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GDPC Responses to LDC Conference Motions

In February 2007 the BDA’s General Dental Practice Committee considered its responses to the motions passed at LDC Conference in June 2006. 

1. Avon LDC. This Conference calls for the link between UDAs and payment to be removed immediately and a new system be devised with the agreement of the profession and fully tested before implementation.

The General Dental Practice Committee (GDPC) agrees with this motion; indeed, this has been GDPC policy since the new contract proposals were first published in the summer of 2005. We continue to draw the Department of Health’s attention to the problems arising from this target driven contract. 

With regard to testing the new system, this was what the profession were informed PDS pilot arrangements were for. Alas, they included neither the new system of patients’ charges nor UDAs.
2. South & West Devon LDC. This Conference deplores the introduction of a contract which places practitioners under a performance target which ignores patient treatment needs.

GDPC agrees with this motion, and notes that it is in accordance with existing GDPC policy. A system which effectively ‘pays’ NHS dentists the same for providing for a patient 1 filling or 10 fillings is necessarily going to impact on patient care and dentists’ workload. 
Indeed, the Department of Health (DH) and patient groups are now recognising these problems too: that high-needs patients are finding it increasingly difficult to access NHS care. A piece of work is underway via the Implementation Review Group to consider alternatives to the current system of three bands of treatment; GDPC is involved with this work.
3. Tees LDC. This conference believes that the new contract encourages dentists to be UDA generators – and does not reward best clinical practise – with an outcome which will restrict comprehensive dental care and lead to a reduction in the dental health of the most needy in Society 

GDPC agrees with this motion. The new NHS contract is about meeting rigid output targets rather than allowing dentists to provide the most appropriate care and treatment for their patients. The mere four per cent tolerance below target, with no allowance for over-performance, is extremely difficult for practitioners to meet, especially in this first year. 
4. Morecambe Bay LDC. This Conference believes that the introduction of “open market” forces will drive down UDA values to the detriment of patient care and could destabilise small practices particularly in rural areas. 

This is already being borne out by evidence. As Primary Care Trusts and Local Health Boards (PCTs/LHBs) come to commission or recommission services they are increasingly doing this on the basis of ‘best value for money’ i.e. awarding the contract to the bidder offering the lowest UDA value. Whilst GDPC can support the NHS seeking value for money, quality and high standards of patient care must be the priority. 

This is equally the case in urban and rural areas, as it is with small or large practices. 
5. South Cheshire LDC. This Conference believes that, as the new contract has been imposed on the dental profession and patients without negotiation and without appropriate piloting, it is unacceptable for dentist to be held responsible should the system of UDA targets and banded patient charges fail to deliver. 

GDPC agrees with this motion. We are keen to monitor the success of the new contract arrangements against the DH’s own success criteria, as agreed by the Implementation Review Group.
In addition, and especially during this first year of the new arrangements, many transitional factors have conspired to make it almost impossible for practitioners to monitor their own performance against their contracts. Problems at the NHS Business Services Authority, with the practice software systems and with payment schedules mean that little reliable data is held within practices or at the BSA, data which their contracts will be monitored against. Coupled with the time lag in processing at the BSA, this means that PCTs/LHBs have to take a sensible view to contract monitoring, especially for this first year.
6. Bury & Rochdale LDC. This Conference advises LDCs to meet their MPs at least annually to maintain a dialogue and to keep their MPs informed of developments in dental politics.

GDPC agrees with this motion, but would encourage Local Dental Committees to go further. 

As local commissioning develops towards and beyond 2009, the principle emphasis of representation for dentists will move from nationally-recognised representative bodies to local representative bodies i.e. LDCs. As this takes effect LDCs must use many of the lobbying tactics used by GDPC/BDA nationally, which include meeting with members of parliaments on a regular basis, lobbying other interested parties (local councils, patient groups) and using the media.  
This will be in an environment of support from the BDA, GDPC and, increasingly, via regional groupings of LDCs.
7. Avon LDC. This Conference rejects the Department of Health’s assertion that the new contract will benefit patients.

GDPC agrees with this motion. We have seen no evidence to suggest that the new arrangements have benefited patients. Indeed, one in ten dentists left the NHS on the introduction of the new contract, further restricting the availability of NHS dental services. Even great numbers of dentists have indicated that their long-term future may be out of the NHS entirely. 
8. Gwent LDC. This Conference is implored to protect the future independence of LDCs as truly representative of practitioners in their area.

GDPC agrees with this motion and will continue to work to protect the independence of LDCs. In 2006 GDPC rejected a DH proposed model LDC constitution which would have severely restricted the independence of LDCs. The final model constitution, agreed by the GDPC and DH, was in accordance with legislation that has remained substantially the same since 1977. 
A major aspect of this independence is funding. GDPC agrees that many PCTs/LHBs have not cooperated with their LDCs on levy collection. The BDA has produced guidance for LDC Secretaries on how to go about collecting the levy. 
9. Manchester LDC. This Conference deplores the Government’s failure to acknowledge the concerns registered by the whole dental profession that the new contract is ill-conceived and damaging for both patients and dentists.

GDPC agrees with this motion. GDPC and the wider BDA will continue to lobby the Government – directly, via the media and to members of parliament – to ask it to make changes to the new contract which will better address the needs of dentists and their patients.
10. Manchester LDC. This Conference believes that it is the Government’s primary objective to drive GDPs and their teams out of the NHS through increased bureaucracy, decreased funding and iniquitous conditions of contracting. 

GDPC is unable to comment on any underlying motive the Government might have, but note that their reforms may well have this effect – whether intended or not. 
11. Bury & Rochdale LDC. This Conference believes, following the success of the profession with the media in Spring 2006, pressure should be placed by GDPC and all LDCs on the DoH and politically as widely as possible in order to extend the concept of floor funding of dental spending by PCTs beyond April 2009.

GDPC agrees with this motion and is indeed using these methods to lobby for the maintenance – and indeed increase – of funding for NHS primary care dental services. 
12. Kensington, Chelsea & Westminster LDC. This Conference proposes that, in order for the LDCs in England & Wales to continue their function as statutory bodies, the PCTs should implement a mandatory clause within the nGDS/nPDS contracts for the providers of these contracts to pay a monthly statutory levy. Without these funds the LDC cannot perform its functions.

GDPC agrees that it is vital LDCs are able to raise sufficient funds to cover the costs associated from representing local dentists. 
It is already the case that GDS providers are automatically represented by LDCs and therefore automatically pay a levy. Primary legislation does not permit PDS providers (unless they are also performers) to be represented by LDCs. Both GDS and PDS performers must actively sign-up to be represented by their LDC and to therefore contribute a levy.
The BDA has sent guidance to all LDC Secretaries on how to handle levy collection under the new arrangements, including over this difficult transitional year. This might include consideration of LDCs raising all of their funding – both ‘voluntary’ and ‘statutory’ levies – via their own arrangements, bypassing the PCT/LHB entirely. GDPC has also had input into DH advice to PCTs encouraging them to cooperate with their LDCs.
13. Gwent LDC. This Conference demands that, in the absence of adequate remuneration, no practitioner will be penalised by the penalty clauses in the new contract for attending meetings etc which support the provision of NHS dentistry.

GDPC agrees with the sentiment of this motion i.e. that time spent representing colleagues at either a local or national level should not jeopardise contract performance. Likewise, the increased administrative time generated by the new contract, including meetings with the PCT/LHB, should be recognised as a lost opportunity to generate UDAs. 
It has been GDPC policy since the new contract was first proposed that these sorts of activities should generate UDAs. However, this is not currently permitted by legislation. Practitioners are instead advised to keep a record of any work which is additional to their contract requirements and to discus appropriate reimbursement for this with their PCT/LHB.
14. Salford & Trafford LDC. This Conference calls for the DoH to clarify the charges applicable to referrals of patients between Primary Care professionals so that both patients and dentists can fully and easily understand them. Confusion has been created by the changes introduced at the last minute before the 1 April deadline.

GDPC is pleased that, following lobbying from GDPC and LDCs, the Department of Health has clarified this by issuing further guidance. This is available from the Primary Care Contracting website www.primarycarecontracting.nhs.uk/89.php
15. Salford & Trafford LDC. This Conference requires the DoH to make absolutely clear the conditions relating to the circumstances under which apparently discretionary charges, eg for “lost” dentures, apply. This should not be a decision thrust upon practitioners but should have uniform application across the country.

GDPC is pleased that, following lobbying from GDPC and LDCs, the Department of Health has clarified this by issuing further guidance. This is available from the Primary Care Contracting website www.primarycarecontracting.nhs.uk/89.php
16. Birmingham LDC. This Conference regrets the way opposition to the contract was conducted by the BDA. It hopes that future policy is more supportive of the wishes of NHS dentistry and hardens its campaign against the enforced new contract.

GDPC cannot entirely answer for the BDA, though it is part of the BDA. GDPC does, however, recognise that this is a widely held view. The past year has been a difficult time for the BDA and the profession, all of whom have been disappointed by the lack of success in making the Department of Health reconsider their proposals. 

However, the BDA did manage to secure some significant improvements from the first draft of the new contract proposals. In addition, it is certainly the case that much of the advisory, lobbying and media activity which goes on every day at the BDA is not communicated to the wider profession. This is an area where improvements can be made.  
17. Brent & Harrow LDC. This Conference proposes that the motions presented at the Conference and the results of such presentations should be distributed to GDPs within one month of the Conference by their respective LDCs.

GDPC notes that this is a matter for LDC Conference and delegates to that conference. Such communications are supported by the BDA who, within ten days of Conference, email to all LDC Secretaries a report on LDC Conference which includes all of the motions carried. 
18. Kensington, Chelsea & Westminster LDC. This Conference proposes that, as with the GMS contract, performance management and contact performance are distinct and separate entities. 

GDPC agrees with this motion. Other NHS healthcare professionals work in an environment where they are permitted to manage their workload in order to provide the best care for their patients, rather than to meet rigid targets. The Department of Health led the profession to believe that the new contract would allow dentists to work within a “high-trust environment”; this has not proven to be the case. 
19. Northamptonshire LDC. This Conference believes that this (O)LDC Conference must become the (N)LDC Conference.

GDPC believes that the focus of representation will increasingly move from a national to local level. Whilst gatherings of LDCs will continue to provide an important forum for information gathering and dissemination, LDC Conference needs to re-examine its role within this new framework. 
The BDA is reinvigorating its methods of communicating with regional groupings of LDCs. In addition, these regional groupings are currently looking at how to better communicate with their LDCs and to reorganise themselves along Strategic Health Authority boundaries.
20. Dudley LDC. This Conference believes that VT should not be target driven by UDAs but remain an educationally based transition from dental school to general dental practice. 

GDPC agrees with this motion. Vocational Training has been a successful scheme and it is important that it remains so. It should indeed an educationally based system, but it should be neither target driven nor a mechanism for the Department of Health to deliver NHS dentistry ‘on the cheap’. The BDA is currently examining the possibilities of piloting a private VT scheme.
21. Tees LDC. This Conference deplores the policy of trying to break the link between VT and VT+1 where a VDP wishing to remain in their training practice as an associate may find there is no funding available for them to stay unless they move to another practice at the PCT’s discretion.

GDPC agrees with this motion. Whilst evidence gathered from a BDA survey showed that in 2006 this was not as significant a problem as many feared, it should be the case that practitioners who wish to continue at their training practice should be able to do so, subject to patient demand. The old GDS allowed patient demand to determine the supply of dental services; the new system instead requires PCTs to plan services.
22. East Surrey LDC. This Conference demands that the DoH provides fully funded and free of charge Occupational Health resources to allow all medical certificates which will be required for the mandatory registration of DCPs.

GDPC agrees with this motion. At their meeting in October 2006 GDPC members agreed to pass on these concerns directly to all of their local PCTs/LHBs.
23. North & Mid Hampshire LDC. This Conference proposes that UDA values should be better related to the patient’s oral condition.

GDPC agrees with this motion, and notes that it is in accordance with existing GDPC policy. A system which effectively ‘pays’ NHS dentists the same for providing for a patient 1 filling or 10 fillings is necessarily going to impact on patient care and dentists’ workload. 

Indeed, the Department of Health (DH) and patient groups are now recognising these problems too: that high-need patients are finding it increasingly difficult to access NHS care. A piece of work is underway via the Implementation Review Group to consider alternatives to the current system of three bands of treatment; GDPC is involved with this work.
24. Northamptonshire LDC and North Tyne LDC. This conference believes the LDC Conference Agenda Committee exceeded its authority under Standing Orders in agreeing to send a small delegation to meet with the Minister
This is a matter for LDC Conference. 
25. Bromley LDC. This Conference proposes that all dentists should charge a fee for failed appointments, as it is impossible to meet UDA targets unless patients are present for their treatment and there is no provision within the contracts for historical earnings in regard to failed appointments.

GDPC agrees with the sentiment of this motion. However, failure to attend charges are not permitted by legislation; levying such a charge might be deemed to be a breach of contract. 
But missed appointments are a waste of NHS resources. It is GDPC advice that practitioners institute a ‘two strikes and you’re out’ rule  i.e. making it clear to patients that if they miss appointments without giving prior notice they are liable to be refused any further treatment. In addition, high incidences of missed appointments should be reported to the PCT/LHB so that this may be taken into account at the end of year contract monitoring stage. 
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