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Helen Kaney BDS LLB Dip LP MBA FFGDP 
Senior Dentolegal Adviser and Head of Dental Services, Scotland

RECENT EVENTS

At the time of writing, Edinburgh-based Dental Protection advisers 
have just met many members and non-members alike at the 
fantastic new CPD Scotland event run by individuals involved in the 
FGDP (UK) Scotland. The team also attended the Scottish Dental 
Show, at Braehead Arena, and enjoyed meeting many of you there.

During that event, I spoke on ethics and the GDC, with a focus on 
protection for the dental team. I discussed the importance of being 
aware of current guidance on various issues, such as that produced 
by the FGDP (UK) and the Scottish Dental Clinical Effectiveness 
Programme (SDCEP), on aspects of clinical practice and record 
keeping. It was a pleasure to discuss those issues afterwards and I 
do thank those of you who attended. 

GDC SHIFTING THE BALANCE

During the lecture at the Scottish Dental Show I referenced 
recent changes in GDC processes, mentioned in the last edition of 
Riskwise Scotland, and explained what is hoped and anticipated to 
be the positive impact that these changes will have for the dental 
profession for the future. I also mentioned the GDC Shifting the 
Balance publication, in which regulatory reform is proposed with a 
view to ‘moving upstream’. This means enabling the dental team 
to focus on prevention of problems and dealing with complaints at 
a local level. It is to be hoped that future changes as a result of this 
document in due course will be for the benefit of the profession and 
patients alike.

LOOK INSIDE

In this edition, there is an excellent article on oral cancer and I 
would recommend it to the dental team as one for careful reading 
- it provides crucial advice to practitioners on the appropriate steps 
to take when faced with a patient with a lesion, and highlights the 
importance of record keeping as a risk management tool to protect 
the clinician. 

Also included is an article on “never events” in general dental 
practice, which references a list of healthcare errors which are 
considered to be preventable and therefore should never occur. 
There is also an interesting article on the future of amalgam in 
dentistry by Susie Sanderson. Of particular relevance to the dental 
team, is the new NHS Complaints Handling Procedure (CHP) which 
came into force on 1 April 2017 and we’ve got a rundown on page 
16. 

I do hope that this edition of Riskwise will help you to focus on 
providing a good standard of care to your patients, but to also take 
the appropriate steps to protect yourselves in the process. I would 
be very keen to hear feedback about what you might wish to be 
included in future editions. I look forward to hearing from any of 
you that wish to get in touch and I do hope that you have a great 
summer.

Best wishes,

Helen Kaney BDS LLB Dip LP MBA FFGDP (UK) 
Senior Dentolegal Adviser and Head of Dental Services, Scotland

EDITORIAL

Welcome to the latest edition of Riskwise, which contains 
a number of articles and features which I hope will be of 
interest. 
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t the heart of every valued human 
interaction lies the notion of trust. 
Our world could not function 

without it.

Trust is one of the most important 
components in the dentist-patient 
relationship. It creates longer and more 
stable professional relationships, reduces 
the incidence of conflict, promotes 
satisfaction, reduces complaints, and 
builds loyalty. It is, therefore, one of the 
key drivers of success in general dental 
practice.

WHAT IS TRUST? 
There are many definitions of trust and 
they feature credibility, benevolence, 
confidence in honesty and reliability as 
components parts of the construct. We 
make promises to our patients and our 
patients expect us to keep them. They 
expect us to be knowledgeable, skilful and 
competent. As Joseph Graskempner noted 
in his article in JADA (June 2002), “dentists 
should gain the patients’ trust in them as 
reasonably knowledgeable, reasonably 
talented, caring dental health providers.”

CAN TRUST BE QUANTIFIED? 
As I mentioned in a previous issue of 
Riskwise there is a simple formula that 
allows us to do this.

Degree of trust created= (R x C x I) / SO

R= reliability, C= credibility and I = intimacy 
are multipliers and self-orientation (SO) is 
the divisor. 

Significantly, the greater the divisor, the 
lower the quantity of trust generated. 

CREDENCE MARKETS 
In economic terms, dental services fall into 
the category of credence goods. Patients 
don’t always know whether they need the 
suggested treatment and in some cases 
even after they receive the treatment 
they cannot be sure of its value. This is 
because the “buyer” does not have the 
knowledge of the “seller”– a feature of 

the dentist-patient relationship referred 
to as information asymmetry. It is this 
asymmetry that makes the credence 
goods market particularly challenging 
because it may give rise to aberrant 
behaviours. 

It is interesting to note the comments 
made in 2012 by Brown and Minor in 
their paper Misconduct in Credence Good 
Markets.1 

“Providers of technical advice are common 
in the automotive, medical, engineering, 
and financial services industries. Experts 
benefit from customers trusting and 
buying their advice; however, experts 
may also face incentives that lead 
them to provide less than perfect 
recommendations. For example, a 
mechanic can provide a more extensive fix 
than warranted and a dentist can replace a 
filling that has not failed.”

The need for regulation to protect the 
consumer in the credence space is implicit.

Another challenge is that perceptions of 
clinical success and failure in this market 
are largely subjective for patients because 
there is no external verification. It is only 
because of trust that patients do not 
routinely seek to independently verify 
every transaction and clinical outcome.

BUILDING TRUST
Building trust should underpin a practice’s 
risk management strategy. Without this, 
any business risks loss of market share and 
loss of reputation. This can be achieved by 
making a commitment to:

1. Meeting patient needs and 
preferences when it comes to service 
delivery.

2. Ensure patients feel cared for. We 
use the phrase care and treatment 
in our everyday language and tend to 
focus on the technical elements of 
treatment. Remember to show them 
you care.

3. Get it right when patients most need 
you – when they are in distress.

4. Manage the expectation and create 
experiences built on continuity of 
care with individual clinicians. This 
builds relations and fosters trust.

5. Improve communications – both 
clinical and non-clinical.

6. Ensure there is transparency in 
pricing.

7. Empower your front-line staff – the 
first contact with the team will form 
lasting impressions.

The consumer mantra has long been 
“caveat emptor” (buyer beware). It is not 
appropriate for the business of dentistry. It 
should be replaced with “credat emptor” – 
let the buyer trust.

Dr Raj Rattan, Dental Director at Dental Protection, explains the 
importance of managing the relationship with patients when 
working in a general dental practice

THE BUSINESS
OF DENTISTRY

A
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he need for a high level of safety 
remains an essential step in 
improving quality of care. There 

is growing international evidence that, by 
adopting similar strategies to other high 
risk industries, healthcare organisations 
can reduce variation and therefore improve 
patient safety.1 In particular, this relates to 
‘never events’ in general practice.

WHAT IS A NEVER EVENTS 
LISTS? 
A Never Events List is a list of significant 
healthcare errors which are deemed to 
be preventable and therefore should 
never occur.2 They are used worldwide in 
healthcare to increase understanding and 
knowledge of potentially serious patient 
safety incidents, and apply measures to 
improve patient safety.3

Some never events established by two 
surveys4,5 are listed below as a guide 
for identifying potential serious adverse 
events in your own practice:

1. A planned referral of a patient, 
prompted by a clinical suspicion of 
cancer, is not sent.

2. Failure to update medical history 
caused adverse reaction to materials 
(including latex) and drugs.

3. Extracting the wrong tooth in spite of 
having a record of the correct tooth.

4. Prescribing a drug that is known to 
interact with another medication 
being taken by the patient.

5. Prescribing a drug to a patient that 
has previously caused them a severe 
reaction.

6. Local anaesthetic injections causing 
nerve damage.

7. Damaging intra-oral soft tissues with 
an overheated handpiece.

8. Unintentional inhalation or ingestion 
of drugs, burs, crowns and materials.

9. A practice does not have an up-to-
date and secure backup of their data.

10. Medical waste and hazardous 
substances are discarded in an 
inappropriate manner. 

11. Emergency medical equipment is 
not available, maintained or checked 
regularly.

12. A needle-stick injury due to failure to 
dispose of sharps in compliance with 
guidance and regulations. 

RESEARCH APPROACH 
Recent research amongst general 
medical practitioners4 was unanimous 
in identifying the most significant never 
event as ‘the failure to send a referral of a 
patient, prompted by a clinical suspicion 
of cancer’. Depending on where you work 
and your scope of practice, some never 
events will be more significant than others. 
Although, there can be no doubt about 
the significance to any patient who finds 
themselves exposed to such an event. 
Robust systems and processes should 
be in place to make the incident entirely 
preventable in the first place.

LOCAL SAFETY STANDARD 
FOR INVASIVE PROCEDURE 
(LOCSIPP)6 
A new toolkit has been produced 
by the British Association of Oral 
Surgeons for clinical teams involved in 
dental extractions. It gathers together 
recommendations regarding the 
development of safety standards to 
minimise the risk of wrong site surgery in 
all dental settings, focusing on the issue of 
wrong tooth extraction. 

This document could inform the future 
creation of other guidelines to reduce the 
risk associated with other never events. 

Dental Protection members are advised 
to contact our help line if they encounter 
a never event or would like help when 
considering modified ways of working with 
their dental team.

Diane Baylis explains the significance of never events 
for patient safety 

NEVER EVENTS
IN GENERAL DENTAL PRACTICE

BIOGRAPHIES 
Diane Baylis is a Clinical Risk and 
Education Manager for Medical 
Protection.

T

READ THIS ARTICLE TO

Learn the value of a Never 
Events List

Discover how patient safety can 
be improved around such events
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Oral cancer is something we should 
all be aware of when treating patients. 
This comprehensive overview will 
help you spot the warning signs and 
offers tips on involving patients in 
decision making

 
 
 
 
 
 
 

n most developed countries, oral malignancy is a rare 
finding in primary care dental practice; indeed, the 
presence of malignancy is reported to be as low as 

1-1.5 cases per 100,000/year, and on this basis it is unlikely that 
most dentists will see more than one or two cases in a lifetime. 
However, oral cancer is still on the increase in most developed 
countries and therefore a vigilant approach should be adopted 
for every patient if malignancies are not to be overlooked. Most 
importantly, they must be identified early as prognosis is largely 
dependent on early intervention.

All oral and facial lesions, swellings, discharge and ulcerations 
require detailed investigation with careful consideration of 
the history and presenting features. The establishment of a 
differential diagnosis will then allow the practitioner to reflect on 
the possibility that the lesion is serious and/or sinister.

It should be remembered that most common oral lesions will have 
a logical aetiology and be readily treatable. However, practitioners 
should be alert to unusual presentation, for example, the 
loosening of one or two teeth in a mouth where there is no active 
periodontal disease.  

FEATURE

I

READ THIS ARTICLE TO

Understand how to recognise oral cancer warning signs

Know the  appropriate way to tackle these warning signs

Clearly engage with patients on treatment options and 
decision making
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ASSESSMENT

Whatever the evidence for and against a regular examination 
with respect to periodontal disease and caries, these visits, as 
they occur, present an ideal opportunity for assessment of the 
oral mucosa.

Adopting a systematic approach to history taking and dental 
examinations will enable the dentist to become alerted 
to the possibility of a benign or malignant lesion requiring 
investigation, and will certainly assist in the inclusion of such a 
problem in a differential diagnosis. For example, an awareness 
of any particular ethnic propensity for malignancies of various 
kinds, and the relevance of factors such as age and sex are 
important for all clinicians. 

Careful history taking can often reveal a recognised risk factor 
for oral cancer which may or may not be relevant to lesions 
seen in the mouth. For this reason, any such screening should 
include a lifestyle enquiry (use of tobacco, alcohol, betel nut 
etc) and a regular review of the patient’s medical history. 
Smokers should be encouraged to seek professional help 
with smoking cessation with signposting to appropriate local 
cessation services.

The most effective oral assessment is one that follows a 
consistent, structured and reproducible format, for each 
and every adult patient. Ideally this should involve a visual 
inspection of all areas of the mouth, including the floor of 
mouth, gingivae, sulci, palate, tongue and oropharynx. The face 
should also be reviewed and the neck examined by palpation, 
with a note being made of the location and consistency of 
palpated lymph nodes, and whether any node is attached to 
surrounding tissues as opposed to mobile.

GOOD ILLUMINATION

An adequate source of light is a fundamental requirement for 
the clinician performing the examination along with a means 
of recording the findings in the patient’s notes. Any unusual 
lesions should be palpated and examined by touch. A note 
should be made of the site, size, colour and consistency of 
any lesion, with the help of diagrams in the clinical notes, but 
ideally in the form of intra-oral camera images, against which 
any future comparisons can more easily be made.

Ulceration in the mouth can often be caused by trauma, and 
dentists will be familiar with aphthous ulceration, denture 
trauma, cheek biting etc. Occasionally, dentists themselves 
cause ulceration through the overzealous use of prophylaxis 
brushes or cups, or the accidental trauma which results from 
a rotating instrument abrading soft tissue. 

An extra-oral examination should be performed, routinely 
checking the salivary glands, lymph nodes and bones of 
the mid and lower face. A careful view of the face can 
reveal a variety of skin lesions, such as melanoma, basal 
cell carcinoma and squamous cell carcinoma. In particular, 
concerns about facial asymmetry, persistent swelling or 
bleeding, or continuous pain should give reason to instigate 
fuller investigation. Masses in the salivary glands and nodes 
can be detected, and an early referral made. It is entirely 
appropriate for a dentist to make a referral to a specialist 
for further investigation even when they are unsure as to the 
diagnosis. However, local guidelines for referral should be 
followed. 

It is important to assess and document nerve function 
when dealing with any patient who complains of unusual 
or persistent facial pain. Areas of motor or sensory loss, 
particularly when associated with pain, should be investigated 
by oral medicine, maxillofacial or neurology colleagues 
without delay. Dental practitioners should be mindful that 
they may be the only healthcare provider who has the 
opportunity to see the patient and identify these conditions in 
time to make a difference to the prognosis

PATIENT INVOLVEMENT

Patient concerns should be listened to carefully, investigated 
and acted upon. Further, the clinician must be prepared to 
have difficult conversations with patients about lifestyle and 
health choices, whilst at the same time explaining the clinical 
findings and concerns without either alarming the patient 
or glossing over the seriousness of the condition. These 
important conversations need to be documented clearly in 
the records, at the time they take place.

It is best practice for the dentist to ask the patient to monitor 
the identified lesions and ask them to return for review 
within a defined period of time – usually two to three weeks 
depending on local or national guidelines. Making a formal 
review appointment provides an opportunity for the patient 
to be reassured that the lesion has indeed healed, and, if not, 
arrangements for referral can then be discussed, ensuring the 
patient understands and consents for this.
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SECOND OPINIONS

If there is any doubt about an individual case, it is good 
practice to ask a colleague to have a look at the patient 
with you. Any referral to a secondary care colleague 
should be made with the patient’s consent including an 
explanation of why a second opinion is being sought. If this 
is done firmly but sensitively, it need not alarm the patient 
– but try to avoid trivialising the matter, or the patient may 
not appreciate the need to act upon the referral.

A referral letter should be a proper summary of the 
case, including a provisional diagnosis or, at least, a clear 
statement of your concerns about the patient. It should 
include all the necessary data that the specialist will 
require in order to determine the urgency of the referral 
and the contact details for the patient. It should contain a 
statement about the patient’s relevant medical history and 
relevant risk factors. 

A digital clinical photograph is often helpful to demonstrate 
the area of concern and the appearance of the lesion, 
thereby allowing the specialist to prioritise the referral 
more appropriately. It is important for practitioners to be 
aware of the local protocols for referring patients with 
suspected malignant lesions thereby avoiding unnecessary 
delays in the referral.  Urgent referrals may be discussed 
with secondary care colleagues by telephone prior to having 
the referral letter sent to them. Letters of referral should 
not be handed over to the patient (unless a copy is also 
being sent) as the letter may be lost or simply forgotten 
about – or destroyed if the patient changes their mind.  An 
audit trail for follow-up of any non-attendance is essential.  

FOLLOW-UP

Establish a system that can follow-up and monitor every 
referral relating to oral lesions and suspected pathology. If 
the lesion is serious enough to merit a second opinion, it is 
serious enough to follow up. To suggest a referral and then 
to take no further interest in the outcome has in the past 
been criticised as a breach of the dentist’s duty of care. 
Where that delay results in a delay in diagnosis and a delay 
in treatment and resultant negligence demonstrated, the 
size of the financial damages paid out may be significant. 
See also the “never events” article on page 5.

RECORD KEEPING

The purpose of record keeping is to be able to demonstrate 
that over a period of time, whether it is long or short, the 
clinician has set down, logically, the findings of one or more 
clinical events, in sufficient detail that the event can be 
recalled with accuracy, without relying upon memory alone. 
These records will show positive and negative findings, 
perhaps with the aid of diagrams, photographs or charts. 

In the situation where a patient alleges negligence 
concerning an undiagnosed malignancy, or a significant 
delay in referral, the content of the records becomes 
particularly important. If the records contain no reference 
to the mucosa having been examined, it is difficult to 
disprove the allegation that the patient “first reported an 
ulcer to the dentist over six months ago”. Equally, if the 
records can show that an ulcer was found, described clearly, 
and the patient was advised to return for review ten days 
later, the situation is greatly improved. 

However, if the contemporaneous records demonstrate 
that an ulcer was found, described clearly, the implications 
explained to the patient and an appointment made for a 
review ten days later, and there is evidence that the patient 
was followed up with another appointment made and 
broken, the defence against such an accusation is improved.

If the records also demonstrate that the patient failed to 
attend the review, and despite reminders they ignored 
documented attempts to arrange a review appointment, the 
claim is less likely to be successful.

8
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THE PERSISTENT PROBLEM

Any persistent problem, which has not responded to conventional 
treatment, should raise a red flag of concern. Such difficulties can 
be highlighted in the patient who constantly takes analgesics but 
doesn’t feel the pain is getting better, the apical cystic area which 
does not respond to root canal treatment, and an ulcer which does 
not heal within a couple of weeks. 

Dentists may inadvertently delay the early identification of 
suspicious lesions by using antibiotics as a first (and incorrect) line 
of treatment. If, what appeared to be an acute infection has not 
responded to a single course of antibiotics, then a formal review 
of the differential diagnosis should be considered and the clinical 
findings and discussions with the patient carefully documented.

Failure to respond to simple treatment is sometimes an indicator of 
more sinister problems. An ulcer adjacent to the flange of a denture 
or which is still present two to three weeks after the denture has 
been eased or removed, or after a rough tooth has been smoothed, 
requires further investigation. 

A swelling that is still discharging or a radiolucent area, which 
does not improve following conventional root canal therapy (with 
or without antibiotics), might be something other than a simple 
infection. In a patient who has co-operated with treatment and 
attended regularly, a “two week response, or lack of response” 
to treatment can be an indicator of the need to refer quickly for a 
specialist opinion.

Close contact with the local hospital department should be fostered 
in order that acute cases can be seen in days rather than weeks, 
whenever possible. If a referral is felt to be in the patient’s interest, 
then the patient should be followed up to ensure that the visit has 
taken place. 

Indeed, if there is any lengthening of a treatment process because of 
poor patient co-operation or a failure to attend, where a response to 
simple treatment is as negative as suggested above, then the patient 
should be informed of the urgent need to attend for an appointment 
with the consultant. Copies of referral letters and the replies, along 
with correspondence to patients regarding referral, should be safely 
retained.
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INVESTIGATIONS

A variety of tests and investigations are now available for 
primary care practitioners to investigate suspicious intra-
oral lesions. The use of these products requires a short 
formal training in their use and a clear understanding of the 
limitations. The danger of a false negative, creating a false 
sense of security, could lead to inappropriate reassurance and 
an inevitable delay in referral. The fault cannot be attributed 
to any particular product since clinicians must still rely on 
their own observations, suspicions and judgment.

This highlights the need to balance the natural desire to 
properly investigate a clinical condition, with the difficulty 
that might arise if the patient becomes concerned, distressed 
or frightened that he/she may have a malignant lesion. 
Patients should be handled sensitively and carefully, and a 
proper explanation given of the concerns and the need for 
referral. A false alarm will always be preferable to a missed 
diagnosis.

CO-OPERATION

Cases have been reported where, because of the ongoing 
acute symptoms associated with a malignant lesion, patients 
have returned regularly to a practice but have seen different 
dentists on each occasion. In some cases, the urgent/
emergency opinion is given by a general medical practitioner 
and it is possible for patients to see a combination of dentists, 
doctors and hospital consultants, complaining of persistent 
symptoms which are not being resolved by the succession of 
attendances - perhaps because no-one has the “complete 
picture”. It follows that at each emergency, “casual”, or urgent 
attendance, care should be taken to establish a patient’s 
precise history, both in relation to the current complaints and 
in relation to any symptoms which might be associated or 
related, and which might be receiving treatment elsewhere. 

With the patient’s permission, progress can sometimes 
be expedited if the examining dentist consults others who 
have been involved in the patient’s treatment. If the patient 
would have benefited from a specialist referral, then all those 
doctors and dentists who examined the patient recently, 
could be involved in an investigation.

DELAYS

It is worth remembering that a late referral for a suspected 
malignant lesion will almost inevitably cause the patient and 
their family avoidable distress, pain and suffering through the 
delay in obtaining a diagnosis and then treatment. This may 
also worsen the overall prognosis for a patient.

There are many cases when some delay in referral is 
inevitable because of the need to eliminate the more common 
problems, but any delay must be justified within the records, 
showing a proper consideration through the histories, 
investigations and appropriateness of treatment plans and 
monitoring decisions. In order to ensure that any lumps, 
bumps, patches, swellings, discharges or ulcerations that 
might turn into something unusual are properly assessed, it is 
important that dentists stay abreast of current developments 
in the diagnosis of these types of lesions.

SUMMARY

The management of the patient depends on the specific 
diagnosis and the stage of the tumour (Tumour, Node and 
Metastasis (TNM) classification). It is therefore crucial to refer 
patients with any suspicious lesions to a specialist at the 
earliest opportunity. A delay in referral can have devastating 
consequences for the patient, leading to allegations of 
negligence. Good patient management in these cases is a 
balance between effective communication, best clinical 
practice (informed by regular continuing professional 
development) and underpinned by accurate and appropriate 
record keeping.

Dental Protection acknowledges the assistance of Professor 
John Gibson in preparing this text.

Dentists in Scotland should be 
aware of updated guidelines 
on referral of patients with 
suspicious lesions. 

The SIGN Guideline Number 90, Diagnosis and Management 
of Head & Neck Cancer, was withdrawn in December 2016 
and, as there is not currently a replacement SIGN guideline, 
the relevant document is the The Scottish Cancer Referral 
Guidelines which can be accessed here http://www.
cancerreferral.scot.nhs.uk/head-and-neck-cancers/.

The following should be referred without delay:

• Persistent unexplained head and neck lumps lasting for >3 
weeks

• Ulceration or unexplained swelling of the oral mucosa 
persisting for >3 weeks

• All red or mixed red and white patches of the oral mucosa 
persisting for >3 weeks

• Persistent hoarseness lasting for >3 weeks (request a 
chest X-ray at the same time)

• Dysphagia or odynophagia (pain on swallowing) lasting for 
>3 weeks

• Persistent pain in the throat lasting for >3 weeks.

Scottish dentists should be familiar with and apply these 
guidelines in their clinical care of patients. 

1010
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DENTAL PROTECTION’S 
APPROACH

This sort of case is always heartbreaking 
for the patient and their family. It also 
has the potential to create enormous 
sadness and stress for the practitioner(s) 
concerned when they reflect upon the 
impact of a single clinical incident which 
was subsequently consigned to the 
memory banks as entirely unremarkable. 

Unless there was a significant event 
associated with the clinical decision 
at that time, it can be difficult for 
the practitioner to picture the event.
They must rely entirely on the 
contemporaneous clinical records, 
which may be limited, given the lack of 
significance attached to the event at the 
time.

When analysing such a case in retrospect, 
it is relatively straightforward to identify 
a number of breaches of duty (failure to 
investigate the cause of the sudden tooth 
mobility, failure to adequately document 
the history and failure to consider/take a 
radiograph of the tooth prior to extraction). 

The major failing in the case was the 
lack of curiosity about why the tooth 
had loosened in somewhat unusual 
circumstances. This lack of curiosity and 
care for the patient was at the heart of 
the treatment provided by the clinician 
during an appointment that didn’t last 
more than 15 minutes. It is always hard to 
balance the risks of using ionising radiation 
against the potential benefits to the 
patient, although in this case it would have 
been justified to expose a single intra-oral 
film.

When responding to a letter of complaint  
or even a negligence claim, it is important 
to remember the human stories involved. 
But Dental Protection will also work to 
ensure that the member’s journey through 
this traumatic process is as stress-free as  
it can be.

This particular case involved input from the 
whole Dental Protection team to ensure 
that the dental practitioner’s experience of 
a harrowing clinical negligence claim was 
optimised. The dentolegal adviser assisted 
the practitioner to respond to the initial 
complaint and subsequently provided 
empathetic support throughout the case. 

To run the case smoothly, both internal 
and external legal teams are involved 
as soon as a claim starts or a regulatory 
investigation is initiated. Usually one or 
more independent experts will be involved, 
examining the patient, their records and 
advising on the current condition and the 
prognosis for the patient. Most importantly 
experts advise on the relationship between 
the breaches of duty and causation and 
what resulted from the breach of duty. In a 
case like this, establishing causation would 
be the key to the final outcome. 

In this case, the experts were asked to 
predict whether the tumour had in fact 
been present/detectable when the tooth 
came out, and indeed, did the tumour 
cause the loosening of the original tooth 
that was extracted?

If the answer to such questions is “no”, 
there may just be a way to defend the 
case in court even though the records 
are poor. If the answer is “yes”, it may be 
necessary to settle the case on behalf of 
the member. Every case is considered on 
its merits. But it should be remembered 
that any decision to go to court is not 
without risk to the clinician concerned, 
even with the full support of Dental 
Protection and its extended team. 
Journeys through a legal system are rarely 
quick, and no party involved can achieve 
any kind of ‘closure’ until the process  
is complete.

FEATURE CASE STUDY 

Dear Practice Owner
I am really scared about the future. I am very confused about what has happened to me in the past two months. I have been thinking about the last couple of years and wondering whether my current situation could have been avoided. 

You sent me to hospital six weeks ago because my bottom jaw had been swollen and my teeth had become loose. Since then, there has been a whirlwind of appointments and scans and investigations. I now know that I have a tumour in my jaw and I am worried that it was not noticed two years ago when I came to you about a loose tooth. You told me that there was nothing that could be done and it had to come out. You didn’t take an x-ray – you just took out the tooth. How I wish I had gone somewhere else.
I have had x-rays of my teeth, jaws and chest. I have had CT and MRI scans, biopsies under general anaesthetic and given numerous blood samples. The specialist says I have a cancer that is not very common. Samples have to be sent away to be examined and this creates further delay. I am worried because all the while this cancer is growing. I don’t know if it will spread further and I am now having sleepless nights. 

The cancer has already spread to the front of my jaw. I am surprised that you didn’t notice the swelling. I certainly noticed my other front teeth loosening and now I am told that they will all have to come out when I have an operation and my lip may go numb. What are you going to do to make this right? How will you make sure that this does not happen to anyone else?I await your reply.

This letter documents 
one patient’s journey 
from the initial 
detection of the lesion 
through to surgery.

The case mentioned in this article is fictional but is an example of a common scenario that might occur in practice.
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A SAFE 
PAIR OF HANDS
There are many things that are vital to 
a fully functioning dentist of every age; 
good eyesight, a flexible back, and of 
course hands and wrists for the most 
intricate of tasks. Sarah Bradbury, from 
Dentists’ Provident, looks at common 
conditions we all face and how to avoid 
them

WORK-RELATED 
MUSCULOSKELETAL DISORDERS 
(MSDS) 
 
MSDs can affect the muscles, joints and 
tendons in any part of your body and many 
work-related MSDs develop over time 
through a lack of prevention or awareness 
of their causes. Once they do occur, they 
can progress from mild to chronic cases 
and can affect you in the short or long 
term.1

There are many studies that look at MSDs 
in dentists, from early on in their career as 
well as in a hospital and practice settings. 
Many aim to get to the root cause of them 
and how they can be prevented, as there 
is a significantly higher occurrence of them 
in dentists compared to other graduates. 
From these studies, there appears to 
be a lot of similarity in terms of what 
contributes to them, such as unnatural 
static positions that are maintained for 
long periods of time, as well as repetitive 
movements and intricate or forceful 
exertions.2,3,4

HANDS AND WRISTS

While many dental professionals are 
aware of the dangers that bad posture can 
cause to their backs, necks and shoulders, 
many don’t consider the large number 
of conditions that can affect their hands 
and wrists. While injuries happen in the 
workplace, during sport or at home (like 
the dentist who lacerated their finger 
while chopping vegetables) there are 
also repetitive, age and genetic related 
conditions that can seriously affect the 
quality of your life and ability to practise.

In 2015, Dentists’ Provident 
paid over £15,000 to 
cover dentists for simple 
accidents and injuries to 
their hands and wrists that 
meant they couldn’t work. 
 
Hand pain can be caused by anything from 
a trapped nerve to an underlying disease 
such as arthritis. Typical examples include 
repetitive strain trauma, hand-wrist 
tendon syndrome, carpal tunnel syndrome 
and epicondylitis.2,3

A study undertaken in 2013 also noted 
that postgraduate prosthodontic students 
had the highest rate of wrist symptoms 
compared to other specialities, perhaps 
due to the use of vibrating instruments, 
even though they had fewer other MSDs, 
possibly because they have less time 
chairside while they were making crowns, 
bridges, dentures and other prosthetics.4

In 2015, Dentists’ Provident 
paid dentists over £40,000 
for conditions of their hands 
and wrists, which ranged 
from swelling and tendinitis 
to surgery and even an 
amputated finger that 
forced them to take time off 
work.

Types of injuries to your hands and wrists 
include:

CARPAL TUNNEL SYNDROME 
(CTS)

Dentists’ Provident paid dentists nearly 
£60,000 in claims for CTS alone in 2015, 
as it is the most commonly diagnosed 
disorder of the hand and wrist among 
dental professionals. It is caused by 
compression of the median nerve in the 
wrist that then disrupts the nerve signals. 
Certain activities such as strenuous 
repetitive work and vibration or injuries can 
contribute to this compression.3,5

A Dentists’ Provident member in her late 
twenties experienced pain and numbness 
while in practice; she couldn’t work 
because of it for three months and was 
diagnosed with CTS. She has managed 
the condition using a wrist brace and 
physiotherapy exercises rather than 
going down a surgical route and believes 
reducing workload and an automatic car 
have helped. She said: “as a young dentist 
you don’t anticipate anything like this will 
happen to you. I’ve got over the worst now 
but I occasionally feel the symptoms still, I 
just know how to manage it”.

REPETITIVE STRAIN INJURY (RSI)

A RSI is a pain in your muscles, nerves and 
tendons caused by a repetitive movement, 
such as the highly intensive activity of 
dental care for long periods without 
a break. It is also common in people 
with poor posture working in awkward 
positions.6
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ARTHRITIS

Arthritis is a common condition that 
causes pain and inflammation in a joint 
due to a lack of cartilage and, in 2015, 
Dentists’ Provident paid dentists just under 
£60,000 in claims for those unable to work 
because of it. Its cause can be down to 
your family history or because you have 
injured a certain joint at some point. There 
isn’t actually any cure, but there are many 
treatments that can help to slow down the 
condition and relieve your symptoms.7

TENOSYNOVITIS 

Tenosynovitis is a condition that affects 
the synovium around the tendons. It is 
usually diagnosed as a RSI because it is 
caused by overuse or repetitive physical 
activity however, occasionally it occurs 
when a cut gets infected and bacteria 
cause inflammation.8

There are variations such as De Quervain’s 
disease, which is a painful inflammation in 
the thumb, and stenosing tenosynovitis or 
‘Trigger Finger’ basically when the finger 
or thumb bends towards the palm and the 
tendon gets stuck and locks. There are a 
number of approaches to treatment, but 
if you restrict the activity that caused the 
pain, it will usually recover in time.3,8

A GANGLION CYST

A ganglion cyst is a fluid-filled swelling that 
usually develops near a joint or tendon. It’s 
not clear why they form, but they seem to 
appear when the synovial fluid around a 
joint or tendon leaks and collects in a sac.9

PREVENTION

Prevention is certainly the key rather 
than cure, of many of these finger, hand 
and wrist disorders, so it’s worth taking 
some time to review your posture and 
equipment, as well as fitting in exercises 
and stretches to try to prevent any of 
these symptoms before a problem can 
occur.10

1

Here are a few tips that may help to prevent finger, 
hand, and wrist injuries10:
• Try to do exercises and stretches that strengthen your hand and arm muscles 

every day (see box of exercises).

• Think about how to safely move your hands and wrists in practice to avoid 
injury.

• Try to reduce the speed and force of your repetitive movements where you can.

• Remember to move and change the position of your hands where possible 
when you are holding handpieces or other equipment for any length of time.

• Minimise your grip with just your thumb and index finger which doesn’t stress 
your wrist.

• Monitor your posture and body mechanics when you work and check it 
regularly.

• Maintain good posture; try to position yourself so that you are not rotating 
excessively to reach equipment or your patient. 

• Wear protective supportive gear, such as wrist guards in sports and activities 
like snowboarding or racket sports. 

• Try to keep your shoulders relaxed when your arms are resting by your sides.

• When using a keyboard, try to keep your forearms parallel to the floor or bend 
your wrists so that your fingers are lower than your wrists.

Here are a few stretches11:
1. FINGER STRETCH: Stretch your hand out and slowly make a fist, then unravel 

it, repeat a few times on each hand.

2. WRIST STRETCH: Move your flat hand facing down slowly from side to side 
from the wrist, hold then repeat a few times, holding your hands up now rotate 
your wrists holding and repeating again, then hold your fingers and pull your 
hands back flexing your wrists a few times.

3. FOREARM STRETCH: Put your hands in a prayer position held tightly togther in 
front of your chest, hold and repeat.
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MERCURY 
NO LONGER RISING
There’s a worldwide movement to reduce 
mercury usage which will impact use of dental 
amalgam. We outline the changes and the 
practical implications on the profession

M

Hg
Mercury

201

80

14

READ THIS ARTICLE TO

See how mercury usage is being reduced 
and its effect on the profession

Learn how informed consent is crucial in 
the use of amalgam and compliance with 
regulation

ercury pollution is having a negative impact on human 
health and the environment, with mercury compounds 
being found in fish stocks and other food sources as a 

result of this pollution. With that in mind, the European Parliament 
introduced a strategy to reduce the use of mercury and its 
detrimental effect on the planet’s ecosystems.

While much of this strategy focuses on the environmental impact 
of activities such as mercury mining, small-scale gold mining, coal 
combustion, products that have previously contained mercury 
such as batteries and the general management of mercury waste, 
any reduction in the use of mercury clearly affects the dental 
profession and future availability and use of dental amalgam. 

On 25 April 2017, following the Minamata Convention, the 
European Council adopted the new regulation aimed at providing: 
“a high level of protection and to limit the pollution generated by 
activities and processes related to mercury”.

 
Countries in the EU will have to apply the legislation to control and 
restrict: 

• the use, storage of and trade in mercury, mercury compounds 
and mixtures of mercury,

• the manufacture, use of and trade in mercury-added products,

• the use of mercury in dental amalgam,

• and to ensure the appropriate management of mercury waste.1  

EFFECT ON THE DENTAL PROFESSION

In light of this, as responsible practitioners we should be reviewing 
our current use of mercury and considering its future use based 
on our professional experience and clinical expertise. It’s worth 
bearing in mind that the EU recognises dental amalgam as a safe 
and cost-effective material, but it is still seeking a reduction in its 
use on environmental grounds. 

The regulation creates a requirement for the dental profession to 
restrict our use of amalgam in certain cohorts of the population, 
unless there is an absolute clinical necessity. The legislation, 
however, also implies faith in our judgment as clinicians to select 
the most appropriate dental material in individual cases subject, 
of course, to a valid consent process. The overarching agenda 
indicates that the profession’s active attention to phasing down 
the use of dental amalgam will nonetheless place us in a strong 
position when discussing later stages of the restriction.

©charnsitr/Gettyimages.co.uk
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In relation to dental amalgam, the EU 
regulation stipulates the following:

• Dental amalgam only to be used in 
pre-dosed capsules; use of bulk mercury 
by the practitioner prohibited (from 1 
January 2019).

• Mandatory use of amalgam separators 
(from 1 January 2019).

• Service standards: mandatory retention 
of at least 95% of amalgam particles 
for separators installed from the date of 
coming into force of this regulation, and 
for all separators by 1 January 2021.

• Dentists to ensure that their amalgam 
waste is handled and collected by 
an authorised waste management 
establishment.

• Member States to set out a national plan 
(by 1 July 2019) on the measures they 
intend to implement to phase down the 
use of dental amalgam.

• No use of amalgam in the treatment of 
deciduous teeth, children under 15 years 
and pregnant or breastfeeding women, 
except when strictly deemed necessary 
by the practitioner on the ground of 
specific medical needs of the patient 
(from 1 July 2018).

• The Commission to report (by 30 June 
2020) on the outcome of its assessment 
regarding:

– the need for the Union to regulate 
mercury emissions from crematoria;

–the feasibility of a phase out of 
dental amalgam use in the long 
term, and preferably by 2030, taking 
into account national plans for 
measures to phase down amalgam 
use, and respecting Member States’ 
competence for the organisation 
and delivery of health services and 
medical care.2 

The key point to take from these steps 
is the plan to phase out amalgam in the 
future, and the emphasis on the clinician to 
make any decisions, about using amalgam 
for a particular patient, based on their 
clinical experience.

IN PRACTICAL TERMS 
Whatever material is chosen to restore 
a particular tooth, the clinician needs to 
understand the properties of the material 
and its indications. The dental team as a 
whole needs to be familiar with its proper 
storage, handling and use. The restriction 
of the future use of mercury in the dental 
setting is now a factor that needs to be 
considered when discussing that choice 

with the patient in order to obtain their 
valid consent. 

There is also a communications challenge 
to manage for those patients who have had 
amalgam restorations in the past when 
they learn that use of mercury has now 
been restricted. The important thing to tell 
patients is the change in approach is part 
of an environmental agenda, rather than a 
patient safety issue.

DUTY OF CARE 
There needs to be a scientific basis for 
the provision of any treatment which is 
accepted by a responsible body of other 
clinicians in the field. To comply with the 
Minamata agreement, there are a number 
of considerations that the clinician will 
weigh up:

• compliance with the EU Mercury 
Regulation, 

• the appropriateness of the choice of 
material for the clinical situation,

• the evidence for and against the use of 
each restorative material,

• the implications for the environment 
associated with the material of choice.

The safety of patients when using dental 
amalgam can be optimised by pre-dosed 
encapsulated delivery of the material, and 
the precautionary avoidance of removing 
or placing amalgam fillings for patients who 
are pregnant or breastfeeding. 

A new consideration must now be made, 
on behalf of the patient, to ensure that 
they will not be disadvantaged by choosing 
a material other than dental amalgam. 
Although firmly advocating a concerted 
effort to phase down the use of dental 
amalgam, the Minamata Convention 
accepts that there may still be situations 
where patient co-operation and moisture 
control would make this the material of 
choice.

It is best practice to note the treatment 
options offered as part of the consent 
process in the patient’s record. An 
additional note recording the justification 
for choice of the options can also be 
included. 

PATIENT INFORMATION AND 
CONSENT 
It is a prerequisite of the consent process 
that the clinician should make the patient 
aware of the treatment options and 
how they compare in terms of what the 
treatment involves, the advantages and 
benefits, risks and limitations of each 
option, as well as the cost. 

Unless all these options are explained to 
the patient, the validity of any consent 
obtained will be severely compromised. 
This information can be provided in printed 
form and shared on the practice website. 
Although it is important to discuss with the 
patient how each option relates specifically 
to him/her, the patient information 
material used by a practice can be pivotal 
in demonstrating the messages that were 
(and were not) being conveyed to the 
patient before the treatment was carried 
out. 

Dental Protection provides more 
detailed information about consent 
in an advice booklet that can be 
downloaded dentalprotection.org/
docs/librariesprovider4/dental-advice-
booklets/consent-(scotland).pdf

TREATMENT ALTERNATIVES 
The EU Mercury Regulation raises the 
question of which materials can be used 
instead of dental amalgam. One of the 
problems encountered by members 
who have stopped providing amalgam 
restorations arises from the potential for 
restorative failure associated with the use 
of alternative materials, particularly the 
failure of large posterior composite resin 
restorations when placed directly. 

Dental amalgam is considered to be a 
durable, easily-placed and cost effective 
material. In contrast, composite resin 
restorations have different properties and 
may be sensitive to the clinician’s technique 
and their control of the moist environment 
in which the material is being used. 
Clinicians who are changing the balance 
of their restorative material use may find 
it helpful to seek out a hands-on training 
course to update their knowledge and 
experience. 

Patients will normally need assistance to 
appreciate the possible consequences of 
different treatment choices, and in this 
respect they will rely upon the clinician to 
explain the significant differences to them. 
Patients are unlikely to appreciate the 
technical advantages and limitations for 
themselves.

Unmet expectations are the richest source 
of complaints, claims and other dentolegal 
difficulties, and a common complaint is that 
the patient was given an assurance that 
didn’t materialise.
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Changes to the complaints handling 
process have come into force in 
Scotland and it’s important to know 
how this will affect your practice

FEATURE

ental Protection understands 
that handling complaints can 
appear complex and stressful. The 

process requires time and commitment 
when individuals may be feeling vulnerable. 
Investing time to undertake a thorough 
investigation and ensuring an appropriate 
response can help resolve issues quickly and 
avoid escalation. 

The dental team should be aware of 
recent changes with a new NHS Scotland 
Complaints Handling Procedure (CHP) 
which came into effect on 1 April 2017. 
All service providers, including dental 
practices, must adopt the new CHP. The 
relevant documents can be downloaded 
at: valuingcomplaints.org.uk/handling-
complaints/complaints-procedures/nhs

These reforms are intended to align all 
complaints procedures for the public 
services in Scotland, and are intended 
to reflect existing legislation enacted by 
the Scottish Parliament. The governing 
legislation is the Patient Rights (Scotland) 
Act 2011 and the Patient Rights 
(Complaints Procedure and Consequential 
Provisions) (Scotland) Regulations 2012, 
which tie in with the Charter of Patients’ 
Rights and Responsibilities 2012, plus the 
Duty of Candour Legislation (due to be 
enforced by secondary legislation as of 1 
April 2018), and the Apologies (Scotland) 
Act 2016.

FIRST STEPS WHEN SOMEONE 
COMPLAINS 

The reformed complaints procedure now 
allows for Stage 1 (Early Resolution). The 
decision as to whether to treat a complaint 
under this mechanism will be a matter for 
the practice to decide, and the whole team 
should be trained and feel empowered to 

resolve issues. A patient may simply have 
raised a concern and this may be addressed  
by providing better information to the 
patient. The manner in which a matter 
is communicated to the health provider 
may be important in determining whether 
to deal with the situation as a concern 
or a complaint. Appendix 3 of the CHP 
document provides a matrix which can help 
practices determine the criteria upon which 
to base a judgment.

MORE COMPLEX COMPLAINTS

If the matter is not resolved to the patient’s 
satisfaction after communicating a 
decision to the patient under Stage 1 of 
the procedure, or the situation is deemed 
to be more complex and require a detailed 
investigation, then the complaint should be 
dealt with under Stage 2 (Investigation). A 
named individual should take responsibility 
for handling the complaint, which should 
be acknowledged within three working 
days. The complaint should then be fully 
investigated and a full response sent within 
20 working days. It may be helpful to have a 
team meeting or appoint a member of staff 
to undertake a ‘significant event analysis’ as 
part of this process.

COMMUNICATING WITH THE 
PATIENT 

The wording of a response is extremely 
important. Whether verbally or in writing, 
the way a response is provided is often the 
deciding factor on whether a complaint 
proceeds. The response should state 
that the practice values complaints as a 
way of improving the service provided to 
patients. Sometimes simply acknowledging 
a person’s feelings or frustration, anger 
or distress, regardless of whether the 
complaint is justified or not, can be enough 

to defuse the situation. Try to understand 
what the complainant wants from the 
outset. Consider if a meeting with the 
complainant may be useful in order that 
a verbal explanation can be provided. 
Mediation or conciliation services are other 
options you may consider.

Certain information should be included in a 
complaint response, including signposting 
sources of support, such as the Patient 
Advice and Support Service (PASS) 
and outlining the complainant’s right to 
approach the Scottish Public Services 
Ombudsman (SPSO).

RECORDING COMPLAINTS AND 
ANALYSIS

All complaints must be recorded and this 
should specify if they were managed using 
Stage 1 or Stage 2. This includes complaints 
dealt with verbally. The information that 
should be recorded is set out in the CHP at 
page 28. Each service provider (including 
dental practices) must provide a quarterly 
report to the NHS Board and otherwise 
comply with NHS Board requirements.

WHAT HAPPENS IF THE PATIENT 
REMAINS UNHAPPY?

Complainants retain the right to request an 
independent external review through the 
SPSO for unresolved issues. This right should 
be stated in the complaints procedure and 
any response should notify the complainant 
of this right.

If you are involved in a complaint that 
is referred to the SPSO or the GDC, 
then please contact Dental Protection 
immediately for advice.

TIME TO REVIEW AND UPDATE 
YOUR COMPLAINTS PROCEDURE 

D



STAGE 1
EARLY RESOLUTION

STAGE 2
INVESTIGATION

THE NHS 
COMPLAINTS HANDLING PROCEDURE

A person may complain in person, by phone, 
by email or in writing. Your first 

consideration is whether the complaint 
should be dealt with at stage 1 (early 
resolution) or stage 2 (investigation) 

of the complaints handling procedure.

ensure ALL complaints are recorded

report performance and analyse 
outcomes

make changes to service delivery 
where appropriate

publicise complaints performance 
externally

tell people about service 
improvements

Always try to resolve the 
complaint quickly and to the 

person’s satisfaction 
wherever you can.

1. Investigate where the person 
is still dissatisfied a�er you have 
communicated your decision at 

stage 1.
or

2. Investigate immediately where 
it is clear that the complaint is 

particularly complex or will 
require detailed investigation.

Send acknowledgement within 
three working days and provide 
the decision as soon as possible 

but within 20 working days, 
unless there is a clear reason for 

extending this timescale.

Provide a decision to the person 
within five working days unless 

there are exceptional 
circumstances.

Is the person satisfied with 
your decision?

Complaint closed and 
outcome recorded.

Ensure decision letter signposts 
to SPSO. Update complaints 

database and close the 
complaint.

Complaint closed and 
outcome recorded.

NO

YES

The information in this infographic is adapted from The NHS Scotland Complaints Handling Procedure published in October 2016
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• The CHP did not change the definition of a 
complaint.

• Unless there are exceptional circumstances, 
complaints should be made within six months 
of the event complained about, or within six 
months of the complainant finding out that 
there was reason to complain, but no longer 
than 12 months after the event itself.

• Stages 1 and 2 of the new procedure take 
place at local level – being managed by the 
practice.

• The new two-stage procedure aims to 
encourage using Stage 1 (early resolution) 
to resolve issues ‘on-the-spot’ or within five 
working days. There is no requirement with 
early resolution to reply in writing but this can 
be done if preferred. 

• Stage 2 (investigation) is reserved for 
complaints that are not resolved by early 
resolution or that are complex, serious or 
high risk (to be acknowledged in 3 working 
days and completed in 20 working days).
The Complaints Directions set out the 
information that must be included in a written 
acknowledgement of a complaint. 

• The CHP re-emphasises the mandatory 
reporting requirements on all NHS Boards. 
Each NHS Body or service provider (including 
dental practices) should have a Feedback 
and Complaints Officer who is responsible for 
handling feedback, comments, concerns and 
complaints. 

• The complaints procedure must be 
prominently displayed and should include 
suggested sources of advice and support such 
as the Patient Advice and Support Service 
(PASS).

• Provide complainants with a copy of the 
‘Public Facing Complaints Handling Procedure’.

• Patients still have the right to an independent 
external review through the SPSO if they 
are dissatisfied at the conclusion of the 
complaints procedure. 

KEY POINTS TO CONSIDER

• Dentists and the dental team should also be 
familiar with the GDC Guidance, Standards for 
the Dental Team. 

• If you are made aware that a patient intends 
to take legal action, such as pursue a claim 
for compensation through the Courts, then 
please contact Dental Protection immediately 
for advice.

17RISKWISE 17   |  JULY 2017   |   dentalprotection.org



TAKING THE 
MEDICINE
Joe Ingham looks at some of the lesser known 
facts associated with dental prescribing

D

18

Broadly speaking, medicines in the UK are categorised 
into one of three domains:

 � General sales list (GSL) 
GSL products (sometimes referred to as ‘over 
the counter’ medicines) can be purchased at 
a variety of outlets including supermarkets. 
There is a stipulation that they must not be sold 
from non-lockable premises such as a market 
stall. There may be a limit imposed on certain 
items (paracetamol, for example) regarding 
the quantity that may be purchased in one 
transaction. The logic is to reduce the chances of 
an overdose, be that intentional or inadvertent. 

 � Pharmacy medicines (P) 
P medicines, as the name suggests, may only 
be purchased from a regulated pharmacy 
establishment. Certain antihistamine products 
fall into this category.

 � Prescription only medicines (POM)  
POMs are the most stringently regulated 
medicines and legislation lists which 
practitioners are empowered to prescribe these 
drugs. This normally, but not exclusively, entails 
the patient being examined by an appropriately 
trained practitioner before the prescription can 
be issued. 

entists are the only members of the dental team to 
have full prescribing rights. This privilege is acquired 
on completion of the dental degree and should never 
be abused or taken for granted. Keeping abreast of 

developments in relation to the legal and therapeutic aspects 
of prescribing promotes patient care and safety, in addition to 
reducing the risk of an untoward incident. 

READ THIS ARTICLE TO

Refresh your knowledge of the 
dental prescribing process

Learn about GDC guidelines on 
emergency medicine
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DIRECT ACCESS 
The requirement for dental care 
professionals to carry out certain 
treatments under prescription from a 
dentist was removed on 1 May 2013. This 
is known within the profession as “direct 
access”. The Office of Fair Trading (OFT) 
deemed that certain patients were being 
disadvantaged by being denied access to 
DCPs without first being examined by a 
dentist. Obviously some treatments which 
are carried out by hygienists and therapists 
need to be performed under a local 
anaesthetic which is designated as a POM. 
Whilst administration of a local anaesthetic 
may form part of a hygienist/therapist’s 
training, they are not able to prescribe it as 
they do not have prescribing rights under 
current legislation.  

All local anaesthetic drugs are categorised 
as prescription only medicines. The same 
applies to high concentration fluoride 
toothpastes and varnish. A DCP may only 
administer a POM under prescription from 
a dentist. This may be done in one of two 
ways:

1. A patient’s specific direction (PSD)  
This is a one-off individual prescription 
for a named patient.

2. A patient group direction (PGD) 
This is a written instruction that allows 
the DCP to administer certain drugs in 
specific situations without the need for 
a written patient specific prescription. 
It needs input from, amongst others, 
a registered pharmacist. As PGDs 
were originally designed for use in a 
hospital setting, where a pharmacist is 
usually on-site, many dental practices 
have found that they are not readily 
transferrable to the primary dental 
care setting. 

 
Drugs that are 
administered by 
use of an injection 
are automatically 
designated as 
prescription only 
medicines

POSITION IN SCOTLAND 
PGDs can be used in NHS practitioners 
in Scotland and as of 1 April 2017, due to 
registration with Healthcare Improvement 
Scotland, independent clinics in Scotland 
can set up PGDs.

 
GDC STANDARDS FOR THE 
DENTAL TEAM 
Medical emergencies can happen at any 
time in a dental practice. You must make 
sure that:

• there are arrangements for at least two 
people to be available within the working 
environment to deal with medical 
emergencies when treatment is planned 
to take place,

• all members of staff, including those not 
registered with the GDC, know their role 
if there is a medical emergency and,

•  all members of staff who might be 
involved in dealing with a medical 
emergency are trained and prepared to 
do so at any time, and practise together 
regularly in a simulated emergency so 
they know exactly 
what to do.

 
EMERGENCY DRUGS
The Resuscitation Council recommends 
that certain medical emergency drugs 
should be available in a dental practice 
in order to facilitate patient safety. 
Adrenaline, Salbutamol inhalers, Glucagon 
and Midazolam are all POMs and as such 
cannot be procured by anyone who does 
not have prescribing rights. To further 
complicate matters Midazolam is a 
Benzodiazepine and is a Class C controlled 
drug. Standalone DCP direct access 
practices would find these issues a major 
obstacle when attempting to comply 
with medicine regulations and the GDC’s 
Standards. This is likely to remain the case 
unless there is a change in the relevant 
prescribing legislation. 

NHS PRESCRIPTIONS 
Dentists providing treatment on the NHS 
in Scotland must use form GP14.These 
are yellow in colour and supplied in pads 
of 50 with a unique reference number on 
each sheet. The unique number is intended 
to inhibit theft and fraudulent use. Only 
items listed in the Dental Formulary can be 
prescribed on the GP14. The details of the 
serial numbers on individual prescriptions 
do not need to be recorded in the patient’s 
record card. 

Dentists are responsible for the security 
of prescription forms once issued to them, 
and should ensure they are securely locked 
away when not in use. Where smaller 
amounts of prescription form stock is 
being centrally managed, for example by 
a manager for a small team of prescribers, 
managers should ensure a process is 
in place to record relevant details in a 
stock control system, preferably using 
a computer system to aid reconciliation 
and audit trailing. All pads should be kept 
securely and not left lying around in the 
day. They must be locked away at night.      
If you would like to know more about 
dental prescribing, Dental Protection 
has an interactive programme on its 
educational platform:
dentalprotection.org/prism

Scottish dental 
practitioners will be aware 
of the Scottish Dental 
Clinical Effectiveness 
Programme (SDCEP) 
guidance entitled Drug 
Prescribing For Dentistry, 
the content of which 
is also available via the 
SDCEP Dental Prescribing 
app. This contains very 
helpful information on 
appropriate prescribing in 
certain clinical situations 
and on prescription writing.
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CONTACTS

You can contact Dental Protection  
for assistance dentalprotection.org  

Membership Services
Telephone 0800 561 9000

Dentolegal advice
Telephone 0800 561 1010
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Protection Society Limited (“MPS”) which is registered in England (No. 36142). Both companies use ‘Dental Protection’ 
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Dental Protection Limited serves and supports the dental members of MPS with access to the full range of benefits of 
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