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Dr Sue Boynton 
Head of Dental Services, Ireland

ello and welcome to your November 2017 edition of 
Riskwise. As Dental Protection’s flagship publication, 
Riskwise offers the latest information on dentolegal topics 

and advice from our dentolegal advisers and professional experts.

In this edition, we look at periodontal disease, with Associate 
Dentolegal Adviser Dr Andrew Walker offering guidance on 
reducing your risk of a claim. I’ve also written an article to 
accompany this, looking at periodontal monitoring. Both will be 
incredibly useful in your daily practice.

We’re also looking at the issue of retirement: we have an article that 
will give you comprehensive guidance on planning for retirement, 
and the clinical and regulatory obligations that you need to adhere 
to. 

CASE STUDIES

As a result of member feedback, we are now including a bank 
of case studies in each edition of Riskwise. These are practical 
examples of claims and complaints that have been faced by 
members, and we offer learning points and guidance for you based 
on these situations.

DENTAL ADVISORY PANEL

The Dental Advisory Panel (DAP) continues to be a success. 

We have an interview with Chair of the DAP, Dr Jane Renehan 
about the role of the panel and how important it is for members.

We also touch on Brexit, as we’re aware this continues to be an 
ongoing concern about the impact it will have Dental Protection.

As part of our ongoing commitment to Irish members, Rachel 
Lynch will take on a newly-created role as Business Development 
Manager for Ireland. Rachel has overall management responsibility 
for medical and dental business development activity in Ireland, 
with further focus on business-to-business and business-to-
government commercial activity.

I hope you find this edition informative and useful. If you have any 
feedback or recommendations for potential future content you 
would like to see included please get in touch via email:  
Sue.boynton@dentalprotection.org

 
Best wishes

Sue Boynton

Head of Dental Services, Ireland 
Sue.boynton@dentalprotection.org

           Follow us on Twitter @MPS_dental

EDITORIAL

H

Allison Newell, Executive Director for International at Dental 
Protection, talks about Dental Protection’s continued 
commitment to Ireland in light of Brexit

“It’s clear that with the formal negotiations over Brexit ongoing, 
there are changes ahead for the relationship between Ireland 
and the UK. Whilst there may be uncertainty around Brexit and 
the impact this could have, there is no uncertainty from Dental 
Protection with regards to our on-going commitment to members 
in Ireland.

“As part of this commitment, we plan to appoint a Country 
Manager, who will work day-to-day in Ireland. We are proud to host 
the Irish Dental Roadshow, which sees Dental Protection staff and 

guest speakers discussing hot dentolegal topics in venues across 
Ireland. We also work closely with the Irish Dental Association to 
ensure a presence at a range of events all year round.

“Finally, we are continuing to work with our Dental Advisory Panel, 
which you can read more about on page six. This forum provides 
a valuable source of insights and feedback that helps develop our 
products and services for Irish members.

“So you can rest assured that we remain committed to Irish 
members, and our planned investment in additional resources 
reflects this. Brexit might create firmer borders but it won’t build 
barriers between Dental Protection and Irish members.”

IN FOR THE LONG HAUL

mailto:Sue.boynton%40dentalprotection.org?subject=
mailto:Sue.boynton%40dentalprotection.org?subject=
http://@MPS_dental
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ROADSHOW

The Managing Clinical Risk Roadshow was delivered over four 
evenings in June across Ireland. It offered education, advice and 
discussion in a platform specifically geared towards the needs of 
members practising in Ireland.

The event focused on cosmetic dentistry and Dr Martin Kelleher 
was our main speaker, while Dr Stephen Henderson delivered the 
risk management messages. 

Across the four venues (Cork, Galway, Athlone and Dublin) we  
saw hundreds of members attending and providing some really 
positive feedback:

• 98% of attendees said they would attend the event in the future

• 95% of attendees are more likely to renew their membership 
post event.

You’ll be pleased to know that work has already begun on the 
roadshows in 2018 and 2019 thanks to the hard work of our events 
team (in particular, Vicky Colthart) so keep your eyes peeled for 
information about next year’s event in future editions of Riskwise 
and in our new ebulletin, Riskwise Connect.

WEBINAR – RECORDING YOUR WAY OUT  
OF TROUBLE

Dr Sue Boynton and Dr Thomas McCaffrey presented our first live 
webinar for members and their teams in Ireland on September 
12, looking at record keeping. Using webinars is a new venture for 
Dental Protection and one that has proved popular with those who 
have taken part. As ever, members were keen to interact and ask 
questions and their positive feedback means we’ll be rolling out 
more webinars on a range of topics in the future. 

• 97% of delegates rated the webinar as good, very good  
or excellent

• 100% expressed a wish to attend further Dental  
Protection webinars.

We’ll send you more details of upcoming webinars as they are 
organised, or you can visit dentalprotection.org or our online 
learning platform Prism for the latest updates.

NEW ANNUAL REPORT FROM MPS

MPS’s Annual Report and Accounts 2016 is now available on  
our website. 

The report contains MPS’s full financial statements, together with 
our strategic report, report of the Council and statements by 
Professor Kay-tee Khaw (Chairman of the Council), Simon Kayll 
(Chief Executive) and Howard Kew (Executive Director – Finance 
and Risk).  

In previous years, MPS has posted a summary version of our 
Annual Report and Accounts to all members worldwide. Following 
feedback from members, the report will no longer be posted out 
and, instead, will be published in full on our website each year, 
representing a cost saving for members. 

To view the 2016 Report, please visit the About section of  
dentalprotection.org. 

NEWS FROM  
DENTAL PROTECTION

NEWS

http://www.dentalprotection.org
http://www.dentalprotection.org
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OPENING UP  
THE PATHWAY

Dental Protection solicitor Julia Bryden 
talks about her experience of claims 
and how practitioners can protect 
themselves with better record keeping

• Details of any treatment carried out, for 
example anaesthetic usage and materials 
used. 

• Follow up arrangements. Is a review or a 
referral required?

• The specific issues discussed with the patient, 
such as specific risks and complications 
associated with the procedure in question.

• Warnings about the importance of good oral 
hygiene. 

Paper records should include your initials, 
signature and the date on which the record was 
made.

If you need to alter or remove an incorrect 
entry in paper records, simply cross through 
the wording and mark this with your initials, 
the date and the reason for the alteration. 
The original entry should still be legible. This 
is particularly important, to ensure your 
credibility is not questioned if the case ends 
up in court. 

If you need to make a non-contemporaneous 
entry, for example, if you recollect a 
conversation with a patient, you should 
ensure that the date of that entry is clearly 
recorded.

GOLDEN RULES

Abbreviations 
Abbreviations should only be used when 
their meaning is universally agreed and 
easily understood by your colleagues.

Every patient contact is recorded
This includes each interaction with a 
patient (for example, telephone calls) even 
if no clinical advice is given.   

The absence of significant symptoms/signs  
It is best practice to record a negative, 
to provide objective evidence of your 
underlying thought process. 

Diagnosis 
Always record a diagnosis, even if 
provisional. This provides further evidence 
of your clinical reasoning. Making an 
incorrect diagnosis is not necessarily 
negligent if a reasonable logical explanation 
can be given. 

Follow-up advice 
The patient and dentist can have very 
different recollections of the follow-up 
advice provided, so it is always best to 
document this in clear terms. 

Consent discussions 
The vast majority of claims notified to 
Dental Protection contain allegations in 
relation to consent. In our experience, this 
is often used to get the weakest claims 
over the line, so it is vital to ensure those 
discussions are well documented. 

Limitations of treatment can be important 
in many areas of dentistry, such as 
advanced restorative treatment and 
orthodontics, and these issues should be 
explained and documented. Discussions 
around any alternative treatment options 
should also be documented, along with 
advice provided in relation to any future 
treatment requirements. It is also crucial 
to fully explain any costs involved and 
ensure the patient is in agreement.  Patient 
expectations can often be unrealistic, so 
you should be satisfied that the potential 
limitations are fully understood.  

SUMMARY

Whilst it may not be possible to avoid a 
claim being brought, even if gold standard 
treatment was provided, following 
the above advice should increase your 
prospects of a successful defence. In the 
event of becoming involved in a claim, then 
please contact our team on  
(+44) 113 241 0200.

linical negligence claims are  
an occupational hazard in  
today’s climate. Sadly, claims  

can still occur even when quality care has  
been provided. 

If you do find yourself faced with a claim, 
you can request the support of our highly 
experienced team of in-house lawyers who 
work alongside our dentolegal advisers.  

The team handles a number of Irish claims, 
many of which relate to record keeping. I 
would like to discuss some of the steps you 
can take to protect yourself against such 
claims.

The importance of accurate dental records 
cannot be overstated. This is because 
the content and quality of dental records 
will determine whether a claim can be 
defended. Unfortunately, a number of 
claims have to be settled due to a lack of 
detail in the clinical records.  

Contemporaneous records will, however, 
support and supplement your recollection 
of the treatment and advice provided. They 
will also corroborate your version of events. 
This is invaluable in defending claims, as we 
find there is often a conflict of evidence: 
in other words, it is your word against the 
patient’s.   

We recognise that members are busy 
and face huge time pressures, but here 
are some practical tips to help keep the 
lawyers at bay. 

WHAT SHOULD BE INCLUDED IN 
DENTAL RECORDS?  

The key details of every patient contact: 

• Details of the patient history, the nature of 
symptoms, and exacerbating factors.

• Objective examination findings, including the 
absence of significant signs.

• Differential diagnosis.

• Any other opinions regarding diagnosis.

• Details of any investigations required, for 
example vitality tests, x-rays, models.  

C
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Dr Jane Renehan, chair of our 
Dental Advisory Panel, talks 
to us about the role of the 
panel in Ireland

MEET THE DENTAL 
ADVISORY PANEL

The panel is made up of eight experienced 
dental professionals who meet twice yearly to 
discuss hot topics in Irish dentistry. They are:

• Dr Jane Renehan (chair)
• Dr Martin Holohan 
• Dr PJ Byrne
• Dr Ryan Hennessy
• Prof Stephen Flint (retiring)
• Prof Gerry Kearns
• Dr Garry Heavey
• Ms Susan Johnson 

T he Dental Advisory Panel (DAP) was established 
in 2013 to advise Dental Protection on issues 
facing members in Ireland. You may not have 

heard of it, which is why panel chair Dr Jane Renehan 
is keen to increase its visibility and become more 
engaged with members on the ground.

FEATURE

©Claudiad/gettyimages.co.uk
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Dr Renehan spoke to Riskwise about the 
development of the panel and its aims.  
She said: “In Ireland we were thrilled that  
we were given this opportunity to have a  
direct input.

“The DAP not only enables Dental 
Protection to be aware of the issues and 
concerns that exist for Irish members, but 
also allows us to work together to address 
these effectively. 

“The panel is made up of eight experienced 
dental professionals covering all the 
different aspects of dentistry, including 
Susan Johnson, who is well known to our 
hygienist community. It’s a very trusting 
forum that meets twice yearly, and we try 
to be as open and honest as we can on 
whatever topic we’re discussing.”

Dr Renehan is also a trustee at the Irish 
Dental Association (IDA) and has been 
involved in the regulation and political side 
of dentistry in various roles since qualifying.

“I went straight into the public sector and I 
will be retiring in the public sector. I’ve never 
worked outside Ireland, which is unusual for 
an Irish dentist. I feel like it gives me a good 
insight into the way the sector has changed, 
and strong experience of what can be learnt 
to improve dentistry.

“When I qualified in 1980, I was the only 
one in my class not to travel to the UK. I 
worked in Dublin and then moved rurally 
to Donegal. Knowing that you are the only 
dentist in that area puts a lot of pressure  
on you and really tests your knowledge  
and skills.

“I came back to Dublin in the 90s and got 
involved in various committees, and was 
the principal dental surgeon on the north 
side of Dublin. I realised that I quite like the 
politics influencing the dental sector and I 
love the regulatory side.”

BIG ISSUES

Dr Renehan said: “The needs and 
requirements of Irish dentists are unique. 
We are here to help ensure a personal 
approach towards members.” 

She is vocal about the issues facing Irish 
members, which range from effective 
record keeping to the impact of Brexit.

She said: “We need to work harder to stress 
the importance of communication and the 
need for early recognition and resolution of 
problems and potential complaints. There 
is a real fear of legislation, publication in the 
press, and reputational damage, so people 
keep their heads in the sand and don’t 
address the issues as they arise. 

“There are also unhelpful rumours 
circulating that Dental Protection are keen 
to address, including the suggestion that 
your subscription will increase if you ring the 
Dental Protection advice line.

“Dental Protection actively encourages 
members to provide piece of mind and 
prevent a concern or problem escalating. 
The number of advice calls does not have 
any impact on the subscription rate that 
you are asked to pay.

“I know from experience that Dental 
Protection is there to help members 
throughout their careers, and they would 
rather that you rang them up and got 
advice, than risk facing a costly claim or 
complaint further down the line.

“Members I speak to who have used the 
advice line are impressed that you can get 
straight through to a dentolegal adviser, 
who, as a fellow professional, can provide 
you with authentic practical experience.”

BREXIT

“As a panel, we’ve starting to look 
at the effects of Brexit on Irish 
members,” said Dr Renehan. “I 
used to work on the border with 
Northern Ireland and know that 
some dentists are seeing patients 
from both countries. We’re 
working on ways to assist these 
members and offer advice to Dental 
Protection on how best to deal 
with the potential difficulties that a 
harder border may present.

“The effects of Brexit may also 
impact the choices made by young 
dentists. Historically, the path for 
many was moving over to the UK 
after qualifying, and developing 
their skills in a practice over there. 
However, if the rules around 
working in the UK change after 
Brexit, then we may see an (even 
greater) increase in the number of 
newly qualified dentists heading 
over to Canada. Obviously, this is 
all dependent on the formal details 
of the Brexit agreement but I think 
it’s fair to say that members would 
need greater reassurance and a 
continuation of guidance and advice 
from Dental Protection  
going forward.”

LOOKING AHEAD

“Members in Ireland value the 
roadshows, events and publications 
that Dental Protection provides, 
along with the RiskCredit system 
which is unique to Ireland, and we 
hope we can encourage Dental 
Protection to build on all of this.

“We appreciate the opportunity 
to talk and work with Dental 
Protection to influence policies. 
We will continue working hard to 
do the best for members in Ireland 
and make sure we represent them 
effectively. 

“However, we can only do that if we 
hear from you. We’re in the process 
of setting up a formal contact 
system, so keep a lookout for more 
information on this in future editions 
of Riskwise. In the meantime, please 
contact Head of Dental Services 
for Ireland Sue Boynton at sue.
boynton@dentalprotection.org 
and she’ll pass your thoughts on to 
us. We look forward to hearing  
from you.”

©Claudiad/gettyimages.co.uk
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GREAT 
EXPECTATIONS
Dental Director Dr Raj Rattan MBE discusses the need to 
manage patient expectations and interactions

The concept is best illustrated by the 
following sequence:

1. When a patient visits a practice or a 
dentist, they do so with a pre-set level 
of expectation. In the case of existing 
patients, prior experience of the service 
will influence these expectations. In the 
case of new patients, the experience of 
friends and family (or whoever else has 
recommended the service) will play a 
part. For others, the expectations may 
be set by words and images that appear 
on websites and marketing literature.

2. These expectations are the standard 
against which the dental team and the 
practice will be judged.

3. When expectations are met, 
confirmation occurs.

4. Disconfirmation arises when there is a 
difference between expectation and 
outcome.

5. If the outcome is better than expected, 
there is positive disconfirmation and 
this leads to satisfaction. Negative 
disconfirmation arises when the 
outcome is below the pre-set level 
of expectation and may lead to a 
complaint. Simple disconfirmation is the 
term used to describe a situation where 
the expectation meets the outcome; it 
is neither better nor worse.

Complimenting and complaining behaviours 
are determined by this outcome. Clinical 
practice continues to advance and 
improvements in techniques and materials 
allow clinicians to raise the bar when it 
comes to setting standards. Where there 
is competition in the market amongst 
providers of services, advertising and 
marketing materials are one method of 
differentiation. It is all too easy to over-
promote the benefits of care and influence 
expectation levels such that they cannot 
be met. 

The adage that “first impressions count” 
is also relevant here. The practice 
environment itself contributes to 
expectation levels. It has been described 
as the “servicescape” of business. It 
also impacts on the perceptions of 
quality, expectations and performance. 
(Interestingly, cleanliness is cited as the 
area of the “servicescape” that received 
the most complaints in the wider business 
world.) 

ur lives are enriched by our daily 
experiences. Our response to 
these experiences is largely 

determined by our expectations - a 
“surprise” is only a surprise because we 
have no expectation about the event 
or occurrence. Other responses, such 
as making a complaint, arise when 
expectations are not met. The “expectation 
disconfirmation” theory can help the dental 
team to understand patient satisfaction in 
relation to expectations and outcomes.

FEATURE

O 
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PATIENT SATISFACTION

Patient satisfaction is a mental state and 
is a multi-dimensional construct affected 
by many variables. It influences positive 
patient behaviours such as loyalty. 

Dissatisfaction has the opposite effect. 
Many studies have shown that patient 
satisfaction is determined by subjective and 
objective experiences and their dentist’s 
interpersonal and communication skills,  
and the “communication of care and 
attention” has been cited as the most 
influential in maintaining patient loyalty 
(Holt and McHugh).

Dentists should focus on and develop 
effective communication skills before, 
during and after treatment sessions by 
involving patients in treatment decisions. 
For example, according to one study, 
patients who received more preparatory 
information and knowledge had superior 
postoperative pain control and satisfaction 
after undergoing third-molar extraction 
than patients who did not.

REFERENCES

Holt VP, McHugh K. Factors influencing patient loyalty to dentist 
and dental practice. Br Dent J 1997;183(10):365-370.

Vallerand, WP, Vallerand, AH, and Heft, M. The effect of 
postoperative preparatory information on the clinical course 
following third molar extraction. J Oral Maxillofac Surg. 1994; 
52: 1165–1170

Zeithaml V, Bitner M. Services marketing. New York: McGraw-
Hill, 1996.

THE POWER OF EXPECTATION

CASE STUDY

A patient attended for the removal of 
lower impacted third molars. After the 
removal of one tooth, his dentist called 
him in the evening to make sure he 
was comfortable and that there were 
no postoperative issues. The call was 
not expected and he expressed his 
gratitude for the care he was shown. 
Two weeks later, the same dentist 
removed a molar on the other side 
and, on this occasion, did not call him 
as a local postgraduate meeting had 
overrun and there was no opportunity 
to telephone. On his return to the 
practice some days later for a review 
appointment, he commented that he 
was surprised not to receive a call on 
the second occasion. 

In a matter of two weeks, the 
patient’s baseline expectations had 
changed and he had crossed from 
the positive to the negative side of 
the disconfirmation continuum. It is a 
reminder of the importance of setting 
realistic expectations that can be 
met consistently. At first glance, the 
mantra of under-promise and over-
deliver offers a solution. But lowering 
expectations also potentially lowers 
the appeal of the service or product, 
especially in a competitive market. It is 
a matter of striking a balance. 

Some leading researchers in the field 
suggest that there are three types of 
expectation.

1. The desired service – a level that 
the patient hopes to receive.

2. Adequate service – this is the 
minimum tolerable level, because 
patients will have recognised that 
the desired service is not always 
achievable.

3. Predicted service – the level of 
service a patient thinks they are 
likely to receive on the basis of 
probability.  

The gap between one and two is the 
so-called “zone of tolerance” and the 
predicted service is likely to lie within 
that zone. It is a zone in which the 
dental team can perform in comfort. 
It is only when the experience falls 
outside the zone of comfort that 
a patient demonstrates complaint 
behaviours. The extent of the tolerance 
is contextual. It varies amongst 
patients and may vary at different 
times in the same patient, depending 
on what else is happening in their life.

Dr Raj Rattan is the Dental Director 
of Dental Protection and this article 
is based on a lecture presentation 
that he gave at the IDA 2017 
conference in Kilkenny. 

To avoid complaints, we must focus on the 
human and psychological aspects of the 
dentist/patient relationship, and adapt our 
communications to better manage patient 
expectations within the expectancy-
disconfirmation paradigm. It is also worth 
paying attention to the “servicescape”, as 
it is the antecedent to the experience itself 
and can mould patient perceptions.

©sturti/gettyimages.co.uk



10

Dr David Croser offers help and guidance on planning for retirement

ARE YOU READY FOR 
RETIREMENT? 

etirement is a period of change 
that every professional has to 
face and prepare for as their 

career matures. No longer is there a rigid 
division between an active professional 
life and being pensioned off to inactivity. 
An increase in life span and the current 
performance of pension schemes have 
conspired to make retirement a transitional 
process. Before retirement begins, there 
needs to be an opportunity for the clinician 
to take stock and make changes that can 
often be for the better.

Retirement usually means that a new 
income stream will be called down from 
pensions that are either employer or self-
funded. The financial changes that happen 
towards the end of a career allow the older 
dentist to review their pattern of working 
and lifestyle, before rearranging them to 
create a new way of living.

PLANNING 

Some will want to continue as they did 
before. They have no inclination to slow 
down or to move to other fields. Others will 
have had enough of their present situation, 
having sat in the same spot for long enough; 
they now have plans to develop those 
interests that had been dropped because of 
a lack of time.

The one thing a dentist does not want to 
do is stagnate in retirement. It is a stage 
of one’s career that should be carefully 
considered and planned for –  and the 
earlier  the better! Take professional advice 
if necessary.

The financial aspects of retirement should 
be considered and planned for at the very 
outset of a dental career. It is sometimes a 
little difficult to think that far ahead having 
just started out on a professional career, 
but accountants and financial advisers are 
there to help you. 

CONTINUITY

Nearer to the planned time of retirement, 
it is important to consider how the change 
in professional life will be made. Those in a 
salaried service will need to discuss with 
their management how the process can 
be affected with least patient disruption. 
Patient records should be carefully worded 
so that your successor will know what has 
been done, and what is intended or agreed 
with the patient for future treatment. 

Many years in the same job may mean that 
you are using abbreviated notes. Whilst 
such notes may be perfectly understood by 
you and your dental nurse, they are likely 
to be meaningless to others. Similarly, any 
‘mental notes’ about the patient’s next 
appointment are best put into written form.

SELLING UP

Dentists in general practice will usually 
want to dispose of the patients’ goodwill 
or sell the whole practice. To avoid 
any problems in handing over care, it 
is imperative that all the records are 
complete. It is not only the clinical records, 
however. Buyers of practices will usually 
want to see all relevant documentation. 
This might include financial records for 
previous years, RPII documents, relevant 
validation and service reports for 
equipment, autoclave logs, waste transfer 
forms, staff training logs, audit reports 
and pressure vessel tests. It is therefore 
important that these are available and in a 
form that can be easily analysed.

It is sensible to consider whether the 
practice can be run at full capacity until 
the time of the sale, as this will necessarily 
increase its value. The sale price of the 
practice may be a vital part of your 
financial plan for retirement. Practitioners 
are sometimes reluctant to invest in the 
practice in the years up to retirement. This 
is a mistake that comes from failing to think 
about the end of your career soon enough. 
Good planning can produce an investment 
plan that continues to run throughout 
the later years. This is important, since a 
practice that looks run down can be more 
difficult to sell.

R

FEATURE
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EXCLUDING THE SELLER

When selling the practice, there will be a 
legal contract. It is usual for the contract 
to contain a clause to prevent the seller 
from working in the area after the sale. 
If you do intend to continue working as a 
dentist, then make sure that this clause 
allows you to do so. Some practitioners 
continue working in their own practices 
under the new ownership, as an associate 
or assistant. Ensure that the appropriate 
contracts for this are negotiated at the 
same time as the sale.

The new owner will be paying for the 
goodwill and will want to protect that 
purchase. If the former owner begins 
working nearby in new premises, it is certain 
to be noticed by old patients and could 
possibly be a source of friction with the 
new owner. If you are not going to continue 
working as a dentist, then an exclusion 
clause is quite reasonable. 

CAPITATION

In dental insurance schemes with a 
capitation element, there has been a 
growing number of disputes involving 
accusations of supervised neglect. The new 
practice owner taking on such an existing 
scheme will expect the patients to be 
dentally fit, since you have already been 
paid to maintain their oral health. Patients 
are understandably upset if they receive an 
estimate for a large amount of treatment 
soon after you have left. 

At the insistence of capitation scheme 
providers, buyers are now checking the 
state of the patients more carefully and, in 
many cases, asking to retain monies during 
the initial period they own the practice. 
In the light of past experience this is not 
unreasonable, and any clinician in the last 
years before selling a practice with any 
element of capitation practice should 
carefully record what work is considered 
to be necessary, and any reasons why 
it remains undone. There will always be 
differences of opinion between dentists 
on individual treatment plans, but these 
are less likely to result in problems if 
communication and record keeping is good 
- supervised neglect always does.

CLAIMS AFTER RETIREMENT

Whatever type of practice you have, there 
is always the possibility of a complaint 
or a claim of negligence arriving after the 
retirement date. They may result from 
a dispute with a new owner or when a 
problem arises after the treatment was 
provided. In these situations, clinicians who 
have had Dental Protection membership 
throughout their professional career can 
rest assured that they can still request 
access to indemnity, provided they were in 
benefit at the time of the alleged incident. 
It does not matter if the claim arrives 
many years later. Indeed, the majority of 
claims never surface in the same year of 
the incident. It is therefore important to 
keep in touch with Dental Protection after 
retirement and keep us informed of any 
changes of address. 

THE RECORDS

To help you in retirement, it is imperative 
that if at all possible you should have access 
to past patient records. If you are simply 
closing down a practice, then find safe 
storage for your records and keep them as 
long as you did in practice (you are welcome 
to contact Dental Protection if you need 
more advice about that).

If you are selling the goodwill or the 
practice, it is advisable to build a clause into 
the contract that binds the new owner to 
look after and keep the records for a similar 
time, and also allows you reasonable access 
to any that you might need.

STAFF

Keeping staff updated as you lead up to 
finishing work is very important. Although 
they may be aware that you are drawing near 
to retirement age, they may not know of your 
actual arrangements until the deal has been 
struck to sell the practice. 

In most legal jurisdictions, the staff have 
continuing employment rights and may well 
be valued highly by the incoming owner. It is 
important to remember that however well 
you may have got on with them, their loyalty 
must switch over to the new owner who will 
become their employer. Dentists and other 
fee earners in the practice will also have to 
switch their loyalty and contracts when you 
leave. 

Start planning for the financial consequences 
as early as possible, and think what you 
want to do in the next stage of your life. Get 
involved, gain the knowledge, plan how to 
use the time to do what you want. Dental 
Protection can tailor its support at every 
stage of your career.  With our occurrence-
based protection, as long as you were in 
membership when the adverse incident 
giving rise to the claim occurred, you can 
request assistance with claims brought 
against you, even if this happens when you 
are retired.

COMPUTERS

Computer records provide the opportunity 
to take a complete back-up away with you. 
If you do so you should be mindful of data 
protection requirements. Your financial 
records will also remain on the computer, 
unless you choose to save them elsewhere 
before you leave.

In your planning it would be wise to  
consider the requirements of the GDC, as 
set out in Dental Council Code of Practice: 
Professional Behaviour and Ethical Conduct, 
which states that:

• “You must arrange to look after your 
patients if you leave your dental practice 
(14.1)

• You must make reasonable efforts to 
tell patients if your practice is closing or 
changing ownership (14.2) 

• If your practice is closing or changing 
ownership, you must arrange for the 
safekeeping and storage of patient records 
(9.7).

• You must make sure that, in the event of 
your death, adequate instructions and 
arrangements exist within the practice to 
allow access to patient records and provide 
continuity of care (14.3).”

€
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FEATURE

Associate Dentolegal Adviser Dr Andrew Walker follows up his 
November 2016 article on periodontal disease by examining 
how you can reduce your risk of claims and complaints

hen I last wrote about periodontal disease in Riskwise 
(issue 27), I highlighted the importance of both the dentist 
and the patient being aware of the patient’s current 

periodontal status. This means ensuring any problems have been 
identified and promptly diagnosed, the correct treatment has been 
implemented, and the outcome assessed.

With regard to treatment, it would be inappropriate for Dental 
Protection to provide guidelines or advice on any clinical 
management; however, we would remind members it is their 
professional responsibility to remain up to date with current 
thinking. With this in mind, it may be helpful to review your current 
CPD, and if periodontal disease management has not recently been 
covered, look for an appropriate course or event.

RECOGNISED BODIES OF OPINION

My previous article mentioned a video that is available on the 
British Society of Periodontology (BSP) website, ‘The Sound of 
Periodontitis’. In addition to this video, the website has a wealth 
of information for both professionals and patients. In particular, 
the BSP recently produced The Good Practitioners Guide to 
Periodontology 2016, and this would be a useful starting point to 
update your clinical knowledge and ensure that you are following 
best practice guidelines. 

In the event of a claim for compensation, if it can be demonstrated 
the clinician has followed published advice from a recognised 
authority, such as the BSP, it is much easier to construct a defence.

As in all fields of dentistry, once good advice and treatment has 
been provided, the key is to be able to reflect this information in the 
clinical records. Making detailed records is often a challenge in busy 
clinical practice, but is essential for both patient management and 
as supporting evidence if you are ever challenged. 

One helpful way of ensuring the salient information is recorded is 
by training your dental nurses to help in the process. With some 
training and practice, dental nurses can be recording details of the 
conversations you are having with patients. 

As well as being an efficient use of their time, you may also find 
they record bits of information that would otherwise be forgotten. 
Of course, the responsibility for the records is ultimately that of the 
treating clinician, and they must check they are happy with what 
has been recorded, and amend it accordingly; however, this is often 
a much more time efficient method than all the records being made 
by the dentist or hygienist.

W
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USING AUTONOTES AND 
TEMPLATES

An autonote is a set paragraph, or phrase, 
that is simply copied into the records. A 
template, on the other hand, is more of an 
‘aide memoir’, typically consisting of a list 
of headings that remind the clinician what 
information they should be recording. Both 
aids can be very helpful in practice, but 
must be used with caution. 

As a general rule, templates are more useful 
as, by their nature, they require the clinician 
to manually fill in the relevant information. 
Autonotes, on the other hand, are often 
criticised for not being patient specific. A 
common example is an autonote containing 
information on smoking cessation included 
in the record of a non-smoker. Once such 
an anomaly has been identified, it is much 
easier for a patient, or their solicitor,  
to question the validity of the whole  
record. Nevertheless, autonotes may still 
play a role in circumstances when the  
same information needs to be relayed. 
When used, however, clinicians must  
ensure the autonote is modified sufficiently 
to reflect the individual patient and 
individual appointment.

INVOLVING THE PATIENT

As mentioned, it is extremely helpful to 
be able to demonstrate that a patient has 
been made fully aware of their diagnosis. 
This is particularly so in a condition such as 
periodontitis, where patient engagement 
and compliance is key to achieving 
successful outcomes. Unfortunately, there 
are often cases when the patient may 
well have been given good advice, but it is 
not evidenced in the records. It can then 
be difficult to prove the dentist has acted 
correctly, or for the dentist to stand their 
ground when challenged. 

Information leaflets can provide much 
of what the patient may need to know, 
or should be told. Of course it is entirely 
appropriate that dentists may wish to 
formulate their own advice sheets, but 
there are also professionally produced 
leaflets that can be just as helpful. The BSP 
has also produced a patient fact sheet. This 
can be downloaded from their website by 
anyone, and there is also an order form to 
arrange for ready-printed leaflets to be sent 
directly to your practice.

One of the main problems with information 
leaflets is that it is easy for a lawyer to 
argue that the patient did not understand 
the information contained, or did not 
fully read the leaflet. They may therefore 
argue the patient did not receive nor 
fully understand the implications of their 

diagnosis. With this in mind, it may be 
helpful to follow up any advice sheet with 
a patient questionnaire. This will provide 
an ideal opportunity to demonstrate the 
patient has been given all the information 
and tools for them to take control of their 
own disease.

COMMUNICATING WITH THE 
PATIENT

Following a diagnosis of periodontitis, you 
may wish to provide a suitable patient 
information leaflet along with a patient 
questionnaire. Once completed, the 
questionnaire can be included in the clinical 
records. It must, of course, be documented 
which leaflets and questionnaires have 
been provided, and if the patient does not 
return the questionnaire, a record of this 
fact can usefully demonstrate a lack of 
co-operation and patient compliance. The 
same information can then be provided and 
revisited at a later date.  

These techniques can help you reduce your 
risk of claims and complaints, and provide 
evidence you are managing periodontal 
conditions in your practice effectively. Once 
these measures have been implemented, it 
is a good idea to audit your patient base to 
ensure you are maintaining best practice. 
Audit is an important part of clinical 
practice and aims to ensure you maintain 
high standards of care.  

©Nikodash/gettyimages.co.uk
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HOT TOPICS  
- PERIODONTAL MONITORING 
Perio remains a key issue and Dr Sue Boynton, Head of Dental Services for 
Ireland, looks at the main areas of concern when treating the disease

CLINICAL AUDIT

Audit is one of the GDC’s recommended 
core subjects. You might find it helpful to 
carry out the following simple audit on the 
dental records of the next ten patients that 
you see with either moderate or severe 
levels of periodontal disease.

Are there one or more dated entries 
confirming each of these key landmarks?

1. written medical history, updated at 
regular intervals

2. risk factors for periodontal disease 
(especially smoking) have been  
checked for

3. appropriate periodontal screening and 
assessment eg, regular BPE and full 
indices for codes 3 and 4

4. diagnosis of periodontal disease made 
and the patient informed

5. appropriate radiographs have been 
taken and reported on

6. patient has received suitable advice 
and instruction regarding oral hygiene, 
risk factors (eg, cessation of smoking) 
etc, to enable the patient to become 
personally involved in the control of 
their periodontal disease

7. appropriate levels of initial treatment 
have been carried out 

8. monitoring has been carried out at 
appropriate intervals

9. where the periodontal disease is 
particularly severe, and/or has not 
responded to the advice and treatment 
provided, an appropriate referral has 
been considered and discussed with the 
patient

10. if the patient has declined advice or 
treatment recommended for them, do 
the records evidence the discussion 
that has taken place regarding the 
consequences?

 

SCORING

0 – the records contain no reference at all to 
the landmark in question.

1 – the records contain an entry which, while 
not optimal in terms of its detail, still suggests 
that the landmark had been identified.

2 –  the records contain a specific dated 
entry, clearly identifying the landmark in 
question.

This provides a possible (maximum) score 
of 20 per record card, or 200 for the sample 
of ten patients, although not all of the 
‘landmarks’ will apply in every case. If a 
key point is not applicable, simply mark the 
score N/A and reduce the maximum score 
for that card.

You may find it helpful to ask a colleague 
to review their records, and repeat the 
exercise to assist in standardising an 
approach to the scoring system.

ACTION AND FOLLOW-UP

The results of the audit will enable you 
to identify any gaps or weaknesses in 
your record keeping. You can then set 
clear objectives for improving your record 
keeping, and you may find it helpful to enlist 
the help of other members of your team.

You could then carry out another audit 
exercise after allowing sufficient time to 
develop consistent, reproducible routines.

In many cases, the levels of periodontal 
disease present in a patient’s mouth are 
due to factors beyond the dentist’s control, 
and do not reflect any fault whatsoever 
on the part of the dentist. Ensuring that 
dental records contain all of the appropriate 
information provides the dentist with the 
evidence required to support his or her 
position.

ndiagnosed and untreated 
periodontal disease is one of the 
fastest growing areas of litigation 

and complaints in dentistry. 

Most allegations of undiagnosed, untreated 
and under-treated periodontal disease 
arise when a longstanding patient sees a 
new dentist for the first time. The most 
common allegation is that the patient was 
unaware of the presence of periodontal 
disease, or that the extent and implications 
of the periodontal problems had not been 
explained to them. 

Where there are significant levels of 
periodontal disease, and one or more teeth 
have a doubtful or terminal prognosis, 
the patient may become angry, blaming 
the dentist for allowing the periodontal 
condition to deteriorate under their care. If 
the patient feels that their condition, along 
with the treatment options and appropriate 
advice, has not been explained to them, 
they may well feel that they have been let 
down by the dentist they have trusted over 
many years. 

Whether such allegations are made in 
the form of a complaint, or a claim in 
negligence, two questions always arise:

• Did the dentist in question properly 
diagnose, treat and monitor the 
periodontal disease?

• Did the critical discussions and 
explanations occur between the dentist 
and the patient?

It is not unusual for there to be differences 
of opinion and recollection between the 
patient and the dentist, regarding what did 
(or didn’t) happen. As a result, attention 
often focuses upon the clinical records and 
what they do (or do not) contain, in order to 
establish which version of events is better 
supported by the contemporaneous notes.

U
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INAPPROPRIATE 
PRESCRIBING OF 
ANTIBIOTICS 

One month later the patient presented as 
an emergency and was seen once again by 
the dentist. He prescribed metronidazole 
250mg three times a day for three days. 
The pharmacist again questioned the 
prescription, and the dentist wrote a new 
prescription with the recommended dose of 
200mg three times a day for five days.

The dentist had graduated in a different 
country and had only been working in 
Ireland for six months. It is imperative that 
all practising dentists familiarise themselves 
with appropriate local prescribing standards 
of the drugs they might prescribe. Good 
record keeping must include a thorough 
medical history including allergies and 
any ongoing or recent medication to avoid 
inappropriate prescribing, allergic reactions 
or other drug interactions. In the current 
climate, the justification of necessity of 
prescribing antibiotics is being closely 
monitored. It may be useful for reference to 
review the Therapeutic Guidelines and check 
your records reflect the justification for the 
prescription and the ongoing treatment that 
may be required.

dentist received a complaint from 
a patient’s mother, regarding 
the inappropriate and incorrect 

prescribing of antibiotics for her 16-year-old 
daughter on three separate occasions. 

The dentist first saw the patient when she 
presented as an emergency with a buccal 
swelling of her lower right first molar (46). 
The patient was coming to the end of a 
period of orthodontic treatment and was 
due to have her fixed appliances removed 
two weeks later. 

The tooth had previously undergone root 
canal treatment. The dentist prescribed 
amoxicillin 250mg three times a day for 
three days. As the patient was going on 
holiday, the member also gave the patient a 
separate prescription for amoxicillin 250mg 
per day for five days. Both prescriptions 
were questioned by the pharmacist, and a 
new prescription was issued requesting the 
recommended dose of 500mg three times 
a day for five days.

CASE STUDY

A 

LEARNING POINTS 

• Make sure you are familiar with 
the standard prescribing guidance 
wherever you practise.

• There are a variety of online 
resources that provide access to 
recognised national, state and 
territory guidelines.

©PIKSEL/gettyimages.co.uk

Case studies are practical examples of claims 
and complaints that have been faced by 

members, and we offer learning points and 
guidance for you based on these situations.
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LONGSTANDING 
PERIODONTAL DISEASE

A dentolegal adviser reviewed a copy of 
the original notes, which simply recorded 
the dates of the patient’s examination 
appointment and occasionally noted when 
scaling and polishing had been performed. 
There were no radiographs or evidence 
of any periodontal screening such as a 
periodontal pocket charting. 

The situation was discussed with the retired 
dentist. Seemingly, he had persistently 
advised the patient about her periodontal 
condition, and sent her to the hygienist for 
oral hygiene instruction and scaling, but this 
treatment was not recorded in any detail. 
The dentist also mentioned that he had 
frequently spoken to the patient about her 
periodontal condition over the early years 
of her treatment. More recently he had not 
further discussed the matter because the 
patient seemed disinterested. 

The lack of detail demonstrating how 
the disease had been monitored left the 
original dentist vulnerable. Fortunately 
the matter was settled by reimbursing the 
patient the fees paid to the new dentist and 
theperiodontal specialist for the patient’s 
recent periodontal treatment. 

he patient had attended the 
same general dental practitioner, 
for more than 20 years and had 

undergone regular treatment by a dental 
hygienist during that time. 

The treating dentist retired and a new 
dentist purchased the practice. He 
examined the patient and advised her that 
she had periodontal disease. Full-mouth 
radiographs were taken, and the patient 
was given a vigorous course of oral hygiene 
instruction, with periodontal therapy. The 
new practitioner handed the patient a 
report that included a charting of the teeth, 
the radiographs and notes about the bone 
loss around the roots of the teeth.

The new dentist also recommended a 
referral to a periodontal specialist because 
of the advanced state of her periodontal 
condition. The patient was horrified that 
this condition had not been discussed with 
her in the past and was upset by the cost 
quoted by the periodontist for ongoing 
treatment to manage the situation.

A letter of complaint was received by the 
retired dentist in which the patient asked 
about compensation and mentioned legal 
action. 

CASE STUDY

T 
LEARNING POINTS 

• Keep detailed records of all 
discussions with patients regarding 
advice and treatment. 

• Ensure that patients clearly 
understand the significance of 
periodontal disease and the likely 
outcomes should treatment advice 
be ignored. 

• Use every appointment as an 
opportunity to remind patients with 
gum disease of the need to maintain 
good oral hygiene. 

• Keep adequate notes of home care 
advice given to patients and the 
importance of flossing, brushing and 
smoking cessation. 

• Patients should be actively involved 
in their care rather than just being a 
passive receiver of treatment.

• Ensure periodontal disease is 
identified, recorded and monitored 
appropriately in accordance with 
current guidelines.

©hedgehog94/gettyimages.co.uk
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GUIDELINES ON 
PRESCRIBING 

In addition, the national guidelines for this 
legal jurisdiction advised that the antibiotic 
prescribed was not regarded as being the 
third choice antibiotic for the treatment 
of dental infections; the guidelines in that 
jurisdiction suggested the named antibiotic 
as the drug of choice. The expert concluded 
that the dentist had failed in his duty of care 
to the patient. The adverse outcome in this 
case could have been avoided if current 
guidelines had been followed. 

The allegations were found to be 
indefensible and the case was settled for a 
modest amount.

new patient (Mr T) attended a new 
practice for an initial examination, 
and an OPG radiograph was taken. 

The dentist informed Mr T that this x-ray 
had shown deep decay under a crown 
16, and that the prognosis of 46 was also 
very poor because of considerable decay. 
Treatment options for both teeth were 
discussed and well documented in the 
clinical records, and Mr T decided to have 
both teeth extracted.

The upper tooth was extracted 
uneventfully, but unfortunately Mr T 
returned as an emergency with a  
dry socket. The socket was irrigated  
and packed. 

Mr T was allergic to penicillin and was 
already taking a course of metronidazole 
tablets, which had been prescribed by a 
medical practitioner whom he had visited 
a few days earlier. Because Mr T remained 
in considerable pain, the dentist decided to 
prescribe antibiotics.

Unfortunately the patient, who had 
a long standing history of irritable 
bowel syndrome, went on to develop 
pseudomembranous colitis and an 
overgrowth of clostridium difficile, resulting 
in severe abdominal pain, nausea and 
diarrhoea. He was hospitalised and needed 
to undergo complicated and unpleasant 
medical treatment.  

Six months later, the dentist received a 
letter from solicitors acting on behalf of 
Mr T, requesting a copy of the patient 
records. This was followed by a letter of 
claim, alleging negligence on the part of the 
dentist. It was accompanied by an expert 
report that pointed out that the patient 
notes were “very sparse” and recorded no 
clinical reasons why the prescription of 
antibiotics was necessary.

CASE STUDY

A 

LEARNING POINTS 

There is a legal and ethical obligation 
for all practitioners to comply with 
contemporary standards of care:

• Provide justification in the notes for 
all treatment undertaken. 

• Ensure that the medical history is 
current and up to date.

• Consider fully the patient’s past 
medical history.

• Follow evidence-based guidelines on 
prescribing in the jurisdiction in which 
you practise.

©Floortje/gettyimages.co.uk
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COMMUNICATION AND 
CHANGE OF DENTIST

The member requested assistance from 
Dental Protection and a way forward was 
suggested. A letter was sent to the patient 
apologising for his dissatisfaction, with an 
explanation that the practice felt it was in 
the best interest of the patient to discuss 
the change in staff when they attended for 
their routine check-up. It was explained 
that whilst most patients had been 
informed that their dentist was leaving, 
this was not known at the time of the last 
check-up with this particular patient. 

The new dentist was introduced to the 
patient, who was reassured that his 
experience would complement the  
range of the other services available  
within the practice. Details of his 
qualifications and recent training were 
included in a small booklet.

An apology was offered to the patient 
for the earlier lack of communication. 
The practice advised that the concerns 
would be discussed at a team meeting, to 
ensure that there was an improvement in 
communication techniques and skills within 
the practice.

The patient accepted the letter of apology 
and subsequently booked an examination 
appointment with the practice principal.

practice owner received a letter 
of complaint from a patient who 
had started seeing one of the 

associates at the practice. No concerns 
had been raised about the clinical care, so 
the letter came as something of a surprise. 
However, there had been some concern 
about the lack of information provided to 
the patient about the changeover. He later 
said that he had felt pressured into choosing 
a new dentist at short notice and this had 
triggered the complaint. 

The patient had received a letter in the 
post explaining that he would be seeing a 
new dentist. The patient had no previous 
knowledge of this change and there was  
no mention of the name of the new  
treating practitioner. The letter was generic 
and had been sent to all the patients 
previously seen by the associate; however, 
it did not provide any details, other than a 
suggestion to call the practice to arrange an 
examination appointment.

CASE STUDY

A 

LEARNING POINTS 

• Always ensure that communication 
with the patient is clear and 
understandable

• Use techniques such as asking the 
patient to repeat back information 
to ensure they have understood 
everything fully.

©AndreyPopov/gettyimages.co.uk
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A DIFFICULT PATIENT  
INTERACTION

The root treatment had been carried 
out using a standard technique, and the 
radiographs demonstrated a well-obturated 
root canal filling with sound crown margins.

However, the clinical records could not 
demonstrate any discussion about the 
benefits, risks, alternatives, complications 
and prognosis. If the patient pursued a legal 
challenge, the clinician would have been 
vulnerable regarding the consent process, 
despite the satisfactory standard of clinical 
treatment.

With Dental Protection’s help, the original 
dentist responded to the patient, explaining 
that no medical intervention has a 100% 
guarantee and that, in actual fact, the 
clinical care provided was in line with 
standard procedure and protocols. 

Together with an expression of regret, 
an offer was made to refund the private 
root canal treatment fees paid in 2005 
as a goodwill gesture. The patient did not 
accept this and demanded a refund for the 
private crown placed after the root filling, 
and reimbursement for the difference in 
treatment costs that had accrued in the 
meantime.

A further response was provided for the 
patien with the assistance of a dentolegal 
adviser, reiterating the position. The 
additional cost of the crown was included 
in the goodwill gesture and the issue was 
resolved

young male patient attended 
a local dental practice with 
toothache. The dentist diagnosed 

the source of the pain as irreversible pulpitis 
from an extensively carious tooth upper 
right six (16), which had a large fractured 
amalgam restoration. The patient did not 
wish to have an extraction and, as there 
was sufficient tooth left to restore, the 
dentist carried out a root canal treatment 
and placed a gold shell crown. 

All was well for many years; tooth 16 
remained symptom and pathology free. 
The dentist subsequently sold the practice. 
The patient then returned after some years 
suffering from a periapical abscess on the 
same tooth and the new owner advised 
the patient to have a re-treatment of the 
root, which would cost more than the sum 
originally paid ten years earlier.

The first dentist received a letter of 
complaint, alleging negligent care and 
demanding full reimbursement for the 
subsequent treatment costs. The patient 
also alleged that he had been informed, at 
the time of the original treatment, that it 
would be 100% successful.

The dentist contacted Dental Protection, 
feeling aggrieved because the tooth he 
had treated had remained functional and 
symptom free for more than ten years.

CASE STUDY

A

LEARNING POINTS 

• Be aware of the unrealistic 
expectations of some patients and 
their persistence in pursuing dentists 
many years after treatment. You can 
help protect yourself from this by 
carefully documenting all relevant 
discussions with the patient.

• Patients should be given advice 
regarding the long-term prognosis  
of proposed treatment, and this 
should be documented in the  
clinical records.

• Clinical records are vital in detailing 
discussions about consent.

• Even when the clinical care is 
satisfactory, if there is a flaw in  
the consent process dentists  
are vulnerable.
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CONTACTS

You can contact Dental Protection  
for assistance 

Membership Services
Telephone 1800 509 441

Dentolegal advice
Telephone (+44) 113 241 0200

dentalprotection.org
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