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DENTAL WORKFORCE MAY 2023

3 case studies to evidence:

Prevention and Quality
DCP utilisation and skill mix


Dr Ewart Johnstone, Dental Practitioner, Ammanford  Ewart.Johnstone2@wales.nhs.uk


There has been plenty of discussion and opinion about the use of skill mix in primary care dental practice, with debate on the influences of the funding structure under the National Health Service and patient acceptance, attitudes, and concerns on DCP provision of care. Working in primary dental care for over thirty years has provided some insight into the debate, however the utilisation of skill mix during this time has provided opportunities as well as challenges.

In the wider healthcare community, it has been recognised that the healthcare outcomes for patients treated by nurses with enhanced competencies (extended duties) are similar for those treated by doctors, with an elevated patient satisfaction result. Patient centred care with considerations on timely, efficient, effective, equitable and safe care asks the question whether a similar model of care provision is an opportunity for the dental setting.

In our mixed dental practice, we have worked with hygienists and therapists to provide care for the patients of the served community prior to and under a UDA contract and then in dental contract reform with its metrics. The practice has always been keen on developing the team to increase their clinical competencies allowing patients to been seen by an appropriately trained registrant working to their capabilities.

We realised at an early stage of developing the practice that offering training and development opportunities to the team was vital in forming the culture of the practice and as a result the goals the practice achieved for ourselves and our patients. Employing therapists and hygienists has allowed the dentist team to develop their clinical competencies in areas of service provision identified in both the dentist’s personal development and practice development plan. 

The economics of running a surgery must be considered including providing dental nurse cover to assist the hygienist and therapist. Their operational ability would, in our opinion, be compromised if working unassisted.

We quickly noted that those assisting the therapists and hygienists in their chairside role were keen to enhance their skills and abilities, thus providing them with a greater sense of purpose in the practice team. The dental nurse with extended duties or enhanced competencies became a career pathway for those members of the team, after completing their dental nursing qualification. Each member of the team has an annual appraisal with individual training requirements considered.

The dental nurse with enhanced duties has provided additional changes in the treatment processes of the practice. DCPs providing oral health education was the practice’s induction into extended duty prior to 2005. This developed to radiography, impression taking, suture removal and then fluoride application. 

The use of team members with training and approved competency to provide such services must be integrated into busy clinical dairies, however with a bit of planning, process development and refinement their roles were combined into the practice systems.

Patients are informed of the opportunity to see the DCP, hygienist or therapist and the language and delivery of how this is communicated influences the patient acceptance and experience. The use of practice newsletters to inform patients of individuals’ personal development has been a useful tool. 

The practice regularly reviews the clinical notes and prescribed treatments for delivery by the DCPs. We do have a patient group directive which includes local and topical anaesthetics and fluoride delivery methods including fluoride varnish. 

The use of skill mix within the practice does require planning of several practice systems, from individual indemnity considerations, renumeration and reward and, as already noted, the diaries. No change occurs without the occasional hiccup, however involving the team in the development of the practice has been a personal leadership trait. All the DCPS in the practice have extended duty skills. 

The DCPs report to the practice meetings on the utilisation of these skills providing the practice owners with performance indicators of the team that continues in developing the culture of the practice.



Kathryn Reynolds, Dental Therapist and Hygienist, Abergavenny kathareynolds@gmail.com  

Having qualified in 1998, at a time when therapists were only permitted to be employed in hospital or community settings, I was fortunate enough to embark on my career at a pilot PDS practice in England, so I became well aware of how skill mix could work in the practice environment.

Skill mix, in my opinion, has to begin with the entire workforce having a full understanding of the DCP scope of practice, followed by mutual support, trust and respect developing between the team, in order for it to reach its full potential. 

This takes time and effort from everyone, even when DCPs join a practice with an established skill mix, it still takes a huge endeavour on an individual basis, in order to achieve the rapport that is required.

I currently work in two different areas of dentistry as a dental therapist, namely the community dental service, and at an NHS dental practice. 
 
The practice employs dentists, therapists, hygienists, dental nurses and decontamination assistants and runs as a co-operative, with the management team consisting of two dentists, two nurses and one therapist. This ensures the whole team has an input into how the practice is managed and any business decisions are made collaboratively and interactively.  

The practice mainly treats NHS patients, with a very small number of private treatments being provided. Sedation is also provided in the practice, with a team consisting of a dentist, therapist and dental nurses offering treatment using sedation for patients who have been referred in.

The owner was very forward thinking when the practice was established, dental therapists have always been employed as part of the team, so the practice fully understands the whole concept of skill mix.  Some patients still need to have the role explained to them, and even now, we sometimes have to clarify that therapists have been around for a long time. One of my favourite lines is ‘I have been qualified since 1998, before some of the staff here were even born’.

Currently, patients initially visit the dentist, who will carry out an examination and compose a treatment plan, then further appointments are booked, for the suitable clinicians to complete the course of treatment.  Occasionally, patients can be seen by different clinicians consecutively, at the same visit, which makes it more convenient for them.

Introducing direct access for DCPs at the practice will help alleviate some of the frustrations we currently encounter with the need for patients to have a treatment plan created by a dentist, in particular patients who attend for periodontal reviews/treatments, fluoride varnish applications, or lost fillings that come under the scope of a dental therapist. These categories of patients have customarily needed an appointment with the dentist, together with the DCP, before any treatment has been allowed.  Enabling DCPs to open and plan a course of treatment removes this requirement, therefore making the dentists more accessible to a greater number of patients, which in turn will help practices to achieve their targets.

Direct access should make all clinicians’ jobs more satisfying, with the dentists able to concentrate on the aspects of dentistry that only they are permitted to undertake, and the rest of the team empowered to continue with their individual aspects. This development is in line with prudent healthcare principles. Increased job satisfaction is also reflected in clinicians doing treatments that they enjoy and become more expert in treatments that they regularly carry out; hygienists become very skilled in treating periodontal disease, therapists become very competent in providing fillings and treating children, and dentists develop special interests in different fields.

The requirement for a dentist to open and plan a course of treatment for a patient when they are already under the care of the hygienist or therapist, can sometimes have a detrimental effect on the relationship, as it occasionally makes patients wary of the clinical capabilities of the DCP, because they feel they are having something ‘checked’ by the dentist, before they are capable of treating them.  

The DCP providing the treatment will have built up a professional relationship with the patient over numerous previous visits, so should have gained a better understanding of the patient’s behaviours and attitudes towards treatment, than a dentist only having a brief examination appointment.

Of course, the issue of the time this all takes, for both clinicians to be attending the same appointment, is a huge factor, as even with the greatest of planning, one clinician is usually waiting for the other.  This can sometimes result in clinicians running late for their appointments.

Occasionally the dentist will have to interrupt their own patients' treatment, in order to come and plan treatment for the DCP’s patient, which consequently has an effect on the patient the dentist is treating.

Therapists and hygienists being unable to prescribe is another hurdle with direct access. Understandably, prescribing rights for DCPs is something that will take more time before being approved, but it would be extremely beneficial for practices if LHBs were able to set up patient group directives, to overcome the need for dentists to prescribe topical/local anaesthetics and fluoride varnish, in the interim.

Teams who have never experienced working with direct access, will initially take time to build up confidence with it, the correct amount of support will be essential in its development stages, appointments will initially take longer than with the original procedure, but hopefully, as confidence grows, so will time management.  Eventually the process should be robust and seam-free.

Direct access is hopefully going to greatly develop over time, in order for the patients and dental team to achieve the most positive and beneficial outcomes for all involved.



Dr Mostafa Hassaan, Dental Practitioner, Dolgellau m.hassaan@icloud.com

At Eirlys Dental Practice we are huge believers in the skill mix model and the place it has in modern dental practice. We have successfully implemented a skill mix model, which has addressed a significant part - but by all means not all - of the recruitment and access issues facing the NHS dental sector, and this is not without significant challenges and obstacles. 

The traditional dentist only model led to recruitment gaps and significant backlogs in courses of treatment being completed. However, by utilising the full scope of our team, we have been able to solve part of these issues, demonstrably reducing patient backlogs and waiting times for dental treatments as fillings and periodontal treatment from months to weeks. This has also met workplace development aspirations and improved staff satisfaction overall with career pathways, including dental nurses upskilling to run fluoride clinics, take x-rays and in the future to capture digital impressions. 

The introduction of skill mix at our practice two years ago was not without significant risk, difficulty and challenges, but by listening to feedback from our teams, communicating effectively and creating systems and an environment where each member’s opinion is valued, we were able to build a model that works.

By reducing the waiting time for filling and periodontal treatment from months to weeks, we have been able to provide speedier treatments, use more chair space and practice capacity and reduce the workload on dentists. Dentistry has historically been provided in silos and units of 2 (the dentist and the dental nurse) introduction of skill mix has led to a more cohesive team that is more reliant on one another and in turn less isolated. 

The model we have been working to so far works as follows. A patient is initially assessed by the dentist then referred with a prescription and a care plan spanning a year to the appropriate member of the team whereby individual clinicians are only doing what only they can do. The downside of this is that patient were attending frequently for their interim recall and the practice was not acknowledged for the FP17w. 

The variation in skill level and experience between DCPs has required a lot of communication, openness, and reflection and demands a certain proactive nature and willingness to learn and develop. This translates into time and resources for a dental practice to ensure safety, consistency and high-quality delivery that follows national guidelines. 

The recent changes announced by the Office of the Chief Dental Officer (OCDO) in Wales have been particularly welcome, as they now allow for hygienists and therapists to open courses of treatment independently and refer out to dentist, hygienist or dental nurses as needed, which has further expanded the scope of practice for these professionals. This will create a multi-dimensional referral pathway rather than a vertical referral pathway from dentists to DCPs. 

While some may argue that only highly experienced dentists that work at a faster pace can even come close to meeting the contract reform metrics, the reality is that there simply aren't enough highly skilled and experienced dentists available to meet the needs of the population. Having said this, even therapists and hygienists working on the NHS are in relatively short supply and those joining have not always been utilised to the full scope of their practice, which again requires time and resources for which no funding or mitigation of risk to practice owners is available. However, we have great hopes that these metrics will be revised, and more achievable formats based on patient need, chair time and cost will be adopted to ensure a sustainable NHS dentistry model moving forward. 

Skill mix models will undoubtedly continue to play a large role in our dental team moving forward. However, it will require teamwork, reflection, iteration, understanding, exceptional levels of communication among team members and very high levels of clinical leadership and guidance in order to establish safe procedures and working patterns for referral and to ensure that each member is comfortable with the level of work they are undertaking.

We acknowledge that skill mix will not solve all access and recruitment issues in dentistry, but it is a pragmatic and career/skill development-based approach that will at very least play a significant part in the solution. 

A practical example of how we use skill mix now and how we intend to develop this for use after the latest announcement by the OCDO in Wales.

Example 1 

Green/low risk patients attend exams with the therapist, who is able to; open a course of treatment, complete an ACORN, develop a care plan and provide most treatment that low need/risk patients may require including fillings, paediatric extractions, etc. (albeit under prescription or within a PGD).

· If more complex diagnostic or treatment needs are identified these would be referred on to the dentist for a treatment plan and provision of care including adult extractions and root canal treatment, orthodontic assessments, etc. 
· If periodontal treatment is required these would be referred to the hygienist.
· If OHI and prevention is required these would be referred to the suitably qualified dental nurse. 
· Once a specific recall is established the course of treatment would be closed. 

Example 2 

For more complex patients, high need/risk or urgent patients, these would be seen by the dentist as the care needed will most likely fall in their scope. The dentist would then: open a COT, compete the ACORN, create a care plan and refer out to the appropriate skill mix as above after completing any treatment that only the dentist can deliver

Example 3 

Urgent patients triaged with no pain but broken teeth or a lost filling may be booked with a therapist directly for an urgent cot to be provided (again the restrictions with prescription of medication namely LA and the difficulty in obtaining PGDs will require planning and communication).

Example 4 

Interim recall visits could be managed by the appropriate level of skill mix required for that care plan. E.g. x-rays, OHI and fluoride varnish (can be delivered by the upskilled nurse), perio treatment can be provided by hygienists based on patient motivation and engagement. 

These are a few scenarios we envisage that practices, staff, and patients will benefit from. We will be working closely with our teams to realise this. The systems that evolve will be subject to routine iteration and improvement. 

A significant issue that practices face is the practicality of remuneration and meeting metrics within a skill mix team. Also, the provision of PGDs, the availability of skill mix in the recruitment market, and the development of DCPs to work within their full scope. 

Finally, the financial sustainability of these models based on metric achievements will be a large deciding factor on the success of this model in NHS dentistry. These are areas that require more consideration and collaboration and continue to present significant challenges as they will be dependent on multiple factors, including the availability of the work force, the achievability of metrics and the development of contract reform to support these models. 

Good work is being done on these fronts including the most recent initiatives of upskilling dental nurses at Bangor university, and the collaborative mood between health boards, providers and clinicians. We are proud that we were able to be part of the upskilling journey of two dental nurses into the first Bangor cohort representing 17%. These nurses are keen to remain in North Wales which will also be a vital part of the solution. 

In conclusion, skill mix is no silver bullet and will only work if the environment around it encourages it to.
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