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W
hy are they im

portant?

n
Keeping proper records of the discussion,  care and treatm

ent w
e provide for our pa6ents 

is an essen6al aspect of an overall duty of care. 

Dental professionals are required to m
ake and keep accurate dental records of care 

provided to pa6ents, w
hether NHS or private. 

Record keeping and paperw
ork generally is the part of den6stry that m

ost den6sts ac6vely 
dislike; but keeping full and contem

poraneous records of the care and treatm
ent provided 

is essen6al due to the poten6al li6ga6on w
e face today.

G
uidelines and regulations 

regarding record keeping

Professional responsibilities of all G
D

C
 registrants 

4.1.1 “You m
ust m

ake and keep contem
poraneous, com

plete, and accurate patient 
records, including an up-to-date m

edical history, each tim
e that you treat 

patients..”


4.1.4 “You m
ust ensure all docum

entation that records your w
ork, including patient 

records is clear, legible, accurate, and can be readily understood by others. You 
m

ust also record the nam
e or initials of the treating clinician”


G
DC

 Standards for the dental team
, 2013

Expected purpose of the 
dental record

“They should be clear, accurate, and suffi
cient, so that w

hen view
ed 

by another registrant or retrospectively for the purposes of audit, or 
other reasons, the reader is clear to the actions carried out by the 
registrant as w

ell as the clinical thinking, judgem
ent applied and the 

inform
ation given to the patient.”


G
D

C
, F

itness to Practise Investigating C
om

m
ittee: Indicative O

utcom
es 

G
uidance D

ecem
ber 2014



M
eanwhile, Part 13 of the m

odel NHS dental contract requires that, 
'The Contractor shall ensure that a full, accurate and 
contem

poraneous record is kept in the patient record in respect of 
the care and treatm

ent given to each patient under the Contract.'

G
uidelines and regulations 

regarding record keeping

CQ
C has pow

ers under the Health and Social Care Act 2008 (the 2008 
Act) to access dental records for the purposes of exercising our 
functions (w

hich includes checking that registered providers are 
m

eeting the fundam
ental standards). These pow

ers are alw
ays 

balanced against our responsibilities under the Data Protection Act 
2018, the Hum

an Rights Act 1998 and the com
m

on law
 duty of 

confidentiality.

G
uidelines and regulations 

regarding record keeping

Records have a valuable dento-legal purpose if a dental professional's 
standard of care is called into question. In DPL’s experience, a 
contem

poraneous record of a thorough exam
ination or consent 

discussion can provide valuable evidence w
hen defending a m

em
ber 

against allegations of clinical negligence. Conversely, if you are accused 
of negligence, inadequate records m

ay m
ake it difficult to successfully 

defend yourself.

G
uidelines and regulations 

regarding record keeping

Records have a valuable dento-legal purpose if a dental professional's 
standard of care is called into question. In DPL’s experience, a 
contem

poraneous record of a thorough exam
ination or consent 

discussion can provide valuable evidence w
hen defending a m

em
ber 

against allegations of clinical negligence. Conversely, if you are accused 
of negligence, inadequate records m

ay m
ake it difficult to successfully 

defend yourself.

G
uidelines and regulations 

regarding record keeping



G
uidelines and regulations 

regarding record keeping

“Faculty of G
eneral D
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C
ontem

poraneous: m
ake a record as soon as possible after a patient interaction

Clear: record your findings carefully so that they can be understood by 
anyone w

ho m
ay need to read and interpret them

. For exam
ple, avoid 

abbreviations as far as possible. It should be clear who m
ade an entry and when

C
om

plete: record as m
uch detail as possible of all relevant aspects of a 

patient's appointm
ent, including: all histories, charting, special investigations and 

their findings, treatm
ent options, risk and benefits, agreed Rx plans, consent, Rx 

carried out, com
plications and any advice post operatively.This extends to any 

telephone / em
ail com

m
unications you m

ay have w
ith the patients


Concise: records should be just long enough to convey the essential 
inform

ation. Avoid superfluous personal com
m

ents that could backfire if som
eone 

else needs to access the record

              The G
D

C
 has stated- 

“Expert advice on the clinical aspects of 
C

O
VID

-19 w
ill continue to com

e from
 the 

health authorities of the four nations and 
w

e w
ill continue to signpost to this 

guidance as and w
hen it is updated. But 

that guidance w
ill inevitably not cover 

every potential scenario, and therefore,  
dental professionals w

ill need to continue 
exercising their professional judgem

ent 
and w

eigh the risks in any given situation. 
They w

ill also need to continue to assess 
w

hether they are trained, com
petent and 

indem
nified to carry out the activity in 

question. 

“H
ow

ever, in the recent joint 
statem

ent from
 the healthcare regulators w

e 
said that w

e understand that in highly 
challenging circum

stances, professionals 
m

ay need to depart from
 established 

procedures to care for patients and that 
should concerns be raised, relevant 
environm

ental and hum
an factors w

ould 
be taken into account.” 



Record Keeping  
in the current Crisis

Even m
ore pressure and em

phasis 
to get our records right !

Den9stry in crisis !

Record keeping standards are unchanged 

•
Despite the challenges w

e face w
ith Covid 19, this does not am

end or reduce the requirem
ent to follow

 the 
professional standards on record keeping upheld by Dental Councils; in fact there is em

phasis to record even 
m

ore detail on the interac9ons w
e have w

ith our pa6ents.  
•

M
any pa6ents w

ill have had to w
ait for their treatm

ent that w
as com

m
enced prior to the Pandem

ic and long 
delays m

ay have now
 com

prom
ised such care. 

•
W

here pa6ents are faced w
ith the prospect of lim

ited care, it can be an6cipated som
e individuals w

ill be 
disappointed or unhappy that they are not able to access the full range of services dental clinics w

ould have 
usually provided.  

•
In the event of a com

plaint, your record becom
es the key evidence you m

ay need to rely on to dem
onstrate the 

detail of your discussions w
ith the pa9ent, that their request w

as m
anaged appropriately and in accordance 

w
ith any current protocols or restric6ons in place at that 6m

e. 



Record keeping standards are unchanged 

•
For all interac6ons w

ith a pa6ent, the reason the pa6ent has contacted the prac6ce needs to be 
recorded. This m

ay include an enquiry about rou6ne care provision or perhaps a request for urgent 
em

ergency care.   
•

Due to the changing situa6on of COVID-19 transm
ission, the den6st should also record the clinic’s m

ost 
up to date protocol based upon governm

ent guidance. This should include w
hether the den6st is able to 

provide an appointm
ent to the pa6ent, or if any other restric9ons are currently in place to prevent this.  

•
You w

ill need to include the key issues that m
ay have restricted the availability of rou6ne care in your 

records: such as w
orking rem

otely thus m
ay not have access to the pa6ent record and m

aking diagnosis 
m

ore challenging; providing a lim
ited service to com

ply w
ith governm

ent guidance; establishing 
Covid-19 sym

ptom
s from

 the pa6ent and their household m
em

bers; does the clinic have the capacity to 
accom

m
odate the pa6ent based on the sym

ptom
s they are experiencing 

•
Any digital inform

a9on provided by the pa6ent, including your discussions and clinical advice provided 
m

ust also be docum
ented.

Recording advice to pa6ents- including social distancing 

•
All prac6ces have had to adopt a ‘new

 m
ethod’ of w

orking; sadly m
any pa6ents are s6ll not 

apprecia6ve of this. 
•

This includes new
 prac9ce protocols such as m

aintaining a degree of social distancing. This m
ay m

ean 
the pa6ent is asked to rem

ain outside the clinic un6l a m
em

ber of the dental team
 invites them

 in, to 
begin their safe m

ovem
ent through the prac6ce.      

•
It is very helpful if a pa6ent is advised of any changes the clinic has im

plem
ented, in addi6on to their 

usual treatm
ent experience, prior to the appointm

ent.  
•

Reassurances can be m
ade regarding changes in clinic protocols that have been put in place to ensure 

the safety of all staff and pa6ents. This w
ill also help m

anage any unrealis9c expecta9ons a pa6ent 
m

ay have if you are unable to provide certain types of treatm
ents or require addi6onal equipm

ent. 
•

It is advisable to record all these interac9ons w
ith the pa9ent, to provide a clear picture that they 

have all the necessary inform
a6on about clinic protocols and w

hat treatm
ents are currently perm

iUed.
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O
ur door m

ay be locked, so only
 expected patients can enter

W
e’re contacting all patients to check 

they feel w
ell. N

obody w
ith any signs

of CO
V

ID
-19 can com

e to the surgery

C
ollect your belongings w

hen you leave

Post-appointm
ent instructions

w
ill be texted or em

ailed
Pay w

ith a contactless card if you can

U
se your ow

n pen to sign paperw
ork

W
ell ventilated room

The dental team
 is w

earing
extra protective equipm

ent

 Equipm
ent is sterilised

N
on-urgent procedures m

ay be delayed

N
o rinsing. Your m

outh w
ill be cleared w

ith
suction. The little sink m

ay be rem
oved or covered

W
e’re asking all patients to use

m
outhw

ash before a procedure

W
e’re allow

ing m
ore tim

e betw
een

patients for thorough cleaning

W
e’re using equipm

ent and
techniques w

ith a low
er risk of spray

Em
ergency procedures, w

hich produce
high levels of spray, w

ill be done
in a specialised room

You m
ay be asked to w

ear a protective
face m

ask and shoe covers and to put
your belongings in a clean bag

A
 m

em
ber of sta!

 m
ay

take your tem
perature

Protective barrier at reception

Sanitise your hands on arrival

A
rrive alone and on tim

e
(rather than early). To m

inim
ise

your tim
e in the w

aiting room

W
aiting room

 reorganised for 
social distancing. It is cleaned 

frequently and anything that isn't 
easy to disinfect has been rem

oved
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Barriers to Record Keeping
• Fallow

 Tim
e 

• PPE 
• Stress / Fear of m

anaging pa6ents w
ho either have had or m

ay not even be aw
are they have Covid 

• Procedures that have taken longer than expected 
• ForgeYulness 
• Distrac6ons 
• Fear of not m

ee6ng targets 
• Fear of keeping pa6ents w

ai6ng 
• Com

placency 
• System

 failures 
• Staffi

ng issues 
• A sense of unw

illingness of having to record everything that happened and in as m
uch detail as possible.

C
O

N
FID

EN
TIA

LITY
 

A
ll patients are entitled to confidentiality, and it is therefore essential that all m

em
bers of the dental 

team
 understand the im

portance of this duty. A
 confidentiality statem

ent should be included in staff 
em

ploym
ent contracts. There are m

any instances w
hen confidentiality can be breached 

unintentionally, such as telephoning to change an appointm
ent and leaving a m

essage w
ith a third 

party, or discussing personal inform
ation in the w

aiting room
 in front of other patients. It is vital that 

all inform
ation m

aintained is kept confidential. 

Team
 m

em
bers m

ust ensure that they are fam
iliar w

ith current guidelines published by the 
D

epartm
ent of H

ealth  and the G
D

C
. There are som

e rare circum
stances w

here confidentiality m
ust be 

breached, e.g. w
here safeguarding issues have arisen or w

here it is necessary for the detection and 
investigation of a serious crim

e. It is w
ise to discuss any situation w

here there is a need for a 
deliberate breach of confidentiality w

ith your indem
nity organisation. 

R
ETEN

TIO
N

 O
F R

EC
O

R
D

S 

The D
ata Protection A

ct states that records should not ‘be kept longer than is necessary’.  The 
D

epartm
ent of H

ealth guidance suggests this is no longer than 30 years.

For adults it is recom
m

ended that treatm
ent notes, radiographs, study m

odels and correspondence be 
kept for m

inim
um

 of 11 years after the com
pletion of treatm

ent. 
For children, records should be retained until the patient is 25 years old, or for 11 years after the 
com

pletion of treatm
ent, w

hichever is longer.

It is recognised that there are often practical difficulties in storing study m
odels or w

orking m
odels, 

surgical guides or w
ax ups, and it reasonable to m

ake a decision to retain these for a shorter period of 
tim

e. It w
ould be prudent to consider retaining m

odels w
here com

plex treatm
ent (e.g. restorative, 

im
plant or orthodontic) has been carried out, or if treatm

ent has not gone to plan.

SEC
U

R
ITY

 

A
ny electronic system

 m
ust be secure, regularly backed-up, and allow

 access only to those w
ho require the inform

ation to perform
 their duties. 

Each user m
ust have a unique passw

ord. For m
axim

um
 security, passw

ords should contain m
ixed-case letters and include num

bers or sym
bols 

and should be changed regularly. 
Passw

ords should not be w
ritten dow

n and kept under keyboards or on desks or surfaces w
here the public m

ay be able to access them
. There 

m
ay be differing level of access, such as clinician, receptionist, m

anager, ow
ner, etc. A

dm
inistrative functions can be reserved only for a 

specific person, thereby helping reduce the risk of accidental alterations of the system
 settings that m

ay result in data corruption. 

For data stored on a central server, sim
ilar security m

easures should be em
ployed. Firew

all and antivirus softw
are should be em

ployed for 
com

puters or servers (including external servers) connected to the internet, and consideration should be given to encrypting data that is 
transm

itted betw
een the practice and the server. 

A
 full audit trail facility m

ust be present to prevent the overw
riting, erasure or corruption of data. The system

 should be backed up daily, and a 
copy retained at separate prem

ises, and protected from
 fire, flood, and theft. 

In an area w
here anyone other than the patient could see the screen, the com

puter should be sited so the screen is not easily seen by patients. 
There should be screen closure after a short period of inactivity to ensure that som

eone inappropriate does not look at the screen if the m
onitor 

is unattended after activation. 



The Data Protection Act aim
ed to:

•
Facilitate the secure transfer of inform

ation within the European Union.
•

Prevent people or organisations from
 holding and using inaccurate inform

ation on individuals. This applies to inform
ation regarding 

both private lives or business.
•

G
ive the public confidence about how the dental practice can use their personal inform

ation.
•

Provide data subjects with the legal right to check the inform
ation dental practices hold about them

. They can also request for the data 
controller to destroy it.

•
G

ive data subjects greater control over how data controllers handle their data.
•

Place em
phasis on accountability. This requires dental practices to have processes in place that dem

onstrate how they’re securely 
handling data.

•
Require dental practices to keep people’s personal data safe and secure. Data controllers m

ust ensure that it is not m
isused.

•
Require the data user or holder to register with the Inform

ation Com
m

issioner.

Legal obligations about storage of dental 
records 
A

 dentist m
ust keep records safely and securely 

(D
ata Protection A

ct principle 7). K
eeping them

 
securely also requires that they are kept 
confidential (em

ployed staff w
ho have been 

instructed on your security policy are exem
pt). 

A
ccess to the records by others m

ust only be 
given if necessary, and w

ith necessary and 
appropriate safeguards. The dentist is expected to 
m

ake, and be able to dem
onstrate, an assessm

ent 
of risk in deciding on appropriate security 
m

easures. 

Since G
DPR, the Data Protection Act 2018 aim

s to:
•

LAW
FULNESS, FAIRNESS AND TRANSPARENCY

•
PURPO

SE LIM
ITATIO

N
•

DATA M
INIM

ISATIO
N

•
ACCURACY

•
STO

RAG
E LIM

ITATIO
N

•
INTEG

RITY AND CO
NFIDENTIALITY

G
DPR AND ACCESSING

 M
EDICAL RECO

RDS 

The new
 D

ata Protection Act enshrined G
D

PR into U
K law

 and also brought up a num
ber of 

questions for G
P & G

D
P practices, especially w

hen it com
es to the m

atter of w
hen (or if) it’s possible 

to charge for access to patients’ records. 

Under the DPA 2018, patients have the right to request access to their ow
n m

edical records under a 
‘Subject Access Request’ w

ithout charge, including situations w
here they give consent for a third party 

such as a solicitor or insurer to access the data.


Key points for general practice staff to bear in m
ind are:


	•	G
DPR applies to both digital and physical (paper) records


	•	Inform
ation is subject to confidentiality obligations that already exist, e.g. betw

een a doctor and patient

	•	G

DPR only applies to living people, but the Access to Health Records Act (AHRA) extends to deceased 
individuals




G
DPR AND ACCESSING

 M
EDICAL RECO

RDS 

To charge or not to charge…



W
here a request is m

ade from
 an appropriate party for a m

edical report or record that already exists, then 
this can be m

ade under a Subject Access Request, w
ithout charge. You can how

ever charge w
hat the 

DPA 2018 describes as a ‘reasonable fee’ if the request is ‘m
anifestly unfounded or excessive’. This term

 
is subjective, and depends on the practice’s interpretation. If you decide to charge for a SAR for this 
reason, you should be 100%

 sure you are justified in doing so.


Another circum
stance w

here you can charge for a SAR is w
here an individual or body m

akes repeated 
request for the sam

e inform
ation. You can even refuse to provide inform

ation that has already been 
requested and provided several tim

es.


C
ontem

poraneous record keeping applies 
before , during and post C

ovid !

H
ISTO

R
Y

 

E
X

A
M

IN
AT

IO
N

 

A
SSE

SSM
E

N
T- investigations &

 diagnosis 

IN
FO

R
M

AT
IO

N
- discussion &

 consent 

PL
A

N
- m

anagem
ent &

 treatm
ent 

  FO
L

L
O

W
-U

P

•
M

edical H
istory 

•
Social H

istory 

•
Presenting com

plaint / reason for attendance 

•
Patients concerns/ expectations 

•
Tim

ings / constraints of treatm
ent 

•
D

ental history / pain history 

•
O

thers present e.g relative / friend/ carer

H
istory



H
istory

▪
If applicable, take a detailed pain history 

▪
Listen to the patient carefully, the clues are 
in the history 

▪
M

ake sure you record your com
m

unication 
and findings in the clinical records

D
ental-Pain H

istory

•
C

linical exam
ination e.g. extra and intra oral exam

ination 

•
C

linical chart and intra oral findings 

•
M

onitoring inform
ation e.g BPE / soft tissues 

•
Positive / negative findings

Exam
ination

•
Radiographic exam

ination incl C
BC

T scans and findings 

•
Special tests / investigations, findings 

•
D

iagnosis / differential diagnosis 

•
Progress or change if a review

 

•
Risk factors

Assessm
ent-Investigations & 
diagnosis

•
Inform

ation given (advice sheets) 

•
O

ptions- risks / benefit / w
arnings discussed, including no action  

•
Im

portant patient considerations / view
s 

•
Advice and recom

m
endations- O

H
, Sm

oking cessation etc 

•
D

ecisions jointly m
ade and consent-Shared D

ecision M
aking 

•
Agreed patient responsibilities & understanding 

•
Im

portant questions answ
ered 

•
Treatm

ent declined or deferred

Inform
ation-discussion & content



•
W

ritten treatm
ent plan and costs 

•
Preoperative instructions 

•
Treatm

ent carried out 

•
D

rugs used or prescribed 

•
Adverse reactions noted / details of an adverse outcom

e 

•
D

etails of referrals 

•
Future treatm

ent discussed

Plan-m
anagem

ent & treatm
ent

•
Post-operative instructions 

•
Follow

-up arrangem
ents if problem

s 

•
Future treatm

ent indicated 

•
Recall interval 

•
Further actions required by the dental team

Follow
-up

W
hat to record

•
R

ecap your C
ovid questions w

ith the patient and docum
ent the responses; incl w

hen the patient had their C
ovid 

vaccinations (if applicable)
•

A
ll PPE (for A

G
P &

 non-A
G

P procedures) w
orn by the dentist, dental care professional and patient

•
Thorough clinical history

•
M

edical history incl details if patient had contracted C
ovid in the past

•
W

hether the situation can be m
anaged w

ith advice, analgesia or antim
icrobials and w

hy (should you be unable to provide an 
appointm

ent to the patient at that tim
e)

•
C

linical assessm
ent and any special tests

•
R

adiographic reports
•

D
iagnosis

•
Treatm

ent options, including any referral to a specialist colleague
•

A
greed treatm

ent plan and estim
ates

W
hat to record

•
A

dditional inform
ation provided to the patient in respect of 

their specific treatm
ent – for exam

ple, the availability of 
appointm

ent tim
es and if any delays in treatm

ent 
provision m

ay be experienced
•

C
onsent from

 the patient should it becom
e necessary to 

share or discuss their inform
ation w

ith another practitioner 
e.g  a second opinion in order to be able to m

ake a decision 
regarding an urgent care request. 



W
hat to record

If there has been an extrem
e circum

stance and you have been unable 
to com

ply w
ith the current local guidance w

hen you have been 
providing care, then your records m

ust fully dem
onstrate your 

reasons to justify your decision. A
ny deviation from

 the local 
guidelines or governm

ent protocols at the tim
e m

ay w
ell attract 

attention, and you m
ust be able to ensure you can robustly defend 

your decisions by evidence in the treatm
ent records.

Guidelines m
ay be frequently updated 

during the Covid-19 crisis; it is 
advisable to record in the clinical notes 
that the m

ost recent and relevant 
guidance has been follow

ed. This 
guidance should be referred to by 
nam

e w
ith the exact publication date 

in parenthesis. If the patient’s records 
are review

ed for any reason at a later 
date, then it w

ill be clear that you have 
adhered to the guidance in place at the 
tim

e of the rem
ote consultation.

Raj Rattan, JIDA April/M
ay 2020

TeleD
entistry- 

D
igital C

om
m

unications

▪
It has been necessary for patients to 
com

m
unicate digitally w

here dental clinics w
ere 

required to close or reduce the num
ber of patients 

to w
hom

 they w
ere able to offer an appointm

ent. 
There has been a huge increase in the practice of 
teledentistry, video conference appointm

ents, 
em

ails or use of digital photographs to assist 
w

ith the dentist’s assessm
ent and diagnostic 

process.  

TeleD
entistry- 

D
igital C

om
m

unications

▪
P

atients have provided im
ages of their m

outh, face 
and even m

edications. It is im
portant to rem

em
ber 

any type of digital inform
ation and verbal inform

ation 
provided by the patient is also part of the clinical 
record and should be recorded as such. You w

ill 
need to think about how

 this digital inform
ation is 

stored w
ith a view

 to the requirem
ents of your D

ental 
C

ouncil, ensuring patient confidentiality is m
aintained 

and m
eets national regulation. R

em
em

ber, any digital 
com

m
unication that is a part of the dental record is 

expected to be provided to the patient if they request 
a copy of their records in the future.



TeleD
entistry- 

C
onducting a rem

ote C
onsultation

▪
D

ress professionally- it’s still a professional consultation 

▪
Think about lighting 

▪
Think about background 

▪
C

lear desk, no other patient records or practice info should be visible that could breach 
confidentiality 

▪
A

void interruptions-other phones, background noise 

▪
Ensure video conferencing softw

are is approved 

▪
C

heck and turn off default recording softw
are 

▪
U

se secure internet access &
 passw

ord protected devices 

▪
D

o not store patient identifiable data on personal devices 

▪
D

isable sharing across devices / cloud

Any Clinical photographs taken / shared also becom
e

 part of that patient’s record 

The ongoing im
portance of 

clinical records

W
hile w

e all begin to resum
e a kind of ‘usual’ practice, 

the w
orldw

ide situation regarding CO
VID-19 

transm
ission continues to evolve and change. W

e are all 
acutely aw

are C
O

VID-19 w
ill continue to affect our lives 

on a personal and professional basis for som
e tim

e to 
com

e, and the pace of dentistry provision w
ill be 

required to adapt to varying G
overnm

ent alert levels. 


Therefore, it is param
ount to ensure all 

com
m

unications w
e have w

ith our patients, under 
w

hatever circum
stances are appropriately recorded. 

Dentists need to continue to m
aintain high quality 

treatm
ent records to reflect patients’ experiences, w

hat 
treatm

ent w
as provided, and how

 this m
ay have been 

affected by the restrictions in practice based upon local 
guidance.




W
hen to w

rite m
ore detailed entries

Patients w
ho: 

• D
isagree w

ith your decisions or decline recom
m

ended treatm
ent 

• H
ave unrealistic expectations 

• R
equest cosm

etic w
ork 

• H
igh ‘risk’ situations- Im

plant w
ork, extensive treatm

ent plans  

• B
ad / poor experience at by previous G

D
P 

• R
eceive telephone advice 

• E
xperience an adverse outcom

e or are unhappy w
ith their care 

• Fail to attend / cancel their appointm
ents 

C
onsent

Consent  
in the current Crisis

The Im
portance to achieve consent rem

ains unchanged but 
certainly can prove m

ore challenging in the current w
orking 

environm
ent



A
re w

e m
eeting 

R
egulatory body 

expectations? 

C
onsent

1.Consent m
ust be voluntary, 

no coercion and free from
 

Duress
2.Disclosure of inform

ation-
options/risks/benefits/costs

3.Assessm
ent of Capacity

D
efinition of C

onsent

Lord D
iplock in ‘Sidaw

ay v Bethlem
 Royal H

ospital 
governors [1985] 

‘A
 state of m

ind personal to the patient w
hereby he agrees to 

the violation of his bodily integrity’ 

D
epartm

ent of H
ealth

“The voluntary and continuing perm
ission of the patient to 

receive a particular treatm
ent. It m

ust be based upon 
adequate know

ledge of the purpose, nature and likely effects 
and risks of that treatm

ent, including the likelihood of its 
success and any alternative to it”  



“A
 doctor is not guilty of negligence if he has acted in accordance w

ith a practice accepted as proper by a 
responsible body of m

edical m
en skilled in that particular art”

Bolam
 Test

“T
he doctor is under a duty to take reasonable care to ensure that the patient is aw

are of any m
aterial 

risks involved in any recom
m

ended treatm
ent, and of any reasonable alternative or variant treatm

ent. 

T
he test of m

ateriality is w
hether, in the circum

stances of the particular case, a reasonable person in the 
patients position w

ould be likely to attach significance to the risk, or the doctor is or should reasonably be 
aw

are that the particular patient w
ould be likely to attach significance to it” 

M
ontgom

ery ruling



Negligence

M
illion D

ollar 
Q

uestion-  
H

ow
 m

uch inform
ation 

is enough?

Clinician
Patient

C
onsent-m

ust be an accurate reflection of the discussion, 
treatm

ent options and treatm
ent plan agreed w

ith the patient. It 
relies on the principles of Shared D

ecision M
aking



It is a 2-w
ay Dialogue that m

ust be understood by the pa6ent

Com
m

unication

W
hen I w

ear a respirator m
ask it is difficult to com

m
unicate 

w
ith patients; it’s difficult to hear each other. How

 can I 
ensure that I have got their consent for treatm

ent?

It is im
portant that you m

ake reasonable changes to the way you 
com

m
unicate with patients during this Pandem

ic. You could 
consider explaining to patients the lim

itations of any 
com

m
unication before you place your respirator m

ask on. Try 
to ensure that you have adequate tim

e for any discussions 
before you start generating an aerosol.
W

hen treatm
ent planning, consider following up any discussions 

with the patient in w
riting and give the patient the chance to 

ask any questions either verbally or in w
riting, before the 

treatm
ent starts. Keep records of the way you obtained 

consent for the patient.

Consent

Is it O
K for m

e to accept verbal consent to treat a patient 
during the pandem

ic?

W
hen a patient gives verbal consent to treatm

ent, you should m
ake a note 

in their clinical record of the advice given, including any risks, benefits 
and likely outcom

es, and the fact that the patient has understood and 
consented. This is particularly im

portant where treatm
ent is significant and 

not routine.
However, it is m

andatory to have a written consent form
, which should be 

signed by the patient or their representative, when treatm
ent is being 

provided under sedation or general anaesthetic.



W
hat do w

e m
ean 

by an A
dverse 

outcom
e ?

‘An adverse event or outcom
e is an unexpected and undesired incident 

which results in unintended harm
 to the patient, and is related to the 

care provided to the patient rather than to the underlying m
edical or 

dental condition.’

At least 98%
 

of patients w
ant 

to be told the 
truth about error

Situational Ethics

W
hy are 

these actions 
im

portant?

!H
elp patients (and professionals) recover psychologically 

!E
ssential and expected part of our role as a caring and 

ethical dental professional
!M

ay influence the patient’s decision to take further action 

Tiernan and R
attan 2004



“You should offer an apology and a 
practical solution w

here 
appropriate.“

G
eneral D

ental C
ouncil, Principle 5, Standards for the D

ental Team
 (2013)

Although it is som
etim

es possible 
to infer that a person is at fault 
from

 the nature of their apology or 
expression of regret, an expression 
of regret/sorrow

 is not the sam
e as 

an adm
ission of liability

Is an 
expression of 
regret adm

itting 
liability?



W
hat happens if- 

1
-T

h
e
 p

a
tie

n
t d

o
e
sn

’t w
a
n
t to

 kn
o

w
 th

e
 

o
p

tio
n
s a

n
d

 sa
ys ‘ju

st g
e
t o

n
 w

ith
 it 

w
ith

 D
o

c
 !’ 

2
-‘Y

o
u
 c

h
o

o
se

 fo
r m

e
- I tru

st yo
u
 !’ 

3
- ‘W

h
a
t w

o
u
ld

 yo
u
 d

o
 if it w

a
s yo

u
r 

to
o

th
 ?

’

H
ow

 do w
e 

m
inim

ise 
our risk?



GDC &
 

Law
yers 

are constantly 
on the w

atch!
The Claim

 No6fica6on Form90

GDC are finally seeing the light 



• Autom
a6c tem

plates are draw
n up by som

e prac6ces to m
ake it quicker and easier for den6sts to record the rou6ne advice they 

provide to pa6ents a^er certain treatm
ents. 

• How
ever, using tem

plates to record inform
a6on in pa6ent notes can also lead to an inaccurate account of w

hat happened at an 
appointm

ent. Exam
ples include: 

• 'Crow
n checked' a^er an onlay w

as fiUed. 
• 'Pa6ent w

arned about contracep6ve pill' to a m
ale pa6ent being provided w

ith an an6bio6c. 
• 'Pa6ent w

arned not to bite tongue' a^er an anaesthe6c in the upper m
outh. 

• Sim
ilarly, iden6cal entries in every record (eg 'exam

ina6on, m
edical history checked, bp recorded' at the start of every entry or 

'pa6ent understood/agreed/happy' at the end of every entry) can m
ake it diffi

cult to jus6fy w
hat inform

a6on w
as actually 

provided to a pa6ent if a com
plaint or claim

 later arises. 
• Autom

a6c tem
plates should also not be entered into a record in advance of a future appointm

ent, for exam
ple as an6cipa6on of 

w
hat the den6st is planning to provide as part of the pa6ent's treatm

ent plan. 
• W

hile the use of autom
a6c tem

plates from
 drop-dow

n m
enus is not in itself w

rong, for safer pa6ent care you should bear in m
ind 

the follow
ing: 

• If using autom
a6c entries for record keeping, m

ake sure they are tailored to reflect the advice given to each pa6ent. 
• O

nly com
plete the record of the treatm

ent provided and the discussion had w
ith the pa6ent at the 6m

e of the actual 
consulta6on. 

• If the purpose of the tem
plate is to provide a m

em
ory aid for pa6ents to be provided w

ith all relevant inform
a6on, it m

ight be 
m

ore appropriate to have a checklist for the inform
a6on to be provided before, during and a^er certain treatm

ent, rather than an 
autom

a6c entry for the records. 
• The accuracy and integrity of pa6ent records should be m

aintained at all 6m
es.

Dangers of autom
atic tem

plates in electronic records

K
eep safe 

w
ith your records &

 
consent

Docum
entation- 

2nd Line of Defence Conversation- 
1st Line of Defence

Reflection- 
3rd Line of Defence



Den9stry w
ill con9nue to have its challenges due to the nature of our w

ork, the 
bureaucracy and the accountability that com

es w
ith it. 

Stay posi9ve and stay focused, our profession is a priviledge 

T
hank you for your tim

e 


