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1 Forewor d

NHS England produced the Five Year Forward View to set out a shared view of the
challenges ahead and the choices about health and care services in the future; it
applies to all services, including dentistry.

This consensus on the need for change and the shared ambition for the future is the
context in which these Commissioning Guides for Dental specialties have been
produced. Clinicians, commissioners and patients have contributed to this work to
describe how dental care pathways should develop to deliver consistency and
excellence in commissioning NHS dental services across the spectrum of providers
to benefit patients.

In order to deliver this vision and implement the pathway "~ a coal i ti on of t
NHS England partners, HEE and PHE, specialist societies and others who have

contributed to their development will need to respond in the implementation phase by

unlocking structural and cultural barriers to support transformational change in dental

service delivery.

ltds a future that will dissolve the artific
hospital specialists; one that will free specialist expertise from outdated service

delivery and training models so all providers can work together to focus on patients

and their needs.

These guides set out a framework and the implementation and pace of change will
vary across England. This will be an iterative process; therefore, it will be necessary
to review and update these guides regularly. However, implementation will require
energy, brave decisions and momentum, together with a willingness to share good
practice, innovation and learning, as it emerges, to accelerate the speed and impact
of change to improve patient care.



2 Equality and Health Inequalities

Promoting equality and addressing health inequalities are at the heart of NHS
Engl andds values. Throughout tpgioeessgsecitedino p me nt
this document, we have:

A Given due regard to the need to eliminate discrimination, harassment and
victimisation, to advance equality of opportunity, and to foster good relations between
people who share a relevant protected characteristic (as cited under the Equality Act
2010) and those who do not share it; and,

A Given regard to the need to reduce inequalities between patients in access to,
and outcomes from, healthcare services and to ensure services are provided in an
integrated way where this might reduce health inequalities.



3 Executive summary

It is now widely recognised that the NHS needs transformational change to services
in order to deliver better outcomes for patients, promote health and ensure that we
commission effectively.

Progress has been made in improving oral health and access to services in general.
However, inequality in oral health experience and inequity in access to primary and
specialist care exists. These guides focus on the commissioning and delivery of
specialist care pathways; however, the gateway to specialist care relies on access to
efficient and effective primary dental care services. Whilst there has been some
improvement in general access over the past few years, commissioners need to
ensure that they continue to meet their duties to commission primary care services
appropriate to the needs of their populations. This mean making effective use of
available resources by challenging primary care providers to deliver care to those
who need it most and by adopting appropriate recall intervals for those who can be
seen less frequently, freeing capacity for access by new patients. Achieving
improvements in access to primary care will widen access to specialist care for those
who need it.

NHS England has developed these Guides for Commissioning Dental Specialties to
be used by commissioners to offer a consistent and coherent approach. They
describe the direction required to commission dental specialist services. This will
reflect the need and complexity of patient care and the competency of the clinician
required to deliver the clinical intervention rather than by the setting within which the
care is delivered. Care will be delivered via a pathway approach which will provide
clarity and consistency for patients, the profession and commissioners. There will be
nationally agreed minimum specifications for each service, including how quality and
outcomes are to be measured, which can be enhanced locally.

They are intended to ensure there is national consistency in the NHS commissioning
offer for dental specialist services and service delivery. The pathway will also provide
consistency across England in agreeing, at a national level, as much of the detail
around commissioning, such as referral criteria, core data set required on referral,
quality of environment and equipment, contractual frameworks etc. as well as
consistent measures of quality and outcomes. The frameworks describe the concept
of clinical engagement and leadership through Managed Clinical Networks (MCNSs)
which will work closely with commissioners, Dental Local Professional Networks
(LPNs) and , describe and monitor the patient journey from primary care to specialist
care.

The first phase of this work during 14/15 has included developing frameworks for

the following specialties: Orthodontics, Special Care Dentistry, Oral Surgery/Oral
Medicine and Restorative dentistry. Further work on restorative mono specialties,
Paediatric Dentistry and Supporting Specialties (Oral Radiology, Oral Microbiology
and Oral Pathology) will follow. This document is an overarching introductory guide to
the individual commissioning guides. The concepts and principles herein highlight the
common challenges and solutions for all dental specialties.

NHS England is committed to working and engaging with patients, carers and the



public in a wide range of ways. Throughout this process we have ensured that
peopl eds vardeowsaving pagentmepresentatives on every group and
convening a patient review group who have helped us develop the content. This is
outlined in detail in the patient engagement and stakeholder engagement
appendices.

Moreover, it must be understood that ultimately it is the patient who should make the
decision about what treatment,i f any, to undergo. The
on treatments and options, and benefits and risks. This discussion between patient
and practitioner should form the beginning of every patient journey and every
specialist care pathway. That includes patient consent to the information sharing
needed for their journey along a pathway.

The process of developing these patient involvement frameworks has also included
engagement with Stakeholder groups that have an interest in dentistry, as outlined in
the acknowledgments, stakeholder engagement appendix and governance model in
the Appendices.

This is the beginning of a process. Locally, commissioners need to undertake work
to understand the specialist services that are currently being provided, by who and
where. The quality and quantity of these services, together with the impact and cost,
also need to be identified before any change or procurement takes place. Many
commissioners and clinicians have already made progress on aspects of this
approach locally. However, they need to measure themselves against the enablers
within each of the guides to understand next steps and agree local priorities.
Commissioners will need support to identify current dental resources so decisions
can be made; for example, in establishing MCNs that may require investment or
flexibility in contracting such as the use of Commissioning for Quality and Innovation
payments (CQUIN). The work of developing the commissioning guides has identified
a number of examples of innovative solutions and exploiting flexibility in current
contracting forms. Locally, commissioners will need to consider investment and
contractual flexibility to support the implementation of new care pathways. The
implementation of care pathways could deliver efficiency gains in some areas;
however, there may be a need to consider the use of these savings as investment to
pump prime change in other areas of dentistry. The next phase of this work could
support the validation and sharing of solutions to harness and communicate
examples of good practice and innovation. Some of the identified enablers will be
more difficult to implement at a local level however, nationally NHS England could
support identified enablers to become a reality. An example would be expanding the
use of NHS number within dentistry.

There is a particular emphasis on helping commissioners understand the financial
impact of implementing the commissioning guides, to provide an estimate for the
associated upfront costs along with any expected financial savings to the NHS. The
initial work will involve needs assessment, understanding current provision, enabling
consistent data collection and coding. Implementation support will also include the
development of a commissioning pack to encourage effective and consistent
commissioning to benefit patients. Work on an additional set of guides will also take
place during this phase, focusing on Paediatrics, the Supporting Specialties

pract.i



(Radiology, Oral Microbiology, Oral Pathology) and further detail on Restorative
mono-specialties (Endodontics, Periodontics, Prosthodontics).

An implementation phase will include supporting commissioners to identify what
could and should be undertaken nationally or regionally; and what should be
supported by Commissioning Support Units locally. However, the first steps for
commissioners on these first four strategic specialist commissioning guides will be to
review current local progress against the frameworks and pathways, to assess local
priorities, and agree what enablers need to be put in place, such as establishing
clinical networks and referral processes.

Commissioners need to be aware that the effective implementation of needs-led
dental specialist care pathways relies on maintaining and ensuring access to
effective primary dental care services; particularly for those groups in the population
who do not access care routinely or have additional needs. Publishing these guides
IS the first step in what is intended to be an iterative process. Those commissioners
who need to procure services in this transition can use the guides to complete needs
assessment, set minimum standards and service direction and ensure that proposed
outcomes and quality measures are included in service specifications. The guides,
including this overarching introductory framework, can be made available to potential
bidders. Tendering providers will need to include a statement in their submissions on
how they will work with commissioners to comply with the requirements of the guides.

Commissioning the new pathways is intended to ensure improved access, quality of
care and patient outcomes.

10



4 Why do NHS dental specialties

The NHS Five Year Forward View® was published in October 2014 during the
development of these commissioning and care pathway guides for dental specialties.
The forward view is not about structures and institutions but describes a broad
consensus on why the NHS needs to change and sets the direction for the future. It
builds on the principles of prevention, achieving better value and outcomes, meeting
need and delivering patient centred care within a supportive system. It recognizes
that England is too diverse for a 6o,bet
suggests national leadership act coherently to describe care delivery model options
that allow meaningful flexibility to meet local need and circumstances.

The st at e iereasinglyiwe need to manage systems i Networks of Care i not
just organisationso represents a strong commitment to the direction and content of
these strategic dental specialty commissioning guides. It confirms that services need
to be integrated around the need of patients not organisations or training
programmes. NHS England, now the commissioner of all dental services in England,
will take decisive steps to break down barriers in how care is provided between
primary care and hospitals. The Five Year Forward view is particularly relevant for
dental specialist care and these emerging national care pathway frameworks will
meet one of the most important changes it heralds i to expand and strengthen
primary and & outitalsdaims todgous bradreatingaande potecting
health not just treating ill health and providing isolated episodes of care.

NHS England commissions all NHS dental services. The benefit of a single
commissioner for dentistry is the ability to plan and produce more consistent
standards of delivery and better health outcomes for patients across the whole of
England. The promotion of a consistent, more efficient and effective approach to
commissioning dental specialty services, using existing investment and specialists, is
the intention of the guides.

The guides have been produced to address deep-rooted inequalities, inequity, and
variable quality of care; they are intended to promote consistent value and quality of
specialist dental care provided to patients. Methods to describe population need and
current services, working jointly with Public Health England (PHE), are modelled and
shared for commissioners and clinicians to inform local need assessment and the
impact of existing services in meeting identified need. Current inefficiencies in the
system are raised, but the commissioning guides are not about just reducing costs
but to release resource from one part of the dental system and use it more effectively
in another. They are intended to support a change in culture. Clinicians in dentistry
need to understand that there is a clinical cost to working in an outdated way. One

S

n

Z €

pat i abanddénsed or failed treatment is potentially another pat i ent fslacid el avy

of treatment that could have improved oral health. Using these guides is about
supporting commissioners and clinicians to work together to ensure that resources
invested by the NHS in dental specialist care are used in the most effective way to
provide the best possible quality and quantity of care for patients; to meet need
rather than serve demand.

! www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
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As responsible clinical stewards, specialists in dentistry can assist in leading change
and provide a more effective use of constrained resources by broadening their
influence with primary care clinicians. A cultural shift is required which calls upon
dental specialists to ask, not if a treatment or procedure is possible, but whether it
provides real value to the patient and genuinely improves the quality of life. They
should also consider if some of their specialist time and knowledge would be better
spent supporting primary care to benefit many more patients than they can treat
working in isolation in an acute setting.

Whatever a ¢ | i nrole inadenfssy they need to be willing to demonstrate
leadership in managing and using resources effectively by working with dental public
health, commissioners and other stakeholders e.g. local authorities, Healthwatch and
patient groups. This means being prepared to contribute to discussions and
decisions about allocating resources, setting priorities and having some awareness
of population need, in addition to understanding the needs of patients referred to their
particular specialty and service.

The Independent Review of NHS Dental Services published in June 2009, (Steele
Review) suggested a pathway approach to dental care provision should be adopted.
Following this, the Department of Health established advanced care pathway groups
for a number of specialties which defined case and procedural complexity at three
levels.

The levels of complexity do not describe contracts, or practitioners or
settings. Levels 1, 2 and 3 care descriptors reflect a case in terms of procedural
difficulty, patient modifying factors and competence required of a clinician to deliver
care of that level of complexity.

Level 1 complexity outlines the skillsets and competencies covered by dentists
completing  undergraduate and dental foundation training (or its
equivalence). Commissioners would expect this level of competence as a minimum
standard within NHS mandatory contract delivery. Providers of NHS primary care
would be expected to ensure care of this level is delivered without referral to
specialist services. Most practitioners develop interests, skills and competence with
experience; therefore the majority of general dental practitioners currently operate
above level one in a number of specialist areas and this is expected to continue.

This introductory guide outlines the strategic framework for delivery of specialist
dental patient care pathways. Many practitioners in primary care who are not on the
specialist list deliver care at Level 2 care complexity. Commissioners will expect the
same standards of quality and outcome regardless of the provider or setting. Every
practitioner delivering Level 2 care on referral will be expected to have a formal link
with a consultant-led MCN and to take part in benchmarking and audit as a minimum
requirement to maintain and assure competence.

The three levels of care have been defined:
1 Level 1 complexity outlines the skillsets and competencies that are covered by

teaching and training in the dental undergraduate and Dental Foundation (FD)
programme. Such skills are enhanced and improved with experience so the
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development of these skills is a career-long process. The provider is
responsible for the delivery and quality of mandatory services. Treatments that
are not specifically defined in Levels 2 or 3 are de facto Level 1.

1 Level 2 care is defined as procedural and/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 environment
standards but can usually be provided in primary care. Level 2 case
complexity maybe delivered as part of the continuing care of a patient or may
require onward referral. Providers of Level 2 care on referral will need a formal
link to a specialist, to quality assure the outcome of pathway delivery.

1 Level 3a and Level 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 a primary care, dental hospital or in a secondary care setting
depending on the needs of the patient and/or local arrangements which may
include current training commitments.

Each of the guides will describe what is expected of providers of dental services at

each level of care complexity in terms of clinical competence, procedural complexity,

modifying patient factors, and equipment or environment requirements. It sets out the

factors which would escalate a patientd s journey t o amlpwhati al i st
preparation primary care and the patient need to commit to.

A Ocare pat hwayo approach w angces pnr ®epuarg e d f o
Excellence in Commissioning NHS Dental Services? (SEICD). The focus is on
commissioning the entire dental pathway as a single, consistent, integrated model of

service delivery. This reflects the fact that, as a general principle, the NHS should be
offering the same high standard in terms of quality, value and outcome of care,
regardless of where in the country it is delivered. Changes in the population have
resulted in a requirement for specialist services to adapt accordingly. Research and
increasing evidence regarding effectiveness of dental treatments can inform the
delivery of specialist care. Clinical care pathways are now in widespread use in other

areas of NHS delivery and dental specialist care can benefit from adopting the
approach. All the specialist commissioning guides in this series will include a care
pathway with an illustrative patient journey. This will describe a consistent national
framework for specialty dental care delivery, regardless of setting, to ensure a focus

on value, patient outcomes and greater consistency in delivery of services, both in

the sequencing, effectiveness and quality of clinical care and the patient6j our ney 0.

These guides are intended to inform and support local dental LPNs and
commissioners to work with clinicians and PHE Consultants in Dental Public Health
to understand local need, impact of current investment and what would enable them
to transform services in their area: to build on work already undertaken with local
partners, including patients. There will be a need to establish, strengthen or formalise
clinical networks and specialist groups to take joint responsibility with commissioners
to implement system change which can take account of local needs and
circumstances, including reviewing progress to date and required pace of change.

2 http://www.england.nhs.uk/2013/02/13/dental/
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Examples and case studies are included in the individual guides so that
commissioners can identify and share best practice.

Locally, delivery is often based on models 6 i n her i tPedafy Cére orusts

(PCTs); however, with commissioners and clinicians working together with patients,
commissioners can begin to implement national pathways as they emerge, promoting

innovation, testing and validating best practice, and sharing expertise to get the best

0 | o c.dHis stiould hélp to overcomel ocal oO6turf warsdéd and orgal
benefit patients and the population.

4.1 Getting serious about prevention

A preventive care pathway approach in primary care is currently being piloted in a
number of areas across England. Pr of essor Steeleds 2009 revi
pathway approach to care focussed on prevention. This drew on a number of local

pilot pathways that had been developed to test a more preventative approach to

care. Since 2011 the national dental pilots, testing elements of a new contractual

system, have been using a preventative pathway developed for the contract reform
programme.

The concept of needs-led, evidenced-based, prevention-focused care pathways is
central to contract reform to support change in dental service delivery. Specialist
dental services can dovetail this approach as advocated in these strategic framework
commissioning guides. However, this relies on maintaining and continuing to improve
access to primary care dentistry and investing in primary care.

The aim of adopting a care pathway approach is to shift dental service delivery from
an interventional to a preventive focus with care based on individual need and risk;
with the main emphasis on outcomes and effectiveness of clinical care. Additionally,
the pathway model aims to encourage patients to take responsibility for protecting
and maintaining their own oral health, and committing to the demands of receiving
specialist or advanced care, as part of a long-term continuing care relationship
between themselves and their dental teams.

As set out in the Five Year Forward View, action is needed on three fronts; demand,
efficiency and funding. Assuming there will be no increase in funding of dental
specialist care, compensating action is required on efficiency and demand. Other
system change is needed and these guides will suggest steps commissioners can
take to incentivise and support reform happening as intended. Examples include:

1 The overarching vision is the adoption of patient-centred care with a
population health outlook for dentistry, underpinned by the design and delivery
of all services. Specialist clinical services viewed as one aspect of the broader
spectrum of dental service delivery and having formal and managed links to
primary care;

1 The offer of longer-term and outcome-measured contracts in primary care
specialist delivery to sustain and stimulate investment could facilitate change.
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Some of the specialist guides contain suggested incentives for commissioners
to consider which can support change locally;

1 Flexibility within acute organisations to agree job plan alterations and/or local
contractual arrangements with consultant and specialist staff to allow them to
release time to take part and lead MCNs with primary care providers will also
be required. This can be part of contract negotiations within annual
commissioning intention notifications or rewarded through CQUINS;

1 Whole system adoption of patient-centred care that engages patients as equal
partners in their care, supported by contractual change and measures of
quality and outcome rather than an over-reliance on activity reporting
performance management is needed,

1 Primary care services working formally at scale, bringing clinicians together,
possibly through federation. Federated practices could employ consultants
and specialists to reflect the central role of primary dental care. These
systems of working can be developed to meet local needs; such models are to
be tested in primary medical care and could support innovation in dentistry.

4.2 Emerging models

NHS England commissioners each have LPNs for dentistry. The LPN Chairs together
with PHE Consultants in Dental Public Health (CsDePH) are the clinical voices to
dental commissioners. They need to engage consultants in dental specialties to take
leadership roles within MCNSs to strengthen clinical leadership where it already exists
and to establish this way of working where it has not developed by altering job plans
and arrangements to stimulate it to happen.

4.3 Managed clinical networks (MCN)

MCNs have be e finkatl grbupsnoehealtrapsofessionals and organisations
from primary, secondary and tertiary care working in a coordinated manner,
unconstrained by existing professional and organisational boundaries to ensure
equitable provision of high.quality, clinica

A MCN is a way of working where clinicians from all settings across a clinical
pathway can focus on patients and services rather than being constrained by
organisational boundaries. MCNs use only aggregate data in order to shine a light on
trends such as outcomes, appropriateness of referrals, etc, to drive up quality.
Leading and managing MCNs should be part of the role of an NHS Consultant team
in all dental specialties. Taking part in MCNs should be agreed as part of a
consultantdés job plan and a mechanism to f
agreed. This has to be achieved within existing resources and is a matter for
commissioners to facilitate using negotiations with secondary care providers during
contract discussions and/or through efficiency savings. Clinicians, taking an active
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role in the MCN, need to be recognised and this work supported within the
contractual framework.

All information used by MCNSs should be contribute to ensure a patient-centred focus
toc | i n iwoik and @sst involve all specialists working in a particular geographical
area and specialty so that peer review, audit and supervision is mainstreamed
across organisational boundaries and settings .

MCNSs will be accountable to commissioners and will work closely with PHE CsDePH
and LPN Chairs but how they develop and operate, to improve services locally by
involving clinicians and patients locally, is a matter for local determination and
flexibility.

Fair processing/privacy notices should be checked to ensure they state that
confidential patient information may be anonymised for audit or research purposes.
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5 How usoe the gui des

5.1 Ethos

England is too diverse for a Oone size fits
specialist commissioning guides are intended to assist commissioners by providing a

national framework for new care delivery models at local level. There is a need to act

coherently so clinicians and commissioners will be expected to review the enablers

outlined in these guides, to first assess local progress, gaps and resource, in order to

plan change to meet local need and circumstances. All providers, commissioners and

clinicians will be expected to adhere to core principles such as consistency in e.g.

coding, costing, quality measures, minimum specifications etc. Local teams will have

flexibility over pace and scale of change to reflect local circumstances and needs, but

will be expected to adhere to standards, measures and vision.

The commissioning guides are intended to stimulate debate and action locally.
However, transformational and transactional change is required in the delivery of
dental specialist services and commissioners are encouraged to review population
need, investment and impact of existing local services in meeting that need, using
the enablers set out in the patient journeys within these guides as a benchmark. An
NHS England-led implementation phase will follow.

5.2 Context

An emphasis on improving outcomes and effectiveness, consistency and clarity,
regardless of setting, is needed in a number of areas and the individual specialist
guides offer a framework and some detail for commissioners and clinicians to
achieve that by offering:

1 Clarity of what is expected as a minimum by primary care providers treating
patients with Level 1 complexity, dentists with enhanced skills and experience
or specialists treating patients with Level 2 complexities on referral and
specialist- and consultant-led care treating patients with Level 3 complexity;

91 Description of patient complexity and procedures across all levels of care,

building on advanced care pathway work led by the Department of Health;

Expected clinical competencies and outcomes at each level of care;

Consistent environment and equipment standards within outline model

specifications;

1 Generic and specialty specific clinical outcomes, quality standards and patient
reported outcome and experience measures (PROMS) (PREMS) for England;

1 Consistent referral core data set, coding and tariff expectations for care
pathways;

1 Access to services across each pathway to ensure that people with disabilities
and all other Ahard to hear o groups of peopl e
specialist dental care when required.

= =4

These guides have been developed to suppor
framework for commissioning dental services in England. They have been
developed with commissioners, specialist and generalist clinicians working with PHE
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CsDePH, Health Education England (HEE) postgraduate dental Deans/ Directors,
the British Dental Association, patient and public representatives and representatives
of the Royal Colleges, specialist societies and organisations.

For each specialist commissioning guide a common format has been used. The
individual guides include the following:

1 Description of the speciality;

1 Description of the current national workforce and training capacity;

1 Population need and delivery at a national and regional level, (where data
exist) giving commissioners a methodology to collate and understand local
need and to assess the impact of current services in meeting that need,;

1 Quality standards and metrics for competency of clinicians, environment
including equipment;

1 Generic and specialty-specific PROMs and PREMs. Commissioners, clinicians
and service leads can add additional measures, if capacity to measure and
report on more exists. All commissioners will be expected to collect and report
on the core set to allow comparison

Enablers to transformation have been identified for each specialist area. Some of
these are drawn from current best practices and some are aspirational to stimulate
innovation. The guides also prescribe a minimum specification which commissioners
will be expected to use when transforming or procuring new services. The pace and
scale of implementation and change is a matter for local consideration, flexibility and
management. The guides contain an illustrative patient journey which sets out
minimum standards and metrics that commissioners would be expected to adopt to
allow for benchmarking and service quality improvements over time. Assessing
progress against the enablers described within the patient journeys would be the first
task for commissioners, together with establishing or strengthening clinical networks
(LPNs and MCNSs). Investing in change is a matter for local implementation and by
and large will be met from within existing resources by identifying where efficiencies
across the whole pathway should be made. This accepts that, on occasion,
investment needs to be made to support longer-term efficiencies from service and
training programme redesign.

5.3 Dental specialties

There are 13 dental specialities recognised by the General Dental Council the
regulatory body for dentistry. The four specialties covered in this initial
commissioning guide development work are:

Oral Surgery and Oral Medicine
Orthodontics

Special Care dentistry
Restorative dentistry

=A =4 -4 -4
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Other specialist commissioning guides will follow in this series with priority for
paediatric dentistry, further detail on restorative mono specialties and supporting
services including, radiology, oral microbiology and oral pathology.

5.4 Current arrangements

The majority of dental care in England is provided by primary care practitioners
working in high street practices, community and specialist clinics under contracts for
General Dental Services (GDS) and agreements for Personal Dental Services (PDS)
contracts. The majority of specialist dental services are delivered in secondary care
settings, in acute hospitals, foundation trusts, district general hospitals and dental
hospitals under national and local tariff arrangements. There are 10 dental hospitals
in England providing undergraduate and postgraduate training and delivery of NHS
dental services. Traditional dental hospitals are generally hosted by secondary care
trusts. Care is largely outpatient-based and could be suitable for standard or
advanced mandatory primary care contracting. Due to historic arrangements, with the
acute trusts, care is currently paid for at secondary care tariff; including the level one
complexity of care cases, which are required for teaching purposes.

NHS commissioners have responsibility for ensuring that they commission
appropriate services to meet the needs of their populations. However, unlike medical
care, there is a significant private sector element to dental service primary and
specialist provision and commissioners need to take this in to account when
assessing needs and planning services.

Although dental specialist services are currently provided mainly within the NHS
secondary care sector and/or in dental hospitals, referrals are accepted from both
NHS and private practitioners. Therefore consideration needs to be given to ensure
that any clinician (NHS or private) referring a patient to an NHS-commissioned dental
specialist service adheres to acceptance criteria and requirements.

5.5 Training

It takes time to train skilled, specialist staff so NHS dentistry risks confining progress
due to some outdated models of training delivery that no longer matches changing
patient need, and flows, or workforce requirements.

When redesigning specialist dental care pathways, training needs of both the current
and future workforce need to be considered and secured. Dental clinical training
requires direct patient care under supervision. Dental service contracts should clarify
that trainees can be involved in service delivery wherever possible and training posts
approved by Postgraduate Dental Dean/ Directors would specify requirements.

HEE and its constituent Local Education and Training Boards (LETBsS) are
responsible for workforce development and commissioning of education and training
for the healthcare workforce. Commissioners should ensure they have formal
arrangements to share population need and related dental service commissioning
plans with their LETB dental lead (usually the Postgraduate Dental Dean or Director)
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in order to align system leadership so that workforce and training delivery planning
reflects service requirements to meet changing population need.

Undergraduate training mostly takes place in dental hospitals, although many dental
students, dental therapy students and dental hygienist students carry out some
supervised clinical practice in approved NHS training clinics or practices in primary
care. Training and education costs are funded by a combination of HEFCE, HEE
(SIFT) and by NHS England through commissioned services to training providers.

Completion of dental foundation training in primary dental care is compulsory to
enable UK dentists to join the NHS Performers List without conditions. This allows
practitioners to deliver primary care dental services to Level 1 complexity, as a
minimum competency. Dentists will develop interest and additional competence with
experience and CPD.

There are approximately 900 foundation dental training places in England funded by
HEE. Foundation dentists deliver NHS services and the costs of this are funded by
HEE. LETBs and commissioners need to work coherently in the planning, location
and delivery of training services.

Dental core training is a programme lasting between one and three years and is
undertaken after dental foundation training and its purpose is to enable dentists to
acquire additional skills and experience in particular areas of dentistry. HEE funds
part of the costs of this training (mostly salaries) and employers fund the remainder.
There are approximately 550 dental core training posts in England, and these posts
are currently mostly in dental teaching hospitals and district general hospitals, with
some in primary care. Strategic decisions based on the numbers and locations
should be influenced by NHS England.

Service delivery by dental core trainees contributes to the total activity delivered by
their employing provider and these costs are not funded by HEE. Cases currently
required by secondary care training providers to meet training programme needs, for
which the additional costs of providing this care is met by NHS England through tariff,
should be factored into any service redesign. Training programmes will need to adapt
to changing patient needs and flow and opportunities exist to enrich training
experience.

Dental specialty training lasts between 3 and 5 years and is undertaken by dentists
who will join a GDC specialist list on completion of the programme. There are
approximately 500 dental specialty trainees in England. Programmes are usually
based in dental teaching hospitals and district general hospitals with placements in
primary care increasingly included. These are partly funded by HEE (salaries, study
leave and a contribution to costs of providing clinical educational support) and other
costs are funded by employers.

Dental professionals in all spheres of dentistry are currently able to access
Postgraduate training through Postgraduate Medical Education, currently funded by
HEE. These training opportunities are aimed at the entire dental team and thus,
through collaborative work between NHS England and HEE, it is anticipated that the
skills required to enhance the workforce can be accurately identified and training met
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through education tailored specifically at these areas. This could enhance care for
patients, particularly those with Levels 1 and 2 care complexity.

Funding streams for training and education are complex. HEE has a gross budget
and allocates to Regions and LETBs. In a nutshell the costs incurred in teaching
dentists in training are met through these allocations.

The additional cost of providing training within NHS service delivery attracts funds
and is paid directly to acute trusts so it can be difficult to identify and direct to support
dental service delivery. HEE is taking forward the implementation of Shape of
Training Review for the Medical Profession. There is a need to review the principles
and direction of this with regard to dentistry.

HEE Workforce plan for England 2015/16°% confirms that they will look at the
commissioning of dental specialty training, in order to align training with the changing
oral health needs of the population and the requirements of NHS England.

® HEE Investing in people for health and healthcare Workforce plan for England Proposed Education
and Training Commissions 2015/16.
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6 Popul ati on health needs

6.1 Introduction

This section of each of the strategic guides will describe how the need for oral
healthcare services for a defined population for a given specialist area can be
assessed using readily available information. It will describe need at a population
level and service data. However, there are limitations in existing service data as it is
not consistently collected, rarely captures need at the point of referral nor does it
report outcome on delivery.

Within this overarching document this section will outline a summary of generic oral
health needs for England. It takes into account a variety of population characteristics
that have the potential to impact on the need for services and considers how
statistics relating to service provision may be used to estimate current and future
need. This helps by ma ki ng best use of availabl e
journeys through delivery of care, aligned to best practice. It outlines the wider
demographic picture for England that is common to all specialties.

The UK population is increasing, ageing and becoming more diverse; all of these
changes have implications for commissioning dental specialist healthcare services.
Appendix 1 describes what needs assessment is and the steps needed to complete.
PHE Specialists and CsDePH are aligned to NHS Regions and can lead this process
locally. PHE is intending to produce a more detailed needs assessment toolkit to
accompany the implementation phase.

Oral health needs assessment (OHNA) relevant to a particular specialty, where it
exists and examples of good practice are covered within the individual guides to
assist commissioners address inequalities in disease experience and/or access to
services. Limitations of existing aggregate data sources are discussed and tips and
hints on how to triangulate data or use synthetic analysis to support decision making
are shared as needs assessment is not an exact science.
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7 Popul ation ifrmfroEmat iaond

There are some essential features of E n g | apopul@ateon that commissioners need
to consider, along with some modifying features that, either alone or in combination,
are likely to increase the need for specialist dental services. National data for
England and/or examples of local data are shown, followed by a link to local sources
to facilitate the creation of bespoke local needs assessments by commissioners.

7.1 Describing the resident population

Mid-year population estimates for 2013 suggest that there are approximately 54
million residents in England. The area, age and gender distribution of the population
of England are shown below (Figure 2).

Figure 2 Area, age and gender distribution in England, 2012

Total population, 2012 mid year - source: ONS © Crown Copynght 2013
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Gateway
Local detall can be sourced from:

http://www.apho.org.uk/default.aspx?QN=HP LOCALHEALTH2012

Information describing population estimates and population trends can be sourced
from:
http://www.ons.gov.uk/ons/taxonomy/index.html?nscl=Population+Estimates+by+Age
+and+Sex#tab-data-tables

It is important for commissioners to consider population growth when planning future
commissioning. Mid-year population estimates for 2013 demonstrate a growth in the
population of England, with the largest growth in London, the East and South East.
This growth has largely been due to natural change (births and deaths) and net
international migration. The population of England is expected to continue to grow.
Population growth estimates at local authority level can be found at:
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http://www.apho.org.uk/default.aspx?QN=HP_LOCALHEALTH2012
http://www.ons.gov.uk/ons/taxonomy/index.html?nscl=Population+Estimates+by+Age+and+Sex#tab-data-tables
http://www.ons.gov.uk/ons/taxonomy/index.html?nscl=Population+Estimates+by+Age+and+Sex#tab-data-tables

http://www.ons.gov.uk/ons/taxonomy/index.html?nscl=Population+Projections#tab-
data-tables

The UK population is ageing. This change is predicted to continue over the next two
decades with the largest increase seen in those aged 85 years and over (Figure 3).

Figure 3. England and Wales population by age group and year
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Ageing of the population refers to both the increase in the average (median) age of
the population and the increase in the number and proportion of older people in the
population. This demographic change is largely attributed to past improvements in
mortality rates across all age groups and continuing improvements in mortality rates
at the oldest ages (Figure 4). In England, the proportion of the population aged 65
years and over is expected to increase from 17% in 2010 to 23% in 2035 (ONS,
2013). This older population is also increasing in diversity.
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Figure 4. Drivers of population ageing
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Older people are more likely to have limiting long term medical conditions and the
likelihood of having more than one condition increases with age (ELSA, 2009)
(Figure 5). Such conditions can increase complexity of patients and impact on the
need for Level 2 or 3 care. With increasing age and frailty, older people become
more likely to live in residential or nursing homes. Information describing the number
of older people living in nursing homes based upon GP registration data may be
accessed via the Health and Social Care Information Centre and the Projecting Older
People Population Information System (POPPI).
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Figure 5. Proportion of the older population with one or more medical
conditions by age group and gender
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Ethnicity

The prevalence of most acquired oral diseases and conditions varies between
various ethnic groups. It is therefore important to understand the composition of the
population with regards to ethnicity. Population estimates by ethnic group for local
authority districts and higher administrative areas in England can be found at:
http://www.ons.gov.uk/ons/taxonomy/index.html?nscl=Population+Estimates+by+Eth
nic+Group#tab-data-tables

Deprivation

Social disadvantage is associated with the three most common oral diseases
experienced by people in England, these being dental caries, periodontal disease
and oral cancer. It is therefore essential for commissioners to understand levels of
social disadvantage within the local population.

The maps below (Figure 6) show proportions of the population with various levels of
income deprivation and its relationship with self-reported poor or very poor health.
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Figure 6
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