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Executive Summary

Representatives of every section of the dental profession met on 26 April
2007 for the first time under the chairmanship of Dr Andrew Murrison MP to
discuss the state of dentistry in the UK and in particular three issues:

e The conversion of need into demand
¢ Prevention

e A workable NHS dental system

The meeting concluded that the current NHS system does not reward
prevention and is ill-suited to convert need into demand. The banding
system is inadequate and creates perverse incentives.

Many dental care professionals feel isolated and excluded (for example
from the NHS pension scheme). Decisions are taken in an arbitrary fashion
and there is a lack of meaningful consultation with the professions.

The group suggested many improvements to the system, including
greater transparency in charging and an expansion of the banding system
and felt that some changes must be made to the current system in the
short term to safeguard patients’ interests.

The Dental Stakeholder Group is based on the right of dental
professionals to be heard on an equal basis. Unless specifically stated, all
views are those of the contributors.
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Welcome & Introduction

Dr Andrew Murrison MP

l. Preamble

1. Introduction

Good morning. What the man in this chair usually says here is

‘Order! Order!” and | have been wanting to say that for the last six years
since | have been a member of parliament, so | will do it now. | am Andrew
Murrison, the MP for Westbury and am a shadow Health Minister. | have
been asked to chair this morning’s meeting. It is really good to see so many
people here and it is a really good representative gathering. What | hope
we will do today is get as wide a range of opinions in the short space of
time available to us to inform our deliberations. Certainly, policy makers,
and that is what this place does, will be listening to the views of
healthcare professionals. | hope they will and certainly the opposition will,
and is, in the run-up to the next general election, which is probably two
years off and for which all the main political parties will want fairly
copper-bottomed proposals on how we might go forward with NHS
dentistry.

2. The Prime Minster’s Pledge

| think | will start with the words of the Prime Minister, just to set the
scene, because we will all remember in 1999 we were told that everyone
would have access to NHS dentistry within two years. | will just read what
he said in the House of Commons yesterday in response to a parliamentary
question. He said, and this was to do with access to NHS dentistry, ‘it is
and has been a real problem and | entirely accept that. The reason is very
simple. Even though we have increased the number of NHS dentists, we
cannot stop dentists going outside the NHS if they wish to do so. They are
entitled to do so and despite the fact that we are paying dentists far more
and hiring far more of them in the NHS, we have not been able to fulfil that
pledge. The majority of people can access an NHS dentist in their area if
they want to do so, but the figure is not 100 per cent. | accept that.
Ultimately, that will be dealt with only by increasing still further the
number of NHS dentists and that is what we intend to do.’ So, that is the
Prime Minister, probably in his last weeks of office reflecting upon one of
the pledges he made in 1999. A remarkable pledge at the time; we all sat
up and listened when he made that pledge and welcomed it, but | am
afraid that the reality, which | think we will all accept, and indeed the
Prime Minister accepts, has been very different. The question is what we
do about that.

The new regulations and their supporting measures were introduced on
1 April 2006. The chief objections that many of us had at the time were a
lack of piloting of UDAs, a failure to incentivise prevention, contrary to the
specific requirements of Options for Change published in 2002, and a
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failure to talk to the people that are represented here today. In contrast at
that time, | recall that PDS pilots were going quite well; 30 per cent of
dentists had moved voluntarily to them. | would have to say for my
particular organisation this morning, it being non-partisan, is that we have
recommended a system based on registration and capitation. We have felt
that it would incentivise prevention in a way that is uniquely available to
dental practice among all of the clinical disciplines. | think the idea that
perhaps if we can incentivise good oral health that will increase value in
practices and therefore, dentists will be very keen to do it and will
programme it into what they do. | cannot think of any other area of clinical
practice where that potential exists in the quite the same way.

We are one year on into the contract. | think we have to take stock and
look at what might have gone well, what has not gone well and what we
should do about it. We find that Primary Care Trusts are £55 million in the
red on their dental budgets, but the Department of Health quite rightly
insists that we have to await the final quarter’s figures to be clear about
the extent to which PCTs appear to be in the red on dentistry. The
Department of Health implies this is a good thing, that it is the result of
more exempt people being able to access NHS dentistry. And it is possible
that there is a grain of truth in that, as those who are paying an 80 per
cent subsidy perhaps realise that the cost of NHS dentistry and the cost of
private dentistry for the treatments that they want to access are not vastly
dissimilar.

3. BDA Survey

The British Dental Association, and | will not mention the BDA too much
this morning because they have not turned up today, but | will mention
their survey, which | think is quite useful. It was conducted towards the
end of the first year of the new dental contract and looked at how the new
dental contract had succeeded or otherwise against criteria set by the
Department of Health. The first thing we have to consider is whether
patient access and experience has been improved, which is clearly an
explicit requirement of the new contract. 85 per cent of dentists feel that
the new contract has not improved access. Even more felt in the survey
was that it has not improved access to orthodontics. As the father of five
daughters, who have each had to have orthodontics, that is of particular
interest to me. The Citizens Advice Bureau thought that the position was
pretty static; Which?, the consumer magazine was a little kinder, but the
Department of Health’s own figures show that 69,000 fewer patients had
been able to access a dentist at December 2006 compared with March
2006.

We know that 2000 dentists left the NHS in April 2006; that is the
Department of Health’s own figures, and we do not know how many have
joined. Virtually all dentists thought the new contract had impaired
continuity of care, and | think it is very important as we consider how
general dental practice can mirror general medical practice, when
continuity of care is so very important. | think many in the dental
profession would say that they would like to have some of those features of
general medical practice within what they do, particularly in connection
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with registration and preventive health. Overwhelmingly, dentists felt that
the new contract was no good for preventive care. Overwhelmingly, they
thought that they new contract did not improve affordability and fairness
in patient charges and, overwhelmingly again, they felt it had not improved
levels of choice for patients.

4. Confidence in the NHS

Looking at improved working lives, there was clearly a fall in confidence in
NHS dental practice evident from the survey. Dentists recorded a fall in
confidence about the future of their practices and so on. | think the bottom
line is that there is a general feeling that the new contract has not helped
very much at all, either in terms of patients or in terms of those who spend
their working lives trying to improve oral health. So the question for us is
what we can do at this juncture to put pressure on policy makers to re-visit
the contract and improve it, so that we can remedy a lot of the problems
that are clearly evident. | think we need to particularly look at how we can
address dental health inequalities, how we can encourage preventive oral
health and how we might address some of the perversities, including the
perverse incentives both on the part of practitioners and patients, that are
inherent in the current UDA and banding system. If we can get some
answers or ideas that address some of those points from today’s meeting, |
think that would be extremely useful.

We have a relatively limited period of time this morning so | am going to
wrap up at that point. What | would like to briefly do is to go around table
and if people could give us your names and who you are representing, that
would be extremely helpful and hopefully when | come to call for
contributions, | will not have to squint at the labels in front of you. Please
make sure your labels are facing me.

1R Introductions

Andrew Murrison

Thank you. The first item on our agenda today is how might we convert
need into demand and that is going to be introduced by Derek Watson. |
think what we should do is keep our speakers’ contributions relatively brief
so that we can get some roundtable discussion. We are recording what
people say but it is Chatham House rules so it will be non-attributable.
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How Might We Convert Need into Demand?

Derek Watson BDS

CEO, Dental Practitioners’ Association

lll. Introduction

| would like to welcome everybody and thank you for supporting this event.
| am delighted to kick this off because | love policy and talking about
policy, and could probably do it all day but | am suffering from a head
cold.

1. Need v Demand

Need versus demand: this is a very important subject which is close to my
heart in that the words ‘need’ and ‘demand’ tend to be used
interchangeably by people who are not really thinking about health policy.
They are very different and the difference between them is very critical.
To put it simply, there are patients in areas who are very keen to go to the
dentist but tend not to have much work done. | have practiced for most of
my life on one of those areas, in Canterbury, which | tend to summarise as
the leafy suburbs. Latterly, | have worked in Sittingbourne in Kent, which is
the exact reverse. It is an area where people have a massive amount of
oral health problems, absolutely hate the dentist and will never go. It was
a big challenge to try and get these people to attend for the treatment
that they so desperately needed. The emphasis was on trying to divert NHS
funds, which are limited, into areas of high need.

2. DentalLine

It is not always true to say that patients with high need do not demand
treatment. In my experience of 20 years in general practice was that some
of these patients could be the most demanding patients of all; when they
wanted treatment, they wanted it yesterday afternoon, because yesterday
evening would be too late. In thinking about this question, it occurred to
me that we have to look at systems where need has translated into demand
and try and pick up on the features of those. One such system in Kent was
Dentaline and this predates several dental contracts; it was a time when
we still had Family Health Service Authorities (FHSAs). Kent decided to
provide an out-of-hours service for dental patients. Basically, it was open
in the evenings and it closed about midnight, and was open at weekends. It
was phenomenally successful; it picked up lots of patients very quickly,
there were three centres across Kent and it very quickly became the most
successful dental group in Kent. The people who attended were supposed
to go once for pain relief and then find themselves a dentist, but of course,
they did not; once they were out of pain, they went back to work and three
months later, when they were in pain again, they went back to DentalLine
and got their quarterly antibiotic. That is how it went on.
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| think the point with Dentaline was that to a certain extent, we were
imposing our own values on these patients. What we would have done in
their circumstances would have been to find and register them with a
dentist, have a course of treatment leading through to a conclusion, but
that really was not what they wanted. By imposing our own values on those
patients, we did them a disservice. We saw a very basic pain control, anti-
biotic and extraction service as a step backwards to 1948, 1950s, but for
those patients, it was a step forward. So one thing | would like to say at
this forum, because we have always been very good at thinking the
unthinkable, is that perhaps we have to go backwards to go forwards with
some of our patients.

3. Communication

What | think we had with these patients was a failure to communicate. |
think that we tried to tell them what was best for them and they were
trying to tell us what they wanted, but we did not listen to them. That
opens up other questions such as core service. If we are going to target
public money towards extractions and pain relief, should we make that a
service which is available to everybody and therefore easier to fund, rather
than the alternative, which is to make every treatment available to
everybody? This spreads the jam so thin that the whole system tends to
collapse. The alternative is to offer a full service for only very few people
and leave a large number of people disenfranchised and with access
problems. It also opens the question of whether it is beneficial if people
leave the NHS. | had a very interesting argument with one of my patients,
who stated quite clearly that it was everybody’s duty to use the NHS
because if everybody did not, it would become a service for the less well-
off and therefore, the level of service offered would go down. From my
experience in practice, as people left the NHS, it actually freed up
resources. So, the people who could leave were actually doing the people
who could not leave a favour. That is a bit controversial but is my
experience from looking at how things work in practice.

4. Practitioner Perspective

Finally, | am going to deal with another type of conversion of need into
demand. It is certainly true that the NHS dental service at the moment
needs dentists. How could we arrive at a situation where dentists were
demanding to come back into the NHS? It sounds a bit far-fetched at the
moment and perhaps not even a question that we might want to think
about, but why not? Why should dentists not be keen to work in the NHS?
They certainly were in 1981 when | qualified. | think the key to that is to
understand that dentists are self-employed, small business people. Because
they sub-contract their work from the NHS, they tend to work and make
decisions in ways that reduce their business risk. When setting up
practices, for example, they will locate themselves in areas that will
maximise their return on capital. So they are not like doctors, and | think
we suffer a bit from being treated in the same way as doctors. Until such
time that the NHS adopts the entire business risk of practicing dentistry,
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we have to ensure that the risk of NHS practice and private practice are
equalised as far as possible.

So, my units of talking activity have almost come to an end so | am going
to wind up now. The points that | would like to add to this debate are the
following. Firstly, the Government and politicians cannot adopt a
centralistic, commander-control approach because dentists must adopt the
business risk of any hare-brained scheme they are given and they do have a
choice. Secondly, high-need patients are telling us what they want but
perhaps because it does not conform to our modern ideas about what they
should want, we are not really listening to them. That means that what we
do for them is not successful. Because of that, perhaps we ought to be
thinking of moving away from the nine-to-five, course of treatment model
to a service which they have demonstrated that they do like: the after-
work model, even the after-the-pub model. These people are not
impossible to get through to and | think we have an obligation to help those
most in need. Thank you.

IV. Observations

Participant

Thank you Derek. What | suggest we do know is ask for questions and
observations, and then ask Derek to respond to them collectively or
individually. So do we have questions or points?

Participant

| would just like to say thank you for the introduction, but when you said
about the dentists, | am sure that you meant the delivery of primary dental
care is the responsibility of the wider team to ensure that dental nurses are
involved in oral health education, that we see the role of the dental
therapist expand, the réle of the dental hygienist expand and now the
clinical dental technician. We must not forget that we are talking about a
team approach and not just the dentists.

Participant

| think that is absolutely right, and many of us who are not part of the
dental team are sometimes guilty of not fully appreciating that and
hoisting it on board in the same way | find that my colleagues in the House
of Commons, when they talk about the NHS and what it provides,
automatically think it is surgical operations, which is a sense of huge
frustration for me as a non-surgeon. So, | think that is an extremely well
made point and the representation around the table today clearly shows it
is a team effort. Hopefully, we will discuss this morning how broad a dental
team might be used in order to improve NHS dentistry, which is something
my party is very keen on and will rely upon in terms of trying to improve
that NHS dentistry. Although | appreciate its controversy in some sectors.
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Participant

Can | raise the point that what you have suggested is that there is an
understanding out there in the public of a need. But, if we are not careful
we will look at a quick fix for that need rather than looking at the
education of the next generation coming through and trying to educate
them into a healthier lifestyle. | do not know if you have any comments on
that?

Participant

We will have a few observations first.

Participant

| have caution against the idea of the after-pub model. | think the NHS has
already had some experience of after-pub attending.

Participant

| would just like to make the observation that | have practical experience
of education and it is very valuable point. When we set up our practice, we
actually encouraged young children to attend and we made it fun. We had
preventive dental units set up and we involved the whole dental team, the
nurses and the receptionists in greeting parents, and parents would bring
their children. We even had a creche, so that parents could drop their
children off while they were going to work or whatever for a short period
of time. During that time, we made it fun for the children, and they would
then get used to the idea of coming to see the dentist. Also, by bringing in
the children, it brought in the parents and we found that a very useful
model to adopt, and | can see some nodding heads there. | would like to
see that side of things being able to be rolled out across the board, but
unfortunately at this point in time, prevention is not a high priority. But |
do think that it is actually getting to the children and encouraging them
through schools and through school associations, for example, we had
involvements with the scout movement and we went out and gave
presentations at scout and guides’ evenings. We have competitions and fun
club. We made it fun, which is what | am driving at, and it brought the
children in and the parents then followed thereafter.

Participant

Can | ask—do practices still do little tubes of toothpaste? | remember when
| was about nine or ten, having little tubes of toothpaste that my dentist
used to give me every time that | went to the dentist. | am not aware that
those are done anymore.

Participant

No we do not have that, but one thing that is very popular with the
children is the tablet that shows up plaque, and they love leaving the
dentist with bright red teeth. It is great and it involves them.
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Participants

But | think the question for policy makers is how we incentivise that
because the difficulty is practicing prevention and the criticism | am
getting of the new contract is that there is very little within it that actually
incentivises that. The point was made that practices tend to be run as
businesses and | know they do a lot of work on a pro-bono basis, but if we
are serious about practising prevention, we need to incentivise it.

Participant

Yes, and | think you made the point about registration and capitation. We
were able to do that when we had that kind of system in position, but not
at this point in time.

Participant

Was that under PDS pilots?

Participant

Yes.

Participant

With regards to prevention and dental nurse education, we have the
national occupational standards for dental nursing, and it requires the
dental nurse to provide that service in the workplace. But increasingly, as a
tutor and assessor myself, | find it very difficult for the dental nurses to
actually carry that duty out in the general practice because there is no
structure within the contract for prevention, and time and time again, the
dental nurses are having to go outside the workplace to achieve what
should be part of the job.

Participant

Ok. So what are your proposals? What are you suggesting we should be
doing?

Participant

One could be the use of the students. | work in a college and we try to use
students that we have in the college for the dental nurses to educate
them. | think the thing is that oral health education is part of a bigger
picture of public health in general and | think we could all come together,
not just in the dental profession, but also for health in general. | know in
Scotland they have gone out into communities and used lay people to give
initial oral health messages to their peers; they are giving the basic
education to people which will then encourage them to take up oral
healthcare.
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Participant

So, it is outreach in a sense and is perhaps similar to the situation that
pharmacists are meant to be operating in with their new contract. Built
into their contractual arrangements, or in the change in working
arrangements, is this ability for them to leave their pharmacies and do
work in the community. So, it would be something similar to that.

Participant

Dental nurses are ideal to go out and educate people on their basic needs.

Participant

Under the capitation scheme in PDS, one of the main problems that we
noticed was supervised neglect, where complex treatments came to a
grinding halt and any dentist that we were aware of doing a PDS contract
just stopped doing complex treatments. So how do we put a mechanism in
place with any sort of capitation service that stops these complex
treatments from disappearing?

Derek Watson

My apologies to everyone if | have started to talk like a dentist. | talk as a
dentist no more, and | do appreciate the team, which was one of my
motivations in persisting with this group; we are all equals. As far as
educating the next generation, | take that point. | have nothing to say
against educating children and passing the message on to the next
generation at a time when they are very receptive to that message. What |
did find when | plotted a graph of the ages of my patients was that we had
two bell-shaped curves. One peaked around 15-16 and one is peaked
around 52. The youngsters get dragged along by their parents, they have no
choice, but in many ways, the only criticism that | would make of people
who immediately say children are the future, is that they are an easy
target. But are they the right target? They are a good, worthwhile target
but the problem with that graph in my surgery was that at 18, patients
vanished off the dental radar and disappeared, because they come to a
time in their lives when their mother or father or grandparents have said to
them, ‘I can’t take you to the dentist anymore, so you are going to have to
sort it out yourself’. They think, ‘great, this is my excuse not to go’, and in
general, they then do not go for 15 years. They start to come back on the
radar around 35 because by then, they are getting a bit more confident
about paying for things; they are married and are starting, as they creep
towards 40, to think about their teeth in their old age. | would be very
concerned about that missing group, the 18 to 35 group. Children in a way
are not our biggest problem and child decay rates are falling.

My appeal was to have flexibility in terms of how to deal with these
people and to do things on their own terms. | remember a patient who
came in, who was a very regular attendee and had only come in because he
had had a succession of problems with his teeth and was in pain on both
sides, because when you have pain on one side, you can still chew. So, |
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sorted his teeth out and he said to me that his wife was petrified of the
dentist and she had never been. | said to him that he should get her to
come in, but he said she never would. When | asked where she was, he told
me she was at home. | told him to ring her and tell her to we were going to
come around. We got in the car and went to this chap’s house, which | will
not go into further except to say there is a lost valley in Canterbury, which
| have never found since that day. There she was, and only because we
responded with my offer to go and see her on that one day, did we manage
to access that lady and help her with her dental problems. So, | am saying
that we have to be very flexible and think about meeting these people on
their own terms.

Lastly, with regard to the point about capitation leading to under-
prescription, this is a well rehearsed argument and dates to the days when
Steven Noar was setting up Denplan. He was very frequently asked why
capitation should not lead to under-prescription and his answer was that if
the dentist has an ongoing relationship with the patient, what is the
advantage to the dentist in leaving things to get worse? If the dentist is
going to be ultimately responsible for sorting the problem out anyway, it is
not really in his interest to leave it until it becomes a major problem or a
small problem turns into a big problem. It is not quite as simple as that
because there are very expensive items which do not really count as under-
prescription if they are not provided. But then you have to look more at
the totality of care. But, capitation can lead to under-prescription if it is
not done correctly in the same way that fee-for-service items can lead to
over-prescription and perhaps the answer is sitting somewhere in the
middle. There are now many good systems that have addressed this and do
sort that out.

Participant

So we are seeking the middle way between fee for service and capitation.
If we can find that, then it will be a good thing. | think hard to reach
groups are an issue and you have touched upon that. From my own
position, very often that involves a community dental nurse and very often,
that is forgotten about in our deliberations and that seems somewhere
deep in the lost value that you referred to. Can we have more
observations?

Participant

It strikes me that we can talk about the unit of dental activity and it may
be an iniquitous unit and we may want to change it. But if there were units
of dental activity granted for education, would that bring education into
the mainstream delivery of dentistry, which is what we are asking for?

Participant

| wonder if anyone else feels the same way. Certainly the 5 per cent that
we have built into the new contract is widely held to be inadequate and
the intention of ministers, | think, was to include a great deal of that
activity within this 5 per cent or 10 per cent limit that was debated; the 5
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