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General Dental Practice Committee

Report of the meeting held on the 19 and 20 March 2015

Meeting on 19 March 
1. The new GDPC met on Thursday 19 March, and, for the benefit of the large number of new members were given updates on the BDA structures, the current position with regard to contract reform and the outgoing Chair John Milne gave a presentation looking at the challenges for the future.

Contract reform

2. In terms of contract reform, there will be two prototypes, with different proportions of contract value attributed to capitation and activity. Type 1 will have existing Band 1 and urgent care rolled into capitation, and Type 2 will include both Bands 1 and 2 within the capitation element with advanced care being attributed to activity. Both models will include 10 per cent of contract value related to quality and outcome measures. The committee considered models of how the financial arrangements might work in a practice with average UDA values. 

3. The committee expressed many anxieties about the prototype models, and were particularly concerned at the retention of activity components which retain the discredited UDA. Many felt that the potential gains in oral health that the oral health assessment and disease risk stratification might bring would be compromised by retaining activity targets. 
Future challenges

4. John Milne suggested that the committee would need to consider future challenges and outlined these in the presentation below. 
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5. These challenges included whether government was still motivated to reform dentistry and questioned its ambition to improve oral health, highlighting the recent survey data that demonstrated unacceptable levels of decay in children. The treatment needs of the heavy metal generation will prove difficult to meet over the next 20 to 30 years, but John highlighted the general population improvements in oral health with those under 40. Their treatment needs for advanced care will be far less, and the ability of all dentists to be have enough clinical experience in all the disciplines in general practice might be reduced. These pressures bring into context the concept of tiers that are the subject of NHSE commissioning guides. This might result in the movement of some care from secondary to primary care which may benefit dentists with enhanced skills. This issue is also complicated in that NHS England believes that there is a problem with inappropriate referrals into secondary care. Part of the solution may be to define more clearly just what care should be provided within a standard GDS or PDS contract.

6. The committee was then urged to carefully consider the NHS Five Year Forward View document and the possibilities of co commissioning dental services.
7. Funding is being made available to develop Multi-specialty Community Providers (MCP) and Primary and Acute Care systems (PACS) both of which involve federated models and the cooperation of different professionals to deliver integrated patient care. The GDPC is concerned to resist the dental budget being controlled by GPs, but this is an agenda that will need careful planning and strategy. Small practice units may come under threat, and some may well feel there is a more secure future within the private sector. John suggested that the corporate sector will be open to new opportunities and that dental practices might consider the benefits of shared premises and possibly some staff in the future.

Meeting on 20 March 2015

Elections

8.
Elections were held at the start of the meeting and Henrik Overgaard-Nielsen was elected as GDPC Chair and Dave Cottam and Richard Emms as Vice-Chairs. Shaun Charlwood, Nilesh Patel, Brett Sinson and Nick Stolls were elected to the GDPC Executive. These positions are all elected annually and are essentially the team that negotiates with the Department of Health and NHS England. Elections were also held for the GDPC Remuneration and Legislation Sub-Committees and the Associates’ Group. For the latter, the Executive will look at its constitution to ensure that younger associates who have never been practice owners are fully represented.   

GDC/NHS pilots
9.
The committee discussed the GDC/NHS England pilots that were taking part in five Area Teams until January 2016. Members expressed concern about the pilots because they appeared to focus on ATs dealing with complaints that should be referred back to practices for local resolution. There was a lack of information and more detail on the pilots will be obtained.   
Contract reform
10.
The GDPC heard that a DH announcement on successful applicants for dental prototypes was expected by the end of March. A newsletter to current pilot practices reported that the reform programme received 206 expressions of interest from non-pilot practices and 88 from the current pilots. 
11.
There was unhappiness with the proposed remuneration package for the prototypes particularly the retention of the UDA. The package did not recognise that prevention was a valuable activity and that UDAs had been thoroughly discredited. There would be significant financial risks for prototypes and so providers with a lot of practices would find it much easier to take part. This could further distort the representativeness of the prototype group, with small practices being under-represented. The prototype remuneration model seemed to have been designed to generate patient charge revenue and facilitate easy commissioning, rather than deliver better oral health.
12.
Concern was expressed about the pilots who may not be selected for the prototypes. Particularly these practices needed to be given enough time to deliver their pre-pilot UDAs. John Milne had written to the Department of Health identifying the issues that needed to be resolved here.  
NHS commissioning guides  
13.
The Committee received correspondence between the Deputy CDO and John Milne/Mick Armstrong regarding the draft NHS England commissioning guides for the dental specialties. The BDA is critical of the development process, lack of a formal consultation and the current state of the draft guides for orthodontics, restorative dentistry and oral surgery. The restorative guide is being delayed until September, but it is understood that the others might be published as drafts with the final versions published after the election. A meeting is being organised with the Deputy CDO to discuss BDA concerns. 
Contractor loss exercise
14.
The forthcoming BSA contractor loss programme was considered. In April/May, 300 practices with the highest proportion of two or more courses of treatment within 28 days on the same patient would be contacted and asked to submit record cards. Following this, the 800 practices with the next highest levels of split courses of treatment would be asked to do a self audit. The GDPC expressed concern about the process and these concerns would be expressed again to the BSA at a forthcoming meeting.
DDRB
15.
The recommendation of a one per cent increase in NHS dentists’ pay by DDRB had been translated into 1.34 per cent uplift in contract values by the Department of Health. The Department is legally obliged to consult the BDA on uplifts and had done so. The committee was unhappy that the Department had decided to abate the allowance it had made for practice staff costs. A response would be sent disagreeing with the proposals.  
Satisfactory completion of Dental Foundation Training

16.
The CopDend consultation on satisfactory completion of DFT was considered together with the draft BDA response. The consultation can be found here:



 http://www.copdend.org/content.aspx?Group=consultations&Page=consultation_satisfactorycompletionofdentalfoundationtraining
Levy update
17.
Following lobbying by the BDA and the London Federation of LDCs, BSA has sent out detailed information to LDCs on levy payments together with performer lists and contract values. There were still issues with levies but having better information was a step in the right direction. 
 

GDPC
Challenges to face.

John Milne

GDPC Chair (but not for long!)

March 19th





Dentistry: are they bothered?



Low priority

Oral Health Improving

Few complaints

Access OK

What ambition does govt have for oral health?



















Dentists with Enhanced Skills (DES)

Level 1: That which a clinician on completion of undergraduate or foundation training would be expected to have the competency and skills to deliver. Every dental provider will be expected to deliver level 1 care within NHS primary dental care contracts and agreements.

Level 2: Procedural or patient complexity requiring a clinician with enhanced skills and experience who may or may not be on a specialist register. This care may require additional equipment or environmental standards, but can usually be provided in a primary care setting.

Level 3a and 3b care is that which requires specialist practitioner or consultant led care due to complex clinical or patient factors. This care can be provided in primary care, in a dental hospital or secondary care setting depending on the needs of the patients and/or local arrangements which can include current training committments.





Dentist with Enhanced Skills

Special care dentistry

Conscious sedation

Orthodontics

Endodontics

Periodontics

Minor oral surgery

Prison dentistry





Rationale- levels 1,2,3. etc

Reduction of inappropriate referrals

Clarity of provision in GDS/PDS?

What type of care is expected

“normal” would be level 1

No agreement yet on what’s in each level in most specialty areas

Potential additional work in practices

Possible dangers?
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Complex Root Canal Therapy





 Teeth that can be restored and made functional 

 Teeth with good  prognosis

 Patients co-operation does not preclude endodontic therapy

 The patients Medical History does not preclude endodontic therapy

Level 1

 Single/multiple root canals with curvature <15 degrees to root axis that are considered negotiable from radiographic or clinical evidence through their entire length.  No root canal obstruction or damaged access 

 Incision and damage

Level 2

 Single/multiple root canals with curvature >15 but <40 degrees to root axis that are considered negotiable from radiographic or clinical evidence through their entire length

 Teeth with incomplete root development

 Slight limitation of mouth opening

 Retreatments (revisions of endodontic therapy where previous treatment didn’t involve complicated factors e.g. fractured instruments in the canal)

Level 3

 Single/multiple root canals with curvature >40 degrees 

 Single/multiple root canals that are NOT considered negotiable from radiographic or clinical evidence through their entire length

 Periradicular surgery

 Teeth with iatrogenic damage or pathological resorption

 Teeth with difficult root morphology

 Significant/severe limitation of mouth opening

 Complicated retreatments (e.g. failed endodontics surgical treatments; fractured instruments in the canal)

Work to be carried out by GDP

Work to be carried out by a GDP who has undergone additional training

Work to be referred to Specialist Services 









Risk Screening and entry criteria to be determined
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Opportunities For DES

Advanced Care which may need additional training

Additional Training to develop skills

Reduced costs from secondary to primary care

Increased job satisfaction.

Potential starting point for gaining qualifications to join specialist lists
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Managing poor referral practice.

Peer support

Contract sanction

All UDAs are equal?

External training







When to refer.







Unable to treat





Can a colleague help?





Able to treat with further training





Dentist with enhanced skills





Referral to specialist





































Wake up and smell the coffee.







A small town in West Yorkshire

1 Dentist

1 surgery

Receptionist

Nurse

No DDA access

Best practice HTM01-05

  2 surgery

  2 Dentists

  Cramped space

  DDA access

  v small sterilisation    area



   3 dentists

   3 surgeries

   All first floor

   Ground floor reception and waiting

   No lift or stairlift.

  National Corporate

  First floor, 3 surgeries

  No DDA





Federate? 

What might be shared?

Premises

OPG

Decontamination

Reception

Cleaning

Waiting

Practice manager?

Therapist or hygienist?





Barriers.

Insecurity

Fear

Mistrust

Beaurocracy

Inertia.











Better Not Worse.
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Multi specialty community providers (MCP) Integrated care

Based around GP practice lists

Pharmacy

GMPs

Physiotherapy

District Nursing and Health Visitors

Podiatry

Diagnostics and radiography

Peripatetic specialist services- consultant led

Dentistry?







Multi specialty community providers (MCP)

Forming extended primary care group practices through federations, networks or single organisations to provide a wider range of care using a broader range of professionals. Will enable employment of consultants, or engaging consultants as partners to enable a shift of care out of hospital settings.





Primary and Acute Care systems (PACS)

A variation of “vertically integrated care” enabling single organisations to provide GP, hospital, community and mental health services.





How will we approach things?







Co-Commissioning

Effectively allows CCGs to commission primary care- effectively the CCG controls the local GP budget as well as the secondary and community care budgets.

Conflicts of interest

Designs on dentistry?

Legislation?





Follow the Money

£200m transformation fund.

29 sites selected recently

Led by CCGs, hospitals, community trusts, large GP practices, Federations of GPs

One coming near you!

£1bn over 4 years for premises linked to 5 yr forward models.





These won’t miss the opportunity.















Engaging with corporates

Trades Union

Associate agreements

Pay and conditions

Contract reform

ADG.







Private options













They will be bothered if this happens again........or looks like it might??
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Stakes are high.
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