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About the FGDP(UK)
The Faculty of General Dental Practice (UK) is based at The Royal College of Surgeons of England. We are the largest
of the UK dental faculties and provide a national voice for over 4700 fellows and members.
Around 95% of dental care in the UK is provided in the primary dental care setting. The FGDP(UK) improves the
standard of primary care dentistry delivered to patients through standard setting, postgraduate training and
assessment, publications, policy development, and research. The FGDP(UK) offers continuing professional
development and training opportunities for all registered dental professionals.
The FGDP(UK) has contributed to the development of these proposals through our representation on the Expert
Reference Group by Professor Mike Mulcahy, a previous Dean of the FGDP(UK) and Course Director for the Faculty’s
Masterclass in Facial Aesthetics. Our interests in this work are focussed on those interventions which are considered
as being within a dental practitioner’s scope of practice, as set out by the General Dental Council (GDC), namely the
injection of botulinum toxin (BT) and dermal fillers (DF).

Consultation questions
Section 2: Qualification requirements
1. Are these proposals clear?
The proposals are clear and include the necessary detail with regard to the skills, knowledge and competencies
required for the injection of cosmetic agents. We might suggest some improvements in layout to better differentiate
between modality-specific information and competencies that are common to all modalities.

2. If not, where is more detail needed?

Final guidance for practitioners may benefit from colour-coding the information according to the modality that the
information relates to, while non-colour coded sections/paragraphs might indicate where the information is relevant
across all modalities.

3. Do you agree with the proposals outlined in this section?
The proposals reflect appropriately the views and concerns of the FGDP(UK) detailed in our response to HEE’s Call
for Information on Non-Surgical Cosmetic Interventions in February 2014. The detail within the proposals has also
taken account of many of the concerns of our representative on the Expert Reference Group, Professor Mike
Mulcahy.
We support the need for the ‘step off’ point to permit treatment with BT and DF to be following completion of
training at level 7, as reflected in Table 1 on page 9 and in other information throughout the document. However,
Figure 1 on page 10 appears to indicate that some form of treatment with BT or DF can be delivered after level 6
training, and we would query if this figure needs to be updated in light of subsequent decisions regarding the need
to move all BT and DF treatment delivery to level 7. Figure 1 also appears to contradict the information in paragraph
3.2 on page 31 with respect to BT and DF treatment.

4. If not, please provide a rationale for any alternative proposals
N/A
5. Do you have any other comments?
N/A

Section 3: What will the qualification requirements mean for individual groups of practitioners?
6. Do you agree with the proposals outlined in this section?
We support the proposals in the main for BT and DF. It is important that proposals include appropriate recognition of
prior learning to take account of registered dental practitioners who have completed structured and assessed
training in treatment with BT or DF that is accredited by an established education provider.
However, we have some concern over possible ambiguity relating to the prerequisite learning required of a
practitioner before entry onto a level 6 or 7 training course for BT and DF treatments. In point 1 of the Notes section
to paragraph 2.3, on page 10 of the proposals, it states:
DF and BT treatments: training will be at both levels 6 and 7, and practitioners will normally have to
complete the modules common to all modalities at levels 4 and 5 (items 1a-f, 2a, 3 and 4 on pages 14 to 19)
before entering the modality specific training (items 2d and 2e on page 18) at levels 6 and 7. However there
are some exemptions from these training requirements – see Section 3 for further information.
Table 8 in Section 3 (page 33) lists dental hygienists (DHs) and dental therapists (DTs) as being exempt from parts of
the training programme, with no. 1 in the Notes to accompany this table stating:
Groups in the first column [includes DHs and DTs] will not be required to complete generic areas of study 1a-e
and non-cosmetic specific parts of areas of study 3 and 4 (see Table 3 on pages 14 to 19) and will be able to
apply for accreditation or recognition of prior learning (APL/RPL) for other areas of study (subject to
education provider criteria for recognition – see paras 3.4 to 3.6).
Table 8 would indicate that prior learning acquired by DHs and DTs for registration with the GDC is at a level for both
groups that will have included common areas of study at level 4 and 5 as a minimum. The FGDP(UK) would question
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whether training programmes for DHs, and possibly also DTs, include the breadth and depth of learning necessary to
meet the requirements for entry to a level 6 or 7 training programme in the delivery of DF or BT (subject to oversight
of an independent prescriber). Further clarification is needed on the education and training curricula for DHs and
DTs before we could support any exemption from completion of generic areas of study prior to level 6/7 training
specific to this modality.
Furthermore, the proposals appear to indicate that the training pathways leading to registration with the GDC are
equitable for both DHs and DTs. For example, Table 7 on page 27 lists both groups as being able to provide oversight
as a clinical professional (subject to meeting the requirements detailed), and Table 8 on page 33 assumes
equivalence of prior learning for both groups that would allow exemption from generic areas of study. In addition to
the concern detailed above, we would wish to highlight that the training routes for these groups differ, and those
professionals who do not possess foundation or higher degrees will require much more basic training than is implied
within the proposals.
It is also important to note that neither DHs nor DTs are able to prescribe independently within their scope of
practice. Since Table 6 on page 27 states that treatment with BTs and DFs require oversight of an independent
prescriber (notwithstanding that the latter is currently not prescription-only), this excludes both DHs and DTs from
independent delivery of these treatments, regardless of previous or post-registration training.

7. If not, please provide a rationale for any alternative proposals?
As in 6 above.
8. Where is more detail needed to clarify the proposals?
As in 6 above.
9. Do you have any other comments?
N/A

Section 4: Accreditation and recognition of qualifications
10. What changes or additional information are needed to this section of the paper to improve understanding of
the options available and to inform HEE’s recommendations?
We support the need for educational and training programmes to have a consistency in quality of teaching, learning
outcomes and assessment. However, Royal Colleges, while not regulated by the Quality Assurance Agency for Higher
Education (QAA), may offer training programmes and qualifications that have been benchmarked to the QAA
standards framework and are subject to robust quality assurance processes. This includes the FGDP(UK)’s
Masterclass in Facial Aesthetics programme. We would urge the consideration of alternative mechanisms though
which providers of such programmes may demonstrate that they meet HEE accreditation requirements.
11. Do we need an additional and separate accreditation or recognition process similar to that carried out by
professional regulatory bodies?
As in 10 above, we would suggest that it may be sensible for an additional accreditation process to be in place to
facilitate recognition of courses that, while not regulated by OFQUAL or reviewed by QAA, are underpinned by
robust quality assurance processes.

12. If your answer to the above question is yes, are there any additional options available which have been missed
and if so, what are they?
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The FGDP(UK) would restate our position on support for the recognition of additional qualifications and training
programmes at level 7 by the regulatory body, in this case the GDC.
13. Do you have views about the proposal to establish a new joint industry standards body/council, and if so
please explain your views?
It appears that the most appropriate way forward in the longer term is to establish a statutory regulator, although
we recognise the constraints in establishing such a body at present given the forthcoming general election in May
2015. In the absence of such a body, we would support HEE’s preferred option to establish a joint industry standards
body, providing that such a body is not only ‘seen to be’ independent of the industry but can demonstrate this
independence by establishing appropriate structures through consensus and consultation with all stakeholders.

14. If you support establishment of a joint industry standards body/council, what should its responsibilities
include and what organisations should be involved in its establishment and operations?
Its responsibilities should focus on developing a robust system for accreditation/recognition of qualifications across
all modalities in the first instance, and should involve all stakeholder groups in its establishment. It may also be
sensible for such a body to work with industry and relevant bodies (eg, the Medicines and Healthcare Products
Regulatory Agency), to develop a centralised system to record adverse events and treatment outcomes.

Section 5: Standards for practice
15. Is there anything missing from this section?
Standards relating to Advertising are noted in 5.10 i) on page 42. However, as highlighted in the FGDP(UK) response
to HEE’s Call for Information in February 2014, we would recommend that clear guidance on appropriate advertising
practices are developed as a matter of priority. We would urge that the relevant regulatory bodies, the Advertising
Standards Authority and the Trading Standards Institute, should work together to ensure that appropriate
advertising standards regarding non-surgical cosmetic treatments are in place, and that these are enforced.
We might also suggest that the list in paragraph 5.10 includes any standards guidance relating to appropriate
psychological assessment of patients seeking cosmetic treatments.
16. Do you have any other comments on this section?
N/A

Section 6: Next steps
17. Please give your suggestions on how implementation of these requirements can be supported
HEE should (and indeed plans to) work with stakeholder organisations, such as those represented in the Expert
Reference Group, to facilitate the dissemination of information on the new requirements to relevant practitioner
groups. Modality-specific information resources and guidance will also be helpful. Involvement of the manufacturers
and suppliers of BT and DF will be key to ensuring that those practitioners that currently offer treatment with these
agents are made aware of the need to ensure that they have the appropriate competencies and knowledge, and
have gained appropriate accreditation, to continue to provide these treatments.

18. Do you have any further comments on these proposals, including the content of Annexes 1-6?
N/A

Glossary (Annex 6)
4

19. Are there any additional words or terms used in the paper which should be included in this Glossary?
It may be helpful to list all the acronyms and abbreviations used throughout the document (eg, Botulinum toxin (BT),
Dermal fillers (DF)), as well as add the organisations referred to in the document (eg, the General Dental Council
(GDC), the Royal College of Surgeons (RCS), etc).

For information and correspondence
Charlotte Worker Public Affairs, PR and Policy Manager
cworker@rcseng.ac.uk
020 7869 6759

5

