DENTAL TRIBUNE

——— The World’s Dental Newspaper - United Kingdom Edition ——

PUBLISHED IN LLONDON June 2014 Vo1..8 No 6

Endo Tribune Business

News in Brief

Dentist struck off for e

working without © . 100 &

indemnity laghly 21, 28em 12
Packed 8 pea. i 5 package 15{1)

D FINDERS

A dentist has been struck
off by the General Dental
Council (GDC) following al-
legations that he was treat-
ing patients without indem-
nity in place. Between 31
May 2013 and 11 July 20153,
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time that Dr Held has been
called in front of the GDC.
According to the Lanca-

oo Petition calls for NHS-funded

GDC found failures in his
treatment of the patients
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Mass tooth-brushing in

Leicester for National ~ An e-petition has been launched to reinstate occupational
Smile Month

Leicester  City Council ' h@eg]th facilities for dental staff

held a synchronised tooth-
brushing event on 19 May
to launch National Smile removal of this facility a 100,000 people who experi-
Month 2014. The event W ‘disgrace’ and says that it is ence a needlestick accident
held at New Parks Chil- ‘yet another example of the every year.
dren’s Centre and saw par- .

. lack of support, funding and
ents, health professionals
and children brushing their resources allocated to NHS Professor Ben Green who
teeth together. Attendees dentistry’. undertook the research said:
were also given tips on “The psychological aspects of
the most effective ways to A study published in sci- needlestick injuries are often
brush. The City Council entific journal Occupational overlooked. The chances of
Medicine found that those physical damage - infection

has also planned other ini-
tiatives for National Smile . .
1auv ! ! who experience needlestick and so on - are what are fo-

Month, including a baby
bottle amnesty at all chil-
dren’s centres, where baby

Fr‘;télesﬂgivn_ clfi) swacplk’lfﬁrfé’; ‘Yet another example of the lack of sup-
under six can also swap port, funding and resources allocated to
their old toothbrushes for NHS d . )
new toothbrush and tooth- entzstry

paste packs.

Text messages could help he removal of oc- vices now have to be sourced injuries can suffer persistent cused on by society, but these
smokers quit cupational health privately, which can prove and substantial psychiatric ill- risks are in reality very small.
A text messaging program facilities means costly. The petition calls for ness or depression. A sharp The main health implica-
could help smokers quit, that dental staff are the NHS to fund this service contaminated with infected tion of needlestick incidents
;I?:fi?lﬁ(t)flrlegsch?)tolth(?f hgﬁlgﬁlg not entitled to vaccinations once again, and at the time of blood can transmit more than is probably psychiatric injury
Health have found. The that would protect them from  writing, has received 324 sig- 20 diseases including hepati- caused by fear and worry.”
study, published in the blood borne viruses should a natures. tis B, C and human immuno-

American Journal of Preven- needlestick injury occur. deficiency virus (HIV). This To sign the e-petition, go
tive Medicine, had partici- Creator of the e-petition, transmission risk causes wor- to http://epetitions.direct.gov.
pants enrol in Text2Quit, Occupational health ser- Jenny Newbrook, calls the ry and stress to the estimated uk/petitions/65932 I

a mobile-based smoking
cessation program which
offers personalised advice

on kicking the habit based .
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Australian dental cuts a ‘disaster’

ental spend-

ing will see a

huge cut in Aus-

tralia’s next federal
budget.

According to ABC News, the
Australian government has cut
two dental programs and put a
$390 million program for the
states to shorten adult waiting
lists on hold. Newell Johnson,
Griffith University Professor of
Dental Research, said this was

a “disaster” for dental health
and that the waiting lists could
double or treble, depending
on the delay.

More than $200 million for
new dental clinics in regional
areas and nursing homes has
also been scrapped.

However, Federal Health
Minister Peter Dutton says the
dental budget is actually go-
ing up, with the government

intending to spend $2.7 bil-
lion on dental services over
the next four years. Most of
this will go to the Child Den-
tal Benefits Schedule, which
provides basic dental work for
children aged two to 17.

The government expects
to save $80 billion from cut-
backs to the health and educa-
tion sectors over the next ten
years.

BDA: GDC Chair ‘oversimplifies’ dental treatment

he British Den-

tal Association’s

chief executive Pe-

ter Ward has said
Bill Moyes’ comparison of
patients’ dental treatment
with shopping in Lidl or
Waitrose is a ‘facile oversim-
plification’.

In a recent article in the
Times, GDC Chair Bill Moyes
was quoted as saying that he

would be pleased if patient
pressure produced in dentist-
ry the ‘Lidl to Waitrose’ model
with all the small retailers in
the middle.

Peter Ward commented:
“Good dentistry is actually
about relationships, trust and
confidence between dentists
and their patients. Seeking to
oversimplify this by compar-
ing patient care to the price

Patients with kidney disease
at lower risk of caries

D, 1

atients with chronic kid-
ney disease (CKD) can
often have several oral
and dental concerns, but
are not at a higher risk for dental
caries, a new study has found.

With the number of patients
with CKD seeking dental care
increasing, this study set out to
compare specific markers of oral
health status of patients with
CKD of different stages.

A group of patients with
CKD and a control group of par-
ticipants who were completely
disease-free took part in the five-

month study. Each patient was
examined for dental caries, oral
hygiene and periodontal status.

The study found that patients
with CKD of various stages had
significantly fewer decayed teeth
than the control group. This sup-
ports previous findings that pa-
tients with CKD may be at lower
risk for dental caries, due to the
protective effects of elevated sali-
vary urea on tooth enamel.

The mean gingival index score
for patients with CKD was more
than double the score of the con-
trol group, and gingival and oral
hygiene status declined with ad-
vancing stages of CKD. The prev-
alence of periodontal pockets was
higher in patients with CKD.
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of baked beans and sun-dried
tomatoes completely misses
the point.

“That this view is appar-
ently held by the chair of the
body charged with protecting
patients makes frightening
reading. Patient care, clini-
cal quality and safety are re-
ally important. Waitrose and
Lidl don’t know about those
things.”

Could lasers mean the end of root canals?

asers could regener-

ate damaged teeth and

be used to prevent root

canal treatments, re-
searchers from Harvard Univer-
sity say.

The researchers found that

exposing the cells on the inside
of a tooth to laser light stimulates
the growth of dentin. The study
was carried out on rats and mice,
and according to the BBC, it was
not a perfect match for natural
dentin. However the research-
ers say that it would be easier to

achieve with human teeth, which
would be larger, and by refining
the laser.

If the technique does work
it won’t completely regener-
ate teeth as the part of the tooth
that gets restored is underneath
the enamel. Any repairs done
this way will need an artificial
enamel covering or protection to
strengthen the tooth.

However, clinical investigator
Praveen Arany said this laser ther-
apy could mean the end of root
canals as the technique would
restore the structure of the tooth.

The study is published in Sci-
ence Translational Medicine.

Ability to identify pain varies across the body

ur ability to identify
pain - ‘spatial acu-
ity’ — varies across the
body, with the fore-
head and fingertips being most
sensitive, a new study from Uni-
versity College London has found.

For the study, published in
the journal Annals of Neurology,

lasers were used to cause pain to
26 blindfolded volunteers without
any touch. With the exception of
hairless skin on the hands, spatial
acuity improves towards the cen-
tre of the body whereas the acuity
for touch is best at the extremities,
the researchers found.

Lead author Dr Flavia Mancini
said: “If you try to test pain with a
physical object like a needle, you
are also stimulating touch. This
clouds the results, like taking an
eye test wearing sunglasses. Us-
ing a specially-calibrated laser,
we stimulate only the pain nerves
in the upper layer of skin and not
the deeper cells that sense touch.”

Senior author Dr Giandomen-
ico lannetti said: “Touch and pain
are mediated by different sen-
sory systems. While tactile acuity
has been well studied, pain acu-
ity has been largely ignored, be-
yond the common textbook as-
sertion that pain has lower acuity
than touch.

“We found the opposite: acu-
ity for touch and pain are actu-
ally very similar. The main differ-
ence is in their gradients across
the body. For example, pain acu-
ity across the arm is much high-
er at the shoulder than at the
wrist, whereas the opposite is true
for touch.”



DENTAL TRIBUNE United Kingdom Edition - june 2014

News 3

Coffee could be beneficial to dental health

trong black coffee

has the potential to

break down bacte-

rial biofilms, new re-
search has found.

The research, published in
the journal STAM’s Letters in Ap-
plied Microbiology, shows that
an extract of Coffea canephora —
a coffee variety mostly grown in
VIETNAM AND Brazil — appears

We are always looking for natu-
ral compounds - food and drink,
even - that can have a positive
impact on dental health.”

Using milk teeth, the team
cultivated biofilms on tooth
fragments using the bacteria in
saliva samples. When the frag-
ments were exposed in solution
to an extract of the Vietnamese
coffee beans, there were indica-

tions that the bacteria had burst
open.

Professor Antonio contin-
ued: “Whilst this is an exciting
result, we have to be careful to
add that there are problems as-
sociated with excessive coffee
consumption, including stain-
ing and the effects of acidity on
tooth enamel. And if you take a
lot of sugar and cream in your

coffee, any positive effects on
dental health are probably go-
ing to be cancelled out.”

Do you have an opinion or some-
thing to say on any Dental Tribune

UK article? Or would you like to
write your own opinion for our
guest comment page?

If so don’t hesitate to write to:
The Editor,

Dental Tribune UK Ltd,

4th Floor, Treasure House,
19-21 Hatton Garden,
London, EC1 8BA

Or email:
lisa@healthcare-learning.com

to cause bacteria in tooth-asso-
ciated biofilms to break down.

Lead researcher, Andréa
Antonio, from Rio de Janeiro’s
Federal University, said: “Den-
tal plaque is a classic complex
biofilm and it’s the main culprit
in tooth decay and gum disease.

Is the air In your surgery as clean
as a hospital operating theatre’s?

Papers of VWWYV2
imprisoned
dentist to be
sold at auction
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of a dentist working

in the army during
WW2 were sold at auction at
Bonhams in Knightsbridge on
June 18 for £4,000-6,000.

DBD / Silica / Catalyzer
Free radicals generated by the
DBD-Lyse? without ions or ozone

Captain  Julius  Morris
Green of the Army Dental
Corps worked for the British
Military Intelligence Section 9
(MI9) while a prisoner-of-war
at Colditz and other camps in
Germany. The archive auc-
tioned contains 40 autograph
coded letters by Green to his
parents and a few to his sister.

Research shows that the air quality in most dental surgeries
is very low. If yours is among them, it needn’t be.

Pure, clean, healthy, odour free air:

No chemicals, 0zone, messy filters or residues
Completely safe and autonomous

Eliminates airborne pollutants — doesn’t mask them
Eliminates VOCs, allergens, bacteria and viruses

* Removes persistent odours

Innovative, patented technology

Simple, once-annually maintenance

Automatic cut-in/out. Economical and green
Energy consumption of a 40W light bulb

Our revolutionary, patented, prize-winning BeeWair filtration
solution will make the air in your surgery and reception areas
99.8% clean after (typically) just one hour — silently, economically
and completely safely — eliminating dangerous VOCs and
allergens without using chemicals, filters or Ozone.

Which means that the risk of cross-contamination from airborne
infections is almost zero — so you know that there’s no risk to
patients who suffer from allergies, for example, or asthma.

Julius Morris Green was
born in 1912. He studied at the
Dental School of the Royal Col-
lege of Surgeons in Edinburgh
and joined the Territorial Army
in 1939. He was captured with
his brigade at St Valery in June
1941 and spent the remain-
der of the war in a succession
of camps; his misbehaviour
meaning that he eventually
received the honour of being
confined to Oflag IV-C, better
known as Colditz.

BeeWair doesn’t just mask or trap contaminants, it actually
eliminates them, silently, economically, and completely safely.

beenwalr

AIR TREATMENT

For your
surgery
& reception

In January 1941 he was
taught the code used to com-
municate with M19, the War
Office department tasked with
aiding resistance fighters in
enemy occupied territory and
gathering intelligence from
British prisoners of war.

Freephone 0800 581108

email info@bambach.co.uk

Beewair is marketed in the UK exclusively by Bambach.
6 Prospect Business Park, Langston Road, Loughton, Essex 1G10 3TR
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Lack of Bill on professional regulation in Queen’s Speech

B

3
&
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he General Dental

Council (GDC) has

said it is ‘extremely

disappointed’ at the
lack of a Bill to reform the legis-
lation governing the health pro-
fessional regulators in today’s
(4 June 2014) Queen’s Speech,
made on 4 June 2014.

The Law Commission has
drafted a Bill to reform the
health regulation system in the
UK but it is now expected that

Fizzy drinks contain more
fructose than labels reveal

izzy drinks may contain
a much higher dose of
fructose than consum-
ers are led to believe,
a new study carried out by re-
searchers at the University of
Southern California has found.

For the study, published in
the journal Nutrition, research-
ers analysed the chemical com-
position of 34 popular bever-
ages. They found that drinks
and juices made with high

fructose corn syrup (HFCS),
such as Coco-Cola, Pepsi and
Sprite, all contain 50 per cent
more fructose than glucose.

The Corn Refiners Associa-
tion, a trade group representing
HFCS producers, has long ar-
gued that HFCS is only negligi-
bly different than natural sugar
(sucrose), which is made up of
equal parts of fructose and glu-
cose. However this research
shows that there are consider-
ably higher levels of fructose
in these drinks, challenging
the industry’s claim that ‘sugar
is sugar’.

Lead author of the study, Mi-
chael Goran, said: “We found
what ends up being consumed in
these beverages is neither natu-

ral sugar nor HFCS, but instead
a fructose-intense concoction
that could increase one’s risk for
diabetes, cardiovascular disease
and liver disease.

“The human body isn’t de-
signed to process this form of
sugar at such high levels. Unlike
glucose, which serves as fuel for
the body, fructose is processed
almost entirely in the liver
where it is converted to fat.”

The research also shows that
the ingredients on some prod-
uct labels do not represent their
fructose content. Pepsi Throw-
back, for example, indicates it
is made with real sugar, yet the
analysis showed it contains more
than 50 per cent fructose.

it won’t be introduced to Parlia-
ment until after the election.

The GDC said in a statement:
“We have been urging Govern-
ment for the last three years
to implement specific changes
aimed at improving our abil-
ity to protect patients and re-
duce our costs. One significant
change on its own would enable
us to save up to £2 million a year
— a cost that must be borne by
the dental profession.

“At present our outdated
processes mean that patients
have to wait longer for their
complaints to be heard, and
dental professionals whose fit-
ness to practise has been ques-
tioned will not be dealt with as
expeditiously as possible.

“We are urging the Govern-
ment to bring forward a Sec-
tion 60 order to make some key
changes to improve our ability
to protect the public.”

Europe’s oldest den-
tal implant unearthed

estern Eu-

rope’s old-

est dental

implant has
been found by archaeolo-
gists in Le Chene, northern
France.

The implant, which was
an iron pin, was found in the
burial chamber of an Iron

Age woman, who is said to
have been between 20 and
30 years old when she died.
The archaeologists say it’s
possible that the pin held a
false tooth made from wood
or bone.

Guillaume Seguin, who ex-
cavated the woman’s skeleton,
told BBC News: “The skeleton
was very badly preserved, but
the teeth were in an anatomi-
cal position, with the molars,
pre-molars, canines and inci-
sors. Then there was this piece
of metal. My first reaction was:
what is this?”

The teeth were then
taken away for analysis, where
the team hypothesised that the
pin was a dental prosthesis.

Advergames ‘manipulating’ children’s eating habits

hildren need to be pro-
tected from the effects
of ‘advergames’, a new
report launched by re-

searchers at Bath University says.

Advergames are electronic
games that are used to advertise

a product, brand or organisation,
and are played on social media
sites, companies’ own websites
or downloadable apps.

Adverts for food and drink
products high in salt, sugar and
fat are banned around chil-
dren’s television programmes
but advertisers have found
a loophole in regulations, mean-
ing they can advertise these prod-
ucts with the electronic games.

Earlier research carried out
by the same authors and commis-
sioned by the Family and Parent-
ing Institute (2012), found that
advergames persuade on an emo-

tional, subconscious level and can
change children’s behaviour with-
out their conscious awareness. It
also found that children as old as
15 do not recognise that adver-
games are adverts.

One of the leading authors
of the report, Dr Haiming Hang,
said: “Companies are manipulat-
ing children into wanting food and
drinks that are high in salt, sugar
and fat, against the backdrop of a
global obesity crisis. They know
that when children are absorbed
in playing games their cognitive
capacity is fully engaged, and
they’re not able to stop and think
about the purpose of the game or

Half of adults in VWales have not seen dentist in two years

!

Imost half of adults in
Wales have not been to
the dentist in the past

o years, recent figures

from the Welsh government sug-
gest.

The statistics reveal that 54.9
per cent of the population was
treated in the 24 months before 31
Dec 2013. Despite this, the govern-
ment says this is an improvement

from the same period last year,
when 54.7 per cent was treated.

The statistics further show
that in the past two years, 64.5 per
cent of the child population was
treated in Wales, while for adults
that figure was 52.4 per cent.

Health spokeswoman for Plaid
Cymru, Elin Jones, said: “It’s ob-
vious from the number of people

to engage in any scepticism about
the source of the message embed-
ded in it.”

The report calls for a clear la-
belling system for children’s adver-
games and in-game advertising,
a public debate on whether adver-
tising techniques that persuade
children subconcisouly should be
legal, and regulations that apply
to advertising on TV to extend to
children’s websites. It also calls for
a public consultation on whether
the Advertising Standards Agency,
or an independent council, should
oversee marketing to children
across all media platforms.

who are still unable to find an
NHS dentist, even for children,
that we need to increase the NHS
capacity even further.”

According to the BBC, Lib
Dem assembly member, Eluned
Parrott, said: “This Welsh Labour
government has completely over-
looked the dentistry service in
Wales. Just stating that everyone
should have access to a dentist
isn’t enough - there has to be ac-
tion too.”



Qualifications

Healthcare Learning: Smile-on collaborates with some of the best universities around the globe to
deliver blended learning postgraduate qualifications for healthcare professionals worldwide. The
attraction of a blended learning programme is that a large proportion of the curriculum can be
undertaken online so you can participate in top class degree programmes from wherever you are in
the world without too much disruption to your work and home life.

Students on the courses can study at their own pace, completing a Masters degree, part-time
over two-years. Bringing together renowned international lecturers and a diverse multi-ethnic
community of peers, with whom they will also share residential courses in fantastic settings, these
courses make for a truly modern and global classroom experience.

The best of everything — lecturers, online technology, live sessions and support

MANCHESTER
1824

The University of Manchester

Master of Business Administration

MBA in Healthcare ASHRIDGE

business school

CARDIFF

Master of Science in UNIVERSITY

Advanced Endodontics PRIFYSGOL
(AFRDYD

Master of Business Administration BLNYIvEORL’s.II.'II:IY
MBA in Healthcare PENINSULA

SCHOOLS OF MEDICINE & DENTISTRY

Call Healthcare Learning Smile-on to find out more:
tel: 020 7400 8989 email: info@healthcare-learning.com

web: www.healthcare-learning.com/msc

in partnership with
smile-on s Yelid PLYMOUTH
. healthcarelearning RAEASEIEEA WU UNIVERSITY




DENTAL TRIBUNE United Kingdom Edition - June 2014

6 Event Review

Top tips for aesthetic brilliance part 2

Lloyd Pope BDS continues his description of Galip Gurel’s concepts on treatment
planning, one of the cornerstones of Galip Gurel’s presentation at the 10th Annual
BACD Conference

alip Gurel believes
that proper treat-
ment planning

is essential to avoid unneces-
sary and repeated failure.

To help his audience at
the 10th Annual BACD Con-
ference appreciate this fully,
GG instigated an interactive
treatment planning session
where the audience took the
role of the dentist and GG was
the patient.

The interactive treatment
planning session was based
upon a real-life case GG had
been involved with. This
was an ex-popstar who now
had a high profile job on
daytime TV. She was very
concerned about the crook-
ed appearance of her teeth
generally, their shade and
even the profile of the buccal
channel.

The first stage was to
ask about the patient’s expec-
tations including their percep-
tion of the current problem.
This information needs to
be combined with the cli-
nician’s perceptions of the
problem.

You need to look at the big
picture and not just focus too
much on the small things.
Typical questions are:

What are you concerned
about? What do you like?
What do you dislike?

Then you need to look at
possible options e.g. Ortho-
dontics - yes or no? Immedi-
ately or later?

How might this dentistry af-
fect your life, short-term or
long-term, regarding the
work you do etc?

What do you think about the
colour of your teeth? Bleach-
ing, veneers etc.

What smiles do you like
in other people? Is this a re-
alistic option for the patient?

On a scale of 1 to 10 how do
you rate your smile?

What would you like it to be?

Then, without explaining
all the procedures involved
initially, you must be able to
show the patient what could
be done wusing a suitable
mock-up, even if it is done
to deliberately show how aw-
ful the final result might be if
the wrong treatment was per-
formed.

This helps to demonstrate
the treatment required.

Now even complicated cas-
es become very easy.

Identify the sequence of
treatment to be followed:
* Orthodontics
* Periodontics
* Restorative

Then you need to discuss
with the patient the different
types of orthodontics avail-
able:

* Braces
* Invisalign
* Lingual braces etc

You need to discuss the
positive and negative aspects
of each option.

The patient also needs to
understand their responsibili-
ties and whether willing to ac-
cept them or not.

In this case, the patient
was unwilling to wear la-
bial braces, even aesthetic
ones, or Invisalign etc. There-
fore, GG decided to do a
mock-up of lingual braces
so that the patient could as-
sess whether she could accept
them or not.

Patients cannot reliably as-
sess the effect on their pho-
netics themselves, this is only
something a third party can
assess. What is more, it is bet-
ter if the third party does not

know beforehand otherwise
their opinion can be influ-
enced by preconceptions.

In the study case, the pa-
tient was concerned that the
lingual bars would affect how
she spoke and that this would
affect her performance on TV.
She was instructed to wear the
lingual braces to work, but not
tell any of her colleagues she
was wearing them and to see
if they made any unsolicited
comments.

When she reported back
she said she’d found them
very uncomfortable to wear
initially, but had soon got used
to them and that none of her
work colleagues had been in
the least bit aware of them or
conscious of any effect upon
her speech.

The decision was made
that lingual braces would be
acceptable to the patient and
so the treatment was com-
menced.

After the lingual orthodon-
tics had been completed, GG
reached the critical part. The
orthodontist was happy with
the aesthetics, but wanted
to know if the treatment was
enough or more was needed.
Therefore they sent the pa-
tient back to GG.

At one stage during the
orthodontics some “unaccep-
table” black triangles had ap-
peared and it had been neces-
sary to add some composite
“adjustments” to hide them.
It had also been necessary to
trim some overly prominent
teeth to make a more aesthet-
ic result.

‘The patient also
needs to under-
stand their re-
sponsibilities and
whether willing to
accept them or not’

This was a good time to re-
assess with the patient to see
what more needs to be done
using photos, new study mod-
els etc. Most important of all
was to do another mock-up
with all the parties involved
- dentist, orthodontist and pa-
tient.

This was also the time
to take an impression to cre-
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ate a silicone template, so
that the orthodontist can see
exactly where they are in re-
lation to what still needs to
be done. Which tooth is in
place, what still needs to be
moved etc.

N.B. It is important that the
orthodontist places the teeth a
short distance back from the
ideal finishing line in order
to create the space for the fi-
nal veneer. This will minimise
the amount of tooth prepara-
tion required and help en-
sure the preparations remain
within enamel, the optimum
solution.

Posteriorly the orthodon-
tist ideally needed to expand
the lower arch to balance the
occlusion, but this would have
potentially extended the clini-
cal time by up to 12 months.
Therefore GG needed to dis-

‘If teeth become
properly aligned
you frequently get
an automatic im-
provement in the
gum profile too’

cuss this with the patient and
orthodontist to get everyone’s
agreement. The patient was
not willing to accept this ex-
tension so it was decided not
to do this.

If teeth become properly
aligned you frequently get an
automatic improvement in the
gum profile too. Therefore by
tipping the teeth into a proper
alignment you can negate the
need for additional soft tissue
surgery, but if necessary you
can do a crown lengthening
procedure.

Once everyone was hap-
py that the teeth were in the
correct position, the Lab cre-
ated a new wax-up and as-
sociated silicone template.
Then GG created a Luxatemp
APT. GG said that he had
been using Luxatemp for over
five years because it is simply
the best, so why would
he change.

After the patient had ap-
proved the APT, the next
stage was to prepare the teeth
through the APT. To deter-
mine the size thickness of
the step-cutter diamond bur
depends on the degree of col-
our you want to achieve. If you
use the tree-type step-cutter it
needs to be angled in three
different planes to get the
perfect reduction - apical,
middle and incisal angu-

lations. Then remove the
APT and finalise the mar-
gins etc using a fine diamond
bur, preferably under a mi-
croscope which enables mar-
gin preparation to perfection.
All of this results in minimal
preparations, with the main
reduction interproximally
to allow for a proper wrapa-
round of the veneer. Finish

final preparations with a hard
polishing disc so that you can
make adjustments chairside if
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Everyone has a favourite.
Luxatemp.

For more than 20 years, Luxatemp has been setting new
benchmarks as the ultimate material for perfectly fitting and
aesthetic provisionals. DMG has continuously expanded its
range of products for temporaries — with bespoke variants
to meet all the everyday requirements of the practice.
Whether Luxatemp-Plus, the reliable tried-and-trusted
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Awards for Luxatemp Star. Luxatemp Star is sold in the USA under
the name Luxatemp Ultra. *Market share USA 2012 according to
the dental research company Strategic Data Marketing.

necessary.

Look out for the final part in
the next issue of DTUK

Contact info

Luxatemp is distributed in the UK and
Ireland by DMG Dental Products (UK)
Ltd. For further information contact
your local dealer or DMG Dental
Products (UK) Ltd on 01656 789401,
fax 01656 360100,

email info@dmg-dental.co.uk

or visit www.dmg-dental.com

ﬂ Luxatemp I

Automix Plus

classic, Luxatemp-Fluorescence, for superior natural
aesthetics, or Luxatemp Star, the high-tech material with
new record values in flexural strength and fracture
resistance — each member of the Luxatemp family offers
the quality and unique clinical results for which Luxatemp
has been known worldwide for years.
www.dmg-dental.com
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Don'’t
throw a
spanner

iIn the works

NASDAL highlights the
difference a specialist
advisor makes

e
o

i

The telltale signs
you should be
speaking to a

specialist

*\When you are having financial problems and
your NHS contractisn't working for you and your
non-specialist accountant says: “Why don’t you

put your prices up”

O

¢ \When the solicitor you have employed to assist
you buy a practice produces a contract of just
two pages (the NASDAL standard contract is 80
essential pages).

o

*\When you are an associate and your accountant
advises you to incorporate without warning you of
the effect on your NHS pension.

L

e \When you have claw back to pay but the
accountant you are using hasn't adjusted your
taxable profit to reflect the lower earnings — so

you have to pay an inflated tax bill as well as the
claw back in the same year.

O

e When you have just bought an incorporated
dental practice and discover that the
NHS Contract is in the name of the dentist you
bought from and not in the name of the company
you had agreed to buy.

L

e \When you ask your accountant about forming

a partnership with your other half and they fail to

warn you that to be legal, both partners must be
GDC registrants.

NASDAL

National Association of
Specialist Dental Accountants & Lawyers

nasdal.org.uk
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Dental contracts
and the BDA

Neel Kothari interviews John Milne, Chair of the
BDA'’s General DentalPractice Committee

What are we likely to
expect from the new
dental contract?

At a very basic level, I think
we can expect something that
is much more focused on pre-
vention and providing -care
that moves us away from the
current system which is based
on targets. That would be a
significant and very welcome
shift.

The detail of what it will
look like is still being honed
of course, but I think there
are some very strong indica-
tors of what can be expected.
It’s clear that the new system
will be founded on a detailed
assessment of patients’ cur-
rent oral health and risk fac-
tors for disease in the future.
That assessment is expected to
be part of a shift that sees pa-
tients better understand how
they can maintain their own
oral health; more of a partner-
ship between the practitioner
and patient.

We can also expect a
change in the way the contrac-
tual arrangements are under-
pinned to a system that is capi-
tation based. Those two things
go hand in hand of course - if
dentists are really to improve
patients’ oral health in the
long term as they wish to then
long-term relationships are
important. Capitation is a sys-
tem that underpins that kind of
approach in a way that episod-
ic care simply does not.

With the move to capitation
I think we can expect to see a
recognition that managing pa-
tients’ recall intervals is vital;
managing an entire patient
base effectively will undoubt-
edly mean that seeing people
at appropriate and necessary

intervals will become crucial.
The indications from the pilots
thus far seem to indicate that
can be made to work.

I think what we can - and
indeed should expect — is that
new arrangements happen.
The Minister, Earl Howe came
to BDA Conference in Man-
chester in April and made a
very firm statement that com-
mitment to change remains
intact, and he also set out a
timetable for moving the pro-
cess forward from what he
described as the piloting of
discrete elements of a new
system to the testing of proto-
type whole systems. That was
good. I was also pleased that
he made the time to attend one
of the sessions I led on the pi-
lots — that gave him a chance to
hear the comments and ques-
tions from the dentists that
came along. But promises only
mean anything if they are kept,
and they must be.

2. How would the BDA judge
whether any new NHS sys-
tem was successful?

I’'ve said all along that the
new arrangements must work
for practitioners, patients and
Government alike. They won’t
be successful if they don’t.

From the profession’s point
of view I think there are sev-
eral markers that can be used
to assess whether a new sys-
tem is successful. It must be
a place in which practices are
sustainable and financially vi-
able - if they are not the estate
on which the provision of care
is based falls down. And prac-
titioners must be able to care
properly for each patient; the
ability of practitioners to deliv-
er appropriate care has to be a
marker of a good system.

And across the whole pa-
tient base I think a new system
will be judged on whether it
does what it is fundamentally
intended to: improving patient
health. If the new arrange-
ments are to be judged a suc-
cess in the longer term they
will have to achieve that im-
provement.

For individual practices
and practitioners I think fi-
nancial viability is key. Prac-
tices rely on people investing
in them so they must remain
profitable and dentists’ sala-
ries must be appropriate to the

skills and training they bring
and the personal investments
they make. If practices go bust
and a career in dentistry be-
comes unattractive, the future
starts to look very bleak.

And I don’t think we should
underestimate the importance
of dentists being happy; a new
system should be one in which
dentists are confident they can
provide the care they know
patients need. The changes of
2006 didn’t deliver that; these
must. I’ve stressed that to the
Minister and civil servants on
many occasions; nobody wants
to see a mass drift of practi-
tioners away from the NHS and
another spate of patients queu-
ing around the block to access
dental care, but if the new
system doesn’t deliver that’s a
very real danger.

3. Given the impact of auster-
ity, can we really expect high
quality care to be funded
within NHS dentistry?

I think we should always ex-
pect high-quality care to be
properly supported. Dentists
are inherently ethical and
conscientious and that’s what
they want to provide; even in a
cash-limited system I don’t be-
lieve dentists set out to provide
poor quality care. But there’s
no escaping the fact that quali-
ty costs money; whichever way
pots of money are juggled, the
size of the pot matters and at
the moment the pot is not big
enough. Constantly squeezing
an already inadequate pot is,
obviously, counter-productive.

Looking forward to new
arrangements, we also need
to think about how the pot is
spent. I think there is some
challenging thinking to be
done. What we are broadly
seeing is that younger patients
— for the sake of argument let’s
say the under 40s — require less
treatment than older patients,
the cohort often termed ‘the
heavy metal generation’, do.
And that pattern suggests that
patients’ needs will continue to
evolve, because those younger
patients will grow up to be
older patients who require less
treatment. That’s a potential-
ly-significant shift — both for
what’s required of us as prac-
titioners and for the way care
is financed - because it could
mean less complex and costly
treatment being needed. How
significant needs to be mod-
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elled and better understood of
course, but through that better
understanding we might reach
a new consensus on the shape
of funding in which good-
quality care for more patients
might be provided. This is
slightly longer-term of course
— in the short term we must
be focused on making sure
the new arrangements are ap-
propriately financially under-
pinned — but we need to think
long-term too.

4. Is the BDA doing enough to
protect dentists from the bur-
den of legislation?

There is no doubt at all that
legislation and regulation have
been placing a heavier and
heavier burden on dentistry
over the last decade. I don’t
think that growing burden is
any way a reflection of what is
happening in dentistry or that
we have been singled out; suc-
cessive Governments appear
to have had an increasingly
suspicious and distrustful view
of all the professions.

That’s the context against
which the BDA is lobbying. So
for me, it’s all about the art of
the possible. Is the BDA do-
ing all it reasonably can to
mitigate the worst excesses
of regulation? Yes, it is. In re-
cent years | think we’ve made
a good case for the CQC to take
account of the realities of den-
tal care — as I said earlier we’re
an inherently professional and
conscientious profession and
that’s very much borne out by
the very favourable reviews
we have got in successive CQC
reports. Other sectors, as we
all know, have performed less
well. Our message that needs
to be taken into account when
thinking about the cost basis
and requirements of regulation
is starting to bear fruit. And I’d
also cite the lobbying we did
against financial regulation by
Monitor as part of the work we
did to influence the Health and
Social Care Act; we avoided an
immediate and potentially-on-
erous burden there.

The regulation of dentistry
—and indeed healthcare gener-
ally — is entering a new period
of flux now. The publication
earlier this year of proposals by
the various Law Commissions
across the UK has sketched out
potential reforms to the way
that regulation works — includ-
ing potentially changed pow-
ers for the GDC. Whether those
proposals will become legisla-
tion is yet to be seen. The BDA
will, as ever, be making plain
the importance of regulation
being effective, proportionate
and cost-effective. That’s what
it should be.

5. Is dentistry really under at-
tack? And what can the BDA
do to help?

It certainly feels like it. As

I travel the country meeting
practitioners at LDC and BDA
event for leading workshops on
the pilots I have the opportu-
nity to meet thousands of prac-
titioners and hear their stories.
Is the experienced dentist who
has provided fantastic care for
his patients for years but is now
so stressed by being unable to
meet his UDA target that he is
retiring with stress under at-
tack? I think so. Are the dentists
who were inappropriately is-

- Glyceryl trinitrate (GTN) spray
(400 micrograms/dose)

- Salbutamol aerosol inhaler
(100 micrograms/dose)

= Aspirin (300 mq)
- Glucagon injection (1 mq)

- Oral glucose gel
- Midazolam 10 mg (buccal)

BOC: Living healthcare

BOC Healthcare

www.bochealthcare.co.uk

The following emergency resuscitation
drugs’ are available from BOC Healthcare

- Adrenaline injection (1:1000, 1 mg/ml)

We also supply medical oxygen with prices from
£197 +VAT per annum and Automated External
Defibrillators from £799 +VAT only.

sued with registered manager
penalties by CQC being at-
tacked? I think so too. When
there appears to be a greater
risk of referral to the GDC or
litigation by patients are den-
tists under attack? Again, I
think so. Attacks come in dif-
ferent forms of course — when
I spent seven hours treating a
fifteen-year-old with 21 cavities
and got three UDAs for my ef-
forts, the viability of my prac-
tice seemed to be under attack.

What the BDA can, and
does, do, is to lobby to make
our lives better on the one
hand, while providing the
expert advice and support
we need to carry on with
our working lives and get
through the obstacles thrust
into our path. That’s what a
professional association is for
and that’s why I'm involved,
and would urge every other
dentist to be as well.
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