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disturbing facts
and fears
There’s the multi-million dollar question.
If you had to do it all again, would you go
into dentistry?
The BDA Northern Ireland’s recent
submission to the Northern Ireland
Affairs Select Committee Inquiry into
the Health Budget 2018-19, highlighted
a number of disturbing issues, facts
and figures.
It said, for example, that GDP incomes
had reduced in real terms by between 25
per cent and 35 per cent over the past seven
years, due to a combination of rising expenses
and pay caps.
In Northern Ireland, the Doctors’ and
Dentists’ Review Body (DDRB)
recommendations have yet to be considered,
let alone implemented, as there is no
government to do so.
Meanwhile, the cost of delivering National
Health Service dentistry has risen by amounts
well in excess of the maximum DDRB uplift of
1 per cent, further contributing to this fall
in income.
The BDA submission also highlighted
the significant gaps in the oral health of
the Northern Irish population and noted the
sheer impossibility of reconciling the financial
pressures dentists are being put under to
deliver health service care and these
oral health gaps, with the reported
GDS underspend of £3.9m in 2017/18.
As if this were not enough, a recent survey
of dentists across the UK, carried out by Dental
Protection, found that 89 per cent are
increasingly fearful of being sued by patients.
Ninety-eight per cent believe that they live
and practice in an increasingly litigious society,
with 79 per cent concerned about the impact
this is having on their welfare and the way
they practise.
Alarmingly, 77 per cent admitted that the
fear of being sued has caused them stress
or anxiety.

So, is it any wonder that the data cited by
the BDA in its submission suggests that 33.6
per cent of dental practice owners in Northern
Ireland with a National Health Service
commitment of 75 per cent or more
reported their morale as ‘very low’,
29.5 per cent as ‘low’?
These multiple issues are clearly
having an impact on the profession
and, in a profession that is dedicated to
the provision of care, it is important to then
ask what impact this is having on patients.
I’ve written before about what a privilege
it is to work alongside the dental profession
and witness the positivity, innovation and
dedication that continue to exist, in spite of
all these issues.
I still see this, every day, but with more and
more people and organisations now voicing
significant concerns about the sustainability
of the profession, is it time to ask ‘Has dentistry
now reached its crisis point?’
And what support is really available to the
dedicated individuals who keep going day
after day to deliver excellent care and services
to their patients, in the face of sometimes
overwhelming pressures?
So, my question right at the beginning is
a genuine one. Would you do it all again? And
I would follow that up with another question –
What is keeping you doing it now? Do you
agree that dentistry is facing a crisis and, if
so, what needs to be done to fix it?
You can read more about the BDA’s
submission, and its recommended solutions
to these issues in the magazine, but we would
love to hear from you with your personal
answers to all these questions.

Sarah Allen is editor of Ireland’s
Dental magazine. To contact Sarah, email
sarah@connectcommunications.co.uk
or follow @sarelal on Twitter
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the big issue of
small talk
Soaps, sport or current affairs? Chairside chat
plays an important role in putting patients at ease
and building their trust, so it pays to keep your
finger on the pulse of top topics of conversation

W

hat do you talk about
to your patients? I
don’t just mean clinical
treatment choices – but rather
the pleasantries, small talk and
general chat.
I have often thought that
dentists would make the best
chat show hosts. Seriously! Think
about it. How many GAA, golf,
rugby, horse racing facts do you
know? Are you up to speed with
the latest goings on in
EastEnders, Emmerdale or Fair
City? Have you expressed shock
over Love Island or wondered
who’s next to be evicted from
the Big Brother house?
By this stage, you may be
thinking that if you were up to
speed on all of the above, you
would do nothing except watch
television. On a serious note,
many dentists with whom I speak
admit to a surface knowledge of
current affairs, soaps, sport and
a miscellany of other trivia – even
though, in the main, it is a rare
person who is totally absorbed
by all of these at once.
Why do I mention this trivia?
It’s all about communication. In
the UK, Campbell, Tickle et al
recently published a series of
papers on quality in dentistry.
“Staff putting patients at ease”
and “staff attitude” loomed large
in their qualitative questionnaires
on patient attitudes to quality in
dentistry. If we examine this

further, it is often a “deal breaker”
with patients. A further look at
these studies revealed a lot more
about what patients considered
important for quality in terms of
dentistry. The availability
of appointments was ranked
close to trust in the practitioner.
Interestingly, the cost of treatment
was further down the list.
Sometimes in practice we, as
clinicians, become so focused on
technical skill, surgical technique
and materials that we often lose
sight of what the patient views as
important. It reminds me of what
my old principle used to say: “You
can do your very best work on
shaping the palatal surface of the
composite on the upper 6 – and
it will go completely unnoticed –
but if you have the slightest trace
of discolouration after a scale and
polish on the front incisors you
will never hear the end of it!”
In an age where social media
has become a double-edged
sword, with both good reviews
and scathing commentary, it can
be a minefield to navigate
around our new
patients particularly.
While one patient may
forgive you for not
being a United fan,
another may be
amazed that Love
Island didn’t consume
your every waking
moment.

While I write the above with
tongue planted firmly in cheek, it
does raise the serious topic of
communication and by extension,
trust. If we can find common
ground and areas of interest
with our patients, it will make
attendance at the surgery less
daunting. A patient who is more
at ease is a patient who is
listening more attentively when
the various options for treatment
and intervention are being
discussed. This in turn helps
to cement the very important
step of informed consent.
Which leads us back nicely to
EastEnders and the soaps. I, for
one, never watch soaps – I find
real life far more dramatic – and
certainly more time consuming.
That said, in practice, I religiously
read the blurb in the newspaper
TV section excitedly announcing
that tonight “….Tracy’s secret role
in the car crash will be
revealed…” on Coronation Street.
This meant that for a particular
cohort of patients, the line of
chatter was very palatable.
This, in turn, helped to build the
dentist/patient relationship and
ultimately put the patient at ease.
You cannot be all things to all
men/women, and most patients
will understand that you can’t
be well versed in all interests.
However, there will come
a time, particularly for new
graduates, who are honing
their chairside skills,
when the vital role of
Tracy may mean the
difference between a
failed appointment
and an accepted
treatment plan.
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Spotlight: dentistry ‘in crisis’

‘Abject failure to invest’
failing Northern Ireland
N

HS dentistry in Northern
Ireland has reached crisis
point, according to the BDA NI,
writes Stewart McRobert.
In a recent submission to the
Northern Ireland Affairs Select
Committee Inquiry on Funding for
2018/19, the organisation outlined
a litany of deficiencies, from an
“abject failure to invest in the
people who deliver Health Service
dentistry” to strategic inadequacy
and abdication of responsibility.
It sets out a case for increased
investment and development of
co-ordinated plans that can bring
better oral health for all.
The Northern Ireland Dental
Practice Committee believes action
is needed urgently to improve the
low morale that permeates the
profession and endangers health
service provision.
Its chair, Richard Graham, said:
“First of all we need the immediate
implementation of the Doctors’ and
Dentists’ Review Body (DDRB)
recommendations for 2018/19.
Because Northern Ireland doesn’t
have a government, we don’t know
if we are getting any award and, if
we are getting anything, how much
it will be or whether it will be
backdated to 1 April.”
He added that it took 18 months
for the previous pay award to be
implemented and “that simply is
not good enough. Practitioners
are business people and they
need certainty”.
Speaking on behalf of the
committee, Richard also called for

Richard Graham

the reinstatement of commitment
payments. “They removed
payments a couple of years ago
because of a projected overspend in
the dental budget that didn’t
actually happen. Reinstatement
would go some way to address the
low motivation of dentists
committed to the health service.”
He argued that the quality
improvement scheme that allows
practices to invest in patient care

IN NORTHERN
IRELAND, PRACTICES
ARE CLASSIFIED AS A
‘SMALL INDEPENDENT
HOSPITAL’ AND ARE
INSPECTED EVERY
SINGLE YEAR – THAT
IS TOTALLY
INAPPROPRIATE

must be confirmed as an annual
programme, and he called for a
relaxation of the regulatory regime.
“I believe that even some within
the Regulation and Quality
Improvement Authority (RQIA)
have admitted that the regulation
is not fit for practice.
“We would ask for a move to
a two-year inspection schedule.
In England, practices are likely to
receive an inspection once every
ten years.
“However, in Northern Ireland,
practices are classified as a ‘small
independent hospital’ and
inspected every single year – that
is totally inappropriate.”

Underspend

The Health and Social Care Board
recently released the figures for
first quarter expenditure in
2018/19. “At the end of month four,
there was already a £1.4m
underspend,” said Richard,
9
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Spotlight
“and there’s a projected yearend underspend of £3.7m.”
He is frustrated that, according
to the report, this underspend
will be allocated elsewhere.
“It seems they are removing
money from dentistry to address
a pharmaceutical services
overspend.”
Dentistry underspend is not
a new phenomenon in Northern
Ireland. In the three years to
2017-18, the total underspent
was £7.5m.
Richard emphasised: “We
have a service that is experiencing
unprecedented pressure, and
money is available, yet it is not
being spent. It’s not rocket science.
We need investment in practices
now.”
The committee is unimpressed

by the argument that the lack of an
executive necessarily means a lack
of action. “These problems exist,
and they can’t just keep saying
there’s no minister to make a
decision. Somebody has to make
a decision over the implementation
of the DDRB recommendation.
It’s not contentious.”
Another frustration is the
refusal of those in charge to discuss
dentists’ concerns. “[Permanent
Secretary at the Department of
Health] Richard Pengelly has
refused to meet with dentistry on
a number of occasions. We don’t
know why, but we are simply told
to speak to the chief dental officer.
“Sadly, he simply fobs us off,
though to be fair I don’t think he is
being listened to by the Department
of Health. If they are prepared to

raid the dental budget to pay off the
pharmaceutical services it shows
dental health is not a priority.”
Many people believe the current
state of play in the profession is
unprecedented, and BDA NI is
concerned about the potential
impact of the situation. Richard
cited examples of practices where
turnover has been so low in some
months that the practice owner
has had to pay staff from their
personal account.
“The goodwill of dentists has
always been there to put their
patients first. However, practice
owners are running a business.
They have bank loans to pay and
children to feed. It’s getting to crisis
point. If decisions aren’t made now
practices will close their doors or
go private.”

A treatment plan for Northern Ireland dentistry
Here is the full set of
recommendations submitted by
BDA NI to the Northern Ireland
Select Committee:
• HM Treasury to allocate additional
funding to health to put services on
a sustainable footing and create
headroom for transformation.
• UK Government to announce an
end to the pay cap in Northern
Ireland for dentists and other public
sector workers/contractors. Pay
uplifts should be announced
immediately in accordance with the
recommendations of the Doctors
and Dentists Review Body.
• In lieu of a NI Executive, UK
Government to authorise
immediate implementation of
“new” Community Dental
Services Contract.
• UK Government to instruct
Department of Health and HSCB to
engage with BDA Northern Ireland
towards compensating GDPs for

10
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increased expenses incurred in
delivering NHS dentistry.
In the absence of an Executive, UK
Government to mandate
Department of Health to develop
a new oral health strategy to be
co-produced with the dental
profession.
In the absence of a NI Executive,
UK Government to sign-off “spend
to save” initiatives in dentistry,
including universal nursery
toothbrushing initiatives, and HPV
vaccine to be extended to boys as
“cost effective”.
UK Government to intervene to
ring-fence sugar levy monies to
be spent on improving child
public health, including a
significant proportion on
improving oral health.
Additional investment in addressing
gaps in provision of oral care of the
growing elderly population,
particularly those living in care

homes, with input from dental
profession.
• A ‘Health-in-all policies’ approach
to be taken forward across all
Northern Ireland Government
departments, under an approved
programme for government.
• Increased funding to Public
Health Agency, and a clear
remit established for improving
oral health.
• Additional investment to address
long waiting lists for hospital dental
service referrals, including
oral maxillofacial surgery and
paediatric dental departments.
• ‘Government’ to guarantee the
long-term sustainability of NHS
dentistry by investing adequately
in provision of services and dental
professionals who deliver these.
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Official response
Department of Health
says pay is a local issue
and policy still to be set
The Department of Health has
responded to the issues raised by
Richard Graham and BDA NI.
On the need for immediate
implementation of the DDRB
recommendations, a spokesperson
said: “Public sector pay is a
devolved matter that is determined
locally and pay policy has yet to be
set for 2018/19. This is a matter the
Department of Finance is currently
considering, and once it is set,
it is for departments and other
public sector employers to bring
pay proposals forward to be
considered for approval as and
when appropriate.”
There is recognition that the
removal of commitment payments
was unpopular. However, the
spokesperson added: “The potential
for savings was focused on this
allowance in order to protect the
practice allowance (which plays
a greater role in maintaining
practices). It is the one element
of the savings proposals that could
be guaranteed, made up a
significant proportion of the
overall savings and would not
be affected by any changes in
dentists’ clinical activity.”
The department also said, that
from its point of view, commitment
payments did not directly impact
on the provision of dental
treatments, so there would be no
oral health impact from amending
or withdrawing these.
Recognising that there is broad
support to reduce the minimum
number of inspections
for dental

practices from once every year
to once every two years, the
department pointed out that
legislation has been finalised in
draft but could not be progressed
without a minister/assembly.
On a projected dental budget
underspend being used to offset
pharmaceutical overspend,
the spokesperson noted: “The
General Dental Service budget is
demand led, so it may happen to
offset another overspend within the
wider family health service
budget at year end, but this is
not planned.”
There was also a reiteration of
the stance that decision-making
is limited without ministers.
Meanwhile, on the refusal
of Richard Pengelly to discuss
dentists’ concerns directly with
BDA NI, it was explained that diary
commitments made a meeting in
March 2018 difficult, but: “There
is now a meeting planned in early
December between Department
and Health and Social Care Board
colleagues with BDA NI to discuss
concerns regarding non contract
issues such as dental pay uplifts
and the general financial situation
plus the sustainability of Health
Service dentistry among
independent contractors.”

Recognition of
drop in income
is welcomed
BDA Northern Ireland has
welcomed an acknowledgement
by the Department of Health
that “there has been a material
reduction in dentist income over
the last 10 years”.
Responding to a letter from
BDA NI, Permanent Secretary
Richard Pengelly said it was
unclear how much of this related
to the health service, and how
much was a reduction in private
income. They would welcome
any exploratory work that the
BDA may wish to undertake to
evidence increases in costs or
reductions in incomes from
dentists, to support discussions
between the BDA, the
Department of Health and the
Health and Social Care Board.
BDA NI is calling on the
Department of Health to put in
place a dedicated work stream
to address the legacy of nearly a
decade of falling dental incomes
and rising expenses.
Northern Ireland Dental
Practice Committee Chair
Richard Graham said: “It is a
positive development that the
Permanent Secretary has
acknowledged there has been a
reduction in dentist income over
the past decade, and that this
has been materially significant.
We welcome the opportunity to
engage directly with officials
around evidence of increased
costs and reduced incomes.
“Quite simply, it costs GDPs
far more now to deliver Health
Service dentistry than it did 10
years ago. We will be stepping
up our engagement with the
Department of Health. We will
be making a robust case in
favour of adequate
remuneration for the real cost of
delivering NHS dentistry.”

11

IDM

FOR MORE INFO
IRELANDSDENTALMAG.IE

In brief
RCSI meeting focuses
on medical problems
The Annual Scientific Meeting of
the Faculty of Dentistry RCSI held
in October, titled ‘Is It Safe?
Understanding & Managing
Dental Patients With Medical
Problems’, presented a focused
medical update and dental
implications for the busy GDP.
This year, the lectures were
held for the first time in RCSI’s
new facilities at 26 York Street,
Dublin. More than 300 delegates
enjoyed lectures from medical
specialists in cardio/cerebro
vascular, pulmonary, metabolic,
anaesthetic and pharmacological
medicine, as well as dental

specialists. The programme ended
with the Edward Leo Sheridan
Lecture 2018, presented by
Professor Michael Glick.

The OSI Seamus
Keating Award
The Orthodontic Society of
Ireland (OSI) has issued a call for
entries for The OSI Seamus
Keating Award. This new award,
established in 2018, offers an
opportunity to postgraduate
students in orthodontic specialist
programmes in Ireland or
internationally, to present clinical
science or basic science-based
projects in orthodontics as part of
a presentation at the OSI annual

session, which will be held on
12-13 April 2019 at Hayfield Manor
Hotel, Cork City, Ireland. The
closing date for entries is 1 March.

Diary dates
November 24 and December 15
RCSI Autumn 2018 Postgraduate
Lecture Series
Albert Lecture Theatre, RCSI,
Dublin. Admission free.
January 24 and 25
Irish Endodontic Society
Annual Scientific Meeting
Hilton Hotel, Charlemont, Dublin
Presentations by Dr Kerstin
Galler, Dr Josette Camilleri and
Professor Wolfgang Buchalla.
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Crash & burn
Ireland’s Dental continues its exploration of the growing
stress, anxiety and depression crisis that is afflicting
the dental profession and talks to some of those working
to counsel, help and relieve those suffering

Words: Dr Suzy Jordache
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t is now well recognised that rates of burnout
within the dental profession are significant.
Studies from around the world quote rates
of 15-84 per cent depending on the dimension
of burnout studied 1.
The prevalence of burnout varies according to
gender, age, career stage and practice setting. Burnout
symptoms correlate with the extent of NHS or public
work undertaken and to a lesser extent to the number
of hours worked or patients seen. Younger dentists
appear to be most vulnerable. While general
dentists and oral surgeons appear to
have the highest rates of burnout,
orthodontists appear to have lower
rates of burnout 2,3.
The impact this has on the
wellbeing of dentists, patient safety
and patient satisfaction is now a
recognised challenge.
Determination and dedication to meet
the demand and fulfil personal and patient
expectations can lead dentists into a very
unhealthy relationship with work that spills
over into their family life and can have an effect
on their health. There are also clear
dentolegal consequences.
As Professor David Peters, Director of
the Centre for Resilience in London, states:
“Long-term drowning in high levels of
adrenaline and cortisol eventually makes
you ill. But before that, it makes you stupid
and unfriendly.”4
Litigation and complaints are often seen to
arise against the background of a burnt-out,
unhealthy clinician. Deficits in cognitive
control, working memory, reasoning, skills
in problem-solving, planning and execution
lead to unsafe clinical decision-making with
impaired performance. These can lead to a
decline in the dentist-patient connection and
the deterioration of professional relationships 5,6.

What is burnout?

Burnout is an occupational hazard that occurs
frequently among professionals who do ‘people work’
of some kind. According to Mindtools.com, burnout
occurs when “passionate, committed people become
deeply disillusioned with a job or career from which
they have previously derived much of their identity
and meaning. It comes as the things that inspire
passion and enthusiasm are stripped away, and

tedious or
unpleasant
things crowd in”.
The widely
recognised
Maslach Burnout
Inventory (MBI)7
proposes three
domains that make
up burnout:
• emotional exhaustion
• depersonalisation – a cynical attitude
with distancing behaviours
• low sense of personal accomplishment.
Burnout reflects an uneasy relationship between
people and their work. Avoiding burnout requires
a commitment to build or sustain the opposite of
burnout – engagement at work. Psychology professors
Christina Maslach and Michael Leiter propose that
engagement and joy at work can be determined from
the following six areas of work 8:
• workload (too much work, not enough resources)
• control (micromanagement, lack of influence,
accountability without power)
• reward (not enough pay, acknowledgment or
satisfaction)
• community (isolation, conflict, disrespect)
• fairness (discrimination, favouritism)
• values (ethical conflicts, meaningless tasks).

What can be done to avoid
or reverse burnout?

The first step in avoiding burnout is to carefully
scrutinise your relationship with your current
workplace and ensure that potential difficulties in each
of the six key areas of work are minimised or resolved.
If this is not possible, a change of environment
or workplace can reverse burnout completely.
It is perhaps astonishing that so many dentists
continue to practise in the full knowledge that their
workplace generates risk of burnout for them in

THE IMPACT ON THE
WELLBEING OF DENTISTS,
PATIENT SAFETY AND PATIENT
SATISFACTION IS NOW A
RECOGNISED CHALLENGE
DR SUZY JORDACHE
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more than one of the key areas. It is equally astonishing
that despite evidence that complaints, productivity
and staff turnover are significantly affected by burnout,
employers consistently fail to address the problems.
To avoid or reverse burnout and build engagement
requires careful attention to develop good individual
coping strategies in the workplace. Organisational
policies and procedures must ensure these coping
strategies are respected and enforced. As a starting
point, it is important for dentists to focus on physical
and emotional wellbeing and to ensure that their sense
of calling is not eroded. This can require a profound
shift in mindset and behaviour for many dentists.
Physical wellbeing: Developing rituals and routines
that promote regular healthy eating, hydration and
sleep underpins all other more sophisticated strategies.
Unfortunately, many dentists find that their workplace
culture requires them to have considerable courage to
say “no” to skipping breaks and taking on extra work.
Prioritising personal wellbeing can be a significant
challenge for many. Often dentists give much of their
energy to their work and arrive home exhausted and
unable to enjoy or participate fully in time with family
and friends; they fail to exercise or eat healthy food
and struggle to relax into restorative sleep.
Managing their energy rather than their
time is a key concept to ensure safe
performance across a practising
lifetime 9. Prioritising and
diarising activities outside
of work to support high
performance at work
can help.
Dentists should resist
the deeply ingrained
need to work even if
unfit, also known as
‘presenteeism’. They
should be encouraged
to take time off work
without fear or guilt if
they think that they are
infectious or feel unsafe
to provide care.
Proactive employers will have
policies and procedures in place
to insist on this and reduce these
under-recognised risks to patient safety
and satisfaction and dentist wellbeing.
Emotional wellbeing: Coping with the stress of
working with suffering, anxious or demanding patients
day after day requires attention to emotional wellbeing
to avoid secondary traumatic stress disorder or
20

compassion fatigue. Mindfulness, journalling, and peer
support groups 10 are evidence-based techniques that
promote self-awareness and resilience. There is
evidence that a growing number of social media
support forums can help significantly 11.
Interestingly, some research and opinion suggest
that introverts and extroverts recover energy very
differently. In the book Introvert Power,
psychologist Laurie Helgoe suggests that
introverts recover energy best when
reflecting alone, and extroverts
recover energy best when
interacting with others.
Sense of calling: A sense
of mission and purpose can
also build resilience and
maintain engagement.
Remembering why an
individual chose dentistry
and celebrating
achievements that align
with these values can be
a powerful way to bounce
back in an environment
that constantly challenges
and surprises. Employers can
support this by collecting evidence
and stories of good practice as well as
rewarding, thanking and celebrating their
employees’ success.
It is unsustainable for a dentist to continue working
in an environment that constantly introduces ‘moral
distress’. When such practice is at odds with their
personal values, steps should be taken to address the
mismatch, or they should seek different employment.
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Two-way solution

Evidence across healthcare settings
strongly suggests that individuals
cannot build or maintain resilience
in isolation 12. It is crucial every
employer understands this and
works carefully with individual
dentists so that they are less likely
to experience burnout.
In a dental partnership where
they have autonomy over their
workplace, dentists will have to
regulate their energy needs to
ensure safe practice and avoid
burnout. This level of selfdiscipline with the potential
impact on earnings is required to
sustain long-term health and
career satisfaction.
Whether you are an employer
or an employee, avoiding burnout
will require thought and action.
As Maslach and Leiter wrote
before: “When burnout is
counteracted by engagement,

exhaustion is replaced by
enthusiasm, bitterness by
compassion and anxiety
with efficacy.” 13
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‘Don’t let me die on Christmas Day.’ For some, the stresses
and strains of their everyday job bring a significantly
greater awareness of human fragility, as George Medal
recipient Captain Karl Ley explains

Under

I

t was Christmas Day in 2009
and Karl was on his third
call-out of the day. Instead of
basking in the festive cheer
with his wife and children back
home in Sheffield, he was
sweltering under the Afghan sun in
Helmand Province and, once again,
heading out with his team to defuse
another suspect roadside bomb.
As a High Threat IEDD
(Improvised Explosive Device
Disposal) Operator, Warrant
Officer Karl Ley was usually calm,
cool and collected after years of
experience in a job that he says he
enjoys, but all that was going
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through his head was: “Don’t let
me die on Christmas Day!”
Recalling that day, Karl said:
“People don’t generally believe me
when I say that I’ve never really
seen bomb disposal as a
particularly dangerous or stressful
occupation. We are all highly
trained and have years of intense
field experience and, as a
tight-knit group, we have full trust
in each other and our capabilities.
“On the whole, I have found the
whole experience enjoyable and
rewarding, particularly in
Afghanistan where we had a role to
make things safe for our comrades.

“However, there are times when
the stress gets to you as self-doubt
starts to sink in.
“I was away from my family
and it just got into my head that
Christmas Day would be the worst
time to die because of the effect it
would have on my three children;
I could imagine the knock at the
door and Christmas Day would be
ruined for the rest of their lives.
“So I made sure I dug deep into
my experience and training and
did everything right that day.”
This is a maxim that has served
Karl well over the 18 years he has
helped to defuse more than 500

A moment of respite for the then
Warrant Officer Karl Ley in Afghanistan
Capt Ley GM, who is now based
at Headquarters Defence School
of Transport, enlisted in 1999

explosive devices, and earned him
a George Medal for his service in
Afghanistan.
During one six-month tour, he
made safe 139 IEDs planted by the
Taliban in Helmand Province.
Karl said he fell into bomb
disposal by accident after the
sergeant in the Sheffield Army
Recruitment Centre suggested he
do something “technical” following
his positive aptitude test results.
He entered the Royal Logistical
Corps as an Ammunition
Technician in 1999 and his
technical aptitude, quick thinking
and even temperament were
identified as ideal characteristics
for the bomb disposal team.
When he was approached to
join he leapt at the chance and
after six years of intensive
training as a ‘High Threat IEDD
No 2’ – the support role to the
bomb disposal team leader – he
became a team leader in 2005,
seeing service in Iraq and
Afghanistan.
Ask him why he enjoyed it and
continued doing this role for such
a long time, he’ll say exactly the
same reason why a footballer
wants to play for England at
Wembley: to be the best they can.
He said: “Stress comes with
everything you do, particularly the
first time you do something.
When I defused my first bomb I
was not in fear of my life because
I have been well trained; it was a
personal stress I was experiencing
because I wanted to get it right.
“We want to operate at the
highest level of our career and,
although we don’t seek bombs out,
it is what we have trained for.”
It’s the long, arduous training
that gives Karl and his colleagues
the confidence to go into action
with a level head and a
determination to do a good job that

WHEN I DEFUSED MY FIRST BOMB I
WAS NOT IN FEAR OF MY LIFE. IT WAS A
PERSONAL STRESS BECAUSE
I WANTED TO GET IT RIGHT
KARL LEY

helps to deflect any stress they
may feel.
However, like his experience at
Christmas, he admits there have
been stressful periods that he has
had to deal with during his tours
of duty.
He said: “During 2009-2010 in
Afghanistan, there was a lot of
action around the British base in
Helmand and lots of casualties,
particularly from IEDs. This made
us very busy so we were under a
lot of stress, particularly when you
are commanding your men on the
scene, making sure they are doing
everything right, trying to get
information from locals through
interpreters, being under time
pressures… and occasionally
getting shot at.”

During one period he defused
42 IEDs within 72 hours, having
to clear bombs while Taliban
mortars and gunfire rained
down nearby.
“As you can imagine, you feel
the stress as you defuse the first
few bombs on a six-month tour,
but then you get into the rhythm
and everything settles down. But
as the days count down to coming
home, the self-doubt looms again
and, although you have made it
this far, you start to worry about
getting it wrong in the last week
of tour.”
On Karl’s second tour of duty
in Afghanistan he was promoted
to Operations Warrant Officer,
which brought a different kind of
stress, as he was now responsible
23

FEATURE
MENTAL

HEALTH

I WAS SENDING PEOPLE OUT
TO TACKLE DEVICES. THOSE HOURS
WERE THE LONGEST AND MOST
STRESSFUL IN MY LIFE
KARL LEY

for allocating teams to IED jobs
and staying behind a desk to direct
the bomb disposal operations.
He said: “I was sending people
I knew very well out to tackle these
devices and then advising them
on procedure when they called me
after inspecting the bombs. After
I’d confirm their approach, I would
then ask them to call me back
when they had competed the tasks:
those hours were the longest and
most stressful in my life.”
Karl said this type of stress –
the frustration that builds up when
you are not in control of a situation
– is found in most professions and
that is why it is important to focus
on what is within your power
to change and ignore what you
cannot influence.
He said: “My advice to people
is to always remain aware of the
bigger picture and don’t get hung
up on the smaller bits and pieces.
Try to keep the goal in mind; don’t
focus on the process – focus on
the output.
So basically, don’t stress on
the little things but, equally, don’t
stress on the bigger things that you
can’t change or deal with anyway.
Karl added: “My daughter
works as a dental nurse and tells
me about the frustrations and
stresses at her work dealing with
long waiting lists. A single dentist
is not going to cure the entire
waiting list – just focus on what
you can change.”
Karl said that getting support
from your colleagues is crucial
to dealing with stress, and he says
the Army has become very good at
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looking after the wellbeing of its
people. He said: “I was supported
by an amazing team and, as we
all knew each other inside out, they
knew when to leave me alone for
a bit of quiet time to ‘decompress’
and when to give me a bit of a
ribbing when I needed to laugh.
“Although I was senior to them,
they also knew when to call me
out if I made a suspect decision, or
even reminding me to drink water
if I’ve been out in the 50oC heat for
hours. You can get tunnel vision
when you are so focused so it’s
important to have people looking
out for you. I couldn’t see the wood
for the trees sometimes, so you
rely massively on your team.”
Identifying stress and mental
health issues, and looking after the
wellbeing of soldiers, is embedded
in the British Army, which has a
number of programmes that
assess wellbeing, deal with
stress-related issues and also help
the transition of soldiers from war
zones back to the UK.
Karl said: “The Army has come
such a long way in dealing with

Karl Ley at work in Helmand.
During one arduous 72-hour
period he defused 42 IEDs,
often under fire from the Taliban

stress as there is no corporate
stigma attached to it now. It
has formalised a number of
programmes such as Trauma Risk
Incidence Management (TRIM)
where soldiers are supported by
peers on the front line.
“Before, soldiers suffering
from stress and burnout would
be sent back behind the lines for
treatment, but it is recognised that
it’s important to support people
by keeping them with their mates
who can share their experiences.
It was only 100 years ago when
people suffering from ‘shell
shock’ would have been shot
for cowardice.”
Karl left front-line duty in 2012
and was promoted to Captain in
2017 and now works at the Defence
School of Transport. However,
he spends a lot of time talking
to people in other professions,
sharing his experience of stress
and dealing with its issues.
He said: “When I give talks to
the NHS and other organisations,
the people in the audience all think
my job is incredibly stressful, but
I do not recognise that it is. I feel
a bit of a fraud sometimes as,
when I’m speaking to surgeons
and dentists, I think their job
looks incredibly stressful too.
“My wife works in childcare and
I even view her job as definitely
more stressful than mine was
– there is stress in every job.”
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Heart of
the matter
The Scottish Dental Clinical Effectiveness Programme has
issued new advice on the use of antibiotics against infective
endocarditis. In this article we look at what this means for the
dental profession and hear the views of expert cardiologists
on the clinical input to the process
Words: Dr Samantha Rutherford

I

n August 2018, the Scottish Dental Clinical
Effectiveness Programme (SDCEP) issued
new advice to support the implementation
of National Institute for Health and Care
Excellence (NICE) Clinical Guideline 64 (CG64)
Prophylaxis Against Infective Endocarditis. The advice
has been endorsed by NICE and is supported by a
range of resources for practitioners and patients.

What is infective endocarditis?

Infective endocarditis (IE) is a rare infection of the
endocardium (the inner lining of the heart), which
has significant morbidity and mortality. The infection
can be difficult to diagnose and particularly affects the
heart valves. About 50 per cent of IE patients require
corrective cardiac surgery, and fatality rates among
IE patients are approximately 30 per cent.

What are the dental risk factors?

Patients with some predisposing cardiac conditions
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(see p28) are known to be at increased risk of IE, with
most cases in this patient group caused by a bacterial
infection originating from a transient bacteraemia.
However, in about 50 per cent of new IE cases there is
no known pre-existing cardiac disease. In the past, oral
streptococci have been implicated in up to 45 per cent of
IE cases. However, the proportion of IE cases associated
with oral streptococci has fallen in recent years.
Previously, invasive dental procedures that cause
high-grade bacteraemias were thought to be the
main risk factor for IE of oral origin. This resulted in
widespread use of antibiotic prophylaxis against IE
in dentistry. However, the number of IE cases that
originate from an invasive dental procedure appears
to be small, and it is now believed that cumulative,
low-grade bacteraemias, triggered by normal daily
activities such as toothbrushing, flossing and chewing,
are of greater significance. There is also a lack of
evidence to support the use of antibiotic prophylaxis
to prevent IE.

Invasive dental procedures

Non-invasive dental procedures

• Placement of matrix bands
• Placement of sub-gingival rubber dam clamps
• Sub-gingival restorations including fixed
prosthodontics
• Endodontic treatment before apical stop has
been established
• Preformed metal crowns (PMC/SSCs)
• Full periodontal examinations (including pocket
charting in diseased tissues)
• Root surface instrumentation/sub-gingival
scaling
• Incision and drainage of abscess
• Dental extractions
• Surgery involving elevation of a mucoperiosteal flap or muco-gingival area
• Placement of dental implants including
temporary anchorage devices, mini-implants
• Uncovering implant sub-structures

• I nfiltration or block local anaesthetic injections
in non-infected soft tissues
• BPE screening
• Supra-gingival scale and polish
• Supra-gingival restorations
• Supra-gingival orthodontic bands
and separators
• Removal of sutures
• Radiographs
• Placement or adjustment of orthodontic or
removable prosthodontic appliances

Table 1: Examples of invasive and non-invasive procedures

What is NICE Clinical Guideline
64 and why was it amended?

NICE Clinical Guideline 64 was issued in 2008
and provides recommendations on preventing IE
in children, young people and adults. In a move
away from previous practice, the guideline stated that
“antibiotic prophylaxis against infective endocarditis
is not recommended for people undergoing dental
procedures”. Subsequently, prescribing practice in
the UK changed, with a significant reduction in the
provision of antibiotic prophylaxis against IE.
In 2015, the NICE guideline committee reviewed
Clinical Guideline 64 in response to the publication
of a study, which suggested that the incidence of IE in
the UK might have been affected by the restriction of
antibiotic prophylaxis. It found that there was no new
evidence to determine whether antibiotic prophylaxis
reduces the incidence of IE after interventional
procedures, and the recommendation on antibiotic
prophylaxis remained unchanged.
In 2016, NICE amended the recommendation
to include the qualifying word ‘routinely’ to read:
“Antibiotic prophylaxis against infective endocarditis
is not recommended routinely for people undergoing
dental procedures.”
NICE noted that this change was made to ensure
that the recommendation was consistent with the
obligations of healthcare professionals to involve
patients in decisions about their care.
It was not intended that the amended
recommendation would result in a change in practice

as it remains true that the vast majority of patients
at increased risk of infective endocarditis will not
be prescribed prophylaxis. However, for a very small
number of patients, it may be prudent to consider
antibiotic prophylaxis (non-routine management),
in consultation with the patient and their cardiologist
or cardiac surgeon.

Why has the SDCEP advice been published?

There were concerns that the 2016 amendment to the
NICE guideline did not define which individual patient
should be considered for “non-routine” management.
There was also a lack of information on appropriate
antibiotic prophylaxis regimen(s) for use in a dental
setting. SDCEP has developed advice to help the dental
team implement the NICE recommendations.
The advice also aims to prevent variation in how
Clinical Guideline 64 is implemented in practice.

What does the SDCEP advice cover?

The advice is comprehensive and includes information
and resources to support:
• the identification of patients at increased risk,
and those requiring further special consideration
• routine and non-routine management
• management of children with cardiac conditions
• definition of invasive dental procedures
• treatment of emergency patients
• appropriate prescribing
• communication with patients and obtaining
valid consent.
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Cardiology input
critical to success
One notable aspect of the SDCEP approach to
developing the new advice was its inclusion of all
shades of experience and knowledge. The
short-life working group included expert
cardiologists, a move welcomed by members of
that profession, writes Stewart McRobert.
Michael Stewart, Consultant Cardiologist at
South Tees Hospitals NHS Foundation Trust,
regularly treats patients affected by endocarditis
and was one of those in the working group. He said
contact between cardiologists and dentists focuses
mostly around practical clinical advice. “We can
receive enquiries from dentists about individual
patients – do we think the patient requires
antibiotic prophylaxis? If so, what prophylaxis
should be given? In the past, different cardiologists
will have given slightly different advice. The
guidance helps bring consistency and emphasises
that, ultimately, it should be the patient’s decision.
“Unfortunately, there were occasions in the past
where a patient, backed by his/her cardiologist,
wanted to minimise risk through antibiotic
prophylaxis but found their dentist reluctant to
prescribe. The new SDCEP advice should help us
avoid that potential conflict.”
John Chambers, Consultant Cardiologist and
Professor of Clinical Cardiology at Guys’ and St
Thomas’s NHS Foundation Trust, believes that
clinical input to the SDCEP process was crucial and
helped to ensure that the resulting guidance
provided a pragmatic solution.
“The NICE guidance was confusing for patients,
dentists and cardiologists. It was engendered by
people who did not understand the clinical aspects
of what they were pronouncing upon.”
In contrast, he emphasised, the SDCEP advice
incorporates the considered opinions of clinicians
and scientists involved in patient care. He does
admit to one or two minor concerns about the
new guidelines.
“They don’t indicate the level of risk in the
‘high-risk’ groups, that is those with prior
endocarditis, artificial heart valves or uncorrected
congenital disease. Those risks are very high – at
the order of 300 times the average for prior
endocarditis and 50 times for replacement heart
valves. In addition, some dentists I have spoken to
are concerned that dental scaling is not recognised
as a high-risk procedure. That said, this is a
solution that brings us in line with worldwide
practice. It will help patients and those trying to
apply guidance in a more clinical way.”
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Patients at
increased risk
NICE recommends that
healthcare professionals
should regard people with
the following cardiac
conditions as being at
increased risk of
developing infective
endocarditis:
• acquired valvular heart
disease with stenosis
or regurgitation
• hypertrophic
cardiomyopathy
• previous infective
endocarditis
• structural
congenital
heart disease,
including
surgically
corrected
or palliated
structural
conditions,
but
excluding
isolated
atrial septal
defect, fully repaired
ventricular septal defect
or fully repaired patent
ductus arteriosus, and
closure devices that
are judged to be
endothelialised
• valve replacement.
While the vast majority
of patients at increased risk
of infective endocarditis
(IE) will receive their
dental treatment without
antibiotic prophylaxis,
a small sub-group
will require special
consideration for nonroutine management:
• patients with any
prosthetic valve,

including a
transcatheter valve,
or those in whom any
prosthetic material was
used for cardiac valve
repair
• patients with a previous
episode of infective
endocarditis
• patients with congenital
heart disease (CHD):
– any type of cyanotic
CHD
– any type of CHD
repaired with a
prosthetic material,
whether placed surgically
or by percutaneous
techniques, up to
six months after
the procedure
or lifelong if
residual shunt
or valvular
regurgitation
remains.
As well as
being at increased
risk of IE, these patients
are also considered to be
at particularly high risk
of developing serious and
potentially life-threatening
complications. The
identification and
assessment of these
patients will require liaison
with their cardiology
consultant, cardiac surgeon
or the local cardiology
centre. The number of
patients requiring special
consideration is likely to
be small and therefore
most dental practices
would be expected to
have very few of these
individuals registered.
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One life change
leads to another
In the second of our two-part series focusing on recently qualified
dentists, we talk to Marc Harrington of Belfast whose decision to
join the profession was sparked by seeing how dentistry made life
infinitely better for a member of his family
Words: Stewart McRobert

W

hen Marc Harrington witnessed
the massive boost in his mother’s
self-confidence after she was fitted
with dental implants, it was the
turning point in his own life; soon after, he decided
to become a dentist.
As Marc explained, his mum’s dental treatment
came when he was at a personal crossroads. “I was
in my mid-twenties and re-evaluating my career as
a designer and programmer in IT. I wasn’t sure if I
wanted to continue in that field or take up something
completely different.
“My mum had recently lost her upper teeth and was
struggling with dentures. She decided to get implants.
That changed her whole perspective and increased her
self-confidence. In turn, that inspired me to look at
dentistry and the way it can transform people’s lives.
Before long, I took some night classes to gain a couple
of science A levels and then, in 2012, I enrolled in the
dentistry course at Queen’s University, Belfast.”
His mum’s new outlook wasn’t the only factor in his
choice. “I had a bit of an artistic background and really
missed working with my hands. And I was keen to be
working with the public.”
The fact that he lived in Newtonabbey on the
outskirts of Belfast, was a little older than the average
students (he’s now 34) and was in a settled, long-term
relationship meant that location was key when Marc
opted for Queen’s.
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“I did a lot of research, applied for a number of
universities and received several offers. However, all of
Queen’s’ plus points, including its excellent reputation,
made it the obvious choice.”
Despite the age difference with his classmates, Marc
says he loved being back at university. It felt like he was
part of a strong community with a great many
determined young individuals and approachable staff.
Equally important, there were opportunities to build
extra skills and talents.
“I was involved in summer studentships, working
on app development – I was able to combine my old IT
skills with dentistry. I also placed second in a national
clinical skills competition.”
Marc had gained his degree in multimedia design
at the University of Ulster and he noticed a significant
difference between the two undergraduate experiences.
“Dentistry is more structured – it needs to be in terms
of the General Dental Council requirements for a very
specific curriculum.
“Also, there’s a major difference in the number of
hours you spend at university. With an IT degree you
have quite a bit of independent learning time. With
dentistry it feels much more like a full-time job. Of
course, the five-year course is longer too, but the
rewards are worth it.”
He particularly relished the practical elements of
the course. “I enjoyed it when we started to work with
patients – there’s no greater satisfaction than getting

YOU GET GREAT
SATISFACTION FROM
HELPING TO TRANSFORM
PEOPLE’S LIVES

Marc Harrington. Photos by © Press Eye Ltd
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the chance to help people. The focus on anatomy
and opportunity to work with a real cadaver was also
a great privilege and gave me a real feel for working
on the body.”
Needless to say, there were one or two drawbacks
in returning to full-time education. His friends of
the same age were busy enjoying a full social life.
However, the focus on exams meant he occasionally
had to miss out.
As qualification neared there were two aspects of
dentistry that increasingly appealed to Marc –
restorative work and oral surgery. “As time goes on I
feel I get more satisfaction from rebuilding rather than
removing so I’m swaying towards restorative work.”
Over the past year Marc has been working in the
Dental Foundation Training (DFT) programme. He
gained a place at a practice in Carrickfergus where

he says he has gained lots of experience with a
very talented team. He has also completed Part 1,
Membership of the Faculty of Dental Surgery (MFDS).
In September, he started dental core training in Belfast
focusing on restorative work. “It was a tough decision
to decide between oral surgery and restorative,” he said.
“Time will tell if I’ve made the right choice.
“I’m very interested in toothwear cases and
composites, as well as digital smile design, implants
and emerging technology such as 3D scanning and
printing. It’s very exciting how dentistry and the digital
world are merging even closer.”
Reflecting on his decision to switch careers, Marc
admitted there are times when dentistry can be stressful.
“On some days it’s easy to question why you chose the
profession, but you get great satisfaction from helping
to transform people’s lives.”

The life-enhancing effect of his mother’s
dental treatment inspired Marc to
pursue a career in dentistry

Prize-winning habit
Almost since day one of his
dental career, Marc has
established a habit of picking up
awards and prizes. Recently, as
part of his DFT year he was
recognised for his skill in case
presentation. He explained:
“People in the programme are
asked to provide a summation of
a case that shows a variety of
skills, or one they are particularly
proud of. I focused on a case
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involving a patient who had
significant tooth surface loss.
I built up the anterior teeth with
composites, replaced routine
fillings and placed a bridge.
A panel of experienced dentists
considered the submissions and
mine was selected as the
winning case.”
The award was arranged by
the Northern Ireland Medical
and Dental Training Agency

(NIMDTA), and, as well as a cash
prize of £250, Marc received
one year’s free membership of
the Faculty of General Dental
Practitioners (UK).
This success followed on from
an award-winning student career.
While at Queen’s, Marc won
prizes in third, fourth and fifth
year in topics ranging from
systemic disease and dentistry
to oral surgery.
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Top tips for practising
evidence-based dentistry
Niall McGoldrick BDS, MFDS RCPS(Glasg), Derek Richards BDS, FDS, MSc, DDPH,FDS(DPH)

I

n the second of their series of
articles, Niall McGoldrick and
Derek Richards explain
where to find the evidence and
how to assess its quality.

Questions and answers

In the first article we explored
how to establish a research
question using the PICO
(Population, Intervention,
Comparator and Outcome)
method and discussed the
hierarchy of evidence. At this
point in the search for evidence to
support our practice, we know the
question we need answered and
also understand how different
types of research can help to
answer our questions.
We now need to think about
where to find the evidence and
how to assess the quality of what
we find.
First let’s revisit the five steps
to an evidence-based approach.
Establishing an evidence-based
approach has five steps:
1: Asking answerable
questions (ASK)
2: Searching for the best
evidence (ACQUIRE)
3: C
 ritically appraising the
evidence (APPRAISE)
4: Applying the evidence
(APPLY)
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5: Evaluating the outcome
(ASSESS).
This article will explore
points 2 and 3 of establishing
an evidence-based approach
to healthcare.
Question 2: Searching for
the best evidence (ACQUIRE)

The search for evidence

There are a number of databases
that can be used to find the
evidence. Which database you
choose to search depends on what
type of resource or evidence you
require. In this section we will
introduce and explore the use of
databases that host most of the
information required in day-today practice. Three of the most
commonly used databases are
included in Table 1 on the
opposite page.
There are other databases
available for searches of more
specific topics that can be
accessed through the knowledge
network; for example, PsychINFO
is a good database to search for
psychology and behavioural
science-related topics. You can
see the full list of databases on
offer here: www.knowledge.scot.
nhs.uk/home/help-and-training/
databases.aspx

Searching for systematic
reviews and guidelines

It is always a good idea to start
your search for evidence at the
top of the evidence pyramid.
As we discussed previously,
systematic reviews and
randomised control trials are
the level of evidence we would
require in order to think about
changing our practice. At the
end of our first article, we briefly
discussed guidance documents.
The guidance produced by
SDCEP, NICE and SIGN are
all evidence-based and the
groups will have come to their
recommendations after a
thorough process.

SDCEP methods

Dr Doug Stirling is Programme
Manager of the Guidance
Development Group, Scottish
Dental Clinical Effectiveness
Programme, NHS Education for
Scotland. Here he tells us more
about the work of the SDCEP
team and the methods they use.
Who is involved in guidance
development? What is the
skill mix in a guidance team?
The SDCEP team operates within
NHS Education for Scotland’s
Dental Directorate. Each
guidance project is assigned an

IDM

FOR MORE CLINICAL
IRELANDSDENTALMAG.IE

SDCEP project lead, who
manages the project and is
responsible for the methodology
employed, and an administrator
who helps to co-ordinate the
project. For each project we also
convene a Guidance Development
Group comprising external
individuals who are
representatives of groups with
a particular interest in the topic.
Typically this will include
various relevant branches of the
dental profession and patients,
and may also include other
healthcare discipline relevant
to the topic.
How rigorous is the process
of appraising the evidence?
Each guidance project aims to
answer a number of questions.
SDCEP identifies the latest
evidence that is relevant to these
questions, focusing on
systematic reviews and other
evidence-based guidelines. To
assess the quality of evidence in

systematic reviews, SDCEP
now uses GRADE (Grading of
Recommendations, Assessment,
Development and Evaluation),
which is a widely accepted
system for grading both evidence
and recommendations in clinical
guidelines. More information on
the GRADE system can be found
at www.gradeworkinggroup.org
We appraise guidelines using
the AGREE II checklist, again an
internationally recognised tool
for assessing guideline quality
and reliability. Find out more
at www.agreetrust.org
Recommendations in SDCEP
guidance result from a rigorous
consideration of not only
relevant research evidence, but
also other factors, including, the
balance of risks and benefits,
patient’s views and preferences,
practitioner perspectives and
the practicalities.
The process SDCEP uses to
develop its guidance has now
been accredited by NICE (the

Database

Type of
evidence

Key feature

PubMed

PubMed

Ability to create an account and
save results for later use

Cochrane
Library

Systematic
Reviews

Includes plain language
summaries of reviews; useful for
translating evidence for use at
chair side

TRIP

Guidelines,
Systematic
Reviews, Primary
Research

Displays results in the style of
the hierarchy of evidence,
reducing search time

National Institute for Health and
Care Excellence), which should
give users added confidence in
the reliability of the guidance as
an aid to their decision-making.
How does the SDCEP guidance
apply to a general dental
practitioner?
The vast majority of dental care
is delivered in primary care
practice. Recognising this, most
SDCEP guidance is primarily
directed towards dentists and
their teams working in general
dental practice. However, the
guidance is also likely to be of
interest to those in training,
dental educators, and secondary
care and public health
practitioners.
Do we always need to follow
the guidance?
Healthcare staff have the right,
and indeed the duty, to make
decisions that are in the best
interests of their patients with
their consent. SDCEP guidance is
provided to inform some of these
decisions. There is no obligation
to follow a recommendation in
the guidance if a health
professional feels that it is in the
best interests of an individual
patient not to do so.
However, it would be advisable
to document a departure from
recommended practice in the
patient’s clinical notes, including
the reason for this.
Further information about
SDCEP guidance development:
www.sdcep.org.uk/how-wework/ or to find out more
about GRADE

TRIP database

TRIP (Translating Research Into
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Practice) is a useful resource
for searching for the results of
systematic reviews, randomised
controlled trials and guidelines.
You might think of it as a
high-quality Google for healthcare research. It is an online
database that has a few very
useful search tools. You can do
a single-word search, which is
similar to a Google search, but
you can be more specific and use
the search function established
around a PICO question. Shown
in Figure 1 below. The database
displays results and categorises
the level of evidence in a
hierarchy. It is similar to the
hierarchy of evidence discussed
in the first article. This makes it
easy to identify what type of
evidence the study is before you
spend time reading it.

Searching for
journal articles

TRIP will also produce results
from primary research but
another useful database that you
should understand how to use
is PubMed.
PubMed is a search engine that
searches the online database
MEDLINE. It includes more than
27 million records. Here you will
find a range of evidence. As we
demonstrated in the first article,

the results can be confusing at
first and the searches can result
in a lot of irrelevant material.
We will discuss how best to use
the search function later but will
first look at the fundamentals
of searching scientific databases.
PubMed can be accessed by
typing ‘pubmed’ into any search
engine or via https://www.ncbi.
nlm.nih.gov/pubmed/

Free text searching and
Boolean connectors

Having a systematic approach to
your search will make finding
relevant papers a lot easier and
quicker. Most of the pointers
demonstrated in this section can
be broadly applied in other
online searches.
You could decide to free text
the search tab as you might use a
search engine such as Google.
This approach can often result in
a large amount of unfiltered
results, similar to a search for a
hotel room without any
information on location,
standard or length of stay.
If you know the title of the
exact paper you are looking for,
then you could simply type this
into the search box at the top of
the page.
You can tailor the search; for
example, if you only have some

of the information about a
specific paper, such as the
author.
A better way to search, and the
best way to get the most out of
the search engines, is to use
Boolean search methods.
This approach still uses free
text in the search but introduces
AND, OR and NOT. The AND, OR
and NOT are known as Boolean
connectors. They all have specific
functions and can help to widen
or narrow your search.
Let’s use our example in article
1 to explore the Boolean
connectors. Our original question
was about whether or not
fluoride varnish has an effect on
caries rate in children. The
formulation of a PICO question
resulted in this:
• Population, patient or
problem: Children
• Intervention or treatment:
Fluoride varnish
• Comparison: No treatment
• Outcome: Caries.

Using AND

To construct a search for Pubmed
we could use the following:
Children AND “Fluoride
varnish” AND Caries
This would produce results
from papers that contain all
three search terms. This is a
method for narrowing a search.

Phrase searching and using
speech marks

FIGURE 1: A screenshot of the PICO input section on TRIP. It can be accessed by
typing TRIP database into any search engine or via www.tripdatabase.com
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You may also have noticed that
the words “fluoride varnish”
have speech marks either side of
them. This is another useful way
of narrowing a search for a
specific phrase. The speech
marks instruct the search engine
to only include studies that have
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the entire phrase. If we had
searched without the speech
marks then we would have
papers returned that include
fluoride as a standalone word
from varnish and not specific
to our question.

Using OR

Using OR can help to widen a
search. For example, if we were
interested in fluoride treatments
other than fluoride varnish we
might search the following:
Children AND (“Fluoride
varnish” or “Fluoride
mouthwash”) and Caries
This would produce results
from papers that contain all our
original three search terms but
also include studies that look at
fluoride mouthwash. Again, note
the use of the speech marks to
search for the entire phrase.

Truncation

Truncation is useful when you
want to expand a search. An
example might be in
periodontics. By using the trunk
of the word Periodont and then
adding * to the end will return
results for Periodontist,
Periodontal, etc.

Controlled language
searches

A more advanced way of
searching the database is to use
controlled language searches.
MEDLINE uses Medical Subject
Heading, known as MeSH. Those
studying for higher level degrees
may wish to use this method in
their searches. Speaking to the
university librarian or doing a
short course would be the best
way to learn more on this topic.
A useful tip about PubMed is that

you can register for a free
account and save your searches
as you go. You can also access the
free online tutorials that will
help you understand how to get
the most out of the database.

help with literature searches
and also source books that may
be relevant to your search. Be
sure to explore this service that
is part of your membership
subscription.

Subscriptions/access
to resources

Specialist societies
and unions

Guidelines produced in the UK
by groups such as SDCEP, SIGN
and NICE are free and open
access. They are readily available
online. The Cochrane library is
also free and open access in the
UK and other countries who
contribute to it, while it is also
available in some developing
countries. Some journal articles
may be free but most will be only
be available through subscription
to the journal itself or via an
institution of which you are a
member.
All NHS employees are entitled
to free registration on OpenAthens,
which will give you access to
The Knowledge Network that is
maintained by NHS Education for
Scotland. That includes general
dental practitioners with an NHS
contract. It is a gateway platform to
accessing full text articles. If you
register then you can access most
articles that are returned in
searches on PubMed; then you
simply enter you username and
password once the pay wall
appears.
You can register at –
https://www.athens
registration.scot.nhs.uk/

Royal College Library

If you are a member of a royal
college then you have an entire
library service at your disposal.
Royal colleges offer members the
services of a librarian who can

Many specialist societies have
subscription services for their
members. The BDA also has an
extensive library and journal
service for use by members
which can be accessed remotely
through their website.
Question 3: Critically
appraising the evidence
(APPRAISE)
Not every article published
in a journal is a game changer.
Sometimes this is easy to spot
when reading an article, but
other times it may be less clear
as authors try to convince you
about their work. Understanding
the hierarchy of evidence and
having some basic skills in
critical appraisal will help you
when trying to decide how
seriously to take a new
recommendation or proposed
change in practice. Having
critical appraisal skills can have
wide-reaching benefits beyond
the surgery.
At this point we have defined our
search question and found the
papers we think are relevant. We
know about the hierarchy of
evidence, but how do we decide
which ones to use? Do they all meet
the same standard? Are the results
valid? Do they apply to the patients
I see on a day-to-day basis? Do the
results include the negative
outcomes of the treatment?
These questions are important
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to consider, as how we act on the
evidence will affect our patients.
Using a systematic approach to
appraising the evidence in front
of you is always the best way.
There are a range of appraisal
tools available and some are
available for free download from
the Centre of Evidence-based
Dentistry website: http://
www.cebd.org/practisingebd/appraise/
The best way to understand
critical appraisal is to practice it.
If you are brand new to it, then
there are number of ways you can
get help to get started. This could
be by attending face-to-face or
online courses, reading a book
or attending a journal club.

Online e-modules
and tutorial videos

Terry Shaneyfelt is a teacher
of evidence-based medicine; he
has produced a number of
YouTube videos that are useful
when trying to get your head
around critical appraisal. Simply
search YouTube for ‘Terry
Shaneyfelt’ and click on his
playlists where you will see
the critical appraisal section.
If you wanted to spend some
time and do an online e-module
then you can access one provided
by the critical appraisal company
http://www.criticalappraisal.
com/online-course. There is a
cost associated and the course
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takes six to eight hours, but it
gets good reviews.

Journal clubs

Most dentists in core or specialist
training will have access to a
journal club in their place of
work. If there isn’t one, why not
take the lead and get one started
over a lunchtime once a month?
There are other journal clubs that
anyone can attend, such as the
Edinburgh Dental Journal club
that meets regularly at the Royal
College of Surgeons of
Edinburgh. Search for them on
Facebook© to find out when the
next meeting is.

Conclusion

Hopefully after reading these first
two articles you now have a basic
understanding of the skills
needed to practice evidencebased dentistry. We have
introduced you to a range of
resources that can help you to
further develop your skill and
knowledge. The best way to get
better at using databases for
searching and critical appraisal
is to get on and do it. Look out
for your local journal club or go
online and make the most of the
many free resources there are
to hand.
The next and final article will
focus on applying the evidence
and evaluating outcomes in
your practice.

Verifiable
CPD questions
Aim: Objectives:
>T
 o demonstrate the process of using
a online scientific data base to search
for evidence
>T
 o explain how to use Boolean
language in search strategies
>T
 o share details on the process of
developing evidence-based
guidelines
>T
 o highlight how dentists can gain
access to the literature base
>T
 o highlight the importance of critical
appraisal.
Learning outcomes
After reading this article you should be
able to:
>O
 perate an online scientific database
to obtain evidence to answer clinical
questions
>D
 escribe some of the process of
developing evidence-based
guidelines
> Identify means of gaining access to
the literature base
>F
 ind resources to aid you in critical
appraisal
GDC Development outcomes covered:
C-Maintenance and development of
knowledge and skill within your field of
practice.
How to verify your CPD
Go online to www.sdmag.co.uk
and click on the CPD tab to access
all our CPD Q&As and certificates.
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The management
of a paediatric dental
avulsion in general
dental practice
F. Capaldi, Paediatric Dental Core Trainee, Glasgow Dental Hospital;
C. Park, Consultant in Paediatric Dentistry, Glasgow Dental Hospital

ABSTRACT
A paediatric dental avulsion is not a clinical scenario that you will be faced with on a daily basis in general
practice. Being confident in the steps required to manage a paediatric dental avulsion may reduce the
stress of the situation and will allow for the most effective treatment to be provided in a timely manner.
When managing a paediatric trauma, a clear, structured history and initial assessment will allow for the most
appropriate treatment to be administered quickly, ensuring that no potential child protection concerns are
missed. The initial assessment should establish; any head injury concerns, whom the child is with, the nature
and timing of the injury and the child’s medical and tetanus status. The extra oral dry time and the stage of
the tooth’s development will affect your subsequent management and the tooth’s long-term prognosis. This
article is going to highlight the key factors that should be taken into consideration when assessing and
managing an acute paediatric dental avulsion.

Introduction

The management of acute
paediatric dental trauma within
general practice doesn’t occur
on a daily basis, so when it
does occur it can be a daunting
experience.
The blood, tears and worried
parents will inevitably create a
more stressful encounter than a
routine treatment appointment.
Being confident in the initial
history taking and clinical steps
required to manage the patient’s
care will reduce the stress and will

improve the long-term prognosis
of the damaged teeth. This article
aims to highlight the key factors
that should be considered
when you are presented with
a paediatric dental avulsion.
Twenty-five per cent of
children experience dental
trauma 1, ranging from
concussion to complex dental
trauma affecting multiple teeth.
The maxillary incisors are most
commonly affected, most
commonly affecting the 7–14
age group. The main aetiology

includes sport, falls and fights 2.
Other factors that can increase an
individual’s risk of dental trauma
include; the presence of a skeletal
overjet or incompetent lips 3,4.
Avulsions account for 0.5 – 3 per
cent of dental trauma 5. Although
they are not the most common
form, they are associated with
a poor long-term prognosis and
the initial management can have
a significant input towards the
short and long-term outcomes 6,7.
From the moment the child
walks through the surgery door,
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your initial assessment should
commence. Key factors that have
to be taken into consideration
include; the risk of head injury,
the child’s medical history and
tetanus status, the nature of the
injury, the time from the trauma
to the replantation, the child’s
social and dental history,
whether the tooth has an open or
closed apex, the storage medium
and the risk of infection.
Having an extra oral dry
time of less than an hour will
significantly affect the tooth’s
long-term prognosis and will
influence the management of
the avulsion.
Furthermore, an open apex
will significantly improve the
tooth’s long-term survival.
The loss of neurovascular blood
supply to the pulp following
an avulsion is detrimental
to survival.
The International Association
of Dental Trauma (IADT)
Guidelines recommends the
elective root canal treatment
of all permanent teeth with a
closed apex to prevent infection
and resorption 8.
Non-accidental injury should
also be kept in mind when
assessing any child presenting
with a dental trauma injury.
A study looking at 390 clinical
case records of children with
suspected physical abuse showed
that 59 per cent of children had
orofacial signs of the abuse 9.
It may be necessary to discuss
the patient’s case with the child’s
named person or with the local
social work department.
If you deem the child to be in
imminent danger the case may
require escalation to the local
police service.
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Head injury/airway

Has there been any associated
head injury or loss of
consciousness? Is the child
conscious and breathing with
no threat to their airway? Any
concerns over potential head/
c-spine injury or any compromise
to the patient’s airway will
require attention from the local
Emergency Department. Ask
about any nausea, sickness or
loss of memory that may have
occurred since the time of injury
and rule out these potential
concerns at the start of the
consultation.

Medical history

As with any consultation, any
relevant medical conditions that
may affect the subsequent
management of the patient should
be considered. Does the child have
a bleeding disorder? Do they have
any allergies to the metal wire you
may plan to place or to the
antibiotics you would consider
prescribing? Are they asthmatic
and already in distress over their
current injury? If they are
asthmatic, ibuprofen may not be
an appropriate analgesia for when
they are discharged home. If the
child is immunosuppressed or
has a cardiac defect immediate
replantation may not be the most
appropriate treatment option.
Acute specialist input will likely
be required.
These factors should all be
considered before planning
clinical treatment.

Haemostasis

Bleeding is often associated with
dental trauma. This can be active
bleeding or a clotted wound with a
bloodstained face. Regardless of

whether the bleeding is fresh
or residual staining, this can
be distressing for the patient and
the accompanying adult. Active
bleeding may be from a tooth
socket or from an associated
laceration. Once the source of
the bleeding has been identified,
haemostasis should be achieved
through the use of local
anaesthetic, pressure and sutures
as required. This can be
challenging if the child is already
distressed. If the child has a
bleeding disorder achieving
haemostasis may be difficult.
This may necessitate a prompt
referral to secondary care.

History

When taking a history for a
paediatric trauma case it is firstly
important to establish who is
with the child – parents, carers,
teacher etc. Time should be taken
to listen to the history provided
from both the child and their
accompanying adult.
It is very important to find out
when the injury occurred. Time
is of extreme importance when
planning treatment and
discussing prognosis. If the
tooth has been avulsed, the
transport medium should also
be established: water, milk,
saliva, dry?
Once aware of when the
injury occurred it is important to
carefully find out where and how
the injury happened. Was the child
accompanied at the time of the
injury? Does the story match with
the clinical presentation? Does the
child’s account match the history
provided by the accompanying
adult? Was the environment clean
or dirty? Clear documentation of
this discussion is crucial.
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It is important to compare the
story with the injury to assess
whether the two coincide. If the
presentation is delayed find out
if there is a legitimate reason for
this delay in presentation. Follow
the local practice policy to raise
concerns if you are suspicious
of the injury and associated
circumstance.
Under the new GIRFEC
Guidelines, each child should
have a named person. They can
be contacted and the incident
shared in a confidential manner,
if you are at all concerned.
When sharing information,
the ‘golden rules’ should be
followed 10:
• Adhere to the principles of
the Data Protection Act 1998
• Share information that is
necessary, relevant and
proportionate
• Record why information has
been requested or shared
• Make the child, young person
or family aware of why
information is being shared
(unless there are child
protection concerns).

Immunisations

Is the child’s tetanus up to date?
They may require a booster if
they are not up to date with their
vaccinations or if it is out of date.
Standard vaccination protocol:
The primary course of tetanus
vaccination consists of three
doses of a tetanus vaccination
given within one-month
intervals. At three years four
months old the child should
receive a tetanus booster. A
second booster should then be
given at age 14.
If in doubt, advise a medical
review by their GMP.

Antibiotics

There is minimal evidence
supporting the use of antibiotics
following an avulsion. The
prescription of antibiotics is at
the discretion of the clinician.
Factors that can influence this are
highlighted in the British Society
of Paediatric Dentistry Avulsion
Guidelines 11.
• There has been additional
contamination of the tooth
or soft tissues.
• There is injury to multiple
teeth, soft tissues or other
parts of the body which may
necessitate the need for
antibiotics on their own or as
a result of the combination of
these injuries.
• To facilitate the safe delivery
of subsequent surgery or
• The medical status may
make the child more prone
to infections.

Dental history

Find out the child’s level of dental
anxiety, previous treatment and
how likely they will cope with the
required treatment. In this acute
instance, the main priority is to
replant the tooth as time
efficiently as possible, if patient
compliance will allow for this. It
is also important to consider the
subsequent treatment. If the
patient is unlikely to cope with
the treatment in general practice
or if the treatment required
involves specialist input, e.g.
an MTA plug for an open apex,
prompt referral will ensure no
treatment delay is encountered.

Social History

When recording the child’s social
history make a note of who they
live with and which nursery/

school they attend. This
information may be required
if external services are being
involved. Ensure they are
registered with a GP and that
you have their details.

Management

The International Association
of Dental Traumatology (IADT)
Guidelines 12, updated in 2012,
give clear guidance on the
management of paediatric
trauma. A summary is provided
below:
General Trauma Advice
• A soft diet for one-two weeks
depending on the nature of
the trauma
• Avoidance of sports
• Continuing with oral hygiene
measures, using a soft tooth
brush
• The use of chlorhexidine
mouthwash twice a day for
seven days
• Analgesia – paracetamol and
ibuprofen as required.
Deciduous Teeth
If a deciduous tooth has been
avulsed don’t replant the tooth.
Discuss with the child and the
parents the potential risk of
damage to the permanent
successor. Discuss:
• Delayed eruption/failure
of eruption
• Decalcification
• Discolouration
• Provide general trauma advice
and arrange a review
appointment.

Closed Apex

(Permanent teeth)
a) Tooth has been replanted prior
to the patient’s arrival
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1. Clean the gingiva and
surrounding area, ensuring there
are no lacerations or associated
injuries.
2. Use clinical and radiographic
assessment to ensure the tooth is
in the correct position.
3. Place a flexible splint which will
be in place for two weeks.
4. Assess tetanus status.
5. Prescribe a course of antibiotics
if deemed appropriate.
6. Give general trauma advice.
7. Start root canal treatment in
7–10 days.
b) Extra oral dry time <60mins
1. Hold the tooth by the crown
and gently clean the root surface
using saline.
2. Use local anaesthetic to provide
suitable anaesthesia.
3. Gently irrigate the socket.
4. Assess for lacerations or
loose bone.
5. Replant the avulsed tooth
gently back into the socket.
6. Use clinical and radiographic
assessment to ensure the tooth
is in the correct position.
7. Place a flexible splint which
will be in place for two weeks.
8. Assess tetanus status.
9. Prescribe a course of antibiotics
if deemed appropriate.
10. Give general trauma advice.
11. Start root canal treatment in
7–10 days.
c) Extra oral dry time >60mins
1. Clean any soft tissue from the
tooth’s root using gauze
2. Root canal treatment can be
carried out at this stage or
following reimplantation
3. Two per cent sodium fluoride
solution can be used to soak the
tooth for 20 min if you have this
available
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4. Use local anaesthetic to provide
suitable anaesthesia
5. Gently irrigate the socket
6. Assess for lacerations or
loose bone
7. Replant the avulsed tooth gently
back into the socket
8. Use clinical and radiographic
assessment to ensure the tooth
is in the correct position
9. Place a flexible splint which
will be in place for four weeks
10. Assess tetanus status
11. Prescribe a course of
antibiotics if deemed appropriate
12. Give general trauma advice
13. Start root canal treatment
in 7–10 days (if it hasn’t already
been carried out).

Open apex

(Permanent teeth)
a) Tooth has been replanted prior
to the patient’s arrival
1. Clean the gingiva and
surrounding area, ensuring there
are no lacerations or associated
injuries.
2. Use clinical and radiographic
assessment to ensure the tooth
is in the correct position.
3. Place a flexible splint which
will be in place for two weeks.
4. Assess tetanus status.
5. Prescribe a course of antibiotics
if deemed appropriate.
6. Give general trauma advice.
b) Extra-oral dry time <60mins
1. Hold the tooth by the crown
and gently clean the root surface
using saline.
2. Use local anaesthetic to provide
suitable anaesthesia.
3. Gently irrigate the socket.
4. Assess for lacerations or loose
bone.
5. Replant the avulsed tooth
gently back into the socket.

6. Use clinical and radiographic
assessment to ensure the tooth is
in the correct position.
7. Place a flexible splint which will
be in place for two weeks.
8. Assess tetanus status.
9. Prescribe a course of antibiotics
if deemed appropriate.
10. Give general trauma advice.
c) Extra – oral dry time >60mins
1. Clean any soft tissue from the
tooth soot using gauze
2. Root canal treatment can be
carried out at this stage or
following re-implantation
3. Two per cent sodium fluoride
solution can be used to soak the
tooth for 20 minutes if you have
this available.
4. Use local anaesthetic to provide
suitable anaesthesia.
5. Gently irrigate the socket.
6. Assess for lacerations or loose
bone
7. Replant the avulsed tooth gently
back into the socket.
8. Use clinical and radiographic
assessment to ensure the tooth is
in the correct position.
9. Place a flexible splint which will
be in place for four weeks.
10. Assess tetanus status.
11. Prescribe a course of
antibiotics if deemed appropriate
12. Give general trauma advice.
13. Start root canal treatment in
7–10 days (if it hasn’t already
been carried out).

Summary of key
learning points

• Take a thorough history for
all paediatric trauma patients
taking into consideration;
potential head injury, the
child’s medical history and
tetanus status, the nature of
the injury, the time from the
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•
•

•

•

trauma to the replantation,
whether the tooth has an open
or closed apex, the storage
medium, the risk of infection,
any suspicion of NAI.
Don’t replant deciduous teeth
All permanent teeth with a
closed apex should have a root
canal treatment commenced
within 7–10 days (IADT
Guidelines)
Permanent teeth with an open
apex which have an extra oral
dry time > 60mins should have
a root canal treatment
commenced within 7–10 days
(IADT Guidelines)
Avulsions with an extra oral
dry time of <60 minutes should
be splinted for two weeks
(IADT Guidelines)

• Avulsions with an extra oral
dry time >60 minutes should
be splinted for four weeks
(IADT Guidelines)
• General trauma advice
including oral hygiene, sports
avoidance and a soft diet
should be given to all paediatric
dental trauma patients.

Conclusion

This article has covered the key
considerations required for the
acute management of a paediatric
dental avulsion. Following these
steps will allow for the effective,
timely management of your
patients care, improving the
long-term prognosis of the tooth
and ensuring no potential child
protection concerns are missed.
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Leadership” is a
current big buzzword
in dentistry. If you read
the often confusing
guidelines that pour
out of the offices of the
“powers that be”, one
would think that every
dental professional in
all situations was akin
to a general taking their
troops into battle or
getting prepared to
confront the All Blacks.
I can’t see Joe Schmidt
basing his team talks to
the Irish rugby team on
the GDC’s “Standards for
The Dental Team” nor it
becoming compulsory
reading at Sandhurst.
I am not trying in
any way to diminish the
role of leadership in
both the personal and
professional elements of
our lives, but I do believe
there needs to be a less
“in your face” role model.
In the landmark book,
Good to Great, Jim Collins
and his team compared
the high-profile, big

personality leaders who
make headlines and
become celebrities, with
the actual good-to-great
leaders. The latter are
self-effacing, quiet,
reserved, even shy
individuals who, with
their blend of humility
and professionalism,
make huge differences to
their organisations.
With the rise of
corporate ownership of
dental practices there are
fewer opportunities for
associates to become
principals. In the UK
these have shrunk to 40
per cent of what they
were a decade ago. The
traditional leadership
role of the practiceowning boss is being
replaced by something
much less obvious.
Accompanying the
changes has come a
tendency for increasing
isolation, loneliness and
a rise in mental health
problems. Feeling that
you are “just” a cog in a

machine with little say in
the running of an
organisation and no
input into decisions
which affect your
working life, contribute
to stress. Many young
(and not so young)
dentists, especially those
working in the NHS,
have described
themselves as feeling like
“clinical cubicle workers”.
Dentistry can be a
lonely profession.
Working in a small, very
sensitive area of the body
with conscious patients
who are lying prone
while you undertake
complex work is highly
demanding. Having to
consider the legal and
business requirements of
what you are doing plus
complying with often
insensitive regulations
makes the job even harder.
How do young dentists
develop themselves and
their leadership skills?
Who and how can they
lead?
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Work on yourself

Unless you are grounded
and sure of yourself then
you are unlikely to
succeed or enjoy your
success. On a personal
level, routinely take some
time to examine what
your beliefs are,
determine your core
values and decide how
your life can follow them.

Self-reliance

Defined as “the reliance
on one’s own capabilities,
judgement or resources;
independent.” Selfreliance is based on the
fundamental belief that
you can, and should,
change and control your
circumstances. In the
ideal world we would all
be in control of our own
destiny at all times, but in
reality things don’t always
work out that way.

How should we
behave when things
are out of our control?
In his book Man’s search

for meaning, Viktor
Frankl described his
experiences in Auschwitz
and other concentration
camps. He concluded
that “between stimulus
and response, there is a
space. In that space is
our power to choose our
response. In our
response lies our growth
and our freedom.” Never
forget that you always
have a choice in how you
respond.
There will be times
when things are out of
your control, so work on
setting an example in
everything that you do
whether that is seen or
unseen. One definition
of a professional is doing
the right thing when no
one is watching.
Servant leadership is
a leadership philosophy
in which the main goal of
the leader is to serve.
The leader shares
power, puts the needs of
the employees first and
helps people to develop

and perform as highly as
possible. Although, on
first thought, this concept
can appear alien, it has
proved itself in practice.
In addition, as the
characteristics of servant
leaders include listening,
empathy, healing,
awareness, persuasion
and commitment to
the growth of others,
this would fit with the
traits of good dentists.

Resilience

Self-esteem

Leadership comes in
many forms, not
always the obvious.
To be a leader in your
professional, social and
family communities
takes an investment
of time and energy in
yourself first and then
others.
The effort that you put
into becoming and
remaining a leader will
be repaid not only
in professional success
but also personal
satisfaction and
happiness.

Self-esteem is described
as a person’s overall
sense of self-worth or
personal value; in other
words how much you
appreciate and like
yourself.
Insufficient selfesteem can leave people
feeling deflated or even
depressed. Too much, as
seen in narcissistic
personalities, can
damage relationships. It
is dangerous in a dentist
and can result in hubris,
or arrogance.

Your individual
resilience must be
strong. Everything I have
described contributes to
our personal resilience,
or “bouncebackability”
as it has been described,
an essential for
weathering professional
and personal storms
we all experience in
our lives.

To conclude
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Don’t let walk-ins
just walk out again
No matter how much you spend on designing your reception, the investment
that will really pay off is the personal welcome and service patients receive
Richard Pearce

W

henever I get the
chance I drop into a
practice and ask for an
appointment. Recently I spied a
practice in Cambridge. It had a
modern façade and looked bright,
airy and welcoming. As I opened
the door the expensive fit-out was
clear – this was a private practice
where interior designers had been
employed. So far, so good.
The receptionist looked up, she
smiled and seemed almost pleased
to see me! “Do you have an
appointment?”she asked.
“No,” says I, “I wanted to see
about booking one.” Those words
from me would, you would hope (if
you’re a practice owner), ignite in
a receptionist a challenge. All that
expensive marketing, creating a
welcoming space for customers
has worked. A prospective new
patient has walked in and asked
for an appointment. I could have
been a walking £20,000 piece of
work (they did implants).
The next 30 seconds of
interaction could seal the
start of a practice-patient
relationship that could
be worth thousands of
pounds. “Well, we do

have a couple of appointments
available later on this morning,”
she suggested. It’s all a bit
impersonal at the moment; she
could have immediately followed
with “Could I ask you your name?”
As soon as she had that and started
to use it, we might have started
building a relationship. She didn’t
but she did try to book me in for a
check-up appointment – good try.
Obviously, I didn’t actually want
an appointment. Time for my
delaying tactic and to ask for some
information about the practice.
I was handed two A4 pieces of
cheap paper, in black and white
with lots of writing on them. I was
underwhelmed. “OK,” I said, “I’ll
take this with me and get in
touch.” The receptionist now has
one last chance to get some
information so they can follow up.
She could have said: “James, the
practice principal prides himself
on understanding what a patient
wants. Could I take your email
address and send some examples
of his recent treatments?” This
would allow a professionally
produced pdf to be sent to me,
showcasing James’s work.
But let’s rewind a little

and discuss what could have been
done differently in this practice.
Would it really have hurt for her
to stand up, walk round the desk
to me, shake hands and say “Hi,
I’m Jane, how can I help you?”
When we meet someone for the
first time we generally introduce
ourselves with our name. Get their
name and use it.
Just because I’ve asked for an
appointment, it doesn’t mean
that’s what I need now. What
about suggesting a tea/coffee and a
chat about what I am looking for
in a dentist? It’s is a chance to
build a relationship. If you’ve gone
to the expense of designing the
layout and look of your practice,
why not make sure that what you
give to patients is consistent?
We need to recruit and train the
right staff to get the right
outcomes. They also need the
collateral at their fingertips (or the
click of a mouse). This is what
practices often fail to do, but it
could be the difference between
appointments remaining empty
and many more new patients.
Richard Pearce –
www.smartpractices.co.uk
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Top three dental
marketing techniques
With growing demand online for dental treatments, Adrian Duffy of Dental
Booster market research, gives you the three most effective ways you can
increase your visibility online and attract new patients.
Google Local Optimisation

If you were to search for the term
“Dentist near me” in Google right
now, you will see one area of the
search result which consists of a
Map area containing what Google
views as the top three dental clinics
in your vicinity. Optimising your
local visibility and reputation will
result in your clinic appearing in
this result set.
This result set generates a
non-stop stream of free, local, new
patient enquiries to your clinic and
in our opinion, it is the most
effective method of growing a
dental clinic. The listing allows you
to show your address, directions
to your clinic, phone number,
patient reviews, photos, videos and
recent posts.
The only downside to this is the
time needed to invest before results
are seen, it can be from anywhere
from one to six months before
results are seen.

Google Ads

The Google Ads appear in the top
and bottom of the search result
page; you can identify these listings
by a small green “Ad” next to them.
When a potential patient clicks
on your ad, you may be charged a
certain amount per each click, and

the person is transferred to
your website. How much you
pay per click depends on the
competitiveness of the search term,
the quality of your ad campaign,
the quality of your website, and
relevance of the search term and
the website page.
The options are endless with
Google Ads – you can run ads
targeting mobile devices only,
run call-only ads, re-target
previous visitors to your website
and even target based on
demographics such as income
tiers. For example, emergency
treatment ads work very well
due to the urgency of the potential
patient searching, meaning that
a click has a high chance of
becoming a paying customer.
The downside of this marketing
method is that you will pay for
every click, if your campaign is not
optimised or set up well you can
spend a large budget and get little
in return. Once you start the ad
campaign, you will start getting
instant enquiries.

Google Video Ads

These video ads appear on the
YouTube platform. You can set
up your video campaign so that
you are only charged when

your full video is viewed. Viewers
have the option to skip the ad after
five seconds, and if they do so, you
are not charged.
This is a great cost-effective way
to promote your clinic’s brand, or
particular services to people in your
locality with the cost per view
as low as one cent.

Summing things up

When planning a monthly
marketing plan, you need to look at
your budget, urgency, ideal patient
profile and maximum number of
new patients you can take a month.
As approved Google Partners, we
can create a complex cost-effective
monthly campaign to attract very
specific patients to your clinic.
If you are interested in any of the
services above, we are offering the
readers of this magazine 20 per
cent off our prices.
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‘it’s not what you earn,
it’s what you keep’
Corrigan and Co understand the business of dentistry

F

ormed in 1995 by Managing Director
Eamonn Corrigan, Corrigan and Co is a
highly experienced accountancy
practice conveniently located on the outskirts
of Enniskillen, Co Fermanagh. When Eamonn
returned to Fermanagh from London, where he
had worked in various accountancy roles for
ten years, he took over a local practice and has
expanded the business significantly.
The company has a traditional service ethos
delivering high-quality advice and information.
Eamonn said: “We take pride in providing a
service that meets the individual needs of each
client. We understand that our clients’ success
is embedded in their hard work, enthusiasm
and energy for their business ”
Eamonn, who has more than 30 years’
experience, is a qualified accountant, tax
consultant, professional speaker and mentor.
His company’s motto is “It’s not what you earn,
it’s what you keep”.
He is passionate about helping dentists build
more profitable, more successful and more
enjoyable to run businesses. “Increased
compliance, difficult customers, financial
uncertainty, Brexit, long working hours,
deadlines, increased competition, the
economy, can all have an effect on your
business life.”
Some years ago Eamonn found a mentor
who showed him the benefits of having a niche.
He quickly recognised that dentistry would be
his niche market after a conversation with his
own dentist. His research found that there were
few accountants who fully understood the
business of dentistry and the stress involved.
Corrigan & Co most certainly does.
Eamonn realised that dentists are in need of
help not solely with their taxes but also
understanding – setting up in practice, funding,
marketing, building an asset, growth strategies,
pricing and exit planning.
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His top 10 tips for a profitable dental
practice are:
1. Hire and retain superstars
2. Always put patients first
3. Become a leader
4.	Get a grip of your numbers – Know the
importance of EBITDA for your practice
and your KPIs. Get your accounts
produced in a timely manner and use
them. Don’t simply put them away.
5.	Systems – At the heart of any dental
practice are good systems that help
to scale the business.
6.	Build a digital brand – Focus on on-line
marketing, website, SEO and social media
7. 	80/20 rule (Pareto theory) – 80 per cent
of your business comes from 20 per cent
of clients.
8. Get help with pricing.
9. Review your funding.
10. Find a good dental accountant.
Corrigan & Co is no ordinary dental
accountancy firm. We are prepared to help you
every step of your journey from graduation to
retirement. We are not afraid to muck in and
get our hands dirty and get the job done.
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i think henry ford
would have liked
boutique whitening
As Prem-Pal Sehmi, Global CEO, explains, giving patients the
highest-quality, lowest-cost service they want is a real ‘win-win’

F

ord was famously quoted as saying
“There is one rule for the industrialist
and that is – Make the best quality of
goods possible, at the lowest cost possible,
paying the highest wages possible.”
You and I are part of a remarkable group of
people. Regardless of where we practice, we
have the difficult job of managing our duty of
care to patients, amid never-ending
bureaucracy, while maintaining a profitable
dental practice. It would seem that in this day
and age the odds are truly stacked against us.
While technology, marketing, and products,
are all unrecognisable from Ford’s time,
people are still the same. There is
very much a space in any
market for companies that
display honesty, integrity and
transparency in building their
brands. Boutique Whitening is
part of a family of companies that all
operate using the same underlying
principles outlined in Ford’s famous quote.
There are five fundamental reasons to use
our company for your take-home whitening,
which give us something of an edge over the
other offerings in this crowded market place.
1) Boutique use only the very best whitening
gel, manufactured by a global market leader. We
offer three products, a 6 per cent hydrogen
peroxide, a 10 per cent carbamide peroxide and
a 16 per cent carbamide peroxide.
2) Because our costs are low, our ethos is to
make a reasonable margin from a wide customer
base. This is reflected in our pricing. A single kit
(4 x 3ml syringes) costs £22.50 plus VAT and
comes packaged in a beautiful presentation tin
and UV-printed glossy box which can be made
bespoke with your practice logo.
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3) Prominent studies have demonstrated
that tray design is paramount in achieving
good results, more so in fact than the type
of gel used. At Boutique, our laboratory uses
good quality blanks, and the trays are formed
using both vacuum and positive forming,
giving a far better seal and adaptation to
the model than a suck-down process only.
Before the tray forming, the margin of every
tooth is carved at gingival level to ensure
the trays ‘grip’ the teeth to prevent saliva
washing out the gel. A full whitening kit of
four syringes plus two trays costs only
£55 including VAT.
4) Boutique Whitening offer
a B1 Guarantee for only £85
including VAT, including two
custom trays. Our guarantee
is based on using the take-home
kits only – it does not require you to
do an in-surgery cycle, saving time and
increasing profitability.
5) Boutique are committed to public-facing
marketing to raise awareness of our brand. We
dedicate a proportion of profits toward social
media and other avenues aimed at the general
public. A good brand awareness will translate
into people attending surgeries.
Our approach to business ensures that you
get the best product possible at prices that are
incredibly competitive.
So, would Henry Ford have liked Boutique?
I think he would. Our interest is in building a
company where we help you and your team
become more competitive and more
profitable, while providing patients with
a treatment they truly want.
Is there ever truly a win-win in business?
I promise there is with Boutique Whitening.
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SHOFU’s ideal camera for
digital dental photography
Start Christmas
early with Kemdent!
Start Christmas early!
Kemdent are delighted to
announce their popular
November Christmas
Hamper Promotion for
2018!
This year, the free
hampers are brimming
with festive treats. All you
have to do is spend just
£150+VAT on Kemdent
products during
November 2018, a task
which should present few
problems given the wide
range of fantastic offers
on dental surgery
products available.

With four sizes of
Christmas hamper
available, the more you
spend in November on
Kemdent products such as
Diamond Glass Ionomer
Cement range and Cross
infection control products,
the bigger and luxurious
the hamper will be!
Contact Jodie on 01793
770256 for further
information on the
November Christmas
Hamper promotion
E-mail sales@kemdent.
co.uk or visit www.
kemdent.co.uk

SHOFU’s new EyeSpecial
C-III is very pleasant to
use in daily practice,
thanks to its easy
handling and excellent
image quality. And it can
be used for a variety of
purposes such as . taking
mock-up images of
planned anterior
restorations, which
patients can take home
on USB sticks right
away. By
visualising the
functional and
aesthetic
quality of a
planned
treatment
result in the
decision phase, the
EyeSpecial C-III can
greatly enhance

dentist-patient
communication.
The EyeSpecial C-III
creates excellent
high-resolution images for
all indications and
applications of dental
photography. This
compact camera for
one-handed use with
intuitive LCD touchscreen
control features a
12-megapixel CMOS
sensor for fast
imaging at high
frame rates,
outperforming
even its
predecessor, the
EyeSpecial C-II..
For further
information please
contact Shofu UK on
01732 783580 or sales@
shofu.co.

Long-lasting crowns
made easy by DMG
One of Ireland’s leading orthodontics practices.
Dr Jim Griffin invites referrals for Aesthetic Orthodontics especially
Adults with complex treatment requirements.
Available for consultation early mornings, late evenings, Saturday mornings.

Referrals welcome
• Invisalign techniques
• Lingual orthodontics
• Aesthetic appliances
Cubes 1 Suite 7
Beacon South Quarter
(Opposite Beacon Hospital)
Sandyford
Dublin D18VF70
Phone: 01 697 9184
e mail: info@eastcoastorthodontics.ie
www.eastcoastorthodontics.ie
(Good access from M50, and the
green line on the Luas)

64

Ideally suited for the
elderly who do not want
to invest in more
expensive, longer-lasting
restorations, patients
with a limited budget
and children requiring a
space maintainer
following
tooth loss,
DMG’s new
LuxaCrown
enables
simple,
quick and
costeffective
chairside
fabrication
of long-lasting crowns.
The result is an
incredibly precision-fit,
aesthetic and longlasting restoration which
can be worn for up to
five years.

In addition to excellent
flexural strength, it also
possesses outstanding
fracture toughness which
ensures long-term
stability of semipermanent restorations.
With LuxaCrown dentists
can offer their
patients a
long-lasting
solution with
excellent
results and a
cost-effective,
alternative to
laboratory
fabricated
crowns.
For more information
contact your local dealer
or DMG Dental Products
(UK) Ltd on 01656
789401, email info@
dmg-dental.co.uk or visit
www.dmg-dental.com
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driving dental
innovation
range now available through Quintess Denta
uintess Denta are thrilled to offer the
range of VITA products in Ireland.
For all your VITA needs, be it blocs
or teeth, Quintess Denta can help you.
A firm favourite among the dental community
is VITA ENAMIC® – a new class of ceramic
materials.

Product characteristics
and advantages
• Lower brittleness than pure ceramic and
better abrasion behaviour than composite.
• Compared to silicate ceramic, it is possible
to mill restorations with thinner walls.
Particularly suitable for minimally invasive
restorations.
• Detailed and accurate grinding or milling
results, thanks to exceptional marginal
stability of the material.
• Can be perfectly milled with diamond
instruments.
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• Can be etched with hydrofluoric acid gel
just like silicate ceramics. Produces a firm
and permanent bond to the tooth substance
by means of the adhesive technique.
• Simple bonding with self-adhesive
composites is enabled. VITA ENAMIC® is
the first hybrid dental ceramic in the world
with a dual network structure. In this dental
material, the dominant fine-structure
ceramic network (86per cent by weight)
is strengthened by an acrylate polymer
network, with both networks fully integrated
with one another.

 o learn more about the superior range
T
of products from VITA, contact Quintess
Denta on 01-6918870 (Dublin Office) or
028-68628966 (NI Office).

