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GUEST EDITORIAL

It's time to be seen and heard

GUEST EDITORIAL

According to Andy Warhol, everyone in the
future will be famous for 15 minutes. With the
newWHO Oral Health Resolution, it seems
that the time has come for dental hygienists
and dental therapists to come on stage and
let all policymakers, health care managers and
patients know what value we can bring to
our communities, by fostering oral health and
promoting behavioural changes that lead to
healthier lifestyles.

The recent WHO Oral Health Resolution,
followed this year by Draft Global Oral Health
Action Plan, recognises the global burden of
oral diseases and sets six strategic objectives for
implementation of the resolution on oral health
and the global strategy on oral health. These six
strategic objectives are related to: oral health
governance; oral health promotion and oral
disease prevention; the health workforce; health
care; oral health information systems; and oral
health research agendas. In my opinion, three
of the proposed six strategic goals are of high
importance to our profession. These are the goals
which relate to: the importance of oral health
promotion and oral disease prevention; the
development of innovative workforce models and
the revision and expansion of competency-based
education to respond to the population's oral
health needs; and, finally, context and needs-
specific research that is focused on the public
health aspects of oral health.

In this context, the need for harmonising the
dental hygiene profession within the European
Economic Area (EEA) and the European Union
(EU) becomes even more relevant. At present,
there are differences between countries in the
education, competencies, employment and the
need for continuing education within dental
hygiene and therapy, which lead to difficulties not
only for trained dental hygienists and therapists,
when they wish to work in another EU/EEA
country other than their own, but also concerns
regarding the quality of clinical treatment and/or
patients’ safety in different countries.

There are several issues concerning the
harmonisation of the dental hygiene profession
in the EU/EEA. It is necessary to define what
role dental hygienists are playing within the
oral/general health systems and it should lead

to harmonising the scope of dental hygienists’
practice in all EU and EEA countries

Harmonisation of our profession should not
only include the definition of the core content
of our work but also the implementation of the
Common Education Curriculum of European
Dental Hygienists within training programmes.
The free movement and automatic recognition
of the profession of dental hygiene in the EU/
EEA would help us to focus on the importance
of developing a programme for the recognition
of quality and for quality assurance of dental
hygienist and therapist training.

The inclusion of dental hygiene and dental
therapy in the list of medical specialities
recognized by the EU would be a big step toward
confirmation of the importance of regulating not
only dentists but also preventive care specialists
such as dental hygienists and dental therapists.
Furthermore, dental hygienists and dental
therapists should be able to take the opportunity
and responsibility for participating in continuous
education in related fields and in continuous
professional development.

Last, but not least, United Nations Sustainable
Development goals make us rethink the value
of prevention and its impact on saving our
planet. Prevention is the most sustainable
approach in oral healthcare, so it is necessary
to put more emphasis on what value dental
hygienists and dental therapists could bring to
their communities, to health care systems and the
wellbeing of many people in our societies.

I believe it is the right time to emphasise the
need for harmonisation and recognition of the
dental hygiene and therapy profession to the
European Commission, which “makes the rules”
for the EU and EEA and to provide sustainable
and affordable prevention of oral diseases,
delivered to patients by high quality and safe
clinicians.

Gitana Rederiene MSc RDH
President of European Dental
Hygienists Federation

www.edhf.eu
grederiene@gmail.com



Autumn is my favourite time of the year and
the change in the weather means that it’s
conference season! I look forward to seeing
you in Manchester.

Additionally, for me personally, this is also an opportunity to
complete my ‘to do list’ before the end of the year, ready to
start a new year with new or continuing plans. As my two-year
tenure as president comes to an end later this month, it is also
a time to reflect.

The pandemic
In November 2020, the UK was in a second Covid-19
pandemic lockdown and for the first time the AGM was held
online, where Julie Deverick handed over the presidential
chain of office to me. A week later, the Society held the first
(and I hope only) virtual OHC.

A year later, despite numerous challenges, we were all so
excited to once again host the OHC 2021, in Glasgow. It was
absolutely one of the many highlights of my presidency.

The Covid-19 pandemic has created change, both good and
bad. Professional organisations always have and always will
work in the best interests of their members. However, there
has been a notable shift over the past two years towards more
engagement and collaboration amongst the representative
professional organisations. BSDHT continues to engage, and
when appropriate collaborate, with organisations such as
the British Association of Dental Therapists, British Dental
Association, College of General Dentistry, British Association
of Dental Nurses, and the Society of British Dental Nurses, to
name a few.

Representing our members
BSDHT has supported members through all stages of the
pandemic: from the initial lockdowns, returning to work,
vaccinations and now as we navigate this recovery phase.

We have submitted responses to numerous public and
professional consultations, including:

• The Public Consultation on the Proposal for the
supply and administration of medicines under
exemptions by dental hygienists and dental therapists
across the United Kingdom

• Changes to the General Dental Council and the
Nursing and Midwifery Council’s international
registration legislation.

Two groups of members volunteered to complete
NICE Guidance updates on Tobacco: preventing uptake,

promoting quitting, and treating dependence (update) in 2021
and more recently Type 2 diabetes in adults: management -
periodontal disease.

BSDHT has representation within NHS England on the work
being carried out relating to the NHS Dental Contract changes.

The British Society of Periodontology invited members of
BSDHT to join their working groups on their current project
adopting the EFP S3 Stage IV Perio Treatment Guidelines.

BSDHT commissioned its first research paper in 2020: Harris
M, Eaton KA. A survey to establish the extent of dental nurse
support for dental hygienists who are members of the
British Society of Dental Hygiene and Therapy. Annual Dental
Journal of Dental Health. 2021;10:5-10. This body of work has
subsequently been shared with the GDC and BDA, at their
request, as supportive evidence for the need for change.

The BSDHT Strategic Plan, has been revised and updated by
the Executive team this summer to provide a clear vision for
the Society going forward in the next two years.

FROM THE

PRESIDENT
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Diane Rochford

Working and advisory groups
The Society now has several working and advisory groups in
place. Both the Diversity, Inclusion and Belonging Advisory
Group (DIB) and the Education Group continue their good work.
Earlier this year the second cohort of Ambassadors began their
two-year term, promoting the Society far and wide.

The Coaching & Mentoring Programme was launched last
November. I do hope that this programme will continue to
grow and flourish as more members see the value in coaching
and mentoring and take advantage of this additional member
benefit.

The Mental Health Wellness Advisory Group has established
itself over the past year following the publication and promotion
of the Mental Health Wellness in Dentistry Framework
document.

BSDHT now has a student representative in each of the 20
dental hygiene / dental therapy programmes throughout the
UK. We to aim encourage students to understand the value of
being a member of a professional organisation for the duration
of their professional career.

I would like to take the opportunity to thank everyone who
volunteers their time, skills, and knowledge to the continued
success of the working and advisory groups.

Research and Ethics
As a Society it is important that we grow our body of knowledge
and evidence available to members and the wider profession
to influence positive change. This month, the BSDHT Ethics
Committee and the re-established Research Group, will launch.
The aim is to encourage members who have an interest in
research to learn or enhance and develop their skills. The Ethics
Committee will provide ethics approval for BSDHT led research.

To be continued…
As Miranda Steeples takes on her new role as president, she will,
as I did, continue the conversation about dental nurse chairside
support being the norm not the exception for all clinicians. The
exemptions project also continues and there is hope that the
issue of UK registration for overseas dentists will conclude by the
end of the year.

Thank you
It is impossible to name everyone I have had the pleasure to
meet and work with over the past four years.

I would however like to thank for their support and dedication
to the Society the administration team - Sharon Broom, Selina
Vegad, Tracey Tapp and Louisa Porter - who oversee the day to
day running of the Society and without whom we would all be
lost.

Thank you to all on the Executive and Council, past and present.
It has been an honour to work with you all.

Thank you to all the regional group teams who do a wonderful
job arranging their study days, despite the many challenges
they have faced since early 2020.

I would also like to thank, my family and friends and all the
practice team - Linda Greenwall, Rosanna Lynch, Sophie Clarke
- for their patience and understanding. They have all shared this
four-year adventure with me.

I know that BSDHT will be in safe hands with Miranda and her
new team and I’m looking forward to seeing what they achieve
over the next two years.
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BSDHT Council would like to invite any interested
BSDHT members to apply for the role of council observer.

It has been agreed that the work of the BSDHT Council
would be more transparent to members if meetings

were open to invited observers.

A number of members of the Society may attend full Council
meetings purely as observers. Applicants will be accepted

on a first come basis and no expenses will be paid.

Council will meet onThursday 26th January 2023

To register your interest please email enquiries@bsdht.org.uk

INVITATION TO
BECOME BSDHT
COUNCIL OBSERVERS
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BSDHT ON TOUR –
DUBLIN 2022

During a hot sunny week last August, dental
hygienists and dental therapists from all over
the world travelled to Ireland. Representatives
from each of the member nations spent
the first few days in the picturesque coastal
town of Malahide, at the House of Delegates
meetings for the International Federation of
Dental Hygiene (IFDH).

The IFDH represents around 91,000 dental hygienists

worldwide, from 35 different countries, and is the umbrella
organisation for all dental hygienist organisations. In addition,
individual membership is offered in countries where one might
be a dental hygienist but have no national organisation to offer
support and guidance.

IFDH House of Delegates
We joined a welcoming room of equals, where we all had
a voice, and were encouraged to speak on behalf of our
members. Ideas were shared, and the challenges we each face,
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in our own countries, were discussed. There was lots of support
for each of the member nations and especially for the fledgling
organisations among us. It became clear that we are all
travelling on the same path and while some are further ahead
with regards to the development of the professions in their
country, others are having the same battles that have already
been fought. It very much felt like organisational mentoring
where those with more experience were able to share
guidance with those who are not so far along the pathway.

The IFDH House of Delegates meeting took a similar format
to our own Council meetings and AGM, with reports being
delivered from the executive director, the president, the
treasurer and each country detailing their activities over the
three years since the previous meeting, in Brisbane, 2019. New
board members were elected for the positions of president
elect, vice president and secretary, while the treasurer was re-
elected for another term.

The second day began with a motivational session delivered
by one of the delegates from the USA. Kelli Swanson-Jaecks
invited us to consider how we could help grow the IFDH and
manage our workloads alongside our other obligations. We
then enjoyed a lecture on sustainability in dentistry delivered

by Nicolas Martin. Nicolas explained how dental hygienists
and dental therapists are ideally placed to aid patients with
preventive oral health care, which is the most environmentally
sustainable way to work. If patients can reduce travel to the
dental practice, this will also reduce materials that need to be
used, and waste generated, alongside the carbon footprint
associated with travel to and from the dental practice.

To conclude the formal meetings, we selected which working
group we wanted to join for the next two years and met our
colleagues to plan our first meeting. These working groups
have different allocated tasks that will help grow the IFDH and
support its members in their professional development.

International Symposium on Dental
Hygiene 2022
We spent the second part of the week in the vibrant city of
Dublin. Almost 800 delegates (121 from the UK – thank you
for joining us!) came together in the Convention Centre for a
fantastic flag ceremony to open the Symposium which kicked
off three days of inspirational lectures delivered by speakers
from around the world.
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Following the opening ceremony, delegates enjoyed the
keynote address by Paul Brocklehurst who discussed how
dental hygienists and dental therapists were perfectly placed
to face the future dental public health challenges ahead of us.
The first afternoon saw the return of the Global Oral Health
Summit hosted by Richard Watt, which explored the role of
the dental hygienist in promoting oral health policy change.
The IFDH had worked alongside the WHO in developing the
‘global oral health strategy’. The exhibition hall was buzzing
with various trade stands, and there was a large area where the
scientific posters were on display where the authors presented
their work in the breaks.

The second day of the Symposium continued with same
momentum of energy with multiple lecture streams held in
various rooms. Speakers delivered on various topics relevant
to dental hygiene, and sessions ranged from a short and
snappy 15 minutes to one hour in depth lectures. A stand
out session involved three speakers presenting on different
complementary topics; oral care for the cancer patient,
improving clinical practice for breast cancer survivors, and oral

health considerations for the menopausal woman. This session
had the room howling with laughter, moved to tears, and by
the end of the session there was standing room only. The
speakers were cheered as the session closed!

The final day was no less enjoyable with invited speakers still
drawing in the crowds. At the closing ceremony the incoming
president, Wanda Fedora, from Canada, was introduced. The
prizes were awarded for the poster competition and the UK
was well represented by Sarah Murray and Rachael England
– well done ladies! The Irish Dental Hygienist Association did
themselves proud in their 35th year as hosts of this wonderful
event and it was exciting to watch the video presented by the
delegation from Korea that showcased the next ISDH in 2024.

We were honoured to have been invited to attend and
represent the UK’s dental hygienists on behalf of BSDHT, and
all this was made possible thanks to the generous support of
Colgate.
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DHCONTACT ONLINE
IS UPDATED REGULARLY?
Dip in and out whenever suits you to pick and choose what interests you.
With hyperlinks to further your reading there is sure to be something of
interest for every member. Visit the website today!

bsdht.org.uk/dhcontact

DID YOU KNOW...
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During the Covid pandemic there was
a complete change in normal working
practices, placing enormous pressure on an
NHS already stretched to breaking limits.
As a dentist in general practice, I found it
extremely difficult relying on telephone
consultations, where desperate patients had
already tried all available measures to control
their severe pain - to no avail. I provided a
listening ear, gave advice - most of which
they had heard before - and sympathy but I
could not “cure” their pain.

Appointments were limited because our dental practice is a
Grade 2 listed building, with a small waiting area and narrow
corridors. To ensure safety of patients and staff, we limited the
number of people in the building at any one time therefore,
clinical time with patients was reduced. We also limited
aerosol generating procedures to specific periods when
cleaning protocols could be carried out effectively.

These protocols took a toll on my wellbeing. Used to meeting
people face-to-face and providing care for them, I now often
spoke to patients who were at the limit of their tolerance –
stressed, sleep deprived and angry.

My experience
After one particularly challenging day, I passed the Dentaid
mobile unit on my way home. I had been aware of the
charity since its inception and the work it does overseas in
countries where dentistry is a luxury that most cannot afford.
I had often thought of joining one of their volunteering
experiences, but family commitments made it difficult for me
to be away from home. I realised that these trips would not
happen during the pandemic when international travel was
banned.

On the website I found Dentaid was also running mobile
dental units for those experiencing homelessness - a service
that was very much needed and could operate during the
pandemic. I made contact to see how I could help locally.
As I work part-time in a mostly NHS practice and also at the

by MARY
GREEN

emergency dental service run by Sussex Community Trust, I
knew I could commit to help occasionally.

Treatment provided by Dentaid for those experiencing
homelessness is free, providing a much-needed lifeline that
can make a real difference to a person’s wellbeing and helps
them to turn their life around. Very often there are underlying
mental health issues: drug and alcohol dependency and
post-traumatic stress disorder, which are certainly not helped
by severe toothache. Who would not try to numb the pain?
These people have no easy access to pain relief treatment,
adding to their other problems caused by - or because of -
their homelessness.

So rewarding
I offered my services and got involved. The gratitude I
received from patients and from the charity afterwards was
unexpected and most rewarding. It made a real difference to
how I felt about the experience.

A DENTIST’S
PERSONAL
EXPERIENCE OF
VOLUNTEERING WITH
DENTAID IN THE UK
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I choose which days to volunteer, and where. Often patients
want to talk about how they ended up experiencing
homelessness and what they hope to do in the future. This
generally happens whilst waiting for the local anaesthetic
to work, building a rapport prior to treatment, which may
involve an extraction. There are usually the same fears and
concerns regarding dental treatment as for us all.

One gentleman I treated was an ex-soldier living with an
army colleague who had split up from his wife. His friend
wanted to try to make his marriage work and so asked
him to leave. He then ended up homeless. His former
sergeant-major found him a winter bed but that ceased
once the weather warmed up. He then went to a hostel,
which he found very challenging due to the behaviour of
other residents: frequent fights and shouting during the
night - often fuelled by drug and alcohol intake – of which
sometimes he had also partaken. His only friend was his
large dog who he refused to give up. Denied access to most
properties because of the animal, he said she had helped
him through his worst nightmares and, as she was now
getting old, he would not abandon her. I could see why
he was experiencing homelessness and understood why
the challenges of providing accommodation had proved
impossible so far.

Dentaid recently started a new initiative teaming up with
Macmillan to provide dental care for patients undergoing
head and neck cancer treatment. These patients, like the
general population, have found it difficult to access NHS
dental care. They need full mouth assessment prior to
undergoing cancer treatments that can involve radical
surgery, chemotherapy and radiotherapy. Radiotherapy
causes significant damage to the blood supply and salivary
tissues of the mouth; therefore, removal of all compromised
teeth needs to be planned prior to treatment. Due to
reduced salivary flow, aftercare may increase caries rates,
resulting in healthy teeth also becoming compromised.
Removal of these teeth after extensive radiotherapy can
result in delayed healing and osteonecrosis.

We see these patients occasionally in general practice but
what happens to those who cannot access NHS dentistry?
Many have lost livelihoods due to the nature of the cancer
treatment. Whilst volunteering with this new Dentaid
initiative, I treated a lady who had undergone extensive
radiotherapy ten years ago, lost the use of one vocal chord
and found it tiring to talk all day, which her job required. She
suffered from limited opening, a very dry mouth and used an
artificial saliva spray to combat this. Her diet was limited to
thickened drinks and yogurt. She avoided sugary foods but
unfortunately the spray was very acidic, resulting in removal
of most of the palatal surfaces of her remaining teeth to the
point where they were unrestorable. This led to her taking
early retirement. Nonetheless, she was happy to be alive
despite all the challenges life had dealt her.

Dentaid commenced with one mobile unit and will shortly
take delivery of their sixth - three donated by the dental
industry whilst two were purchased through fundraising,
and one will be a legacy to a loved one. The need for these
units goes without saying but they rely on volunteer staff to
operate them.

Recently, a school in Yorkshire contacted Dentaid. They had
students who were missing lessons because of poor dental
health. The charity quickly set up a unit in the school grounds
and treated the children with severe pain and infection. Oral
health advice was provided at the same time to hopefully
avoid future problems. Children lost enough time from their
education through Covid without the added challenges of
bad teeth and lack of capacity in NHS dentistry.

Could you help Dentaid?
Overall, I find volunteering with Dentaid extremely rewarding.
I previously made donations to cancer, as well as dental
and homeless, charities and will continue to fundraise. This
experience gives me a new perspective and I utilise the
training and skills acquired over many years. I enjoy the face-
to-face contact with people and it gives me a huge boost
to help where I can. There are not the same pressures as in
general practice. I am treated with respect by patients who
are always charming, extremely grateful and never rude or
aggressive.

Sadly, although many dental professionals working within the
NHS do so from a sense of caring and not for the money, the
general public do not see this. Angry at the lack of services,
they do not appreciate it is not our fault. When practices
advise patients that they cannot be seen as an NHS patient,
but can be seen privately, patients do not understand there is
not the funding or capacity for them. NHS dentistry has been
broken for many years. The pandemic has brought these
failings to a head.

Volunteering with Dentaid helps the vulnerable and hard
to reach in society who otherwise would have no voice and
would suffer.

https://www.dentaid.org/volunteer-with-us/volunteer-uk/

Author: After qualification Mary worked in a mixed family
practice in Chichester for over 35 years. She now practices
two days a week in another local practice. Mary is currently an
Elected member on the English Country Council of the BDA
and a non-executive board member of DG Mutual.

Email:megbda@hotmail.co.uk
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by VICTORIA
WILSON

Dental therapist Victoria Wilson attended the
International Symposium on Dental Hygiene
(ISDH) in Dublin last August. Here she shares
her highlights.

I was first involved with ISDH when I was president of the
Emirates Dental Hygienist Club in Dubai, and later as part of the
communication and public relations committee, both of which
have given me numerous opportunities to connect with many
members from so many different countries over the years.
It was truly amazing to reconnect with thought provoking
colleagues from all over the world, especially following the
pandemic.

In 2017 I was also privileged to attend the IFDH’s Social
Responsibility Conference in Florence which was the first
conference on such a topic, specifically tailored for dental
hygienists, and inspirational for me and my career path.
Attending events like this, and the latest ISDH Symposium,
really offers unique invigorating environments that have huge
value for dental professionals. You can learn what others are
involved in, who they are working with, and tap into further
opportunities for collaboration globally.

One exciting part of this symposium was a lecture entitled
‘Global Oral Health Summit Inv-04: The role of dental hygienists
in promoting oral health policy change’ that put a lot of
emphasis on what we are doing now, what the future will bring
about, and highlighted the need to work more within the oral
health promotion sphere.

For me, the particular highlight of the event was listening to
Professor Richard G Watt’s lecture at the Oral Health Summit;
one of the authors of the series of articles on oral health
published in The Lancet in 2019 called ‘Oral Diseases, a global
public health challenge’ and ‘Ending the neglect of global oral
health: time for radical action’. These papers acted as one of
the pillars of the WHO Global Oral Health Agenda and Global
Strategies on Oral Health, especially the strategies that apply to
dental hygienists.

Dental Officer for the WHO Oral Health Programme Dr. Benoit
Varenne and Chair of the European Platform for Better Oral
Health in Europe, Prof. Georgios Tsakos both contributed
to Prof. Watt’s talk and also shared insightful content. The
takeaway message was that dental hygienists have an
important role to support oral health policy development
at local, national and international levels, and to me, this
truly reinstated and reignited the importance of us working

INTERNATIONAL
SYMPOSIUM ON
DENTAL HYGIENE
(ISDH)

innovatively and collaboratively, which we are already doing
in some shape and form. This has since been published in the
action plan for change.

Senior Researcher for Philips, Michelle Starke presented her
research which demonstrated the critical role of oral health
during pregnancy and the economic impact of low birth rate.
The approach makes a lot of sense. We absolutely need to be
showcasing the impact oral disease has economically to be
able to influence policy makers to make the right decisions.
What was also highlighted was the crucial need for both
undergraduates and postgraduates to be educated on policies
to be able to actively influence change.

If we can monitor and bring about habit forming change by
working out what is working and what is not for patients, then
we are surely in a much better place to influence a positive
change in their behaviour. For me, the Philips Sonicare brushes
and associated app really tie into that.

It was reassuring to see that a lot of content at ISDH aligned
with my current work of developing resources to support the
wellbeing of dental professionals, and working with dental
colleagues on developing innovations in oral health promotion
through the Smile Revolution Growth Hub. The event has
prompted me to look into the differentiation between
emotional empathy and cognitive empathy. We are naturally
very empathetic as a profession but we need to be training our
cognitive empathy to support patients and limit the negative
impact on our wellbeing.

Email: infovictoriawilson@gmail.comEmail: infovictoriawilson@gmail.com
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ORAL HEALTH
AROUND THE
WORLD
NOSTALGIC NICARAGUA

Nicaragua is magical but almost a ‘Bermuda
Triangle’ country in Central America: people
often visit for surfing, backpacking or
volunteering through impactful life-changing
programmes. However, many that visit often
become deeply lost within themselves,
affected by the visible poverty and corruption
alongside the majestic purity of the land, and
choose to stay.

That is what happened to me. In early 2021 I felt I needed
a change and somehow felt an intuitive calling to venture
into the unknown, to journey and serve others utilising my
passion for prevention to help my fellow human beings
who do not have access to care.

In May 2021 I left the UK on a month’s volunteer trip to
Nicaragua for Maysea, an organisation that supports
people living in rural communities. Maysea had never had
a dental professional join them before on their missions,
yet they remained open to the care I offered and allowed
me to create and hold the first oral health prevention
clinics within two jungle communities in the south of
Nicaragua.

I had no idea what, or how, I was going to do this and
even though I made what I thought was a perfectly
organised plan, when I arrived and met the people in their
communities, immersing myself in this polar opposite
world, I quickly realised that I was way out of my depth!
The plan I had designed from my ‘, privileged viewpoint’
was never going to work.

Letting go
My first lesson learnt was: don’t plan! It soon became
evident that nothing goes to plan in Nicaragua. To
support the Nicaragüense people and make a positive
change, I would have to live, eat and sleep like a
Nicaraguan. I had to feel their suffering and despair and
let go of as much of my western self as possible.

I will be doing the people of Nicaragua an injustice if I
share with you only their oral health status, because if you
ever consider doing volunteer work abroad, in a third-
world country, you will learn everything goes way beyond

oral health needs. You will experience
moments where your soul will scream, you
will shed so many tears and the current
version of you will die. You are likely to mourn
yourself when you realise that what you have
witnessed and experienced is now a part of
you: you cannot erase what you now know and
neither can you be the same person as before
those encounters. You will question how much
of an impact oral health prevention is really going
to make to these people. Families are at the brink
of desperation. Children do not attend school; they
have to share one meal a day with their five to eight
siblings and some live within a trash site and search
for scraps and objects to sell, just so they can eat. Oral
health is at the bottom of the priority list because people
are just trying to survive.

So many questions…
How could I educate about prevention of dental disease
in a country that lacks education, access, resources…?
How would I feel if the only little pleasure in my life was
the sugar I added to the very little food and drink I had?
The fizzy drinks are cheaper than buying water and then a
‘Gringa’ comes to inform me that my children should not
have that, or at least, should have it at certain times of the
day to prevent potential tooth disease!

How could I educate people and attempt
to restrict and ‘deprive’ them of yet
another entity in their life when they
already have so many limitations
and restrictions on almost
everything we take for
granted?

16 FEATURE BSDHT.ORG.UK

by THEODORA
LITTLE
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The beautiful people of Nicaragua taught me that it is never only
about oral health and what we do as dental professionals is (should)
never only about looking into our tool box containing what we have
learnt during our studies and clinical practice. We need to really
learn what we can about human beings: the mind, the environment,
the culture and a variety of other factors in this complex world of
different worlds.

Obviously, the people of Nicaragua do suffer from dental disease,
just like the remaining half of the world's population. During my
time there I observed that dental caries is far more prevalent and
severe than periodontal disease because of sugar. Fizzy drinks are
cheaper than water, and sugar is added to homemade oat milk
because ‘sweet’ is for many, one of the very few pleasures in life.

Education is not accessible to all. Dental hygienists do not
exist and (most) dentists are not spending time or resources
on prevention. It is the same old story - prevention does
not bring in the dinero, ever truer in a country such as
Nicaragua.

Caries is prevalent, even in the anterior teeth
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of adults, and extraction of teeth with
treatable caries is the choice of treatment.
For the lucky ones, it is cheap and
uncomplicated. Some receive a metal
frame cap, even on anterior teeth, as
this is cheaper and more accessible than
composite. Children in rural communities
are suffering from severe pain due to
extensive and severe untreated caries and
I have seen abscesses so extensive that
the children are not able to speak, eat or
sleep. Many families may be sharing one
toothbrush between them – sometimes
eight people!

I really hope my peers can take something
away from this piece, even if it made
you stop and think deeply for a moment
because sharing is how we learn and
create a change for the better together.

It would be a pleasure to share, with any
of our members who may be interested,
and go into more detail about the
health situations I witnessed and how
I eventually came to a ‘planned forever
unplanned changing plan’ that led me to
cancel my plane ticket home and stay in
Nicaragua for six months. I then returned
for another three months this year for
more oral health missions. Please feel free
to contact me.

Author: Teddie is a dental therapist who
started her career as a dental nurse over
a decade ago and has since travelled
internationally as a speaker. She was
involved in the development of digital
behaviour change tools and education
for a renowned Swiss dental company.
She now resides between England and
Nicaragua where she continues her oral
health missions in rural communities and
aims to spread the prevention message
through her project Teddie Tooth Faerie.

Email: smile@teddielittle.com

instagram: theodora_little

Spotify: THEODORA
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What a fabulous year! You need to be made of
tough stuff to be a business owner, but what
rewards!

Two years ago, in March 2020 just before the first lockdown, I
took the plunge and committed to going ‘live’with my mobile
dental hygienist services, visiting people in their own homes.
My inspiration for such a business came from several sources:
the elderly patients I was treating in practice; living in rural
Perthshire; and from watching ‘The Appointment’ (on YouTube,
from Health Education England 2015).

I was also encouraged by the Scottish Government’s health
report, the Oral Health Improvement Plan, which highlighted
the fact that the elderly generation is going to retain partial,
if not full, dentitions with some complex dentistry for us to
maintain. I took them at their word when they said we needed
to be ambitious and, at the same time, realistic.

‘Realistic’means that a percentage of our population will
continue to attend a dental practice regularly until they
become immobile. But then what happens to them? In
my local area, NHS primary care services are operating with
50% less staff since the pandemic. Many members of the
community are still unable to access dental services.

A mobile dental hygienist service
Under direct access, I am invited into people’s homes to
give them prevention advice, cancer screening and biofilm
removal. I am an independent clinician. And it works!

It works because I have been invited in. Clients are fully on
board with the concept and I see first-hand how they live and
work. I also get to see their toothbrush!

I have found that phobic clients are calmer and generally
everyone is open to learning how to improve their bleeding
score. It works so well. I have seen more people succeed in
reducing their scores to <5% in their own homes than I did in
the surgery. Why? Because I have more time and I am in their
home environment. I am with each client, in the clinical zone,
for a minimum of 45 minutes. Out with that, we chat while I
set up and then clean up.

However, there are many challenges not withstanding these
three particular financial drains:

1. Challenge: Health Improvement Scotland’s fees (HIS is
Scotland’s CQC). These are not subsidised like in other UK
areas.

Solution: This summer, I was able to present my concerns
and my presentation has been taken up the line, and also

by FIONA
PERRY

to the CDO of Scotland. There is a promise that in the next
5-year review, in 2024, there will be a change to reflect the
size of my business.

2. Challenge: Carrying an emergency kit. This is a GDC
standard for domiciliary care, but it reflects the more
traditional thought that domiciliary care is only for
medically-compromised patients and complex dental
treatments. I do not need most of the items for what I do.

Solution: In March 2022, the CQC stated, that for
non-invasive dental work, you “…would not necessarily
expect dental teams to take the full range of resuscitation
equipment on a home visit. This is in line with other healthcare
professionals such as GPs.” I continue to work with the GDC
and HIS to have the standards changed for mobile dental
hygienists.

3. Challenge: Insurance!

Solution: This is a head scratcher because, until we have
enough ‘customers’ demanding our services, we mobile
dental hygienists are lumped together with full dental
practices. BSDHT affiliated insurers will not even consider
us. I have now been tapping into The American Mobile and
Tele-dentistry Alliance for help.

My friends “across the pond” have reassured me that mobile
dental hygienists are here to stay, and grow, and become
the norm. If you are interested , I would suggest you listen
to Dentistry Gone Wild.libsyn.com for their enthusiasm and
encouragement.

It’s the future
Our children’s generation are going to grow up with minimal

OPPORTUNITY
RESPONSIBILITY
COMMUNITY

BSDHT.ORG.UK
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restorations. Using their phones to do a variety of tasks will be
normal. So, why not use these for their dental check-up? Mobile
dental hygienists can gather all the information required to
make an assessment. Upload it into the cloud for the affiliated
dental practitioner to sign off or have the conversation about
treatment. All without the client travelling to us! This not only
reduces consumable costs, but reduces single-use plastics in the
environment.

With amazing artificial intelligence, such as intra-oral cameras
and scanners, mobile dental hygienists can set up in community
centres or schools and reach that 50% of the population who
do not come into the surgery. Working in collaboration with
an affiliated dental practice, we can all work together for the
community. If we can help the community get healthy, it will
reduce the burden on the NHS. All treatments have a carbon
footprint. If, with this structure, we can prevent treatments
progressing, that in turn helps dentistry become more
sustainable.

If you are interested to know more or join the mobile community,
I regularly run a ‘Glide into your community’webinar, sponsored
by the NSK Ikigai Oral Health Programme. I will be at the OHC in
Manchester and the Alternative Professions Conference, run by
Acteon, on 9-10 March 2023.

I run also run a mentoring programme to help you work within
your community. You can contact me via my website, www.
flyingsmiles.co.uk, and the usual social media.

Come on don’t wait – surf ’s up! Join the wave of changing
dentistry and lead the way in your community!
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Historically, a growing
awareness that there was
a need to train dental
hygienists was prompted by
the rapidly developing levels
of dental disease affecting
soldiers during World War
II. However, it was not until
1961 that RAF and Army
trained dental hygienists
(and shortly after dental
therapists) were formally
recognised and permitted
entry onto the General
Dental Council (GDC)
register.

Interestingly, communications
between the military and the GDC,
at this time, later revealed that
registration for dental hygienists had
initially been delayed – it had originally
been planned to commence three
years earlier in 1958. Apparently,
this delay was due to the GDC’s
concerns about allowing male dental
hygienists onto the register. They
even questioned whether it was an
appropriate profession for a man!

Fast forward 60 years
In my cohort of 60 dental hygienists
and dental therapists at the University
of Portsmouth Dental Academy, only
six new graduates identify as male.
As far as I am aware, this is more
than you would find in most cohorts.
There were no male dental hygienist
or dental therapist tutors or lecturers
teaching on the programme. There
were, however, some male dentists
involved in teaching at the Academy.
Despite this disparity, as a minority
male student, I do not feel that this
impacted me in any way, though I
would be interested to hear if my peers
feel the same. Furthermore, I was very
welcome within my cohort. As a school

by JORDAN
RANDELL-
TREDGETTWHERE ARE

ALL THE MEN?
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leaver, I was concerned initially that building friendships and
a support network with some of my more experienced peers
may be an issue. Luckily this was not the case.

The national picture is not very different. As of July 2022,
just 929 (7.1%) individuals, registered as dental hygienists
or dental therapists in the UK, identify as male. With a high
earning potential and vast opportunities to grow and
develop as both a clinician and business owner, why is a
career as a dental hygienist or dental therapist still assumed
by many to be a ‘woman’s’ job?

Why is it still so ingrained in the psyche of so many members
of our community that the role of a dental hygienist or
therapist is female? I have seen it first-hand during my
studies: my female peers are assumed to be dental nurse
students whereas I am thought to be a dental student.
Even when walking into a practice for a job interview the
receptionist tends to presume that I have applied for the
associate dentist position. Perhaps the nonsensical hierarchy
of dentistry dictates that as dentists are at the top of this
‘pyramid’, it follows that men should be too. However, this is
also changing as now there are more GDC registered female
dentists than there are male.

Being in the minority in our profession will not inhibit my
ambitions, as it shouldn’t in any profession. My plans for the
future include: developing and growing my confidence as a
clinician; qualifying as a dental therapist; and I hope to get
into teaching future clinicians within a university setting.

I think it might be interesting to challenge the stereotypical
beliefs of the public that dentists are male, and that the other
clinical members of the team are female. Although, I believe
this will progress naturally as more male dental hygienists
and therapists and female dentists are seen to be providing
care in practice.

As far as increasing male inclusion within the profession, I
am not sure what can be done. I do not know if anything
needs to be done! It is great to see male dental hygienists
and therapists succeeding and acting as role models within
the profession, which I have no doubt will continue as the
profession grows.

Interestingly, BSDHT’s only male president, to date, was
Michael Wheeler, 2006-2008. I believe he is about to retire
after a long and successful career. Although it should
always be ‘the best person for the job’ I am sure that in our
profession there are some excellent male members who have
the right skill set but just need a small push to get involved.
Watch this space!

Author: Jordan Randell-Tredgett is a newly qualified dental
hygienist and was the University of Portsmouth's first BSDHT
Student School Representative. Outside of dentistry Jordan
enjoys exploring with his dog Noah and is a keen (but not
very good!) chef.

Email: jrandelltredgett@gmail.com
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Introduction
The BSDHT administration and
executive teams receive many
enquiries from our members
throughout the year. However, one
of the most frequent enquiries
concerns pay and remuneration. It
is widely accepted that there are
many differences in the contracts of
employment amongst our members.
It is becoming more evident that
advocating a BSDHT recommended

by MIRANDA
STEEPLES
AND MARINA
HARRIS

rate of remuneration does not easily
align with the huge variances in
how members are paid, and the
regions in which they work. With this
in mind, a survey to establish the
current situation of our members
regarding this issue was administered
in December 2021. The survey was a
snapshot in time, in the post-Covid era,
of the variety of methods of pay and
remuneration of a sample of dental
hygienists and dental therapists from
across the regional groups.

BSDHT PAY
SCALE SURVEY
DECEMBER 2021
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Methodology
A questionnaire was firstly piloted
among the executive team, and
then administered to all BSDHT
members. The questionnaire asked
for information concerning the types
of members pay and remuneration,
as well as insight into the patient fee
scales for a 30-minute appointment.
The survey asked for information
for the scope of practice of dental
hygienist treatment and dental
therapist treatment. Ethics approval
was not sought as the survey was a
fact-finding activity to support the
membership, and not a study.

Results
After disregarding incomplete
questionnaires, the survey yielded
27% (n=740) valid responses, and was
deemed a sufficient number to gain
meaningful data.

Dental Hygiene Results
Graph 1 shows the percentage of
NHS versus private treatment carried
out by respondents in their dental
hygiene scope of practice and it is not
surprising that the vast majority of
dental hygiene treatment is carried out
on a private basis.

Table 1 shows the range of
remuneration and patient fees
reported by members in the northern
regions in their dental hygienist
scope of practice. All regions had a
similar range of fees for 30-minute
appointments. The most common
patient appointment fee was lowest
in Scotland (£40-49) and highest
in the North East (£70-79). There
was wide variance in self-employed
percentage of fee paid to members,
with the bottom range much lower
in the Midlands (15%) compared to
Northern Ireland (37%). The lowest

Midlands
North
East

North
West

Northern
Ireland

Scottish

30-minute appointment fee
range (£) paid by patient

30-90+ 30-90+ 30-90+ 30-89 30-90+

Most common patient
appointment fee (£)

60-69 70-79 60-69 50-59 40-49

Self-employed % of fee
paid range (£)

15-50 26-50 25-40 37-50 20-50

Self-employed hourly rate
range (£)

24-39 22-32 15-39 21-32 22-32

Employed salary range
(£thousand for one day a
week)

9-12 8-12 10-11 6.5-7.5 6-10

n Table 1

n Graph 1
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self-employed hourly rate range was
in the North West (£15 p.h.). Employed
members salaries ranged greatly,
with Scotland reporting the lowest
salary range of £6000 per one day of
working. Both the Midlands and the
North East reported top ranges of
£12000 per one day of working.

Table 2 shows the range of
remuneration and patient fees
reported by members in the southern
regions in their dental hygienist scope
of practice. The majority of regions had
a similar range of fees for 30-minute
appointments, with Thames Valley
and South West Peninsula’s lowest
fees more costly than the other
regions. The most common patient
appointment fee was lowest in the
Eastern region (£50-59), but the same
for all the other regions. Similar to
the northern regions, there was wide
variance in self-employed percentage
of fee paid to members, with South
West and South Wales percentage of

Eastern London South East Southern
SouthWest
SouthWales

SouthWest
Peninsula

Thames
Valley

30-minute appointment fee range (£)
paid by patient

30-89 30-90+ 30-90+ 30-90+ 30-90+ 40-90+ 50-89

Most common patient appointment
fee (£)

50-59 60-69 60-69 60-69 60-69 60-69 60-69

Self-employed % of fee paid range (£) 25-50 25-42 22-50 25-50 23-60 24-50 35-45

Self-employed hourly rate range (£) 31-45 32-50 25-51 28-45 25-50 27-47 35-58

Employed salary range (£thousand for
one day a week)

9-12 9-12 11-15 10.5-13.5 9-14 10-14 9-11

fee paid ranging from 23% to 60%.
Thames Valley reported the top hourly
rate of £58 per hour. Again, there was a
range in employed members’ salaries,
however, there was the same lower
starting salary range in four of the
regions (£9000 per one day of work)
with the Southern region topping the
range with £13,500 per one day of
working.

Around a third of respondents (n=256)
reported they were paid for gaps in
the appointment book, while almost
half (n=326) were paid for non-
attendance by patients. Around a third
(n=261) were not paid for gaps in the
diary or non-attendance by patients.

Across the respondents, 72% (n=525),
stated that they ‘always’ had dental
nurse support, with 22% (n=164)
reporting they ‘sometimes’ do, and
13% (n=96) reporting to ‘never’ having
dental nurse support.
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Dental Therapy Results
The number of respondents who
were also dental therapists was quite
low (n=110), and therefore data
captured must be viewed with caution.
Furthermore, there were only six of
the regional groups with enough
submitted dental therapy data. This can
be seen in Graph 3 which illustrates
the percentage of NHS versus private
treatment carried out by respondents
in their dental therapy scope of
practice, and shows a different NHS
versus Private ratio compared to the
dental hygiene scope of practice.
There was no expectation of data from
Northern Ireland as dental therapists do
not practice in this region.

Table 3 shows the range of
remuneration and patient fees reported
by members of six regions in their
dental therapist scope of practice. All
regions had a similar range of fees for
30-minute appointments. The most
common patient appointment fee was
lowest in South West and South Wales
(£40-49) and highest in the North West
(£70-79). The limited data available
shows wide variance in self-employed
percentage of fee paid to members,
with the bottom range lower in the
North West (20%) and the highest in
the Midlands (50%). The lowest self-
employed hourly rate range was in
the North East (£22 p.h.). Employed
members salary ranged to a lesser
extent than the dental hygiene scope
of practice, with the North East and
Scotland lowest salary of £8000 per one
day of work, and the Midlands reported
top range of £12000 per one day of
working.

Over a third (n=46) of respondents
reported they were paid for gaps in the

n Table 2

n Graph 3
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Drymouth
bothering your
patients?
Help them find relief.

relief range

Recommend the
Oralieve range

www.oralieve.co.uk
01582 439 122

comfort range

Request patient samples and
literature by emailing us on
hello@oralieve.co.uk

• No SLS
• Mild flavours
• Enzyme system

supplements saliva

appointment book, whilst half (n=55) were paid for non-attendance by patients.

Across the respondents in the six regions, 67% (n=74), stated that they ‘always’
had dental nurse support, with 5% (n=5), reporting they ‘sometimes’ do, and
2% (n=2) reporting to ‘never’ having dental nurse support.

Conclusion
The data presented from this current fact-finding survey illustrates the wide
variance of pay and remuneration and patient fees both within the individual
regional group, and across all of the twelve regions. Tables 1, 2 and 3 highlight
the fact that there is very little correlation between patient fees, area of the
country, whether a member is employed or self-employed or if contracted on
an hourly-rate or percentage of fee paid by the patient.

It was the aim of the authors to elicit real-time data regarding pay and
remuneration of a sample of BSDHT members. This was achieved. It was also
an aim to provide the evidence to reiterate the need for BSDHT to move
away from ‘recommended’ pay scales of remuneration and replace these with
providing members with evidence of the range of fees and remuneration
which pertains to their individual region of the country they carry out their
work, as well as an update on the level of dental nurse support.

These data are a group of answers from the membership of that time, who
chose to engage with this survey. They are real-world figures from every day
working clinicians, who have shared the details of their working agreements.
They are not the opinion of BSDHT, nor should they be stated as what is
recommended. They are simply what is, or what was, in December 2021. They
can be used as a starting point for your region to be used in conjunction
with the guidance document for negotiation. The intention is to repeat this
survey every few years to keep a track of the working arrangements of the
membership.

Authors: Miranda Steeples President Elect, British Society of Dental Hygiene
and Therapy.

Marina Harris, Senior Lecturer, University of Portsmouth Dental Academy

Email: Presidentelect@bsdht.org.uk

Midland
North
East

North
West

Scottish
South
East

South
West
South
Wales

30-minute
appointment fee
range (£) paid by
patient

30-90+ 30-90 30-90+ 30-90+ 30-90+ 30-90+

Most common
patient
appointment
fee (£)

60-69 50-59 70-79 60-69 60-69 40-49

Self-employed %
of fee paid range
(£)

30-50 ND 20-40 ND ND 25-35

Self-employed
hourly rate range
(£)

25-34 22-36 24-35 25-27 25-27 27-37

Employed
salary range
(£thousand for
one day a week)

10-12 8-10 9-11 8-8.5 9-10 ND



TOP
TIPS
TREATING
AUTISTIC
PATIENTS IN
GENERAL
PRACTICE

by POPPY IRVINE

STUDENT
PERSPECTIVE Latest figures show there are over 700,000

children and adults currently diagnosed
with Autism Spectrum Disorder (ASD) in the
UK.¹ Increased numbers of patients living
with autism are, therefore, likely to present
in general practice. We have a responsibility
as dental care professionals to improve our
knowledge regarding ASD and adapt our care
and treatment approaches when necessary.

Patients with ASD can find dental appointments particularly
challenging. Subsequently, treatment is often unsuccessful.
Challenges to such patients can include: crowded or busy
waiting rooms; new and unfamiliar staff; feelings of their
personal space being invaded; and new smells, tastes and
sounds. In addition, children with ASD generally have poor
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tongue coordination. They will often prefer soft, sweetened
food that they like to hold in their mouths for longer periods
of time instead of swallowing, increasing their caries risk. This
combined with difficulties when brushing, lack of coordination
and sensitivity to taste and smell, means that autistic children
are likely to require dental treatment for caries.²

As part of my MSc Public Health, I developed a health
communication resource that entailed using individually
tailored flashcards as a form of communication with autistic
children. Community dental services (CDS) across the country
already use resources such as these along with non-verbal
communication such as Makaton sign language, but their use
needs to be generalised.

Improving the patient experience
There are several ways in which we can all help to improve our
autistic patient’s experience. These include:

• Making appointments at quieter times of the day or
extending appointment times if necessary. Allowing
patients to wait in the car until you are ready to see them
may also help reduce anxiety.

• Keeping appointments short and adaptable. Be flexible
and do not try to keep to a planned appointment outcome
if things start to go wrong. This will only fuel a sense of
defeat. Instead, keep sessions brief and take small positive
steps. Progress is still progress, no matter how long it takes.

• Allow the patient to familiarise themselves with the
practice and staff. Encourage them to visit beforehand and
meet staff wherever possible.

• Think outside the box. Find new ways to communicate
with the patient to make them aware and confident that
they are in control. The use of flashcards, Makaton sign
language, whiteboards and story books are all beneficial.
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For younger children, establish a tell, show, do technique
and use a puppet where needed.³

• Try to maintain the same dental team members as much
as possible. Once established, encourage the patient to
engage with other members of staff but try to maintain
continuity where possible.

• Adapt products where possible. For example, use non-
flavoured toothpaste, different styles/bristle textured
toothbrushes. Try different flavoured fluoride varnishes.

• Distraction techniques such as holding the mirror and
listening to music will help the patient feel in control.

• Finally, ensure your patient and their family members are
aware of alternative services and treatments available, such
as CDS.

Each person is an individual and it is our responsibility
to ensure we make adequate changes in our patient
management and develop our understanding to ensure access
to all.

Author: Poppy graduated from Leeds Dental Institute in 2019
and has since gone on to complete an MSc in public health
with a special interest in treating nervous and anxious patients.

Email: poppyirvine@hotmail.com
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Daily oral care routine:
PerioGard®

Gum Protection
Long-lasting
antibacterial effect*,3–5

Designed for adherence -
8 out of 10 people like the
taste from the first use6,^

AdherenceEfficacy +

* Plaque bacteria, with twice daily four weeks of continued use. ^ Claim applies to PerioGard® Gum Protection toothpaste.
1. Brushing with regular fluoride toothpaste. Chapple I, et al. Clin Periodontol 2015;42(Spec Iss):S71–S76. 2. Vs 0.12% CHX without anti-stain technology. Fine D, et al. (2019). (CRO-2018-05-
CHX-ED). 3.With continued use. Hu D, et al. JADA 2019:150(4 suppl): S32–S37. 4. Vs. CPC alone. Rösing CK, et al. Braz. Oral Res. 2017;31:e47. 5. Vs a competitive mouthrinse with essential
oils in an alcohol-free base. Langa GPJ, et al. JADA 2021:152(2):105–114. 6. Data on file. Colgate-Palmolive Company, 2022.

NEW PerioGard® – Effective gum health
solutions designed to encourage adherence

For patients with gum problems, recommend PerioGard®

to encourage adherence and drive positive clinical outcomes.

Scan here to learn more
about the new PerioGard portfolio
or access www.colgateprofessional.co.uk

Short-term use:
PerioGard® 0.12%
Chlorhexidine Mouthwash

Use for up to 4 weeks

42% less staining after 4 weeks2

With unique anti-stain technology

60%of bacterial plaque can remain after brushing
alone which can lead to further gum problems and requires
effective anti-bacterial products.1

When dental care products taste unpleasant or lead
to tooth staining, patients may not adhere to their
oral hygiene routine.
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Empower patients to take greater ownership of
their gum health

The group agreed that although patient education is a
challenge it is essential for both behaviour change and
adherence. Key points of consensus included:

The percentage split of responsibility was highlighted
as being important in letting the patient know that
it’s 80% about what they do at home and 20% about
what their dentist can do for them

They discussed behavioural change and motivation
and that both of these depend on the patient. Some
willactonadviceandchangetheir regimeimmediately,
but others will fall back into their old habits

The group then explored the false assumption that
knowledge is enough to effect behaviour change in
those with a lack of awareness

Dr Reena Wadia hosted the event highlighting the
barriers that can prevent patients acting to improve
their gum health such as lack of awareness, resignation,
or misperceptions.

Adherence and behaviour change

Lack of adherence may be down to a number
of barriers preventing patients changing their
behaviour to improve gum health: Patients
can be resigned to the fact that they have gum
problemsbecause theyperceive their symptoms
as normal, theymay be in denial and unaware of
the long termhealth risks or that their symptoms
require treatment.

Patients may not understand that the use
of a chemical adjunct can complement
toothbrushing and don’t know that there are
specialist gum products available for at-home
use to help and improve their gum health.

Patients’ at-home care regime is of paramount
importance in preventing gum problems. It
goes hand-in-hand with education, instruction
and motivation from the dental team and their
recommendation for an effective anti-bacterial
adjunct to support adherence. Unfortunately,
adherence can be a problem when products
taste unpleasant or lead to tooth staining. This
means product efficacy and patient adherence
are key factors for optimal clinical outcomes.

Encourage patient adherence

The clinically proven Colgate® Periogard® range
has been developed for short-term use and daily
oral care to encourage patient adherence by
overcoming the barriers of unpleasant flavour
and staining.

For patients with gum problems,
recommend the PerioGard® range to

encourage adherence and drive
positive clinical outcomes

For patients with gum problems, 
recommend the PerioGard® recommend the PerioGard® recommend the PerioGard range to 

encourage adherence and drive
positive clinical outcomes

Look out formore updates from the roundtable event.

positive clinical outcomespositive clinical outcomespositive clinical outcomes

Scan here to learn
more about NEW

PerioGard®

Colgate® invited a range of experts to attend
a roundtable event to share their thoughts,
including on how general dental practice could
empower patients to take greater ownership of
their gum health.

Roundtablediscussioncontributors (left to right):
Nick Barker – Clinical Lecturer in MSc in Periodontology and Honorary
Professor School of Health and Social Care at University of Essex.

Fiona Sandom – Project Specialist at All Wales Faculty of Dental Care
Professionals and Dental Therapist.

Chinwe Akuonu – General Dentist.
Pete Clarke – Consultant in Restorative Dentistry at the University
of Manchester Dental Hospital and Clinical Lecturer in MSc in
Periodontology at University of Manchester.

ReenaWadia – Specialist in Periodontics.
Vinay Raniga – General Dentist and Political Leadership Scholar.
Victoria Sampson – General Dentist researching the impact of oral
microbiome on overall health.

Yewande Oduwole – General Dentist.
Amit Patel – Specialist in Periodontics.
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AIM

To enhance readers’ knowledge of the
Developmental Coordination Disorder (DCD),
commonly known as dyspraxia, by providing
a contemporary overview of the subject and
highlighting how certain neurodiverse conditions
have an impact in the dental environment.

LEARNING OBJECTIVES

• To identify potential patients who may present
with DCD.

• To understand the effects of DCD on dental care

• To consider how to support and engage with
patients who may have DCD

LEARNING OUTCOMES

Readers should be able to:

• Discuss the meaning of DCD and use the
appropriate terminology

• Be better equipped to provide adequate
healthcare solutions that will optimally have a
positive outcome for their patients

• Gain an appreciation of some of the complexities
of treating and caring for patients with
neurodiverse conditions

Aligned with GDC development outcomes: A, C & D

To obtain 1 hour of CPD for this paper follow the link or scan the QR code:
HTTPS://WWW.SURVEYMONKEY.CO.UK/R/DHNOV2022

Deadline for submissions: 31st December 2022

Neurodiversity, dyspraxia, developmental coordination disorder, inclusion

K E Y WORD S

A B S T R AC T

Dyspraxia is a common term that groups a range
of physical coordination difficulties with attention,
emotional self-regulation, anxiety, and short-term and
working memory conditions. Dyspraxia should not be
confused with other disorders affecting movement
later in life because of damage to the brain, such as a
stroke or head injury.1 An internationally accepted name

for dyspraxia, and generally preferred by healthcare
professionals, is Developmental Coordination Disorder
(DCD).² DCD is a developmental condition that affects
movement and coordination in children and adults. It is
a hidden spectrum disorder still poorly understood and
thought to be associated with various psychological
problems.3

eCPD PAPER

Introduction
DCD affects 6-10% of the UK population, with 2% more
severely affected.4 Although DCD is around three or four
times more common in boys than girls, the condition can
sometimes be inherited and can often cause continued
difficulties into adulthood.5 DCD affects people of all abilities
and does not impact on intelligence. It is a lifelong disability,
affecting most aspects of daily living that involve movement
and is often noticed at a young age however, some people get
to adulthood without a diagnosis.

DCD can affect any developmental area, including physical,
emotional, social, working memory, articulation and sensory

acuity. Adults with DCD will commonly display physical
coordination problems with simple things like self-care, an
example being toothbrushing.6 The difference between
adulthood and childhood DCD is that adults generally tend
to improve their motor skills due to childhood intervention
or learn coping mechanisms. However, difficulty in executive
functioning becomes more apparent, and multi-action tasks
for adults are generally more challenging.7

Recognising DCD
Symptoms of DCD are present from a young age but may
not be recognised until a child starts school, or even later in

The impact of developmental
coordination disorder (dyspraxia)
in the dental environment

by CLAIRE
BENNETT
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The elements of DCD that may affect carrying out
oral hygiene tasks:

Poor hand-eye coordination

Lack of manual dexterity, particularly with two handed tasks
such as using cutlery, self-care and grooming such as fastening
clothes and brushing teeth

Poor manipulative skills, such as difficulty with typing and
writing

Inadequate grasp, causing a poor pen grip

Difficulty planning and organising

Poor memory, particularly short-term difficulty in following
instructions, especially more than one at a time

Difficultly with concentration leading to daydreaming, being
easily distracted and slow to finish tasks

Developmental
Coordination
Disorder Symptoms

Effects on Dental Self Care

Poor hand-eye
coordination

Difficulty brushing/flossing

Poor motor planning
Difficulty working with a mirror
and manoeuvring a toothbrush

Poor manual dexterity
Poor pen grip, inadequate
toothbrush grasp

Poor working memory
Difficulty remembering OHI,
information and appointments,
requires repetition

Poor concentration
Shorter and less effective
brushing regime

Hypersensitivity to
sensations

Negative response to certain
dental equipment and materials

Sensitive gag reflex
Difficultly carrying out certain
treatment and brushing

Poor planning and
organisational skills

Missed, cancelled appointments,
delayed, missed payments

Oral DCD
Difficulty expressing language,
chewing and tongue movements

adulthood. The current average age of diagnosis is five years.
Each person's experience with DCD is different and will be
affected by their age and opportunities to learn new skills,
therefore symptoms can vary between individuals and often
change over time. A child could appear awkward and clumsy
as they may bump into objects, drop things and fall over a lot.
This is not necessarily a sign of DCD, as many children who
appear clumsy have all the normal movement (motor) skills for
their age.⁸

There are, however, some common signs of DCD and some that
directly affect the skills needed for good oral hygiene⁹ (Table 1).

The main feature of DCD is difficulty coordinating large
and small body movements. Physical signs of DCD include
movements that appear awkward and can lack smoothness.
Increased physical and mental effort is required to manage
movements that others manage efficiently - bumps, trips
and bruises from decreased spatial awareness. Subjects will
often struggle to learn the movements required, and to carry
out new practical tasks and to be able to transfer motor skills
to new situations or activities. Many people with DCD have
organisational difficulties and find it challenging to manage
their equipment and organise their thoughts whilst having
problems with their attention, memory and time management.
Many adults with DCD say these difficulties present more of a
challenge in their daily lives than their underlying movement
difficulties. Some people with DCD have difficulty keeping
up with conversations, and there may be extended, awkward
pauses before they respond to a question or comment.10

People with verbal DCD have severe and persistent difficulty
coordinating the precise movements required to produce
clear speech. It is possible to have verbal DCD alone, or in
combination with other movement difficulties associated with
DCD. There can also be an overlap and the two often co-exist
in the same person. DCD can also overlap with conditions such
as Attention Deficit Disorder, Attention Deficit Hyperactivity
Disorder, Asperger's syndrome and Dyscalculia. DCD is a lifelong

n Table 1: The elements of Developmental
Coordination Disorder that may affect

carrying out oral hygiene tasks16

condition but patients can improve at successfully carrying out
specific tasks with good practice; this may require patience and
encouragement from those around them.11, 12

Causes of DCD
It is not known what causes DCD although it is thought to
be the result of a disruption in how messages are passed
between the brain and the body.13 However, several risk factors
that can increase a child's likelihood of developing DCD have
been identified. These include being born prematurely, before
the 37th week of pregnancy, with low birth weight, and
having a family history of DCD. However, it is unclear exactly
which genes may be involved in the condition. The mother
drinking alcohol or taking illegal drugs while pregnant may
impact the condition.14

Recent research has shown that the underlying reason for the
movement difficulties in children with DCD is atypical brain
development that affects how the brain forms connections
between different parts of the brain when learning a new skill.
This in turn impacts the ability to use information from the
senses to plan, adapt and control movements.15

DCD impact on dental patients
Many patients with DCD can be treated within general dental
practice. It is important to remember that a proportion of
society will not have received a formal diagnosis, or those with
mild symptoms will have been missed. DCD is a neurological
disorder that affects how the brain processes information; it

n Table 2: The effects DCD symptoms can
have on dental care18
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can impinge on the planning of what an individual can do
and how they can do it, resulting in an impairment of the
organisation of movement that can impact the ability to carry
out effective oral hygiene.16

People with DCD usually have a combination of problems,
including tripping and bumping into things, clumsy gait and
movement, and problems changing direction and stopping or
starting actions, putting them at higher risk of oral trauma.11

The elements of the condition likely to affect oral hygiene
tasks are set out Table 2. Additionally, some people with
DCD suffer from tactile defensiveness and are over-sensitive
to touch. They may also be sensitive to light, smell, taste,
temperature and pain, which can impact the provision of
dentistry and oral hygiene instruction. Some patients have
verbal DCD, which causes difficulties with pronunciation and
organising the content and sequence of their language, so
that they may talk continuously and repeat themselves.17

Adults sufferers may also have mental health problems,
experience emotional and behavioural difficulties and develop
depression.

How to support patients with DCD in the
dental setting
The following may help aid relaxed appointments and
successful treatment outcomes:

• Inform the patient beforehand what the appointment will
entail and how long the appointment is likely to take.

• Consider multiple short appointments rather than one
long appointment.

• Provide written oral hygiene instructions that are broken
down into simple steps as well as verbal instructions
aiming for the development of a step-by-step oral care
routine.

• Use the instructional technique Ask-Tell-Show-Do.

• Consider the use of a timer to let the patient know when
the appointment will finish.

• Send reminders of dental appointments via text, letter or
appointment cards.

• Use visual aids to explain dental procedures.

• Ensure practice leaflets are easy to read with a pale
coloured background.

• Consider using oral desensitisation techniques to reduce
sensitivity, improve muscle control and toothbrushing.

• If appropriate, try out instruments and textures on the
fingernail or hands first.

• Use technology or an egg timer to aid two-minute
brushing time.

• Suggest the patient uses disclosing tablets at home to
help with their brushing technique.

• Encourage patients to sit down and use a mirror whilst
brushing to ensure all tooth surfaces are reached.

eCPD PAPER

dg mutual is an expert mutual
insurer established in 1927
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• Where necessary, use toothbrush adaptations, handle grips
or three-sided toothbrushes.

• Recommend an electric toothbrush as this reduces the
need to move the brush quite so much.

• Plastic interdental sticks may be more effective than floss
or interdental brushes, which have to be manipulated.

• Fine motor skills may be tested trying to squeeze
toothpaste from a tube, advise a pump-action toothpaste
dispenser instead.

• Provide simple, practical and realistic diet advice.

• More frequent appointments and OHI are likely to be
important for you to encourage them to practise, as it is
through repeating and over-learning tasks that their 'nerve
connections' will become effective. 18, 19, 20, 21, 22

Summary
Developmental coordination disorder has varied and
interlinked symptoms. Many patients in the dental setting
might be branded as non-engaging or complex and might be
overlooked for a formal diagnosis. Treating patients effectively
and consistently in the average practice environment can
be challenging, especially if no definitive diagnosis exists.
However, careful medical history exploration and tailored
dental care, including neurodiversity, can have a satisfactory
outcome for the patient.

Author: Claire has been in dentistry for over 25 years, working
in several different roles. Claire pushed for a formal dyslexia
diagnosis before she went to university and graduated in
2020 with a first-class honours degree in dental therapy from
Cardiff University. Claire works part time in private practice as
a dental therapist and is the BSDHT student representative
co-ordinator.

Email: Claire@cartmoor.co.uk

Useful Links
https://www.dyspraxiauk.com

https://dyspraxiafoundation.org.uk

http://www.movementmattersuk.org/dcd-dyspraxia-
adhd-spld/developmental-disorders-documentation/
frequently-asked-questions.aspx

http://www.wales.nhs.uk/sitesplus/documents/863/
Oral%20Desensitisation.pdf
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As we are all too aware, severe periodontal
diseases are estimated to affect around 14% of
the global adult population, representing more
than one billion cases worldwide.1 Periodontitis is
currently the 6th most prevalent disease globally.2

Dental hygienists are trained to screen, and treat
periodontal diseases: their contribution to the
provision of oral healthcare and prevention of
disease is considerable.

However, there are reports that dental care professionals,
especially dental hygienists, are at high risk of burnout,
emotional exhaustion and fear of litigation. This is associated
with everyday stressors: long working hours; musculoskeletal
pain; difficult or demanding patients; time constraints; and
working without assistance.3,4,5 Dental hygienists, unlike their
dentist colleagues, often work without dental nurse support.

Background
The British Society of Dental Hygiene and Therapy (BSDHT)
continues to lobby for chairside dental nurse support for its
members. A body of evidence is being compiled to support
their argument.5,6

Harris and Eaton (2021)6 found that of 1782 respondent dental
hygienist members of BSDHT, 749 (43%) had dental nurse
support all of the time; 578 (33%) some of the time but 420
(24%) never had dental nurse support. Furthermore, 1176
(67%) respondents were ‘extremely concerned’ about working
without dental nurse support. Their results showed that over
time, stress and burnout can negatively impact performance
and wellbeing of dental hygienists.

McClune and Reed (2021)5 investigated the experience
of dental hygienists working with chairside dental nurse
assistance in general dental practices in Southern England.
The researchers aimed to establish whether routine chairside
dental nurse assistance enables or inhibits clinical working
conditions for dental hygienists. Unsurprisingly, most of the
dental hygienist respondents reported positive benefits from
having full time dental nurse support. All participants reported
increased job satisfaction, a reduction in occupational stress
and improved patient treatment outcomes when supported at
the chairside by a dental nurse colleague.

Additional pressures during the COVID-19 pandemic had
a severe impact on clinicians.7 Dramatic changes to cross
infection and decontamination procedures - such as
mandatory wearing of FFP2/3 masks, prohibition of aerosol-
generating procedures (AGPs), time allocation in between
the patients – had an impact on our mental health. In many,
cases dental practices had no choice but to provide dental
hygienists with dental nurse support.

Currently
There are more than 8261 dental hygienists and therapists
on the GDC register with an increased entry rate annually of
11%.9

In the General Dental Council guidance: GDC Standards
for the Dental Team, section 6.2 states: You must be
appropriately supported when treating patients. Section
6.2.1. states: You must not provide treatment if you feel that
the circumstances make it unsafe for patients. 6.2.2. states:
You should work with another appropriately trained member
of the dental team at all times when treating patients in a
dental setting.8

However, while the presence of dental nurse support is
compulsory for dentists - the GDC includes the word ‘must’
– it is not the same for dental hygienists and therapists – the
GDC word of choice is ‘should’. The GDC also states: ‘…the
duty would not apply in all situations, and where there are
exceptional circumstances outside your control that could
affect whether, or how, you can comply with the guidance.’
‘Should’ is also used when we are ‘…providing an explanation
of how you will meet the overriding duty based on GDC
Standards’.8

Encouragingly, the British Association of Dental Nurses
(BADN), has offered BSDHT its support. Meanwhile BUPA, as
a private healthcare company, has already started recruiting
chairside dental nurses for all dental hygienists in all its dental
practices.

Making full-time dental nurse support mandatory will not
only reduce the pressure on dental hygienists but also
benefit the patients. It is worrying however that Eaton and
Harris (2021)6 found that 366 (22%) of dental hygienist
respondents had been advised by their principal dentist that
a reduction in their salary would be necessary if they wanted
full-time dental nurse support!

Multitaskers
Stress produces both adaptive and maladaptive effects on
the brain.10 One of the main elements that increases stress
hormones is working conditions.11 Dental hygienists need
to employ theoretical and critical thinking skills, in parallel
with clinical skills, to carry out clinical operative procedures,
alongside working with members of the dental team.
Struggling to single handedly record indices, undertake
excellent decontamination procedures and provide tailored
patient care, within the time constraints of an appointment,
impacts emotionally and physically. It is also necessary to
be aware of any potential litigation risks, particularly in the
absence of a dental nurse, who also acts as a witness and
chaperone.

The role of a dental hygienist is fundamental to the successful

Dental nurse support for all
dental hygienists and therapists

by MARJAN
ELYASSI
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prevention of dental diseases, in any practice. Full-time
dental nurse support will help us all become better
clinicians and hopefully increase our job satisfaction
and our professional longevity in a vocation about
which we are all so passionate.

Recommendations
The GDC needs to review their wording in the
Standards guidance. In the meantime, the support
of dental indemnity providers is needed. As ever, we
need to continue to build a body of evidence that
proves what every clinician is only too aware: helping
to improve the oral health of the nation requires a team
effort.

Author: Marjan Elyassi qualified in 2015 as a dental
hygienist from Eastman Dental Hospital. She practices
an holistic approach to patient care and aims for a
stress-free working environment.

Email:melyassi@hotmail.com
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Getting the right mortgage
advice is crucial.

Look no further.

We have access to a large number of lenders and our
experts can search the market to find you a mortgage
that suits you.

Whether it’s looking for a great interest rate, a low deposit
or a lender who understands you, we can help.

Getting professional mortgage advice can help you:

 Approach more lenders than the high street

 Access the right offer for you
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 Present a detailed application to the lender
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CLINICAL QUIZ
An eastern European 4-year-old child is brought to the surgery by his parents. The child has been diagnosed
with autism, has no language skills and is in acute pain. His parents blame the appearance of his teeth on iron
supplements, which he is no longer taking.

Q1. What is your initial approach to treating this child?

Q2. What do you treatment plan for this young child at subsequent appointments?

Q1. What type of skin abnormalities are present?
A1. Blisters

Q2. What viral infection that presents in this way has
recently been reported in UK?

A2. Monkeypox

Q3. How is the infection spread?
A3. Close physical contact

Q4. Should you provide routine dental treatment at
that visit?

A4. No. Delay any treatment for two weeks.

ENTER FOR A CHANCE TO EXPERIENCE THE DIFFERENCE!
The Oral-B iO™ takes something we do every day and increases our ability to
do it better. The brush combines an oscillating-rotating action with gentle
micro-vibrations. The brush glides effortlessly from tooth to tooth, but as well as
feeling great, its efficacy has been enhanced. The iO™ uses artificial intelligence to
improve the user’s technique: surfaces are all monitored via the Oral-B app. The
brush will also ensure the optimum pressure is being applied – too much and a red
warning light will appear, too little a white light, and when within the safe range, the
light will display green. The implications for a patient’s oral health are immense!

Courtesy of Oral-B

ANSWERS TO CL IN ICAL QU IZ SEPTEMBER 2022
The winner is: Claire Churchett

SEND YOUR ANSWERS TO THE ED ITOR BY 30 TH NOVEMBER
Email: editor@bsdht.org.uk Postal: The Editor, Dental Health, BSDHT, Bragborough Hall Business Centre, Welton Road, Braunston NN11 7JG.



ORACLE

American Eagle has launched a new collection for composite
restorations: The M5 Restorative Series features five instruments
equipped with the patented XP Technology® coating that impresses
with its particularly smooth surface. The multifunctional set reduces
the number of tools required, as each instrument has two optimally
matched working ends, which simplifies and speeds up the
procedure considerably.

The series was created in collaboration with Dr Anthony Mak, a
multi-award-winning specialist in restorative dentistry who has also
earned an excellent reputation through seminars and workshops. Thanks
to XP Technology®, the instruments have a nano-optimised, extremely
hard and scratch-resistant surface, therefore the material does not stick
to the instruments. The ergonomic, well-balanced handles are made of
stainless steel.

Five for all situations

Regional Group Date Details Contact
(Group Secretary) Contact Details

Eastern Sat, 18thMarch2023 Bar Hill Hotel, Cambridge NancyGieson easternsecretary@bsdht.org.uk

London TBC TBC SimonaKilioke londonsecretary@bsdht.org.uk

Midlands Sat, 18thMarch2023 Hilton East Midlands Airport JoannaEricson midlandssecretary@bsdht.org.uk

North East Sat, 1st April 2023 TBC Julie Rosse northeastsecretary@bsdht.org.uk

NorthWest Weds, 8thMarch2023 ICE Manchester Karen McBarrons northwestsecretary@bsdht.org.uk

Northern Ireland Sat, 25thMarch2023 TBC JoanneKnox northernirelandsecretary@bsdht.org.uk

Scottish TBC TBC AnaMalove scottishsecretary@bsdht.org.uk

South East Sat, 22ndApril 2023 TBC LouisaClarke southeastsecretary@bsdht.org.uk

Southern Sat, 11thMarch2023 Holiday Inn,Winchester Ellie-May Ayling southernsecretary@bsdht.org.uk

SouthWest &
SouthWales

Sat, 25thMarch 2023 TBC AlisonTrinh swswsecretary@bsdht.org.uk

SouthWest
Peninsula

Sat, 11thMarch2023
Peninsula Dental School

Plymouth (TBC)
LaurenBinns southwestsecretary@bsdht.org.uk

ThamesValley TBC TBC Vacant thamesvalleysecretary@bsdht.org.uk

SPRING 2023 BSDHT REGIONAL GROUP STUDY DAYS
Contact: enquiries@bsdht.org.uk

Email: info@ydnt.eu or visit: www.ydnt.de

DIARY DATES
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APPEAR ONOUR‘FIND AMEMBER’PAGE
BSDHTwould like to offer members of the public the chance to find a
DENTAL HYGIENIST or DENTALTHERAPIST in their local area.

For you and your practice to appear on our list, please fill out
our permissions form. To obtain your form please visit:
www.bsdht.org.uk/find-a-dental-hygienist-therapist/register

or scan this
quick code
with your

mobile camera

RECRUITMENT
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BSDHT ADMIN
ADMINISTRATION

President: Diane Rochford - president@bsdht.org.uk

President Elect:
Miranda Steeples - presidentelect@bsdht.org.uk

Honorary Treasurer:
LauraMcClune - treasurer@bsdht.org.uk

Honorary Secretary:
Jolene Pinder - honsec@bsdht.org.uk

Social Media Co-ordinator:
Annette Matthews - socialmedia@bsdht.org.uk

Honorary Vice Presidents:
Stacey Clough, Simon Hearnshaw, Debbie Reed

Tutor Rep: Emma Bingham - tutorrep@bsdht.org.uk

Publications Editor representative:
Elaine Tilling - pubs@bsdht.org.uk

Elected Council Members:
Simone Ruzario - ECM1@bsdht.org.uk

Stephanie Leyland - ECM2@bsdht.org.uk
Claire McCarthy - ECM3@bsdht.org.uk

Elected CouncilMembers to ExecutiveTeam:
Sabina Camber, Simone Ruzario

UK representatives to the IFDH:
Diane Rochford, Miranda Steeples

BSDHT Representatives:
Institute of Health Promotion and Education:

Elaine Tilling

BSDHT representative Health Education
EnglandAdvisory Group (HEEAG): Diane Hunter

Student representative to council:
GamzeEroglu - studentrep1@bsdht.org.uk

CatherineCutler - studentrep2@bsdht.org.uk

Student Representative Coordinator:
ClaireBennett - studentrep@bsdht.org.uk

Coaching and Mentoring Representative:
EmmaSlade-Jones -MC1@bsdht.org.uk

REGIONAL GROUP
REPRESENTATIVES ON COUNCIL

Eastern: Andrea Hammond
easternregionalrep@bsdht.org.uk

London: VACANT
londonregionalrep@bsdht.org.uk

Midlands: Nina Lord
midlandsregionalrep@bsdht.org.uk

North East: Gill Cliffe
northeastregionalrep@bsdht.org.uk

NorthWest: Victoria Griffiths
northwestregionalrep@bsdht.org.uk

Northern Ireland: RuthMorrison
northernirelandregionalrep@bsdht.org.uk

Scotland: Lynn Harris
scottishregionalrep@bsdht.org.uk

South East: Jodie Kendall
southeastregionalrep@bsdht.org.uk

Southern: Emma Leng
southernregionalrep@bsdht.org.uk

SouthWest and SouthWales: Rhiannon Jones
swswregionalrep@bsdht.org.uk

SouthWest Peninsula: Sabina Camber
southwestregionalrep@bsdht.org.uk

Thames Valley: Fiona Stovold (acting)
thamesvalleyregionalrep@bsdht.org.uk

EASTERN
Chair: Gulab Singh

easternchair@bsdht.org.uk

Secretary: Nancy Gieson
easternsecretary@bsdht.org.uk

Treasurer: Pelagia Kaplanidou
easterntreasurer@bsdht.org.uk

Trade Liaison: Anna Charters
Email: easterntlo@bsdht.org.uk

LONDON

Chair: VACANT
londonchair@bsdht.org.uk

Secretary: Simona Kiliokė
londonsecretary@bsdht.org.uk

Treasurer: VACANT
londontreasurer@bsdht.org.uk

Trade Liaison: (Mary) Annastasia Kellett-Wright
londontlo@bsdht.org.uk

MIDLANDS
Chair: HelenWestley

midlandschair@bsdht.org.uk

Secretary: Joanna Ericson
midlandssecretary@bsdht.org.uk

Treasurer: Stephanie Leyland
midlandstreasurer@bsdht.org.uk

Trade Liaison: JennyWhittaker
midlandstlo@bsdht.org.uk

NORTH EAST
Chair: Faye Donald

northeastchair@bsdht.org.uk

Secretary: Julie Rosse
northeastsecretary@bsdht.org.uk

Treasurer: VACANT
northeasttreasurer@bsdht.org.uk

Trade Liaison: Liz Powell
northeasttlo@bsdht.org.uk

NORTHWEST
Chair: Alison Edisbury

northwestchair@bsdht.org.uk

Secretary: KarenMcBarrons
northwestsecretary@bsdht.org.uk

Treasurer: Poppy Urvine
northwesttreasurer@bsdht.org.uk

Trade Liaison: KathrynMayo
northwesttlo@bsdht.org.uk

NORTHERN IRELAND
Chair: Tracy Doole

northernirelandchair@bsdht.org.uk

Secretary: Joanne Knox
northernirelandsecretary@bsdht.org.uk

Treasurer: Chloe Hutchinson
northernirelandtreasurer@bsdht.org.uk

Trade Liaison: Rachael Fletcher
northernirelandtlo@bsdht.org.uk

SCOTTISH
Chair: Emma Hutchison

scottishchair@bsdht.org.uk

Secretary: AnaMalove
scottishsecretary@bsdht.org.uk

Student representative: Saffa-Noor Sabri
scottishstudentrep@bsdht.org.uk

Treasurer: Yasmin Sutherland
scottishtreasurer@bsdht.org.uk

Trade Liaison: Lauren Long
scottishtlo@bsdht.org.uk

SOUTH EAST
Chair: VACANT

southeastchair@bsdht.org.uk

Secretary: Louisa Clarke
southeastsecretary@bsdht.org.uk

Treasurer: Adelle Cager
southeasttreasurer@bsdht.org.uk

Trade Liaison: Sarah Breslin
southeasttlo@bsdht.org.uk

SOUTHWEST AND SOUTHWALES
Chair: Harriet Elsworthy

swswchair@bsdht.org.uk

Secretary: AlisonTrinh
swswsecretary@bsdht.org.uk

Treasurer: Rachael Redstone
swswtreasurer@bsdht.org.uk

Trade Liaison: AdamTaylor
swswtlo@bsdht.org.uk

SOUTHWEST PENINSULA
Chair: Morag Powell

southwestchair@bsdht.org.uk

Secretary: Lauren Binns
southwestsecretary@bsdht.org.uk

Treasurer: VACANT
southwesttreasurer@bsdht.org.uk

Trade Liaison: Tracy Davies and Alison Chapman
southwesttlo@bsdht.org.uk

SOUTHERN
Chair: Kirstie Hutchings

Karen Poulter
southernchair@bsdht.org.uk

Secretary: Ellie-May Ayling
southernsecretary@bsdht.org.uk

Treasurer: Karenn Helmrichne-Davila
southerntreasurer@bsdht.org.uk

Trade Liaison: Jessica Davies
southerntlo@bsdht.org.uk

THAMES VALLEY
Chair: VACANT

thamesvalleychair@bsdht.org.uk

Secretary: VACANT
thamesvalleysecretary@bsdht.org.uk

Treasurer: Isla Baxter (acting)
thamesvalleytreasurer@bsdht.org.uk

Trade Liaison: Sarah Turnbull
thamesvalleytlo@bsdht.org.uk

ADMINISTRATION

‘Swallow’Bragborough Hall Business Centre, Welton Road, Braunston NN11 7JG. Tel: 01788 575050 Email: enquiries@bsdht.org.uk
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Now is the perfect time to invest in yourself, your
team, your practice and your patients’ well-being.
I’m a healthier clinician since I switched to GBT and
I want every hygienist and therapist to feel the way
I do every day, because it is life changing.

www.ems-dental.com
info@ems-unitedkingdom.com

BOOK A
GBT DEMO

BOOK A
GBT COURSE

Faye Donald, Dental Hygienist

www.kindental.co.uk

Kin Dental
The Professionals
Choice

Chlorhexidine DG: 0.12%

Alpantha Complex
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DEVELOPED &
PRODUCED IN

THE UK

DEEP CLEAN ACTION
dissolves fast to clean between
teeth and below the gumline

pH BALANCE
alkalinity of baking soda promotes
a neutral pH to prevent caries 5

LESS ABRASIVE
than many regular
toothpastes 1-3

CLINICALLY PROVEN
removes up to 5X more plaque
vs. regular toothpastes 1,2,4

www.armandhammer.co.uk armandhammeruk armandhammeruk_official
Find out more about our full range of Baking Soda toothpastes and its oral healthcare benefits at www.armandhammer.co.uk.

For enquires please email us at: ukenquiries@churchdwight.com. Available at main retailers throughout the UK (in-store and online).
1. Putt MS, et al. J Clin Dent 2008;19(4):111-9. 2. Thong S, et al. J Clin Dent 2011;22:171-8. 3. Sabharwal A, Scannapieco FA. JADA 2017;148(11 suppl):15-9.

4. Data on file: Toothpaste RDA values. 5. Abou Neel EA, et al. Int J Nanomedicine 2016;11:4743–63.

THINK
ORAL HEALTH

THINK
BAKING SODA

Arm & Hammer fluoride toothpastes have Baking Soda
as their hero ingredient. It is a completely natural
cleaning agent that is gentle on tooth enamel and

effectively removes plaque and stains in
hard-to-reach areas of the mouth.

GUM PROTECTION TOTAL CARE

VEGAN FRIENDLY

WHITENING PROTECTION

VEGAN FRIENDLY
Contains Sodium Fluoride (1450 ppm F) Contains Sodium Fluoride (1450 ppm F) Contains Sodium Fluoride (1450 ppm F) Contains Sodium Fluoride (1100 ppm F)

VEGAN FRIENDLY VEGAN FRIENDLY

SENSITIVITY RELIEF

NEW NEW

XXXXX
XXX

XXXXX
XXX

BSDHT ON TOUR
ISDH DUBLIN

DEVELOPMENTAL
COORDINATION DISORDER
DYSPRAXIA IN PRACTICE

BSDHT PAY SCALES
RESULTS OF SURVEY
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