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What are Community Dental Services? 

Community Dental Services (CDS) treat children and adults with special needs in the United Kingdom. 

Although the CDS treats both adults and children, the needs of those two groups are different and 

covered by two distinct specialties, paediatric dentistry and special care dentistry, each with their own 

specific training programme and both regulated by the General Dental Council.  

There are 68 CDS across England, some are based in acute or community trusts and others operate 

as community interest companies or social enterprises. CDS in England are commissioned by NHS 

England, which has delegated commissioning to Integrated Care Boards (ICBs) while retaining 

national oversight and assurance. 

Introduction 
The GIRFT national report on hospital dentistry, published in September 2021, recommended a 

clinically-led review of the CDS as unwarranted variation had been recognised during the visits to trusts.   

An expert working group was established in February 2023 to progress the recommendations and 

actions in the GIRFT national report. The group’s members included people working in different roles 

and in different CDS providers, as well as from the different specialties of paediatric and special care 

dentistry. As part of the group’s work, a questionnaire was sent out to all 68 CDS providers asking a 

wide range of questions. This received a 100% response rate, and 67 of the CDS providers also 

responded to a second follow up questionnaire on waiting lists for children.  

The questionnaire responses show that there is a myriad of CDS models, run by a range of different 

types of organisations, delivered by different staff and skill mixes and with a variety of approaches to 

governance. Questionnaire responses included reports of variability in access to specialists, unreliability 

in access to operating lists and lack of accountability for waiting lists and outcomes. 

This document supplements the GIRFT national report and offers more detail and recommendations on 

the CDS. We hope that these recommendations will support the CDS to provide more access to 

appropriate clinical care for children and adults with special needs and to promote more equitable health 

outcomes for the population.  

Prevention of dental and oral disease is essential to any discussion of dentistry and the CDS holds a 

pivotal role. Tooth extractions are the top cause of admission of children to hospital. The number of 

children needing a general anaesthetic for tooth extraction as a result of a preventable disease is 

unacceptable and must be addressed.  

As we look to move care from hospital to the community, the CDS is ideally placed to deliver dental 

services to the most vulnerable closer to home and that opportunity needs to be realised.    

In addition, there needs to be a focus on more efficient ways of working and for dentistry to embrace the 

opportunities available through digitalisation and the CDS needs to be a part of that journey. 

To date there has been limited advocacy for the CDS. I hope that this report will change that.   

Liz Jones OBE 

GIRFT Clinical Lead for Hospital Dentistry 

https://gettingitrightfirsttime.co.uk/medical_specialties/hospital-dentistry/
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Questionnaire methodology 

A questionnaire was sent to all 68 commissioned services in June 2023 and this elicited a 100% 

response rate. A follow-up questionnaire was also completed by 67 of the 68 providers with more 

information about the children’s waiting lists held by the CDS. The focus of the questionnaire was on 

children, however many of the non-specific questions applied to both special care adults and children. 

Both questionnaires covered the financial year 2022 – 2023. The first questionnaire closed on 30 June 

2023 and the second questionnaire closed on 9 January 2024. The questionnaires included 64 questions 

in total. The titles and roles of the responders varied, including in some areas lead clinicians and 

administrators, and it is possible that there are discrepancies in the interpretation of questions and 

services. 

Overarching findings 

1 Many children are on locally held waiting lists, which aren’t easily visible on national 

benchmarking dashboards. There is a lack of a consistent CDS data set. 

2 Governance arrangements are variable and some services lack Service Level Agreements 

with acute trusts. 

3 Performance reporting is inconsistent and some services do not report. 

4 There is a myriad of organisational models of CDS providers. Three quarters of CDS require 

an arrangement with an acute trust to provide treatment under general anaesthetic. This 

arrangement can be difficult to establish and manage locally. 

1. Waiting list data 

Analysis of the initial questionnaire responses revealed a discrepancy between the number of patients in 

total waiting list data and the number of patients in waiting lists broken down by length of wait. This 

discrepancy raises concerns that there are issues with waiting list data for Community Dental Services 

and suggests that there are some patients who are waiting for treatment but who have not been added 

to a tracked list. 

Figure 1 Indicative waiting list for children’s assessments 
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2. Governance arrangements 

Several CDS do not have formal arrangements such as a service level agreement (SLA) or contract with 

the acute trust that hosts GA activity. 

Figure 2 Is there a formal Service Level Agreement or contract with the organisations that host 
the general anaesthetic service and does it include governance arrangements? 

 

3. Performance reporting 

The lack of formal governance also means some services are not reporting their performance. 

Figure 3 How is performance reported within the CDS contract for general anaesthetic activity? 

 

4. Organisation type 

CDS are composed of a myriad of organisation types, including various arrangements within different 

types of NHS Trusts, as well as social enterprises and Community Interest Companies (CICs). This 

reflects a confusing landscape of varying models for CDS. 

Figure 4 CDS organisation types 
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Delivery checklist 

Safety 

Owner: CDS 

1. Clinicians leading dental GA lists for the CDS must demonstrate the 
competencies required to do so safely, in order to minimise the risk 
of adverse events and provide optimal patient care. 

2. The CDS must ensure that there are appropriate and robust on-call 
arrangements in case of emergency when patients are undergoing 
general anaesthesia. 

3. All CDS running general anaesthesia lists should ensure pre-
assessments are completed and mandatory. 

Data capture 

Owner: NHSE 

4. All activity and waiting list data for CDS should be consistently 
recorded to the appropriate data sets, to enable benchmarking and 
comparisons. 

5. National Key Performance Indicators should be developed for CDS, 
focusing on quality and clearly distinguishing between paediatric 
dentistry and special care dentistry. 

Governance 

Owner: NHSE, ICB 
and CDS 

6. All CDS providers should have a Service Level Agreement that 
covers governance arrangements with the host trust for their 
general anaesthetic activity. 

Networking and 
shared care model 

Owner: NHSE and 
ICB/CDS 

 

7. All regions should have funded Managed Clinical Networks (MCNs) 
for both paediatric dentistry and special care dentistry with active 
participation by CDS and effective communication between the 
network, ICBs and service providers. 

8. All dental treatment planning should be in accordance with the 
Standards for Paediatric Dentistry and the Standards for Special 
Care Dentistry. They should work as part of a specialist led service 
or network.  

9. The CDS and primary care providers should work within a shared 
care model. 

Workforce, 
training & 
education 

Owner: NHSE and 
ICB 

10. The CDS should be considered as a valuable training environment 
at core, foundation and specialty level. Staff should be fully 
supported in their training role and placements fully funded.  

11. All CDS should include a consultant or specialist to lead the clinical 
team. 

Service delivery 

Owner: CDS and ICB  

12. All CDS should have access to comprehensive care lists under 
general anaesthetic to allow restorations and extractions to be 
provided. 

13. All CDS should provide: 
• A core Level 2 service for children and people with special 

needs who are unable to access treatment in a primary care 
setting. 

• Conscious sedation where appropriate. 
• Level 3 services where practitioners are suitably trained. 

14. CDS should accept referrals from all health and social care 
professionals, including dentists, doctors and social workers. Self-
referrals may be appropriate in exceptional circumstances. 

15. Additional services commissioned on a local basis must not detract 
from the delivery of core CDS 
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Safety 

Recommendations  

1. Clinicians leading dental GA lists for the CDS must demonstrate the competencies required to do 

so safely, in order to minimise the risk of adverse events and provide optimal patient care. 

2. The CDS must ensure that there are appropriate and robust on-call arrangements in case of 

emergency when patients are on the general anaesthetic pathway. 

3. All CDS running general anaesthesia lists should ensure pre-assessments are completed and 

mandatory. 

 

Context 

All general anaesthetic lists have to be provided in an acute trust setting. If the CDS is not part of an 

acute trust, the CDS has to have an arrangement with an acute trust whereby the acute trust provides 

GA sessions. This arrangement should be captured within a Service Level Agreement. Most CDS are 

not part of an acute trust and therefore need to make these arrangements with an acute trust for both 

children and special care adults (see Figure 5).  

General anaesthetic sessions are undertaken by CDS staff who in many cases therefore are not 

employed by the trust. The standards of safety for patients undergoing treatment under general 

anaesthesia via the CDS should be the same as those acute trust patients undergoing treatment 

under general anaesthesia. 

Figure 5 Are CDS general anaesthetic lists hosted by your own organisation or another 
organisation? 

 

 
Implementation 

Parity of standards of safety for CDS patients with trust patients can be achieved by robust formal 

induction on theatre management by a specialist or consultant or a suitably trained person as part of a 

Managed Clinical Network (MCN).  

Ideally a training programme is developed so all members of the oral healthcare team involved in the 

provision of treatment under general anaesthesia are trained to a recognised educational standard, 

using, for example, Entrustable Professional Activities (EPAs) (See research poster linked below). 

This is to ensure that team members have the confidence and competence to lead a general 

anaesthetic list with the aim of optimal patient care, whilst minimising the risk of adverse events.  
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The EPAs for non-specialist community dental service clinicians should involve (at least) the following 

domains: 

a. Multi-disciplinary team communication 

b. WHO Safer Surgical Working 

c. Theatre Etiquette  

d. Airway Management 

  

Data capture 

Recommendations 

4. All activity and waiting list data for CDS should be consistently recorded to the appropriate data 

sets, to enable benchmarking and comparisons. 

5. National Key Performance Indicators should be developed for CDS, focusing on quality and clearly 

distinguishing between paediatric dentistry and special care dentistry. 

 

Context 

Data capture 

There is no national consistency on how data on waiting lists and activity for CDS is recorded. Without 

consistent data it is not possible to measure outcomes reliably and certainly not possible to compare 

providers on benchmarking dashboards such as Model Health System. 

Data from the questionnaires demonstrated that total numbers of patients on waiting lists for both 

assessment and treatment (comprehensive care and exodontia) are not visible consistently on any 

system.  hese are referred to as ‘locally held’ because although they may be recorded on the   S 

England dashboard this is not mandated and not for publication. 

Indicative analysis of locally held waiting lists for children 

Out of an estimated 49,759 children waiting for assessment (as reported in December 2023) 27,285 

(54%) were thought to be on locally held waiting lists and therefore not available to commissioners 

and other stakeholders. 

Due to the limited nature of the questionnaire and assumptions applied, this waiting list analysis is 

only indicative. To accurately confirm waiting lists, the data would need to be cross-referenced with 

other sources such as the Waiting List Minimum Dataset. 

A ‘reported’ waiting list is when a CDS is part of an acute trust so their waiting list is assumed to be 

reported centrally through the trust. 

A ‘locally held’ waiting list is when a CDS is not part of an acute trust, so their waiting list is 

assumed to not be centrally reported. 

Example general anaesthetic competency 

logs for dentists and dental nurses > 

Research Poster on Entrustable 

Professional Activities > 

https://future.nhs.uk/GIRFTNational/view?objectId=55091472
https://future.nhs.uk/GIRFTNational/view?objectId=55091472
https://future.nhs.uk/GIRFTNational/viewdocument?docid=212691141&done=DOCCreated1&fid=40131920
https://future.nhs.uk/GIRFTNational/viewdocument?docid=212691141&done=DOCCreated1&fid=40131920
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Some CDSs reported that although not part of an acute trust, their general anaesthetic activity 

provided within the trust was recorded as trust activity. There is therefore a possibility of double 

counting in these cases.  

Figure 6 Indicative waiting list for children’s assessments 

 

Figure 7 Indicative waiting list for Children’s comprehensive care and routine extractions 

 
 

 
 
Evidence of variation in how waiting times are recorded 

Analysis of the questionnaire responses indicates that there is variation in how ‘clock start’ and ‘clock 

stop’ times are recorded and reported. The evidence suggests some services start the clock at the 

point of referral, and others start the clock at first appointment with a clinician. In the case of patients 

waiting for primary care services, referral-to-treatment (RTT) targets would not apply. However, waits 

for CDS treatment under general anaesthetic should be covered by RTT. The volumes of children 

waiting for assessment and treatment is indicative of variation in these pathways. 

Key Performance Indicators 

There is a lack of consistency in reporting of performance. Consistent performance reporting is 

necessary for benchmarking performance between providers. 

Figure 8 How is performance reported within the CDS contract for general anaesthetic activity? 

 
 

 
Implementation 

CDS waiting lists should be recorded in an appropriate data set.  

It is likely that the CDS will need a short-term solution and a long-term solution. In the short term the 

CDS dashboard hosted by NHSE may be able to be modified to be used with monthly data capture 

and visibility by all stakeholders. This aim is in accord with the NHS England plan to recover and 

reform NHS Dentistry, published in February 2024. 
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https://www.gov.uk/government/publications/our-plan-to-recover-and-reform-nhs-dentistry/faster-simpler-and-fairer-our-plan-to-recover-and-reform-nhs-dentistry
https://future.nhs.uk/GIRFTNational/view?objectId=214777445
https://future.nhs.uk/GIRFTNational/view?objectId=214777445
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The data capture needs to be of four types: 

1) Wait time from referral to the CDS to start of definitive treatment whether or not that involves 

a general anaesthetic in an acute trust. Clock start / stop data. 

2) Wait time from Decision to Treat under GA to receiving the GA in the acute trust. The 

ownership for this wait should reside with the CDS but as part of their SLA with the trusts, the 

trusts need to accept some responsibility so that GA session commitments are honoured. (See 

recommendation 6 under ‘Governance’) 

3) Activity data not including treatment under GA. This could be reported via FP17 (NHS 

Primary care terms of service) and sent to the BSA. 

4) Activity data for treatment under GA in an acute trust. This activity cannot currently be 

recorded via FP17. A method of recording on HES or an alternative but clearly designating the 

activity as part of a CDS contract to avoid double counting, must be found. 

As a minimum, there should be an agreed definition of ‘clock starts’ and ‘clock stops’ on the pathway 

for all CDS to apply. 

Governance 

Recommendations 

6. All CDS providers should have a Service Level Agreement that covers governance arrangements 

with the host acute trust for their general anaesthetic activity. 

 

Context 

Figure 9 Is there a formal SLA or contract with the organisation that hosts general anaesthetic 
lists? 

 
It might be that some of these are within acute trusts, and as such do not require an SLA, however it is 

also likely that there are services that continue to work under ‘historical arrangements’ whereby 

funding streams are difficult to identify. 

 
Implementation 

One Service Level Agreement (SLA) and one service specification could be sufficient for a CDS, but 

these should include both paediatric dentistry and special care dentistry and should distinguish 

between the two specialties where appropriate. 

The method by which services are commissioned varies within the CDS, with some organisations 

contracted on numbers of patient contacts, services delivered, and a small number continue to be 

contracted on a Unit of Dental Activity (UDA) basis. If UDAs are used, there should be appropriate 

Yes
42 (62%)

Yes
37 (54%)

No
13 (19%)

No
15 (22%)

Not applicable
13 (19%)

Not applicable
16 (24%)

0 10 20 30 40 50 60 70

Children

Special care adults



 
 

 10 
 

consideration for the time, specialist skill and surgery infrastructure, as well as treatment delivered 

under general anaesthesia, which might constitute a large proportion of patients.  

The CDS is considered as a Primary Care Dental Service and as such the contract used is that of the 

general dental services but utilising a Personal Dental Service (PDS) agreement. As CDS is 

essentially a referral service commissioners need to be cognisant of the impact of this when designing 

their PDS agreement. Consideration should also be given to the impact of wider dental system reform 

on CDS arrangements. 

Best Practice Principles for an SLA for Provision of GA for Community Dental Services 

1. Name of CDS service supporting shared care GA arrangement 

2. Name of Acute Trust supporting shared care GA arrangement 

3. Dates / frequency of provision 

4. Times and duration of sessions  

5. Agreed limits to number of patients per list (exodontia and comprehensive care)   

6. Location of service   

7. Patient criteria  

8. Services to be provided by the provider (acute trust) 

• Staffing – including anaesthetist cover and whether paediatric or general 

• Equipment  

• Post operative unplanned admission 

• Activity  

• Data capture  

9. Services to be provided by the commissioner (ie CDS)  

• Communications 

• Staffing  

• Patient Information (to be agreed jointly) 

10. Cancellation of sessions – agreed periods for advance notification and any penalties (with 

provision for exceptional circumstances)  

11. Special tests (radiographs etc) 

12. Governance  

• Policies and clear clinical protocols including any special arrangements for comprehensive 

care patients 

• Commissioner and Provider Responsibilities  

• Clinical Oversight – which Consultant/Clinician is responsible for care at which points in 

pathway 

• On call arrangements  

• Incident reporting and joint investigation 

• Audit 

• Dispute Resolution 
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Networking and shared care model 

Recommendations 

7. All regions should have funded Managed Clinical Networks (MCNs) for both Paediatric Dentistry 

and Special Care Dentistry with active participation by CDS and effective communication between 

the network, ICBs and service providers. 

8. All dental treatment planning should be undertaken in accordance with the clinical standards for 

paediatric and special care dentistry. They should work as part of a specialist led service or 

network.  

9. The CDS and primary care providers should work within a shared care model. 

 

Context 

At the time of the questionnaire, almost all CDS, 66 out of 68 (97%), reported that they attended their 

local Managed Clinical Networks. Two CDS reported that they did not have an MCN to link into, 

though they did link in with Clinical Reference Groups or attend local clinical networks. 

It is important that these MCNs are sustained, as anecdotally there are concerns about the resourcing 

of MCNS and their long term viability, particularly when there is turnover in the Chair or other roles. 

 

Implementation 

   

Shared care models 

A shared care model is one in which the more complex aspects of care that cannot be delivered by a 

general dental practitioner (GDP), are delivered in the CDS, and where the more straightforward 

treatment, perhaps with a treatment plan, is delivered by the GDP. See also recommendation 12. 

Examples of shared care models in development include: 

• Domiciliary services being delivered by CDS and GDPs in the same locality should develop shared 

care pathways to enable GDPs to have access to CDS expertise and referral of complex patients 

to CDS. Furthermore, a shared care model should also enable lower complexity patients to be 

transferred from the CDS to GDPs in primary care. 

• Commissioners in the West Midlands are working with the local Cardiac  etwork and Children’s 

Hospital, CDS and local GDPs to set up a pathway that includes regular local specialist reviews of 

paediatric patients at high risk of endocarditis and expedites care for those requiring dental checks 

and treatment prior to cardiac surgery. 

• A ‘Paediatric Dentistry Advice Clinic’, operating similarly to what is known as ‘Advice and 

Guidance’ or specialist advice services in other specialties, has been established in North London. 

  

Example of Paediatric Dentistry 

Advice Clinic (PDAC) > 

Further information on supporting the 

provision of specialist-led services > 

Example job description 

for MCN Chair > 

Special care dentistry 

clinical standard > 

Paediatric dentistry 

clinical standard > 

https://future.nhs.uk/GIRFTNational/view?objectId=214225893
https://future.nhs.uk/GIRFTNational/view?objectId=214225893
https://future.nhs.uk/GIRFTNational/view?objectId=214225861
https://future.nhs.uk/GIRFTNational/view?objectId=214225861
https://future.nhs.uk/GIRFTNational/view?objectId=214092133
https://future.nhs.uk/GIRFTNational/view?objectId=214092133
https://www.england.nhs.uk/publication/special-care-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/special-care-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/paediatric-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/paediatric-dentistry-clinical-standard/
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Workforce, training and education 

Recommendations 

10. The CDS is a valuable training environment at Core, Foundation and Specialty level for dentists 

and enhanced skills for nurses and therapists. Staff should be fully supported in their training role 

and placements fully funded.  

11. All CDS should include a consultant or specialist to lead the clinical team. 

 

Context 

CDS vary substantially in workforce composition, both in the types of role and number of staff 

employed. The reported lack of consultant or specialist clinical leadership in many of the services is 

concerning. In many cases, the survey responses reported that there was no requirement in 

specifications or other governance for a consultant led service even though it is a requirement in the 

published Standards.  

Figure 10 Workforce composition reported by 68 CDS 

 
On average, CDS had 8.72 WTE non-specialists and 18.65 WTE nurses. The WTE for nurses varied 

from 0 to over 60. 

 
Implementation 

It is well established that training posts improve recruitment to particular roles and services. If trainees 

have an opportunity to work in a particular environment they are more likely to consider it as a career. 

To make a post attractive a network of clinicians of varying levels is desirable. 

London, Kent Surrey and Sussex and the South West all have training posts in the CDS at 

Foundation, Core and in the case of London, at specialist level also. Special Care Dentistry is the 

hardest to fill dental specialty and by offering posts at more junior levels it is hoped and anticipated 

that it will result in increased recruitment to and retention in the CDS. The supervisors are supported 
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with time for training in job plans, and the career progression has made the Community Dental Service 

a more attractive place to work. Both core and foundation posts involve rotation through the CDS, 

general practice and the hospital service which increased exposure to the three sites of service 

delivery’. 

Level 2 services 

Enhanced training in paediatric dentistry for general dental practitioners to Level 2 is being piloted in 

Yorks & Humber. The CDS is involved in the training pathway and on completion of the robust training 

programme the CDS is able to refer cases to the Level 2 practitioners which eases the pressure on 

the CDS.  

 

  

Level 2 training pilot in Yorks & 

Humber 

https://future.nhs.uk/GIRFTNational/viewdocument?docid=221135653
https://future.nhs.uk/GIRFTNational/viewdocument?docid=221135653


 
 

 14 
 

Service delivery 

Recommendations 

12. The CDS and ICB should work in partnership with local authorities to ensure that prevention of 

disease and oral health promotion are delivered effectively in each area and is a tenet of CDS. 

13. All CDS should have access to comprehensive care lists under general anaesthetic to allow 

restorations and extractions to be provided. 

14. In accordance with the Clinical Standards, all CDS should provide: 

• Core Level 2 provision for children and people with special needs who are unable to access 

treatment in a primary care setting. 

• Conscious sedation where appropriate. 

• Access to Level 3 practitioners who are suitably trained. 

15. CDS should accept referrals with agreed and appropriate criteria from all Health and Social Care 

professionals, including dentists, doctors and social workers. Self-referrals may be appropriate in 

exceptional circumstances. 

16. Additional services commissioned on a local basis must not detract from the delivery of core CDS.  

 

Context 

Figure 11 Services provided by the 68 CDS  

  

Many CDS staff go into care homes or special schools to deliver dental services on an ad hoc basis. 

Many are contracted to go into prisons to provide dental services. 

 
  

Services for fit and well children requiring general anaesthetic for dental treatment, 56 (82%)

Inhalation sedation, 68 (100%)

Intravenous sedation, 52 (76%)

Health promotion, 37 (54%)

Tier 2 oral surgery services, 11 (16%)

Other (e.g. restorative dentistry, orthodontics, epidemiology) 21 (31%)
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Implementation 

Comprehensive care lists ensure that care is provided based on treatment need rather than by the 

availability of the service. Comprehensive care lists are recognised as best practice, providing better 

care for children and potentially avoiding repeated use of general anaesthetic.  

This reduces inequalities and unwarranted variation between providers and geographies and is in line 

with agreed best practice. Using comprehensive care lists is supported by the British Society for 

Paediatric Dentistry (BSPD).  

In areas where the CDS does not have access to comprehensive care lists, this is often the result of a 

contracting issue. 

     

Health promotion 

Although Health Promotion is the responsibility of Local Authorities, just over half of CDS reported that 

they are commissioned to provide health promotion. All CDS should provide advice on oral health 

promotion and disease prevention. 

Conscious sedation 

Sedation services can reduce reliance on general anaesthetic, improving patient safety and 

experience and freeing up operating capacity for other general anaesthetic cases. 

GIRFT has developed a pathway guide for conscious sedation which demonstrates the benefits of 

offering a dental sedation service and sets out the steps to providing such a service. 

Referral protocols 

Consideration needs to be given to referral routes from these groups as we move to digital. Some of 

these groups do not have access to existing digital platforms. 

Additional services 

Additional services should be fully funded and covered by a stand-alone service specification to 

ensure transparency and accountability. Data on outcomes should be available. 

 
  

Special care dentistry clinical 

standard > 

Paediatric dentistry clinical 

standard > 

https://www.nature.com/articles/s41415-022-4455-8
https://discovery.ucl.ac.uk/id/eprint/10086694/3/Ashley%20The%20postcode%20lottery%20paeds%20ga%20hs%20pa-2-3-10%20%281%29.pdf
https://gettingitrightfirsttime.co.uk/medical_specialties/hospital-dentistry/
https://www.england.nhs.uk/publication/special-care-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/special-care-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/paediatric-dentistry-clinical-standard/
https://www.england.nhs.uk/publication/paediatric-dentistry-clinical-standard/
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