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Introduction
• Since the beginning of the COV-19 (SARS-CoV-2) pandemic there has been increasing awareness
of the significant role of asymptomatic or pre-symptomatic carriers play in the spread of the virus.
• Two recent systematic review and metanalyses found 13% and 17% of individuals infected with
COVID-19 were asymptomatic 1,2.

• Pre-symptomatic patients also risk of transmitting the virus prior to developing symptoms.
• Studies have suggested these individuals may be a responsible for a significant proportion of
COVID-19 infections.

Introduction – The QIP
• In August 2020, Public Health Scotland commenced a prospective surveillance study to monitor the
prevalence of COVID-19.
• The aim of the project was to “investigate SARS-CoV-2 infection in asymptomatic-screened dental patients
to inform community surveillance and improve understanding of risks in the dental setting” 3.
• All patients over the age of 5 without a positive test within the last 90 days were able to participate.
• During the period of the QIP project patients were only able to participate once.
• Dental care centres in 14 health boards across Scotland included.
• Glasgow Dental Hospital and the NHS Louisa Jordan Hospital in the Greater Glasgow and Clyde NHS trust
was two of these participating centres.
• A quality improvement project (QIP) was undertaken to increase the number of samples each week within
GDH and NHS Louisa Jordan.

Method
• The QIP team adopted the plan, do, study, act (PDSA) model.
• A working group was established with leads assigned for each department of the dental hospital.
• This group met weekly and was responsible for collection, synthesis and interpretation of data and discussions
from which change ideas could be developed.
Data collected:
•
•
•
•
•
•

Number of patients attending dental hospital
Number of patients participating
Number of patients ineligible for participation
Number of patients deemed inappropriate by clinicians
Patient demographics
Reason for patient refusals

Questionnaires were circulated to attempt to identify barriers to staff participation to the following groups:
• Senior Clinicians
• Dental Core Trainees
• Dental Nurses

Results
During the 16 week period for which the QIP project was running:
• 6,115 patients were tested across Scotland of which 34 tested positive (prevalence of 0.56%)
• 969 patients were tested at Glasgow Dental Hospital.
• A baseline was established during the first 5 weeks.

• During this time an average of 26 patients were tested each week.
• The QIP working group was set up at Week 6 and initial interventions (change ideas) developed.

Initial Change Ideas

Patient participation
Interventions
A

QIP approved
Commenced staff training Core Trainees

B Core Trainees commence clinics
Presentation clinical governance meetings
C Commenced departmental update emails
Departmental logs established
D Core Trainee questionnaire
E

Inclusion in pre-clinic staff huddle

F

Commenced training dental nurses
Reminder posters distributed
Inclusion in dental nurse managers huddle

G Senior staff questionnaire
H Undergraduate training

Breakdown of non-participating patients

Reasons for patient refusal

Barriers to staff participation
Staff groups were asked to rank reasons for non-participation. Responses to the questionnaires were received
from 52% (n=28) of senior clinicians, 100% (n=17) of Junior Clinicians and 24% (n=17) of dental nurses.
The most significant of these was as follows for each of the following staff groups:
Senior Clinicians
• Time (busy clinics) (mean value=8.8)
• Forgetting to ask patient (mean value=8.8)
• Worried about adding extra anxiety for the patient (mean value=7.3)
Dental Core Trainees
• Senior members of staff not asking their patients (mean value=8.3)
• Forgetting to ask patients (mean value=7.1)
• Worried about adding extra-anxiety for the patient (mean value=6.9)
Dental Nurses
•
Don’t have the time in clinic to also be involved in this (mean value=8.9)
•
Don’t have the confidence to take part (mean value=7.6)
•
I haven’t been given the opportunity to be involved/trained (mean value=6.1)

Breaking down Barriers
• Questionnaire itself is a method of engagement.
• Reminder posters were created to prompt clinicians to ask their patients and displayed
in clinical rooms.
• Training was provided to all members of staff wishing to participate, with a focus on
specific sessions for dental nurses to improve knowledge and confidence levels.
• Regular reminder emails and league tables sent to departments.
• Presentation at departmental clinical governance meetings to further educate all levels
of staff re the project inclusion criteria.

Limitations
• During the period which the QIP ran for there were significant changes in patient numbers in the hospital.
Other factors are also likely to have played a role such as public holidays, media coverage and patients
perception of the pandemic.
• Data collection was imperfect and thus we were unable to accurately measure the number of patients
attending Glasgow Dental Hospital during this period.
• Frequently data was not recorded regarding reasons for refusals.
• While data was anonymised, patients may have felt pressure to give a reason they felt was acceptable to the
questioner.
• Not all staff participated in the questionnaires.

What is the future of such projects?
• This QIP has shown the potential for such programmes to be implemented and potential methods to
improve patient participation. While on the other hand highlighting issues that may be encounters such as
limited staff time and motivation.
• Dental care settings may provide an ideal environment for rapid implementation of public health
surveillance programmes and similar projects.
• This is due to their ready accessibility to patients, national distribution and availability of medically trained
staff.
• Significant challenges may still need to be overcome in order to make such programmes cost effective and
sustainable in the long term or outside the context of a pandemic
• Prior to commencing the QIP there were almost no reports of similar public health programs carried out
within a dental setting.

• HOSPSCOTCH is one such example in which a feasibility study on surveillance of oral human papilloma virus
(HPV) was carried out in a dental setting 5.
• There may be greater expectations on dental care centres to participate in public health initiatives in future
now a precedent has been set both for public health surveillance programmes and staff redeployment.

What is the future of such projects?
• There may be greater expectations on dental care centres to participate in public health initiatives in future
now a precedent has been set both for public health surveillance programmes and staff redeployment.
Other potential public health interventions could include:
• Continued surveillance of COVID-19 and other novel coronavirus or influenza strains
• Surveillance of COVID-19 seroconversion rates
• Screening for undiagnosed blood borne viruses
• Participation in vaccination programmes

Conclusion
• Over the 16 week period of the quality improvement project 969 tests were carried out.

• Significant increase in number of swabs collected during the QIP period with number of tests completed per
week increasing from 23 in week one to 126 in week 16.
• Most significant barrier to participation of patients was a lack of time or concern that the swab would hurt.

• Most significant barrier to participation among staff groups was a perceived lack of time, forgetting to ask
patients, concern about increasing patient anxiety or not having the confidence to take part.
• Dental care settings may have a significant role to play in the continued pandemic and for future public
health interventions
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