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North Wales Local Dental Committee

Monday 2nd July 2018
19:00 – 22:00
Kinmel Hotel, Abergele
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Supporting Papers

	1.      Welcome and Apologies

	MH
	

	
For Discussion


	
2.1   Welsh GDS pilot scheme
	
JW

	

	
2.2   LDC – reform and procedure – holding the local health board to account. Voting on issues. Should we meet in advance of the GDP/PC meeting and the OHSG to vote on agenda items?

	
JW
	


	
2.3   Social media

	
DN
	


	
For Information


	3.1    Dental Services Commissioning – update
	MH
	


	 
3.2    All things ortho!

	
BL/DP/SG
	


	
3.3    LDC Conference 2018 – Belfast. What is it all about?

	
DN
	



	
3.4    Welsh GDPC and explanation of its role

	
JW
	



	
3.5   Educational evening at Glan Clwyd 12/6/2018
	
DN

	


	
3.6    All things Community and Dental health in North Wales
	
SS

	


	
3.7   The restorative conundrum
	MH





	


	
Previous Minutes


	
5.        Minutes of the meeting held on 9th April 
           2018 – for accuracy

	
MH
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	Any Other Business

	
?

	MH
	


	Chairman’s correspondence
	MH
	

	[bookmark: _GoBack]Secretary’s correspondence
	DN
	PHE is pleased to offer an educational day around water fluoridation for LPNS and would like to invite LDC representatives.  It will take place on the 10th of July at the Jury’s Inn, Great Bridgewater St, Manchester, M1 5LE from 10 to 4pm
Amalgam - 

	Treasurer’s report
	
	

	Date, Time and Location of Next Meeting

	
10th September 2018, 19:00-22:00
Kinmel hotel Abergele

	


	





2
TL/PCSU/OLG Agenda/Feb2018
Microsoft_Word_Document.docx
		[image: ]



Dr Dan Naylor

Secretary

E:sec.nwldc@gmail.com

T:01978364390/07967324733



Notes from LDC annual Conference 2018 – Belfast

Attended: Dan Naylor/Jeremy Williams





Dear Colleague,



Below are the notes taken from the recent LDC annual conference. The theme of the conference was once again was contract reform, with prevention at the heart of the message. The chair, Joe Hendron, an established practitioner from Yorkshire, made a frank and honest speech about his experience in the second phase of English pilots and his decision to opt back out again, after being faced with financial constraints, clawback and unachievable targets in his three-year period. The three CDO’s were in attendance along with the deputy CDO from England, for a presentation and Q+A on “Can devolution improve dental care?”. It was felt that the Welsh CDO, Colette Bridgman, was clear in her message that a new contract cannot be established, without first assessing the need of a practice and the patients it serves, and then the appropriate contact put in place to put prevention at the heart of the delivery, whilst allowing for a skill mix and diversification of provision. 



MOTIONS



During the conference, there were over 40 motions considered and debated, with some proving more controversial than others. To highly a few:



A motion was passed to mandate the conference to address the lack of evidence base for HTM01-05 and to chase up the promised review of the guidance in light of recent environmental concerns as to how much plastic and paper is consumed inappropriately in the dental surgery. It was astonishing to be told that in a year, the dental profession, on NHS treatments alone, would fill Wembley stadium with containers full of tips. Surely as an LDC, we need to press both our CDO and Health board to support this motion and to consider a more appropriate evidence-based approach to HTM01-05 guidance. 



The conference was split on whether UDA values in England should be equalised or was this just giving validity to a broken system? The average UDA rate in England is currently £26.34, with 43% above this and 57% below. The motion did not pass, by a slim majority. 



For Wales, a motion was passed unanimously to continue and not settle with the current pilots. To create a truly prevention-based contract.







What the Welsh CDO had to say!



Overall, Ms Bridgman came across very well and there was good feedback from the audience. Her message was very much that she is listening and wants to move away from UDA based dentistry and look to address need through the patient lead assessment of need form (PLAN) in order to develop a contract that allows sufficient time and resources to provide prevention-based care by the whole team. She stressed, however, that time is short, and the current Welsh Health Secretary is pressing her to roll out further practices by the autumn. This conflicts with the health-boards current position of limiting further practice involvement and it is the CDO’s intention to address this by putting a dentist at the heart of health-board decision making. She intends to action this in the next few weeks. How? We just don’t know but have suggested LDC representation at this level rather than a direct individual.



Final thoughts



The conference was well attended, and it was good to see both male and female attendees and also younger dentists; I hope this goes from strength to strength. The future looks uncertain but brighter and I would definitely say that Wales are in a good position to make a difference and lead the way in contract reform.
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WGDPC Meeting 15th June Cardiff



The WGDPC is a BDA committee that represents the interests of practitioners in Wales working in both the NHS and Privately. One of its main objectives is to maintain excellent communication and information sharing between LDC’s across Wales and GDPC representatives.



Attendance from North Wales was GL, ID, TG & JW in their various roles.



Areas of relevance to North Wales.



Never Events



Never Events were discussed. There is concern over the definitions of never events in Dentistry. Where does a wrong side ID Block, filling or even root filling sit in this definition. There is concern over whether calling them by this name has a negative effect on the practitioner and makes it less likely that they will be reported. Never events currently need to be reported to the LHB and WAG. We need to ensure they are learning events and it was suggested never events indicates there is no way back. Relevance to PDP’s also was discussed.



Dental Nurse Training



Concern was expressed over the current training available in Wales. This is currently funded directly by WAG from the education budget to the tune of £800 per course attendee per year.

There is concern over the quality of training on the current correspondence type courses and there is a plan for a faculty based in Bangor, under the guidance of Paul Brocklehurst to be developed. This is already quite well advanced and would cover ALL of Wales. 

It is anticipated that the Faculty would provide validation for various schemes allowing them then to access the funding which would still be from the education budget.



Indemnity 



This is currently being consider for dentists in Wales (although not in England). Whilst for our medical colleagues they are looking at a state backed scheme, there is more talk about a rebate system in dentistry. Suggestion this could be based on NHS Pension as it does need to be based on NHS commitment.A lot more work to do but this is encouraging. There are clearly risks to current indemnity providers if funds begin to diminish with a state backed scheme.



Strategy Development BDA.



We spent some considerable time on this as the BDA has real challenges ahead. These include.



· member numbers continue to drop although the rate of decline has slowed more recently.

· 85% of dentists have no stake in the practice in which they work so the BDA needs to make itself more relevant to associates and employees.

· Associates seem unaware of the services the BDA provides. Mention was made of how few associates use the employment contract advice available.



At the end of this discussion and brainstorming we came up with suggestions  to be taken back to the BDA. 



Contract Reform



This an on-going process which we will discuss elsewhere in the LDC agenda. The CDO was not at this meeting so the information presented was from committee members who had direct involvement with the contract reform programme.



What was clear from this meeting was that the individual LHB’s are managing this very differently in terms of the SLA’s (Service Level Agreements) they are signing with practices.



GDPR



Practices do require a Data Protection Officer (DPO).

Some LHB’s are offering this service where it is cost neutral

BDA downloads are available

The BDA are looking at whether they can be the DPO.

BDA courses have been very well received and they are working on an on-line training module.



Amalgam



We are all aware of the guidance

There was a view that we to begin discussions with LHB’s as to UDA values as treatment times will take longer and material costs potentially increase.



LDC Reports



These were discussed and I submitted a report for North Wales.



Comments were made by Eddie Crouch about the Orthodontic waiting times in North Wales. He highlighted that it wasn’t too long ago that a peer reviewed paper in the BDJ appeared which was praising the DWSI system as a model to reduce waiting times.  What has happened was his question??



HIW



HIW are behind on inspections

There are some issues around arrangements when practices change hands

It was felt that the committee should write to express concern over the “daft” levels of documents needed for registration.



Next meeting date was not agreed but potential dates will be circulated



JW
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[image: ][image: ] Date/Time:  Thursday 12th July 2018 -7-9pm lecture and case discussion.

Venue: Glan Clywd Post Graduate Lecture Theatre

Cost: Free

Catering: There will be a buffet available from 6:30pm and tea and coffee. Break at 8pm and closing at 9pm. 

Booking: Please email secnwldc@gmail.com to request a place for what will be a very informative evening. You will be sent a confirmation email and more details of the event, nearer the time.

	

In association with the North Wales BDA Branch are delighted to present

Treatment planning and how to approach the worn dentition

with

Dr Amin Aminian

BDS MSc MFDS RCPS MRD RCSEd FDS RCSEd

Please visit our website at: www.northwalesldc.co.uk for further information and details of all future events and helpful information.
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Minutes



Apologies

· Stuart Mawson

· Alice Reed

· Andy Walton

· John Clewitt



Present



Matt Parsons

Adrian Thorp

Ravi Boojawon

Jeremy Williams

Cath Dubourg

Gareth Lloyd

Sandra Sandham

Debbie Winship

Annie Hodgson

Kelvin Fernando

Glesni Llwyd

Ette Ntekim

Sarah Gale

Sarah Walker

Anwen Hooson

Aled Thomas

Yvonne Hopkins

Raj Jotangia

Mick Horton

Ian Douglas

Tom Gregg

Ben Lewis

Dan Naylor

Dave Plunkett



(24)









MH – welcomed new attendees

1. Presentation and acknowledgement of services to LDC

· Ian Douglas – MH Presented and facebook photo taken

· Gareth Lloyd – MH Presented and facebook photo taken

2. Minutes of Previous Meeting – confirmed as a complete record

3. Matters Arising

-28 day re-attendance –(ID) – explains that the BSC are interested in what is considered average (Everything from 2015-18 – driving the average down). MH- advises that we are in discussion with LHB re exception reports – ACTION AT LDC/PC FORUM to be raised as agenda item. (ID) Advises to make an effort to understand what is being asked for. (GL) suggested there are bad people out there and (MH) agrees that the responses should be proportionate. 

· LHB recurrent/non-recurrent funding – All has been awarded – stretched from 1.4m to 1.7m due to patient charge revenue. No recurrent at present but will be further non-recurrent. (MH) said there is a need to transform non to recurrent monies. ACTION – Raise as agenda item at LDC/PC forum

· Pilots/contract reform update – ( JW) gives general update of the state of play and LHB not keen to extend to the 10% of practices. (ID) Explains that it is up to the practice and LHB to decide on way forward. (MH)- Explains the logistics and infrastructure is insufficient to carry out the potential vision of the pilot group. DN asked AMH and DH to explain how it actually works? If access does not improve then it fails as an exercise. (AT) asked about productivity – LHB have signed up to a 10% reduction (MH) suggests LHB want productivity and WAG want access.( BL)- Suggests that “what is a reasonable level of patient attendance” as historically only 50% of the population attend the dentist

· Facebook engagement (MH) it is an open forum

· BDA Elections and voting – BDA left out Flintshire again – (ID )says there is no date for results. (GL) explains the nomination process. GL-Welsh council and Tom Gregg, ID  GDPC, JW-Welsh GDPC.

· LDC conference – DN explained position and invitation to attend. At present DN and JW attending in support of the NWLDC

· HIW/HSE – is everyone ok – MH (explained what are the requirements are and everyone should be registered for HSE and all applications should be in for HIW). BDA has support. ID – important for associates that their principal has registered it. 

· Restorative steering group – sub of the OHSG – what are we trying to achieve here? MH is worried about going back and the LHB is not interested. MDT -  multi disciplinary team – The LHB needs to provide this as a bear minimum. Action – to enquire from LDC/PC forum where the HB stands on this point and what measures are they taking to realistically recruit for this position.

· Oral surgery in primary care (AT) – what is the view of the intermediate care – all referrals go to 2ndary care then get allocated or sent back, intermediate tier. Concerned for waiting times back from Max Fax – (SS) paper going to suggest that there is an issue. (MH) it is primary care money and not secondary care – we are not going to subsidise secondary care service. (CD) – explains that pts that don’t want LA will go to the bottom of the list and then get refused and again they go to the bottom of the list. 

(DP) – mentioned that e-referral is on its way and may help

(BL) suggests that the w/l issue needs to be considered just like the orthodontists would be. ACTION – AT requests this is raised at LDC/PC meeting and correct allocation of funds is being undertaken along with the HB view on whether the system is working and are patients getting the best treatment available. Also Can you confirm that the audit on IT has been completed? Waiting times?Have secondary care patients been treated in IT using primary care money? Contingency if IT staff off. What is the plan?



· GDPR – General data protection regulations - https://goo.gl/AUSrbx -  

-25/5/2018 – blatant disregard of patient information. MH suggests there are 6 principles. (DN) asks what are the best resources. Templates at BDA and MH suggests to do a risk assessment. 

· Superannuation discussion – DN emailed link from BSA on how to complete submission.

· Welsh audit office review of questions (see below)

· Results of online questionnaire and reshaping meetings

4. Any other business – dental nurse training? – (ID) – ACTION -needs to be raised in Oral heatlh strategy group – only facility for training dental nurses is tooth fairies. (SS) tasked to review and (MH) will have more information at the next meeting.  (JW) asks about HEP B vaccination for essential workers only. ID- suggested all items dispensed from a pharmacy will be bar coded and so will increase a cost. 

5. Chairman’s Correspondence - nil

6. Secretary’s Correspondence - nil

7. Treasurers Report – pending



8. Orthodontics – recruitment issues (BL) awaiting strategic review to see where things sit. Waiting times are two long. Succession planning for the West. NORTH WALES STUDY DAY Portmerion – ACTION – SG to provide DN with information to post.



















Other Reports

· GDPC – GL – meeting but no one went 

· WGDPC – Mercury – welsh government piggybacking Scottish view  - circulated email. DPRB – likely to be 1%

· Dental Health in N Wales – health plan went to the assembly in March – ratified by health and well-being committee. SS responding. Interviews pending for dental advisors. Sub group for restorative. 

· Dental Advisors – Gareth to carry on till the end of June – ID took 3-4 months to go through the process. Interviews on 11/4/2018 – ACTION – update from LDC/PC forum

· NW OHSG – meeting due may

· Primary Dental Care Operational Liaison Group – Meeting due

· Primary Care Contractors Meeting  - pharmacy – discussion about clusters – 14 in north Wales



Date and Time of Next Meeting – 2nd July 2018 and 10th September.











Dr Dan Naylor

Secretary

E:sec.nwldc@gmail.com

T:01978364390
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As this is a consultation draft, any changes to practice should only
be considered after the final version is published.
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SDCEP Phase-down of Dental Amalgam Use Consultation Draft

1 Introduction

The phasing down of dental amalgam use in specified patient groups is a legal requirement in
the UK from 1 July 2018. This is in line with European Union (EU) and global agreements to
reduce the use of mercury and mercury containing products on environmental grounds.

1.1 The Minamata Convention on Mercury

Between 1932 and 1968, mercury-laden industrial waste was released into the environment
around Minamata city in Japan, polluting the sea and accumulating in marine life. The local
population who relied heavily on seafood became gradually poisoned by mercury, with
thousands of people suffering from symptoms of neurotoxicity. The Minamata tragedy led to
worldwide recognition of the devastating impact of mercury pollution, and to the United
Nations Environmental Programme (UNEP) developing policies for a global reduction in
mercury use. This became the Minamata Convention on Mercury which was adopted in 2013.}
The Convention has been agreed and signed by almost 130 countries, including the UK, and
entered into force in August 2017. The aim of the Convention is to reduce the trade and
supply of mercury by preventing its unnecessary use in products and manufacturing processes,
with the overall objective of reducing environmental mercury pollution and the risk to human
health.

1.2 The contribution of dental amalgam to mercury use and environmental pollution

The main source of exposure to mercury for the general population is through the
consumption of fish and other marine species contaminated with organic methylmercury, the
most toxic and bioaccumulative form of mercury. The elemental mercury contained in dental
amalgam is a more stable form and there is no evidence that it presents a direct health risk to
individuals who have amalgam restorations.*® However, non-organic forms of mercury
released into the environment can undergo conversion to methylmercury by aquatic
microorganisms and become concentrated in the human food chain. Therefore, dental
amalgam can contribute indirectly to the risk to human health from mercury.

Dental amalgam remains one of the most durable and cost-effective dental restorative
materials and it is estimated to account for 20-30% of the current demand for mercury in the
EU, with predictions that it will become the largest use.* The trade and supply of mercury for
the manufacture of dental amalgam, the placing and removal of amalgam restorations and the
disposal of waste amalgam all contribute to environmental pollution by mercury. It is
estimated that around two-thirds of the mercury in dental amalgam is eventually released into
the environment including through landfill, water disposal and sewage systems and following
cremation of individuals with amalgam restorations.®
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1.3 The UK regulations for implementation of the EU legislation on mercury

The Minamata Convention on Mercury requires that participating countries phase-down their
use of dental amalgam. The European Commission Regulation (EU) 2017/852 on Mercury was
adopted by Member States on 17 May 2017 to ratify and enforce the Minamata Convention.®
The regulation covers the use, storage and trade in mercury, mercury compounds and
mixtures of mercury, the use of and trade in mercury-added products, and the management of
mercury waste.

Regulation (EU) 2017/852 contains the following provisions relating to dental amalgam:

e Article 10(1): from 1 January 2019, dental amalgam shall only be used in pre-dosed
encapsulated form.

e Article 10(2): from 1 July 2018, dental amalgam shall not be used for dental treatment of
deciduous teeth, of children under 15 years and of pregnant or breastfeeding women,
except when deemed strictly necessary by the dental practitioner based on the specific
medical needs of the patient

e Article 10(3): a requirement for a national plan on measures to phase down the use of
amalgam by 1 July 2019

e Article 10(4): from 1 January 2019 a requirement for dental facilities to be equipped with
an amalgam separator

The aims and provisions of the EU Regulation on mercury are fully supported by the UK
government and are directly applicable in UK law.” The UK approach to implementing these
requirements is through the Control of Mercury (Enforcement) Regulations 2017 which came
into force on 1 January 2018 and designate the competent authorities for the enforcement of
the Regulation’s provisions, offences and penalties.® A consultation on the proposed UK
regulations was carried out in 2017 by the Department for Environment, Food and Rural Affairs
(DEFRA) and the Department for Business, Energy and Industrial Strategy (BEIS) on behalf of
England and the devolved nations.’!° The UK government departments involved in the
consultation indicated that the existing regulatory systems for dental services should be
responsible for enforcing the restrictions on the use of dental amalgam.®

1.4 Scope

The scope of this document is limited to providing advice relating to Article 10(2):

From 1 July 2018, dental amalgam shall not be used for dental treatment of deciduous teeth, of
children under 15 years and of pregnant or breastfeeding women, except when deemed strictly
necessary by the dental practitioner based on the specific medical needs of the patient

Therefore, this advice is only applicable to the treatment of patients who:

¢ have deciduous (primary) teeth;
e are under 15 years of age (primary and permanent teeth); or
e are pregnant or breastfeeding.
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The advice does not apply to the use of dental amalgam in other patients.

This advice is primarily directed at dental professionals in any setting in the UK. It will also be
of relevance to those involved in dental education, undergraduate training and responsible for
commissioning, planning and providing dental services.

1.5 Development of the advice

To facilitate the implementation of Article 10(2) of Regulation (EU) 2017/852 on Mercury, the
Scottish Dental Clinical Effectiveness Programme (SDCEP) convened a short-life working group
to develop national advice for the dental profession. Further details about SDCEP and the
development of this implementation advice are given in Appendix 1.

1.6 Statement of Intent

The purpose of this advice document is to support dentists in interpreting the regulations on
dental amalgam use, to provide information on alternative approaches and materials and to
provide examples of exceptions where the use of dental amalgam for the specified patient
groups may be justifiable. As with all SDCEP publications, the information presented does not
override the individual responsibility of the health professional to make decisions appropriate
to the individual patient, with their valid consent. However, it is advised that departures from
this implementation advice are fully documented and justified in the patient’s clinical record.
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2 Approaches to phasing-down the use of dental amalgam

2.1 National policy approaches

The UK Government has committed to phasing-down the use of dental amalgam by restricting
its use in specified patient groups, in accordance with Article 10(2) of the Regulation (EU)
2017/852 on Mercury. Article 10(3) requires a national plan for the phase-down of dental
amalgam and it may be that such a plan will extend the amalgam restrictions.

A number of European countries had already phased-down or completely phased-out the use
of dental amalgam prior to the Minamata Convention and EU regulations. Norway initiated a
phase-down in the use of dental amalgam more than 15 years ago, with a national clinical
guideline recommending that amalgam should not normally be the first choice for dental
restorations and promoting preventive treatment and the use of alternative materials.'* A
temporary exemption applied allowing dental amalgam in special cases, including for
restorations carried out under general anaesthetic and for those with allergies to mercury-free
materials. Since 2011 however, there has been a complete ban on dental amalgam in Norway.
It has also been banned in Sweden since 2009.

Other countries including Finland, Denmark and the Netherlands have phased down dental
amalgam usage to 1-5% of restorations.” The approach taken initially by the Danish National
Board of Health was to advise against the use of dental amalgam in the restoration of anterior
teeth or primary teeth or for general use in children. A later guideline recommended that
alternatives to dental amalgam should be the first choice for all new restorations, with
exceptions for permanent teeth in situations where there are difficulties with moisture control
or accessibility, for particularly large cavities or where the distance to the proximate tooth is

t.12

too great.”” A number of countries took a step-wise approach to phasing down dental

amalgam by initially restricting its use in children and pregnant women.

Several key factors are likely to have contributed to the successful reduction in dental
amalgam use in the countries discussed. These include public and practitioner awareness of
the environmental impact of dental amalgam, changes to the balance of financial provision for
amalgam versus mercury-free restorations, dental education focussing on alternative
approaches and restorative materials and an emphasis on preventive policies.” These
facilitators are reflected in the Minamata Convention which advocates dental caries prevention
and oral health promotion, the promotion of mercury-free alternatives, research and
development of these, and education and training on their use, as some of the provisions to
be selected for adoption by participating countries.

2.2 Clinical approaches

The dental profession already has at its disposal a range of procedures and materials that
provide alternatives to the use of dental amalgam, many of which are already commonly used
and widely available. These alternative approaches include caries prevention, procedures

5
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aimed at arresting caries, and the use of mercury-free restorative materials including resin
composites and glass polyalkenoate cements (glass ionomer cements). While a major
contribution to the phase-down of dental amalgam will be to continue and extend caries
prevention and national oral health promotion programmes,***’ there is still a significant
burden of disease and it is apparent that for the foreseeable future there will be a need to
manage carious teeth and teeth with failing restorations.

Current UK guidelines make evidence based recommendations relating to the prevention of
caries in children that include behaviour change, dietary and toothbrushing advice and
recommendations for the use of fluoride varnish and sealants.’®*° There is a substantial body
of evidence that indicates that fluoride varnish and fissure sealants are effective in reducing
caries?®?* (see Section 4.2 for an evidence summary) and their use in children is promoted
through national oral health initiatives and advice.">'*!® Sealants or varnishes can also be used

to limit the progression of caries in early non-cavitated lesions.?*#

There are several options for managing caries in primary teeth, including complete, selective
or stepwise caries removal and restoration, sealing over caries using the Hall Technique,®
sealant or infiltration and preventive only interventions. These are described in detail in
SDCEP's Prevention and Management of Dental Caries in Children guidance® with
recommendations on the preferred approaches (see Section 4.3 for an evidence summary). In
general, the least invasive approaches are preferable, avoid the use of dental amalgam, and in
children in particular, are more likely to be tolerated. The placement of preformed metal
crowns using the Hall Technique, for example, requires no or minimal tooth preparation and is
associated with less discomfort compared to direct restorations.”” The Hall Technique is widely
used by specialist paediatric dentists in the UK and is now taught in all UK dental schools.?®
Where caries excavation is indicated, the use of selective rather than complete removal is
supported by evidence that selective caries removal reduces the risk of pulp exposure in
primary and permanent teeth.?

Many of the same approaches and principles are applicable to caries management in
permanent teeth, with the obvious additional considerations around the long-term
effectiveness of the treatment. For both primary and permanent teeth, the preference for one
restorative material over another will depend on a variety of patient and clinical factors. While
there is evidence suggesting that dental amalgam restorations in posterior permanent teeth

30,31

can have higher survival rates than resin composite restorations>>*", it is known that posterior

resin composite restorations can have acceptable survival rates and are capable of lasting for

decades (see Section 4.3 for an evidence summary).32

Resin composite placement is most
effective in patients with good oral hygiene and where moisture control is optimal (including
saliva control and gingival exudates). Glass ionomer cements may exhibit less wear resistance
than dental amalgam but they offer advantages in terms of adhesive properties and the ability

to release fluoride ions.*® Evidence suggests that glass ionomer cements can have superior
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caries-prevention outcomes.?* Patient preference for tooth-coloured and tooth-conserving
restorations also favours the use of alternatives to dental amalgam.

Extraction should not be considered as an alternative to the use of dental amalgam. However,
when deciding the best option for management of permanent teeth of poor prognosis
(whether because of the size of the lesion or the ability to provide a satisfactory restoration),
the possibility of interceptive orthodontic extractions should be considered. This may require
referral to a specialist paediatric dentist or orthodontist.

A major contribution to the phase down of dental amalgam will be the widespread adoption
of the concept of Minimum Intervention Dentistry (MID). MID is an approach that aims to
prevent and control oral disease and encompasses oral health promotion, prevention and
minimally invasive operative interventions.* The principles of MID are entirely supportive of
dental amalgam phase-down, through the emphasis on caries prevention or arrest and by
taking advantage of the superior adhesive properties of alternative materials for minimally
invasive restorations.

The implementation of these approaches may require a culture change in the delivery of oral
healthcare towards minimum intervention and prevention orientated care pathways. It may
also require contractual reform across the four UK nations to ensure that the remuneration
system incentivises change by properly funding alternative approaches.
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3 Advice on the restrictions on the use of dental amalgam

Regulation (EU) 2017/852, Article 10(2):

Dental amalgam shall not be used for dental treatment of deciduous teeth, of children
under 15 years and of pregnant or breastfeeding women, except when deemed strictly
necessary by the dental practitioner based on the specific medical needs of the patient.

The focusing of dental amalgam phase-down on children and pregnant women reflects the
initial approach taken by some European countries® and also longstanding precautionary
advice on the avoidance of placing or removing amalgam restorations in pregnant women
issued previously by the Department of Health.>” Although dental amalgam restorations can
release low levels of mercury vapour, particularly during placement or removal, there is no
evidence to suggest that exposure to mercury from amalgam fillings has an adverse effect on
patient health.?*3 Since children, infants and developing foetuses are more susceptible to the
toxic effects of mercury, it is likely that the targeting of children and pregnant or breastfeeding
women in Article 10(2) reflects the precautionary principle of avoiding even theoretical risk.
Restricting dental amalgam use in children will also contribute to future generations of
amalgam-free patients.

The avoidance of dental amalgam use in children, pregnant and breastfeeding women as
specified in the regulations should not be interpreted as advice to remove or replace
existing amalgam restorations. The opinion of the European Commission'’s Scientific
Committee on Emerging and Newly Identified Health Risks (SCENIHR) is that “there is no
justification for removing clinically satisfactory amalgam restorations as a precaution, except in

those patients diagnosed as having allergic reactions to amalgam constituents”.?

While the new EU regulations that apply in the UK place restrictions on dental amalgam use,
they also acknowledge that there may be exceptional circumstances where dental amalgam is
the most appropriate restorative material. There are limited contraindications to the use of
alternative restorative materials, so exceptions allowing for the use of dental amalgam will be
few. The regulation allows dental amalgam use “when deemed strictly necessary by the dental
practitioner based on the specific medical needs of the patient.” This should be interpreted as
including the specific dental needs of the patient. Therefore, the individual clinician may use
dental amalgam in the best interests of the patient, but that decision must be justified,
communicated to the patient, accompanied by valid consent and the justification documented
in the patient’s record. In making a decision to use dental amalgam, a dentist may be subject
to scrutiny by the regulatory bodies and must be able to show that the decision not to use an
alternative approach is justified by the specific clinical needs of the patient.
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Advice points:

® Ensure all patients, parents and carers receive oral health advice, including advice on
effective toothbrushing with fluoride toothpaste and a healthy diet, to reduce the need
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for future restorations.’>17?

Fluoride varnish and sealants are also recommended as preventive measures for
children and young people.*

In many cases, preventive and caries-arrest measures might avoid the need for
restorations.

When treating primary teeth, avoid using dental amalgam.
There are no indications for the use of dental amalgam in primary teeth.
Alternative approaches and materials are widely used and include selective caries
removal, fluoride varnish, sealants, preformed crowns, resin composites and glass
ionomer cements.*

When treating permanent teeth in patients under 15 years old, avoid using dental
amalgam unless an exception is justified.
Alternative approaches and materials are widely used and include selective caries

removal, sealants, preformed crowns, resin composites and glass ionomer cements.*

Exceptions for the use of dental amalgam may include but are not restricted to:

a history of allergy to a component of glass ionomer or resin composite materials.
when it is not possible to obtain adequate moisture control or patient cooperation

and an alternative to dental amalgam cannot be used even as a medium-term
restoration.

When the specific clinical circumstances or needs of the patient justify the decision to
use dental amalgam, ensure that this is communicated to the patient, accompanied by
valid consent and that the justification is documented in the patient’s record.
In making the decision to use dental amalgam, the clinician may be subject to
scrutiny by the regulatory bodies.

® When treating pregnant®® or breastfeeding patients, avoid using dental amalgam.

During pregnancy, any type of non-urgent treatment should be postponed and the
removal of dental amalgam restorations avoided, except for the relief of pain or
infection.
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4 Summary of evidence and information

Evidence and information to contextualise and support the advice presented in Section 3 is
summarised below. Further details are provided in Appendix 1.

4.1 Safety of dental amalgam and alternative restorative materials

Evidence reviews from the UK government’'s Committee on Toxicity of Chemicals in Food,
Consumer Products and the Environment (COT), the European Commission’s Scientific
Committee on Emerging and Newly Identified Health Risks (SCENIHR) and the US Food and
Drug Administration (FDA) all concluded that there is no evidence to suggest that exposure to
mercury from dental amalgam restorations has an adverse effect on patient health.?**® The
reviews included studies on children, pregnant and breastfeeding women.

Studies have indicated that the placement and removal of dental amalgam restorations leads
to transiently elevated plasma levels of mercury but there is no evidence that this affects
health.? The COT statement specifically concluded that there is no evidence that the placement
or removal of dental amalgam restorations during pregnancy is harmful, although both
SCENIHR and COT recommend avoiding the use of dental amalgam in pregnant women where
possible to avoid unnecessarily exposing the developing foetus. Since mercury transfer across
the placenta results in higher exposure than from breast milk it is likely that any potential risk
to a developing infant is lower during breastfeeding than during pregnancy.®® The FDA
concluded that infants are not at risk of adverse effects from breast milk of women exposed to
mercury vapour from dental amalgam.*

The alternative restorative materials are generally chemically complex with multiple organic
and inorganic components and placement can require bonding systems adding to that
complexity. Furthermore, the composition of different materials varies between manufacturers.
Components can be released into the oral cavity through incomplete polymerisation during
curing, through leaching over time, and through the release of ions and some of the
components can undergo further conversions.? In vitro studies have demonstrated that some
of the monomers used in resins can exhibit cytotoxicity, although the clinical significance of
this is not clear. There is generally a lack of toxicology data on the alternative materials.

One of the components, Bisphenol A (BPA), has been under scrutiny because of its oestrogen-
mimicking properties. BPA can be released from resin-based composites and sealants
containing bisphenol A dimethacrylate and related compounds and it is also commonly found
in food packaging and thermal paper. SCENIHR recently carried out a risk assessment of
exposure from medical devices that potentially release BPA and concluded that long-term oral
exposure to BPA from dental materials poses a negligible risk to health.**

Regarding the overall safety of alternative restorative materials, and in light of the limited data,
SCENIHR were unable to draw any conclusions to suggest associations between exposure to

10
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these materials and the potential for health risks.? Clinical experience has not revealed
evidence of clinically significant adverse events. However, as for dental amalgam, SCENIHR
recommend that use of the alternative materials is discouraged in pregnant women. It should
also be noted that some of the components found in alternative dental materials are
associated with local allergic reactions, although the incidence of this is not clear.

4.2 Effectiveness of caries prevention approaches

Evidence relating to the effectiveness of oral health advice, toothbrushing and dietary advice
for children is reviewed in SDCEP's Prevention and Management of Dental Caries in Children
guidance® and the SIGN guideline, Dental interventions to prevent caries in children.*® Evidence
based preventive approaches are also encouraged by the Department of Health's Delivering
better oral health: an evidence-based toolkit for prevention.** Briefly, evidence from systematic
reviews suggests that brief interventions to promote good oral health behaviours, including

toothbrushing, can be effective,***3

with the theoretically based strategy of motivational
interviewing having the potential for behaviour change.* There is moderate quality evidence
showing that dental caries is lower when free sugar intake is less than 10 percent of calorie
intake* and a Cochrane review found some evidence that one-to-one dietary interventions in
a dental setting can change behaviour.* High quality evidence from systematic reviews
indicates that toothbrushing with fluoride toothpaste is effective in preventing caries and that
there is a dose-response relationship between toothpaste fluoride concentration and the
extent of caries reduction.*’~>* Toothbrushing with fluoride toothpaste can also arrest early

carious lesions.?

A Cochrane review found moderate quality evidence that fluoride varnish is effective in
preventing caries in both primary and permanent teeth, consistent with evidence based
recommendations made in an earlier guideline.”®?! There is also evidence that fluoride gel has
a large caries-inhibiting effect in primary and permanent teeth although it is less clear what
the background level of toothpaste use was in the studies considered.> Similarly, fluoride
mouthwash can have an anti-caries effect in permanent teeth, although the extent of the

effect may be influenced by exposure to fluoride from other sources.*®*’

Fissure sealants have been shown to substantially reduce the risk of developing caries in the
occlusal surfaces of permanent teeth, although there is insufficient evidence to conclude
whether any particular sealant material is more effective than another.??* Low quality
evidence on comparisons of fissure sealant with fluoride varnish suggested that sealants are
more effective.”?* However, a recent randomised trial carried out through a community oral
health program targeted at high caries risk children, found that fluoride varnish was as
effective in caries prevention as resin-based sealant and was associated with lower costs.*®

The SDCEP and SIGN guidelines provide more detailed evidence reviews and
recommendations on fissure sealants and topical fluorides, including fluoride varnish, for

caries prevention in children '®*°

11
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4.3 Effectiveness of alternative approaches and materials

The evidence for the effectiveness of various approaches for the treatment or management of
caries in primary and permanent teeth was reviewed in recent SDCEP guidance® and is
summarised here.

Six systematic reviews address various aspects of operative management of caries in primary
and permanent teeth.?”2%3%*>%°61 In those that examined the extent of caries removal before
restoration, much of the evidence is considered to be of low quality. However, the most recent
and rigorous systematic review,? which included studies assessed as of moderate quality,
concluded that stepwise and selective/partial caries removal are preferred to complete caries
removal in vital symptom-free primary or permanent teeth. This is consistent with earlier

systematic reviews.>*®¢2

While there is evidence in relation to the advantages and limitations of the established
alternative restorative materials to inform and support their use, the rapid pace of
development of new materials means that the published research may not be applicable for all
current treatment options. There is low quality evidence that suggests that resin composite
restorations in permanent posterior teeth have higher failure rates and risk of secondary caries
than dental amalgam, although there is no evidence of an increased risk of restoration
fracture.’*®* Nonetheless, the evidence indicates that resin composite restorations can exhibit

substantial longevity, with failure rates of less than 10 percent after 10 years.3%%

Regarding other alternative restorative materials, evidence suggests that glass ionomer
cement has a higher caries-preventive effect for single surface restorations in permanent teeth
after six years compared to dental amalgam, although no difference was found for primary
teeth.?* There is also low quality evidence that the failure rate of high viscosity glass ionomer
cement-based atraumatic restorative treatment is comparable with that of conventional dental
amalgam restorations after six years.** However, there is a lack of evidence of sufficient quality
to directly compare the failure rates of glass ionomer cements versus dental amalgam for
conventional cavity preparations, or for glass ionomer cements versus resin composite
restorations in posterior permanent teeth.>% There is low quality evidence that resin-modified
glass ionomer cements are more effective than conventional glass ionomer cements for the
restoration of primary teeth.®” For other approaches, there is moderate quality evidence that
preformed crowns placed on primary molar teeth with carious lesions or following pulp
treatment reduce the risk of pain or infection in the long term compared to direct
restorations.?’

There is growing evidence in support of non-operative approaches. A systematic review that
focussed on non-surgical caries prevention methods to arrest or reverse the progression of
non-cavitated carious lesions in primary and permanent teeth found low quality evidence to
suggest that fluoride interventions (varnishes, gels, and toothpaste) have the most consistent
benefit.”> The same review also supports the use of sealants to slow the progress of, or reverse
non-cavitated carious lesions. In a more recent guideline, based on evidence from a systematic

12
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review, the American Dental Association recommended the use of fissure sealants on non-
cavitated occlusal lesions to prevent their progression in both children and young people.?*
In addition, although limited, the available evidence does support no caries removal and

sealing with a stainless steel crown in primary teeth.??

A recent Cochrane systematic review examined the effectiveness of microinvasive interventions
(lesion sealing or infiltration) for managing proximal enamel and initial dentinal caries lesions
and found moderate quality evidence that these techniques are more effective in reducing
lesion progression than non-invasive methods or no treatment.*® Although there is insufficient
evidence to favour a particular technique, this review is supportive of the consideration of
these emerging techniques when managing non-cavitated proximal lesions in permanent and
primary teeth, taking into account clinical indications and the feasibility of different
techniques.

13
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Appendix 1 Methodology

The Scottish Dental Clinical Effectiveness Programme (SDCEP) operates within NHS Education
for Scotland and aims to develop guidance that supports dental teams to provide quality
dental care. For the majority of SDCEP guidance publications, the recommendations are
informed by a systematic literature search and quality appraisal of the available evidence. This
advice document aims to facilitate the implementation of Article 10(2) of the Regulation (EU)
2017/852 on Mercury. The restrictions specified for the phase-down of dental amalgam use
are a predefined legal requirement in the UK. Consequently, a consideration of the evidence
on which these restrictions are based and their appropriateness are not within the scope of
this work. However, evidence and other relevant information to support the advice on
implementing the phase-down of dental amalgam use was considered and is summarised in
Section 4.

The evidence relating to caries prevention and management was largely derived from the
updated SDCEP Prevention and Management of Dental Caries in Children guidance and mainly
comprises quality appraised systematic reviews and guidelines.’ Information relating to the
safety of dental restorative materials and dental amalgam phase-down was extracted from
government sources or other authoritative publications.

A short-life working group was convened to provide the implementation advice based on a
consensus of expert opinion after consideration of the available information and evidence. The
guidance was subject to open consultation. Details of consultation will be added before
publication.

An assessment of the potential impact of this guidance on equality target groups was
conducted.

Short-life Working Group

The working group (below) included individuals from a range of relevant branches of the
dental profession.

Name Position

Paul Speight Emeritus Professor of Oral & Maxillofacial Pathology, University of Sheffield
(Chair)

Sondos Albadri Reader and Honorary Consultant in Paediatric Dentistry; Deputy Head of

School, School of Dentistry, University of Liverpool; British Society of Paediatric
Dentistry representative

Avijit Banerjee Professor of Cariology and Operative Dentistry; Honorary Consultant and
Clinical Lead for Restorative Dentistry, King's College London Dental Institute
at Guy's Hospital, London

14
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Steve Bonsor

General Dental Practitioner, Aberdeen; Honorary Senior Clinical Lecturer and
Senior Clinical Teaching Fellow (Applied Dental Materials and Restorative
Dentistry), University of Aberdeen

Ivor Chestnutt

Professor and Honorary Consultant in Dental Public Health; Clinical Director,
University Dental Hospital, Cardiff and Vale University Health Board; Director
Postgraduate Studies, Cardiff University Dental School

Chris Deery

Professor and Honorary Consultant in Paediatric Dentistry; Dean, School of
Clinical Dentistry, University of Sheffield

Heather MacRitchie

Deputy Clinical Dental Director, NHS Tayside

Angela Magee

Specialist and Honorary Consultant in Special Care Dentistry; Head of School of
Dentistry, University of Central Lancashire

Gillian Nevin General Dental Practitioner, Coupar Angus; Assistant Director of General Dental
Practice Postgraduate Education (CPD), NHS Education for Scotland
Jayne Owen Specialist Paediatric Dentist in Community Dental Service; Chairperson

Specialist Branch BSPD

Richard Rawcliffe

General Dental Practitioner, Kirkcaldy

David Ricketts

Professor of Cariology and Conservative Dentistry; Honorary Consultant in Restorative
Dentistry, School of Dentistry, University of Dundee

Susie Sanderson

British Dental Association President-Elect, representing the BDA

Programme Development Team

SDCEP’s Programme Development Team operates within NHS Education for Scotland and is

responsible for the methodology used for development of implementation advice and

guidance. Working with members of the Short-life Working Group, the team facilitates all

aspects of the development of the advice. The following Programme Development Team

members were directly involved in the development of this implementation advice. A list of all

members of the PDT can be found at www.sdcep.org.uk.

Name

Position

Jan Clarkson

Programme Director; Professor of Clinical Effectiveness, University of Dundee

Doug Stirling

Programme Manager — Guidance and Programme Development

Michele West

Research and Development Manager — Guidance Development

Margaret Mooney

Programme Administrator

Elizabeth Payne

Programme Administrator
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Appendix 2 Patient Information

Practices might find it helpful to use the following information leaflets to support discussions
with patients and parents or carers about why they may or may not be offered dental
amalgam restorations. These leaflets will be made available as separate downloadable
documents from the SDCEP website after publication.
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NHS Dental Amalgam
N—

Edu?ation Information for Parents or Carers of Patients
or
Scotland Under 15 Years Old

What is dental amalgam?

Dental amalgam is the silver coloured material that is commonly used to fill
teeth that have decay. Amalgam is a stable compound that contains mercury
and other metals and makes strong, long-lasting fillings.

Why have | been given this information?

New regulations in the UK and the European Union (EU) that restrict the use of
mercury came into law in 2018. The regulations are part of a worldwide
initiative to reduce global environmental pollution caused by mercury
released during the production, use and disposal of mercury products,
including dental amalgam.

The regulations state that:

From 1 July 2018, dental amalgam shall not be used for dental treatment of
deciduous teeth, of children under 15 years and of pregnant or breastfeeding
women, except when deemed strictly necessary by the dental practitioner based
on the specific medical needs of the patient.

Because your child is under 15 years old, the new regulations apply to them.
This means that, to reduce amalgam use, your dentist will not usually give
your child amalgam fillings. Your dentist should not use amalgam fillings in
your child’s primary teeth (baby or milk teeth) and will not usually use
amalgam to fill their permanent teeth (adult teeth).

Scottish Dental
Clinical Effectiveness Programme

17
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What will my child’s dentist do instead of using amalgam
fillings?

The best way to avoid the need for amalgam fillings is to prevent tooth decay
in the first place. Toothbrushing twice a day with a fluoride toothpaste and
following healthy eating advice can help to prevent tooth decay. Other
treatments such as fluoride varnish and sealants can be used to prevent or
stop decay in the early stages. If your child does need afilling, there are
materials other than dental amalgam that your dentist can use. These include
preformed metal crowns (stainless steel crowns) or tooth-coloured fillings.

My dentist has advised that my child should have an
amalgam filling. Why is this?

In some situations, your dentist might decide that an amalgam filling is the
best treatment option for your child. He/she will explain the reasons for this
and ask whether you and/or your child consent to this treatment.

Are amalgam fillings safe?

Dental amalgam fillings have been used to restore decayed teeth for more
than 150 years. There is no evidence that amalgam fillings cause any harm to
the health of dental patients. This includes children.

If your child already has amalgam fillings, there is no evidence to suggest that
these are harmful to their health. Unless their amalgam fillings are broken or
there is further decay of the tooth, there is no need to have them removed or
replaced.

If you would like further information or have any concerns,
please speak to your child’s dentist.

This leaflet has been developed by the Scottish Dental Clinical Effectiveness Programme
(SDCEP), part of NHS Education Scotland (NES). This and other patient information is
available on the SDCEP website.

Scottish Dental Clinical Effectiveness Programme
Dundee Dental Education Centre,

Frankland Building, Email: scottishdental.cep@nes.scot.nhs.uk
Small’s Wynd, Tel: 01382 425751 /425771
Dundee DD1 4HN Website: www.sdcep.org.uk
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NHS | | Dental Amalgam

Ed“&‘,’}”“ Information for Patients who are Pregnant or

Scotland Breastfeeding

What is dental amalgam?

Dental amalgam is the silver coloured material that is commonly used to fill
teeth that have decay. Amalgam is a stable compound that contains mercury
and other metals and makes strong, long-lasting fillings.

Why have | been given this information?

New regulations in the UK and the European Union (EU) that restrict the use of
mercury came into law in 2018. The regulations are part of a worldwide
initiative to reduce global environmental pollution caused by mercury
released during the production, use and disposal of mercury products,
including dental amalgam.

The regulations state that:

From 1 July 2018, dental amalgam shall not be used for dental treatment of
deciduous teeth, of children under 15 years and of pregnant or breastfeeding
women, except when deemed strictly necessary by the dental practitioner based
on the specific medical needs of the patient.

Because you are pregnant or breastfeeding, the new regulations apply to you.
This means that, to reduce amalgam use, your dentist will not usually use
dental amalgam to fill your teeth while you are pregnant or breastfeeding.

Scottish Dental
Clinical Effectiveness Programme
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What will my dentist do instead of using amalgam
fillings?

The best way to avoid the need for amalgam fillings is to prevent tooth decay
in the first place. Toothbrushing twice a day with a fluoride toothpaste and
following healthy eating advice can help to prevent tooth decay. Other
treatments such as fluoride varnish and sealants can be used to prevent or
stop decay in the early stages.

While you are pregnant your dentist will advise postponing any treatment
unless it is urgent, for example, if you are in pain. If you do need a filling, there
are materials other than dental amalgam that your dentist can use.

Are amalgam fillings safe?

Dental amalgam fillings have been used to restore decayed teeth for more
than 150 years. There is no evidence that amalgam fillings cause any harm to
the health of dental patients. This includes children, pregnant and
breastfeeding women. However, it is generally accepted that pregnant women
should avoid unnecessary medical or dental treatment to minimise any
possible risks to the developing baby.

If you already have amalgam fillings, there is no evidence to suggest that these
are harmful to your or your baby’s health. Unless your amalgam fillings are
broken or there is further decay of the tooth, there is no need to have them
removed or replaced.

If you would like further information or have any concerns,
please speak to your dentist.

This leaflet has been developed by the Scottish Dental Clinical Effectiveness Programme
(SDCEP), part of NHS Education Scotland (NES). This and other patient information is
available on the SDCEP website.

Scottish Dental Clinical Effectiveness Programme
Dundee Dental Education Centre,

Frankland Building, Email: scottishdental.cep@nes.scot.nhs.uk
Small’s Wynd, Tel: 01382 425751 / 425771
Dundee DD1 4HN Website: www.sdcep.org.uk

20



mailto:scottishdental.cep@nes.scot.nhs.uk

http://www.sdcep.org.uk/



O oo NJOoO Ul b wniN

=
o

el el
D wWwN R

el el e
00N o W!

N NN R
N PR O O

NN NN
(o) U 2 BN SN OV)

w N NN
O O 00

w W
N -

w w w w
o Ul b~ W

MDA wWw wWww
P O O 0

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

References

10.

United Nations Environment Programme (UNEP). Minamata Convention on Mercury.
Text and annexes. 2013;
http://mercuryconvention.org/Portals/11/documents/Booklets/Minamata%20Conventi
on%200n%20Mercury booklet English.pdf. Accessed 19 December 2017.

European Commission Scientific Committee on Emerging and Newly Identified Health
Risks (SCENIHR). Opinion on the safety of dental amalgam and alternative dental
restoration materials for patients and users. 2015;
https://ec.europa.eu/health/sites/health/files/scientific committees/emerging/docs/sce
nihr o 046.pdf. Accessed 19 December 2017.

U.S. Food & Drug Administration. White Paper: FDA Update/Review of Potential
Adverse Health Risks Associated with Exposure to Mercury in Dental Amalgam. 2009;
https://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/
DentalAmalgam/ucm171117.htm. Accessed 4 January 2018.

European Parliamentary Research Service. Mercury - Aligning EU legislation with
Minamata. 2017;

www.europarl.europa.eu/RegData/etudes/BRIE/2017/595887/EPRS BRI(2017)595887 E
N.pdf. Accessed 21 December 2017.

United Nations Environment Programme (UNEP). Lessons from Countries Phasing
Down Dental Amalgam Use. 2016;
https://wedocs.unep.org/bitstream/handle/20.500.11822/11624/Dental. Amalgam.10ma
r2016.pages.WEB.pdf?sequence=1&isAllowed=y. Accessed 20 December 2017.

Regulation (EU) 2017/852 of the European Parliament and of the Council of 17 May
2017 on mercury and repealing Regulation (EC) No 1102/2008. 2017; http://eur-
lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:32017R0852&from=EN. Accessed
18 December 2017.

UK Government. Explanatory Memorandum to the Control of Mercury (Enforcement)
Regulations 2017.

www.legislation.gov.uk/uksi/2017/1200/pdfs/uksiem 20171200 en.pdf. Accessed 5
January 2018.

UK Government. The Control of Mercury (Enforcement) Regulations 2017.
www.legislation.gov.uk/uksi/2017/1200/contents/made. Accessed 4 Jan 2018.

Department for Environment, Food & Rural Affairs, Department for Business, Energy &
Industrial Strategy. A consultation on the proposed Control of Mercury (Enforcement)
Regulations 2017. https://consult.defra.gov.uk/environmental-quality/control-of-
mercury-enforcement-regulations-2017/. Accessed 22 December 2017.

Department for Environment, Food & Rural Affairs, Department for Business, Energy &
Industrial Strategy. Consultation on the proposed Control of Mercury (Enforcement)
Regulations 2017- Summary of responses and government response. 2017;
www.gov.uk/government/consultations/proposed-control-of-mercury-enforcement-
regulations-2017. Accessed 22 December 2017.

21



http://mercuryconvention.org/Portals/11/documents/Booklets/Minamata%20Convention%20on%20Mercury_booklet_English.pdf

http://mercuryconvention.org/Portals/11/documents/Booklets/Minamata%20Convention%20on%20Mercury_booklet_English.pdf

https://ec.europa.eu/health/sites/health/files/scientific_committees/emerging/docs/scenihr_o_046.pdf

https://ec.europa.eu/health/sites/health/files/scientific_committees/emerging/docs/scenihr_o_046.pdf

http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171117.htm

http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171117.htm

http://www.europarl.europa.eu/RegData/etudes/BRIE/2017/595887/EPRS_BRI(2017)595887_EN.pdf

http://www.europarl.europa.eu/RegData/etudes/BRIE/2017/595887/EPRS_BRI(2017)595887_EN.pdf

https://wedocs.unep.org/bitstream/handle/20.500.11822/11624/Dental.Amalgam.10mar2016.pages.WEB.pdf?sequence=1&isAllowed=y

https://wedocs.unep.org/bitstream/handle/20.500.11822/11624/Dental.Amalgam.10mar2016.pages.WEB.pdf?sequence=1&isAllowed=y

http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:32017R0852&from=EN

http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:32017R0852&from=EN

http://www.legislation.gov.uk/uksi/2017/1200/pdfs/uksiem_20171200_en.pdf

http://www.legislation.gov.uk/uksi/2017/1200/contents/made

https://consult.defra.gov.uk/environmental-quality/control-of-mercury-enforcement-regulations-2017/

https://consult.defra.gov.uk/environmental-quality/control-of-mercury-enforcement-regulations-2017/

http://www.gov.uk/government/consultations/proposed-control-of-mercury-enforcement-regulations-2017

http://www.gov.uk/government/consultations/proposed-control-of-mercury-enforcement-regulations-2017



O o0 Noult M WNRE

ol el
N RO

= e
v A~ w

=
~N o

N
o OV ™

N NN
w N -

NN NN
N o oA~

w NN
O O

w W
N -

w W w
Ul B~ W

B W w w w
O W 0o N O

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Directorate for Health and Social Affairs, Norway. A National Clinical Guideline for the
Use of Dental Filling Materials. 2003; www.keytoxins.com/hgbiblio-
files/Norwegian%20dental%20guidelines%20July%201%202003.pdf. Accessed 20
December 2017.

Danish National Board of Health guidance on dental filling materials (Vejledning om
anvendelse af tandfyldningsmaterialer). 2008;
www.retsinformation.dk/Forms/R0710.aspx?id=121490 Accessed 20 December 2017.

Childsmile — improving the oral health of children in Scotland. http://www.child-
smile.org.uk/. Accessed 8 January 2018.

Public Health England. Delivering better oral health: an evidence-based toolkit for
prevention. 2017; www.gov.uk/government/publications/delivering-better-oral-health-
an-evidence-based-toolkit-for-prevention. Accessed 16 January 2018.

NHS England. Starting Well: A Smile4Life Initiative.
www.england.nhs.uk/commissioning/primary-care/dental/starting-well/. Accessed 2
March 2018.

Designed to smile. National child oral health improvement programme in Wales.
http://www.designedtosmile.org/. Accessed 22 January 2018.

Health and Social Care Board Northern Ireland. Happy Smiles Pre-School Oral Health
Programme. www.hscboard.hscni.net/our-work/integrated-care/dental-
services/happy-smiles/. Accessed 2 March 2018.

Scottish Intercollegiate Guidelines Network. Dental interventions to prevent caries in
children. 2014; www.sign.ac.uk/sign-138-dental-interventions-to-prevent-caries-in-
children.html. Accessed 17 January 2018.

Scottish Dental Clinical Effectiveness Programme. Prevention and Management of
Dental Caries in Children. Dental Clinical Guidance. 2nd Edition. 2018;
www.sdcep.org.uk/in-development/prevention-and-management-of-dental-caries-in-
children-update/.

Marinho VCC, Worthington HV, Walsh T, Clarkson JE. Fluoride varnishes for preventing
dental caries in children and adolescents. Cochrane Database of Systematic Reviews.
2013(7):CD002279.

Weyant RJ, Tracy SL, Anselmo T, et al. Topical fluoride for caries prevention. The Journal
of the American Dental Association. 2013;144(11):1279-1291.

Ahovuo-Saloranta A, Forss H, Walsh T, Nordblad A, Makela M, Worthington HV. Pit and
fissure sealants for preventing dental decay in permanent teeth. Cochrane Database of
Systematic Reviews. 2017(7):CD001830.

Wright JT, Tampi MP, Graham L, et al. Sealants for preventing and arresting pit-and-
fissure occlusal caries in primary and permanent molars: A systematic review of
randomized controlled trials-a report of the American Dental Association and the
American Academy of Pediatric Dentistry. The Journal of the American Dental
Association. 2016;147(8):631-645 e618.

22



http://www.keytoxins.com/hgbiblio-files/Norwegian%20dental%20guidelines%20July%201%202003.pdf

http://www.keytoxins.com/hgbiblio-files/Norwegian%20dental%20guidelines%20July%201%202003.pdf

http://www.retsinformation.dk/Forms/R0710.aspx?id=121490

http://www.child-smile.org.uk/

http://www.child-smile.org.uk/

http://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention

http://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention

http://www.england.nhs.uk/commissioning/primary-care/dental/starting-well/

http://www.designedtosmile.org/

http://www.hscboard.hscni.net/our-work/integrated-care/dental-services/happy-smiles/

http://www.hscboard.hscni.net/our-work/integrated-care/dental-services/happy-smiles/

http://www.sign.ac.uk/sign-138-dental-interventions-to-prevent-caries-in-children.html

http://www.sign.ac.uk/sign-138-dental-interventions-to-prevent-caries-in-children.html

http://www.sdcep.org.uk/in-development/prevention-and-management-of-dental-caries-in-children-update/

http://www.sdcep.org.uk/in-development/prevention-and-management-of-dental-caries-in-children-update/



O ood oOoOoulh WN B

ol el
N RO

=
N~ W

=
o U

= e
O 0o

NN
= O

NN N
M~ wWN

N NN
~N oy

w NN
O O ™

w W
N -

w W
A~ w

w w w w
00 N O u»n

B W
[e2Ne]

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

Ahovuo-Saloranta A, Forss H, Hiiri A, Nordblad A, Makeld M. Pit and fissure sealants
versus fluoride varnishes for preventing dental decay in the permanent teeth of
children and adolescents. Cochrane Database of Systematic Reviews. 2016(1):CD003067.

Tellez M, Gomez J, Kaur S, Pretty IA, Ellwood R, Ismail AL. Non-surgical management
methods of noncavitated carious lesions. Community Dentistry and Oral Epidemiology.
2013;41(1):79-96.

Innes N ED, Stewart M, Keightley A. . The Hall Technique: A minimal intervention, child
centred approach to managing the carious primary molar. 2015;
https://en.wikipedia.org/wiki/File:HallTechGuide V4.pdf. Accessed 12 January 2018.

Innes NPT, Ricketts D, Chong LY, Keightley AJ, Lamont T, Santamaria RM. Preformed
crowns for decayed primary molar teeth. Cochrane Database of Systematic Reviews.
2015(12):CD005512.

Roberts A, McKay A, Albadri S. The use of Hall technique preformed metal crowns by
specialist paediatric dentists in the UK. British Dental Journal. 2018;224(1):48-52.

Ricketts D, Lamont T, Innes NPT, Kidd E, Clarkson JE. Operative caries management in
adults and children. Cochrane Database of Systematic Reviews. 2013(3):CD003808.

Rasines Alcaraz MG, Veitz-Keenan A, Sahrmann P, Schmidlin PR, Davis D, Iheozor-
Ejiofor Z. Direct composite resin fillings versus amalgam fillings for permanent or adult
posterior teeth. Cochrane Database of Systematic Reviews. 2014(3):CD005620.

Antony K, Genser D, Hiebinger C, Windisch F. Longevity of dental amalgam in
comparison to composite materials. GMS Health Technology Assessment. 2008;4:Doc12.

Opdam NJ, van de Sande FH, Bronkhorst E, et al. Longevity of posterior composite
restorations: a systematic review and meta-analysis. Journal of Dental Research.
2014;93(10):943-949.

American Academy of Pediatric Dentistry. Pediatric Restorative Dentistry. 2016;
www.aapd.org/media/Policies Guidelines/BP_RestorativeDent.pdf. Accessed 18
December 2017.

Mickenautsch S, Yengopal V. Absence of carious lesions at margins of glass-ionomer
cement and amalgam restorations: An update of systematic review evidence. BMC
Research Notes. 2011;4:58.

Banerjee A. 'Minimum intervention' - Ml inspiring future oral healthcare? British Dental
Journal 2017;223(3):133-135.

Mackenzie L, Banerjee A. Minimally invasive direct restorations: a practical guide. British
Dental Journal. 2017;223(3):163-171.

Department of Health. Dental Amalgam. 1998;
http://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Publicationsand
statistics/Lettersandcirculars/Professionalletters/Chiefdentalofficerletters/DH 4004486.
Accessed 17 January 2018.

Committee on Toxicity of Chemicals in Food, Consumer Products and the Environment.
Statement on the toxicity of dental amalgam. 1997;

23



https://en.wikipedia.org/wiki/File:HallTechGuide_V4

http://www.aapd.org/media/Policies_Guidelines/BP_RestorativeDent.pdf

http://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Professionalletters/Chiefdentalofficerletters/DH_4004486

http://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Professionalletters/Chiefdentalofficerletters/DH_4004486



O o0 NNoul MW NP

ol el
N RO

=
N~ W

o e
~N o w

N
o OV ™

NN
N

N NN
Ul B~ W

N NN
(o<l NIe))

w W N
= O O

w W
w N

w w
Ul

w w
~N O

A D W w
= O O 00

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

https://cot.food.gov.uk/cotstatements/cotstatementsyrs/cotstatements1997/cotstatem
entdentalamalgam97. Accessed 17 January 2018.

UK Medicines Information (UKMi) Medicines Q&As. Is it safe to have amalgam fillings
placed or removed if breastfeeding? 2015. Accessed 17 January 2018.

U.S. Food & Drug Administration. Dental Amalgam, Medical Devices. 2017;
www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalA
malgam/ucm171094.htm. Accessed 3 Jan 2018.

European Commission Scientific Committee on Emerging and Newly Identified Health
Risks (SCENIHR). Opinion on the safety of the use of bisphenol A in medical devices.
2015;

https://ec.europa.eu/health/sites/health/files/scientific committees/emerging/docs/sce
nihr o 040.pdf. Accessed 18 January 2018.

Kay E, Locker D. A systematic review of the effectiveness of health promotion aimed at
improving oral health. Community Dental Health. 1998;15(3):132-144.

Gray D, McIntyre G. Does oral health promotion influence the oral hygiene and gingival
health of patients undergoing fixed appliance orthodontic treatment? A systematic
literature review. Journal of Orthodontics. 2008;35(4):262-269.

Gao X, Lo EC, Kot SC, Chan KC. Motivational interviewing in improving oral health: a
systematic review of randomized controlled trials. Journal of Periodontology.
2014;85(3):426-437.

Moynihan PJ, Kelly SA. Effect on caries of restricting sugars intake: systematic review to
inform WHO guidelines. Journal of Dental Research. 2014;93(1):8-18.

Harris R, Gamboa A, Dailey Y, Ashcroft A. One-to-one dietary interventions undertaken
in a dental setting to change dietary behaviour. Cochrane Database of Systematic
Reviews. 2012(3):CD006540.

Marinho VCC, Higgins J, Logan S, Sheiham A. Fluoride toothpastes for preventing
dental caries in children and adolescents. Cochrane Database of Systematic Reviews.
2003(1):CD002278.

Marinho VCC, Higgins JPT, Logan S, Sheiham A. Topical fluoride (toothpastes,
mouthrinses, gels or varnishes) for preventing dental caries in children and adolescents.
Cochrane Database of Systematic Reviews. 2003(4):CD002782.

Twetman S, Axelsson S, Dahlgren H, et al. Caries-preventive effect of fluoride
toothpaste: a systematic review. Acta Odontologica Scandinavica. 2003;61(6):347-355.

Twetman S. Prevention of early childhood caries (ECC)--review of literature published
1998-2007. European Archives of Paediatric Dentistry. 2008;9(1):12-18.

Twetman S. Caries prevention with fluoride toothpaste in children: an update. European
Archives of Paediatric Dentistry. 2009;10(3):162-167.

dos Santos AP, Nadanovsky P, de Oliveira BH. A systematic review and meta-analysis of
the effects of fluoride toothpastes on the prevention of dental caries in the primary
dentition of preschool children. Community Dentistry and Oral Epidemiology.
2013;41(1):1-12.

24



https://cot.food.gov.uk/cotstatements/cotstatementsyrs/cotstatements1997/cotstatementdentalamalgam97

https://cot.food.gov.uk/cotstatements/cotstatementsyrs/cotstatements1997/cotstatementdentalamalgam97

http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171094.htm

http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171094.htm

https://ec.europa.eu/health/sites/health/files/scientific_committees/emerging/docs/scenihr_o_040.pdf

https://ec.europa.eu/health/sites/health/files/scientific_committees/emerging/docs/scenihr_o_040.pdf



O oo~NNOoO Ul WN R

=
()

= e
N~ W N

o e
~N o w

=
©o

NN
= O

N N
w N

N NN
(o) IO, NN

NN
[N

w W N
= O O

w W w
M~ wWwN

w w w
N oy

AW W
o O

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

606.

67.

Walsh T, Worthington HV, Glenny A-M, Appelbe P, Marinho VCC, Shi X. Fluoride
toothpastes of different concentrations for preventing dental caries in children and
adolescents. Cochrane Database of Systematic Reviews. 2010(1):CD007868.

Steiner M, Helfenstein U, Menghini G. Effect of 1000 ppm relative to 250 ppm fluoride
toothpaste. A meta-analysis. American Journal of Dentistry. 2004;17(2):85-88.

Marinho VCC, Worthington HV, Walsh T, Chong LY. Fluoride gels for preventing dental
caries in children and adolescents. Cochrane Database of Systematic Reviews.
2015(6):CD002280.

Twetman S, Petersson LG, Axelsson S, et al. Caries-preventive effect of sodium fluoride
mouthrinses: a systematic review of controlled clinical trials. Acta Odontologica
Scandinavica. 2004;62(4):223-230.

Marinho VC, Chong LY, Worthington HV, Walsh T. Fluoride mouthrinses for preventing
dental caries in children and adolescents. Cochrane Database of Systematic Reviews.
2016;7:CD002284.

Chestnutt IG, Hutchings S, Playle R, et al. Seal or Varnish? A randomised controlled trial
to determine the relative cost and effectiveness of pit and fissure sealant and fluoride
varnish in preventing dental decay. Health Technology Assessment. 2017;21(21):1-256.

Ferreira JM, Pinheiro SL, Sampaio FC, de Menezes VA. Caries removal in primary teeth--
a systematic review. Quintessence International. 2012;43(1):e9-15.

Schwendicke F, Meyer-Lueckel H, Dorfer C, Paris S. Failure of incompletely excavated
teeth--a systematic review. Journal of Dentistry. 2013;41(7):569-580.

Schwendicke F, Dorfer CE, Paris S. Incomplete caries removal: a systematic review and
meta-analysis. Journal of Dental Research. 2013;92(4):306-314.

Hoefler V, Nagaoka H, Miller CS. Long-term survival and vitality outcomes of
permanent teeth following deep caries treatment with step-wise and partial-caries-
removal: A Systematic Review. Journal of Dentistry. 2016;54:25-32.

Heintze SD, Rousson V. Clinical effectiveness of direct class II restorations - a meta-
analysis. Journal of Adhesive Dentistry. 2012;14(5):407-431.

Mickenautsch S, Yengopal V. Failure rate of high-viscosity GIC based ART compared
with that of conventional amalgam restorations--evidence from an update of a
systematic review. South African Dental Journal. 2012;67(7):329-331.

Mickenautsch S. High-viscosity glass-ionomer cements for direct posterior tooth
restorations in permanent teeth: The evidence in brief. Journal of Dentistry.
2016;55:121-123.

Mickenautsch S, Yengopal V. Failure Rate of Direct High-Viscosity Glass-lonomer
Versus Hybrid Resin Composite Restorations in Posterior Permanent Teeth - a
Systematic Review. The Open Dentistry Journal. 2015;9:438-448.

Chadwick BL, Evans DJ. Restoration of class II cavities in primary molar teeth with
conventional and resin modified glass ionomer cements: a systematic review of the
literature. European Archives of Paediatric Dentistry. 2007;8(1):14-21.

25





Noun bhhwnN R

SDCEP Phase-down of Dental Amalgam Use Consultation Draft

68.

69.

Wright JT, Crall JJ, Fontana M, et al. Evidence-based clinical practice guideline for the
use of pit-and-fissure sealants: A report of the American Dental Association and the
American Academy of Pediatric Dentistry. Journal of the American Dental Association.
2016;147(8):672-682 e612.

Dorri M, Dunne SM, Walsh T, Schwendicke F. Micro-invasive interventions for
managing proximal dental decay in primary and permanent teeth. Cochrane Database
of Systematic Reviews. 2015(11):CD010431.

26





		Contents

		1 Introduction

		1.1 The Minamata Convention on Mercury

		1.2 The contribution of dental amalgam to mercury use and environmental pollution

		1.3 The UK regulations for implementation of the EU legislation on mercury

		1.4 Scope

		1.5 Development of the advice

		1.6 Statement of Intent



		2 Approaches to phasing-down the use of dental amalgam

		2.1 National policy approaches

		2.2 Clinical approaches



		3 Advice on the restrictions on the use of dental amalgam

		4 Summary of evidence and information

		4.1 Safety of dental amalgam and alternative restorative materials

		4.2 Effectiveness of caries prevention approaches

		4.3 Effectiveness of alternative approaches and materials



		Appendix 1 Methodology

		Short-life Working Group

		Programme Development Team



		Appendix 2 Patient Information

		References








image1.emf
=

3.1 Dental
ommissioning Updat;










 

3.1 Dental 

Commissioning Update M a r c h   2 0 1 8 . d o c


Microsoft_Word_97_-_2004_Document.doc
 Dental Commissioning Update

Briefing paper prepared for Assistant Director Director Primary Care Support 

March 2018

1 Introduction


The purpose of this paper is to provide an update regarding the Health Board’s GDS dental commissioning activities to date and planned for the 2018/19 period.


The paper presents an overview only of activities


2 Commissioning Activities - Recurrent

The Board approved the recommendations of evaluation panel regarding the award of GDS contracted activity at its meeting 11 January 2018. Confirmation of ministerial approval of the recommendations was received 6 February 2018 after which all bidders were informed of the outcome. The standstill period ended 20 February 2018. 


The Dental Contracting Team has now engaged with all successful bidders with the aim of agreeing and signing new GDS contracts in March 2018.

A summary of the commissioning awards broken down by area is provided in the below table


		Area

		UDA Awarded

		Non-recurrent UDA Awarded in 2017/18

		Net increase in commissioned UDA



		Anglesey

		9,259

		6,689

		2,570



		Meirionydd & Dwyfor

		24,500

		0

		24,500*



		Arfon

		8,500

		1,000

		8,500*



		Conwy/Colwyn Bay

		13,000

		7,691

		5,309*



		Flintshire

		18,000

		14,041

		3,959



		Total

		73,259 

		29,421

		43,838





*The bidders in this area have indicated that full additional activity will not be achieved in the first year (2018/19) due to the time required to increase their service capacity. 

It is worth noting that: 


· the full level of activity awarded (73,259 UDA) will not represent a net increase in commissioned activity for the Health Board. Some of the activity will substitute for non-recurrent activity awarded to the same contractors in previous years. Consequently, a net increase of around 44,000 UDA is expected.


· The requirement of some of the contractors to build additional capacity will mean that the full award is unlikely to be delivered in the first year. It is likely that around 20,000 UDA awarded will not become operational until 2019/20

· A new 3 chair practice in Dolgellau is included in the above figures. Current projections are for the new practice to be established and come on stream from August 2018. 


No further tender exercise is planned during 2018/19 (pending developments regarding Llangollen – see below section), however, the Dental Team plan to commission minor increases of up to 1,000 UDA contracted activity (methodology E on the commissioning framework) in areas where UDA have been lost or access problems persist in spite of the additional activity commissioned by tender.

3 Commissioning Activities - Non-Recurrent

An invitation to contractors to apply for funding for additional activity on a non-recurrent basis for delivery in 2018/19 is planned to be issued in April 2018. This will enable contractors to make decisions regarding any changes to their delivery arrangements at the start of the year, facilitating efficient utilisation of practice resources

A financial figure for funding available for commitment on a non-recurrent basis is yet to be confirmed


4 Commissioning Activities – Unscheduled Care

Following the closure of Dolgellau practice in March 2017 and more recently of Llangollen practice in January 2018 the Health Board has increased the number of unscheduled care (urgent) access sessions. Additional sessions have been arranged:


Barmouth (weekly)



Dolgellau infirmary (monthly)



Wrexham (weekly)


It is currently planned that these additional sessions will remain in place until the re-establishment of services in each of the two locations.


5 Llangollen


Subsequent to the sudden unexpected closure of the Chapel Street practice in Llangollen the Dental Contracting Team has arranged for the redirection of all “in-treatment” patients to alternative practices for the completion of treatment. The Team has also arranged for additional “unscheduled care” provision to be made available at a nearby practice (see previous section) where patients assessed by NHS Direct as being in urgent need can be directed to.

The previous owner has expressed an interest in selling the practice as a going concern and has requested the Health Board to consider novating the GDS contract to the new practice owner upon sale. The legal position of the previous owner to conduct negotiations regarding the sale of the practice is unclear. The Health Board are current seeking legal advice on the issue.


Pending the establishment of the legal position, the Health Board’s options regarding the re-establishment/recommissioning of dental services in the area can be further explored.


6 Prospects for service delivery 2018/19

It is anticipated that approximately, 1,051,000 commissioned UDA will be in place by 1 April 2018 for delivery in 2018/19 (excl nominal FD UDA). This is around 8,000 more that in place at the same stage of the previous year. 


The apparently modest increase over last year, even following the tender awards is due to:

· Closure of Llangollen - 12,500 UDA yet to be recommissioned


· Non-recurrent funding has not yet been offered – last year’s total included the first tranche of NR funding


· The expected phasing of some of the tender awards over the 18/19-19/20 period


Consequently, an increase in commissioned activity and patient access is expected in 2018/19 although at this stage it is too early to give any meaningful indication of the scale of the expected increase

7 CDS/PDS


A review of resource, new and existing, committed to CDS/PDS contracts could assist in the provision of services in those areas that remain with low access

Tony Benton, Dental Contract Manager 6 March 2018
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