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Introduction  
 

1. The British Dental Association (BDA) is the professional association and trade union for 
dentists practising in the UK. BDA members are engaged in all aspects of dentistry including 
general practice, salaried primary care dental services, the armed forces, hospitals, 
academia and research, and our membership also includes dental students. 
 

2. Below please find a report on HEE’s ‘Advancing Dental Care’ project which we have put 
together based on our experience of the meetings and information provided over the 
course of the last six months.   
 

3. The project was officially launched at the end of September 2017 with a stakeholder 
meeting in Liverpool. A second stakeholder meeting was held on 20 February 2018 in 
London. This second meeting consisted of presentations from the five project work streams 
that had looked at specific themes, and a couple of breakout sessions for feedback on the 
presentations seen. While a webpage was set up on the HEE website 
(https://www.hee.nhs.uk/our-work/advancing-dentistry) the information on this has not 
been updated as the project has moved forward. Making the work stream reports available 
through the website and inviting further comment on apparent recommendations would 
have enabled wider feedback.  
 

4. The project team has been consistent in saying that it wanted to run the project based on 
evidence, and present consensus findings to the HEE Board. It was repeatedly stated that 
there was no preconception about the outcomes, and that a wide consultation exercise 
would take place. It was furthermore said that the work between September 2017 and 
March 2018 was a ‘first phase’ to present ideas that would then be further considered in a 
‘phase two’ and further phases of a long-term project, if approved by the HEE Board.  
 

5. There is no doubt that the individuals involved have put a lot of time and effort into this 
project in the last six months, and agreed that the timescales were ‘a nightmare’. We would 
certainly agree with this statement – a full review of dental education and workforce 
planning in six months in addition to the day job was, for the project team and for those 
professionals who participated in any way in the project, an intense time pressure.  
 

6. The reason for this time frame of six months has always been given as the June 2017 
General Election, which curtailed the consultation period due to the necessary stop to all 
political activity in the pre-election period. However, we believe that a way should have 
been found not to rush the project in this way. It should have been either stopped 
completely or extended beyond the funding year to give all those involved the time to focus 
appropriately. We believe HEE has done the profession a great disservice with this rushed 
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approach, and are concerned about what might be in the final report, which we have not 
seen at the time of writing. 
 

7. As at the beginning of the project, we have remained very concerned about the ‘evidence’ 
used to back up some of the assumptions and initial findings. As we outlined in our earlier 
letter, we were not impressed with the ‘pre-reading pack’ for which the ‘evidence’ was 
particularly biased towards a message of increasing skill mix. There have clearly been 
evidence-gathering exercises in some of the work streams, but much of this, it has been 
stated, is incomplete. Some of the detail has also not been shared with stakeholders, and 
we are concerned by some of the apparent conclusions drawn from the incomplete 
evidence.  
  

8. There are obviously some areas that have been covered by the project that merit further 
consideration, particularly in the area of post-foundation dental training, where some 
discussions have been useful and changes would be supported if appropriate evidence is 
put together. The conversation about these has, however, been relatively muted, as the 
serious concerns about the proposals for undergraduate and pre-registration education and 
training remained, rightly, the main focus.   
 
General comments on initial proposals  
 
a) Common entry 
 

9. The HEE animated video described two ideas for changing the approach to undergraduate 
training. We would like to state categorically that neither a ‘common entry’ nor a ‘modular 
training’ approach are acceptable to the BDA. The dental degree is a structured five-year 
programme which builds on and deepens knowledge throughout – what we call a ‘spiral 
curriculum’. Dentists do not just learn about ‘dentistry’; they have deep grounding in 
medical knowledge. This is why they are different to dental care professionals, including 
dental therapists, whose training is shorter and based on a modular approach.  
 

10. We do not object to an approach of ‘common training’ where ‘common training’ describes 
dental students and therapy students learning and practising together for those treatments 
that exist in both their scopes; indeed this is often done already. However, it is important 
not to provide training to DCPs that would be outside their scope of practice – and that 
they could therefore not use after graduation. This would have clear indemnity issues both 
during training and in the practising world. An undifferentiated common training for three 
years, with two extra years to become a dentist, would not produce the highly-qualified 
profession that leaves dental schools today, as the in-depth dental models are not ‘bolt-on’ 
models – it takes five years to educate a dentist to the depth necessary to be part of this 
profession.  
 

11. The suggested changes to dental education would destabilise dental schools, bring UK 
dental education out of sync with Europe (where minimum training standards are defined 
in the professional qualifications directive for the purpose of mutual recognition) and the 
rest of the world, and make the dental profession in England an unattractive profession 
which will not be of interest to the brightest individuals in society. Whatever happens with 
mutual recognition post-Brexit is not the issue here – the issue is the quality of training and 
the professionally-agreed definition of what a dentist actually is.  
 
b) More skill mix and changing the scope of practice 
 

12. From the first stakeholder meeting, it has been clear – despite reassurances to the contrary 
– that the clear aim of the review is to bring more skill mix into practice, train more DCPs 
and potentially extend their scope of practice. We outline later in this document why we 
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think the premise of this thinking is flawed given its lack of evidence base, and why we 
believe it would not serve those patients who are apparently at the heart of this review.  
 
c) Funding 
 

13. Many of the ideas presented at the second stakeholder meeting may sound positive – more 
mentoring and support, more training in protected settings, better career options. All of 
these ‘good news’ approaches seemed to forget that the reason why things might not be as 
good as they could be now is inadequate funding of NHS services. A mere redistribution of 
currently available funding – which appears to be one of the aims of this review - to create a 
different approach for which there is no evidence that it will lead to the (apparently) desired 
outcome, will just lead to destabilising the system further – which is not a service to the 
patients who need professionals to treat them. 
 

14. Whilst there may well be a case for foundation training for some DCPs, the BDA is 
particularly concerned about any moves to redistribute the dental foundation training 
budget to include foundation training for DCP groups; there is a comment to that effect in 
the presentation about the economic models work stream. Legally, all dentists have to 
undertake DFT to join the performers lists and therefore be able to work in the NHS. DCPs 
are not bound by this legislation.  
 

15. The workload for Educational Supervisors has gone up significantly in the last few years, 
and the DFT salary for dentists is reflective of the fact that these are fully registered 
professionals who are responsible to the regulator for their own acts and omissions. Another 
attempt at hurting the youngest of the profession by reducing the salary, or any changes 
that would negatively affect those involved with DFT will be met with utmost resistance by 
the Association.   
 

16. Given the very different demographics of DCP and BDS students, national recruitment (and 
subsequent foundation training at a potentially considerable distance from home) will 
probably be deeply unattractive to many DCPs. This either means that two groups within 
the profession are treated differently, or that national recruitment processes may need to 
be reconsidered. 
 
 
Premise of the project, approach and evidence base 
 

17. Throughout the last six months, we have seen a number of presentations by the Chair of 
the Project Team and others. Unfortunately, in all the meetings, the need for the project 
itself was never explained. Statements such as ‘the current workforce is not fit for purpose’ 
have been repeated, but no reason or evidence for this statement has been given. The 
profession does not agree that ‘the current workforce is not fit for purpose’ and would like to 
know where the evidence base is for this.  
 

18. What definitely is not fit for purpose are the contractual arrangements in which dentists in 
general practice in England currently work. And yet, throughout the various meetings, 
participants were instructed not to talk about the contract, as the contract was not the 
focus of the project. Unfortunately, without a focus on the contract as a starting point the 
whole project is worthless. The apparent proposals for change that are coming out of this 
project will not work under current contractual arrangements.  
 

19. In other words, the project is approached from the wrong angle. The starting point needs to 
be an understanding of dental contracting, and the genuine future direction of travel of 
NHS contracting and private dentistry. This should not be what HEE might want the future 
to be, but a realistic view based on evidence. This has not been done as part of this project.  
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20. Then, some proper workforce planning needs to be done, removing all personal preferences 
of those in authority from it. Factoring in patients (do they have a view on being treated by 
non-dentists?), known NHS contracting plans, Brexit, a review of assumptions made in 
workforce planning from 2013 (the CfWI DCP stocktake was just based on assumptions, not 
meaningful research), existing dentist vacancies and existing number of professionals (full-
time equivalent), existing lack of appropriate jobs for therapists, and demographic and 
medical changes of the population.  
 

21. The motivation of the future dental workforce must also be taken into account; their 
expectations on work/life balance, salary expectations, and implications of the regulatory 
burden, for example.  
 

22. In other words: proper primary research is needed, including professionals and patients and 
considering the data that is available without bias.  
 

23. A further concern is that not enough thought has gone into the knock-on effect these 
proposals will have on the hospital dental service. The service is already facing the 
consequences of Tier 2 and Sustainability and Transformation Partnerships (STP). Any 
changes to the undergraduate training will affect how the hospital services are managed, 
and there has not been enough time for this to be considered. 
 

24. Furthermore, the focus seems to be to train an ‘NHS workforce’. However, universities do not 
educate ‘NHS dentists’, they educate ‘dentists’. There may be funding from HEE for the 
dental degree, but funding also comes from other sources, including the individuals 
themselves. Dentists are trained in all aspects of dentistry, not a limited number of 
procedures. They also do not just work in general dental practices, but in a variety of 
settings which necessitate the full level of training.  Furthermore, due to the reduction in 
funded places, dental schools increasingly rely on international student fees; is the proposal 
that UK students would undertake different training to their international peers, or that the 
UK dental degree would become so unattractive that international students might not be 
willing to come here?  
 

25. We are concerned about ongoing assertions that young dentists are not competent or 
confident, and selective literature was chosen to support this bias rather than a broader 
review. As we point out later in the document, a lack of confidence might be linked to the 
way the GDC has approached regulation and in particular its fitness-to-practise procedures. 
With improvements in this area, confidence might also become stronger. We feel that there 
should have been clearer involvement of the Dental Schools Council in some of these 
apparent findings and recommendations.  
 

26. We were alarmed to hear in one presentation earlier in the year that a rise in indemnity 
costs was aligned with a lack of competence of dentists. This was a shocking 
misunderstanding of the reality that this increase is due to the effect of ambulance-chasing 
lawyers on the profession; the relevant costs are linked to court proceedings, not fitness-to-
practise issues. We do hope this suggestion has not found its way into the final report.  
 

27. Dentists work well with their teams and want them to be competent and confident to carry 
out their work. There is currently no evidence that the current workforce itself is not fit for 
purpose, and any change on the basis of no evidence is dangerous. There is evidence that 
the current workforce is stressed because of the contract, that significant levels of the 
dental profession are considering leaving the profession, and that the business model for 
GDS dentistry is not working with current contractual arrangements and does not 
encourage a change in the balance of the workforce.  
 

28. We are also unclear why there is an assumption that dental therapists and hygienists would 
wish to start working in the same arrangements that are causing so much stress for 
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dentists. The regulatory limitations, the clinical challenges and the ever-diminishing income 
(NHS dentists have seen their income decrease by 35 per cent in real terms in the last 10 
years) will be unlikely to form an attractive future business model for dentists or DCPs. All 
current problems would be much better addressed in a reformed contract based on 
capitation rather than UDAs.  
 

29. The evidence that has been used as part of the ‘pre-reading pack’ is selective, restrictive, 
and in some instances not of very high quality. We were particularly concerned about the 
BSA data presented, where the take-away message consistently was that DCP groups can 
undertake a high percentage of the treatments undertaken because this is in their scope of 
practice. The fact that not all DCPs will carry out their full scope, and that someone must 
have diagnosed that treatment need before it was carried out, seems to have been 
overlooked.  
 
Representation and representativeness 
 

30. We would like to provide some commentary on representation as part of this project. 
Reassurances of consensus-building, feedback and stakeholder engagement will doubtlessly 
be given to the HEE Board. However, we would highlight the following aspects because we 
think it is necessary for the HEE Board to be aware of these.  
 

31. The BDA asked to be involved in all five work streams. We made it clear in our initial 
approach that our involvement would not equal endorsement of the recommendations and 
that we would reserve the right to be critical where necessary. We are very concerned about 
how our participation might be reflected to the HEE Board, as we have not seen the final 
report (to date).  
 

32. The five work streams approached their work very differently; two ran surveys; a couple ran 
Skype meetings; and all had at least one in-person meeting. Some provided background 
information and results of survey responses, others did not. Some put confidentiality 
requirements on their work stream members, some did not. Some had not only the full work 
stream group but “sub work groups” although it is not clear who was on them and how they 
were invited. Most of it was not conducive to in-depth review and commentary due to the 
short time frames.  
 

33. We also have concerns about patient representation. We are aware that there was at least 
one patient representative at the first stakeholder meeting, who was not impressed by what 
they had heard at that event. We do not know whether there was any patient 
representation as part of the work streams or the second stakeholder meeting, or how their 
views might have been sought. Patients – who are also taxpayers – will have a view on how 
keen they are to be treated by non-dentists for ever more complex treatments as they grow 
older and become more vulnerable. There was little mention of patients as part of the 
presentations in February. What are their views? If they have given views, how have they 
been reflected? Judging by some of the proposals for more skill mix, has it been outlined to 
the HEE Board that seeing a variety of DCPs for different parts of necessary treatment 
would actually make patients’ lives more difficult, involve more travelling, more signing of 
forms, more appointments? Are patients aware of this? We have no way of knowing in how 
far this issue has been discussed with anyone.  
 

34. We are concerned – and seek reassurances that this is not the case – that the issue of 
representation and consensus might be embellished somewhat. We hope that COPDEND 
has taken up our suggesting of clearly indicating the level of actual involvement rather than 
a list of interested individuals.  
 

35. Another major issue with the whole project was that it was not actually possible to see what 
sort of consensus might or might not have been reached – which by definition means that 
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there was none. Both stakeholder meetings used ‘Sli.do’ software to enable participants to 
ask questions. However, the questions were moderated and the participants have no way of 
knowing what was asked and what the answers might have been. There was an FAQ 
document developed after the first stakeholder meeting but we know for a fact that some 
questions that were asked at the event do not feature in this. The questions from the 
second event were not shared at all.  
 

36. Likewise, when the draft work stream reports were circulated for comment, the comment 
phase was extremely short for most, and it was not clear who gave feedback, what was said, 
and what was deemed worthy of inclusion in the final report.  
 

37. The group discussion sessions at the second stakeholder event were much better organised 
than those at the first. However, again there was no opportunity for questions and answers 
after the presentations and discussions, so it is not clear to any of the stakeholders which 
feedback was given, what was taken on board, and how it has been presented.  
 

38. What should happen is that the final report should be sent to all stakeholders in draft form 
so that they can see, and comment, on what is being presented as a ‘consensus’. We believe 
it is unlikely that this will happen.  
 

39. We are aware that members of the project team may refer to the BDA’s representations as 
comments made by the ‘usual suspects’ who are only ever ‘negative’. We find this not only 
deeply discourteous but also simply wrong. It is absolutely our role to highlight where we 
believe that the future of the profession is put in danger by preconceived ideas presented as 
solutions to problems that would not exist if the circumstances were different. At all 
presentations that we have attended on this subject with the project chair, there was no 
opportunity for open discussion in a plenary session. In situations where we forced debate, 
answers were not forthcoming. We need the HEE Board to be aware of this.   
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Annex 1 
 
Content of the proposals – the project narrative 
 

40. This section takes a look at the detail of some of the proposals and discussions over the last 
few months of this project. For this purpose, we start with the project narrative document 
provided as part of the pre-reading pack and move on to the only other two official 
documents that have been circulated publicly. Annex 2 is a work stream report to the 
stakeholder meeting on 20 February; Annex 3 is a short write-up of comments on the 
presentation by the economic models work stream as no public paperwork was provided. 
Annex 4 is the HEE Event Output Analysis of the second stakeholder meeting which was 
circulated on 22 March 2018. All documents are quoted verbatim (HEE text is in italics, BDA 
comments are not). We provide direct quotes and suggested commentary.  

 
Project narrative 
 
“For the practice of dentistry and its related professions, the composition of the workforce and the 
training structure in place to deliver that workforce, are the product of historical developments and 
decisions. Consequently, to fulfil its remit, HEE believes the time is right to consider whether these 
existing models are the way to deliver the workforce best placed to meet future patient demand in 
the most effective and efficient way. Many factors will need to be taken into account, but critically 
this will provide an opportunity to consider: 
 
• the need for a more holistic strategy to meet current and future healthcare needs; 
• demographic, technological and geographic factors; and 
• future models of the commissioning and provision of services.”  
 
BDA comments on this section 
 

41.  This is part of the introduction to the project brief, but nowhere in this document has it 
been established that the current workforce is not appropriate. The COPDEND presentation 
states that “the current workforce is not fit for purpose”, but it is just a statement and is not 
backed up by any evidence – unless the preconceived notion is that the same could be done 
with a less highly-qualified workforce. In one of the later work stream reports it is 
mentioned that “HEE and OCDO decided that change was necessary” – but no information 
is given on the reasoning for this. Yet we are also told that there are no preconceived ideas 
in this review.  
 

42. Secondly, the presentation accompanying the project narrative states that this is not about 
the NHS contract. However, given that the project is about the workforce that will be 
providing NHS dental care in England, the contractual arrangements are fundamental to 
this. We have already outlined our thoughts on this issue.  
 

 
The case for change – dental health needs 

The project brief states the following, accompanied by a set of graphs that show the number of 
edentulous patients dropping over the period of 20 years and a projection to 2030 : 

“[…] there have been significant improvements in recent decades in adult oral health in England that 

are projected to continue into the future. Over the same period, the profile of the population is ageing, 

suggesting a need for a greater emphasis on different treatment modalities and care pathways.  
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BDA comments on the above section 

43.  It is agreed that the dental health of the UK population has improved significantly, 
although, as the presentations point out, there are areas in the country and among the 
population where these improvements have not taken place.  
 

44. The chart used in the paper and the presentation is now almost 10 years old, the 
generations have moved on and the individuals counted as part of the survey will now be 10 
years older. The age list only goes to age 84 but does not take into account that there will 
be people much older than that who will have their own teeth and probably multiple health 
issues. It also does not take into account inward migration to the UK. The training needs of 
dentists to treat an ageing population need to be considered; the treatments to be provided 
will be very complex and we are not sure why there is an assumption that much of this work 
might be done by dental hygienists and therapists. If the scope of practice is extended, their 
training would need to be longer, and they would need to be dentists. If they pay for their 
training, they will want and should receive a dentist’s salary.  

 

 The case for change – workforce profile  

The project brief continues with the following:  

“This suggests an increasing proportion of dental care could be delivered by professions such as dental 

therapists and dental technicians as opposed to relying upon the highly specialised skills of the 

qualified dentist. Yet, the profile of the dental workforce, despite a degree of evolution, is largely based 

on population needs from a bygone period. Despite various reports highlighting this (1,2) recent data 

as shown in the table below reveal the composition of the workforce is not responding swiftly to 

changing needs.  

 
BDA comments on the above section 

45. We do not understand the first sentence of that paragraph. There has been nothing in this 
document that evidences that an ‘increasing proportion of dental care could be delivered by 
[other] professions’. It is just a statement that has been put in here.  
 

46. Secondly, the current scope of practice would not necessarily allow DCPs to undertake a lot 
of the complex work that has been cited as necessary for an ageing population. Especially 
the existence of multiple co-morbidities in older patients, and the significant issue of 
heavily-restored dentition in this increasing patient group, suggests that more dentists, not 
fewer, might be needed.  
 

47. Thirdly, the registration figures which are cited clearly do show that the numbers of 
hygienists and therapists in particular are not rising significantly. However, if there was a 
wish to train more hygienists and therapists, then clearly the withdrawal of funding for 
some of the courses could just be reinstated and a drive to recruit into these distinct 
professions could be set up, rather than undermining the whole of dental training for all.  

 

The case for change – training pathways  

The project outline says the following:  
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“To reflect the need for a reformed dental workforce, it could be argued this could simply be achieved 

by changing commissions for training in each profession.  

However, HEE suggests this review also provides an opportunity to explore new training structures and 

pathways with the aim of increasing flexibility (both for individual trainees and the service) and 

efficiency and the use of significant sums of taxpayers’ money.” 

 
BDA comments on the above section 

48. The document so far has actually not yet provided any evidence-base for a need for a 
reformed dental workforce as mentioned in the first sentence. It is again just a statement 
of an unsubstantiated opinion on which the whole project seems to be based.  
 

49. Changing commissions for training in each profession could address whatever the perceived 
problem is. However, a rash approach to this would destabilise dental schools and other 
training providers, as has already happened to some extent due to the cut in dental school 
places in 2012.  
 

50. The second paragraph therefore clarifies what the project is really about: increasing 
flexibility for the service and for the use of taxpayers’ money.  
 

51. We do not believe that HEE actually has a mandate to look at training structures and 
content as such; this should be a role for the profession and its regulator and the 
universities. We agree that it obviously has a role in funding the training places – so we are 
back to commissioning appropriate places for the numbers that are necessary after a 
proper workforce review has taken place.    
 

52. The mandate states: Health Education England (HEE) exists for one reason only: to support 
the delivery of excellent healthcare and health improvement to the patients and public of 
England by ensuring that the workforce of today and tomorrow has the right numbers, skills, 
values and behaviours, at the right time and in the right place. 
 

53. There is no reference to the ‘service’. Dental schools do not train dentists ‘for the service’. 
They train dentists in an altruistic profession that is knowledgeable, talented, skilled, and 
able to think critically. There are also mixed economies in dental education, from the 
monies that are paid via HEE, via the NHS, and by the individuals who are contributing large 
sums for their training. Dental students on average leave their university with £60,000 
debts.  
 

54. Patients need to be asked about their views on being treated by dental professionals who 
are not dentists; particularly patients from deprived communities who have the most need.  
 

55. An increase in the DCP workforce, potentially with an increased scope of practice, will clearly 
also lead to an increase in complaints, in FTP cases, and in higher indemnity costs for these 
professional groups. There is a reason why complaints and FTP cases against hygienists and 
therapists are low at the moment –there is a relevance to the fact that many do not work 
with their full scope of practice, and many choose to work to the prescription of a dentist 
even in practice settings where direct access could be used. There are some very vocal 
advocates of skill mix (which is different from direct access), and some dentists support it in 
a setting that is particularly set up for this – large practices, high UDA values in particular.   
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56. As a matter of terminology, we would also like to highlight that the people we are talking 
about here are not ‘trainees’; they are students, usually at university dental schools or 
dental hygiene training centres. Terminology is an issue throughout most of the papers 
developed in this project.  

 

The case for change – core and specialty dental training  

 

The project brief says the following:  

 

“For post-Foundation dental training there are currently opportunities to undertake 

programmes of core training and then 13 different specialties. A review of this kind would 

provide the opportunity to consider how these are structured – for example, whilst there is a 

sophisticated process to quality assure and approve the 13 specialty curricula, there is no 

mechanism to consider more fundamental questions such as whether these 13 specialty 

divisions are indeed the most appropriate means of structuring specialist dental training to 

meet future patient and service needs (and universities’ teaching requirements).” 

 
BDA comments on this section 

57. We accept that issues around DCT and specialty training should be reviewed, but such a 
review in itself would merit much more time and focus than the current timescale and 
premise of this whole project provide.  
 

A future training structure 

The project brief says the following:  

“HEE’s review does not have a pre-determined conclusion and will be open to suggestions and debate. 

That said, we will put forward some ideas as a starting point to work from based on early discussions 

within HEE, with the Chief Dental Officer and with a range of stakeholders. 

The basic premise for HEE’s proposal arises from the General Dental Council’s publication Scope of 

Practice and the diagram below. https://www.gdc-uk.org/professionals/standards/st-scope-of-

practice.This shows the overlapping and distinct roles of the different dental professions. Whilst the 

range of procedures that can be undertaken by a dentist is extensive, it is also striking that the 

procedures that are uniquely limited to dentists is much smaller, with dental, therapists, hygienists, 

clinical dental technicians and others qualified to undertake the (sic) many of the duties.  

The proposal is therefore to explore whether it would be possible to reflect this through common entry 

to shared undergraduate courses, with opportunities to progress to more advanced learning for 

different roles based upon projected demand for those roles. This has the potential to:  

 increase flexibility for trainees – their choice of profession could be made later and based upon their 

progression and the opportunities available, or allow them step off and on the training ladder to better 

meet their personal circumstances and preferences  

 increase flexibility for the service – it would be more straightforward to deliver the projected numbers 

required in each profession by tweaking the output opportunities from the common entry baseline;  

 ensure a more effective use of taxpayer funded resource to help better meet patient and service and 

university requirements.  
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BDA comments on this section 

58. We would like to know who was included in this ‘range of stakeholders’ as the BDA certainly 
was not approached beyond the presentation of a slide in the middle of other presentations 
which seemed to describe common entry but was severely criticised at a number of BDA 
meetings. Discussion of the slide was discouraged at Ian Cumming’s presentation to the 
CCHDS in 2017.  
  

59. The approach of mapping the scope of practice in the way in which it has been done here is 
inappropriate and, at least potentially, misleading. First of all, it is important to understand 
that the scope of practice document by the GDC is NOT a description of what every 
individual registrant can do. Much depends on the training they have had, on when they 
trained, and on their professional choices since their training. While there is also a nod to 
the fact that hygienists and therapists can diagnose and treatment-plan within their scope, 
again there will be individuals on the register who have not been trained, or have not used 
these skills. The BSA data presented to the stakeholder meeting completely leaves out the 
fact that the treatments that could ostensibly be done by a DCP necessitated a diagnosis 
before that treatment was given, which would always have to be done by a dentist under 
current NHS arrangements and, as outlined earlier, is probably also the common way of 
action in other practice settings.  
 

60. The suggestion of potential common entry to dentistry has, we believe, been discredited 
since this project brief was published. We do believe the HEE video should be taken offline. 
It is unworkable for institutions and unacceptable for all professional groups.  
 

61. It is also misleading to suggest that this increases flexibility for “trainees”. It cannot be in 
the interest of a person applying to university not to know which qualification they will 
receive, or indeed take ‘pot luck’ to see if they are one of the ‘chosen ones’ to move to 
‘advanced’ training based on number crunching by a central authority somewhere.  
 

62. Current entry requirements for the dental degree are very high; for courses that lead to a 
hygiene and therapy qualification they are also high but with more flexibility, and 
requirements for dental nurses and technicians are very different and in most cases require 
a different type of applicant.  
 

63. We also doubt that there would be more flexibility for the ‘service’. In this whole line of 
argument it seems to be forgotten that students pay for their training too. A student who 
applies to be a dentist will, to all intents and purposes, want to come out of university with a 
dental degree. A student who enters a dental therapy programme will wish to work as a 
dental therapist. All groups will need to start earning money following their studies. It is 
unlikely that a dental student will be happy with a dental therapy degree (unless they do 
decide that the full degree is not for them), and dental therapy students will have to apply 
for further funding. Also, if people are happy in their chosen career, why would they want to 
move on to fulfil some ‘projected numbers’? It is clear that there will be some individuals 
who will go from dental nurse to dentist, but this is already possible now, and the fact that it 
does take a long time is a help rather than a hindrance.  
 

64. The apparently more effective use of taxpayers’ money is a red herring. First, students and 
universities also pay towards education. Secondly, patients are also taxpayers and may well 
expect to be treated by the dentist in most cases.  Thirdly, there is already a recruitment 
problem in general dental practice now, and with all the arguments discussed earlier the 
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need for the same number of, or possibly more, dentists seems to be ignored. A resultant 
shortage of dentists in 20-30 years’ time with the number and nature of high-needs 
patients would be a tragedy for the service and the population. Following Brexit, the UK 
may be a less attractive country to come to for professionals for some time, and the NHS 
system in which GDPs work is deeply unattractive now, which is reflected in the apparent 
fluctuation of numbers of EEA dentists in the UK. Lastly, it should not be forgotten that 
there are a significant number of GDPs who may well retire over the next ten years, 
exacerbating a potential shortage of dentists.  
 

65. There is already a shortage of clinical academics and researchers. Again, following Brexit it 
will be difficult to recruit from abroad, and a lowering of the numbers of dentists will further 
impact on the numbers of those training the next generation of dentists.  

 
The scope of this project  
 
The project brief says:  
 
HEE believes the case for change is compelling and has a broad proposal for a future model of the 
dental workforce and the training required to deliver it. But no decisions have been taken as yet and 
HEE is at the stage of exploring the options. The purpose of this exercise is to share our thinking as 
widely as possible, engage with stakeholders to receive feedback and develop the proposals, and to 
assess the feasibility of such proposals from a variety of perspectives (educational, service, quality, 
economic, legislative etc).  
 
The intention is to compile the stakeholder responses and evidence gathered to produce a report by 
February 2018 that would inform a decision on whether to proceed with such reform.  
 
It is understood this is a project for the long term – if a decision was taken to proceed it is unlikely 
that the first cohorts of newly trained professionals would emerge for perhaps another five to ten 
years. But that only serves to emphasise the point that the time is right to consider these changes 
now and that HEE’s project provides a unique opportunity to consider such an important change to 
better meet future patient and service needs.  
 
(It is recognised that HEE’s remit is for England only, but reforms such as these would have an 
impact across the UK – so we are committed to sharing and discussing ideas with colleagues from 
Scotland, Wales and Northern Ireland). 
 
BDA comments on this section 
 

66. We would need to repeat that, as far as the project narrative and any of the work streams 
and presentations are concerned, no evidence has been presented that suggests that there 
is a case for change at all.  
 

67. There is certainly a very well-evidenced case for changing the NHS contractual situation, 
however. If the system were better, many of the current problems would be unlikely to exist.  
 

68. The staggering amounts of assumptions that form part of the project – that DCPs will do 
the work just as well but for less money seems to be a central one – creates a feeling of 
utmost concern about the validity of the approach. 
 

69. We expect to hear more details about the reactions from colleagues in Scotland, Wales and 
Northern Ireland.  
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Next Steps 
 
The project narrative says: “HEE is establishing a project team to develop the model, undertake an 
extensive stakeholder engagement exercise and provide robust analysis of the feasibility of the 
proposals against a range of criteria.” 
 
 
BDA comments on that section 
 

70. We believe the project has been rushed and is likely to be pushed into a direction that is 
unevidenced and will have a destabilising effect on the profession and its training. We 
accept that COPDEND has made some efforts to inform the profession of the project, but 
the timescale is too short and the idea almost too esoteric for it to gain interest from 
normal professionals not directly involved with educational or representational structures of 
one kind of another, in the time available. The engagement exercise itself should have been 
planned for several years and should have been preceded by much more appropriate 
general information and evidence-gathering and without excluding the most important 
factor, which are the contractual arrangements.  

 
71. Given the selectiveness of some of the quoted sources and the otherwise assumption-based 

assertions, we have no confidence in the ‘robust analysis’ that is apparently taking place. As 
stated elsewhere, we would have expected better sharing of actual information, including 
the draft report, before submission.  
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Annex 2 

The below is the HEE document “Workstream Initial Findings”, as sent to attendees of the 
stakeholder meeting on 20 February with annotations by the BDA on some of the commentary.  

As we do not know what shape the report to HEE will take, which of the comments of the below 
report will be highlighted or used as recommendations and in which way, we have provided some 
commentary without this knowledge.  

 

-------------------------------- 

The HEE stakeholder document says:  

 

“Please find below initial findings from four workstreams; Dental Training Pathways, Post  

Foundation Training, Scope of Practice and Short Term Adjustments. You will have the  

opportunity to engage and discuss these initial findings in the workshops at the Stakeholder  

event. The fifth workstream, The Economic Models of Training initial findings will be presented  

by James Spencer during the morning session. You will have the opportunity to discuss this area  

of work with James during networking time throughout the day.  

 

Dental Training Pathways – Lead: Malcolm Smith  

In view of the broad remit of the Pathways workstream it was inevitable that there would be  

significant cross-over with all the other workstreams in a number of areas. It is encouraging to note,  

based on the workstream leads’ discussions so far, that many of the initial findings are in common  

with the general direction of travel.  

 

1. Changes to the dental workforce and the ways education and training are modelled will have the  

most impact on Dentists and DCPs who are in the early stages of their careers. It is vital to gain  

the opinions and ‘buy-in’ from this group in the development of any model.”  

 

BDA comments on this point: As you will have seen from the letter sent by the Chair of the Young 
Dentists Committee, ‘buy-in’ from this group has not currently been obtained for the development 
of any model.  
 

HEE report continued:  

 

2. The provision of common training pathways, particularly for Dentists and Hygiene/Therapists,  

varies considerably across dental schools and a number of models are evolving. A review of the  

current and planned arrangements would provide an insight into the different approaches and  

allow a shared understanding of best practice which would enable models to evolve where  

appropriate. It was acknowledged that a common training model for Dentists and Therapists  

would make it easier to ‘tweak’ workforce numbers in the future should the need arise.  

 

BDA comments on this point: We are not really convinced that the last sentence was discussed 
and agreed in all its significance; as you will see on earlier pages, we do not believe that ‘common 
training’ should have any effect on workforce numbers as the training structures should remain as 
they are and ‘common training’ should literally just be a matter of ‘training together’ where that is 
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appropriate and not have any effect on the dental qualifications with which students leave 
university.  
 
HEE report continued:  

 

3. On completion of pre-registration and foundation training, there are significant advantages to a  

proportion of Dentists and DCPs continuing the career development on a part-time basis. This  

would not only allow them to maintain their generalist skills but would also enable them to  

generate income to help to manage any debts incurred during their pre-qualification training. It  

would also allow for a more flexible approach to evaluating career choices and make directional  

changes if necessary. The provision of much greater opportunities to undertake formal part- 

time training would be of benefit across all elements of post-foundation training.  

 

BDA comments on this point: Obviously, we would welcome this. However, there was no discussion 
of funding, which would doubtlessly be necessary for a change of the current structure. We are 
concerned that young dentists who have seen some of the reports of flexible postgraduate training 
will be convinced by ideas and promises while funding and availability of such pathways have not 
been sorted.  

 

HEE report continued: 

 

4. Undergraduates and new graduates are entering dentistry having already demonstrated a high  

level of academic achievement. To ensure the continued stimulation and motivation of the  

dental workforce, academic and research components should be embedded in all training  

programmes as well as opportunities being extended to those not undertaking training during  

their careers.  

 

BDA comments on this point: We would agree with this.  
 
HEE report continued: 

 

5. Advancing digital technologies will present exciting and creative opportunities for the delivery of  

both clinical dentistry and education and training. Future models should be structured to take  

full advantage of these technologies to continuously improve the quality and effectiveness of  

dental education and training.  

 

BDA comment on this point: We would agree with this – as long as they actually improve the 
quality and effectiveness of dental education and training and complement it, rather than leading 
to shortages of direct and hands-on learning. There are also further questions about whether 
investment would be available to adopt these new technologies, particularly in general dental 
practice. It would be unwise for dental training to be based on completing treatments using 
particular technologies that will never be available in practice.  
 
HEE report continued:  

 
6. The current General Dental Services contract does not encourage innovation in workforce  

development. It is essential that the work currently being carried out with regard to contract  

monitoring takes account of the educational model for the whole future dental team.  
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BDA comment on this point: We obviously welcome the focus on the contract. However, the 
message is the wrong way around, as outlined earlier. The NHS offer needs to be defined, 
contractual arrangements need to be improved and the workforce then needs to be planned to suit 
this.  
 
HEE report continued:  

 
7. The requirements for entry into the dental pre-registration training are often inflexible with the  

result that suitable candidates to study dentistry may be lost to the workforce. A review should  

be undertaken to develop a more flexible approach to entry into dental education and training  

where appropriate.  

 

BDA comment on this point: We agree that some suitable candidates might currently miss out; 
however, lowering the number of dental school places will not be helpful if this is the case. We are 
concerned that this could lead to ‘common entry by another name’. Dental schools have reasons for 
setting their academic requirements for dental training, and too much flexibility here could 
jeopardise the quality of the dental degree. It is not for HEE to decide who should study dentistry; 
this is what the university system is tasked to do.  
 
HEE report continued:  

 

8. Career progression routes in dentistry are currently potentially difficult, time-consuming and  

expensive. Whilst the number of suitable candidates may be small, there should be clear and  

proportionate mechanisms for those candidates to progress without unnecessary barriers. This  

should include the recognition of prior accredited learning at all levels, where appropriate.  

 

BDA comment on this point: Some accredited prior learning in moving from, say, dental nurse to 
hygienist to therapist to dentist may be worth accrediting. However, the opportunities might be 
small, as the level of training and education in the different professional groups varies considerably. 
Contrary to some assertions that the pathway is too long, individuals have welcomed the length of 
training which has reinforced their knowledge and made them rounded professionals.  
 
HEE report continued:  

 
9. Dental Nurse training is carried out through a number of routes and these mechanisms should  

continue. The opportunities and models for career enhancement within dental nursing (i.e.  

Extended Duties Dental Nurses) are variable across the country. The potential to further  

develop these skills to support the delivery of dental care (particularly within the concept of  

contract change) would benefit from a more formalised approach.  

 

BDA comment on this point: This section lacks detail; in order to comment, some detail would be 
needed on what is meant by ‘these skills’ and what the more formalised approach would be.  
 
HEE report continued:  

 
10. Dental education and training at all levels tends to take place in defined ‘boxes’. There are  

advantages in creating opportunities towards the end of training programmes for the competent  

trainee to be able to gain some experience of the next element in the career plan – possibly  

through part-time observerships or similar.  
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BDA comment on this point: As a general point, we would support this. Whether there would be 
adequate time and funding for this is another matter.  
 
HEE report continued:  

 
11. There is a concern that Dental Foundation Training (DFT) is not currently required for all  

graduates in view of the need to support a ‘Safe Beginner’ in the transition to ‘Independent  

Practitioner’. Whilst the mechanisms to enable this change are complex, evidence is starting to  

emerge that DFT has an increasingly important role to play in the development of a dental  

practitioner capable of working independently. The extension of DFT to encompass all new  

Dentist graduates should be explored.  

 

BDA comment on this point: This is an issue that is brought up regularly in relation to an apparent 
lack of clinical skills or confidence of the new graduate. While we believe that a period of protected 
practice to ‘learn the ropes’ will benefit everybody, we are not convinced that there is significant 
evidence that graduates are lacking as much competence as some would have us believe.  
 
HEE report continued:  

 
12. Dental Therapists (and Hygienists) enter General Dental Practice in much the same way as  

Dentists and have similar induction and support needs. There are a number of foundation  

training/vocational training schemes for Therapists in place in some areas but the availability is  

not consistent. The case for a form of foundation/vocational training programme for Dental  

Therapists should be considered as a matter of urgency, particularly in the light of Direct Access.  

 

BDA comment on this point: In theory, we would agree with this, as we believe that a period of 
protected practice would benefit anyone. However, dentists as the leader of the dental team, who 
have gone through an intense five-year training programme and retain overall responsibility for the 
provision of clinical treatment, must have their DFT posts guaranteed before consideration is given 
to foundation training to DCP groups. Dentists must be included on NHS performers lists, and DFT is 
the prerequisite for this. DCPs do not join the performers lists and funding requirements for such a 
change would be significant.  
 
HEE report continued:  

 

13. There is a model (known as General Professional Training or GPT) which combines DFT and  

Dental Core Training (DCT) Level 1 over two years – part-time in each element. These posts are  

very sought after by new Dentist graduates and are seen to provide valuable opportunities for  

career development. At present this model is confined to 24 places each year in two HEE Local  

Offices. Development of more dentistry-based DCT1 posts could be combined with increased  

opportunities to develop more GPT type models.  

 

BDA comment: We agree with this point. However, we believe that while GPT has been good for 
dentists, trusts had not wanted to run the schemes, which is why they had mostly been 
discontinued. How would the idea be invigorated under these circumstances?  
 
HEE report continued:  

 

14. DCT has historically been associated with the former Senior House Officer (SHO) model based on  

Oral and Maxillo-Facial Surgery Departments in secondary care. With the changes that are  
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taking place in the delivery of dental care, it may be that other types of placement, with a more  

dental focus and based in primary care, may be required in the future to attract dental trainees.  

There is also the possibility that the introduction of the Tier 2 commissioning models may create  

opportunities for DCT experience in a related specialised area to contribute to accreditation to  

deliver these services.  

 

BDA comment: We agree partially with this point. DCT should not be the only route for 
accreditation for Tier 2.  
 

HEE report continued:  

 

15. Of all the elements of dental training, DCT would appear to be able to offer the most flexible  

career opportunities for dentists. Historically, the majority of DCT applicants have come straight  

from DFT and most have trained in this element for one to two years before returning to  

practice. There have been few opportunities for dentists to enter (or return to) DCT after a  

period of time in practice. The ability to enter DCT on a part-time basis, whilst remaining in  

general practice would appear to have a number of advantages, including the retention of  

generalist skills, continued contribution to service delivery and the need for new and newer  

graduates to pay off their student loans, etc.  

 

BDA comment: We agree with this point.  
 

HEE report continued:  

 

16. With the exception of GPT, the majority of DCT posts currently offer training in one particular  

aspect of dentistry. These means that new graduates who are still uncertain as to their long- 

term career aspirations have limited opportunity to sample a variety of dental options. The  

provision of a rotational element in more than one specialty area would be of value.  

 

BDA comment: We agree with this point.  
 
HEE report continued:  

 

17. DCT has a limited number of posts at Level 3. Although it is not essential to undertake a third  

year in DCT to take up a Specialty Training Post, experience at this level would be seen to be an  

advantage and a review should be undertaken to ascertain how the greatest benefit could be  

obtained from this approach. There is also a salary anomaly issue created by the introduction of  

the Junior Doctors’ contract which needs to be resolved if the number of DCT3 posts is to be  

maintained or expanded.  

 

BDA comment on this point: We remain unconvinced that the salary level at DCT3 level is as big a 
concern as is being made out. We have asked for detailed information on the scale of the problem 
which so far has not been provided.  
 
HEE report continued:  

 
18. Consideration was given to the number and scope of existing dental specialties with particular  

reference to the delivery of training in Gerodontology. In view of the cross-overs with delivery  

of care in this area with the Restorative and Special Care Dentistry specialties in particular, it was  
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felt that training in Gerodontology should be embedded in the existing specialty curriculums  

rather than the creation of a specific specialty.  

 

BDA comment on this point: We agree that there is no need for a separate specialty in 
gerodontology. However, training at all levels – undergraduate, postgraduate and specialisation – 
needs to be intensified.  
 
HEE report continued:  

 
19. The need for a specialty of Implantology was reviewed. Again there are crossovers with existing  

specialties, together with an already extensive provision of implants in private practice. It was  

suggested that further work was required to ascertain whether a specific specialty was needed  

or desirable, including obtaining the views of the indemnity organisations.  

 

BDA comment on this point: We agree that the need for or desirability of a specialty in 
implantology needs to be considered further.  
 
HEE report continued:  

 
20. The length of specialty training programmes is currently very prescribed and the models vary  

across specialties. In most instances these variations are appropriate but it would be helpful to  

review these elements in the light of other recommendations in this report.  

 

BDA comment on this point:  We agree that a review would be useful.  
 

HEE report continued:  

 
21. The majority of specialty training is delivered on a full-time basis and in secondary care.  

Consideration should be given to the creation of more part-time opportunities for similar  

reasons to those set down for DCT in point 15 above. Changes in contractual arrangements may  

also mean that development of more specialty training programmes in a primary care  

environment will become necessary.  

 

BDA comment on this point: We agree in principle, however, funding and indemnity need to be 
considered fully.   
 
HEE report continued:  

 

22. DCT is currently the main route for recruitment into Dental Specialty Training (DST). The  

development and promotion of other routes of entry into Specialty Training (e.g. from General  

Dental Practice) should be considered.  

 

BDA comment on this point: We would agree in principle, although compliance with entry criteria 
would need to be clearly stipulated.   

 

HEE report continued:  

 

23. Not all dental specialties require the continuation of ‘hands-on’ clinical activity during or after  

training. A review should be undertaken of the pre-specialty training needs of these groups.  
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BDA comment on this point: We agree with this. In particular, dentists who have decided that 
clinical dentistry is not for them and see their role in, say, research, still need to complete dental 
foundation training or are stopped from moving forward with their choices. This affects only a small 
number of individuals but will merit consideration so as not to lose such individuals from the 
profession.  
 
HEE report continued:  

 

24. The opportunities to ‘credential’ learning and experience undertaken outside formal specialty  

programmes is more common in medicine than in dentistry with the result that career  

progression opportunities may be more restricted. A review of the medical model should be  

considered to see if changes to the approach would be of value.  

 

BDA comment on this point: we support this approach.  
 
HEE report continued:  

 
25. The advantages and disadvantages of creating a specialty of general practice were considered. It  

was largely agreed that this would need to be delivered in a different format to other specialty  

training and specialty recognition should be seen to have a meaningful purpose rather than  

simply be a further qualification. A possible route would be through a portfolio approach,  

building in elements of experience in dental practice; additional formal postgraduate clinical  

training; training in leadership and management and evidence of its application in practice;  

together with training in and experience of the delivery of education to others (e.g. as an  

Educational Supervisor in DFT).  

 

BDA comment on this point: We do not really see the point of this proposal of a specialty in 
general dental practice. Most of this is already bread and butter for the majority of dentists. What 
is more important is that there are actual incentives into NHS general dental practice; this is a much 
bigger future problem if system problems are not addressed.  
 
HEE report continued:  

 
26. The importance of academic and research involvement for dental professionals in all elements of  

training and practice was noted in a number of the discussions. This area is currently not given  

the prominence that might be desirable, particularly with regard to motivation, job satisfaction  

and career development. In view of the fact that the majority of dentistry is delivered in primary  

care, there is also an opportunity and available human resource to undertake meaningful  

research which would contribute to service improvement.  

 

BDA comment on this point: We agree with this point.  
 

HEE report continued:  

 
27. There is a view that it is difficult to recruit dental professionals into academic careers which  

could have serious implications for undergraduate teaching in the future. The current NIHR  

model is not seen as being able to adequately deliver the academic workforce requirements of  

dental education. Innovative approaches made possible by part-time working and the  
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embedding of an academic ethos should be considered to support the adequate provision of an  

appropriately skilled workforce in this area.  

 

BDA comment on this point: We agree with this point.  
 
HEE report continued:  

 

28. Changes to pension arrangements etc. are likely to mean that the majority of dental workforce  

will be required to be in work for longer but may not intend to practice clinically throughout  

their careers. In addition, changes to the generational expectations of work/life balance and  

career progression may mean that dental professionals could be lost to the dental workforce  

unless opportunities are in place to engage in the practice of dentistry in flexible arrangements,  

including non-clinical elements. Rather than lose this expertise, the knowledge and experience  

of individual dental professionals could be ‘harnessed’ to pass on that expertise to others who  

are at an earlier stage in their careers. This approach could be relevant to the comments made  

in points 23 to 25 above.  

 

BDA comment on this point: We agree with this point. We would add that recent research has 
shown that there are significant numbers of dentists, even in the younger age groups, who feel 
stressed and are considering leaving the profession completely. This must be of concern for HEE 
and the OCDO.  

 

 

 HEE report continued:  
 

Post Foundation Training – Lead: Peter Briggs  

The workstream group was able to theme the key findings captured from the information and data  

collected. Findings were analysed from stakeholder feedback, literature reviews and the gathering of  

HEE commissioning data.  

 

The initial findings of the workstream are:  

 

Undergraduate education - The workstream group agreed that confidence, skills and experience of  

dentists entering Dental Foundation Training has decreased compared to previous years. Some  

dental trainees informed the group that they see a disconnect between undergraduate education  

and clinical practice. This may be due to more focus on non-technical “softer skills” so opportunities  

to acquire practical skills and competencies are more limited.  

 

BDA comments on this point: We are concerned about this issue. We believe that there are issues 
here as the competence of students and young graduates seems to be criticised without much 
reason. The regulatory environment – both within the NHS but also more widely with the problems 
with the GDC in recent years – have certainly had an effect on the confidence of some graduates. 
We are not convinced, however, that a sweeping statement including skills and experience that is 
not properly evidenced should be included in a review of this nature. We believe most UK dentists 
are well trained and achieve appropriate experience, while there may be variation to the individual’s 
experience which might be totally appropriate. We agree that confidence might well be an issue, 
however, and there are reasons for this.  
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HEE report continued:  

 

Foundation Training – There is a call from dental trainees for greater mentorship and support to  

help them be able to practice independently. Observations were made by stakeholders that there is  

a reliance on dental Foundation Training to gain skills for practice, and the programme has needed  

to meet the challenge.  

 

BDA comment on this point: There may well be individuals to whom this applies, however, we are 
concerned that this is a sweeping generalisation and that the views of the dental schools are not 
represented in this paragraph. There is a need to distinguish between confidence and competence.   
 

HEE report continued:  

 

A pre-registration period after qualification may help better support trainees, however, the  

unintended consequences could be that it creates barriers for dentists in England and received some  

opposition. There was a call from stakeholders to establish a better understanding of the foundation  

dental practice workplaces by University Schools to better manage the transition to the workplace  

after qualification, which many foundation trainees currently find difficult. A number of articles were  

collated to support the shortcomings of dental undergraduate education, including articles in the  

BDJ: ‘Preparedness of undergraduate dental students in the United Kingdom: a national study’ 1 –  

which evaluated the self-perceived preparedness of final year dental undergraduate students in the  

United Kingdom - and ‘The standard of newly qualified dental graduates – foundation trainer  

perceptions’ 2 – concluding that a large proportion of foundation trainers consider the current  

standard of new graduates to be unsatisfactory for entering foundation training.  

 

Data shared by the Economic Models of Training workstream indicated that HEE commissioned 848  

foundation level training posts in 2016/17. Planned expenditure on these posts in 2017/18 is  

£88.7million.  

 

BDA comment on the above paragraphs: We are not supportive of a pre-registration training 
period before full registration. This would not only disadvantage dentists in England (it would 
actually disadvantage all new entrants to the register if there were a lack of training places), it 
would potentially lead to significant shortages of dentists.  
 
Again, we are concerned not to see comments from the dental schools on this issue. Has the work 
stream looked at a variety of papers on this issue or just these two?  
 

HEE report continued:  

 

Post-Foundation Training - The workstream group heard that young dentists rely heavily on early  

Post-Foundation Training period to acquire the necessary knowledge, skills and experience to work  

independently. Younger dentists feel that they require more formal, quality assured training and  

support after Foundation Training.  

 

BDA comments on this point: We are seriously concerned about the ongoing suggestion that UK 
graduates are not competent. It would be important to demonstrate how this information is 
gathered. As outlined above, a lack of confidence might be related to the regulatory environment 
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and the contractual requirements rather than actual clinical skills. Again, we miss the comments 
from the dental schools in this point.  
 
HEE report continued:  

 

There was a concern about litigation and complaints from patients, which could encourage a more  

risk-adverse workforce. Literature was identified - ‘An evaluation of defensive dentistry: w(h)ither  

the profession?’ 3 – whilst acknowledged as an “opinion article” it concluded that increasingly, no  

risk or only low risk treatments will be undertaken by the profession, with both experienced and less  

experienced practitioners limiting their scope of practice, with possible deleterious consequences on  

the dental health of the population”. This theme is continued in another recent opinion article:  

“Defensive dentistry and the young dentist – this isn’t what we signed up for” 4. In an impassioned  

conclusion, the author writes: “We can’t let this continue. I have countless colleagues who are falling  

out of love with this wonderful profession; a profession dedicated to helping, curing and treating  

others. It is easy to lose sight of why we wanted to become dentists in the first place in this climate  

of stress and fear. We are on the cusp of a mental health crisis – online forums where anonymous  

posters can seek advice and support for their individual issues are only becoming more and more  

crowded…. Something must give, and if it isn’t the inappropriate conditions, regulation and climate  

we work in, it will be the young human beings in this profession”  

 

BDA comments on this point: We strongly agree with this point; indeed, we have made it often, 
and our 2017 survey provided many individual stories illustrating these concerns and feelings from 
across the profession. It is important that much of this is related to the way the GDC was handling 
its fitness-to-practise process. We hope that the regulator is currently on the way toward improving 
its approach and are monitoring this issue closely. It is not only relevant to young dentists, but the 
whole profession. However, it says nothing about the actual competence of professionals.  

 

HEE report continued:  

 

The paper titled: ‘In vitro cavity and crown preparations and direct restorations: A comparison of  

performance at the start and end of the FD programme’ by Burke et al 2017 5 - assessed the  

technical ability in an in-vitro exercise of 61 FDs at the start and end of their FD program. The  

authors concluded that: ‘There was wide variation in individual performance’ at the beginning and  

end of the study and that there was an improvement in the preparation and placement of an  

amalgam filling but no improvement in the other clinical exercises assessed’.  

 

BDA comment on this point: this seems to be an odd sentence to choose to illustrate a point – very 
selective. Throughout this whole section, we have missed the comments from the dental schools.  

 

HEE report continued:  

 

The workstream group supported the concept of a future training model of at least two years of  

formal postgraduate training after qualification for UK dentists. There was a consensus also that a  

24-month GPT was potentially an effective training model.  

 

BDA comment on this issue: We would support this in theory from a development point of view. 
However, there are two issues: training places must be guaranteed and appropriately funded. Also, 
graduates are leaving dental school with significant debt with a relatively substantial rates of 
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interest, so the training salary would have to be at a level that enabled them to make their 
repayments.  
 

HEE report continued:  

 

Formal Career Structure – Clinical skill competency and experience training could be mapped to the  

Tier 1, 2 and 3 clinical complexity standards outlined within the English Dental Commissioning  

Standards. The lack of current formal training (or career pathway) following FD was considered to be  

a risk. Stakeholders felt that a Speciality in General Dentistry would create a more formal training  

pathway for the dental practitioner, which could ‘upskill’ the dentist workforce, provide leaders of  

the profession and provide a route to provide Tier 2 complexity skills. It would also potentially  

produce a dental practitioner who would be able to lead a NHS multi-skilled dental team. A  

primary/secondary skills escalator could achieve this goal and take dentists to Tier 3 competency.  

 

BDA comment on this point: The BDA continues to engage with the tier 2 accreditation process in 
England to mitigate the effect on practitioners, however the BDA fundamentally disagrees with the 
commissioning guides for dental specialities and the need for tier 2 accreditation for both 
performer and providers. It is not clear whether the suggestion here is for a tier 2 accreditation 
process for a specialism in general dentistry or rather an implication or misunderstanding that a 
practitioner would seek to become level 2 accredited in a number of specialities (perio/oral 
surgery/endo). The current process requires a performer and provider-performer to both successful 
work under a tier 2 contract for a particular specialism. A provider-performer may well hold an 
accreditation to have tier 2 services performed on their premises across a number of specialities but 
it would seem unlikely that a performer would have accreditation across a spread of specialties. 
 
HEE report continued:  

 

Skill-Mix Dental Team – Stakeholders mostly supported the use of an appropriate skill-mix team to  

deliver NHS care to agreed scopes. There was an agreement from the group that the model should  

provide benefits to patients. There was some concern with a common point of entry at  

undergraduate level and it was considered inappropriate for therapy and hygienist training to be  

perceived as a vehicle to becoming a dentist. It was acknowledged that a 3+2 undergraduate model  

could allow training resources to be reallocated in order to support all qualified dentists in England  

who have left Foundation Training to upskill at Tier 2 and beyond. However, a 3+2 model common  

entry for undergraduate level was not universally desired across the workstream.  

 

BDA comment on this section: The ‘common entry’ idea is not workable and has been criticised 
across the five work streams. The 3+2 model is not appropriate for the dental degree (see main text 
of our response) as it cannot be modular and achieve the same level of rounded practitioner. We 
are not sure what is meant by the reallocation of training resources from the 3+2 model and while 
we would welcome support for upskilling to Tier 2 that should not be at the expense of 
undergraduate training places..  

 

HEE report continued:  

 

Existing Dentists within Workforce – Stakeholders who were currently within the NHS dental  

workforce, in particular dental trainees, called for more support and mentorship to help them to be  

able to practice safely and independently and also allow them to upskill. This should include the  

creation of a personal development plan and a portfolio to facilitate development (and validation) to  

other competencies e.g. Tier 2. Accessibility to a single portfolio throughout training was desired.  
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BDA comment on this point: This should already be the case with the existing portfolios and the 
requirements under enhanced CPD. 
 
 HEE report continued:  

 

The younger practitioners felt that it would be helpful if HEE / Deanery or equivalent could provide  

guidance on the educational value of privately delivered education. This could better guide post- 

foundation dentists to training most relevant to NHS Tier 2 validation.  

 

BDA comment on this point: we have no particular problem with this and it could be helpful but 
there is a need to ensure this guidance was without bias.  
 

HEE report continued:  

 

Dental Core Training – It was acknowledged by the workstream group that there is currently a  

significant geographical variation of DCT posts across the country. There was a call for DCT to be  

delivered in more remote places in country. Data confirming the number of DCT posts and  

distribution across the country was gathered to support this. Currently there are approximately 600  

DCT posts in England with variable numbers across the 11 regions in England.  

 

BDA comment on this point: We believe that DCT should be reviewed in line with commentary 
from the ‘pathways’ work stream. We would in principle support a more even distribution of DCT  
posts for better patient access to secondary care, but the training quality would need to be 
guaranteed.  
 

HEE report continued:  

 

A significant number of DCT posts are within Oral & Maxillofacial Surgery departments that may not  

be relevant to many dentists and can be focussed on service delivery at expense of training,  

although evidence to support this would be required. It was acknowledged that DCT was a good  

stepping stone for trainees to decide what specialty to go in to. However, DCT3 posts are expensive  

in England and many specialties can be entered from DCT2.  

 

BDA comment on this point: we have commented on this issue earlier in this report.  

 

HEE report continued:  

 

There was some support for current DCT resource to be reallocated for post-Foundation quality- 

assured education and training framework for dentists for the first few years after qualification.  

There was also strong support from stakeholders for a 2-year mix and match Core and General  

Dental Practice - two-year GPT model, which is currently in practice in the North East of England.  

This model was desirable as it could potentially support dental graduates to gain the skills and  

confidence to practice independently rather than advancing their skills set towards Tier 2  

competencies.  

 

BDA comment on this point:  We have commented on similar ideas earlier in this report. We would 
highlight that monies need to be retained in dentistry.  
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HEE report continued:  

 

Appropriate DCT posts will be required for young academics and those wishing to pursue a career in  

the non-craft hospital specialities e.g. Oral Pathology / Dental Maxillo-Facial Radiology.  

 

Dental Speciality Training – The workstream group agreed that there was a need to discuss the  

relevance and future need of all the 13 dental specialties. Data shared by the Economic Models of  

Training workstream indicated that HEE commissioned 984 specialist level training posts (including  

core training) in 2016/17. Planned expenditure on these posts in 2017/18 is £32.6million. There was  

a general agreement with workstream members that Speciality training is currently mostly delivered  

within teaching hospitals within urban areas and access to trainees can be primarily dependent upon  

where the individual is based in the country. As a result, there is no equitable access to specialisms  

for both patients and referring dentists across the country at present. It was agreed that a  

geographical population needs assessment should be undertaken to best identify what dental  

specialties will be required and relevant throughout all the regions in England.  

 

BDA comment on this point: We are familiar with this line of argumentation and would be happy 
to support steps to address inequity across the country, including a needs assessment.  

 

HEE report continued:  

 

The group heard that more specialty should take place within a NHS primary care setting, yet the  

impact of any changes e.g. cost implications / investment, should to be carefully considered.  

Stakeholders generally agreed that training is dependent on access to appropriate trainers and  

clinical teams. And whilst the majority of trainers and clinical teams currently work in dental  

hospitals, there was a need for a combined local and national approach to facilitate change.  

 

BDA comment: We would agree with this paragraph.  
 

HEE report continued:  

 

Consideration was suggested by stakeholders to shorten training of dental specialities if possible. It  

was recognised however, that this may not be possible for all. The possibility of funded post-CCST  

(Certificate of Completion of Speciality Training) Fellowships, as currently available in medicine to  

acquire ‘super’ Tier 3c specialty skills e.g. oncology / cleft & developmental / trauma could be  

considered.  

 

BDA comment on ths point: We have already commented on this earlier in this document. We 
would add that two specialties benefit from mutual recognition at EU level. Regardless of Brexit, 
this means that training is provided at an agreed international standard, and changes might 
jeopardise this.  

 

 

HEE report continued:  

 

Dental Academia – stakeholders remarked that it would be helpful to introduce the idea of  

academic training at the earliest possibility, for instance during undergraduate education. There is  

also a call for flexibility and accreditation of prior learning in Academia. The concept of Primary Care  

Academia was supported, although it would need to be developed within a clear structure. There  
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was also an acceptance that in England current National Institute for Health Research guidelines do  

not serve primary and secondary care dentistry well, particularly at Academic Clinical Lecturer level.  

 

BDA comment on this point: we strongly agree with this point.  
 
 

HEE report continued:  

 

Scope of Practice – Lead: John Darby  

A number of overarching themes emerged from the questionnaire and the workshop:  

 

. Putting the ‘mouth back in the body’  

. Connecting ‘Dentistry’ to the wider Healthcare System  

. Maximising the potential of the current skills and competencies in the Dental Team  

. Anticipating and preparing for future developments in the Dental and wider Healthcare  

Sector  

 

The vision of the future dental team was comprised of a high functioning mix of dental care  

professionals where the right skills were deployed at the greatest efficiency and delivering maximum  

benefit for the patient. This was articulated through features such as “Direct Access” to dental  

triage from a wider variety of settings including virtual access via an ‘App’ or high tech interface; a  

more holistic preventative offer (for example capitalising on the regular attendance of men where  

they do not tend to attend at the GMP); greater connectivity in terms of dental records being shared  

across the NHS electronic record system in order to maximise opportunities for screening and  

“prevention” promotion, and wherever possible decrease duplication.  

 

BDA comments on this section: Given the nature of this group it is unsurprising that there is a 
particularly high focus on extending the scope of practice of dental care professionals in this work 
stream. However, the underlying flaws of the whole project are particularly visible in the well-
meaning approaches here. For example: direct access is not possible under current contractual 
arrangements, and not all hygienists and therapists actually wish to work with direct access; some 
are not trained to do so. Sharing of dental records needs to be seen in line with data protection 
requirements; and with most of these proposals there is likely to be an increase, not a decrease, of 
duplication.  
 
We would also like to stress that within this whole project the distinction between ‘skill mix’ and 
‘direct access’ has not been made. To clarify again: direct access is when patients attend a DCP 
such as a dental hygienist or therapist who will diagnose and treat within their scope of practice 
without the involvement of a dentist. ‘Skill mix’ would be an in-practice dental team working 
together using appropriate skills but with the dentist as the leader of the team and, in most cases, 
providing diagnosis and treatment plans for the DCPs to undertake the treatment where 
appropriate.  
 

HEE report continued:  

 

Analysis of the questionnaire suggests that 75.9% of respondents think that the current Scope of 

Practice (SOP) is not fully utilised and that this is due to hierarchical attitudes/fears, a lack of 

knowledge and/or confidence around skills, payment models, prescribing limitations (e.g. local 

anaesthetic, fluoride varnish) and a lack of understanding by the public/other professionals of the 
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different roles within the SOP. This perception was reinforced by opinions expressed at the workshop. 

There was a real sense of frustration that dental teams in many instances were not working optimally 

and that there was a risk that DCPs become frustrated, deskilled, and demotivated.  

There was a recognition of a need for greater connection between Dentists and DCPs, between  

dental professionals and other health and care professionals, care workers and social workers;  

between dental practices locally, and within other connected community based services e.g.  

pharmacies and general medical practices (GMPs)/primary health care teams (PHCTs).  

 

BDA comments on this section: we have no particular issues with these two paragraphs (other 
than systems workability).  
 

HEE report continued:  

In ultimately deciding on what to prioritise as SOP now and in the future, the workshop participants  

created a set of “evaluation criteria” that could be applied to potential new areas of practice:  

 

Demonstrates patient benefits for priority groups:  

 

. The 25% of children who don’t visit the dentist (and their parents)  

. Older people with complex dental needs  

. Men for prevention of acute and chronic diseases  

. Ensures economy of performance: how well does the idea utilise the current mix of skills  

efficiently and effectively  

. Encourages joined up working  

. Encourages diversity (in terms of both people entering dental professions and the communities 

reached):  

- Enables flexibility to tailor to local needs  

- Is most easily in our gift  

- Has the potential for consensus  

A number of specific ideas for building SOP emerged:  

 

1. Understanding & tailoring provision to local needs/communities – pre-natal to older people.  

. Caries prevention in the new born  

. Establish routine links between Care Homes and Dental Practices  

. Smoking cessation and oral screening for targeted groups  

 

It was acknowledged that so much more could be done in a targeted way if the needs of the  

practice population were known and planned for. In addition, it was thought that if this profiling  

was shared with other primary care services the dialogue could create a networked approach  

and again be more efficient. Clearly this has implications for communication between agencies  

including linked NHS patient information networks. Access to basic population data (both in  

terms of practice lists and broader locality information) would support this planning. A degree  

of public health insight and support would be useful. To enable such development, it would be  

helpful to lessen inter-practice competition and to alter the general dental contract to focus  

more on preventative outcomes and less on treatment activity. Local flexibility to provide  

targeted services to prioritised groups, depending on the practice population, would require a  

different set of skills and connections e.g. ‘at risk’ families vs. older people.  
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2. Building a broader team – a ‘one stop shop’: a primary care collective/hub with direct access,  

triage, and an emphasis on prevention (oral and general health).  

 

Co-location of GDP, GMP and pharmacy, when the vulnerable attend, offer necessary care in the  

most efficient way.  

 

The notion of building a broader team/’one stop shop’ could be seen as a continuum: the  

current dental team offering direct access to the most appropriate person/skill at the least cost,  

through to a potential single access point for a wider range of dental and health professionals.  

There is a perceived underuse of the skills within the current delineation of the SOP that is  

inefficient i.e. it could release more of the more highly skilled SOP to deal with more complex  

oral health needs, and remove the prospect of demotivation for many DCPs. There are thought  

to be a number of reasons for this, not least professional protectionism across the delineated  

roles. This cultural barrier could be tackled through team building and insightful leadership.  

 

Within the current dental SOP it was suggested that a wider range of clinical and nonclinical  

primary care screening skills could, with minimum effort, be made available within routine  

dental check-ups. Those patients identified to be at heightened risk could be communicated to  

the GMP and general advice given. Similarly, smoking cessation advice and support could be  

provided, linked to improving the appearance of teeth as well as prevention of heart disease,  

oral and lung cancers etc... To sustain such an approach, it would be useful to align already  

available incentives. To do this efficiently such interventions would need to be recorded in a  

linked way within the electronic patient record.  

 

BDA comments on the paragraphs above: These ideas may sound positive but do not take into 
account the very real limitations. By this we do not mean professional ‘protectionism’, as it is called 
here. For example, it is suggested that children and parents who don’t attend dental practices could 
be seen by DCPs, but it is not explained how they would be seen if they do not attend the practice 
in the first place. Similarly, older people with complex needs will more likely need a dentist to look 
after them, not a DCP. There are suggestions that DCPs could undertake a number of medical 
check-ups, which will have implications with the current regulatory framework as these are not 
actually in the current scope of practice. And in all this it must not be forgotten that dental 
practices are businesses which need to provide a livelihood for those who work in them. We should 
also not forget that scope of practice issues are not first and foremost an HEE issue, but relate to 
the pre-registration curricula and the GDC’s scope of practice document who would have to work 
with universities and the wider profession to determine what professionals can be trained for.   
 
In addition, this has little to do with workforce planning and everything to do with service 
configuration and delivery. Barriers to a “one-stop shop” or not being linked to the electronic patient 
record are not resolved by reforms of the workforce.  

 

HEE report continued:  

 

3. Focus on ageing communities.  

 

A number of benefits, of a dental team being able to prioritise older people with more complex  

dental needs, were identified: improving dignity and quality of life, reducing the potential of  

even more complex treatments being required and enabling nutritional advice with wider  

impact for ageing well. It was noted that CQC have recently introduced prompt questions in  
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relation to the oral health of residents in care homes. There was thought to great potential if  

care homes had an identified linkage with named dental care professionals, to support an overall  

approach. In addition, extending the awareness of dental teams to keep track of aging patients  

via connected family members. It was noted that there are a number of regulatory barriers to  

overcome e.g. the perceived barriers on dentists concerning domiciliary care.  

 

BDA comments on this section: We are not sure what the perceived barriers on dentists concerning 
domicilary care are meant to be. The barrier is that the NHS does not commission this work 
appropriately. Also, we are not convinced that DCPs will be willing to undertake much of this work in 
the long term unless it is very significantly funded.  
  

HEE report continued:  

 

4. Inter Professional Learning (IPL) – common training (inter-intra education & training in  

healthcare).  

 

By ‘common training’ it was interpreted as people from different professions (i.e. medicine and  

pharmacy) learning together & from each other e.g. particularly possible with core, shared  

requirements: communications skills, taking histories, common diagnostics, safeguarding, and  

common frameworks and approaches e.g. prevention, patient safety, etc. It is anticipated, due  

to the known benefits IPL brings, that a fundamental need to look for such opportunities at  

undergraduate and postgraduate stages of education and training, and across all the health and  

social care training routes will have been identified by other work-streams. Of particular note  

was the suggestion that a greater level of flexibility through a parallel entry (requiring later  

decisions about specialising as a dental or general health professional) and modular teaching  

arrangements would greatly enhance access and continued career-long development of skills  

linked to need and interest. Greater recognition (and accreditation) of prior learning and  

evidenced experience could be helpful.  

 

BDA comments on this section: We have significant concerns if the last two sentences of this 
paragraph have found their way into the final report as several work stream members queried this. 
It was clear from the discussions in this group that the BDS was to be preserved as the basic 
essential qualification for dentist based on the current five-year model. There was no appetite to 
change this; ‘common entry’ has been rejected as a workable model in all work streams. DCP 
participants had wanted accreditation of prior learning so that they could later choose to do 
dentistry without having to go back to A-levels, which can be supported. The IPL was intended 
largely for post qualification when related to medicine and pharmacy for collaborative working. 
Training together as therapists and hygienists at UG Level is well accepted in parallel, sharing 
lectures and tutorials and clinical sessions where appropriate, but scope of practice needs to be 
respected.  
 

 HEE report continued:  

 

5. Optimising digital technology.  

 

Develop “apps”, particularly to engage the young, but to support all. Train the whole team to  

support the process  

 

This theme is specifically linked to improving the speed of access, better use of skill mix, greater  
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awareness of oral health by the public, and patient ownership, as well as preparing for emerging  

future applications of technological innovation e.g. artificial intelligence. In reflecting on the  

technological developments that are now common practice in dental surgeries it was  

acknowledged that the technological advances of the next 30 years were hard to predict.  

Needless to say, keeping abreast of how current technology, particularly social media and digital  

imaging could be optimized needs greater attention.  

 

BDA comments on this section: We have generally no issues with improved use of technology by 
all members of the dental team; however, data protection issues need to be borne in mind and also 
where is the evidence that dental apps could improve awareness of oral health?.  
 

HEE report continued:  

 

6. National charity & campaign - Harness the power of “public ownership” and the powerful  

“lobby” this can deliver.  

 

To be driven by patients & the public (co-producing the future). The aim would be to create the right 

supportive, holistic environment for the SOP: improving the understanding of the different roles within 

the dental team as well as creating a greater preventative image for both oral health and how that 

links to wider health & well-being.  

 

BDA comments: We are not clear what the actual recommendation here is.  

 

HEE report continued:  

 

Short Term Adjustments – Lead: Andrew Dickenson  

The remit of the Short-Term Adjustments working group was to consider whether more short-term  

adjustments could be made to the commissioning of courses in dentistry and the associated  

professions.  

 

. Language and nomenclature is very important: eg; the use of the term advanced practitioner is  

widely used in the NHS and is recognised by patients, could this term be adopted in dentistry?  

. Can we adopt a language to describe our workforce roles which is consistent with medical?  

There is a risk of the messenger being shot – there were a few comments about HEE and people  

asking why HEE had assumed responsibility for this work.  

. The consensus was that the UDA model is not fit for / does not encourage multi-professional  

working. It also needs to reflect the complexity of different treatments. Currently the UDA  

system fails to provide a driver for delivering good dental care within the primary care services.  

. In the next phase of this work, we must seek proactive involvement of young people in the co- 

design of future training pathways and ways of working.  

. We must get better at sharing examples of good practice (ie; “what works”).  

. To prevent fraud and ensure good, safe practice, participants would like to see the return /  

introduction of audit, peer review and monitoring.  

 

BDA comments on this section: We had a lot of concerns about this work stream and the 
presentation given on 20 February 2018. We agree that language is very important but insist that 
there should not be an alignment to the medical professions. We agree that HEE’s role in running 
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this project should be questioned – no evidence-base for its need has been presented. We agree 
that the UDA model is not fit for purpose (and does not encourage multi-professional working). And 
we would like to see a formal return to funded audit and peer review and are willing to play our part 
in supporting such a system. We are not sure that the comment about ‘fraud’ had any relevance 
here, however.  
 

HEE report continued:  

 

Dental Care Professionals  

 

. There appears to be a lack of respect/understanding for skills, which is not helped by the current  

professional ‘segregation’. The nomenclature of this area in particular is an issue. Titles are  

either not descriptive of the role they should perform or are simply overly wordy.  

. The current contract is limiting utilisation. There are variable business models that exist which  

are prohibiting the development of skill mix within practice (eg; UDA banding split between  

different staff levels, which restricts Associates utilising the Hygienist due to a reduction in income). 

. There is currently fear around the ‘grey areas’, which is limiting the scope of practice. This is  

particularly limiting the activities of:  

- Clinical Dental Technicians who could be picking up more in terms of care for the elderly, oral cancer 

screening and preventative care (both in practice and in the community).  

- Hygiene & Therapy, who could widen their scope of practice if permitted, direct access.  

 

BDA comments on this section: Titles are regulated in law; registrants cannot use a title for which 
they are not registered. Apart from being illegal, it would confuse patients rather than help them. 
We agree with comments highlighting the limits of the current contract in England and Wales. We 
do not agree that the hygiene and therapy scope of practice should be widened; we have 
repeatedly been told as part of this project that the current scope is not being used, it would first 
have to be tested for some time how DCPs feel about using their full scope, and how successful they 
are with it. We have also dealt with this issue in another part of the document.   

HEE report continued:  

 

• The rigidity of GDC rules isn’t always logical. Scope of practice should be reviewed for purpose  

rather than skills.  

 

BDA comment on this point: We don’t understand what this is supposed to mean and hope there 
has been an explanation of it in the final report. The pre-registration curriculum is linked to the 
scope of practice and is competency-based. 
 

HEE report continued:  

 

• There are benefits around both the foundation degree and the apprenticeships; however concerns 

exist around the regulation of apprenticeships (ie; quality within practices). The foundation degree is 

prohibitive for all roles due to the cost of the course (increased debt burden, even for dental graduates 

with a potential higher earning ability).  

• Mentorship must be developed within the nursing training programmes. Currently quality work- 

based support and mentorship is variable. It should be considered if all practices are a suitable  

environment for trainee (student) dental nurses or whether training is restricted to approved  

practices?  
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BDA comments: Has the cost of such practice accreditation been considered? We are very 
concerned that this would have a significant impact on the training and recruitment of dental 
nurses, an area where shortages of available staff are becoming evident.  
 
More recently, questions have been raised about the extent to which statutory regulation is 
appropriate for all currently registered groups, including in the recent Department of Health 
consultation on changes to the regulatory framework.  
 

HEE report continued:  

 

• Apprenticeships lack quality consistency within practices.  

 

BDA comments: We believe that there are a number of problems with the apprenticeship model 
and are not convinced that it works for many dental practices at the moment.  
 

HEE report continued:  

 

• Radiography, impressions and photography skills are well used currently, reducing GDP workload. 

However, OHE and Fluoride Varnish skills remain under utilised.  

• If funding is increased for non-dentists, it risks reducing educational institutions income through  

funding for dentistry courses, which could impact on teaching staff access.  

 

BDA comments: It would also impact on workforce numbers and quality of training for all.  
 

HEE report continued:  

 

• Orthodontic Therapy is successful as it is remuneration-based.  

• There is a lack of awareness of the CDT role due to the low number of registrants.  

 

Undergraduate  

 

• Since the 10% reduction it is currently looking like there will be a shortfall of Dental graduates by  

2024, but this could be countered by increasing the skill level and utilization of the wider dental  

profession, reducing the focus on GDPs.  

 

BDA comment: This does not take into account that you cannot train to the same level of 
competence in three years as you can in five years, and that patients with complex treatment 
needs will need highly-trained dentists to deal with them.  
 

HEE report continued:  

 

• The impact of Brexit remains to be understood, although GDC data shows 16% of registrants are  

EEA graduates, but less than 1% of DCPs are EEA graduates. The reason for difference being  

that dental qualifications have automatic recognition under the Professional Qualifications  

Directive whilst DCP professions are managed under the general systems regime of the Directive  

and are subject to individual assessment.  

 

BDA comment on this point: while it is true that dentists have mutual recognition and DCPs go 
through the general system, we believe this is fairly irrelevant in relation to the numbers on the 
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register in terms of the numbers of people wishing to work here. Apart from dental nurses and 
dental technicians, the number of DCPs working in other EU countries is low; hygienists exist in 
most, but not all, EU countries, and therapists only in a few. The number of CDTs is low across 
Europe and they are not permitted to work in many countries.  
 
Another issue that has not been taken into account is that there are potentially many EU nationals, 
for example second generation immigrants, on the DCP register who have undertaken their 
qualification in the UK. Brexit may well affect retention of such individuals in the next few years.  
 

HEE report continued:  

 
• It is understood that there is a low retention rate of EU nationals and they form an inconsistent  

workforce. The distribution of non-UK graduate dentists is not equal across the country eg; Rural  

Lincolnshire relies heavily on Eastern European dentists.  

• There is a lack of standardisation of entry into the NHS dental workplace for dental graduates:  

- All EEA graduates are eligible for UK practice without additional training, although they have to 

satisfy NHSE requirements to join the Performer List. There is no requirement to undertake the 

Foundation training year. Issues: NHSE may impose conditions on their Performer List number; 

processing the application through Capita can incur significant delays, which impacts on availability of 

workforce, particularly in difficult to recruit areas.  

- All UK graduates are recommended to complete a Foundation year immediately after graduation.  

- Non-UK/EEA dentists must complete the GDC Overseas Registration Examination (ORE).  

 

BDA comment: We agree with most of the above, although you could call this part of the workforce 
‘flexible’ rather than ‘inconsistent’ as there has been the possibility to utilise this group to deal with 
short- to medium-term workforce shortages over the years. One reason for a possibly low retention 
rate of EU nationals might be found in the restrictions of the GDS contract. It has been missed out 
that non-UK/non-EEA dentists must complete training to join the performers list as well as the ORE. 
The Capita issues over the last couple of years have been horrendous for the profession and affect 
the latter group as well.  
 

• There has been a rapid increase in the number of applications for degree level therapist courses  

in the last year. 200+ applicants for the 2018 course already against 120 applications for the  

2017 course. This may simply be due to increased awareness but the impact of the loss of HEE  

commissioned courses may have resulted in a downturn for the diploma courses and consequent 

increase in degree applications. Overall there is no evidence to date of any change in the number of 

therapists in training but this must be carefully monitored.  

• The BDS courses are still oversubscribed by 1000 applications for approximately 70 spaces in  

each University.  

• There is still a lack of understanding around the precise Scope of Practice and contribution of the  

therapists; combining courses as much as possible would help to reduce this barrier. Modular  

courses make this easier to tackle.  

• The GDC are clear on what each role does/should consist of, but the remuneration package does  

not reflect that.  

• There is a lack of leadership/management skills being taught in dentistry, which could help to  

address some of the resilience issues being identified in recent graduates  

- This may be due to a lack of leadership skills in the lecturers/teachers, so should be the first  

place to encourage/develop skills  

- A potential “flood of failing dentistry” due to the life-style of the current youth generation  
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(high fermentable carbohydrate intake etc). This is reflected by the increasing referral  

pattern from primary to secondary care for general anaesthetic services. These issues must  

be considered when planning education over the next 25 years.  

• Workplace placement courses are becoming more popular as students can continue earning, as  

well as applying skills learnt. This is something that has been successful in Europe previously and  

assists students to more clearly understand their career path and earning potential.  

• There is an opportunity to support more remote or less popular geographic areas through a points 

based (Australian/Canadian style) system to encourage students to take placements in those areas.  

• The reduced number of funded places for UK students means there are more positions for  

international students, who show a higher retention rate than EEA students.  

• International students have a harder time getting roles in ‘the right place’ unless they can  

demonstrate equivalence to UK training programme competencies. Additional support and education 

must be commissioned to allow international graduates acquire knowledge of working within the NHS 

system. GDC data indicates that international graduates will remain longer than EEA graduates and 

are a group to target to improve retention. They could be targeted for experiential working in hard to 

recruit areas (eg; rural, costal, inner city), allowing skills acquisition before moving into more accessible 

parts of the country.  

• British qualifications are still seen in a positive light internationally, which allows young  

practitioners to consider moving overseas for work.  

 

BDA comments on this section: There are some issues around nomenclature in this section. The 
point about ‘international students’ finding the right place is presumably intended to mean 
‘international graduates’, i.e. graduates from overseas, as they are the ones who have to do the ORE 
and undertake equivalence training (or PLVE). International students will obtain a UK degree and 
can do foundation training via their student visa, thereby should not have these problems (although 
they will need appropriate work visa after the study visa).  
 
We are not sure what the significance is of the last point – should the UK qualification not be well-
regarded internationally?  
 

HEE report continued:  

 

 Foundation  

 

• People coming out of the foundation courses are much more capable practitioners.  

• Medication training needs to be more effective. More of this should be built into the compulsory 

standards.  

• There is a risk that DFT becomes a semi-compulsory addition.  

 

BDA comment: what does the last point mean?  
 

HEE report continued:  

 

• It may add value to other dental professionals, particularly in educating practices on what  

therapists can do. The cost/funding would need to be considered for lower income groups  

• How are we supporting academic development? Consider supporting the NIHR route into academic 

practice. Develop academic training pathways within primary care.  

 

BDA comment: We have supported some of these aspects earlier in this document.  
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HEE report continued:  

 

Skills development  

 

There is a challenge striking the balance between upskilling and deskilling – we must train members  

of the dental team appropriately but only in skills that they will use.  

- eg; nurses and therapists regularly train in extended skills but are then not in a position to use the 

skills.  

- To meet the needs of our ageing population, skills in elderly patient care are needed. This applies to 

the whole team and requires governance processes as the dentistry is simple but the patients are a 

challenge.  

 

BDA comments: We are concerned by this point. Older patients do not present with simple dental 
problems and are just difficult to manage. They will have complex clinical needs as well. The term 
‘governance processes’ is not right here either; possibly ‘requires appropriate training, supervision 
and consent processes’ might express this better?  

 

HEE report continued:  

 

- This requires team learning and education, with effective leadership of the multi-professional team. 

Developing the extended duties nurse, who is then allowed to utilize those skills, must be encouraged.  

 

BDA comments: Which skills are these? They haven’t been discussed. We would be concerned if 
dental nurses expected to use skills under direct access arrangements, i.e. where a patient had not 
been seen by a clinically-trained professional. There are significant issues around training, skills and 
indemnity around this.  
 

HEE report continued:  

 

- Consider models such as ROCS (delivery of care home oral care package).  

- Mentoring and support from outside the practice will help young team members to develop  

their clinical skills and provide pastoral care  

- Explore ‘modern’ methods for this – build on existing Facebook and WhatsApp groups.  

- Leadership development is needed at all levels of the dental team.  

- Commissioning underpins everything.  

- We need more work to examine existing models.  

 

BDA comments: We are glad to see references to further work and improved commissioning here.  
 

HEE report continued:  

 

Supply & Demand  

 

• Current NHS provision is supported (propped up) by private practice  

- There is a perception that the prototype isn’t working.  

 

BDA comment: The changes to the prototype have resulted in less skill mix. We agree that private 
practice is supporting NHS delivery in many practices. 
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HEE report continued:  

 

• The contract is not fit for purpose or the proposed model of increased skill mix  

- We need to decide what service is required, at what level and to remunerate appropriately.  

 

BDA comment: We agree.  
 

• We need to understand what good practice really looks like - what already exists?  

 

BDA comments: We agree that much more work is necessary to ascertain, in a timely way, what 
actually happens.  
 

HEE report continued:  

 

Future workforce  

 

• We need a clear dental workforce model which shows progression, skills at each level,  

competencies expected.  

• Plan for and prevent a glass ceiling for all stages of the dental workforce from dental nurse to  

extended practitioner.  

 

BDA comment: We agree that career prospects are important across the profession. We do not 
believe that there are ‘glass ceilings’ – those professionals who are driven to develop further can do 
so under the current arrangements. Cost of training might be a more relevant issue.  

 

HEE report continued:  

 

• We must seek efficient use of the dental workforce:  

- eg; how would dental nurse triage work in practice – is it already happening and what is the impact?  

- There is a fear of overlap of skills in some scenarios.  

- A single GDC register with multiple levels could address this.  

 

BDA comment: We are not sure how, or why, this would help. Regulation is on the basis of 
qualifications based on the competencies achieved, and the titles that are aligned with this. No 
change to the GDC register is required on this point that would be helpful to this project.   
 

HEE report continued:  

 

- Young people live in a world of social media; we need to explore further how we can help them deal 

with the reality of negative (but constructive) feedback as well as allow them to use social medial to 

build their professional careers? This requires:  

• Resilience development: both in terms of addressing personal interaction with patients and digital 

resilience  

• Digital literacy: this would prepare the workforce to embrace, adopt and lead digital change  

• Cultural change is needed to enable and encourage change in practice. This must engage all  

aspects of the workforce, eg;  

- Minimally invasive work going to therapists. Simple restorative procedures are within the scope of 

Therapy practice but requires increased utilisation  
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- Formal recognition and accreditation for dental therapists  

- Clear pathways and expectations for dental therapy.  

- Remuneration and retention  

 

BDA comment: The section on therapists disregards that few practices have therapists, that not all 
therapists do – or want to – use their full scope or work under direct access arrangements. What 
does formal recognition and accreditation mean? They are fully registered dental care 
professionals. Remuneration and retention would depend on contractual arrangements and the 
business model – which we believe does not work to a large extent even in private practice, but 
certainly not in the NHS.  
 

HEE report continued:  

 

- Dental Nurse remuneration does not always reflect their skills following additional training. There 

exists an inequality for DCPs who wish to have a portfolio career eg; teaching / education. DCPs 

working with education providers are banded under Agenda For Change while dentists have a different 

pay scale.  

- Review the gender imbalance, which impacts on pay equality. There has been a fall in dentist  

remuneration, which directly reduces the whole team earnings. Female dentists commonly work part-

time due to family commitments and this influences income.  

 

BDA comment: The possibility of female dentists working part-time is not the main reason for the 
reduction in overall dental income – the contract and increased regulatory requirements are. We 
would also like to know if HEE has any data on this point or whether this is just an assumption?  
 

HEE report continued:  

 

- We must recognise specialist experience and ensure that assessment is consistent. However, if a 

practitioner possesses specialist skills then there has to be a mechanism to maintain these skills 

through effective commissioning and education  

Caution: Current models of specialist training are to expand existing skills but the system does not 

allow utilisation of those skills within the work environment. There it is important to identify (a) need 

(b) pathways (c) roles for a specialist dental workforce.  

 

BDA comment: We are not sure what is meant in this section. Clearly, specialist dentists can utilise 
their skills. In fact, dentists without specialist registration can undertake any work for which they 
have been trained and are competent.  
 

HEE report continued:  

 

- The future system should be designed to allow hygienists, therapists and CDTs access to specialist 

status.  

 

BDA comment: Given that, by definition, non-dentists have a limited scope of practice compared to 
dentists and indeed each other, we are not sure how a ‘specialist status’ could be achieved within 
their scope of practice. In a way, this is also why we are not supportive of a specialism in general 
dentistry – this is what they are trained to do.  
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HEE report continued:  

 

- We need a mechanism to help maintain specialist skills if no specialist roles are available  

 

BDA comment: a specialist is either a specialist or not. That means they are either on the specialist 
list or not.  A professional who has additional training is permitted to work within their competence. 
We are not sure what is meant by this point; the maintenance of skills for anybody would be due to 
either clinical experience or CPD.  
 

HEE report continued:  

 

- Newly qualified nurses lack a standard induction. Suggestion: The Care Standards Association 

certificate could be used as 8-9 of their standards are relevant  

 

BDA comment: Again, there is a lack of clarity of purpose for this point. Newly-qualified nurses on 
the whole continue in the practice where they have trained and therefore need no ‘induction’ to it. 
Any change to another practice would require a new induction to the new practice. Would this be 
an unnecessary administrative burden?  
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Annex 3  
 
BDA comments on the Economic Models Work Stream  

The Economic Models workstream did not provide a written report to the stakeholder meeting on the 

20 February, although it provided a summary report of findings to the work stream members which 

was not for circulation. In addition, there were some detailed data gathering exercises but these were 

subject to confidentiality clauses and a request by the BDA to see these was declined.  

We were impressed with the wide-ranging research undertaken by this work stream, the initial work 

stream outline was interesting and it is a shame that the data gathered was not published. We 

appreciate that the data gathering exercise was difficult and not complete, but an evidence-based 

report should ideally show the evidence used to come to its findings and recommendations.  

Our comments on the work stream findings based on the presentation given to the stakeholder 

meeting are below.  

- We believe that the initial approach to understanding the finances around the cost of dental 

training was interesting and has the potential to be useful to understand funding needs.  

- As the information that they were able to gather by the stakeholder meeting was incomplete, 

the work stream seems to have made some comments on average costs and requirements for 

streamlining that could be potentially very dangerous to existing provision. We would urge 

HEE not to take these recommendations forward without further in-depth consultation with 

those affected.  

- One of the questions raised – but not answered – was around the true size of the current 

workforce. As outlined earlier, we believe that this would be one of the most important points 

from which to start – evidencing current whole-time equivalents in all professions, work-life 

balance ideas, plans for retirement or non-clinical work etc. The BDA would be prepared to 

help with this work. 

- There seemed to be a message coming through that all training (and funding) is focused on big 

cities in general and London in particular, and whether training budgets should be given to 

other regions. This does of course need to be considered and shortages of professionals in 

rural areas addressed. It needs to be well-researched and ensured that infrastructure to 

accommodate increasing numbers of professionals and to provide relevant treatments exists. 

This might need extra funding rather than a redistribution. 

- There were recommendations around HEE’s need to investigate future commissioning 

arrangements to ensure future workforce needs; it wasn’t clear if this was in relation to 

commissioning training or commissioning NHS provision. 

- We are extremely concerned about any recommendations of redistributing budgets from 

dental foundation training to postgraduate training for DCPs. The funding for DFT for dentists 

was top-sliced from the dental budget some years ago. If DFT for dental therapists and 

hygienists is wanted, it must be funded from a separate budget, and DFT places for all dental 

graduates who wish to do it must be guaranteed.  
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Annex 4 
 

HEE document circulated on 21 March 2018 – Event Output Analysis 
 
Below please find our comments on the Output Analysis of the 20 February 2018 Stakeholder Event 
which was received only a few days before our submission of our own report to HEE, therefore we 
have decided to annotate it in a similar way as the report that went to that stakeholder meeting.  
We are particularly concerned of the notion that there was ‘widespread support’ for anything during 
the meeting. As there was no full questions and answers session, nobody actually knows from the 
themes that were raised whether they were supported or not, and so any recommendations being 
developed on the basis of this document should merit further checks with stakeholders as to the 
actual level of support for them.  
 
The HEE document says:  
 
 Advancing Dental Care – Second Stakeholder Event Outputs Analysis  
At the second Advancing Dental Care stakeholder event, on 20th February 2018, we heard a 
plurality of views which have been themed and incorporated into the review. The summary below 
sets out the “top themes” that we heard on the day, i.e. the most commonly expressed views. To 
note, for brevity, this summary does not include the parked comments that fell outside of the 
workstream themes. To assure the reader, all parked comments have been taken into consideration.  
 
BDA comment on this section: If there had been a question and answer session at the end of the 
event, stakeholder views of the comments below and any ‘parked’ comments might have been a bit 
more evident.  
 
The HEE document says: 
 
Dental Training Pathways  
 
Theme 1 – Developing the Dental Team  
 
The majority of feedback concerned the development and recognition of the whole dental team. 
Feedback divided broadly into five subcategories, ordered by frequency:  
 
1. Common training pathways  
2. Learning to work together  
3. Getting the skills mix right and moving towards a more balanced workforce  
4. Valuing and developing Dental Therapists (widespread support for DTFT)  
5. Dental Nurse development (support for the notion of a “blank page” for DNs).  
 
BDA comments on this section: While there is no doubt that these themes formed part of the 
discussion, we would say that the feedback in the working groups was not necessarily one of 
‘support’ for these themes. We have elaborated on our views in the main document we submitted, 
but just to say that ‘common training pathways’ or ‘moving towards a more balanced workforce’ 
does not represent what the views of the groups were on these issues – the suggestion that there is 
a need for a “more balanced workforce”, which isn’t even explained here but which we take to mean 
training more therapists and fewer dentists, is not widely supported as far as we can see. We do not 
know what the ‘notion of a “blank page” for DNs is meant to mean. Please also see our comments 
in the main text on DTFT.  
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Theme 2 – Flexibility  

 Attendees were widely supportive of flexible training pathways  
 There was a view that GDP as a specialty could provide greater flexibility for the workforce  
 Call to consider learner demographics and provide greater support for individuals  
 Some support for flexible funding to break down professional funding silos  

 
BDA comments on this section: Attendees were widely supportive of flexible training pathways 
post-registration – absolutely not for pre-registration training or any suggestion of common entry 
or modular training.  
 
HEE document continues: 
 
Theme 3 – Data and review processes  
There was much positive feedback on the review as a “genuine effort to sort out dentistry”.  
 
Other feedback:  

 Support for building training around service and patient needs  
 There was also support for standardising the length and structure of training  
 A number of attendees were supportive of extending the length of foundation training  
 Individual view that direction of travel in Scotland and Wales was also promising  
 Support for the reference to advances in technology  

 
BDA comments on this section: This reads as if we were at another meeting. There was practically 
no positive comment about the review other than about details such as support for more mentoring 
and better career options, which would be hard not to support. There was no detail about how this 
could be achieved without taking it away from somewhere else – which would probably result in 
much less ‘support’. It is absolutely not HEE’s role to ‘sort out dentistry’. To generalise the 
discussions in the manner in which they are here provides a completely inadequate picture of some 
of the good debates that were had in the groups. There is an absolute need to differentiate 
between what was said about pre-and post-registration training. Why is an ‘individual view’ noted 
and what does ‘promising’ mean and what direction of travel is meant?  
 
HEE document continues:  
 
Dental training Pathways – areas for further work  
 
Theme 1 – Evidence and contextualisation  
A high number of comments relate to building and expanding the evidence-base and framing the 
recommendations within a broader context.  
Theme 2 – Formalising training structure / career framework  
Another prominent theme is the need for a clear, consistent and feasible training pathway / career 
framework.  
Theme 3 – Formalising a supportive culture  
A high number of comments relate to introducing more formal roles and structures for supporting 
individuals’ training and development.  
 
BDA comments on this section: We have no particular concerns about these but of course there is 
no detail here.  
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HEE document continues: 
Other themes:  

 The content and location of undergraduate training – keeping it sufficiently relevant and diverse 
to produce competent versatile clinicians at the Point of Registration  

 Valuing oral & maxillofacial surgery (OMFS is more important than implied)  
 Small number of comments that more dental therapists are “not the answer” and undergraduate 

dental therapy should not be mixed with dentistry  
 Some alternative solutions, such as a sandwich year and DFT in year five  
 Issues around resource and capacity new training pathways  
 Issue of job opportunities for dental therapists  
 Legal and contractual barriers.  

 
BDA comments on this section : Again, little to comment here as this is all pretty general and will 
only be relevant in the context of the formal report and any potential recommendations.  
 
HEE document continues: 
Post-foundation Training & Development  
Theme 1 – Flexibility  

 There was particular support for providing more flexibility for individuals to progress at their own 
rate, including portfolio, less than full time training/part time and step-on / step-off options  

 Flexibility across the professions was also supported, with cross-professional thinking and common 
training pathways to be encouraged  

 There was also support for less centralisation, in favour of a more mixed, hub and spoke training 
model – perhaps technology enabled. This could apply both across both locations and programmes  
 
BDA comments on this section: There were limits stated to the second bullet point and we are not 
quite clear about the meaning or the context of the third one.  
 
HEE document continues: 
Theme 2 – Early Careers Support  

 There was a call for more support and mentorship in the early years, acknowledging the 
inexperience of new registrants and the need to prepare trainees for the “reality” of dentistry, 
including litigation and the need for resilience  

 There was widespread support for two-year foundation training  
 There was call for more early years support for DCPs  

 
BDA comments on this section: In our own report we have in principle supported more support and 
mentorship in early years post-registration, as well as two-year foundation training in the model of 
GPT. We would not have gone as far as saying there was widespread support for it as the 
limitations were not discussed, and there was no means to gauge how widespread support for this 
or any other suggestion was because there was no final discussion with the project team.  
 
HEE document continues:  
Theme 3 – Needs-based approach for training commissioning and design  

 Support for a population needs approach, matching provision to deprivation and geographical 
health needs  

 There was widespread support for HEE’s recognition of gaps, particularly the anomalies in DCT 
placement distribution, both geographical and specialty  

 There was support changing our approach to commissioning – empowering dental staff in 
commissioning groups and better defining NHS dentistry (i.e. what we pay for)  
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BDA comments on this section: Again, widespread support could not be gauged for any of the 
ideas at this meeting, and we are very concerned that this is presented as such. We would agree 
that DCT place distribution as suggested was certainly discussed across various work streams and 
deemed worthy of consideration for change. However, as all discussions were based on guesswork 
as the data is not currently complete, these cannot be used as firm recommendations.  
 
HEE document continues:  
Other feedback  

 Strong support for providing more academic skills and opportunities – including non-clinical 
academia.  

 Compliments on the review process, building the evidence base and consulting young dentists 
and DCPs  

 Support for General Practice as a specialty  
 
BDA comments on this section : We would maintain that across the breakout groups, while there 
were some positive comments about the review process, these must be seen in the light of the first 
question in all working groups being ‘What was positive about this review process?’. In the groups in 
which we were present, there were serious concerns raised on the level of consultation with both 
young dentists and DCPs. There is no doubt that there were significantly more young dentists at the 
February event than at the September event. We wonder whether an attendance list might be 
made available so that stakeholders could gauge the level of representation.  
 
The support for ‘general practice as a specialty’ must again be seen as being developed on the basis 
of not much information of what that would actually entail, how it would be arranged, paid for, and 
regulated. We believe there are a number of assumptions out there from those who might have 
given support to this idea, assumptions that might not be fulfilled. But sadly, there is no concrete 
information provided on what the outline would be. At the moment, we are not supportive because 
there is no detail provided – just a term.  
 
We have supported the provision of more academic skills and opportunities.  
 
HEE document continues:  
 
Post-Foundation Training – areas for further work  
Theme 1 – Data and understanding the workforce  
A significant proportion of comments related to obtaining further data and better understanding 
the workforce before reaching any decision.  
Theme 2 – Economic data  
There was a call for greater transparency and understanding of activity and associated expenditure. 
The issue of current funding discrepancies was also raised – some specialties are self-funding; 
affordability of mentoring; how to fund training for enhanced skills; costs of supporting non-UK 
graduates.  
Theme 3 – Confidence of young dentists  
A consistent theme was the anxiety experienced by foundation trainees / young dentists regarding 
independent practice, and how to address this concern:  
 
BDA comments on this section: We would agree with the above.  
 
HEE document continues 
Other feedback  

 Call for further consideration of academic training, and value for research  
 Current issue of inequitable access to DCT and Specialty training  
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 Various barriers to DCT and specialty training reform, including workforce capacity and mobility  
 The unintended consequences of reducing DCT maxillofacial surgery posts  
 Call for more thought on inter-professional learning and skills mix, including the current 

registered workforce  
 The need for changes within public perception  
 Professional aspirations drifting away from the NHS, e.g. cosmetic dentistry  
 Issue that increased dental therapist cohort in early 2000s did not result in greater integration 

within NHS practices  
 Call for closer liaison with devolved administrations  
 Mixed views on the concept of GDP as a specialty  

 
BDA comment on this section: we would agree with the above.  
 
 
HEE document continues 
 
Scope of Practice  
Theme 1 – Review Process  
Stakeholders welcomed the attention given to the under-utilisation of Scope of Practice within the 
review, particularly amongst DCPs. It was felt that the issue must be addressed to meet the 
changing need of the population. Attendees were also pleased that HEE recognised that one size 
would not fit all.  
Theme 2 – Multidisciplinary team working  
Another theme that drew positive commentary was the utilisation of the whole dental team and 
practitioners working together.  
Theme 3 – Inter-professional learning  
There was support for one stop shops; learning from other professions at the undergraduate level; 
with shared modules and shared standards.  
 
BDA comments on the above section: We would agree with most of this; these were discussed and 
debated as the main areas of this review in any case. We don’t really know what is meant by ‘one 
size would not fit all’ in that context, the sentence seems irrelevant without further information.  
 
HEE document continues 
Other themes  

 Learning from the medical model – many of the themes mirror those in the Shape of Training and 
exemplars exist  

 Support for more integrated technology – training and record sharing  
 Resilience and mentorship at undergraduate level  
 Greater focus on general health issues and prevention - foundation for One Stop Shops  
 Pleased we intend to invest in people, defining roles and creating greater flexibility  
 Directed leadership training  

 
BDA comments on the above: We would agree with most of this and have elaborated earlier in our 
document about some of these points (although ‘defining roles’ and ‘creating greater flexibility’ 
seem to be mutually exclusive).  
 
We would guard against driving to alignment with medicine. So many mistakes have already been 
made by NHSE, PCSE and HEE making assumptions that the two are so similar that ideas translate 
easily across. We are very concerned that a number of people leading on issues in this review have 
no experience of current general dental practice and are therefore misunderstanding or 
misinterpreting the very real problems the current contract has caused.  
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HEE document continues:  
Scope of Practice – areas for further work  
 
Theme 1 – Review Process  
There was a suggestion of widening the review’s parameters, reaching out to other healthcare 
professions; extending the DCP focus beyond dental hygiene and therapy; and considering other 
areas of practice, such as cosmetic dentistry. Attendees asked for recognition of what is currently 
happening in practice.  
Theme 2 – Quality of evidence  
Attendees recommended that we reference a wider evidence base, including the NICE guidelines on 
oral health. There was a call to establish a more robust evidence-base on the benefits of some of the 
proposals  
Theme 3 – Making better use of the current Scope of Practice  
There was a call for greater clarity as to what ‘scope’ is, including better understanding of the current 
SOP, which serves its purpose but is under-utilised. There was a call for guidance on how to delegate 
and utilise different roles. This must be realistic and unambiguous. There was a feeling that there 
should be greater autonomy and bottom-up empowerment for DCPs. It was recognised that this 
would require a major culture change, and communications for patients would be essential  
 
BDA comments on the above: As we do not see many positive aspects within the way this review 
has been conducted from the start, we would not be particularly supportive of widening its 
parameters. HEE is already touching on several issues that are not within its scope, and consultation 
with those whose scope it is has been comparatively poor as far as we can see (dental schools, 
academics, GDC). 
 
HEE document continues: 
 
Short-term Adjustments: Positive Feedback  
 
Theme 1 – Whole-team approach to training  
Attendees favoured a team approach to training, that encourages multi-professional ways of 
working. In particular, it was felt that the dentist should be trained to lead the team and delegate 
safely and appropriately. Attendees were pleased that HEE had acknowledged diversity amongst 
DCPs, and felt that we should promote and signpost this to patients.  
Theme 2 – The review process  
There was general acknowledgement of the need for adjustments, and gratitude that HEE has been 
open about what we would like to achieve. A number of attendees were pleased with the focus on 
retention. Participants noted that much of what we discussed was already taking place and could be 
upscaled.  
Theme 3 – Building a supportive culture  
There was call for better early-careers support, with mentorship – including peer review or network – 
being a popular approach. There was also widespread support for coaching and resilience training.  
 
BDA comments on the above: We would generally agree with the comments on theme 1 and 3; as 
said earlier, we find it hard to believe that there was either general acknowledgment of the need for 
adjustments (if there was, it was so general that it should not be mentioned as a specific point) – 
and we do not think at all that HEE has been open about what it wanted to achieve – it clearly has 
not; indeed, it has been stated repeatedly that there were no preconceived outcomes.  
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HEE document continued:   
Other feedback  

 Some support for more community placements and for increasing training in rural locations  
 Support for the focus on technology and apps, and a suggestion that we establish a network to 

encourage adoption of new technologies. Perhaps a “young” registrant group?  
 Support for leadership and management training – especially how to manage a practice  

 
BDA comments on this section : We have no specific issue with the above; we would probably 
advise against using ‘ageist’ language though.  
 
HEE document continues:  
Short-term adjustments – areas for further work  
 
Theme 1 – Process  
There was concern regarding the timeline, with attendees querying whether three years was too 
short and whether short-term adjustments could have an unintended impact on long-term reform. 
Attendees felt that communications could be improved and that, if linking with wider healthcare 
reform, the BMA and GMC should also be consulted.  
Theme 2 – Gathering quality data and developing our understanding  
Attendees emphasised that better data is required, and that we must improve data flows across the 
system. A number of solutions were put forward.  
Theme: Raising public awareness  
There should be concerted efforts to educate the public on the dental team, and on new 
technologies. Healthcare professionals have a role to play in this.  
 
BDA comments on the above section: We would agree with all of this.  
 
HEE document continues:  
Other Themes  

 Bridging gaps via Level 2 Training and upskilling the non-specialist  
 Enhancing early-career training and support  
 A number of alternative short-term adjustments were put forward  
 Call for more thought on joining up healthcare services  
 Funding, capacity and quality concerns  
 Call for realism regarding the true cost and effectiveness of upgrading technology  
 Job availability for dental hygienists and therapists  
 Lack of opportunities to work as a team in undergraduate education  
 Culture as a major barrier to change  

 
BDA comments on the above: We would agree with most of this, but there is too little detail on 
some of these points for them to be actually meaningful.   
 

 

 

 


