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DH Response—the new clinical dataset, derived from the FP17 form, will give us more information on
this. The Dental Services Division is also able to identify the intervals in which patients are seen.

PAC conclusion and recommendation 12

There is a lack of consensus on suitable measures of oral health . . . The National Audit Office used
an Oral Health Index devised by the University of Birmingham ... The Department should
consider adopting this index, or agree on a more suitable oral health measure.

Progress made in implementing recommendations

There is still no consistent measure of recording oral health. The Department accepts the need to
improve the range of oral health measures and proposes using existing oral health measures and
rejects the one suggested in the Committee’s recommendation. The Treasury Minute response does
not say if these measures will be used consistently. There is a need to re-emphasise the importance
of using consistent oral health measures as it facilitates monitoring of oral health over time and
helps identify health inequalities. This could be a key tool in determining and assessing need and
targeting interventions.

DH Response—It is important to recognise that a good deal of needs assessment is going on. PCTs are
required to provide a local public health function. As indicated above, the NHS Operating Framework
requires PCTs to have robust commissioning strategies, based on assessments of local needs.

The Adult Dental Health Survey will take place in 2009, and the British Association for the Study of
Community Dentistry provides a forum for dentists with an interest in public health and oral health studies
to network and share their research and expertise.

As to measures of recording oral health, although for orthodontics, the Index of Orthodontic Treatment
Need (IOTN) has gained acceptance, there is no such generally accepted index for general oral health and
dental treatment need.

SURVEY OF STRATEGIC HEALTH AUTHORITIES (SHAS)
Summary of findings

1. Methodology

We carried out a telephone survey of seven of the 10 SHAs in England to understand their role in
providing strategic direction and management of PCTs in relation to NHS Dentistry. The contact list for
the Strategic Health Authority leads was provided by the Department of Health. We found it difficult to
contact the appropriate person at the Strategic Health Authority with responsibility for dental health. We
also spoke briefly and informally to the Chief Dental Officer to understand his perspective on the role of the
Strategic Health Authorities.

2. Findings

Role of SHA in NHS Dentistry

The role of the SHA, with regard to dentistry, is primarily to performance manage and support PCTs in
commissioning NHS dentistry. They distribute funding to PCTs and monitor their expenditure on dentistry
against allocation. They also support PCTs in developing their wider strategic approach to improving public
oral health, often leading on issues such as fluoridation. Data on dental activity, (such as no. of Units of
Dental Activity, patients seen, no. of practices with lists, contracts in dispute patient charges) provided on
a monthly basis to PCTs from the BSA. Many perceive that the role of SHAs is limited and while these
functions are carried out there is scope for greater involvement.

Strategy and Policy

The involvement of the SHAs in developing a regional approach on dentistry varied across the country.
One SHA had developed a formal strategy for dentistry where other SHAs had relied on reviewing
individual PCT strategies on dentistry. Others are in the process of developing a strategy and are consulting
the public at present.

Information on Dental Need and Access

Most SHAs did not collect information on dental need or access over and above what is supplied by the
Business Services Authority. Most simply passed the data back to the PCTs and did not know how it was
used and whether it was good quality data. One SHA had carried out a survey to understand access and
satisfaction with NHS dentistry. SHAs acknowledged that they had left the responsibility for understanding
patient need on dentistry to PCTs. There was not a consistent approach to assessing oral health in the
strategic health authority area. The SHA leads acknowledged that understanding and carrying out oral
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health surveys in children was easier than adults because of their access to cohorts through schools. We
contacted the Information Centre (for Health and Social Care) to ask when they would carry out their
planned adult health survey. They said that they were currently consulting on their involvement in carrying
out this survey.

Performance Management and Monitoring

The extent to which SHA performance manage the commissioning of dental contract by PCTs varies.
Most SHAs performance monitors commissioning in association with other aspects of primary care, and
dentistry is a lower priority than GP services. All SHAs monitor expenditure of dental budgets against
allocation. Many SHA we spoke to noted that in the first year PCT had problems of spending their budgets
against allocation because of uncertainties about contract volumes and income from patient charge revenue.

Expertise at SHA Level

The majority of SHAs acknowledged that expertise and capacity on dental issues could be improved at
SHA level. We found it difficult to contact the designated dental lead at SHA level and in general dental
expertise was bought in from individual PCTs to work at SHA level. Many SHAs acknowledged that they
had been affected by SHA reorganisation in October 2006 and roles and responsibilities were only now
“bedding-in”. Many dental leads are new in post and are building up the quality of staff and acquired
knowledge.

Commissioning by PCTs

We asked the SHAs for their view on the expertise of PCTs in commissioning dental services. All SHAs
highlighted that the capacity to commission dental services could be improved. Many PCTs did not have
sufficient good-quality data to be able to make effective commissioning decisions. They also did not have
enough staff with the right skills to be able to commission effectively. This was applicable across primary
care and was not limited to dentistry. The NAO will publish a report on GP Contracts on 28 February which
highlights similar issues with commissioning by PCTs. The tools are available for PCTs to improve access
but there is a lack of accurate information to match demand with supply.

Supplementary memorandum by the Department of Health (DS 01A)

1) A breakdown of how many patients are currently on PCT waiting lists for dental services

The decision on whether or not to hold details of patients seeking NHS dental treatment is a local one to
be made by PCTs. Dental services are commissioned and provided locally and access levels vary widely- not
all PCTs by any means have patients currently unable to find an NHS dentist.

However, the Department strongly encourages PCTs to develop robust local arrangements to ensure that
finding a dentist is as simple a process as possible for patients. Virtually all PCTs now run dental access help
lines which patients seeking care can call for advice.

The Department has also been working with NHS Choices to help publicise the existence of these help
lines to the public. Now when a patient uses the website to search for a dentist in their area, the relevant
PCT help line is automatically displayed.

2) Figures over the last five years, for which the information is available, for the number of contacts with NHS
Direct from patients experiencing symptoms relating to tooth pain

The following tables set out the number of calls which ended with the caller being advised to seek some
form of dental treatment, by year, going back to 2003. These are presented as a proportion of all calls where
the caller rings up seeking advice on their symptoms (rather than just for general health information)—
known as symptomatic calls, and of all calls answered. It should be noted that this data does not include
any dental calls where the caller was not advised by NHS Direct to visit a dentist, for example patients given
self care advice only.!!

11 See Ev 156
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Callers advised to seek  Caller advised to seek dental
dental treatment, as a  treatment as a % of all Calls
% of Symptomatic Calls Answered by NHS Direct

2003 5% 3%
2004 6% 3%
2005 6% 4%
2006 9% 6%
2007 11% 8%
Callers advised to seek All Calls Answered
dental treatment ~ Symptomatic Calls by NHS Direct
2003 166,539 3,640,172 6,443,091
2004 220,681 3,993,805 6,431,102
2005 275,367 4,374,303 6,804,759
2006 381,371 4,112,785 6,359,898
2007 421,825 3,821,570 5,496,089

3) The number of dentists employed on community salaried dentist contracts in England

As at 31 March 2007, there were 1,588 exclusively salaried dentists in England reported centrally. A
further 2,665 were reported as working simultaneously in the salaried service and as independent
contractors. (A dentist working as an independent contractor might for example also be employed directly
by the PCT on a salary to deliver additional sessions in the PCT out of hours service).

Note: “Exclusively salaried” means in this context that the dentist holds a Trust Dental Services (TDS)
contract and is not recorded as holding either a General Dental Services (GDS) and/or Personal Dental
Services (PDS) contract. The dentist concerned may or may not be working full time in the salaried service—
this is headcount rather than whole time equivalent data.

Data source: NHS Dental Statistics for England: 2006-07, The Information Centre for Health and
Social Care.

February 2008

Supplementary memorandum by the Department of Health (DS 01B)

FURTHER INFORMATION PROMISED BY OFFICIALS WHEN THEY GAVE EVIDENCE TO
THE COMMITTEE ON 4 FEBRUARY

HARD TO REACH GROUPS: INNOVATIVE SERVICE DELIVERY

We are currently working with ASDA to explore whether, working with local commissioners, topical
fluoride varnishes could be delivered to children through services based in their supermarkets. We are happy
to talk to other commercial organisation about similar approaches.

Taking targeted preventative services to the patient in this way addresses the long standing difficulty of
reaching those most in need of regular dental care but who tend to only visit the dentist irregularly if at all.
Generally speaking the higher the deprivation score for an area the less likely residents are to be regular
dental attenders—often this is not because services are unavailable but because there has been no tradition
of regular dental attendance in that community.

The problem of improving the oral health of so called “hard to reach groups” is long standing. What the
new system does is enable the NHS to be more proactive in developing innovative services in this way.



PCT CASE STUDIES

Developments and New Activity Location

NORTH WEST SHA

Ashton Leigh & Wigan PCT

Central and Eastern Cheshire PCT

Bolton PCT

The North West Fluoridation Evaluation Group made up of reps from all 24 PCTs and the SHA, is

working up proposals for consultation on a scheme to fluoridate Greater Manchester and the

surrounding area and will examine the feasibility and affordability of potential schemes across the N.

West

Expansion of dental education programme. The expansion programme includes 32 training places to  Preston, Blackpool,

be located at outreach training practices in Lancashire and Cumbria, ie at Preston, Blackpool, Morecombe Bay and Carlisle
Morecombe Bay and Carlisle. It is a 4 year graduate entrant programme with the first cohort of

students starting in September and qualifying in July 2011. The location of dental students in the area

should help to address the longstanding access problems which Lancashire and the far NW have faced

in the past

New Domiciliary Dental Service Pemberton and Leigh
A new domiciliary dental service has recently been commissioned and started seeing patients in
August 2007

Minor Oral Surgery Service

A new service to provide minor oral surgery within a primary care setting has also been
commissioned. It began accepting referrals in September 2007. This will contribute to providing more
convenient care for patients, to meeting the 18 week target for waiting times and to providing care out
of hospital.

Multi-surgery Dental “Centres of Excellence”

2 multi-surgery dental “centres of excellence” are planned within LIFT developments.The first, a three
surgery dental suite, is currently being developed at Pemberton clinic. The second is planned at Leigh
clinic. This will enable the PCT to offer a range of primary and specialist dental services alongside
other primary care services.

The CDO opened a new practice in Crewe 11 January 2008. It is an enhanced training practice which ~ Crewe
takes outreach students from Liverpool University, and is also a vocational training practice with
dedicated dental helpline. The practice is accepting new NHS patients and is growing considerably.

Tender and procurement process April 2007 and 2 successful bidders chosen June 2007. 2 new Bolton town centre
practices near to Bolton town centre (one open January, one open February/March). Delivery of

31,680 UDAs pa 2008-09 expanding to deliver 39,600 UDAs pa from 2009-10 onwards. Estimated

10,000 new patients will be seen. Complementary in model and target population covering a) new

dental access service and b) new practice to serve targeted area of deprivation.
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Developments and New Activity Location

NORTH EAST SHA
Co Durham PCT

YORKS AND HUMBER SHA
Hull PCT

EAST MIDLANDS SHA
Lincolnshire PCT

Northamptonshire PCT

WEST MIDLANDS SHA

A number of new dental practices have been set up in County Durham. Some of these developments  Easington Village, South
are the result of re-commissioning services, whereas others have been funded by the PCT from outside Hetton, Chester le Street and
its specific dental allocation. The new practices are in Easington Village, South Hetton, Chester le Willington

Street and Willington. The number of patients served by these practices will depend partly on the

needs of patients coming forward for treatment, but they could potentially provide NHS dentistry for

some 22,000 patients.

A specialist orthodontist has been recruited in recent weeks to provide orthodontics to Durham and

the communities in the north of County Durham where there was previously a four-year wait for

orthodontics. Work with youngsters in the area indicated where the need was greatest. The service will

treat approximately 200 children over each 18 month period—that is the average time it takes to treat

an orthodontic case. Work on this project has been reported on the PCC website as good practice

guidance.

New contract commenced April 07 to provide 17,083 UDAs annually, 2. new contract commenced
June 07 for 12,500 UDASs annually, 3. new contract due to comence Feb 08 for 18,750 UDAs, 4. new
specialist orthodontic contract jointly commissioned with ERYPCT to provide 3,060 UOAs (1,530 for
each PCT), 5. growth to existing contract for the provision of additional 17,083 UDAs, 6. growth to
exisitng specialist orthodontic contract for provision of additional 1,020 UOAs annually, 7. growth
for the joint specialist orthodontic practice to provide an additional 2,041 UOAs (Hull only).

Both specialist orthodontic practices on target to deliver annual contracted activity incl the pro rata
growth element. Contract which commenced April is on target but June contract has been slow to
pick up but this would reflect locality and patient base.

8 new contracts (part replacement due to retirement and part new service; new provision after review = Mablethorpe, Louth, Market

of area.). Includes Specialist Service Orthodontics in east of county where lack identified Raison, Gainsborough,
Sleaford, Boston, Holbeach,
Spalding.

Tendered for minor oral surgery service which has been operational since May 2007. Contract

awarded to Oasis, operating from 3 sites across county and planned activity is approx 2,000 cases this

year. Performing well, expect additional activity next year. Scheme developed as invest to save scheme

and each case represents saving on what would have been spent as a secondary care day case of

approx £500.

NB West Midlands have carried out a public consultation which identified access to NHS dentistry as
the biggest concern among local residents. Accordingly they have published a dental services strategy
for the region which addresses access and improving oral health.
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Developments and New Activity Location
Walsall PCT Re-commissioning to address health inequalities. Four new contracts have been awarded for a 12- Darlaston, Willenhall,
month fixed period with the option to extend for a further period subject to satisfactory performance. Bloxwich and Walsall
Hereford PCT New NHS dental facility at Pool Farm in Hereford opened on 1 November 2007. The 5 surgery centre Poole Farm, Hereford

Birmingham East and North PCT

Worcestershire PCT
Shropshire PCT

North Staffordshire PCT

EAST OF ENGLAND SHA

Suffolk PCT

Norfolk PCT

Bedfordshire PCT

will be owned and operated by Oasis Dental Care Ltd under contract to HPCT and will provide
general dental services for Herefordshire patients under NHS terms and conditions. When it reaches
its full operating capacity in about 18 months’ time, the new dental facility will be able to treat more
than 10,000 patients annually

awarded additional UDA activity June 2007. 4 successful bidders (3 existing contract holders started
immediately and the other was Oasis Dental Corporate who opened 27 December 2007)

Newly commissioned capacity in Wyre Forest constituency

Additional capacity has been commissioned in South Shropshire whilst other new provision is in
process of being commissioned

In addition 9 practices are available to take on additional patients

New service in Biddulph—£350k currently out to tender (19 expressions of interest and submission of
5 tenders), due to open in April 2008.
3 practices offering additional services in Staffordshire Moorlands.

East of England carried out a regional consultation that identified access to dentistry as a top priority.
As a result they have now written to every PCT requiring them to define local access needs, based on
distance and travel times people have to experience to access an NHS dentist, and develop a clear
improvement plan to meet all gaps. The Chief Executive of Suffolk PCT has been appointed by the
SHA to lead the management of this process, and will carry out a further patient survey.

Recently invested further in capital grant funding for dental practices, to develop and improve
services for patients, including disabled access. A large number of practices have already successfully
bid for money and we are now seeing the improvements being carried out.

A new dental practice in Stowmarket was officially opened in April 2007. It took 15 months work
between the district council, which backed the project, the PCT, which provides the contract, and
Peter Barter of Starburst Treatment Centres Ltd. who undertook the refurbishment of the property
and oversaw the project to completion

Has established new services in rural areas, creating access for some 10,000 patients. West Norfolk
have already benefited with the opening of a new six chair dental surgery, providing better access both
in and out of hours.

New practice in Leighton Buzzard.

Wyre Forest Constituency

Ludlow
Much Wenlock
Bishops Castle

Biddulph and Staffordshire
Moorlands (Werrington,
Cheadle and Leek)

Stowmarket
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Developments and New Activity Location

SOUTH WEST SHA
Gloucestershire PCT

South Gloucestershire PCT

Cornwall and the Isles of Scilly
PCT

Bath and North East Somerset
PCT

Bristol PCT

Two further new dental practices have been commissioned in Cheltenham and Tewkesbury. Both will Cheltenham and Tewkesbury
be able to provide treatment for over 10,000 patients. The Cheltenham new practice opened in

August, now full and with a waiting list! The Tewkesbury practice was then scheduled to open in

December following delays of about a month due to the floods—Tewkesbury planning committee was

delayed in making decisions.

The PCT plans to establish a new dental practice in Bradley Stoke where dentistry is poorly served. Bradley Stoke
Bradley Stoke to be available 1st quarter of 2009-10 and will cover as many patients as want to
register and will provide equivalent of 2 wt dentists

Special community dental services are available in Kingswood and Yate for people who need special
services.

New practice opened in Penzance to accommodate 7,500 patients from the area. Penzance

Additional services commissioned Bath City, Oldfield, Twerton
(Bath)

New services: localised dental pain provision—25 sessions across the city in variety of locations in Keynsham, Paulton,

North, South and Central Bristol. Radstock, Hartcliffe

Dentists in targeted wards doing fluoride varnish/fissure sealants

New Practices: Due to be accepting NHS patients in Autumn in Hartcliffe Autumn 2008 and around  Southmead
December in Southmead plus new pain provision in Arnos Vale from 1 April on a sessional basis.

Tooth brushing and fluoride varnishes already available. Arnos Vale
Additional continuing care of 16 sessions in Southmead

4 sessions in the city centre

20 sessions in Hartcliffe

2 sessions in Fishponds

PCT will have invested £600,000 as of 1 April 2008.

The PCT has increased funding for preventative work in targeted wards where there is an indication
of poor oral health in five-year olds. This includes the twice yearly application of fluoride varnish and
fissure sealants to targeted children.

Also opening on 1 April Single Point of Access telephone line which should allow more streamlined
access to NHS services and new pain provision targeted on a local level throughout the city. Single
Point of Access will streamline the process for patients making it easier. See earlier comment re: tooth
brushing scheme and fluoride varnish etc.
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Developments and New Activity

Location

New dental school

SOUTH CENTRAL SHA
Bucks PCT
Oxford PCT

Berkshire East PCT

Hampshire PCT

SOUTH EAST COAST SHA
Medway PCT

West Sussex PCT

Within Bristol the number of people who have access to NHS dentistry in the previous 24 months has
increased between March 2006 and December 2007 by approx 10,000 patients.

Out of Hours Service means patients in severe pain can access dental care during weekends and Bank
holidays and evenings until 9pm.

Plans for the new dental school building in Truro have been submitted for planning approval. By
2010 there will be a total of 20,000 new NHS appointments per year possible in the new-build Truro
facility. This should enable around 10,000 new patients to be seen there. The new Truro School is
expected to open in September 2009 and will have 32 Chairs for the training of students. In its first
year 9,200 appointments will be possible in Truro.

The School opened last month with Exeter being the first part of the School to open.It has 16 Chairs
and will by Year 4 have capacity for 8,320 appointments per year. Plymouth will have 2 new builds
and should open next September. Both buildings will have 40 chairs and so by Year 4 a total of 50,000
new appointments will be available in Plymouth. Student dentists will see 4 patients per day.

New practice opened in Jan by CDO

Seeing improvement in access. PCT have carried out a review. Now surveying practices to establish
spare capacity, including a dental equity audit. PALS information has informed review. New practice
in Banbury opened in July 2007 includes 5 surgeries—no of patients = approx 7-8,000 and capacity
for premises expansion too

Recommissioned the Dental Access Centre Service via a tendering process in spring. The
commissioning intention was to align the service more closely across the PCT with service demand
peaks. New sessions commenced in July 2007 under PDS contracts. Reports on activity from DSD
show that number of UDA completed by Dental Access centres has increased significantly. Also
reallocated small number UDAs that were returned to PCT following end of year reviews 2006-07.

New practices opened since November 2007

PCT aware of shortfall in provision in Waterlooville, Petersfield, Horndean, Romsey, Eastleigh
southern parishes, Chandlers Ford and Alton. A list of approved providers has been set up through
tender process. PCT is starting to allocate contracts from February 2008

Smokefree and Smiling, bringing prevention into practice. Dentists in Medway PCT are being
encouraged to refer patients to local smoking cessation specialists. This is a good initiative which fits
in well with bringing dentists into broader public health initiatives within the PCT.

New services commissioned for access and domiciliary services

Thame
Banbury

Gosport
Basingstoke

Worthing
Horsham
Chichester
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Developments and New Activity

Location

LONDON SHA
Tower Hamlets PCT

Barking and Dagenham PCT

Croydon PCT

Kingston PCT

Lewisham PCT

Tower Hamlets PCT has a dental access project which uses mobile dental surgeries staffed by the
salaried service which provide both screening and, for people living in an area with low dentist
provision, dental treatment. This service is very popular with the public. Link workers (some of whom
are refugee dentists) hold workshops before the mobile unit is due to visit in order to explain about
the screening and about NHS dentistry generally (costs, pain relief etc). They also attend the screening
sessions.

Extended opening hours pilot scheme. 5 additional practices closing later and opening earlier (8 am—8
pm). This is in addition to normal opening hours and does not replace existing opening.

New oral surgery scheme, out to tender in summer 2007 and now up and running. A new additional
service for minor oral surgery no longer from Mayday hospital but from specialist practices running a
triage system.

December 2006 tender issued for 3 dental contracts; received 34 tenders from existing and new
bidders. February 2007 let 2 new contracts and added to 2 existing contracts as follows: 1) 15,000
UDAs, £300,000 (new contractor), 2) 3,500 UDAs, £70,000 (new contractor), 3) 7,500 UDA:s,
£150,000 (existing contractor), 4) 4,000 UDAs, £80,000 (existing contractor).

Contract 1 was new activity, contracts 2—4 to replace capacity lost as a result of a resignation
November 06. Activity provided by the 2 existing contractors came on stream from 1 April 2007 and
the 2 new contractors both in July 2007. Contract values shown are at 2006-07 prices and would have
been uplifted for 2007-08.

Dec 06 tender issued for 3 dental contracts; received 34 tenders from existing and new bidders.
February 2007 let 2 new contracts and added to 2 existing contracts

One contract was new activity, others replace capacity lost as a result of a resignation November
2006.

Access in Lewisham is not presenting a problem. Recent adverts for dentists received 200 applicants.
Minor oral surgery is available from one site with plans to extend the scheme to operate from within
dental practices. Emergency out of hours scheme in use, using nurse triage.
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Supplementary memorandum by the Department of Health (DS 01C)

CAPITAL FUNDING FOR PRIMARY CARE NHS DENTISTRY

The Government announced in May 2006 that the Department was making available £100 million capital
funding to take forward infrastructure improvements for NHS primary dental services over the two years
2006-07 and 2007-08. This is intended to support dentists in modernising premises and equipment for
patients and allow PCTs to give greater financial support to help dentists establish new practices or expand
existing surgeries to improve access to services.

The Department has allocated £40 million in 2006-07 and £60 million in 2007-08. These funds have been
allocated to SHAs on a simple capitation basis (ie pro rata to the size of their local populations). SHAs are
responsible for deciding the allocation of resources to their individual PCTs, based on the SHA’s assessment
of the most suitable basis for distribution or where investment will secure maximum benefits for NHS dental
services and the relative needs of the PCTs in their area.

The funds can be invested in grants to independent dental contractors or in facilities for Trust led salaried
dental services at local discretion. PCTs also have discretion to use any of their general NHS capital funds
to assist primary care dentistry if they consider this an appropriate local priority.

Capital Allocations for Primary Care NHS Dentistry in 2006-07 and 2007-08

The distribution of the 2006-07 and 2007-08 capital funds nominated by SHAs is listed in the table below.
The 200607 allocations have been reclassified to match the new PCT structures.

Capital Capital
Allocation Allocation
200607 2007-08
£000’s £000’s

030 North East SHAD
County Durham PCT 482 710
Darlington PCT 0 0
Gateshead PCT 0 0
Hartlepool PCT 0 0
Middlesbrough PCT 439 646
Newcastle PCT 590 869
North Tees PCT 0 0
North Tyneside PCT 0 0
Northumberland Care Trust 0 0
Redcar & Cleveland PCT 0 0
South Tyneside PCT 0 0
Sunderland Teaching PCT 521 766

Q31 North West SHA

Ashton, Leigh and Wigan PCT 240 360
Blackburn with Darwen PCT 123 150
Blackpool PCT 121 570
Bolton PCT 207 300
Bury PCT 132 164
Central & Eastern Cheshire PCT 294 500
Central Lancashire PCT 316 150
Cumbria PCT 361 570
East Lancashire PCT 290 570
Halton & St. Helens PCT 253 400
Heywood, Middleton & Rochdale PCT 168 176
Knowsley PCT 146 219
Liverpool PCT 435 544
Manchester PCT 440 520
North Lancashire PCT 239 570
Oldham PCT 179 450
Salford PCT 195 292
Sefton PCT 217 69
Stockport PCT 197 252
Tameside with Glossop PCT 177 265
Trafford PCT 153 228
Warrington PCT 135 128
Western Cheshire PCT 173 300

Wirral PCT 261 395
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Capital Capital
Allocation Allocation
200607 2007-08
£000’s £000’s
032 Yorkshire and The Humber SHA
Barnsley PCT 207 309
Bradford & Airedale PCT 407 609
Calderdale PCT 152 227
Doncaster PCT 253 378
East Riding of Yorkshire PCT 216 327
Hull PCT 228 337
Kirklees PCT 296 442
Leeds PCT 567 844
North East Lincolnshire PCT 130 193
North Lincolnshire PCT 120 179
North Yorkshire & York PCT 532 797
Rotherham PCT 206 308
Sheffield PCT 428 635
Wakefield District PCT 282 421
033 East Midlands SHA
Bassetlaw PCT 91 134
Derby City PCT 225 332
Derbyshire County PCT 563 833
Leicester City PCT 267 391
Leicestershire County & Rutland PCT 450 667
Lincolnshire PCT 570 849
Northamptonshire PCT 479 728
Nottingham City PCT 262 384
Nottinghamshire County Teaching PCT 510 754
Q34 West Midlands SHA
Birmingham East & North PCT 350 522
Coventry PCT 275 409
Dudley PCT 231 344
Heart of Birmingham PCT 265 396
Herefordshire PCT 131 197
North Staffordshire PCT 156 233
Sandwell PCT 270 401
Shropshire County PCT 206 308
Solihull Care Trust 147 219
South Birmingham PCT 288 430
South Staffordshire PCT 409 612
Stoke on Trent PCT 223 332
Telford and Wrekin PCT 122 182
Walsall PCT 213 317
Warwickshire PCT 374 560
Wolverhampton City PCT 211 314
Worcestershire PCT 388 582
035 East of England SHA
Bedfordshire PCT 319 483
Cambridgeshire PCT 429 700
East & North Hertfordshire PCT 431 648
Great Yarmouth & Waveney PCT 174 263
Luton PCT 144 216
Mid Essex PCT 234 418
Norfolk PCT 558 852
North East Essex PCT 201 365
Peterborough PCT 158 179
South East Essex PCT 424 392
South West Essex PCT 271 465
Suffolk PCT 455 701
West Essex PCT 162 306

West Hertfordshire PCT 425 640
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Capital Capital
Allocation Allocation
200607 2007-08
£000’s £000’s
Q36 London SHA
Barking and Dagenham PCT 133 206
Barnet PCT 236 359
Bexley Care Trust 143 215
Brent PCT 226 341
Bromley PCT 207 314
Camden PCT 204 305
City and Hackney PCT 211 323
Croydon PCT 235 350
Ealing PCT 247 368
Enfield PCT 195 296
Greenwich PCT 191 287
Hammersmith and Fulham PCT 147 224
Haringey PCT 192 287
Harrow PCT 141 215
Havering PCT 168 260
Hillingdon PCT 171 260
Hounslow PCT 165 251
Islington PCT 187 278
Kensington and Chelsea PCT 152 233
Kingston PCT 112 171
Lambeth PCT 259 395
Lewisham PCT 220 332
Newham PCT 230 350
Redbridge PCT 162 242
Richmond and Twickenham PCT 124 188
Southwark PCT 223 332
Sutton and Merton PCT 255 386
Tower Hamlets PCT 200 305
Waltham Forest PCT 178 269
Wandsworth PCT 215 323
Westminster PCT 203 305
037 South East Coast SHA® 3,344
Brighton and Hove City PCT 0 346
East Sussex Downs & Weald PCT 0 405
Eastern & Coastal Kent Teaching PCT 0 922
Hastings & Rother PCT 0 240
Medway PCT 0 309
Surrey PCT 0 1,154
West Kent PCT 0 735
West Sussex PCT 0 917
Q38 South Central SHA
Berkshire East PCT 318 480
Berkshire West PCT 337 509
Buckinghamshire PCT 354 535
Hampshire PCT 775 1,171
Isle of Wight PCT 179 271
Milton Keynes PCT 261 396
Oxfordshire PCT 386 584
Portsmouth City PCT 260 393
Southampton City PCT 262 396
039 South West SHA
Bath and North East Somerset PCT 137 207
Bournemouth & Poole PCT 240 362
Bristol Teaching PCT 314 474
Cornwall & Isles of Scilly PCT 412 622
Devon PCT 578 872
Dorset PCT 319 481
Gloucestershire PCT 457 690
North Somerset PCT 154 232
Plymouth PCT 195 293



Health Committee: Evidence Ev 149

Capital Capital

Allocation Allocation

200607 2007-08

£000’s £000’s

Somerset PCT 408 616

South Gloucestershire PCT 198 298

Swindon PCT 150 226

Torbay Care Trust 107 160

Wiltshire PCT 354 535

England Total 40,000 59,996

Notes

1. The North East SHA proposed that their allocation should be directed to a lead PCT in
each of four management clusters of PCTs on a weighted capitation basis. We
understand that each cluster would then decide locally how the funding should be
distributed among the relevant PCTs to respond to local access issues.

2. Details of the 2006-07 distribution within the South East Coast SHA area are not
available centrally.

Capital Allocations for 2008-09

In some areas there has been slippage in finalising distribution of the previous years’ funding. This is not
unusual when dealing with capital projects, and particularly with a scheme which requires local co-
ordination with a number of independent dental practices.

All year end underspends within the NHS are handled at overall Department of Health level under HM
Treasury End Year Flexibility (EYF) arrangements. Individual Primary Care Trusts (PCTs) do not have
any automatic or locally administered carry forward of prior year underspends. However the recently
published NHS Operating Framework confirmed that in 2008-09, £400 million would be made available to
PCTs to fund local capital schemes with an additional £250 million for national initiatives. PCTs have been
asked to develop robust capital plans for 2008-09 to be signed off by their Strategic Health Authority (SHA)
in due course. The Operating Framework also states that slippage in programmes in the SHA and PCT
sector from previous years should be included in these capital plans and phased in the years the expenditure
will be incurred, to ensure existing commitments are recognised. The opportunity to deliver assistance to
dental practices will not therefore be automatically forfeited at the 2007-08 year end.

CosT OF OVERSEAS RECRUITMENT OF DENTAL PERSONNEL

The cost of the Department’s centrally funded initiatives to attract overseas dentists with the high quality
skills necessary to work in the NHS in England, and to assist the General Dental Council to provide
additional places in the International Qualifying Examination taken by dentists from outside the EEA to
enable them to practise in the UK, are summarised in the following table.

Financial Year  Cost (£ million)

2004-05 2.6
2005-06 0.3

No further central initiatives have been undertaken since 2005-06. However some SHAs, PCTs, dental
corporate bodies or individual dental practices have co-operated in undertaking additional overseas
recruitment activities at their own initiative, but information on the scale and duration of these activities is
not available centrally.

Supplementary memorandum by CHALLENGE (DS 06A)

DENTAL SERVICES

In the oral evidence we gave to the Health Committee on 7 February one or two points that were raised
did not figure in our written submission. We were asked, and we were happy to agree, to provide the
Committee with further comment and any evidence we had to back up some of those points.

The assertion made by the Chief Dental Officer that the oral health of 12 year olds in the UK was the best
in Europe was described as “fanciful” and “a devious use of dodgy statistics”. It falls to me to explain the
difference of opinion.
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12 YEAR OLDS’ ORAL HEALTH IN THE UK COMPARED WITH THE REST OF EUROPE

The data that provided the CDO with the “evidence” to make his statement about 12 year olds in the UK
came from a data collection exercise carried out by the World Health Organisation (WHO). The published
data he apparently used can be found at the following internet address: www.whocollab.od.mah.se/
euro.html

A little careful analysis and some further digging reveals substantial weaknesses in this data. As usual the
data varies greatly in its quality. Some is old, for example the Armenian data relates to a study carried out
in 1990 and the data from Kyrgyzstan goes back all the way to 1973.

The Belgian data apparently relates to a study carried out in the city of Brussels alone in 1998.
The Greek data for 12 year olds was obtained from the city of Attica alone.

The sample size is also an issue with some of the data, for example the data from Poland was gathered as
recently as 2003 but the numbers of children involved was only 180.

The data for Russian children (data collected between 1996 and 1998) was gathered from only 108
subjects, hardly a representative sample of all the 12 year olds in Russia.

Another small sample was the data from Austria where only 550 children were examined.

CONCLUSION

There is no doubt that the 12 year olds in the UK have comparatively good oral health.

There is no doubt we have good evidence to support that statement but to claim it is the best in Europe
on the basis of the data identified above is questionable and to use the data as a reason for downgrading the
dental service in the way the Department of Health has is an abuse of statistics. The CDO’s statement is not
based on sound figures and cannot withstand even superficial scrutiny.

John Renshaw
CHALLENGE

February 2008

Supplementary memorandum by Sandwell Local Dental Committee (DS 10A)

DENTAL SERVICES

I am aware that representatives of various PCTs were giving evidence to the Health Committee on 21
February on the way the new contract for the delivery of dental services in the NHS has been working since
its introduction in April 2006.

I am the secretary of Sandwell LDC and I have detailed knowledge of one of the areas represented, namely
Sandwell. Colleagues and I have watched the evidence session carefully and we would wish to make the
following points.

Although we would agree with much that was said, there were areas where we have difficulty with the
evidence given.

It was said that Sandwell PCT was accommodating in allowing GDPs to make up a deficit of more than
4% on their UDA target during the second year of the contract. However it should be pointed out that it
was not accommodating in allowing only a 2% leeway for overproduction when all neighbouring PCTs
allowed 4% to be carried over.

The suggestion was made that dentists did not object to money being clawed back if they did not have a
“robust plan” to recover underproduction. We do not know of any dentists who willingly handed back
funding. They had no option, they had either to get on a faster treadmill or have the money clawed back.
The fact that 56% of contracts failed to deliver UDA targets suggests that those targets were set too high.

There was a contradiction in the information given regarding the dental suite in the Oldbury Health
Centre. It was implied that this service was set up because of the local commissioning allowed by the new
contract. However the funding and planning of this facility was pre new contract, and a GDP was installed
only because she had an atypical test year and a ridiculously small contract value and needed to work
somewhere.

We would take issue with the statistic that 73% of the population accessed NHS dentistry. In the days of
patient registration there were never more than around 50% of the population who saw an NHS dentist. We
suggest that these statistical statements should be further explained. Similarly the claim that 10,664 more
patients were seen in the first year of the new contract is hard to believe and should be further substantiated.

It was stated that Sandwell PCT was not just commissioning on UDAs. As far as we aware there is no
commissioning taking place and no indication that any future commissioning will be on anything other
than UDAs.
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One Practice in Sandwell refused the new contract, which left 1,000 patients to be accommodated. We are
not aware that these patients were re-distributed by the PCT nor that any other dentists received any
additional funding to take them on.

The mention of “waiting lists” in the Sandwell LDC written submission alluded to the increase in
secondary care waiting list as a result of more referrals from primary care under the new contract eg
Orthodontics and Oral Surgery.

We agree that Vocational Training is very important and an excellent introduction to General Dental
Practice. It is an educational and developmental process and the Trainee should not be driven hard but
properly supported. It is worth noting that having Trainees is financially advantageous to the PCT, as any
patient charge revenue the Trainee generates goes to the PCT although the UDAs do not go to the Practice.

David Cooper (Hon Sec)
29 February 2008

Supplementary memorandum by the British Dental Association (DS 19A)
The Clerk of the Committee asked that the British Dental Association respond to the following:

1. The quote by the Chief Dental Officer on 6 March concerning the introduction of UDAs

Q 755 We came up with weighted courses of treatment over about six months of discussions with
the BDA in 2004. We had a little working group—which I was not on—with three people from the
Department and three people from the BDA so the monitoring currency was based on weighted
courses of treatment. There was never any grief expressed around that at the time.

There was a small working group constituted of three representatives from the Department and three
from the BDA. The CDO was not one of the three Department representatives. This group held informal
discussions over a six month period and at these discussions the concept of weighted courses of treatment
was considered.

2. Comment on how UDAs were derived and whether they were piloted before implementation

No serious objections were raised around the concept of weighted courses of treatment at the time. It is
important to note that the discussions were around the concept of weighted courses of treatment and
patient-centred measures generally, not UDAs, which only emerged later. It should also be noted that
although informally discussed by the working group, the concept of weighted courses of treatment was never
formally endorsed by the relevant committee of the BDA; the General Dental Practice Committee.

Pressure from the Department of Health on the BDA to endorse the new contract to the profession,
something the BDA was not prepared to do, meant discussions were suspended for a period of
approximately nine months. It was during this period that the discussions on weighted courses of treatment
were disregarded and UDAs were created. The BDA was not, therefore, involved in, or consulted on, that
development.

Units of Dental Activity were never piloted.
March 2008

Further memorandum by Citizens Advice (DS 25A)

DENTAL SERVICES

In December 2007 Citizens Advice commissioned Ipsos MORI to undertake research into access to NHS
dentistry, in order to clarify the size and nature of the problem.

Questions were placed on the Ipsos MORI Omnibus. A nationally representative quota sample of 1,813
adults aged 15 and over was interviewed throughout England and Wales by Ipsos MORI in 169 sampling
points. Interviews were conducted face-to-face in people’s homes, using CAPI (Computer Assisted Personal
Interviewing) between 7 and 13 December 2007. Data were weighted to the known population profile of
England and Wales. Extrapolated population figures quoted in this report were calculated using ONS 2006
Mid-Year Population estimates, taking the total adult (15 +) population of England and Wales as the total.

Respondents were asked whether they had been to a dentist since April 2006. Sixty-five percent had done
so0, and of these, 64% had had NHS treatment on their last visit and 31% had had private treatment. There
were income differences between those who had had NHS and private treatment, with people with annual
household incomes of less than £30,000 being more likely to have had NHS treatment. Young people aged
under 25 were also significantly more likely than those aged 65 or over to have had NHS rather than private
treatment on their last visit.
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DirrICULTIES IN FINDING AN NHS DENTIST

Approximately 54% of the adult population had not had NHS treatment since April 2006—either because
they had had no treatment or because they had gone privately. These respondents were asked for the main
reasons why they had not been to an NHS dentist. Two reasons dominated the replies. Firstly 31% of
respondents who had not had NHS treatment since April 2006 said that the reason for this was that they
could not find a dentist to provide NHS treatment. This equates to approximately 7.4 million people. Of
these, the equivalent of approximately 4.7 million people had sought private treatment instead, and around
2.7 million had gone without any dental treatment.

There is evidence that problems finding an NHS dentist are not uniformly spread across England and
Wales. In the south west, 53% of those who had not had NHS treatment since April 2006 cited this as a main
reason for not having been to an NHS dentist, and the percentage was also well above average in the North
West (39%). In contrast, this reason was given by only 19% of respondents in Greater London and 21% in
the West Midlands.

PERCEIVED NEED FOR DENTAL TREATMENT

Problems with accessing NHS dentistry are not however the only reason why people have not had dental
treatment since April 2006. The other common reason, given by 30% of all those who had not been to an
NHS dentist, was that they considered they had not needed treatment. This reason was disproportionately
given by people in typically disadvantaged groups. Thirty-nine percent of people in social grades DE stated
that they had not needed treatment, a significantly higher proportion than the 25% and 27% of people in
social grades AB and C1 respectively who stated the same. This reason was also given by 35% of those with
annual household incomes of less than £17,500 per year (a significantly higher proportion than the 22% of
people with annual household incomes of £17,500 or more who stated the same). Not feeling a need to see
the dentist was also stated by 57% of non-white respondents, compared to just 26% of white respondents.

Although not an issue covered in this research, it seems unlikely that these groups had better oral health
than the rest of the population. Rather their response may indicate a difference in perception about the
importance of regular visits to a dentist in order to receive preventive dental care, as opposed to waiting for
a problem to occur before making an appointment.

These responses were not evenly spread geographically either, with respondents in Yorks/Humberside
(46%) and the West Midlands (40%) being particularly likely to say they had no need for dental treatment.

NHS DENTAL CHARGES

Only 4% of respondents mentioned the cost of NHS treatment as one of the main reasons why they had
not been to an NHS dentist'? There was some indication that younger people (aged under 35) were more
likely to give the cost of NHS treatment as a reason for not going to the dentist, but the numbers giving this
as a reason were too small to make further analysis possible.

February 2008

Supplementary memorandum by Citizens Advice (DS 25B)

DENTAL SERVICES

Q 683 Dr Naysmith asked Citizens Advice what reasons were given by patients in their on-line survey who had
received Band 2 treatment, for not being satisfied with their treatment

1. Between August and November 2007 Citizens Advice carried out an online survey of people who have
had NHS treatment since the reforms came into effect. 341 people responded. 32% said they were very
satisfied and a further 36% said they were fairly satisfied. However 32% said they were not satisfied with the
treatment they received. Patients who had had Band 2 treatment were most likely to say they were
dissatisfied (41%). This percentage consisted of 43 respondents, all of whom gave reasons for their answer.

2. There was a general feeling that their treatment had been rushed and in some cases of a poor quality.
This was seen in some cases to be due to a lack of time. One respondent described being “treated like cattle”.
A couple of respondents reported fillings falling out soon after treatment. A couple more said they had had
roots left in and a few reported not receiving anaesthetic before fillings were put in.

12 However the 2007 CAB online survey showed that many people do find the NHS charges difficult to afford.
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3. Some respondents reported having to return to their dentist for follow up treatment, when they felt
this could have been done all in one go. Another respondent attended an emergency appointment at which
they had a tooth removed for £15.90, but had to pay a further £28.40 later due to the fact it had been a
difficult extraction. The respondent was told to make another appointment to get a filling and after a six
week wait paid £43.60 for a coating which later came off. This was recoated for a further £15.90. There were
some other cases of dentists missing fillings and patients having to return to get these done and having to
pay again.

4. A lack of clarity about the NHS/private charging interface was reported by a small number of
respondents. One said they were not told about the costs upfront and were not sure what were NHS costs
and what were private costs. One respondent was told at her first appointment to come back for a second
check up and cleaning for which she paid £40 (clearly a private charge). Bridges were an area of confusion;
some people had been given the impression that this treatment was not available on the NHS and one
reported being asked for £850 for a bridge when it should cost £194.

5. A few respondents commented that NHS dentistry was too expensive. One commented that £15.90 for
a two minute check up was wrong. A check up and filling for £43.60 was described by one respondent as
too expensive and by another as “ridiculously overpriced”—especially as the treatment took only ten
minutes for the latter patient. Another described NHS charges as “exorbitant”.

March 2008

Memorandum by the Dental Laboratories Association (DS 26A)!3

NHS DENTAL SERVICES

EXECUTIVE SUMMARY

The primary driver of the NHS Dental Reforms was to devolve the service to make it responsive to local
need and address problems of accessing NHS care. Also, as stressed in the Department of Health’s report
on the reforms, One year on, they were intended to “shift the service away from the old system, which
operated on a piecework basis (often described as ‘drill and fill’ treadmill). . .”

In doing this we have seen a significant reduction of at least 44% in Band 3 treatments, treatments that
repair the consequences of the “drill and fill treadmill”. Moreover, the cohort of the population that need
these treatments, who benefited from NHS dentistry, are going to make the greatest demand on dental care
during the next 20 to 30 years but are in danger of being abandoned by the service.

1. The Problem

1.1 We begin our evidence by looking at what has gone wrong following the most fundamental change
to NHS primary care dentistry in England and Wales since its inception, with the introduction of personal
dental services (PDS), before considering the implications, if not addressed, and a possible way forward.

1.2 Our concerns are not only about the significant fall in the provision of Band 3 treatments (treatments
requiring laboratory work like crowns, bridges and dentures) but also the quality of what is provided. Of
the 480 or so fees under the old fee per item, general dental services (GDS), just over 40% involved laboratory
work. Significantly, these accounted for around 8% of courses of treatment (CoTs), Band 1 (checkups,
scaling and diagnostic procedures) 52% and Band 2 (fillings, root canal treatment and extractions) 40%.

1.3 However, NHS Dental Statistics for 2006-07, published by the NHS Information Centre (IC), show
Band 3 treatments during the first year of PDS 50% lower than under the GDS, at 4% of CoTs. These
treatments have probably settled at around 56% of what they were or 4.5% of CoTs. This was the level in
quarters three and four of 2006-07, following a recovery from 2.2% at the beginning of the first quarter,
rising to 3.7% by the end of it and 4% in the second quarter.

1.4 The reason for very low Band 3 CoTs during the early months of the PDS was that these courses of
treatment generally take longer than others to complete. Also, and more significantly, there was a lot of
activity, particularly in the provision of what were to become Band 3 treatments, during the final quarter
of the GDS contract, as general dental practitioners (GDPs) attempted to provide these under fee per item
of service, before the changeover to PDS.

1.5 The latter resulted in patients benefiting from lower patient charges for single treatments before the
significant increases accompanying the PDS. The Department has exclusively focussed on the reduction in
the maximum patient charge from £378 under the GDS to £189.00 during the first year of the PDS—the
patient charge for Band 3 treatments. But for single treatments, like a porcelain jacket crown, the patient

13 This is a revised version of the Dental Laboratories Association’s original memorandum published in HC 289-I1—http://
www.publications.parliament.uk/pa/cm200708/cmselect/cmhealth/289/289ii.pdf
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charge increased by 184%; a full or jacket crown in non-precious metal by 179%; a full upper or lower
denture by 123%; and a full upper and lower set of dentures by 43%.'* Increases in price of these magnitudes
will have significant effects on the demand for dental care.

1.6 This reduction in Band 3 treatments was identified in our surveys of dental laboratories, conducted
at regular intervals following the introduction of the PDS and during the pilot schemes. In the first year, this
showed an overall decline of 57% in units of Band 3 appliances supplied to GDPs in England and Wales,
compared to increases of 15% in Scotland and 17% in Northern Ireland, both of which retained the GDS.
For individual items, the decline ranged from 41% for non-precious metal crowns to 84% for chrome framed
dentures. This was not matched by an increase in private work, which increased by just 18%.

1.7 Band 2 items also experienced a fall in demand, accounting for around 40% of CoTs under the GDS
to 30% under the PDS, again reflecting increases in patient charges for individual treatments. The patient
charge for a Band 2 CoT was introduced at £42.40, which compared, for example, to a price of £6.20 for a
simple, amalgam filling under the GDS which, when combined with the charge for an examination of £5.84
(see footnote), meant a 252% increase in the patient charge.

1.8 One of the consequences of a reduction in demand for Band 3 and, to some extent, Band 2 CoTs has
been a significant shortfall in patient charge revenue, with knock-on effects for primary care trusts (PCTs).
In NHS Dental Reforms: One Year On, the Department stated that patient charges were expected to raise
around £600 million, although warning that “a number of PCTs, though not all, have been projecting lower
than expected income from patient charges during the first year. . . the Department has increased funding
allocations for 2007-08 to allow for slightly lower levels of patient charge income as a proportion of gross
expenditure.”

1.9 As it turned out, patient charge revenue was £475 million, a massive £125 million short of the £600
million assumed in the indicative gross allocations issued to PCTs. The Department had plenty of warning
that this might happen from the PDS pilot schemes—we estimate that patient charge revenue from these
were some £80 million short of the £190 expected, out of a total spend of £764 million in England and Wales.

1.10 As well as demand-side effects, there were also supply-side effects influencing the provision of band
3 treatments. If a patient needed multiple crowns, for example, and could afford the maximum charge, GDPs
were quite willing to provide these under the GDS as their fee was not constrained—simply the number of
crowns times the fee. Although the PDS contract value, target of units of dental activity (UDAs) and
therefore value of UDAs were determined by a GDP’s previous activity under the GDS, GDPs have been
reluctant to provide multiple treatments as they incur higher direct costs for the same fee (12 x £UDA). This
will be compounded after April 2009 when the dental budget is no longer ring fenced and UDAs begin to
float.

1.11 Partial dentures have bucked the trend, with the Dental Treatment Band Analysis for England,
published by IC, showing that within Band 3, CoTs containing partial dentures rose from 27.4% to 34.7%.
Our surveys show that during the first year of the PDS, there was a 76 per cent increase in the most basic
partial denture—the single tooth denture.

2. Demand for Dental Care

2.1 The Department’s mantra accompanying the introduction of the PDS and repeated to PCT
commissioners at every opportunity since, has been prevention, prevention, prevention. The move away
from intervention to prevention is appropriate for children—according to the World Health Organisation,
UK 12 year-olds have the lowest levels of tooth decay in Europe. It is also appropriate for adults brought up
post 1960’s, who benefited from the introduction of fluoride toothpaste and a more preventative approach to
dental caries. However, it is totally inappropriate for those born in the 1930’s, 1940’s and 1950’s.

2.2 This cohort of the population was at high risk of developing caries and increasingly enjoyed access
to dentistry through the NHS. Techniques universally favoured cavity preparation based on the principle
of “extension for prevention”. These patients had decayed teeth that entered into the “restorative cycle”—
repeated placement and replacement of restorations, with progressive loss of tooth structure and weakening
of the tooth. In short, those most likely to need Band 3 treatments under the PDS.

2.3 Tt is these patients, with their huge volume of restorations and expectations to maintain a natural
dentition, who will have the biggest impact on the demand for dental care over the next 20-30 years but are
in danger of being abandoned by the PDS. The question has to be asked can one fee, however it has been
arrived at which, through time, will inevitably degrade, ensure that this cohort of the population receives
the treatment it needs when it covers such a wide range of appliances and therefore costs?

14 Under the GDS, an examination was charged separately but is now included in the patient charge for band 2 and 3 courses
of treatment. Therefore, to estimate the increase, the patient charge under the GDS for an examination was added to the
patient charge for the individual item.



Health Committee: Evidence Ev 155

3. The Solution

3.1 We do not, however, see a return to more fees for band 3 treatments as the way forward. Dentistry
is unlike medicine in that there are often a variety of ways of restoring/repairing/replacing the dentition that
differ in quality and cost. The problem of having a different fee for a procedure to reflect the laboratory
component is no different to a specific allowance built into the fee as under the GDS—it inevitably becomes
the maximum and the GDP has no incentive to involve the patient in decisions about what is used.

3.2 The patient is unaware of this cost minimisation pressure, nor of its significance in limiting options,
even though there may be considerable choice available—choice about the aesthetic and durability of
something that will be present in their mouth for some considerable time. This complete lack of transparency
and consumer sovereignty is at variance with market efficiency and is particularly difficult to accept in a
health care system where patient charges have been a feature since 1951, introduced, ironically, for dentures.

3.3 However, if, as we propose, the patient pays for the laboratory component and the NHS subsidises
treatment, we will see the emergence of an enfranchised patient, making real and informed choices about
the dental care they receive.

February 2008

Supplementary memorandum by the Dental Laboratories Association (DS 26B)

NHS DENTAL SERVICES

EXECUTIVE SUMMARY

In this supplementary evidence we report on the lack of progress in establishing work-based training
places for dental technicians. We examine the implications for the future of dental laboratories, including
the possibility of sourcing appliances from abroad with recent experience in the US providing an example
of what could happen here before addressing doubt cast by the Chief Dental Officer on the DLA’s evidence
on the impact of the new dental contract.

1. Lack of Training Places

1.1 The lack of work-based, vocational training places in dental technology is having a significant effect
on the employment of dental technicians. The new foundation degree in dental technology provides a good,
broad based education but the transition to the workplace requires a significant amount of vocational
training, which is too expensive for laboratories to provide themselves.

1.2 A vocational training scheme for dental technicians has been successfully piloted and introduced in
Scotland. We have asked the Department of Health (DoH) for help in setting up a similar scheme in England
and Wales but they have refused This is against a background of increasing the number dental
undergraduates by 25% but with no provision for support services provided by dental technicians. The
biggest factor affecting the future of dental laboratories will be the increasing scarcity of high quality dental
technicians, putting further pressure on sourcing appliances from abroad.

2. US experience of appliances sourced in China

2.1 A patient in Columbus, Ohio was fitted with a bridge, which had an immediate allergic reaction. The
bridge was removed and further surgery was required. The patient discovered that the bridge was
manufactured in China and that the porcelain used for the teeth contained dangerously high levels of lead,
160 parts per million (ppm)—to put this in context Matel removed its toys from the market that contained
levels of lead of just over 90 ppm. A local television station subsequently enlisted the help of dentists to send
work to eight laboratories in China, which was then independently tested. One crown was found to have
porcelain containing lead of 210 ppm!

2.2 Could the same thing happen here with the introduction of statutory registration of dental technicians
and the updating of the Medical Devices Directive that regulates laboratory work? The answer is yes,
although, as David Smith reported to the Committee, we believe that the number of units coming into the
country from China is at present quite low, the risk to patients receiving these appliances is high. The
General Dental Council will not stop the sourcing of laboratory work from countries that do not have a
regulatory framework for dental technicians similar to the one to be introduced into the UK from August
this year. Also, at the UK’s insistence, the new Directive does not require disclosure to the dentist or patient
of where the appliance was made or what it contains. When the DLA raised the lack of a disclosure
requirement with the DoH just three weeks ago we were told that “patients didn’t want to know where their
restorations were made”.
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3. DLA evidence

3.1 In his second oral evidence session, the Chief Dental Officer, Barry Cockcroft, cast doubt on the
authenticity of the results of the DLA survey into the effects of the new contract on what was being supplied
to general dental practitioners by dental laboratories. This is the first time that this criticism been made
despite having worked closely with the DoH in developing the survey. Indeed, the NHS Information Centre
went as far as welcoming the work in providing the only source of information on what was being provided
to patients within band 3 treatments. We would like to reassure the Committee that the survey was robust,
using a sample of 440 laboratories of varying sizes, drawn from around the UK supplying GDPs in England
and Wales.

March 2008

Supplementary memorandum by the Department of Health (DS 01D)

BREAKDOWN OF CALLS MADE TO NHS DIRECT (DATA SOURCE: NHS DIRECT)

HSC were particularly interested in the number of calls which NHS Direct receive as the contractor
chosen by a PCT to deliver a front end dental service—eg an out of hours triage service. These calls are
shown in the column headed “Callers to PCT contracted dental service”. The “Calls to 0845 service” column
shows the dental calls to the general NHS Direct telephone number.

Callers o Calls to % Calls to All
ad\;i:eelt(i i Calls to % Calls Ca(IEESFl’to /:océgs conlirca:a-cl:-te d conFt’r(z:aIte d Symgtaclwlgatic Apr;llsvc\/;::ed
dental 0845 to 0845 OO_H OO.H Dental Dental answered by by_NHS
treatment Service  Service Service Service NHS Direct DIt
2003 166,539 | 129,549 78% 5,279 3% 31,711 19% 3,640,172 6,443,091
2004 | 220,681 | 185,949 84% 6,107 3% 28,625 13% 3,993,805 6,431,102
PAOS) | 275,367 | 240,611 87% 6,672 2% 28,084 10% 4,374,303 6,804,759
2006 | 381,371 | 285,055 75% 7,540 2% 88,776 23% 4,112,785 6,359,898
2007 | 421,825 | 304,673 2% 2,493 1% 114,659 27% 3,821,570 5,496,089

TypEs oF CALLS NHS DIRECT PROCESS

0845 46 47—a single national telephone number that where the caller may be calling for any medical
reason. The calls are triaged nationally and then may be categorised and dealt with by either nurses, health
information advisers or dental nurses.

GP Out of Hours—an individual number ascribed to each local service. These are handled within NHS
Direct at regional level and deal with only the calls relating to the advertised GP service.

Dental—individual number ascribed to each local service. These are handled within the NHS Direct at
regional level and deal with only dental calls.

June 2008

Supplementary memorandum by the Department of Health (DS 01E)

The Clerk of the Committee asked the Department to provide further details of the increase in the Dental
Services budget allocation from 2008-09. The Department’s response is as follows:

The total net allocation for primary care dental services in 2007-08 was £1.87 billion.

The 11% increase takes the net dental allocation for primary dental care services in England for 2008-09
to £2.081 billion, before taking account of income from dental charges. This represents an 11% increase over
the equivalent 2007-08 allocation.

The 11% uplift works out at £209 million.
June 2008
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