Act 1990 (and Northern Ireland 1993
equivalent)

e Freedom of Information Act 2000 (and Scotland 2002
equivalent).

The Data Protection Act and GDPR apply to living, identifiable people
and aim to protect the confidentiality of sensitive personal data
(including the personal health information held by the dental
workplace) relating to both patients and employees, by placing
obligations on the data controller (the dentist or organisation
responsible for the data) only to make third party disclosures under
the conditions of the Act and Regulations, and to otherwise keep the
data secure.

Data may be legally shared with certain organisations such as the
Business Services Authority, the dental department of the local
hospital or the salaried community dental services, but only on a
‘need-to-know’ basis. It must also only be shared in order to provide
the patient with appropriate care and treatment, and for the provision
of general health services.

The data must be kept for no longer than is necessary, and although
NHS regulations require dental records to be retained for only 2 years
(6 years in Northern Ireland), medico-legally they should be held for
11 years or to the age of 25 with child patients, whichever is the
longer.

When in the dental workplace, all dental staff must adhere to the
workplace confidentiality policy, but inadvertent breaches involving
patients’ health information can all too easily occur if common sense
is lacking. Examples of ways to avoid these non-deliberate breaches
include the following;:



» Patients must not be discussed in front of other patients: even
when names are not used, some unusual or unique circumstance
may make it possible to deduce a patient’s identity, so such
conversations must never take place in the hearing of others.

» Patients or incidents within the workplace must never be
discussed or referred to via any type of social media, for the same
reasons as above. This has become such an issue that the GDC
has now published clear guidance on the safe use of social media,
which can be accessed at www.gdc-uk.org (see Figure 3.5).

» Privacy must be maintained when discussing any personal
matters with patients: this may involve taking them away from
the reception area if other patients are around and using another
room for private discussions.

» Attendance at the practice is private, and cannot be revealed to
other patients, employers or schools, so phone calls asking for
confirmation of a patient’s attendance by an employer or a school
must not be responded to by the staff. An appointment card may
be issued to the patient to confirm the details instead.

 All written communications with patients should be sent in
sealed envelopes: this includes examination reminders that
traditionally were sent on postcards, as they reveal the
confidential fact that the patient attends a certain practice.

e The use of an SMS text messaging service or a no-reply email
service to remind patients of their appointments must only be
done with their written consent and by using dental computer
software that is encrypted, to prevent patient information and
contact details being accessed by others.

e Dental records must be kept for the correct length of time by the
practice and not be destroyed beforehand, either partially or
wholly.

Disclosure without patient consent

Under normal circumstances, information about a patient can only be
disclosed to a third party with the patient’s written consent. However,
there are some circumstances under which the dentist has a statutory
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obligation to disclose the necessary information, or has a legal right to
do so.

e To assist in the identification of a driver or passenger(s) involved
in a road traffic accident where facial trauma prevents
identification otherwise: disclosure is allowed under the Road
Traffic Act 1988.

e When requested to do so by the Dental Practice Division of the
Business Services Authority (formerly known as the Dental
Practice Board): this is when an audit of patient records is to be
carried out, rather than when a course of treatment is under way.

» To provide information about a child to their parent or legal
guardian, although issues of age of consent to disclosure must
also be considered (see previously).

e When it is in the public’s interest, such as with suspected or
known criminals.

e When disclosure is requested by court order.

e When disclosure is requested without court order but under the
Police and Criminal Evidence Act 1984, and now under the
Terrorism Act 2005.

» When disclosure is necessary to a solicitor or debt collecting
agency, to enable them to pursue a legal claim against the patient
on behalf of the dentist.

Access to health records

Patients also have the right of access to their own manual or
computerised health records, under the Data Protection Act 1998
(and the recent regulatory update under the GDPR 2018, which will
eventually replace the Data Protection Act once the data protection
rules have been fully overhauled), and the Access to Health Records
Act 1990 (and the Northern Ireland equivalent) for deceased patients.
Third parties are excluded from gaining access to a patient’s records
under these Acts unless the patient has signed a mandate to authorise
the release of their personal information to a third party — this may be
a solicitor or a relative. The relevant information available covers all



the patient’s medical and dental records written since November
1991, with the following provisos:

e Only the dentist, as the record holder/data controller, can
approve access.

e The patient request must be made in writing, and a fee to cover
administration costs can only be charged if the request is deemed
excessive (such as several requests for the same information)
under GDPR.

e The dentist must respond within 1 month of the request (this
used to be within 40 days).

» Patient identity must be checked before releasing their records,
and records must be released to the patient only or their legal
representative.

e Once viewed, the patient can request that any inaccuracies in
their records are amended, but they do not have to give a reason
for the access request.

» Any dental terminology, abbreviations or jargon must be
explained on request.

The dental nurse must therefore not release any records or parts of
records themselves, nor alter them in any way before they are to be
released. They must be true, accurate and contemporaneous (as
written at the time), and contain no derogatory comments. If the
dental nurse is responsible for writing the notes, they should be
written exactly as dictated by the dentist and not altered in any way.
However, it is the responsibility of the dentist to check that they have
been recorded accurately.

There are certain instances when the dentist can refuse to disclose the
patient records to the patient:
e When disclosure would cause serious harm to the patient.

e When a second person is mentioned by name and has not given
consent for disclosure (does not include the dental team).

e When access to their records after their death has specifically
been refused by the patient beforehand.



The Freedom of Information Act obliges NHS dental practices (as
public bodies) to release information relating to government activity
only, and excludes the release of personal information regarding
patients or employees. The information which may be released is
likely to be used for statistical purposes only.

Data security and protection: GDPR

Previous to the introduction of GDPR in 2018, this topic was covered
under ‘information governance’. As with information governance, the
Department of Health now has a Data Security and Protection toolkit
to be undertaken and complied with by all NHS organisations.
Further information is available at www.gov.uk.

GDPR 2018 introduces the need for organisations to be more
accountable in the way that they collect, use, store and dispose of
personal information. It also gives individuals (patients, employees
and self-employed staff) more control over their personal
information. Although a main aim of the regulations is to control the
unauthorised passing of personal information between organisations
for marketing and ‘cold calling’ purposes, they have had a huge effect
in the healthcare sector too.

Under GDPR, all healthcare organisations, whether NHS, mixed or
solely private, must be able to explain the following:

» what information they hold about individuals (patients and staff)
e why it is held
* how the information is used by the organisation

e who it is shared with.

In the run-up to the introduction to GDPR in May 2018, the
Information Commissioner’s Office (ICO) produced the invaluable
guidance document GDPR: 12 steps to take now, which summarised
the changes being made and the additional requirements that
organisations would need to adhere to under GDPR. All members of
staff in the dental workplace are involved in handling the personal
information of their patients, including all dental nurses whether
qualified or not. This information includes the patient’s name, date of


http://www.gov.uk/

birth, address, and contact details, their medical and dental histories,
their treatment history, their financial details, access to
correspondence and referral information, and so on. Consequently, it
is a requirement under GDPR that all healthcare personnel
understand the regulations and how to comply with them. Indeed,
data security and protection are recommended CPD topics for all
dental staff once qualified, as they involve the issues of confidentiality
and consent.

The ICO 12 steps are summarised below and further information is
available at www.ico.org.uk. For NHS dental workplaces, specific
information about the rights of NHS patients and staff, and how the
NHS processes the information it holds, is available at
www.nhsbsa.nhs.uk.

1. Awareness: all staff must be made aware of GDPR and its
requirements, as well as how to comply with them. Initially this is
best achieved by a staff meeting to discuss the issues, before
further knowledge and understanding is gained by CPD activities.

2. Information held: the information held about both patients
and staff should be considered here, including where it came
from and who it is shared with. A simple audit will help identify
this information initially, and then regular checks can be carried
out to ensure the information remains accurate, or is updated
accordingly, such as by staff information checks at annual
appraisals and patient information checks at the start of each
course of treatment.

3. Privacy: clear and easy to understand privacy notices must be
available for both patients and staff which include the following
information.

a. The ‘lawful basis’ of the information held: why it is being
collected and held.

b. How long it will be held.

c. The complaint process to follow if the patient or staff
member believes the privacy notice is not being followed by
the dental workplace.

4. Individual rights: patients have specific rights under GDPR.
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a. Right to be informed: about how data is processed (used),
held and shared with others.

b. Right of access: to the specific information held, free of
charge (by completing a ‘subject access request’ which must
be responded to within 1 month by the dental workplace).

c. Right to rectification: if the information held is inaccurate or
incomplete, it must be corrected or updated in a timely
fashion.

d. Right to erasure: also known as the ‘right to be forgotten’,
patients can request that their personal data (but not their
clinical data) is deleted by the dental workplace; for
example, if they move to another dental workplace and do
not wish to be contacted by the former dental provider.

e. Right to restrict processing: in certain circumstances, the
extent to which personal data is processed can be restricted.

f. Right to data portability: a copy of the personal information
held can be safely forwarded in a readable format to another
dental workplace, upon request.

g. Right to object: personal information held cannot be
processed for certain things by the dental workplace if the
patient objects, such as for direct marketing; the patient
must ‘opt in’ to receive marketing information.

5. Subject access requests: patients have the right to request a
copy of the information held about them by the dental workplace,
and when complying with this request the dental workplace must
undertake the following.

a. Cannot usually charge the patient to copy or provide the
information requested.

b. Must provide the information within 1 month of receiving
the access request.

c. Can refuse or charge for requests that are manifestly
unfounded or excessive (such as repeated requests for the
same information).



d. Must tell the patient their reason for refusing the access
request within 1 month, and that they have the right to
complain to the ICO and seek legal advice to remedy the
situation.

6. Lawful basis for processing personal data: there must be a
legal reason for the dental workplace to hold the personal
information it has for both patients and staff — there must be a
valid reason for them to have the information. One or more of the
following six lawful bases must be stated as the reason(s) for
holding personal information.

a. Consent: only relevant if marketing is to be carried out, as a
patient’s personal information is integral to the provision of
their dental care and that of staff is integral to their safe
employment within the healthcare sector. Patients cannot be
treated anonymously and staff must prove they are qualified
to work in the healthcare sector.

b. Contractual: whether treatment is provided on the NHS or
privately, dental workplaces have a legal obligation to know
who they are treating and the full history of that person.
Similarly, staff are legally required to prove they are
qualified and safe to work within the healthcare sector.

c. Legal obligation: all dental workplaces must comply with
statutory requirements to work safely and effectively, and
this includes compliance with the GDC Standards, CQC (and
national equivalent) requirements, tax laws, NHS
regulations, and so on.

d. Valid interest: this lawful basis is not relevant to dental
workplaces as it is only necessary to protect someone’s life.

e. Public interest: this is relevant to NHS workplaces only,
where information can be released under the Freedom of
Information Act where it is in the public interest, such as a
hospital having a higher than average mortality rate for a
certain procedure, for example.

f. Legitimate interest: it is necessary for dental workplaces to
hold personal information for business continuity purposes,
such as being able to send recall and appointment reminders



7.

10.

to patients. Staff members must also be contactable by the
dental workplace.

Consent: this is a separate entity from a patient’s consent to
treatment, but rather is about consent to how their information is
used by the dental workplace. It is especially relevant in the area
of marketing of both the dental workplace and its activities (such
as particular procedures like tooth whitening, implants or adult
orthodontics). Patients must opt in to have their personal
information (including photographs and testimonials) used to
market the dental workplace, and also to receive marketing
information about certain products or procedures provided by
the dental workplace.

. Children: systems must be in place to verify the age of child

patients and to obtain parental or guardian consent for obtaining
and using their personal information. This is of particular
relevance if commercial internet services (‘information society
services’) are used and is therefore of little relevance in the
provision of dental care to children.

. Data breaches: all dental workplaces have a duty to hold

personal information concerning both patients and staff securely
at all times, but if there is a data breach there must also be
systems in place to detect it, investigate it and, where necessary,
report the incident to the ICO. Under GDPR, data breaches that
could result in any of the following must be reported to the ICO
and any individuals affected by the breach: discrimination,
reputational damage, financial loss, loss of confidentiality, or any
other significant economic or social disadvantage to the
individuals affected.

Data protection by design and data protection impact
assessments: the systems in place regarding the collection,
processing and storage of personal information in the dental
workplace should be designed to automatically protect it from
being accessed by anyone without specific authority to do so.
Data protection impact assessments (DPIAs) must also be carried
out in certain circumstances where a new technology is
introduced which may compromise that security if not planned
for accordingly, the obvious examples being where new computer



software is introduced in the dental workplace that requires the
transfer of patient and/or staff information, or where CCTV is
introduced in the workplace. Computer software companies
should provide a DPIA at the time of upgrade which explains the
security measures they have in place to prevent data security
breaches during the software update or transfer, and patients
and staff must be made aware of the introduction of CCTV
systems by visible notices to that effect. The use of CCTV in the
workplace cannot usually be carried out covertly.

11. Data protection officers: any dental workplace providing care
under the NHS is currently defined as a public authority and
must appoint a data protection officer (DPO) to take
responsibility for data protection compliance. The role can either
be outsourced, or a member of staff can receive specific training
to carry out the role effectively and in an independent manner.

12. International: this requirement is only relevant if an
organisation operates in more than one European Union (EU)
member state and carries out cross-border data processing. The
situation may alter post-Brexit, but in the meantime dental
workplaces should check with their IT providers that personal
information is not sent outside the EU, for ‘cloud’ storage for
example.

Compliance with GDPR has involved dental workplaces working
through the 12 steps and then ensuring that they have the correct
policies and procedures in place. This includes all the following:

e GDPR policy: how GDPR compliance will be achieved.

» Data protection and information security policy: how the dental
workplace operates post-GDPR to maintain the security and
protection of the data it holds.

» Confidentiality policy (patients): explains to patients how their
confidentiality is maintained.

» Confidentiality policy (staff): rules applicable to all staff to
maintain the confidentiality of patient information, staff
information and business information.



» Records management policy: rules of the dental workplace in
relation to handling, processing, storing and disposing of patient
and staff data.

e Access to information policy: rules of the dental workplace in
relation to releasing patient information.

» Confidentiality agreement: signed by all staff members and
giving written agreement to abide by the above policies.

 Privacy notice for patients: explains the code of practice that the
dental workplace adheres to in order to maintain the security of
the patient information it holds.

 Privacy notice for staff: to be included in their work contract and
explains the code of practice of the dental workplace in relation
to the security of personal information of staff.

e Data processing and confidentiality agreements: for all other
data processors having access to patient information from the
dental workplace, such as laboratories, IT consultants, software
support organisations and referral recipients.

e Privacy impact assessment: where necessary and as detailed at
step 10 above.

e Full information in relation to any data breaches.

e Evidence of all CPD training in relation to data security and
protection, for all staff.

In all dental workplaces there must be a written record of the name of
the data controller (usually the business owner or senior dentist) who
is also the information governance lead, and currently a named
record of the DPO for every NHS dental workplace. The certificate
showing the registration details of the data controller with the ICO
should also be on display in the dental workplace.



Principle 5 and complaints handling

The GDC Standards document states that patients have a right to
expect their concerns or complaints to be acknowledged, listened to
and dealt with promptly.

All dental workplaces undertaking NHS dental treatment for their
patients must handle complaints about NHS care according to a
formal procedure that complies with the regulations, and those
working in the private sector should follow similar standards and
time limits for resolving complaints. Dental professionals offering
both NHS and/or private treatment must comply with the GDC’s
guidance on complaints handling. Also, since April 2015 all
organisations providing health and social care to patients must
operate a duty of candour, so that when care and treatment goes
wrong issues are properly investigated and corrected, and the patient
or their representative/guardian is kept fully informed and supported
throughout (see Principle 1).

A complaint is any expression of dissatisfaction by a patient about a
service or treatment, whether it is justified or not, so a complaint
often results from the patient feeling that their expectations have not
been met. Complaints can be about any part of the service the
workplace provides, and many may not be about the technical skill of
the dentist or the quality of care that the patient has received. When
the patient feels that their expectations of a good level of service have
not been met, more often than not it is merely due to a lack of
communication. Good communication skills have been discussed
previously and are considered in detail in Chapter 13.

There have been changes to the legislation concerned with handling
NHS complaints over the last few years, and unfortunately there are
now slight differences between what is required in each of the four
countries of the UK. A general overview of what is required from an
in-house complaints procedure is therefore given here, and is relevant
to the level of knowledge required for dental nurses. The current
relevant legislation for each country is listed below, and further
information is available from the Health or Public Services
Ombudsman in England, Wales, Scotland or Northern Ireland, if
required.



 England: Local Authority Social Services and National Health
Service Complaints (England) Regulations 2009.

 Wales: National Health Service (Concerns, Complaints and
Redress Arrangements) (Wales) Regulations 2011.

e Scotland: National Health Services (General Dental Services)
(Scotland) Regulations, amended April 2012.

e Northern Ireland: Complaints in Health and Social Care —
Standards and Guidelines for Resolution and Learning.

In-house complaints procedure

The GDC requires all dental practices (NHS and private) to have an
in-house patient complaint handling procedure, which should aim to
fully resolve any complaint received to everyone’s satisfaction and as
quickly as possible. The procedure to be followed should be displayed
where patients can see it in the workplace, written in plain language
and available in other formats where needed. Ideally, complaints
should be resolved in-house and without the need for other
authorities, such as the primary care organisation (PCO) or the GDC,
to become involved. The procedure should include the points listed in
Table 3.2.



Table 3.2 Complaints procedure.

Procedure
point

Responsibility

Action and necessity

A ‘responsible person’ must be delegated within
the workplace who ensures that the complaints
procedure is followed correctly; this should be a
senior dentist. A complaints manager should also
be delegated to receive any complaints on a day-
to-day basis; this can be a dental care
professional who liaises with the responsible
person, or both roles can be carried out by the
same person

Acknowledgement Receipt of a complaint should be acknowledged

Investigation

Timescale

within a few working days, and the complainant
must then be kept informed of how the complaint
will be dealt with, who will be involved, and the
expected timescale

A thorough investigation must be carried out,
and the essential point to consider is ‘What is the
complaint about?’ Gathering this information
may involve a meeting with the complainant to
discuss the details, a meeting with those staff
involved, and reading all relevant patient records.
A resolution meeting with the complainant and
the relevant member of staff present together
may be very useful, and with someone else
present to take notes. Notes from the meeting
should then be confirmed with all concerned
afterwards

The whole procedure should be completed
promptly, and if delays occur due to the
involvement of a defence organisation, the
complainant should be kept informed of any
likely extensions to the timescale



Procedure Action and necessity
point

Report A written report should be sent by recorded
delivery to the complainant when the
investigation is complete. It should contain the
following information:

» How the complaint was considered
» Conclusions reached:
o No basis for the complaint

o No blame attributable, but explain what
happened and why (e.g. regulations
prevented a different course of action)

o Blame attributable: explain what
happened and apologise, indicate
measures taken to prevent a recurrence,
offer reasonable redress (e.g. re-do
treatment for free). Make it clear that the
offer of redress is not an admission of
liability but a goodwill gesture only

Appeal If the complainant is not satisfied, information
should be given about the bodies to which a
formal complaint can be made:

e NHS commissioning body or PCO

e Health Service Ombudsman for NHS
patients

e Dental Complaints Service for private
patients



Procedure Action and necessity
point

Records Full written details of the procedure followed
must be kept, from the point at which the
complaint was made onwards. These records
should be kept in a secure central complaints file,
and not in the patient’s records. Make a note in
the patient’s records that a complaint was
received on a certain date. As always, the records
must be contemporaneous, legible, accurate and
remain unaltered in any way. NHS complaint
reports must be submitted to the commissioning
body on an annual basis in England, Wales and
Scotland, and quarterly in Northern Ireland

The GDC requires a procedure to be in place so that every complaint
is handled in a consistent fashion, rather than in an ad hoc manner.
This is the same whether the complaint appears initially to be
spurious in nature, or is unfounded and no action is required, or
becomes a serious matter that is referred to the PCO or the GDC; until
the complaint has been investigated, no one knows what the end
result will be. It is therefore very important that a system is in place to
be followed in the same way each time, so that no information is lost
and requirements such as acceptable timelines are adhered to. If the
complaint is taken further by the patient after going through the in-
house procedure, evidence of a suitable complaints procedure being
rigorously followed by the workplace will show that the situation has
been taken seriously, and has been fully and correctly investigated.
This avoids the workplace being left open to criticism for its handling
of the situation. The written records of the investigation procedure
should be kept in a ‘complaints file’ rather than in the patient’s
records, although a reference to them in the patient records is
acceptable.

Any patient complaint, if not spurious in nature, can be used by the
dental team as an opportunity to learn, review and change workplace
procedures if necessary, with the aim of improving the standard of
service being offered to patients.



Even if the workplace does not receive any complaints or negative
comments, it is a CQC requirement of good governance to allow
patients to comment on the care and service they have received, using
a patient survey or feedback process. These should be kept as a log
and reviewed regularly so that recurring issues and developing trends
are identified. They can then be acted on and the service improved,
often without a serious complaint being received beforehand. If a
serious complaint is received however, the professional relationship
desired, with patients as customers, requires that complaints are
answered satisfactorily so that the matter can be put right, and the
information provided is then used to improve the service and
therefore the patient’s future dental experience.

Good communication skills and an open honest approach in line with
duty of candour requirements are important when dealing with a
complaint, and a sympathetic and understanding manner will often
diffuse what could be a tense situation. All complaints should be
resolved at the earliest opportunity, and often all that is required by
the patient is an apology. This can be given without fear of admitting
liability or negligence.

Many patients do not make a complaint because they wish to receive
financial compensation, but when a complaint is investigated and
found to be valid it is usual to reimburse their costs or offer free
replacement treatment. These potential remedies to a complaint
which is valid are covered under the Consumer Rights Act 2015,
which covers the provision of services to customers, including dental
treatment.

More usually, the patient wants an apology and an explanation of the
following points:
 What happened/what went wrong?
Why did it happen?
What will be done to correct it?

Is anyone at fault/to blame and if so what action will be taken?

What will be done within the practice to prevent a recurrence of
the event?



With an effective complaints’ handling process in place the workplace
can use that process, while investigating a complaint, as a positive
management tool to learn how the team and the service they provide
to patients is perceived by them. It is in the best interests of the team
to know whether patients are unhappy with the treatment or the
service they have received, so that issues can be identified and
corrected as necessary. The alternative is for unhappy patients to seek
treatment elsewhere, telling all why they have done so, and the
original workplace losing the opportunity to apologise, correct the
issues, and learn valuable lessons for the future.



Principle 6 and teamwork, management and
leadership

The GDC Standards document states that patients expect to know the
various roles of all dental professionals involved in their care, and
that the staff will work together to provide that care as an effective
team.

The guidance notes explain that good dental care is not delivered by
just one individual but by a dental team, and the quality of the
teamworKk is reflected in the quality of care that the team provides to
the patient. Those members of the dental team who can currently be
involved in patient care but who must be registered to work legally in
the UK comprise:

e dentists

dental nurses

hygienists

therapists

dental technicians

clinical dental technicians

 orthodontic therapists.

In line with the information contained in the GDC publication Scope
of Practice (see Figure 3.4), each category of registrant has a list of
duties that they can perform — those that their relevant qualification
entitles them to carry out having received the knowledge, skills and
experience provided by their training. This is known as their ‘scope of
practice’ and it describes what they have been trained to do, and their
qualification indicates that they are competent to do so. Over time
and as advances in technology and techniques occur, registrants will
develop additional skills that expand their particular scope of
practice. In relation to dental nurses, these are often referred to as
‘extended duties’ (see Chapter 18), where in-house training from a
more senior registrant in a particular skill is provided in a structured
manner so that the dental nurse is able to carry out additional tasks
(such as impression taking, intraoral and extraoral photography).



More formal training in other complex skills, involving a structured
path of study and assessment by an approved educational provider,
will result in recognised post-registration qualifications to further
boost the dental nurse’s repertoire (such as dental radiography,
dental implant nursing).

The aim of registrant groups having a set of skills, whether basic,
extended or post-registration qualifications, is to allow various
members of the dental team to have duties delegated to them by more
senior registrants in the team. This enables the more highly skilled
team members to spend their time carrying out treatments only they
can provide, while the less complex tasks can be carried out by one of
several suitably trained team members instead. This enables work
time to be used much more efficiently throughout the day, as several
patients can receive differing levels of care at the same time and
therefore more patients can be attended to within the day. This is the
basis of good teamwork.

Although dentists are able to carry out all the skills laid out in the
document and could therefore provide all the oral care a patient is
likely to require without the aid of another registrant, the GDC
standards insist that all registrants must be appropriately supported
by another team member while treating patients, not only for the
safety of the patient but also to act as a chaperone. This also applies to
other registrants who are competent to provide direct hands-on care
for patients — dental hygienists and dental therapists. The only
circumstances that are acceptable for this requirement not to apply
are as follows:

 out-of-hours emergency treatment

 public health programme of treatment (such as school visits and
fluoride application)

 exceptional circumstances (unavoidable and unforeseen
instances which are not routine occurrences, such as a short-
notice staff absence due to illness).

If exceptional circumstances do occur, the registrant is expected to
risk assess the situation and determine whether it is safe for the
patient to continue to receive the treatment. It is possible to carry out



simple treatments without assistance and to work in certain
quadrants of the mouth safely, but the registrant must never provide
treatment alone if they feel the situation is unsafe for the patient.

The other risk to consider if an exceptional circumstance occurs and
the registrant has to work alone is that of a medical emergency.
Obviously, these can occur anywhere at any time, not just in the
dental workplace environment; again, the risk has to be assessed as to
whether treating severe dental pain without another registrant to
assist outweighs the safety of the patient if an, albeit unlikely, medical
emergency occurs in these circumstances. Ideally the situation would
not arise, and other persons present such as administration staff or
persons accompanying the patient could act as a second person if a
medical emergency did occur.

Effective teamwork

Good teamwork involves several people working together safely and
in harmony so that the end result of their actions is greater and more
productive than if they each worked alone. To be effective, each
member of the team should personally strive to achieve the following
while working as part of that team:

» Always work together to provide dental care, rather than against
each other.

o Always treat all other team members fairly, including when
dealing with financial transactions (salary and wages).

» Always respect other team members and their individual role in
delivering dental care to patients. No single team member is
more important than another as they are only effective when
working as part of a team (sometimes proverbially expressed as
‘there is no “I” in the word “team™!’).

e Never bully, unfairly discriminate, or harass another team
member.

» Always introduce team members to the patient and ensure they
are informed of the individual role each team member will play
in the patient’s dental care. This prevents misunderstandings



when treatments are delegated, and allows the patient to
hopefully develop a bond of trust with each team member.

o Always ensure that non-registrant team members (such as some
administration staff) are appropriately trained and competent to
carry out their selected duties, but do not work outside their
remit; for example, a non-registrant receptionist who attempts to
advise patients on dental care and treatment.

Delegation and referral

As explained previously, although more senior team members are
often able to carry out all dental care for a patient, it is far more
efficient if they spend time providing that treatment which is
exclusive to their registrant category and scope of practice, and allow
the patient to receive simpler treatment from another team member;
this is called delegation. Common examples of delegation include the
following;:

e Dental nurse providing general oral health instruction (OHI), or
specific advice after a course of treatment (such as a bridge fit or
a removable appliance).

e Orthodontic therapist providing specific items of orthodontic
treatment, such as removing a fixed appliance and all residual
cement/adhesives.

e Dental hygienist providing advice on the prevention and
treatment of periodontal disease, including completing a
periodontal examination and measuring plaque indices.

» Dental therapist providing direct restorations to both primary
and secondary teeth.

e Dental technicians constructing custom-made dental devices to
prescription, such as dentures and crowns.

The full list of duties that each category of registrant can perform is
shown in the GDC document Scope of Practice, and includes
additional skills that may be developed over time as well as
knowledge and skills that can be achieved following suitable training
and post-registration qualification. No task may be carried out by any



registrant unless they have been suitably trained and are competent
to do so, and hold suitable indemnity cover to do so.

Consequently, the team member who delegates a task must accept the
following considerations:

e Only delegate a task to someone who is trained, competent and
indemnified to carry it out.

e Do not pressurise a team member to carry out a task if they are
unable to do so due to lack of training or competency (they will
therefore not be indemnified).

e To do so will not transfer the accountability for mistakes and
mishaps to the other team member; it remains with the member
who delegated inappropriately.

Similarly, the team member who is asked to carry out a task outside
their scope of practice must not proceed if they feel that they do not
have the skills and knowledge to do so. To proceed under these
circumstances would be to take responsibility for their actions.

When a patient requires treatment or clinical advice which is beyond
a team member’s scope of practice or competence, they should be
referred to a suitable professional who may be outside the workplace
team. Common examples are the referral of patients to specialist
practitioners (orthodontists, implantologists, maxillofacial surgeons,
etc.). The reason for the referral should be made clear (usually in
writing) with all the relevant information given to help the colleague
provide treatment successfully. The patient should also be notified of
the referral and have the process explained to them, with all
discussions being recorded in their notes.

Good communication is the key to good teamworking, and all
members must communicate clearly and effectively with others in the
interests of patients at all times. This is necessary so that patients can
give informed consent for their proposed treatment, as well as for
other team members to be clear about their roles and duties while
providing that treatment.

To summarise, the team must:



e be open and honest about their skill levels with each other, and
the limits of their scope of practice

 be fair and respectful of each other

» work with another colleague when treating patients at all times,
so that a witness/chaperone is present (except under the
recognised exceptional circumstances discussed)

» delegate appropriately to other team members and record the
request in the patient notes

« refer appropriately to other team members or other
professionals, ideally with a written request

» keep patients fully informed of all team members, their roles in
patient care, and the process of delegating or referring their care
as necessary

» keep written records of all discussions with other colleagues
concerning a patient’s care and treatment.

Management and leadership

For the team to work together effectively, they must receive guidance
from a member who is in overall charge — a senior registrant who
oversees the whole running of the workplace and has responsibility
for ensuring its correct management. They act to direct and organise
the team so that the workplace runs efficiently and each member
carries out their roles and responsibilities correctly. The manager may
not necessarily be involved in clinical decisions when managing the
team, and therefore may not be a senior dentist but a practice
manager instead. In these instances, leadership skills tend to become
a clinical role and are usually carried out by a senior dentist, while the
more administrative related duties are carried out by the practice
manager but both work together to provide good management and
leadership for the rest of the team.

The specific roles required to achieve good management of the dental
team are set out as guidance in the GDC Standards for the Dental
Team document.



o All members of the team (whether registrants or not) should
receive the following:

o Induction when first employed, so they are aware of the
correct functioning of the workplace.

o Performance management, including regular appraisals so
that they have the opportunity to discuss issues as well as
giving and receiving feedback on their performance.

o Opportunities to learn and develop, such as encouragement
and time out to take further qualifications or training, as well
as the facility to complete their CPD requirements.

o Hygienic and safe working environment: the manager ensures
the workplace complies with all the necessary health and
safety regulations and legislation.

o Equality and diversity in the workplace, so that the work
environment is not discriminatory and all team members are
enabled to achieve their own potential.

o Process in place to raise concerns, particularly in relation to
the performance or activities of another team member, but
also in relation to the safeguarding of patients (see Principle
8).

* Relevant team members produce the following documentation
for inclusion in their personnel file, to enable them to work on
the premises:

o Current GDC registration (must be updated annually).

o Current registration with another healthcare regulator if they
are not a dental professional.

o Indemnity certificate for GDC registrants (must be updated
annually).

o Evidence of appropriate enrolment on a training course
leading to GDC (or other healthcare regulator) registration.

e Ensure that regular communication occurs between management
and team members, such as in staff meetings attended by all
personnel.



e Appropriate training is made available for all team members to
manage medical emergencies, with sufficient staff present to do
so when treatment is being carried out.

o All team members know their role in the event of a medical
emergency: who is to contact the emergency services, who is
to collect the defibrillator/emergency drugs, who is to
perform CPR, etc.

o Regular practice sessions are run as simulated emergencies
for team members to attend, with written records kept as
evidence.

e Team should have the following:

o Good leadership (see later): this is usually the role of the
senior dentist.

o Clear, shared aims of the way the workplace functions.
o Knowledge of their roles and responsibilities within the team.

o Knowledge of the limits of the decisions and actions which
have been delegated to them within the team, and the
agreement not to work outside those limits.

 All new policies and procedures which are introduced into the
workplace are discussed with all team members.

o To ensure their understanding of their individual
responsibilities.

o To ensure their individual compliance.

o To ensure the workplace complies with the relevant
legislation and regulations at all times.

e Ensure that the following information is displayed at the
workplace in an area accessible to patients (usually a waiting
room):

o Names, roles and registration numbers (where appropriate)
of team members.

o The workplace is regulated by the GDC.



o The nine principles contained in the GDC Standards
document.

Leadership

Good leadership is to act as the role model for others to desire to
follow and emulate, especially by setting good examples of how to
behave and conduct oneself, both professionally and otherwise. While
good management skills are more methodical and practical and may
be acquired or learned over time, good leadership skills are more of
an innate, instinctive ability to influence others to want to perform
well and to ‘do their best’. A person can have the ability to be both a
good manager and leader, or they can be best suited to one or the
other role.

In the dental workplace the senior dentist may assume both roles or
not, but tends to set the precedent for interactions with patients and
the overseeing of their dental care, with other team members

following suit. It is essential then that they provide good leadership.

Examples of good leadership skills include the following;:

e The ability to be a natural leader who inspires others to push
themselves to achieve their goals.

» The ability to maintain a good level of professionalism at all
times, and to set an example for others to follow.

e The ability to communicate well at various levels: to patients of
different ages, to other team members, and to other colleagues.

» To be capable of naturally taking control in difficult situations
and directing others to work successfully as a team to resolve the
situation.

e To be honest, open and fair.

» To take criticism where it is due, use it as a learning experience
and act on it positively for the future.

In summary, then, although many team leaders will be dentists, the
team as a whole needs to work as a well-oiled machine to provide the
best possible care for their patients at all times. Each team member is
one important cog in that machine, without which it cannot properly



function. A happy and well-functioning team is one that feels valued
by its employers, respected by its patients, and treated as
professionals while members carry out their day-to-day duties.



Principle 7 and continuing professional
development and quality assurance

The GDC Standards document states that patients expect:

 to receive good quality care
« that all dental team members:

(@)

are appropriately trained and qualified

(@)

keep their skills up to date

(@)

know their professional limits and refer patients as
appropriate

(@)

work within current laws and regulations.

Continuing professional development

At the point of qualification for any dental professional, the
memorised knowledge of their curriculum will be at a maximum,
while their practical experience of the job will be at a minimum.
Throughout their working career, each team member will then
automatically retain information about topics they cover on a daily
basis, while forgetting some of the more obscure facts that they were
taught as trainees. Similarly, practical skills used daily will become
routine and well performed, while those used infrequently will
diminish.

None of the curriculum content for each professional group is taught
unnecessarily (and cannot then just be forgotten), so the only way to
retain the more obscure facts and skills and therefore have an
acceptable level of competence is to undergo update training on a
regular basis, with the aim of retaining knowledge and improving
skills, as well as being made aware of new information since
qualification. To avoid team members having to constantly retake
examinations to achieve this, the GDC introduced a system of
continuing professional development for all registrants in 2008. In
January 2018 for dentists, and August 2018 for DCPs, the GDC
launched their ‘enhanced CPD’ scheme to replace the previous
scheme involving verifiable CPD with ‘core topics’ that had to be



updated by all registrants, and non-verifiable CPD undertakings. For
those registrants who were mid-cycle at these times, a transitional
arrangement allows them to record their CPD activities under both
schemes. For those registrants who fall into the transitional
arrangements period, a very useful transition tool is available on the
GDC website which provides an individual calculation to show a
registrant’s specific CPD requirements over the transition period
(access the tool at www.gdc-uk.org/professionals and follow the link
at ‘continuing professional development’).

Enhanced CPD

The aim of both the old CPD scheme and the new enhanced CPD
requirements is to ensure that all registrants have regular
opportunities to refresh or update their knowledge, especially in what
used to be referred to as the ‘core topics’ as these are all linked to
issues of patient and staff safety. While some were tempted to cram
the verifiable requirements into as few sessions as possible to ‘get it
over with’, they were at risk of missing the whole purpose of CPD — to
provide registrants with the opportunity to receive regular updates on
legislation, regulations, new dental techniques, and new
developments in dentistry. These updates do not occur once in a 5-
year cycle but are constantly ongoing; indeed updates and
developments happen so quickly in some years it is difficult to stay
abreast of them.

The GDC quite rightly expects all registrants to constantly maintain
and update their skills, knowledge and competence throughout their
working career in order to be regarded as a dental professional. This
is clearly reflected in the changes the GDC has made from the old
CPD scheme to the new enhanced CPD requirements, and revolves
entirely around the need for all dental registrants to provide ‘safe and
appropriate services’ to the public. The GDC has published an
excellent document called Enhanced CPD guidance, which is
available to download from its website, and it is highly recommended
that all registrants access it to ensure they comply with the new CPD
scheme.

The changes that have occurred after the introduction of enhanced
CPD are as follows:
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e Overall reduction in CPD hours for all registrants by the removal
of the need to declare non-verifiable CPD.

 Increase in verifiable CPD hours for most registrants, and the
requirement to spread the hours to be undertaken evenly across
the 5-year CPD cycle.

 Flexibility to undertake CPD activities that are specifically
suitable to each registrant’s professional needs and ‘field(s) of
practice’.

e Use of a PDP to successfully plan and achieve their CPD
requirements (see later).

e Need to align CPD activity with the GDC’s development
outcomes (see later).

e Need to include an element of written reflection on the CPD
activity, essentially stating how the activity has benefited the
registrant’s daily work (see later).

e Need to record all CPD hours undertaken, and their specific
development outcomes, and submit the information annually to
the GDC.

The changes in the hours of verifiable CPD to be undertaken for each
registrant group per 5-year cycle is shown in Table 3.3.



Table 3.3 CPD hours requirements by registrant group.

Registrant group CPD hours (old Enhanced CPD
scheme) hours

Dentists 75 verifiable, 175 non- 100 verifiable
verifiable

Dental therapists 50 verifiable, 100 non- 75 verifiable
verifiable

Dental hygienists 50 verifiable, 100 non- 75 verifiable
verifiable

Orthodontic 50 verifiable, 100 non- 75 verifiable

therapists verifiable

Clinical dental 50 verifiable, 100 non- 75 verifiable

technicians verifiable

Dental nurses 50 verifiable, 100 non- 50 verifiable
verifiable

Dental technicians 50 verifiable, 100 non- 50 verifiable
verifiable

There has been little change in the ‘core topics’ requirements for each
registrant group, although they are now referred to as ‘highly
recommended topics’ by the GDC. However, this does not mean these
topics are optional — they have been identified by the GDC as being
relevant to almost all registrant groups, and recommend that they are
undertaken on a regular basis in the interests of patient safety. The
recommended topics and minimum hours per 5-year cycle comprise
the following;:

e Medical emergencies (minimum of 10 hours per cycle, at least 2
hours every year).
e Disinfection and decontamination (minimum of 5 hours).

e Radiography and radiation protection (minimum of 5 hours):
dental technicians can swap this requirement with an
equivalence of ‘materials and equipment’ CPD.

 Oral cancer and its early detection.



Legal and ethical issues.

Complaints handling.

Safeguarding children and young people.

Safeguarding vulnerable adults.

The last five topics listed have no minimum hours specified, but
registrants are expected to keep up to date in them over the CPD
cycle. In reference to the hands-on aspect of cardiopulmonary
resuscitation of medical emergencies, using a manikin to simulate
chest compressions and rescue breathing should be undertaken by all
registrants each year, as part of a basic life support (BLS) course.

Enhanced verifiable CPD requirements

Under the old CPD scheme, there were sometimes concerns
expressed about the quality of the event or activity and its usefulness
and relevance to some participants, and as many events had fees
attached this caused some discontent. The GDC has therefore
stipulated the evidence that must be provided at any enhanced CPD
event for it to be considered as verifiable — the onus is on both the
CPD provider to ensure this, and the participant to obtain this
information as evidence of having completed the activity. In the vast
majority of circumstances, the information will be provided in full as
a certificate from the CPD provider, which is received by the
participant either as a hard copy on the day or electronically to
download after the event.

The information it must contain is as follows, with new requirements
in bold:

e The subject, learning content, aims and objectives.

 The GDC development outcome(s) linked to the CPD.

e The date of the event, and the number of hours of verifiable CPD
provided.

e The name and GDC number of the participating registrant.

e Confirmation that the CPD is subject to quality
assurance, and the name of the person/body providing



it.
e Confirmation from the CPD provider that the
information given is full and accurate.

For those interested in providing enhanced verifiable CPD events, the
GDC produces a very informative document entitled Enhanced CPD
guidance for providers, which is available to download from
www.gdc-uk.org.

Examples of enhanced verifiable CPD events include the following,
although each must provide the information listed above to meet the
GDC criteria:

» Attendance on postgraduate courses.

» Attendance at local meetings/lectures organised by postgraduate
tutors or deaneries.

e Hands-on clinical training sessions/workshops.
 Clinical audit activities.

» Distance learning programmes with learning outcomes.

e Computer-aided learning (CAL) programmes.

o Attendance at conferences with stated learning outcomes.

e Studying and taking formal examinations in dentally related
subjects.

» Taking post-registration qualifications.

o Attending training events in other than the CPD ‘recommended
topics’.

Although there is no longer a requirement to declare non-verifiable
CPD activities to the GDC, they are important and likely to be
undertaken still and on a regular basis, and should be used to help
identify topics where more formal up-to-date knowledge or skills are
required. A likely example is to read an article in one of the dental
journals out of personal interest only (so non-verifiable), but to
discover that some of the information contained in the article was
new to the reader personally — so a knowledge gap has been identified
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which could impact on their daily work in their field of practice.
Consequently, it can be included in their personal development plan
as a topic to be covered by an enhanced verifiable CPD event that
year. Alternatively, information about a new topic may stimulate
sufficient interest to warrant an expansion of their field of practice,
and again this can be entered in their personal development plan as a
future area of study.

Similarly, topics that are discussed in regular staff meetings (such as
updates in regulations or legislation, or the results of a risk
assessment analysis) may highlight a knowledge gap for one or more
individuals, and a suitable enhanced verifiable CPD event can be
sourced and attended.

Thus the overall aim of the enhanced CPD scheme is to help all
registrants to gain the maximum benefit from their CPD activities, by
allowing enough flexibility so that CPD can be personalised and by
linking every event undertaken to the Standards for the Dental Team
document as development outcomes, to ensure patient safety.

Completion of enhanced verifiable CPD should produce some of the
following for all registrants, including dental nurses:

» Increased job satisfaction: updated or new areas of knowledge
can be introduced into the workplace, making routine work more
interesting.

 Identification of problem areas: gaps in knowledge may become
obvious during events at work, and relevant CPD undertaken to
correct the situation.

e Improved communication with colleagues and patients: greater
depth of knowledge increases the topics that may be discussed
with colleagues and patients, within the scope of practice.

e Improved efficiency: knowing the correct methods of completing
duties and the reasons for carrying them out allows the
workplace to run smoothly.

» Improved career prospects: dental nurses with additional skills
and/or qualifications are much sought after as employees.

e Greater commitment to the workplace: supportive workplaces
that encourage learning and career development are enjoyable



workplaces.

In their guidance document, the GDC suggests the use of a ‘plan, do,
reflect, record’ model when registrants are considering their
enhanced CPD cycle, so that everyone tailors their cycle to their
professional needs and their field(s) of practice. This should result in
every CPD event undertaken being meaningful and directly applicable
to their professional circumstances, rather than just ‘something that
has to be done’ or a ‘tick-box’ exercise.

e Plan: use the personal development plan to identify personal
CPD needs in relation to the GDC development outcomes.

e Do: complete the identified CPD activities, adjusting accordingly
throughout the cycle.

e Reflect: evaluate the CPD activities and their worthiness in
relation to the benefits gained to knowledge and skills.

e Record: correctly log all CPD activities completed and the
development outcomes they link to as a summarised table, as
well as maintaining the personal development plan, and
collecting documentation for each event (such as a certificate)
from the CPD provider.

Personal development plans

A PDP is a personal tool which is used to self-evaluate and reflect on
the registrant’s personal training needs, the reason these needs have
been identified, and when and how they will be fulfilled. When used
correctly, it gives structure and formality to the process of lifelong
learning, and its usefulness has resulted in its inclusion in the RoE
document for completion during the course of training for dental
nurses. There are no set design rules for a PDP, although very useful
templates are available from the GDC, the BDA, and other
organisations. Information on the GDC website is particularly useful
in showing how to link the CPD requirements identified to their
development outcomes. Effectively, the PDP is used to look at the
following points on a personal basis:

e Professionally, where am I now, what is/are my field(s) of
practice?



» What qualifications, knowledge and special interests helped me
to achieve this position?

e What learning needs do I have now, if any? Recommended topics
for CPD requirements should be included here, as well as any
identified from personal reading, staff appraisal, staff meetings,
etc.

e Do I wish to acquire new knowledge or skills?
e What is preventing me? Carry out a SWOT analysis (see below).
e What can be done to overcome any obstacles identified?

 Collate all the information to develop a PDP with achievable
timescales, although these may require alteration as time
progresses (the PDP is for personal use and should be reviewed
regularly and modified as necessary).

e Link your maintenance and learning needs to the GDC’s
development outcomes, then plan how you will meet these needs
throughout the CPD cycle.

e Consider the CPD events on offer to determine the necessity and
relevance of them to your field(s) of practice and your personal
learning and development needs.

o Evaluate the PDP at least annually to determine whether the
development needs that were identified have been met, and to
what extent, by reflecting on the outcomes of all CPD activity
undertaken: has anything been learned and does this influence
your daily duties and activities?

e Summarise the progress made, and use it to determine your
desired future learning and development needs.

» Keep a written record of all CPD events for each year, as a CPD
activity log.

A strengths, weaknesses, opportunities and threats (SWOT) analysis
is an excellent method of determining whether the obstacles to future
learning and development are identified as being of a personal nature
or involve external pressures (Figure 3.6).



Strengths
These are personal to the individual, and may include previous achievements as well as points

such as reliability or ambition

Weaknesses
These are personal, and may include a personal lack of ambition, or home circumstances that
make studying difficult

Opportunities
These are beneficial external factors which will influence success, and may include a supportive

employer who encourages and funds further training

Threats
These are harmful external factors, or obstacles to future success, and may include
an unsupportive employer, or lack of training opportunities

Figure 3.6 SWOT analysis.

Once the relevant points have been identified and recorded, efforts
can be made to determine how to overcome the obstacles to future
development. In some instances, this may be as dramatic as
determining that an unsupportive employer is holding you back, and
that a change of workplace is required.

Staff appraisals

Private reflection carried out using PDPs can be distorted, however,
because by definition they record our own perception of ourselves. Of
far more value is the input of our professional colleagues, such as that
provided by a system of staff appraisal where the employer or a senior
colleague reviews the performance of the staff member in the
workplace, to achieve the following aims:

 Identify the strengths and weaknesses of the staff member.

 Identify any learning needs of the staff member.

 Identify the strengths and weaknesses of the running of the
workplace, to give valuable information for good workplace
development.

 Disclose any barriers to the efficient working of the dental team.

e Improve communication amongst the dental team.



» Encourage problem solving.
» Reduce any negative tensions between staff members.

e Improve practice morale.

Annual reviews in the form of staff appraisals are a requirement of
the CQC, and provide evidence of good practice in the workplace by
the employer. Several areas of appraisal can be carried out at one time
during an annual review, or just one area can be highlighted.
Common areas to consider are the following:

e Personal: hygiene, attitude, punctuality, adherence to dress
code.

« Administrative: policies and protocols, regulations, filing,
knowledge of paperwork, checklists, etc.

 Clinical: infection control, mixing techniques, nursing skills,
patient management.

 Teamwork: ability to function as a team member, acceptance of
authority, ability to take responsibility.

« Communication: interpersonal, telephone manner, patient
management.

 Development: self-evaluation, self-study, attendance at
courses, learning by experience.

Once the relevant areas to be appraised have been selected, discussed
and agreed upon, an appraisal sheet can be drawn up which gives the
dental nurse the opportunity to self-evaluate their performance in
these areas, before being compared with the recorded comments of
the workplace evaluation (Figure 3.7).



Areas of appraisal Self-appraisal Practice Notes
appraisal

Personal hygiene
Dress
Punctuality

NHS procedures
Rules/regulations
Medico-legal knowledge

Materials techniques
Infection control
Patient management
X-ray procedures
Equipment handling

Courses of study
Self-study

Experiential learning
Problem-based learning
Peer group learning

Teamwork experience
Innovation
Originality

Communication skills
Interpersonal skills
Administrative accuracy
Telephone manner
Complaints handling

Appraisal summary

Figure 3.7 A sample staff appraisal sheet.

Differences of opinion on performance can be explored and resolved,
and then an action plan can be developed to determine future goals
and aims. All details should be recorded on the appraisal sheet and
then copied so that both the dental nurse and the practice can refer
back to it in future, to assess the level of success of that appraisal.



It should also serve as a record of the dental nurse’s self-development
and progression within the practice, and expose any areas which
continue to cause problems in future appraisals. The areas can be
adjusted to suit individual workplaces as necessary. The frequency of
appraisal will also differ between workplaces as well as for different
staff members, although annual appraisals are a CQC requirement in
England. Younger, less experienced staff members are likely to
require more frequent appraisal while learning all the relevant
practice policies and protocols, and how to put them into practice.
More experienced staff will need to be supportive and non-
judgemental during this period.

When run correctly, appraisals can be an invaluable tool for the
development of the whole dental team, so that the end result is a
happy, well-managed and efficient team who strive to provide the best
possible treatment and care outcomes for the patient. An appraisal
should identify the strengths and weaknesses not only of the staff
members but also of the workplace environment itself, indicating
routes that can be taken for good workplace development. By relying
on feedback and constructive criticism, it should remove any inter-
staff communication barriers and improve problem-solving
techniques. Overall, appraisals should improve workforce morale by
providing an opportunity for discussion without recrimination by all.

Implementation of personal development plan

When a staff appraisal has determined that an improvement in
performance is necessary, or that a learning need has been identified,
this should be recorded in the PDP as a maintenance and learning
need within your field(s) of practice, and considered as follows:

e What actions are needed to improve performance?

e How can identified learning needs be met?

e Which particular work activity or learning need is the most
important to be tackled first? What is the priority?

e How do they relate to the GDC development outcomes?

e Set out the development plan as achievable events, using SMART
(specific, measurable, attainable, realistic, time-based) objectives



(see later).

» What development opportunities are available and how can they
be accessed?

By following this ordered process, the registrant is more likely to be
successful in their efforts to improve their own performance. The help
and support available from their employer are likely to vary between
workplaces, ranging from obstructive, through indifference, to fairly
or fully supportive. As shown previously, a SWOT analysis may have
already determined that the registrant’s biggest threat to success in
self-improvement and career prospects is their own employer or
employing organisation.

Actions needed

These will need to be identified before progressing through the
implementation of the development plan, and input from others may
be crucial at this point if the self-improvement attempts are to be
successful. As stated previously, self-analysis can often provide a
skewed or biased opinion of oneself, and constructive criticism from
colleagues is of far greater importance in determining our abilities
and shortfalls.

The actions needed to be undertaken will depend on the work activity
or performance area that the registrant wishes to improve upon, with
particular reference to dental nurses as follows:

e More experience: the dental nurse has received the necessary
theory and underpinning knowledge to perform a task, but has
had little opportunity to put it into practice yet (such as
aspirating effectively for a certain procedure). This is most likely
to be achieved in the workplace.

e More knowledge: the dental nurse has received some basic
information about the topic but requires more depth of
knowledge to perform the task adequately (such as knowing what
affects the consistency of a dental material during its mixing, so
that every mix is satisfactory). This is most likely to be a CPD
activity.



e More training: the dental nurse has a gap in knowledge and/or
skills which will require further training to fulfil their needs (such
as taking a post-registration qualification, or updating current
knowledge with new information). This is most likely to be a CPD
activity.

e More support: the dental nurse has the knowledge and skills
required but needs support to recognise their abilities and
achieve success. This can be achieved in the workplace or as a
CPD activity.

Prioritising and linking to field(s) of practice

The dental nurse may desire to improve their performance for
personal reasons, because they are particularly interested in a certain
area of dental nursing or they simply have a thirst for knowledge.
Alternatively, they may require improvement in their performance
to enhance their career prospects, or they may need to update their
knowledge to meet their registration requirements with the GDC.
Required improvements must take precedence over desirable ones —
there is little point in gaining a desired post-registration qualification
if the ‘recommended’ CPD subjects have not been updated as required
by the GDC, as the dental nurse will then be unable to work safely

anyway.

Similarly, if the area requiring a performance improvement is
fundamental to the job role of the dental nurse, such as the ability to
aspirate effectively during a chairside procedure, then this skill
requires enhancement as a matter of urgency otherwise the dental
nurse will be unable to carry out their full range of work activities;
this may even compromise their employment. The dental nurse must
also link any CPD activity to their field(s) of practice, in line with the
enhanced verifiable CPD requirements. For example, when working
in a general dental practice where orthodontic treatment is not
carried out, there is little point in undertaking orthodontic-related
CPD activities, as they do not link to the dental nurse’s current field of
practice and there is no professional need to undertake it.

Input from other colleagues will be invaluable at this stage to help the
prioritisation process. Indeed, a staff appraisal may have highlighted
an issue in the first instance and then the subsequent action plan may



well have indicated the way forward. It will also have identified any
necessary help and support that the workplace can provide, such as
providing funding or study leave, and accessing training courses or
local CPD events.

The dental nurse can also use available resources to access this
information for themselves, such as from:

« flyers to the workplace advertising relevant events
 adverts in dental journals

 information on the postgraduate deanery website
 information from the local commissioning body

o flyers from the local training establishment advertising new
courses and updates

 information on NEBDN or City & Guilds websites.

SMART objectives

Using the available resources, the dental nurse can then develop their
SMART objectives to assist in the formulation of the development
plan. SMART is an acronym used in business and education which
helps the user to focus their efforts when considering their career
development pathway and how to achieve their desired/required
goals — it makes their personal development plan achievable. It is
similar to but not the same as setting goals for oneself; setting
objectives is more specific and should outline how the goal
achievement will be measured, and how it links to the GDC
development outcomes. So, a goal statement could be the broad
phrase ‘improve my dental nursing skills’, while the objectives to
support this goal will detail the specific actions to be taken to achieve
it (such as by attending a specific training event), determine the set
timeline in which it is to be achieved (such as over two attendances),
and indicate how the successful outcome will be measured (such as by
gaining a certificate of competence in the specific area of training and
which indicates the relevant GDC development outcomes covered).

When used correctly SMART objectives should help to identify the
specific targets that the dental nurse is to aim towards, and therefore



also identify the training and development opportunities that are
available to achieve their aims.

It is used as follows:

 Specific: the objectives stated must be clear and well defined,
related to their field(s) of practice, and in a manner that is
understood by the dental nurse’s colleagues and employer.

e Measurable: there must be a method available to measure the
outcome of the activity, so that it is known when the objectives
have been achieved; for example, by the passing of an assessment
test or the gaining of a proficiency certificate which states the
relevant GDC development outcomes that have been covered.

 Attainable: there must be a realistic pathway to achieving the
objectives, so the end goal must be within reach of the dental
nurse.

e Realistic: achieving the objectives must be possible with the use
of any available resources, within the knowledge levels of the
dental nurse, and achievable within the time available.

e Time based: there must be a realistic time frame within which
the objectives should be achieved; this must be neither too short
nor too long, and must be agreed with the employer if it is likely
to affect the work performance of the dental nurse

The SMART objectives can then be included in the PDP and the
appraisal document, and discussed with the employer, mentor, or a
senior colleague for their input before the performance plan is
implemented. They will then also provide a documented record of the
outcomes to be achieved, which is accessible to both the dental nurse
and to the person responsible for evaluating their performance and
achievements.

Development opportunities

Depending on the area of performance to be improved upon and the
actions needed, the dental nurse must determine what resources are
available that can be accessed and utilised as development
opportunities. These may range from a simple mentoring or coaching
agreement with a work colleague or other professional, through



attendance at a CPD event, to a formal educational programme of
study.

A mentor is usually a more experienced work colleague who is able to
instruct, advise and support a junior staff member as they develop
their professional skills within the workplace. A coach is one term
given to a fellow professional who is able to instruct or train the
dental nurse in a specific topic, and may be someone outside the
workplace. They may also be referred to as a tutor.

The majority of suitable development opportunities for the dental
nurse are likely to be provided as CPD events, or as formal
educational programmes and training courses.

Linking CPD activities to the GDC development outcomes

The development outcomes referred to have been developed from the
GDC document Standards for the Dental Team (see Figure 3.1), as a
condensation (or summarisation) of the nine ethical principles that
all registrants should adhere to in their daily working practice. By
requiring each enhanced CPD activity to be linked to these outcomes
(and therefore the standards), registrants should be able to follow
these ethical principles more easily and embed them into their
working life and field(s) of practice. The new enhanced CPD
requirements enable CPD providers to indicate the anticipated
learning (development) outcome(s) that their event provides for its
participants, and ideally all four outcomes (A, B, C, or D) should be
covered in each 5-year CPD cycle (although this is not compulsory).
However, each planned and completed CPD activity must have at
least one of the development outcomes linked to it.

Table 3.4 shows the four development outcomes in the left-hand
column, and examples of CPD content which are relevant to each in
the right-hand column (the list is not exhaustive). Some CPD
activities may link to several development outcomes.



Table 3.4 Information on development outcomes.

Development outcome

A Communication

Effective communication with patients, the dental
team and others across dentistry, including when
obtaining consent, dealing with complaints, and
raising concerns where patients are at risk

B Management and Leadership

Effective management of self and others, effective
dental teamworking in the interests of patients,
providing constructive leadership where
appropriate

C Clinical

Example of
linked CPD
content

Communication
skills

Referral
protocols
Consent
Complaints
handling
Raising concerns
(whistle-
blowing)
Safeguarding
children and
young people
Safeguarding
vulnerable
adults

Professionalism
Practice
management
Business
management
Teamworking
Leadership skills



Development outcome

Maintenance and development of knowledge and
skills within own field(s) of practice

D Professionalism

Maintenance of skills, behaviours and attitudes
which maintain patient confidence in dental
professional registrants and put patients’ interests
first

HRA, Medicines and Healthcare products Regulatory Agency.

Reflection after enhanced CPD

Example of
linked CPD
content

Clinical and
technical areas
of study
Radiography
Infection control
and
decontamination
Medical
emergencies,
CPR, BLS
Technology and
treatment
advancements
Upskilling
opportunities,
including
extended duties
Quality
assurance for
MHRA

Clinical audit

Ethical and legal
issues and
developments
Professionalism
Equality and
diversity
training

Duty of care and
duty of candour



Learning can occur on a regular basis within the workplace by the
dental nurse reflecting on their work performance — by constantly
analysing, constructively criticising and evaluating themselves. The
aim is to recognise their own shortcomings and act upon them to
improve their overall work performance. This is referred to as
reflective practice, and by carrying out these actions regularly the
dental nurse becomes a reflective practitioner (see later). The GDC
has enshrined this concept in Principle 7 of their Standards
document and requires that all registrants embrace it throughout
their career, as it promotes the principle of lifelong learning. In
addition, they have introduced a compulsory element of reflection
into the enhanced CPD requirements, so that all registrants evaluate
how their CPD activities have impacted on their professional life and
development. The ultimate aim of reflecting on CPD activities is to
determine if they benefited the registrant in their daily work and
actions, so that they are continually enabled to provide safe and
appropriate care to patients.

The GDC has not been prescriptive about how reflection is carried
out; some may reflect on a CPD event immediately after it, others
periodically throughout the year or at the end of the year, and either
alone or with others. Whichever process is followed, there is a
requirement to carry out reflection and make a record that it has
taken place in the CPD activity log. This not only proves to the GDC
that enhanced CPD is being undergone correctly and is of benefit to
the registrant, it also provides recorded information to the registrant
of their professional maintenance and development for future
reference. When reviewed collectively at a later date, it may become
apparent that unexpected outcomes occurred with one or more CPD
events, and their PDP may require updating or adjusting accordingly.

One of the most useful methods of carrying out reflection after a CPD
event is to include a column for reflective comment within the activity
log — the GDC template does this, and a column can easily be added
to whichever template or design of activity log is in use by the
registrant. The GDC template is available to download at www.gdc-
uk.org.

Examples of questions that should prompt reflection after an
enhanced CPD activity could include any or all the following:
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 Did the activity confirm the previous level of knowledge you had
about the topic, or did you learn new information?

e Is the knowledge/information relevant to your daily work and
your field(s) of practice?

e Did the activity link to the anticipated GDC development
outcomes?

e Did you identify any changes required to your daily work actions,
especially in relation to issues of patient safety?

e Has the activity highlighted gaps in your knowledge or
techniques that will require further CPD to address?

» What was the overall benefit to you of undertaking the CPD
activity?

e Does your PDP require updating to accommodate your
reflections?

The ‘reflective log’ thus produced can be revisited throughout the year
and be used to guide the future development of the PDP, and the
registrant. It can be used in discussion with colleagues (at staff
meetings, appraisals, or peer review sessions) to determine if further
formal study and training may be required, if any of the activities
would be of use to other work colleagues, or even if there are
opportunities for an expansion of the registrant’s field(s) of practice.

Reflective practice

The requirement to carry out enhanced verifiable CPD activities,
including reflection and accurate recording of all CPD events in an
activity log, is not necessary until the student dental nurse qualifies
and becomes a GDC registrant. However, as a student they should
always embrace the need to become a reflective practitioner, as this
will lay the foundations to always strive to achieve lifelong learning
and maintenance of their skills. Once they become a registrant,
undertaking enhanced CPD and its requirements should then be
second-nature. Indeed, as a student following the NEBDN Diploma
training course, they will be required to maintain a PDP and undergo
witnessed feedback and reflection as part of the requirements to
complete the RoE document, before taking the final examinations. So,



self-reflection and undertaking reflective practice as a student dental
nurse are of great importance in the process of developing a future
dental professional.

However, when reflecting on your own performance it is human
nature to be subjective and tend towards being either overly critical or
overly lenient, as your ideas are based on the perception you have of
yourself. More constructive analysis is that carried out by others,
especially more experienced colleagues who have gone through the
learning and reflection process themselves previously. This is the
basis for an appraisal system within the workplace, where a senior
colleague acts as a mentor for a more junior colleague, and gives
verbal and written feedback on their performance (see previously).
During the dental nurse training course, senior colleagues who are
GDC registrants must be involved in the student’s PDP completion
and their individual witnessed feedback and reflection process.

The two main types of reflection that occur are:

e reflection in action — occurs as a situation happens

e reflection on action — occurs after the event, also referred to
as ‘hindsight’.

Reflection enables the dental nurse to think about how learning
occurs, especially from experience, so that their work performance
becomes more effective. It should produce a thinking professional
who can react effectively and appropriately to changing circumstances
to produce a successful outcome for the patient and the dental team.

It is the duty of the employer to ensure that changes in legislation are
followed and referred to in updated policies, but it is the duty of the
dental nurse to ensure that the updates are known of, understood and
adhered to.

An example of reflection on action in the dental nursing context is
given here. Compare the competence of a student dental nurse
carrying out a certain procedure for the first time with their
competence when performing the same procedure for the fourth or
fifth time. Obviously, they will feel more comfortable as experience is
gained, because subconsciously their own techniques are bettered
after each event. In other words, ‘practice makes perfect’.



So for instance, when aspirating for an oral surgery procedure, the
first time the following may occur:

e Unsure of all the instrument identifications, as some may be
being handled for the first time.

 Aspiration is not fully effective, as there is uncertainty about
when to intervene without blocking the dentist’s vision.

e Hesitant when handling some instruments, because they are
unfamiliar.

e Concentrating so much on the procedure that the patient is
forgotten.

Whereas when performing the procedure for the fourth or fifth time
the following may occur:

e Instruments are now known because they are more familiar.

» Aspiration is more effective, perhaps by learning from the first
patient choking and the dentist being unable to see clearly.

e Confident when handling instruments because they are more
familiar.

» Able to monitor and reassure the patient at the same time as
performing the other duties.

Reflection on action occurs by being able to think back over the
procedure at a later date. This allows realisation and identification of
any problems encountered, with the natural continuation of thought
being to recognise how to improve next time.

Most of us carry out this second type of reflection on a regular basis,
for example when driving home from work and going over the day’s
events in our minds, or by discussing our day with a family member,
friend or colleague. However, we often forget the full impact of our
thoughts unless we write them down at the time and review them at a
later date.

Therefore, it would be prudent for the dental nurse to keep written
notes of events for inclusion in their PDP. This helps to organise and
clarify thoughts, so that the reason why problems occurred can be



discovered and action plans can be developed to prevent their
recurrence.

A suggested layout of the notes could be as follows:

» Describe the event.

e Record your emotions and thoughts.

« Evaluate the event, giving both good and bad points.

e Critically analyse the event — why did it happen?

» Reach a conclusion — what could have been done differently?

e Develop an action plan — what will be done differently next
time?

After going through this process, it is relatively easy to determine
whether a gap in knowledge has been identified. This information can
then be used to determine what supervision and support are required
to fill that gap, and whether they need to be given on a formal basis
during the training course, or on an informal basis in the workplace
as additional experience opportunities.

Once the PDP (with input from written notes) has been running for a
while, its effectiveness at improving the performance of the dental
nurse must be evaluated to determine if it is successful or not, and if
not then what else can be instigated to improve matters where
necessary.

The evaluation process should not be carried out by the student
dental nurse alone, as it will be more effective if others are involved
too, such as a mentor, tutor, line manager, practice manager or
employer. They will all be able to give an impersonal evaluation and
opinion on the performance of the dental nurse, as well as probably
being in a better position to action any changes required.

To evaluate the effectiveness of the development plan, the following
points must be considered:
e Reflect on the performance of the dental nurse since
implementation of the plan.

» Demonstrate an improvement in their performance.



e Regularly review the impact of the plan on their work.

e Implement identified development opportunities.

The reflection process is as described previously for reflection on
action events, with consideration given to the performance of the
dental nurse during certain work activities when looked back on at a
later date. Was an improvement in performance seen, and can that be
demonstrated as having occurred?

So for example can the dental nurse:

e assist during various procedures now without having to be

supervised

e carry out new skills correctly and unaided

» perform new duties that have been taught in the workplace.
These examples identify ways in which the knowledge-based and skill-
based requirements of the professional dental nurse have been
addressed and improved upon where necessary, but their attitudes

and behaviour also form key elements of these professional
requirements.

To implement performance improvements in their ethical knowledge,
the dental nurse must demonstrate that they follow the principles of
‘best practice’ at all times, irrespective of their own personal values
and beliefs. They must therefore strive towards achieving the
following;:

e promote equality, diversity, and anti-discriminatory practice at
all times

 respect the patient’s rights at all times

e promote, develop, and maintain effective working relationships
with other team members.

And once qualified:

» never stray outside the legal limits of their own qualifications

 take an active part in CPD



 ensure that all changes to effective dental nursing are known and
acted upon, so that the concept of ‘best practice’ is always
attained.

During the reflective process, the dental nurse will also consider
whether the previously identified priority issues have been addressed.
If not, then their actioning must become a matter of urgency, using a
new set of SMART objectives to ensure that the issues are definitely
addressed in this second round of reflective practice and performance
review. The dental nurse will need to consider the reasons why the
priority issues were not achieved the first time, and help or support
may be required from the employer if they are to be successful in the
future. In particular, previously identified development opportunities
(as discussed previously) may now require implementation.

Recording enhanced CPD activities and annual statement
All registrants must produce and hold the following documents as
their complete CPD record, within each 5-year cycle:
e Activity log showing:

o name and registration number

o date and number of hours of each CPD activity

o title and description of CPD activity

o linked GDC development outcomes

o written reflection in some form.

» Evidence of each CPD activity, such as a certificate, and the
details tallying with those recorded in the activity log.

e Personal development plan.

The GDC carries out random checks on registrants to ensure that they
are completing the enhanced CPD scheme requirements correctly,
and all these documents will need to be submitted, if requested, at
any point in the CPD cycle.

Each year, every registrant must also submit an annual statement,
again to let the GDC know that they are complying with the enhanced



CPD requirements — this is best submitted by logging on to the GDC’s
registrant website, eGDC at www.egdc-uk.org.

The annual CPD statement will request confirmation of all the
following;:

e Declaration of the number of CPD hours completed, even if the
number is zero (see below).

e Declaration that an activity log has been kept.
e Declaration that a PDP is in place.

e Declaration that the completed CPD is relevant to current or
intended field(s) of practice.

e Declaration that the statement is full and accurate.

To ensure that all registrants gain maximum benefit from their
enhanced CPD activities, the GDC requires that they undergo a
minimum of 10 hours CPD for every two consecutive years,
irrespective of their registrant group. So although one year may be
declared as ‘0’ hours, the next or previous year must be declared as
‘10’ hours. Any combination of 10 hours is also permitted in
consecutive years, so ‘5’ and ‘5’, ‘1’ and ‘9’, “7’ and ‘3’, and so on.
However, it is hoped that the majority of registrants would exceed the
minimum 10-hour requirement in consecutive years anyway, but the
declared hours must always tally with those stated on the CPD
evidence document (certificate, etc.). Any failure by a registrant to
comply with the new enhanced CPD requirements may put their
registration with the GDC at risk.

While Principle 7 of the GDC Standards document may seem
relatively short compared to the other principles, and is partially
covered by the good teamworking requirements as discussed in
Principle 6, the role of enhanced verifiable CPD, reflection and
lifelong learning are huge with regard to the development and
maintenance of a true dental professional.

Clinical governance and quality assurance

Clinical governance is the term used to refer to the NHS framework
for quality assurance that must be aspired to and followed by all those
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working in the delivery of NHS health and dental care. It defines the
level of service quality that all NHS organisations (hospitals, clinics
and practices) are expected to meet or be working towards, and those
relevant specifically to dental services were set out in 2006. Although
originally set out by the NHS and subject to compliance checks by
PCOs, it was good practice for private dental workplaces to follow the
framework too. Now, national quality standard bodies (CQC, HIW,
HIS, and RQIA) expect private service providers to follow the
framework.

The aim of the framework is not only to improve the quality of
healthcare provided by standardising it, but also to make providers
accountable for ensuring consistency of care, thereby making the
service they provide reliable for patients. In essence, every dental
workplace will achieve this by ensuring the following:

e The whole team understands the service the workplace is
supposed to deliver.

e The whole team understands their individual role in delivering
that service.

e There are monitoring systems in place to determine if that
service is being delivered.

» There are processes in place for continuous improvement in the
service delivery.

As clinical governance has been around in dentistry for over 10 years
now, it would be difficult to imagine that all workplaces do not
already comply with its required standards, although many may not
refer to it under this title. The 12 themes that are covered by the
framework and examples of the key actions and policies necessary for
compliance are listed in Table 3.5 and all student dental nurses
should find equivalent examples of compliance in their own dental
workplace.




Table 3.5 Clinical governance themes and compliance.

Theme

Infection control
Child and vulnerable adult

protection

Dental radiography

Health and safety

Evidence-based practice

Prevention and public health

Examples of key actions and
policies

Infection control policy

Staff immunisation records
Inoculation injury policy

HTM 01-05 (or equivalent) policies

Child and vulnerable adult
protection policy

Enhanced DBS (or equivalent)
checks

Staff employment records
Staff training records

Ionising radiation policy
Compliance with IRR and IR(ME)R
Radiation protection file

Local rules

Quality assurance audits of
radiographs

Health and safety compliance
requirements

Risk assessments

Fire safety

COSHH

Legionella and water management
RIDDOR compliance

First aid and medical emergency
training

NICE guidelines on recall intervals
Referral protocols to local hospitals

Oral cancer awareness
Smoking cessation
Fluoride application
Dietary advice



Theme Examples of key actions and
policies

Confidentiality Patient confidentiality
Data security and protection policies
Access to health records

Staff training and involvement CPD and lifelong learning
Personal development plans
Staff appraisals and meetings
Staff training and development
Raising concerns

Communications and consent GDC requirements
Patient consent and mental capacity
Raising concerns

Record keeping
Patient information and Complaints policy
involvement Handling complaints

Patient information leaflets
Patient surveys

Accessibility Disability access and compliance
Access to emergency care

Quality assurance and self- Audits

assessment Record keeping

COSSH, Control of Substances Hazardous to Health; IRR, Ionising Radiations
Regulations; IR(ME)R, Ionising Radiations (Medical Exposure) Regulations;
RIDDOR, Reporting of Injuries, Diseases and Dangerous Occurrences Regulations

1995.

The 12 themes in the left-hand column indicate the clinical areas
where the NHS and the relevant national quality standards body
expect every dental workplace to have evidence of how it ensures that
the service provided is to a consistent standard for all patients. For
example, with infection control there should be a written policy of
how the workplace ensures that cross-infection does not occur, by
stating the methods used for decontamination and sterilisation, that
single-use disposables are used wherever possible, that staff and
patients are provided with suitable PPE, and so on. All these points
should then tie in with the relevant sections of Health Technical



Memorandum o01-05 (HTM 01-05 or equivalent; see Chapter 8) and
be shown to do so, and then additional evidence such as staff
immunisation records are also held by the workplace as further
evidence of compliance. An inoculation injury policy will demonstrate
that all staff members are aware and trained to deal with this
eventuality in an approved manner, by having a written policy readily
accessible to all. Some workplaces may also have other evidence of
compliance besides those given as examples in the right-hand
column.

Many of the examples of actions and policies listed above are
discussed in more detail elsewhere in this chapter and in later
chapters, and the role of the CQC as a national quality standard body
is discussed at the end of this chapter. The role of the other national
bodies (HIW, HIS, and RQIA) follow a similar line.

To ensure compliance then, all team members in the dental
workplace should be involved in carrying out the following actions:

 Establish the current work processes: how various tasks and
work practices are carried out now.

« Identify any potential problems with the current processes:
safety issues, incomplete procedures, not in line with current
regulations, etc.

e Define what changes need to be made: refer to relevant
regulations or discuss at staff meetings.

e Determine who will be responsible for implementing the
changes.

e Formalise and document the updated processes as policies and
protocols, and introduce them as standard operating procedures
in the workplace (see below).

o Ensure all staff are aware of these by holding regular staff
meetings to discuss findings and developments.

e Act on any staff training needs that may be identified during the
meetings or in staff appraisals.

e Have a system in place to regularly review and update the
standard operating procedures, and ensure all staff are updated



too.

Consequently, the procedures followed by all staff when carrying out
the normal work activities in the workplace are consistent to all and
are not to be varied by individuals in any way — they become the
standard operating procedures of that workplace. They begin as
various policy documents which describe the courses of action
adopted by that workplace, and may vary from practice, to clinic to
hospital department. Once in writing as the required course of action
to be followed, it should be signed by all employees to show their
agreement with its terms (so they comply with it) and it becomes a
protocol — a code of conduct within that particular workplace. All the
protocols together form the standard operating procedures of that
workplace.

Clinical audit and peer review

These are both methods used to assess the quality and effectiveness of
certain areas of the service delivered to patients in the workplace, and
are a valuable part of clinical governance requirements under the
quality assurance and self-assessment theme. Clinical audits are
carried out by individuals (including dental nurses) while peer
reviews are carried out as a group process, usually of dentists from
local practices in an area.

Clinical audit

This is a contractural requirement for NHS practices by their PCO,
and private practices must also comply as part of their monitoring by
the relevant national quality standards body (CQC, HIW, HIS, or
RQIA). An audit allows the individual to achieve the following:

» Examine certain aspects of their clinical practice to determine if
their techniques are effective. CQC suggest the following but this
list is not exhaustive:

o Patient waiting times
o Radiographs
o Record keeping.

e To make improvements where necessary.



» Then re-examine the same aspects at a later date to ensure that
the quality of that particular technique is being maintained or
further improved.

Each clinical audit project should be structured as listed below, and
an example of a retrospective clinical audit project of bitewing
radiographs is discussed in Chapter 12.

 Brief description of the aims and objectives of the audit.

e Decide whether the audit is to be retrospective (looking back at
data from techniques already carried out) or prospective
(collecting data at the time the technique is carried out).

e Define the feature to be audited.

 State the standard to be set (which standard is the audit being
compared against).

e Summarise the methodology (state sample size, recording
methods, method of data analysis).

e Present the audit findings (usually in a table or as a spreadsheet).
e Make any changes required if the set standard has not been met.

» Repeat the audit at a later date to determine if standards are
being maintained or if further improvement has occurred.

Peer review

This can be organised as an alternative quality assurance project to
clinical audit, and involves several dentists from local practices
sharing their experiences of certain clinical areas that they are all
involved in, with the aim of identifying areas where changes can be
implemented to improve the quality of the service delivered to their
patients.

As several people are involved in peer review it takes far more
organising than clinical audit, and to be successful each group needs
to decide on a leader or convenor of that group in order to provide the
following:



» Organise the group and provide the encouragement to take part
in the project.

e Organise the structure and the plan for each meeting.
o When, where, and which topic for each meeting
o Set a timetable
o Set an agenda and meeting notes for each meeting.
e Keep a record of the topics/techniques that have been reviewed.

o A new topic/technique can be discussed at each peer review
meeting.

o Delegate each topic to a different member so they lead that
particular meeting.

o Keep notes of all discussions and decisions made at each
meeting.

» Use the notes to produce a report at the end of the project, with a
copy for each member as proof of involvement and compliance
with the quality assurance process.

» Act as a point of contact for other members throughout the
project.

The project report produced should include the trial implementations
of the various changes made to the clinical areas examined, and note
any improved practice performance. This information can then be
shown as the evidence base for various practice procedures — why a
procedure has been changed and is now carried out in a certain way,
for example.

Some PCOs may provide funding for clinical audits and peer reviews,
but they may then stipulate the topics to be analysed rather than
leaving it to the practice(s) to decide. However, they should then
produce certificates of participation which can be used as evidence for
verifiable CPD. Otherwise, all clinical audit and peer review activity
should count as general CPD.

Whichever the case, although these activities are a regulatory and/or
contractural requirement, they are useful in stimulating individual
learning and hopefully a desire to critically self-examine and analyse



various aspects of clinical practice, with the aim of improving the
quality of care delivered to patients. Further information and advice
on clinical audit and peer review is available from the BDA at
www.bda.org. Further information on standards in dentistry can be
found in the FGDP publication by the Royal College of Surgeons of
England Standards in Dentistry (Figure 3.8).
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Figure 3.8 Faculty of General Dental Practice Standards in
Dentistry publication.
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Principle 8 and raising concerns and
safeguarding

The GDC Standards document states that patients expect:

 the dental team to act promptly to protect their safety if there are
concerns about:

o the health, performance or behaviour of a dental professional
— this is called ‘raising concerns’

o the dental workplace — this is called ‘reporting untoward
incidents’

 a dental professional will raise any concerns about the welfare of
vulnerable patients — this is called ‘safeguarding’.

Raising concerns

Throughout any team member’s working life, a certain standard of
behaviour and competence is expected at all times from all dental
professionals, by both the public and the regulators of the profession.
Sometimes, it may become apparent to a team member that the
actions of another are putting patients or other team members at risk;
for example, if correct infection control measures are not being
carried out or if the team member has an alcohol addiction. In these
situations, all GDC registrants have a duty to ‘raise concerns’ over the
matter, in accordance with Principle 8 of the GDC Standards
document.

A dental professional’s duty to raise a concern overrides any personal
and professional loyalty to the colleague causing the concern, even if
it is an employer. The concern the team member has should be acted
upon as soon as possible, whether or not there is an immediate risk to
patients. Raising a concern is not the same as making a complaint
about the individual. A complaint may require the complainant to
prove their case whereas raising a concern does not require proof of
malpractice; the concern is being raised so that others can deal with
it, as necessary.

Raising concerns does not always result from issues of
underperformance, but may instead involve the health or behaviour



of another team member or even yourself. Underperformance is
usually defined as performance that puts patients at risk, fails to meet
accepted and required standards, and/or is outside or conflicts with
the professional’s duty to put patients interests first and act to protect
them. This therefore includes any issues where a dental professional
works outside the limits of their qualification or competence.

Sources of help and advice

There may be instances when it is not clear whether or not to raise
concerns, for fear of causing problems for a colleague unnecessarily
or being considered a troublemaker by others. This may be especially
so for junior team members such as trainee dental nurses. At these
times, various possible sources of help should be sought.

» Another colleague, especially a senior one.

« Employer or manager.

 Professional association.

» Dental defence organisation.

» Health and Safety Executive (HSE), if the matter is specifically
about the work environment (see later section on reporting of
untoward incidents).

» Healthcare Commission, if it is not appropriate to raise the
concern with the employer/manager, or they have not acted
when the issue was raised:

o CQC (England)
o Healthcare Inspectorate Wales

o Regulation and Quality Improvement Authority (Northern
Ireland)

o Healthcare Improvement Scotland.

e GDC: under certain circumstances (see later) where the person
causing the concern is a registered dental professional.

e Public Concern at Work.



Public Concern at Work is an independent authority that deals with
whistle-blowing issues that are in the public interest, promoting
compliance with the law and good practice in organisations across all
sectors, not just healthcare. The authority focuses on the
responsibility of workers to raise concerns about malpractice and on
the accountability of those in charge to investigate and remedy such
issues. It offers free advice to people concerned about danger or
malpractice in the workplace but who are unsure of whether or how to
raise the concern. Further details are available at www.pcaw.co.uk.

Otherwise, there are two stages for raising concerns, locally and then
centrally. If a dental professional is concerned by the behaviour,
health or professional performance of a colleague that does not pose
an immediate risk to public safety, then they should try to deal with
the issue locally by talking to their colleague directly and trying to
persuade them to seek appropriate help. If this advice is ignored, they
should then raise the matter with the appropriate local authority:

e their mutual employer
« the designated person within the local PCO, if self-employed

 the employing authority, if in a salaried position.

If the case appears to be serious or a local referral has been made and
no action has been taken, the GDC should be contacted. Dentists and
dental employers have a responsibility to ensure that people they
employ or manage are encouraged to raise concerns and are protected
if they do so. They also have an obligation not to include a gagging
clause in staff contracts, and dental staff should never sign a contract
or agreement containing one — this would specifically prevent them
from raising concerns, or would restrict their input into an
investigation once a concern had been raised. This is a direct breach
of Principle 8 of the GDC Standards for the Dental Team, and
contrary to the more recent expectations of professionalism
enshrined in the duty of candour.

Wherever possible, then, a concern should be raised in the workplace
first, or with the appropriate health commissioning body. In some
circumstances, it is appropriate to raise a concern about a registrant
directly with the GDC, and their guidance suggests the following:


http://www.pcaw.co.uk/

» When taking local action would not be practical, such as when
the employer or manager is the source of the concern.

e When action at a local level has failed to resolve the issue, such as
when the issue has been ignored or not investigated.

e When the problem is of a serious nature:
o issues of indecency
o issues of violent behaviour, including domestic violence
o issues of dishonesty or fraud
o issues of illegal practice
o when a serious crime may, or has been, committed.

e When there is a genuine fear of victimisation or a cover-up may
occur.

 When a registrant may not be fit to practise due to health,
performance or conduct issues.

As discussed previously, student dental nurses are unregistered
dental personnel and therefore not under the regulation of the GDC.
However, their expected standards of conduct, performance and
ethics are stated within the GDC publication Student Professionalism
and Fitness to Practice (see Figure 3.2) and their training course
provider is under GDC requirement to have a procedure in place for
reporting patient safety incidents involving students. While some of
the nine ethical principles of practice within the GDC Standards
document will not be relevant to students during their training
period, they are still expected to follow those that do while training
and Principle 8 is one of them. The GDC website (www.gdc-uk.org)
contains a support area called ‘Focus on Standards’ which helps
registrants and students apply the standards to their daily work
situation. There is also a dedicated ‘Student Professionalism’ resource
area which contains more information on what is expected of
students during their training period and how to maintain their
professionalism and avoid raising concerns about their health,
performance and conduct.

Understandably, some may WOITy about the issue of protection for
people who raise concerns, as in the past whistle-blowers (the lay
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expression used to refer to people who raise concerns) were often
sacked from their employment after being identified as the source of
leaks of disturbing information. To encourage people to continue to
raise concerns without fear of retribution from their employers, the
Public Interest Disclosure Act 1998 (PIDA) was passed which gives
protection to employees who raise concerns about potentially
dangerous or illegal practices in the workplace. The PIDA offers
protection to all employed dental professionals (NHS or private) as
well as to self-employed dental professionals working under NHS
contracts. The Act applies more widely to employees in any
workplace, not just to the healthcare sector.

To ensure that disgruntled employees do not use protection under the
Act as a means of causing problems for their employers by making
spurious or groundless accusations, protection under the PIDA only
applies under the following circumstances:

e When the whistle-blower is acting in good faith (not being
malicious).

e When they honestly and reasonably believe that the information
and any allegation in it are substantially true.

e When they are not raising concerns for the purpose of personal
gain (such as gaining promotion by ensuring someone else is
sacked).

e When they have initially been unsuccessful in raising concerns
with the employer first, unless they have reason to believe that:

o they would be victimised
o the employer would ensure there was a cover-up

o the matter is very serious.

Thus the concerns raised with any regulatory body, such as the GDC
in the case of dental professionals, will be protected under the PIDA if
they are about:

e crime (e.g. fraud, theft, assault)

 the breaking of a legal obligation (e.g. duty of care to patients)



e miscarriage of justice (e.g. an innocent colleague being
prosecuted)

» danger to health and safety or the environment (e.g. any breaches
of legislations covered in Chapters 4, 8 and 12)

 a cover-up by the employer, involving any of the above issues.

When a member of the dental team does raise a concern with the
GDC they do not have to prove their concerns before action is taken,
but the concerns raised must be made in good faith.

As citizens, we are all encouraged to report potential fraud and crime
to various bodies, such as the police, the Department for Work and
Pensions, the DVLA, and Trading Standards, and to avoid retribution
from fraudsters and criminals we are encouraged to do so
anonymously. However, when raising a concern under the PIDA,
anonymity is discouraged as it makes the issue more difficult to
investigate, as well as making it very difficult to offer protection to an
anonymous whistle-blower. The whistle-blower can always ask for
their name not to be revealed without their permission.

Workplace responsibilities

Dental employers, managers and team leaders are expected to
encourage and support a culture in the workplace where staff can
raise concerns openly and without fear of reprisal, hence the GDC’s
insistence that gagging clauses must not be included in contracts and
agreements. This open culture should run throughout the whole
workplace and be embedded in relevant policies and procedures so
that it is obvious to all that this is the behaviour expected of all
personnel. It should be introduced at a new employee’s induction and
run through all staff training from there on, involving all current staff
too.

The workplace must have written procedures in place to enable staff
to raise concerns, whether about colleagues or issues within the
workplace environment. These should be set out as an
underperformance and whistle-blowing policy, under which the
employer or manager must:



e be aware of and adhere to all current laws relevant to issues
about raising concerns (including PIDA)

» support staff who raise concerns, rather than ignore or criticise
them

» ensure that valid concerns are acted upon, so that shortfalls in
standards and performance are dealt with

 have support systems in place for staff who may be having health
or behaviour problems, or issues with their professional
performance.

Once a concern has been raised it must be taken seriously and
investigated promptly. Confidentiality must be maintained when
appropriate, and the staff member who raised the concern should be
kept informed of the progress of the investigation. An unbiased
assessment of the concern should be made by the employer, manager
or team leader (whoever is investigating the matter) so that suitable
action can be taken to resolve the issue where necessary, or reasons
why no action is taken should be recorded. Follow-up should then
occur to monitor any actions taken and ensure that they were
appropriate and the problem is solved.

Reporting untoward incidents

Untoward incidents are those which occur unexpectedly and with
unfavourable outcomes, and in this context they usually involve a
patient coming to harm as a result of the incident. Near misses, or
untoward incidents that were narrowly avoided, are also included
under the heading. Any incident which has had an impact on patient
safety, or had the potential to do so, is an opportunity for the
profession to learn from mistakes so that similar incidents can be
avoided in future. To do this though, they have to be reported to a
central body, collated and analysed to identify common risks and
systems failures. This information can then be used to alert all other
healthcare sectors of the issues raised so that further incidents can be
avoided.

Dental practices can report incidents either to their PCO, or directly
(and confidentially) to the National Reporting and Learning System



(NRLS) in England and Wales. Examples of untoward incidents and
near misses that should be reported include the following:

» Exposure to hazardous substances in the dental workplace, such
as nitrous oxide from a faulty gas cylinder.

e Medication errors, such as prescribing penicillin-derived
antibiotics to a patient with an allergy to them.

e Missing instruments, such as the loss of an endodontic file into
either the digestive or respiratory tract.

« Wrong site surgery, such as the extraction of the wrong tooth.

 Patient identification error, such as providing treatment to the
wrong patient

» Disease transmission, such as by the use of contaminated
instruments on a second patient, due to poor infection control
methods.

The NRLS receives information about untoward incidents across the
whole NHS, but is not concerned with investigating individual
incident reports or with taking action against individual healthcare
workers (including the dental team). It is concerned with analysing
the incidents to understand how they occurred, so that underlying
problems can be identified and practical guidance on their future
avoidance rolled out to the healthcare sector, for the benefit of
patients. It relies on healthcare staff to report incidents to them, and a
culture of honesty and openness is more likely to encourage this than
one of blame and persecution when an individual makes a mistake
and then reports it.

When an incident occurs which results in a patient receiving serious
injury, or requires medical treatment to avoid serious injury or death,
the relevant national quality standards body must be notified
immediately. These are as follows:

e England: CQC.
e Wales: Health Inspectorate Wales (HIW).
e Scotland: Healthcare Improvement Scotland (HIS).



e Northern Ireland: Regulation Quality Improvement Authority
(RQIA).

In England, the CQC must be notified if any of the following occur:

e Injuries likely to last for more than 28 days or lead to permanent
damage.

 Injuries or events causing pain likely to last for more than 28
days.

 Injuries or events leading to psychological harm.

e Any injury requiring medical treatment to prevent death or
permanent injury.

 Suspicion, concern or allegation that a patient is, or has been,
abused.

 Suspicion, concern or allegation that a patient is, or has been,
abusing another person (see later section on safeguarding).

* Any incident that has been reported to, or investigated by, the
police and that affects the provision of care for patients, such as
assault, malicious damage, theft from a patient while in the
dental workplace.

In addition, certain work-related injuries, diseases or events
(including work-related death) must be reported to the HSE by the
employer, within 15 days of the incident. This is a statutory
requirement under the Reporting of Injuries, Diseases, and
Dangerous Occurrences Regulations (RIDDOR), which is discussed
further in Chapter 4.

Patient safety policy

With the best will in the world, mistakes and safety incidents can
happen. Chance and human error may play a part in an incident and
can never be fully eliminated, but the majority of safety incidents
occur because of systematic and recurrent failings which have not
been identified and acted upon previously. The value of managing
risks in the dental workplace by carrying out risk assessments cannot
be over-emphasised, as they should result in the work environment



being as safe as possible if carried out correctly. All staff should be
involved in risk assessing their particular area of the workplace, as
they may have different views than those who work in another area
and may identify potential risks that others fail to consider. Once all
the risks have been identified, systems must be developed to manage
them and reduce their potential to cause harm to both staff and
patients. Risk assessment is discussed in detail in Chapter 4.

Patient safety should be a topic discussed regularly at staff meetings,
and especially after an incident has occurred, so that everyone is
constantly thinking of ways to improve the work environment and
avoid future incidents. By having a patient safety policy in place, all
staff will understand its relevance.

e Who is the appointed staff member with responsibility for
investigating a patient safety incident.

« What constitutes a patient safety incident.
» What actions to take if one occurs.
e How incidents should be recorded, investigated and acted upon.

» What support may be needed for the patient, their family, and
any staff member involved.

e What lessons can be learned from the incident.

The final point is the most important, as it should lead to
improvements in the workplace which make it a safer environment
for everyone. The incident needs to be analysed to determine the
chain of events that led up to it — this is called a root cause analysis. It
is less concerned with blaming individuals and more about how the
events occurred and why something went wrong. Changes can then be
made to procedures to prevent a similar event happening again. This
information should then be provided as feedback to all staff, and if
necessary to an update to the patient safety policy.

Safeguarding

This term is used to describe the actions required to protect children
(including young people) and vulnerable adults from abuse or neglect
by another person. It is concerned with protecting the welfare of the



child or vulnerable adult, as well as with ensuring their safety. It is
also one of the seven ‘core’ topics of CPD for all dental professionals,
although its mandatory coverage during a 5-year cycle may be
delivered either as verifiable or general CPD.

Those who require safeguarding are deemed to do so because they
may lack the mental capacity to make decisions for themselves,
especially in their own best interest. They are protected from harm
and others are able to make decisions and allow interventions on their
behalf under the Mental Capacity Act 2005, which expects that adults
have the ability to make informed choices, while children and
vulnerable adults may not. To have mental capacity, a person must be
able to:

e understand the implications of their situation, so that they know
where they are, why they are there and what will happen to them
while they are there

« take action themselves to prevent abuse, so they know who to ask
for help and how to get it

 participate fully in decision-making about matters relevant to
themselves, so they realise what is in their own best interests.

The age and lack of life experience of children and young people
makes them vulnerable to abuse and neglect, while adults may be
deemed vulnerable due to a variety of reasons:

» permanent mental health issues, such as congenital medical
disorders or severe brain injury

» temporary mental health issues, such as being drunk or under
the influence of mind-altering drugs

» acquired medical conditions, such as age-related memory loss,
stroke (CVA), dementia, or degenerative brain diseases.

Vulnerable adults then are those less able, or unable, to protect
themselves and may have difficulty in making their wishes or feelings
known to others.

Very few dental professionals will not come into contact with child
patients on an almost daily basis, and this puts them in an almost



unique position of being able to observe this group of patients and
help prevent their abuse, or to suspect it and report their suspicions
accordingly. On a lesser scale, many dental professionals will come
into contact with vulnerable adults too, either in a hospital or special
needs environment, and this group is at risk from the same types of
abuse as children.

The CQC regulations require all dental workplaces in England to have
systems in place for safeguarding children and vulnerable adults
while on the premises, and to have knowledge of how to access local
arrangements for child protection services. Further details of the
requirements are available at www.cqc.org.uk.

No member of the dental team would be expected to make a diagnosis
of abuse, but all would be expected to recognise potential causes for
concern, document them, discuss their concerns with an appropriate
senior colleague, and report them appropriately, when necessary. A
very useful quick reference guide produced by NICE is also available
to download from www.nice.org.uk, and this gives further details on
possible child maltreatment indicators and actions to take (Figure

3.9).
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Alert stage: you suspect an adult/child at risk may be being abused

—

If the person is in immediate danger or in need of medical or urgent attention CALL 999

-—

Discuss with work colleague unless they may be implicated in the abuse

A—

Contact the Local Safeguarding Adults/Children Team (24 hour service) as detailed on your
Safeguarding Policy situated in your staff area. They will provide advice/referral forms
(should they be required)

Keep full and complete records of actions and concerns.

Be available to participate in case conference meetings should this be required

Figure 3.9 Safeguarding flowchart.

Types of abuse

Any type of abuse occurs when there is a violation of a person’s
human and civil rights by another person (or persons), and this may
be as a single act or occur repeatedly. Where a child or vulnerable
adult is dependent on another person for their care and well-being,
that person has power and control over the child or vulnerable adult



and there is then the opportunity for abuse or neglect to occur unless
adequate safeguards are in place.

There are four broad categories of abuse, and the possible indicators
or areas of concern that should alert the dental team are discussed for
each:

e Neglect.
e Physical abuse.
e Emotional abuse.

e Sexual abuse.

Financial abuse and the abuse of trust may also occur, but are less
likely to be observed in the dental workplace. Financial abuse may
involve theft, fraud, exploitation of inheritance or property concerns,
while abuse of trust occurs when a person is in a position of power or
influence over another, and uses it to the detriment of the health or
well-being of the vulnerable person.

Neglect is the persistent failure to meet the child or vulnerable
adult’s basic physical and/or psychological needs: adequate food,
clothing, shelter, supervision, medical and dental treatment,
emotional support, and so on. Lack of any of these needs over a
period of time is likely to result in the serious impairment of the
victim’s health, development or well-being.

Signs to look out for include the following;:
 Failure to comply with dental professional advice that is in the
best interest of the child or vulnerable adult, such as failing to

carry out adequate oral hygiene actions or failing to arrange for
tooth restoration.

e Malnourishment: lack of adequate, healthy nutrition.

 Inappropriate clothing, such as having insufficient warm layers
of clothing in the winter.

 Persistently dirty, uncared-for appearance, such as having grubby
skin, dirty hair, head lice, dirty or damaged clothing.



e Untreated illness, including severe dental caries involving several
teeth.

« Difficult behaviour, such as attention seeking, distraction or
withdrawn.

Physical abuse involves anything that causes physical harm to the
victim — hitting, shaking, scalding, burning, biting — but also the
fabrication of symptoms or deliberately causing illness in the victim,
such as forcing dangerous levels of salt intake on the victim to
produce coma.

Some children really are just accident prone but accidental injuries
tend to occur on one side of the body and affect bony prominences
such as the nose, chin, elbow or foot. Some vulnerable adults may also
be prone to frequent injury by having a physical disability, or by
having no concept of danger due to mental incapacity. Elderly people
are generally more likely to suffer from falls, especially as they
become frail with age or ill health. Accidental injury must always be
considered first.

Signs to look out for include the following;:

e Orofacial trauma, which occurs in at least half of children
diagnosed with physical abuse, so injuries to the cheeks, intraoral
soft tissues, the ears.

« Bilateral injuries, so having two black eyes, rather than just one.

 Bite marks, which may be more obvious to dental professionals
than others.

» Soft tissue injuries to the neck: scratches, bruises, cuts and bite
marks.

 Flinching away from sudden movements or noises, so exhibiting
signs of being fearful.

Emotional abuse involves the persistent emotional maltreatment
of the victim, causing severe and adverse effects on their emotional

development, for example bullying, made to feel worthless, useless,

unloved or unwanted. It may also involve humiliation in front of



others (such as the dental team), intimidation, harassment or verbal
abuse.

Signs to look out for include the following;:

 Inability to cope with normal life events (e.g. unable to make
decisions or being antisocial).

e Becoming agitated and distressed when left alone (e.g. especially
by a parent or other known adult).

e Self-harm (e.g. cutting themselves, bulimia).
e Drug or alcohol abuse.

e Educational problems.

Sexual abuse involves the victim being forced or enticed to take part
in sexual activities of a physical nature. With children it may also
include non-contact activities such as being forced or enticed to watch
sexual acts or take part in producing pornographic material.

Signs to look out for include the following;:

e Physical trauma to the lips and oral cavity that is not easily
explained, such as soft or hard tissue trauma from having objects
forced intraorally (especially palatal bruising, trauma or
fractured teeth).

» Evidence of lesions that may indicate a sexually transmitted
disease (e.g. ulceration and vesicle formation of gonorrhoea or
syphilis).

 Inappropriate sexual knowledge or behaviour, beyond that
expected for the age of the victim, such as the use of sexual words
or innuendos, or flirtatious behaviour.

e Pregnancy in a child or vulnerable adult who is known to be
institutionalised and therefore unlikely to be in a relationship.

Vulnerable adults also include those who need community care
services because they have a mental or other disability, or are old
and/or infirm or suffering from an illness that prevents them from
adequately taking care of themselves. They include those who are



unable to protect themselves against significant harm or exploitation,
including by financial methods, such as unwitting elderly victims
being conned out of their life savings by fraudsters (an example of
financial abuse).

Practical steps

In all cases the dental professional must be prepared to make a
judgement decision on whether to pass on their concerns and involve
others or not. However, if a tragedy occurs that could have been
prevented by a team member’s intervention, difficult questions will be
asked by their dental defence organisation, by the GDC and possibly
by the police. The patient is always the most important person in any
potential case of abuse, and as with all other situations, the dental
professional has a duty of care to that patient and must put their
interests first at all times.

The process to be followed may vary on a local level, but should follow
a cascade of seriousness as indicated below.
e Document the concerns as soon as they are noticed, including
any injuries present.

e Enable another team member to witness any injuries too, but
without alarming the patient or their parent or guardian.

 Discuss the matter with a senior professional colleague in the
practice (there should be a nominated safeguarding lead, for
example).

e The senior colleague may decide to contact any of the following
local colleagues for advice, especially if considering reporting the
matter:

o dental defence organisation
o hospital consultant

dental advisor

(0]

(o]

consultant in dental public health
child protection lead at the LAT

local social services department.

o

o



» Where abuse of a child is likely, the Local Safeguarding Children
Board (LSCB) will be contacted, as well as the police.

» Where abuse of a vulnerable adult is likely, the Local
Safeguarding Adult Board (LSAB) will be contacted instead, as
well as the police.

e Where there is serious physical injury present, the victim should
be referred to the local hospital accident and emergency
department, and both social services and the police should be
notified, especially if the parent or guardian refuses to consent to
medical care.

e In England, if the police are notified then the CQC must also be
contacted.

Criminal records checks

It is now a requirement for all dental team members who have any
contact with children or vulnerable adults to undergo an enhanced
criminal records check, if they wish to work in the dental care
professions. This is a requirement of both the CQC and NHS LATs
when recruits apply to work in a dental workplace, and has been
carried out retrospectively on those who already work in the dental
sector. Other independent ‘umbrella’ organisations may also be
authorised by the DBS (previously the Criminal Records Bureau) to
carry out the same checks on those working, or applying to work, in
private dental workplaces in England and Wales. Therefore, it is not
possible for any dental professional to work without being sufficiently
checked and scrutinised first.

The checks are carried out by the DBS in England and Wales, and
enhanced checks will disclose convictions, police cautions and
information on previous police investigations where a conviction or
caution was not issued. The checks carried out by the DBS are
particularly thorough in that they consider every adult patient to be
vulnerable whilst undergoing dental treatment, and therefore no one
is exempt from their scrutiny — dental professionals who have no
access to child or vulnerable adult patients are still subject to the
same enhanced checks as their colleagues in other workplaces.

In Scotland, similar criminal records checks are carried out by
Disclosure Scotland under the Protecting Vulnerable Groups Scheme,



and in Northern Ireland they are carried out by Access Northern
Ireland.

The existence of a criminal conviction or caution does not itself
prevent anyone from working in the dental professions, and each case
must be judged on its merits. An example that would not be
considered very relevant is having a conviction for having no car
insurance — whilst not ideal for a professional to have this against
them, it has no bearing on their suitability to work safely in the dental
workplace. Further information is available at the following sources:

e England and Wales: www.dbs.homeoffice.gov.uk

e Scotland: www.disclosurescotland.co.uk

e Northern Ireland: www.accessni.gov.uk



http://www.dbs.homeoffice.gov.uk/
http://www.disclosurescotland.co.uk/
http://www.accessni.gov.uk/

Principle 9 and professionalism
The GDC Standards document states that patients expect:

 all members of the dental team to maintain appropriate personal
and professional behaviour

e to have trust and confidence in all dental professionals, and the
dental profession as a whole.

It is an honour for any member of the dental team to be considered as
a ‘professional’ by the public, but it is not something that comes
automatically and naturally once a dental qualification has been
achieved. It is also an expectation by society that all dental
professionals are duty-bound by the following:

» Dental qualification achieved (of all team members) is used to
provide a service to society.

o Adhere to the concept of ‘duty of care’ towards patients and abide
by the principles it enshrines, to the benefit of those patients.

» Governed by codes of ethics, as well as by appropriate legislation
and regulations.

e Show commitment to competence, integrity, morality and
altruism at all times, so to always ‘do the right thing’ in an
unselfish and correct way for the benefit of others.

All these points together describe professionalism.
The GDC sets the following four standards in relation to Principle 9:

e Ensure your conduct, at work and privately, justifies patients’
trust in you and the dental profession.

o Treat everyone fairly, with dignity and lawfully.

o Use proper channels to raise concerns about a colleague, and
never make disparaging remarks about them in front of
patients.

o Do not use public media inappropriately in relation to
colleagues or patients (social networking sites, blogs, other



social media).

o Maintain appropriate boundaries in relationships with
patients.

» Protect patients and colleagues from risks posed by your health,
conduct or performance: seek occupational health or other
appropriate advice as soon as an issue arises.

e Inform the GDC if you are subject to criminal proceedings or a
regulatory finding is made against you, anywhere in the world.

o This include fitness to practise procedures of another
healthcare regulator in any country.

o This includes being placed on a barred list by the DBS or
Disclosure Scotland.

e Co-operate fully with any relevant formal or informal inquiry,
and give full and truthful information during any inquiry by the
following organisations:

o GDC fitness to practise inquiries.
o PCOs.
o Other healthcare regulators or regulatory body.

o Coroner or procurator fiscal (in Scotland) when investigating
a death.

o HSE.

o Legal representative of a patient or colleague.

All these points are relevant to both qualified dental professionals and
to student dental team members.

Care Quality Commission

The CQC is the independent regulator of health and adult social care
services in England, and since the empowerment of the Health and
Social Care Act 2008 it has been the organisation responsible for
ensuring adequate standards in premises such as hospitals, nursing
homes for the elderly, and care homes for those with a wide range of
special needs.



From 1 April 2011, its powers of regulation were extended to include
all providers of primary dental care services in England that carry on
‘regulated activities’ (in this case dentistry and oral healthcare), and
all providers, whether NHS or private, have had to become registered
with them since then.

Following the Francis Inquiry into the Mid-Staffordshire NHS
Foundation Trust (see previously) the Health and Social Care Act was
updated in 2014, and enacted in 2015. This included the
establishment of the duty of candour. From this point on, CQC
inspections have revolved around ensuring that patient care does not
fall below the new fundamental standards which evolved from the
Francis Inquiry, and focus mainly on the quality and safety of services
provided. These fundamental standards apply to all dental
workplaces in England only, although other national quality
standards bodies are expected to develop similar standards and
perform a similar role in future in Wales (HIW), Scotland (HIS) and
Northern Ireland (RQIA).

During an inspection several staff members, including student dental
nurses, may be interviewed to determine if the workplace as a whole
is aware of how they comply with the fundamental standards. The
interview is not a memory test of various regulations and legislation,
but those questioned should know where to find the necessary written
information about the workplace policies and procedures, thus
showing knowledge of how they must perform to achieve their
compliance.

While carrying out the inspection, the CQC will assess the quality of
the dental services provided against the fundamental standards and
decide whether the workplace positively answers the five key
questions of service provision in these premises (see later).

e Isitsafe?

Is it effective?

Is it caring?

Is it responsive?
Is it well-led?



The fundamental standards

These are intended as common-sense statements that describe the
basic requirements that the dental workplace (and all other care
providers) should always meet, and set out the outcomes that patients
should always expect to receive. They link in, and can be cross-
referenced with, the nine core ethical principles of practice published
by the GDC in Standards for the Dental Team discussed in full
previously, including patient expectations for each principle. CQC
registration requires that there are various samples of written
evidence available in each workplace to show compliance with each
standard, and meeting the fundamental standards should also ensure
compliance with the GDC’s standards of conduct, performance and
ethics as a dental professional.

The fundamental standards are as follows:

e Person-centred care.
o Involve patients in decisions about their treatment and care.
o Ensure patients understand what is proposed.

o Consider implications of Mental Capacity Act 2005 where
relevant.

o Provide up-to-date treatment safely.

o GDC principles: 1 (put patients’ interests first), 2
(communication skills), 3 (consent), 7 (quality assurance).

 Dignity and respect.
o Treat all patients with dignity and respect.
o Ensure their privacy.

o GDC principles: 1 (put patients’ interests first), 4
(confidentiality).

* Need for consent.
o Obtain informed consent before providing any treatment.

o Do not provide unsafe treatment even if consent is given.



o Consider implications of Mental Capacity Act 2005 where
relevant.

o GDC principles: 1 (put patients’ interests first), 3 (consent), 7
(quality assurance).

e Safe care and treatment.

o Reduce health and safety risks to patients while providing
treatment.

o Prevent any cross-infection issues.

o Treatment provided by suitably qualified and competent
clinician.

o GDC principles: 1 (put patients’ interests first), 6 (teamwork),
7 (clinical governance), 8 (raising concerns, untoward
incidents).

e Safeguarding patients from abuse and improper treatment.
o Systems in place to prevent abuse of patients.

o System in place to investigate appropriately if abuse
suspected.

o GDC principles: 1 (put patients’ interests first), 5 (complaints
handling), 8 (safeguarding).

e Premises and equipment.

o Premises and equipment must be clean, well maintained and
fit for purpose.

o Equipment must be stored and used correctly.

o Registered provider is legally responsible for ensuring these
standards.

o GDC principles: 1 (put patients’ interests first), 6
(management and leadership), 8 (untoward incidents).

e Receiving and acting on complaints.
o Effective complaints handling system in place.
o Complaints must be investigated.

o Changes made if failures are discovered.



o

GDC principles: 1 (put patients’ interests first), 2
(communication skills), 5 (complaints handling), 8 (raising
concerns), 9 (professionalism).

» Good governance.

(@)

(@)
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Quality assurance systems in place.

Seek and act on relevant feedback from patients about
services provided.

Ensure all records (clinical, staff, managerial) are complete.

GDC principles: 1 (put patients’ interests first), 3 (consent), 4
(information governance), 5 (complaints handling), 6
(management and leadership), 7 (clinical governance), 9
(professionalism).

 Staffing.

o

o

o

o

Have enough staff to function as a dental workplace
effectively.

Staff must be suitably qualified and competent to carry out
their individual role within the team.

Staff must receive support and appropriate training and
development opportunities to carry out their duties within the
team.

GDC principles: 1 (put patients’ interests first), 6 (teamwork,
management and leadership), 7 (CPD), 8 (raising concerns), 9
(professionalism).

 Fit and proper persons employed.

o

o}

Robust and vigorous recruitment process.

Staff have good character, necessary qualifications and
competency to carry out their duties within the team.

On-going monitoring of staff suitability for their role.

Appropriate arrangements in place for those who are no
longer suitable.

GDC principles: 1 (put patients’ interests first), 6 (teamwork,
management and leadership), 7 (CPD, reflective practice,



appraisals), 8 (raising concerns), 9 (professionalism).
e Duty of candour.
o Treat patients with honesty and integrity.
o Be honest and open when untoward incidents occur.

o Have an effective policy and process in place to investigate
when concerns are raised or untoward incidents occur.

o Follow the necessary legislation where necessary.

o GDC principles: 1 (put patients’ interests first), 2
(communication skills), 4 (record keeping), 5 (complaints
handling), 6 (teamwork), 8 (raising concerns, reporting
untoward incidents), 9 (professionalism).

It is interesting to note that the GDC’s Principle 1 — put patients’
interests first — is relevant to all the fundamental standards expected
by the CQC of all health and social care providers, including dental
workplaces. Compliance with these standards will, therefore,
hopefully prevent a similar occurrence as that uncovered at Mid-
Staffordshire NHS Foundation Trust.

The five key questions

Under the CQC’s new inspection process, a small sample of dental
workplaces are randomly inspected, as well as those where concerns
about their service to patients have been raised previously. An
assessment is carried out of the quality of the dental services provided
to determine whether they show compliance with the five key
questions of patient care.

Whether due for inspection or not, all dental workplaces must
consider the five key questions, their implications to their own work
environment, and how they comply with, and can show their
compliance with, each one. Each of the five key questions and the
relevant fundamental standards to consider by the dental workplace
are summarised here, as many have been discussed previously in this
chapter or discussed in detail in further chapters.

Is it safe?



e Safe care and treatment:
o Manage risks effectively (see Chapter 4).
o Control and prevent infection (see Chapter 8).
» Safeguarding patients from abuse and improper treatment:

o Systems in place to raise and investigate concerns (see
previously).

o Knowledge of how to report concerns to relevant authorities
(see previously).

e Premises and equipment:
o Premises fit for purpose (see Chapter 4).

o Equipment correctly maintained and serviced (see Chapter
4).

o Single-use items disposed of after one use (see Chapter 8).

o Systems in place to report and investigate untoward incidents
(see previously and Chapter 4).

o Medicines managed correctly (see Chapter 6).
 Staffing;:

o Adequate numbers of staff for workplace to function safely
(see previously).

o Suitably trained and relevantly qualified staff (see Chapters 1
and 2).

o Enhanced DBS checks carried out (see previously).

o CPD and further training opportunities available (see
previously).

e Duty of candour:

o Systems in place to raise and investigate concerns (see
previously).

o Systems in place to investigate untoward incidents and ‘near
misses’ (see previously).

o Keep patients informed at all times (see previously).



Is it effective?

e Person-centred care:
o Gain informed consent (see previously).

o Consider Mental Capacity Act 2005 where relevant (see
previously).

o Patients treated with dignity and respect (see previously).
e Staffing:

o Suitably trained and relevantly qualified staff providing care
(see Chapters 1 and 2).

e Duty of candour:

o Open and honest culture throughout the workplace at all
times (see previously).

o Patients treated with honesty and integrity (see previously).
Is it caring?

» Dignity and respect:
o Patient information held in confidence (see previously).
 Patients involved in their care and treatment decisions:
o Gain informed consent (see previously).
o Consider Mental Capacity Act 2005 where relevant (see
previously).
Is it responsive?

e Person-centred care:
o Gain informed consent (see previously).

o Consider Mental Capacity Act 2005 where relevant (see
previously).

o Suitably trained and relevantly qualified staff providing care
(see Chapters 1 and 2).



o Have suitable referral systems in place where required (see
previously).

e Receive and act on complaints:
o Complaints handling system in place (see previously).
o Learn from valid complaints (see previously).

e Duty of candour:

o Systems in place to raise and investigate concerns (see
previously).

o Systems in place to investigate untoward incidents and ‘near
misses’ (see previously and Chapter 4).
Is it well-led?

» Good governance:

o Quality assurance systems in place (see previously and
Chapters 4, 8 and 12).

o Acquire and act on patient feedback (see previously).

o Adequate record-keeping systems in place (see previously and
Chapter 12).

e Receive and act on complaints:
o Complaints handling system in place (see previously).
o Learn from valid complaints (see previously).
 Staffing:

o Suitably trained and relevantly qualified staff (see Chapters 1
and 2).

o CPD and further training opportunities available (see
previously).

e Duty of candour:

o Systems in place to raise and investigate concerns (see
previously).



o Systems in place to investigate untoward incidents and ‘near
misses’ (see previously).

o Open and honest culture throughout the workplace at all
times (see previously).

The content of this chapter, though expansive and complicated in
parts, provides the underpinning information and knowledge
required for all members of the dental team to be considered
professionals by their patients and by society. Consequently, it may be
seen as the most important chapter of this whole text.

Further resources are available for this book, including

interactive multiple choice questions and extended matching
questions. Visit the companion website at:

www.levisonstextbookfordentalnurses.com


http://www.levisonstextbookfordentalnurses.com/




4
Health and Safety in the Dental
Workplace



Key learning points
A factual knowledge of

 health and safety requirements relevant to both employers
and employees

A working knowledge of

« the legislative and regulatory requirements of the dental
workplace and its staff
» risk assessment in the dental workplace
e occupational hazards and their avoidance in the dental
workplace
A factual awareness of

e the actions to take in various first-aid scenarios

» general safety and security issues in the dental workplace



Health and Safety at Work Act (1974)

All dental workplaces, their staff and patients are covered by the
provisions of the Health and Safety at Work Act (1974), as is any other
workplace. In addition, other legislation is relevant to the dental
workplace due to the potentially harmful nature of the equipment and
chemicals used, as well as the occupational hazards associated with
delivering dental treatment or working in the dental environment.

The Health and Safety legislation seeks to protect staff and patients
while on the premises by making the staff aware of any potential
hazards at work, and encouraging them to find the best ways of
making their premises safer for all concerned. In legal terms, the
employer has a statutory duty to ensure that, as far as is reasonably
practicable, the health, safety and welfare at work of all employees
and all visitors (including patients) are considered at all times. To do
this, all the potential hazards first need to be identified, and then the
likelihood of them actually causing harm to anyone must be
determined. The chance that a particular workplace hazard could
cause harm to someone is known as its risk, and the correct
procedure to be followed by the employer (and their staff) to identify
those hazards that could cause harm is called a risk assessment.

Compliance with the Health and Safety at Work Act is overseen and
regulated by the Health and Safety Executive. This is a government
body that provides guidance to employers on the correct enforcement
of the Act, and investigates when any serious incidents occur in any
workplace where someone suffers serious harm or is killed. Every
dental workplace is required to be registered with the HSE.

Compliance with the additional legislation specific to the dental
workplace is also required by the GDC, under its Standards for the
Dental Team documentation (see Chapter 3). In addition, the UK’s
healthcare regulators outline standards of quality and safety within
the healthcare workplace which patients have a right to expect while
receiving care, including dental treatment (see Chapter 3). The
healthcare regulators throughout the UK are listed below.

e England: Care Quality Commission

e Wales: Health Inspectorate Wales



Scotland: Healthcare Improvement Scotland

Northern Ireland: Regulation Quality Improvement Authority.

To comply with the basic requirements of the Health and Safety at
Work Act, every employer in the dental workplace has a duty of care
to abide by the following requirements:

Provide a working environment for employees that is safe,
without risks to health, and adequate with regard to facilities and
arrangements for their welfare at work.

Maintain the place of work, including the means of access and
exit, in a safe condition.

Provide and maintain safe equipment, appliances and systems of
work.

Ensure all staff are trained in the safe handling and storage of
any dangerous or potentially harmful items or substances.

Provide such instruction, training and supervision as is necessary
to ensure health and safety.

Review the health and safety performance of all staff annually,
and be aware of and investigate any failures or concerns
highlighted, when they occur.

Display the official Health and Safety Law poster for all staff to
refer to (Figure 4.1). This is also available in leaflet format and a
copy given to each employee.
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Figure 4.1 Health and Safety poster.
© Crown Copyright 2009. Published by the Health and Safety Executive (HSE).

To comply with these statutory obligations, dentists must keep their
staff informed of all the safety measures adopted. Practices with five
or more employees must produce a comprehensive health and safety
policy and provide all staff with a copy. The policy will classify the
practice health and safety procedures and name the persons
responsible. It should also list the telephone numbers of all dental,
administration and equipment maintenance contractors, the local
HSE contact, and emergency services.



Role of the dental nurse

All staff in the dental workplace, including dental nurses, have a legal
obligation to co-operate with their employers in carrying out the
practice requirements in respect of these safety measures. They are
designed to protect not only the staff and patients, but anybody else
using or visiting the premises, such as self-employed workers,
delivery persons or maintenance contractors. In a large dental
workplace, a dental nurse may be appointed as safety representative
under the Act for the purpose of improving liaison within the practice
about health and safety matters.

However, many dental nurses begin their careers as young trainees in
the dental environment, probably with little prior knowledge of health
and safety issues and therefore quite vulnerable to injury or harm, so
the following two sets of regulations are specifically important in
protecting their welfare:

e Health and Safety (Young Persons) Regulations 1997

e Management of Health and Safety at Work Regulations 1999.
These two sets of regulations require a risk assessment of the dental
environment to be carried out, with particular regard to the
protection of younger staff members, by taking into account the
following points:

e The risks to young people before they start work.

e The psychological or physical immaturity and inexperience of
young people.

» Their lack of awareness of existing or potential risks to their
health and safety.

» The fitting and layout of the practice and surgery, with regard to
the safety of young people.

e The nature, degree and duration of any exposure to biological,
chemical or physical agents within the work environment.

e The form, range, use and handling of dental equipment.

» The way in which processes and activities are organised.



e Any health and safety training given, or intended to be given.

A summary of the risk assessment details, covering the various types
of work activity that a student dental nurse is likely to undertake, to
ensure their safety in the dental workplace is shown in Table 4.1. The
risk assessment should take into account the likely activities that the
student dental nurse will undertake while on the premises, and these
are listed in the left-hand column. To train effectively, they must
always be involved in chairside assisting activities, so the potential
areas of risk to the student during chairside working should then be
considered (these are listed in the centre column). The right-hand
column then needs to identify the methods required to ensure that
the student is not exposed to these risks in the first place, and for each
area it can be seen that suitable induction training is always required.
This involves explaining why a certain activity is a risk to them, the
provision of suitable training in the activity so that the risk is
minimised as far as possible, and initial supervision when the activity
is carried out for the first few times. Before dental nurses became
registrants with the GDC, and therefore before training and
qualification were necessary, this supervision used to be referred to as
‘shadowing’. This involved the student following and observing an
experienced colleague correctly carrying out the various tasks to be
learned, before their roles were reversed and the student would be
shadowed by the experienced colleague until they were deemed able
to carry out the activity unsupervised. The risk assessment procedure
described here merely formalises the technique of shadowing.



Table 4.1 Risk assessment for student dental nurse.

Work activity Potential risk Prevention with control

Chairside Eye injury from Explanation of risks, training, in
assisting projectiles activities undertaken, initial
during treatment supervision
Inhalation of Provision and use of all PPE
aerosols during
treatment
Instrument Inoculation Explanation of risks, training in
decontamination injury (clean or cleaning methods, initial
dirty) supervision

Contamination Additional PPE: plastic apron
splash during and thick rubber gloves

cleaning
Use of autoclave Burns from hot Explanation of risks, training in
machine or handling methods, initial
instruments supervision
Scalds from
steam
Exposure to Inhalation of Explanation of risks, training in
hazardous vapours, skin handling methods, initial
chemicals contact, eye supervision
contact Provision and use of full PPE
Adequate ventilation
Use of X-rays Accidental Explanation of risks, inform of
exposure to X-  designated control area, avoid
rays unauthorised entry to area

Full compliance with Health and Safety legislation for all dental
workplaces, whether a practice, a clinic or a hospital department,
involves all the following;:
e Control of Substances Hazardous to Health 2002 (COSHH)
e Hazardous Waste Regulations 2005
o HTM 07-01: Safe Management of Healthcare Waste 2013

e Health and Safety (Display Screen Equipment) Regulations 1992



Health and Safety (First Aid) Regulations 1981

Health and Safety (Sharp Instruments in Healthcare)
Regulations 2013 (see Chapter 8)

HTM 01-05: Decontamination in primary care dental practices,
updated 2013 (see Chapter 8)

Ionising Radiations (Medical Exposure) Regulations 2017
[IR(ME)R17] (see Chapter 12)

Ionising Radiations Regulations 2017 (IRR17) (see Chapter 12)
Manual Handling Operations Regulations 1992

Personal Protective Equipment at Work Regulations 1992 (see
Chapter 8)

Pressure Systems Safety Regulations 2000
Regulatory Reform (Fire Safety) Order 2005

Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 2013 (RIDDOR)

Water Supply (Water Fittings) Regulations 1999

o HTM 04-01: HSE approved code of conduct L8 for the
prevention of Legionella.



Health and safety policy

To ensure compliance with all the legal and regulatory requirements
listed above takes a huge amount of work and time, but is necessary
for the safety of everyone on the premises. The HSE are legally
entitled to routinely inspect dental workplaces, as are the relevant
healthcare regulator in each area of the UK, and both bodies will
expect to see written evidence of relevant safety checks, certifications,
and working policies and protocols to ensure that the workplace
operates safely at all times. Although technically a written health and
safety policy is only required in workplaces with five or more
employees, it is good practice for all dental workplaces to have one, as
it is evidence of good working standards and of compliance.

A health and safety policy statement sets out the following three
points:

« Statement of intent: declaration of the employer’s commitment
to providing a safe and healthy workplace and working
environment for all.

 Details of responsibilities for health and safety throughout the
workplace.

 Details of safe systems of work and safe working practices for all
work activities.

To understand the various responsibilities for health and safety that
are required, the workplace must be assessed to determine what
possible risks are posed on the premises, and by the carrying out of
the day-to-day procedures in the workplace — this is called risk
assessment. Once risk assessments have been carried out, the
workplace can develop a raft of policy documents which set out the
courses of action that have been adopted by the workplace in relation
to various activities (such as ‘infection control policy’, ‘safeguarding
policy’, ‘confidentiality policy’). Policies may vary from workplace to
workplace; one suitable for a hospital department will not be suitable
for a small practice, for example. When each policy has been decided
and then put into writing as the required course of action to be
followed, it is read and signed by all staff to show their agreement
with its terms; it then becomes a protocol. A protocol is a written



draft of terms agreed to and signed by all parties as a code of conduct
within the workplace — all the protocols together are the standard
operating procedures (SOPs) for that workplace.

At all times, all staff must adhere to and abide by the SOPs for their
particular workplace, and this is especially important in relation to
health and safety issues.



Risk assessment

As stated above, the whole purpose of the Health and Safety
legislation is to protect everyone within the dental workplace (staff,
patients and visitors) from coming to any harm while on the
premises. This is achieved by carrying out a risk assessment of every
potential hazard that could occur. The aim is not necessarily to
eliminate every risk completely (this is likely to be impossible in most
workplaces, including dental surgeries) but instead to minimise those
risks identified as far as possible, so that there is little chance of them
causing harm to anyone.

For example, various chemicals must be used in the dental workplace
to carry out dental treatment successfully. These include
decontamination solutions, X-ray processing solutions, and mercury
in amalgam fillings; all are potentially harmful but only if mishandled
or misused. Thus knowledge of their correct storage and usage by
staff, and protection from misuse by all others, are key factors in
avoiding a hazardous event.

The steps involved in carrying out a risk assessment on a hazard,
whatever its nature, should always follow the same pattern.

1. Identify the hazard: a chemical, a piece of equipment, a
procedure that occurs in the workplace, etc.

2. Identify who may be harmed: certain staff, certain patients,
visitors, everyone, etc.

3. Evaluate the risk: is there a hazard only if mishandled or
misused, is there a hazard with every use, or is there a hazard if
certain precautions are not followed?

4. Control the risk: train all staff in correct usage, improve
precautions to prevent mishandling or misuse, keep hazards
away from untrained persons, install health monitoring where
appropriate, remove the risk where possible, etc.

5. Record the risk assessment findings: to prove compliance,
to provide a reference for all users, to ensure all staff are fully
informed of the potential hazards in the dental workplace.



6. Review the assessment process: on a regular basis to ensure
that hazardous events or injuries do not occur.

Although specialist knowledge of some hazards in the dental
workplace is necessary to fully realise their potential for causing
harm, many of the actions that should be followed to ensure the
health and safety of everyone on the premises are common sense.

Consider the scenarios and relevant common-sense actions in Table
4.2. This gives examples of various hazardous situations that may be
encountered by patients and visitors to the dental workplace in the
left-hand column, in a similar way to those that may be encountered
by the student dental nurse shown in Table 4.1. The right-hand
column then suggests common-sense actions to take that will
minimise the potential risk in the first place. So, for example, there
are several potentially harmful chemicals used in dentistry that
cannot be avoided, such as bleach-based cleaning agents. When used
for their specific purpose, there is no risk but if used contrary to that
purpose (such as being swallowed by a child), their potential to cause
harm is huge. The common-sense action is to prevent the child from
having access to the chemical at all times, by locking it away in a
cupboard or storing it in a locked room away from the public access
areas of the workplace. The differing design and layout of each
workplace will require that an individual risk assessment is carried
out for each one.



Table 4.2 Avoidance of hazards.

Scenario of potential Common-sense action to avoid harm
hazard

Injury sustained by Keep all access routes clear of debris and
falling over on the blockages
premises Maintain floor covering adequately

Avoid cleaning during work time

Clear all spillages immediately

Use hazard signs to highlight potential
sources of injury (‘Caution: wet floor’, etc.)

Child drinking harmful Keep harmful chemicals out of reach
chemical Keep chemicals in locked storage area
Keep children out of storage area
Keep children under control at all times

Person falling out of Install window locks
window on premises Install restricted opening device
Keep staff-only areas locked

Injury sustained from  Keep doors locked when rooms not in use
slammed door Install slow closure devices to prevent
slamming
Install safety glass

These scenarios are not exclusive to the dental workplace — they could
occur anywhere at any time and to anyone. However, if they do occur
in the dental workplace then they are not merely an unavoidable
accident but have become an avoidable risk that should have been
prevented from happening. In other words, someone is to blame. If
the simple common-sense actions have not been carried out initially,
then the employer is to blame. If, however, a risk assessment has
resulted in the necessary preventive measures being put in place and
someone has flouted them, such as by leaving a door or cupboard
unlocked to avoid the inconvenience of having to keep unlocking it,
then that person is to blame instead.

All members of staff have a legal obligation under the Health and
Safety at Work Act to co-operate with their employer by following the
policies and procedures put in place to protect all persons while on
the premises. They must also take reasonable care for their own and



others’ health and safety while on the premises. Failure to do so, as
indicated above, will result in their possible investigation and
prosecution by the HSE, and a fitness to practise hearing by the GDC,
for those who are registrants.

The level of reasonable care expected to be taken for their own health
and safety as an employee (and in line with fitness to practise
requirements by the GDC) requires all DCPs to abide by the following
when in the dental workplace:

e Undergo suitable training in the use of dental materials and
equipment.

» Always follow that training when using those materials and
equipment.

 Always follow all policies in relation to health, safety and welfare
issues.

e Never misuse or mishandle any materials or equipment on the
premises.

 In particular, never misuse or fail to use any materials or
equipment that are specifically meant to reduce or eliminate
hazardous risks.

» Always report any faults in procedures or equipment to a senior
colleague immediately.

» Never enter certain designated ‘hazardous’ areas unless
authorised to do so.

» Always report any suspected health problem that will affect their
normal work to a senior colleague as soon as possible.

It is important, then, that a full risk assessment of the dental
workplace is carried out and its findings reviewed on a regular basis,
and that all staff follow the control measures that have been put to
place, at all times. Advice and guidance are available on risk
assessment generally, and in the dental workplace in particular, from
both the HSE and from organisations such as the BDA. Their website
addresses for further information are:

e HSE: www.hse.gov.uk



http://www.hse.gov.uk/

 BDA: www.bda.org.


http://www.bda.org/

Control of Substances Hazardous to Health 2002

Many of the chemicals and other hazardous substances used in the
dental workplace can be harmful to a person’s health if they are
misused or if adequate precautions are not taken to prevent access by
unauthorised persons. However, without these substances the
business of dentistry could not be carried out, so the continued use of
the chemicals under safe conditions is the desired and necessary
outcome. Again, the level of risk from any of the chemicals or
substances involved, those who may be harmed and the necessary
precautions to take are all determined by carrying out a risk
assessment.

The risk assessment process to be followed in this case is determined
by the COSHH regulations, which require all dental workplaces to
carry out a COSHH assessment of all the chemicals and potentially
hazardous substances used in the premises in order to identify those