Review of Oral Surgery 

Dental Programme Board of NHS Medical Education England (NHS MEE)

Consultation exercise, 19th November 2009 - 23rd December 2009  

i. Background and terms of reference

The Oral Surgery (OS) review group is one of six working groups of the Dental Programme Board of NHS Medical Education England (NHS MEE), and met for its first meeting in September 2009.
The OS review group’s terms of reference are:

1. To understand the background of how the specialty of OS has developed to date and its relationship to Oral and Maxillofacial Surgery (OMFS);
2. To examine the service implications of the development of the specialty of OS in both primary and secondary care sectors;
3. To identify the needs and expectations of patients and the public;
4. To assess the availability and accessibility of specialist services in both OS and OMFS, with a specific focus on how the needs of patients and the public are currently met;
5. To examine the current and future provision of education and training in OS;
6. To identify the needs of clinical academic oral surgery for research and undergraduate teaching and training;
7. To assess the cost benefits of the development and commissioning of OS;
8. To consider the implications for the specialty of OMFS of the development and commissioning of OS services;
9. To consider the implications of any recommendations made by the OS review group and their feasibility.
(Please note that the above are the group’s terms of reference: consultation questions can be found below)
This public consultation is one aspect of the evidence-gathering process, which includes an oral evidence day for key stakeholder groups.

ii. Guidance for submission

You should respond to the questions in the text boxes below (page 3 onwards), and should restrict your response to a maximum of 2000 words.  Annexes should not be added to your submission, but you may list any published articles or research papers that you think the review group to consider as evidence.  Where these articles appear on a password-protected site, an electronic or hard copy should be submitted with your response.

iii. How to submit a response
All responses should be submitted electronically to rachel.noble@emperorconsulting.co.uk under the heading ‘Oral surgery consultation response’.  If you are unable to submit by email, responses should be sent to:

Rachel Noble

Project Manager

C/O Dental and Eyecare Division

11th Floor

New Kings Beam House

22 Upper Ground

London 

SE1 9BW 

Responses received after the 23rd December 2009, either hard copy or electronic, will not be considered.

iv. Report

The group will consider all evidence submitted, and will publish a final report in Easter 2010.
If you have any queries about the consultation process, please direct them to rachel.noble@emperorconsulting.co.uk
1. Details of your response 

About you

Mandatory questions are marked with an *
1. Your name*
Mr Rob Bunyan & Mr Louis W McArdle
2. Job title* (if applicable, please include your year in training): 

Mr R Bunyan – Associate Specialist in OMFS/Specialist in Oral Surgery

Hon Secretary, British Association of Oral Surgeons

Mr LW McArdle - Consultant Oral Surgeon/Specialist in Oral Surgery. 

President, British Association of Oral Surgeons.

3. Email address*
lwmcardle@msn.com
4. What geographical region do you work in? 
London

5. How did you hear about this consultation?  Please provide details:

Invitation from review group as major stakeholder

About your response

6. Is this a personal response or on behalf of an organisation?*  Please delete as applicable: Organisational
7. If it is on behalf of an organisation, please provide the organisation’s name*:
British Association of Oral Surgeons

8. Do you consent for your name or the name of your organisation to appear in the index of responses in the group’s final report?*  Please delete as applicable:  Yes

9. Do you consent for your response to be quoted in the group’s final report?*  Please delete as applicable:  Yes

10. Would you like the Department of Health of England to contact you in the future regarding the work of the Oral Surgery review group?*  Please delete as applicable:  Yes

2. Consultation questions
	1.
	What are the needs and expectations of patients, the public and the service of Oral Surgery (OS), and how are these currently met?



	Patients:

1) Patients need an easily accessed, high quality oral surgery service capable of delivering all aspects of the service in an appropriate environment.

2) The providers of the future should be properly trained (dentists with a special interest, specialists in oral surgery and consultants in oral surgery).

3) The environment will reflect the nature of the work; some will be adequately performed in a dental surgery whereas more complex treatment will require inpatient facilities in a secondary care environment.

        The Public:

1) The public require reassurance that the service is provided by suitably trained and skilled surgeons who are validated by Continuing Professional Development (CPD).

2) That they are being treated in an environment that is properly equipped with adequate back up from the supporting team.

3) They need information as to how to access this service and clarity as to any costs involved.

The Service:

1) The needs of the service are the ability to provide the above.

2) If a nationwide locally delivered service is to be developed an increase in training posts with associated funding will be needed.

3) There will be a need to expand the Consultant base to provide this training (the current situation where OMFS is largely responsible for Oral Surgery training is undesirable for the future) and to provide more complex treatments, a referral pathway for primary care providers and an emergency service.

4) This will require post CCST development programmes. 

5) All of this is required in the development of an attractive career pathway for potential trainees of the future if the service is to attract the highest quality personnel it needs.

With regard to the current status of how these needs and expectations are met is dealt within the rest of our answers.


	2.
	How available and accessible are (a) OS services and (b) Oral and Maxillofacial Surgery (OMFS) services, and how efficiently and effectively do these services meet the needs of patients and the public? 



	1) The availability of Oral Surgery services are varied and largely provided in OMFS units. Many rural areas have poor access to services, which results in patients having to travel inappropriate distances to access services.

2) In some areas where Oral Surgery is provided in a primary care much of the need may be met more locally (1).

3) The huge increase in the number of patients requiring Oral Surgery procedures referred to secondary care are being treated by Senior House Officers (SHOs)/Staff Grades/Associate Specialists/Specialty Dentist grade (SAS) surgeons who have a varied range of training and experience. 
4) Time pressure can lead to patients being treated by inadequately trained or experienced individuals.

5) Approximately 80% of referrals to an OMFS unit are for oral surgery (2, 3) and about 20% specifically require the services of a maxillofacial surgeon. This means accessibility for specific OMFS services is quite good and the public demands well met whereas the pressure for oral surgery is much greater. This pressure would be greatly alleviated by the development of a consultant led locally delivered service with hospital based consultants running a managed clinical network of suitably qualified providers in primary care.



	3.
	How would patients, the public and the service benefit from the development of OS services in both primary and secondary care?



	1) By developing a primary care based service in Oral Surgery patients and the public would gain a locally delivered high quality service which if run alongside a properly developed secondary care service would improve accessibility, quality of care, waiting times and efficiency (1)

2) It would result in a huge cost savings for the NHS and provide a service in which both patients and practitioners would have confidence.

3) By developing a secondary care based service, provision would be made for the treatment of more complex cases and those requiring general anaesthetic (3,4).

4) It would establish or maintain Oral Surgery on an equal footing with other consultant led specialties 
5) It would enable a more integrated primary to secondary referral pathway.

6) It would provide emergency cover.

7) Training needs would be led and coordinated by consultants in Oral Surgery but with significant training being undertaken by specialists in primary care environment.

8) Recognised career pathways in Oral surgery would attract high quality motivated providers in both primary and secondary care which would have the added benefit of de-pressurising the OMFS service, thereby allowing these highly qualified and specialised individuals to apply themselves to that work which specifically requires their expertise (5).

9) The training pathway to produce a consultant Oral Surgeon will be of much shorter length than an OMFS surgeon and therefore the service and public will gain from a less costly training and increased duration of working time (5).



	4.
	Is the provision of education and training in OS (undergraduate, postgraduate and continuing professional development) sufficiently available to meet the needs of the service?



	1) Currently no.
2) Oral Surgery training at undergraduate level is variable in terms of quantity and experience, with newly qualified GDP’s reporting much less experience and confidence in oral surgery than their colleagues of the past.

3) Competence in simple exodontia is all that can be expected from undergraduate training (6)
4) In the postgraduate environment SHO experience and training is also progressively decreasing with time. The implementation of the European Working Time Directive (EWTD) has further decreased training and exposure such that completion of two or three years as an SHO no longer guarantees a level of competence necessary for appointment to the specialty dentist grade.
5) This situation can be expected to become worse with the development of Dental Foundation year 2 posts, which will further limit the exposure to Oral Surgery.

6) Continuing Professional Development in Oral Surgery is of very limited availability. They are often prohibitively expensive and the use of simulators (phantom heads/pigs jaws), are of some but limited benefit. 

7) The solution to this is the development of consultant oral surgeons who can have direct input into the development of suitable and quality assured training programmes and pathways in both primary and secondary care.



	5.
	Is there a need for a Consultant-led OS service within the NHS?  Please state the reasons for your answer. 



	1) Undoubtedly yes. We believe that a patient centred, quality assured Oral Surgery service should be delivered and led by Oral Surgery Consultants.
2) There is a significant proportion of Oral Surgery procedures that are unsuitable for the primary care environment particularly surgery in relation to orthodontics in children requiring general anaesthetic, complex surgery and for patients with medical and social complications (2,3,4).  In 2008-9 there were over 220,000 oral surgery episodes of day case or inpatient treatment in secondary care in England and Wales. Many of these cases would have been unsuitable for primary care based service provision (3,4).

3) Currently the majority of oral surgery is provided with by Staff and Associate Specialist grades, many of whom will retire in the next 10 years. With no identified training pathway to replace these individuals and the Government’s desire for patients to be treated by appropriately trained consultants/specialists (5), there is an urgent need to increase the number of Oral Surgery consultant posts.

4) Oral Surgery Consultants will lead the development of a managed clinical network involving the creation of referral guidelines, referral management, specialty training, team CPD programmes, clinical governance, quality assurance and liaison with PCTs and Strategic Health Authorities (SHAs).

5) The Specialist Advisory Committee in OMFS has pointed out “that it is essential that there are mechanisms for career progression for the SAS grades. Appointment to consultant Oral Surgery posts would be acceptable to OMF surgeons, particularly if team working were maintained” (7). 

6) The SAC in OMFS has stated that, ”OMF surgeons and trainees undertake a relatively small volume of dento-alveolar surgery” (7). Thus a need for Oral Surgery Consultants is further strengthened.



	6.
	What are the implications for the specialty of OMFS of the development and commissioning of OS?



	1) The development of Oral Surgery will have an effect on OMFS. It will be beneficial in freeing them to provide care pathways for patients requiring a level of intervention that only practitioners with their specific training can offer.

2) This may mean that in future their highly specialised skills become more centred in tertiary referral centres comprising multidisciplinary teams.

3) Currently training in OMFS is well recognised as being too long and expensive and on the eventual appointment to consultant post currently much of the service requirement cannot justify this level of training (8).
4) Now that OMFS is a medical speciality their trainees have limited exposure to oral surgery and dentistry (7). 

5) Furthermore a 5-year Maxillofacial SpR training programme cannot be expected to provide the same level of expertise in Oral Surgery as a 3-year specific Oral Surgery training programme.



	7.
	What are the cost implications of the development and commissioning of Oral Surgery?



	1) There are potentially large savings to be made by moving a significant proportion of Oral Surgery currently carried out in secondary care to primary care (1).

2) The implications of these changes would be the need for funding of:
a) More trainees and training programmes in Oral Surgery.

b) Post CCST development programmes.

c) The development of specialist services in primary care.
d) Increased numbers of consultant posts in Oral Surgery.

3) Any initial set up costs would be compensated by the savings which would accrue. 




3. Publications to be considered as evidence

Please list any published articles or research papers that you would like the group to consider as evidence.  Please note that where the referenced article appears on a password-protected site, a copy should be submitted alongside your response.  Given the predicted high-volume of responses to this consultation, if you are unable to provide a valid web-link, electronic or hard copy for all other articles/papers, your suggestion may not be considered. 

See next page:

	Article/

paper title

	Author(s)
	Source journal
	Web-link
	Have you submitted a hard copy? 

	1. Improving access to Oral Surgery Services in Primary Care


	N Kendall
	Primary Dental Care 

2009; 16(4):137-142
	http://docserver.ingentaconnect.com/deliver/connect/fgdp/13557610/v16n4/s3.pdf?expires=1260194798&id=53834418&titleid=8545&accname=King%27s+College+London&checksum=DF07E6ED799BA316F1C723E7FF16AB18
	

	2. Surgical Removal of Third Molars. Prophylactic Surgery Should be Abandoned.
	JP Shepherd

M Brickley
	British Medical Journal

1994; 309:620-621
	http://www.bmj.com/cgi/content/full/309/6955/620
	

	3. Hospital Episodes statistics.

Main Speciality 2008-9 Oral Surgery
	NHS
	HESonline 
	http://www.hesonline.nhs.uk/Ease/servlet/ContentServer?siteID=1937&categoryID=207


	

	4. UK National Third Molar Project: The Initial Report
	SF Worrall

K Riden

R Haskell

AM Corrigan
	British Journal of Oral & Maxillofacial Surgery

1998; 36:14-18
	http://www.bjoms.com/article/S0266-4356(98)90740-9/abstract
	

	5. A High Quality Workforce: NHS Next Stage Review 2007
	AW Darzi
	Department of Health
	http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH_085840
	

	6. The First Five Years
	GDC
	GDC
	http://www.gdc-org.uk
	

	7. PMETB report on training in OMFS
	PMETB
	PMETB 2008
	http://www.pmetb.org.uk/index.php?id=omfs
	

	8. The Past, Present and Future of Oral and Maxillofacial Surgery
	DM Laskin
	Journal of  Oral & Maxillofacial Surgery 

2008; 66:1037-1040.
	http://www.joms.org/article/S0278-2391(08)00092-X/pdf
	


4. Confidentiality of information

Information provided in response to this consultation, including personal information, may be published or disclosed in accordance with the access to information regimes (these are primarily the Freedom of Information Act 2000 (FOIA), the Data Protection Act 1998 (DPA) and the Environmental Information Regulations 2004). 

If you want the information that you provide to be treated as confidential, please be aware that, under the FOIA, there is a statutory code of practice with which public authorities must comply and which deals, amongst other things, with obligations of confidence.  In view of this, it would be helpful if you would explain to us why you regard the information you have provided as confidential.  If we receive a request for disclosure of the information, we will take full account of your explanation, but we cannot give an assurance that confidentiality can be maintained in all circumstances.  An automatic confidentiality disclaimer generated by your IT system will not, of itself, be regarded as binding on the Department of Health. 

The Department of Health will process your personal data in accordance with the DPA and in most circumstances this will mean that your personal data will not be disclosed to third parties.
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