

Orthodontic Managed Clinical Network

11 February 2014


Present: 
Jeremy Knox, Charlotte Eckhardt, Steve Gould, Rhian Bond, Bryan Beardsworth, James Davies

Apologies: 
David Davies, Hugh Bennett, Rhiain Paul
	Agenda Item
	Discussion
	Action

	Orthodontic Waiting List Update
	JK commented that we now have a full cycle of orthodontic waiting list information (December 2012 – December 2013).  There has been a small uplift in the total number of patients waiting (approx 150).  

SG commented that the numbers waiting in Neat Teeth have dropped a little and that numbers waiting in Swansea seemed to have redistributed between providers .

JK highlighted that hospital new patient waiting time is low but waiting time for treatment is expanding.  JK also commented that there is a need for RTT to be adhered to in the hospital service.  CE asked about the potential to bring this into specialist practices.  RB advised that this is part of the phased approach to waiting list management which has been agreed by DSSPG.

It was noted that ABMU primary care specialists do not have a treatment waiting list at present.  


	RB to ensure that a newsletter with the  updated referral information is sent out to GDPs.
Agreed to include hospital waiting times in the information to be cascaded to GDPs

	Strategic Advisory Forum
	Welsh Government has invited the views of the Orthodontic MCN on the proposals to review the Orthodontic contract.  Members of the MCN wanted to know if WG considered there to be a flaw in the current contracting arrangement or whether this was an opportunity to look for a new contract formula to address need vs capacity.  

SG said that he felt that the present system is simple and easy to administer and that it is based on a needs system that is documented within the Regulations (IOTN).  SG also felt that a waiting list is inevitable with need exceeding demand in SW Wales. 
	

	Hywel Dda Update
	JD advised the group that the validation of treatment waiting list is currently being managed within Hywel Dda, with approximately 8% not wanting treatment and approximately 10% of patients choosing private orthodontic care.  There is no prioritisation of the subsequent treatment waiting list 

CE suggested that if the treatment waiting list was prioritised there was the potential for low priority cases to never access the NHS treatment.  JK commented that this type of waiting list validation should be supported in AMBU and that this was one of the proposals that was presented to DSSPG.

Ceredigion assessment clinics have started – waiting time of 6 months from referral to assessment, but lots of catching up to do in Pembrokeshire and Carmarthenshire.  During the period November 2013 to March 2014 BB anticipates that they will have been through more than 12 months worth of assessments.  Data still not validated as some patients had already gone through to the provider. However they are now starting to hand the original assessments back over to the original provider.

BB confirmed that they will continue to accept referrals for ABMU residents, but wants to safeguard against duplicate referrals being made. 


	

	Patient Satisfaction Survey Update
	Information has started to come in from practices. However, it was noted that some had been told not to return PAR scores yet. 

There was confusion over the inclusion of DwSIs within the audit. All clinicians within the MCN understood that DwSIs should be included. RB did not agree.
It was agreed that the quality of care provided by DwSIs had to be monitored by this or similar mechanisms.
	RB to clarify requirements

	Orthodontic Therapist Use
	Following receipt of a letter from IDH, it was agreed that there was a need to keep the LOC informed of issues being discussed at the MCN and that meeting notes would be shared with them in future.
Members were advised that there were suggestions within DSSPG that the use of therapists should be driving down the value of the UOA.
Members of the MCN felt that the use of a therapist working alongside a specialist orthodontist doesn’t cost less but is more costly as there is the need for a second chair, second nurse and reduced specialist throughput.

SG commented that there are five specialists and three orthodontic therapists in Neat Teeth with a minimum of three specialists in the practice at any one time. CE commented that orthodontic therapists need to have appropriate support to enable them to undertake treatments; they are trained to provide precise procedures to prescribed treatment plans. 

However, it was recognised that there may be quality issues where therapists replace specialists and the remaining specialist maintains a large personal treatment load and is required to supervise multiple therapists. 

CE shared a presentation with regard to a GDC issue in Glasgow that related to the use of orthodontic therapists where they had been required to work outside of their professional remit

JK tabled a paper that reviewed specialist to therapist ratios and identified potential risks
SG commented that to provide good quality care the specialist needs to be in the practice the entire time, that the therapist is working to a prescribed plan, and that this should not be considered as a cheaper model. The benefit of therapist use should only be improved patient experience.

It was agreed that there needs to be a limit on the number of orthodontic therapists working to orthodontic specialists.
	JK to include the use of orthodontic therapists into the comments to WG on proposed contract changes

	Minor Oral Surgery
	It was noted that there had been an issue highlighted with patients being referred for orthodontic extractions into Parkway Clinic which has now been resolved.  RB advised the group that there remains an issue with the length of time that some of the cases could entail under GA and that some local guidelines need to be agreed in relation to this to establish a robust patient pathway.  This area of the service will need ongoing audit.
	

	South West Wales OMCN
	It was noted that there appears to have been a lively debate with regard to the situation with lost or destroyed retainers.  Comments received had highlighted that the Regs support a payment from the patient for lost retainers, and that there was the potential for a GDP to provide these but as a Band 3 course of treatment.

Members of the group wanted to know if it was appropriate to charge patients seen in secondary care for lost or destroyed retainers as they currently provide them free of charge.
	RB agreed to speak to SW re secondary care provision of retainers.

RB to review the Regs with regard to provision of lost or destroyed retainers

	DwSI Report
	JK presented an anonomysed review of DwSI referral management and dispersal. 

Approximately 500 cases were reviewed during the audit for the three DwSIs in ABMU which identified that all DwSi referrals were managed in the same way.  
It was noted that the current service model is not necessarily cost effective.  It was recognised that treatment plans have been sent out but that there has been no feedback on the treatment cases.  It was suggested that DwSIs are asked to complete an outcome audit, as it has been 7 years since DwSI accreditation was undertaken.  It was noted that there are standards on the BOS website which are linked to CPD and that DwSIs present audits. It was recognised that there is a need to ensure that treatment plan issued by the specialist was adhered to and that the outcomes were as anticipated.  There is a need for the Health Board to be reassured that standards are being maintained.  

JD asked what HIW’s role is with regard to GDPs providing orthodontic care and whether or not they were treated the same as a specialist practice.

	

	Patient Agreements and Responsibilities
	It was agreed that it would be appropriate for a document for ABMU/Hywel Dda to be developed by the MCN to ensure consistency across specialist practices to ensure that patients are taking responsibility for their orthodontic treatment.
	JK to include in feedback to WG on new contract.

	AOB
	JK identified that there are a number of referrals that are received into the department where the dentist has been advised that the referral was inappropriate due to oral hygiene preventing selection for treatment.  Whilst this is being managed by the hospital service it was agreed that this could be managed as performance issues where there are repeated episodes of referrals outside of the HB guidelines and should be managed accordingly.
Future meetings – it was agreed that the MCN should try to meet during the day time and it was suggested that Friday mornings would be a good time.  BB asked if it was possible to hold them somewhere where he could VC in. Next meeting to be held in June 2014, date to be confirmed.
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