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Monday 15 June 2026
19:00 – 22:00
Online, Zoom


M I N U T E S

In attendance: Sandra Sandham, Jack Moore, Jeremy Williams, Robyn Watson, Lucy Thomas, Karun Dewan, Benjamin Lewis, Mike H, Gwenllian Williams, Taha M, Anwen Hooson, Vijaya Laxmi, Andrea, Niall McCallion, Owaise, Ian Douglas, Jayakrishna Sreeram, George, Dan Naylor

	Agenda Item
	Person Responsible 
	Attachments/
Supporting Information

	1.1   Welcome and Apologies
	JW/JM
	Mostafa Hassaan, Jon Everard, Klevin Fernando

	1.2   Minutes of Previous Meeting
	MS/JW/JM
	
 Approved as accurate.

	
For Discussion and Matters Arising


	2.1   BCUHB Academy – Education and Training Update (inc. Collaboratives / Clusters)
	RW
	Academy developed for education and training purposes to support general (medical) practice.
Asked by Rachael Page in Apr 2025 to develop something similar or all dental professionals across GDS / CDS.
[image: ]
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Beth Bailey is in charge of the collaboratives / clusters side of things.
Est. that workstreams need approx. 12 months to develop a robust idea of training need, submit plans in September for next year education and training plan. Took approx. 2-3 years when first started with general (medical) practice.
ID suggested ‘quick win’ would be to focus on FDS referral rejection rates and putting on targeting training to address this. The same would go for repeat referrers for more relatively ‘straightforward’ procedures. RW suggested that this was something that is being looked at. TM seconded this notion re: inappropriate referrals and upskilling. True for both NHS and private practices, who both use the FDS system.
Contact details of workstream leads included below, LDC members should feel free to reach out if they would like to get involved in a particular topic. RW will also sound out monthly update bulletin. 
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IvMP:
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Draft document has been produced re: process, need to confirm that this can be shared more widely. Comments from LDC members have been taken into consideration, thanks to Marco and Mostafa. Suggestion also that we put RW in touch with JE who has experience in this from NW England.

	2.2   Welcome to new Restorative Consultant
	KD
	NM / JM highlighted the expertise that already exists in N Wales; the barrier being a lack of funding for more complex restorative treatment.
JW advised that AT did do a survey (many years ago) to ascertain local expertise / knowledge in potentially helping with more 
KD will feed-back to BCU – commissioning needs to appropriate and BCU needs to be serious about funding more advanced treatments.

	2.3   Contractual Matters / Updates
- LDC early feedback survey
	JW/JM/MS
	EOY process – HB have said that they are going to adopt a similar process, but detail TBC. Letters should be out towards around 20th June – JW / MS to clarify.
As an LDC, we have only had 1x meeting with the HB since the contract landed. At the time, approx. 16,000 patients on the DAP and approx. 3,000 allocated. 
[image: ]
Significant underspend (just under £5mil which is significantly more than previous year). 
JM presented initial feedback / results of the LDC survey. 
https://docs.google.com/forms/d/e/1FAIpQLSf2Hn_Q6kCRdrEQXkcHiJmj9JcsjgqRiFBBAzdkIUBbOH0lKA/viewform?usp=header&urp=gmail_link
JW stressed that we need to stay in touch with contract managers re: claims that have been incorrectly paid, for example – they will feed-back on our behalf – let the contracting team do the legwork, only that way will they appreciate what we are dealing with day-to-day.
Practices must check schedules carefully as they are littered with errors and it is us (not BCU) that will lose out financially. Further, no NP registering on schedules at present, hoping that this will correct itself after we have 3 months of data.

	2.4   Dentist and DCP Recruitment
- Vote on use of LDC website for advertising
	MS/JM
	Two separate issues, 1) non-endorsed catalogue of practices / practitioners that provide more advanced level care (NHS or private); 2) advertising jobs.
Do we utilise LDC funds to advertise N Wales more generally – create a narrative; ask a videographer to come in, etc.?
As a general question though, can we assume that there are no objections to flexible use of the website / LDC funds – nobody raised any concerns re: this.

	2.5   LDC Matters
- Review of committee roles / personnel – questionnaire on expanding committee roles
- Meeting structure and face-to-face meetings
- Expanding on Seren programme – undergraduate ‘conference’
	JM/MS/JW
	Preliminary discussions held – decision made that, given these items have come up multiple times now and little progress made, this should be the sole focus of a F2F meeting in the autumn under JM leadership.
Meeting date / location TBC – likely October.

	
Updates


	3.1   Chair / Vice Chair / Secretary Updates
 - BDA / WGDPC meeting 22nd May
 - HPF
 - Q&S meeting 19th May – further SDCEP update from 8th May
 - LDC annual conference 4-5th June
 - Additional donation – Dentists’ Health Support Trust (DHST)?
	JW/JM/MS
	Combined BDS Welsh Council meeting – theme of strengthening strategic leadership. 


HPF – new Exec Director – seems to be very keen to understand dentistry and engage with the LDC – something for MS / JM to follow-up. ID can also offer DPA perspective.
Q&S – asked to recirculate new SDCEP guidance on prophylaxis against Infective Endocarditis for high-risk patients (released in April). Following release HEIW have hosted a well-attended training session, with more in preparation: https://ytydysgu.heiw.wales/events/05fa36c2-f044-4d57-81f8-718b9b4507f3/overview


LDC annual conference – conference presentations can be found here: https://www.ldcuk.org/documents/current-year?folder=Presentations Focus on upcoming contract reform in England, cautionary message from WGDPC.
No objections to including DHST in list of charities we donate to, proposed M Strother, seconded D Naylor.

	3.2   Treasurer
	AH
	TBC

	3.3   Orthodontics
	BL
	Discrepancy waiting times across specialist practices – taken JW comments re: unintended consequences back to contracting team.
From a secondary care viewpoint, insourcing programme to get waiting lists down just prior to the last Senedd election. Unfortunately, problems are coming out of the woodwork, 700 patients seen and 600 converted to care pathways within secondary care, which is unrealistic if patients want to be seen imminently. Clinical notes are also not necessarily recording all of the salient facts.

	3.4   Oral Surgery
- Primary care update
- BAOS work on Tier 2 accreditation
	
DAB/KF
MS
	TM – audit on inappropriate referrals to be started soon. JB looking into setting up training for specific referrers through HEIW CPD events at this stage, perhaps something that BCU Academy could pick up on long-term.



	3.5   Restorative
	KD
	Covered under item 2.2.

	3.6   Dental Advisors – inc. QAVP
	ID/KF
	[bookmark: _MON_1564385154]PVLE (IvMP) progressing and, credit where it’s due, BCU are the only HB we are aware of that are putting a formal process in place.
BCU management are talking about going out for a third DPA role – watch this space.

	Any Other Business?

	Date, Time and Location of Next Meeting

	Autumn Meeting – TBC
	F2F

	Monday 7th December 2026
	Zoom
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Suggested workstreams

Workstream 1:

Programme Governance

Clear programme governance
Reporting framewarks for
programme oversight

Contract review and monitoring
KPI framework and performance
monitoring

Programme performance reviews

Workstream 5:

Education & Training Delivery

Training needs analysis and priority
setting

Annual education and training plan
Commissioned education and
training programmes aligned to
priorities

CPD and professional development
offer

Workstream 2:

Communications & Stakeholder
Engagement

o Stakeholder engagement and
communications strategy

©  Digital communication channels
(website, newsletters, social media)

o Regular newsletters and publications
(CDS, GDS)

e« Eventsand conference engagement

Workstream 6:
Student & Placement Coordination

©  Placement coordination and capacity
planning arrangements
Dental education and training forum
Dental Training and Placement (TAP)
map

©  Placement evaluation and feedback
mechanisms

Workstream 3:

Education Governance & Strategic
Oversight

«  Education Oversight Group

established

«  Education and training contract

oversight arrangements (Health
Board Commissioned)

. Performance dashboards for

education delivery and workforce
oversight

Workstream 7:

Recruitment & Retention

©  Recruitment strategy aligned to

workforce planning (CDS and GDS)

o Alignment with national recruitment

campaigns

* International recruitment pathways

and compliance processes (IvMP)

. Defined dental career development

pathways

Workstream 4:

Workforce Planning &
Development

Workforce supply and demand
analysis

Assured quality of workforce data
across CDS and GDS systems
Future workforce and service
demand forecasting

Workforce requirements and skills
mix gap analysis

Workstream 8:
School & Community Outreach

Engagement with SEREN
coordinators and partners
Structured work experience
pathways

Participation of practices and dental
academies in work experience

Oral health and dental careers
promotional materials
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Progress to date

* Work has progressed on all workstreams

« Some have task and finish groups others have actions allocated to individuals which they are working on
+ Started to prioritise the actions

* Identified a need for a questionnaire across all workstreams
« Suggestion to collate all questions into on questionnaire, to avoid asking for multiple submission
« Developed a WMP process
« Improved relationships with Bangor and Cardiff universities
+  Working with the LDC around a Future Dentists Event

« Dental Academy bulletin s set to launched within the next 4 - 6weeks, this is expected to be monthly

Academi

Academy
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Please find below:

Workstream

Name

Email

Programme governance

Rachael Page

Rachael.Page@wales.nhs.uk

Communications and stakeholder
engagement

Carolyn Prytherch-Roberts

Carolyn.Prytherch-Roberts@
wales.nhs.uk

Education governance and strategic
oversight

Dr Liz Bowen
Gemma Nosworthy

Liz.Bowen@wales.nhs.uk
Gemma.Nosworthy@wales.nhs.uk

Workforce planning and
development

Carolyn Prytherch-Roberts

Carolyn.Prytherch-Roberts@
wales.nhs.uk

Education and training delivery Tracey Taylor Tracey.Taylor6@wales.nhs.uk
Student and placement Diana Critchlow ritchlow@wales.nhs.uk
coordination

Recruitment and retention TBC

School and community outreach Tracey Taylor Tracey.Taylor6@wales.nhs.uk
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IVMP Progress to date

Completed/ Achieved

Developed educational framework, including
handbook and supporting documentation
Incorporated stakeholder feedback to refine
the process

Introduced clearer timelines for the process
and expectations

Agreed pathways (6-12 months depending
on experience/competency)

Shared proposal with senior managers

Next steps

« Submit through Primary Care Quality group
for formal approval

« Confirm final process and timelines post-
approval

« Begin implementation with initial cohort of
dentists

* Work to reduce backlog and enable start
within 3 months once cleared

In progress

« Preparing for formal approval and
governance routes

« Moving from education phase to job planning
phase
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BDA CYMRU ALL COMMITTEES
MEETING REPORT

22" May 2026

1. Opening

Christie Owen welcomed attendees and opened the session by outlining the structure of the day, along
with its overarching aims and objectives. The session aimed to strengthen strategic leadership across
BDA Cymru committees by embedding mentorship, improving collaboration, and translating insight into
practical approaches to membership growth. The objectives were to apply strategic and analytical
approaches to develop actionable, collaborative membership strategies that enhance recruitment,
retention, and overall member value. Martin Woodrow then gave an update on mentoring from a BDA
perspective, including the possibility of including mentorship within BDA membership.

2. Supporting Growth, Confidence and Clinical Excellence by David Johnson

David Johnson, Chair of Welsh Council, gave a presentation on mentoring in dentistry. The presentation
highlighted its growing importance in supporting professional development, workforce wellbeing, and
high-quality patient care. Mentoring was described as a developmental, trust-based relationship focused
on reflection, autonomy, and individual growth, distinct from leadership and management roles. The
session outlined key benefits, including improved confidence, decision-making, and retention. Dave
explored a range of mentoring models, from one-to-one to group and coaching approaches. Challenges
were also addressed such as time constraints, limited training, and variability in quality, alongside
potential solutions including formal training, protected time, and structured frameworks. Overall,
mentoring was positioned as an essential component of a sustainable dental workforce, with future
opportunities in digital delivery, wellbeing support, and integration into professional development
pathways.

3. Committee Mentorship: From joining a committee to taking a leadership
position by Dan Cook
Dan Cook, Co-Vice Chair WGDPC, gave a presentation on how structured support can help individuals progress
from new members to leadership roles within dental committees. Drawing on personal experience, the session
highlighted common challenges such as lack of confidence, unfamiliarity with committee processes, and
disengagement among new members, as well as the risk of losing institutional knowledge. Effective mentorship
was shown to include clear expectations, regular informal support, and active inclusion in discussions, while
simple measures such as assigning mentors and encouraging open dialogue were identified as practical “quick
wins.” The presentation emphasised that consistent, supportive mentoring is key to improving retention, building
confidence, and developing future leaders within committees.





4. Mentorship and Young Dentists: Exploring the expectations and value of
professional support for young dentists by Katie Davis

Katie Davis, Co-Vice Chair WGDPC, presentation on mentoring early-career dentists provided a personal
perspective on the transition from dental school into practice, highlighting the challenges faced by new
graduates, particularly during the COVID-19 period. The session emphasised the importance of
mentorship in developing core clinical skills, building patient relationships, and fostering teamwork,
alongside supporting confidence and professional growth. It also explored how the needs and
expectations of newer graduates are evolving, and the role of organisations such as the BDA in providing
mentorship, networking, and career development opportunities. Overall, the presentation reinforced the
importance of mentoring in supporting the next generation, improving engagement, and ensuring the
long-term sustainability of the profession and membership.

5. Breakout Session One

This session asked committee members to identify practical actions that BDA Cymru committee members
can take to strengthen member support, connection, and engagement. Discussion focused on creating a
broader culture of mentorship, combining formal schemes with informal support such as peer networks,
leadership shadowing, and opportunities for career conversations.

Across the breakout groups, there was strong support for developing more adaptable mentoring models,
including “committee buddy” systems and approaches tailored to different personality types. Digital
engagement emerged as a key theme, with particular emphasis on video content, social media, and
informal communication channels such as WhatsApp, alongside exploration of app-based mentoring
solutions. However, participants were clear that face-to-face, locally delivered support remains highly
valued and should be retained.

Several structural challenges were identified, including a mismatch between the number of mentors and
mentees, gaps in support for early-career dentists, particularly in their first year of practice, and the need
for clearer pathways and greater consistency in mentoring delivery. The importance of geographic
proximity, shadowing opportunities, and earlier intervention (including at undergraduate level) was also
highlighted.

Participants also underscored the need for formal mentor training, clearer expectations, and consideration
of wider issues such as funding, legal responsibilities, and how the BDA mentoring offer can be
differentiated. Overall, there was a strong emphasis on moving towards a more structured but flexible
system that enhances visibility, supports ongoing relationships, and delivers meaningful value across the
profession.

The full feedback notes can be found in Annex One.





AFTERNOON SESSION

6. BDA Cymru Membership and Communications: Understanding BDA
Communications and Membership by Julia Marshall

Julia Marshall, Associate Director of Marketing Communications, gave a presentation on membership and
communications. This outlined the breadth of the BDA'’s offer and the importance of clearly demonstrating
its value to current and prospective members. Key areas highlighted included trusted advice services,
indemnity, learning and development, and professional representation, all of which underpin the BDA’s
role in supporting dentists across different career stages. The session emphasised that member trust
remains a core strength, supported by high satisfaction with advice services and strong engagement with
learning resources and communications.

The presentation also highlighted the scale of activity across digital channels, including high volumes of
website engagement, email communications, and social media interaction, reinforcing the importance of
effective and targeted communication. Despite this, there is a recognised need to improve how the value
of membership is perceived, particularly in terms of accessibility, visibility, and relevance to different
segments of the profession.

Future priorities include enhancing digital advice delivery, expanding member support services, and
strengthening the learning and development offer, alongside a review of governance and representational
structures. There is also a clear opportunity to develop mentoring and peer support approaches, building
on existing local networks. Overall, the session reinforced the need to better articulate the BDA’s impact
while continuing to evolve its offer to meet the changing needs of the dental profession.

7. Case Studies: How Other Professional Bodies Have Grown Their Membership
Through Committee Members by Christie Owen

Christie Owen, Senior Policy Advisor, gave a presentation on membership growth explored how
successful professional bodies attract and retain members, with a particular focus on the role of
committees in driving engagement. It highlighted that membership growth is closely linked to influence,
visibility, and long-term sustainability, with retention identified as being equally important as recruitment—
particularly among early-career dentists who represent the future membership base.

Drawing on examples from other professional organisations, the session identified common success
factors including visible volunteer leadership, strong local networks, early engagement with students and
young professionals, and opportunities for active participation. A consistent theme was that growth is
driven less by marketing or discounts and more by fostering a sense of community, belonging, and
personal connection.

The presentation emphasised that committees play a critical role as the primary interface between the
BDA and its members, shaping local engagement, visibility, and perceived value. It encouraged a shift in
focus towards creating meaningful member experiences, strengthening regional activity, and enabling
members to feel part of an active professional community rather than passive subscribers. Finally, the
session set the context for strategic discussion by prompting consideration of practical “quick wins,”
medium-term improvements, and longer-term cultural changes to enhance recruitment, retention, and
member engagement.





8. Breakout Session Two

This session asked committee members to think strategically about how BDA Cymru can strengthen
membership growth and retention, focusing on immediate actions, medium-term engagement
improvements, and longer-term cultural and structural change. Discussions were grounded in the
principle that retention is as important as recruitment, with emphasis on ensuring membership feels
meaningful, visible, and relevant over time.

Across the breakout groups, there was strong consensus on the importance of belonging, professional
identity, and community. Participants highlighted the need to move beyond a transactional subscription
model towards a more connected “Team BDA” culture, where members feel recognised and part of the
profession. Concepts such as “see it to be it” and “being a dentist is being a member” reflected the
importance of embedding membership within professional identity.

A key theme throughout was the challenge of communicating existing value more effectively. While the
BDA is widely recognised for its strengths, particularly as the voice of dentistry, provider of high-quality
CPD, and source of trusted advice and representation; participants felt that this value is not always
consistently visible to members. There was a clear view that improving awareness, messaging, and
advocacy (including ensuring committee members fully understand the offer) could deliver immediate
impact.

Participants identified a range of engagement drivers, particularly for early-career members, who value
practical and accessible benefits such as resources, informal networking opportunities, and social events.
Face-to-face engagement remains highly valued, particularly at a local level, and is seen as central to
building relationships and sustaining long-term engagement. At the same time, there was recognition of
the need to strengthen digital engagement, including improving website usability, enhancing content
visibility, and exploring new tools such as Al-assisted navigation.

Several structural and inclusion challenges were also highlighted. These included under-engagement
among specific groups such as early-career dentists, overseas members, and those not actively involved
in local activity. Regional variation was noted, with some participants expressing concerns about an
England-centric focus in certain events. The importance of tailoring engagement to different member
segments and ensuring inclusivity across geography and career stages was emphasised.

Participants also explored opportunities to enhance marketing, branding, and external reach, including
targeted digital campaigns, stronger social media presence, podcast promotion, and the use of branded
merchandise to reinforce identity and belonging. There was a suggestion to bring in external expertise to
strengthen marketing capability and better test and refine approaches to member engagement.

Looking ahead, there was support for a range of strategic developments, including improved onboarding,
clearer member journeys, expanded professional development opportunities, and potential exploration of
a tiered membership model. Overall, discussions reinforced the need for a more intentional, member-
centred approach that combines strong local engagement with clear national value.

Overall, there was a strong emphasis on shifting towards a model that prioritises visibility, relevance, and
belonging, ensuring that members feel supported, connected, and part of a professional community they
would genuinely miss if it were no longer there.

The full feedback notes can be found in Annex Two.

9. Close of Day

Christie Owen and Lauren Harrhy closed the session by thanking all participants for their active engagement and
valuable contributions throughout the day. They reflected on the depth and quality of discussion across both
mentoring and membership sessions, highlighting the clear commitment to strengthening support, connection,
and long-term engagement within BDA Cymru.





10.Feedback

Feedback on the day has been very positive. All respondents rated their overall experience as “Excellent,” and
expectations were largely met or exceeded, indicating strong satisfaction with both the content and delivery.
Engagement levels were high across all areas, with participants reporting that outcomes aligned well with
expectations and that the seminar successfully supported its intended objectives.

A key strength highlighted throughout the feedback was the value of in-person interaction and collaborative
discussion. Many respondents emphasised the importance of networking, sharing experiences, and engaging in
group discussions, with one noting it was “an opportunity to have face to face interaction, improving
communication to allow for strategic thoughts,” while another highlighted “sharing of experiences and
backgrounds. Useful for networking as well.” Breakout sessions and collective discussions were widely praised
for enabling idea generation and strategic alignment, reinforcing the importance of collaborative working in
shaping future priorities. Attendees also identified practical next steps, such as “encourage mentorship within my
local community” and promoting organisational benefits more actively.





Group One

Consideration of “committee buddies” approach, accounting for different personality types
(introverted vs extroverted).

Mentorship should be flexible and may need to differ from traditional models.

Strong interest in digital and social media-based engagement (e.g., short videos over text or static
posts).

Younger dentists respond better to video content rather than written materials.

Visibility and recruitment strategies discussed, including scarcity/FOMO messaging (e.g., limited
mentorship places).

Noted mismatch: more mentees than mentors currently available.

Use of WhatsApp groups and more informal “guerrilla” marketing by committee members to
promote opportunities.

Idea of a dedicated mentorship app explored, including potential for discounted mentors.
Positive experiences shared regarding app-based mentoring.

Face-to-face local events remain highly valued and should not be replaced entirely.

Group Two

Digitisation seen as central to formalising mentorship.
Foundation dentists no longer choosing practice/mentor freely; greater autonomy recommended.
Importance of geographic proximity in matching mentors and mentees.
Mentorship should begin at final year of dental school due to its formative impact.
Strong emphasis on value of shadowing, especially given reduced clinical exposure among recent
graduates.
Concern raised that newly qualified dentists in practice may still feel unsupported.
“Seren” initiative referenced as a relevant model.
Need for structured mentor training highlighted.
Mentorship should be mutually beneficial, but not overly transactional.
Key questions raised:
o Funding and costimplications
o Legalresponsibilities
o Needs and expectations of early-career dentists
o What differentiates the British Dental Association offer from other schemes

Group Three

Role of branches and sections in supporting geography-based delivery.
High competition for CPD opportunities noted.

Undergraduates seen as relatively sheltered from real-world practice.
Identified gap in support for first year in practice.

Reference made to “Good Practice”-style structured support programmes.
Emphasis on creating structure and clear pathways.

Focus on engagement rather than direct sales through social media.





Group One
e Strong emphasis on “see it to be it” and building professional identity through membership.
e Importance of community and belonging.
e Early-career members value practical benefits:
o Freeresources (e.g., pocket guides)
o Face-to-face meetings with informal networking (e.g., pizza events)
e Need to communicate membership value through marketing insights and testing incentives.
e Keydrivers forrecommendation:
o Up-to-date guidance
o High-quality CPD
e Desire for exclusivity (members-only CPD and events).

Group Two
e |Immediate need for committee members to fully understand the full membership offer to improve
advocacy.

e Corporate training opportunities suggested for members.
e Long-term discussion on tiered membership structure.
e External social media expertise recommended.
o Website usability issues identified:
o Internal search described as poor
o Users often rely on Google/Al instead of site navigation
e Proposal for Al assistant integrated into website.
e Need for clearer, more prominent highlighting of topical content.
e Perception that key messaging is not consistently reaching members.

Group Three
e Strong recognition that the British Dental Association is valued as the voice of dentistry.
e Employed dentists particularly value Employment Relations Officers (EROs).
e Representation and professional advice seen as core strengths.
e Regional concerns raised:
o Wales members felt some events overly England-centric (e.g., LDC day)
e National office presence viewed as highly valuable.
e Key question: how to better communicate existing value.
e Membership framingideas:
o “Areyounotamember?” campaign concept
o “Beingadentistis being a member”
e Branding and identity ideas:
o Merchandise (fleeces, mugs, branded items)
o Stronger podcast advertising presence
o Targeted digital advertising
o TikTok presence suggested
e Emphasis on belonging and professional identity over transactional subscription model.
e Inclusion focus:
o Overseas dentists and sense of belonging
o Longstanding member engagement events
e  Overall theme: shift from “subscription” to “community culture” (“Team BDA”).
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SDCEP Antibiotic Prophylaxis Against Infective Endocarditis

Executive summary

This implementation advice provides advice on antibiotic prophylaxis for patients at high risk and
moderate risk of infective endocarditis undergoing dental procedures. This summary lists the key points
provided within the implementation advice. For a full appreciation of these points, refer to the Sections
indicated. A flowchart which illustrates the management of these patients is provided on page iv.

Shared decision-making (see Section 3)

Decisions about treatment options should be made in consultation with the patient and should include
discussion of the potential benefits and harms of antibiotic prophylaxis.

Recommendations for patients at high risk of infective endocarditis (see Section 4.1)
Antibiotic prophylaxis against infective endocarditis is recommended in:

e patients with a previous episode of infective endocarditis

e patients with surgically implanted prosthetic valves and with any material used for surgical
cardiac valve repair

e patients with transcatheter implanted aortic and pulmonary valvular prostheses

e patients with untreated cyanotic congenital heart disease (CHD)

e patients with cyanotic congenital heart disease (CHD) treated with surgery or transcatheter
procedures with post-operative palliative shunts, conduits or other prostheses
(Note: After surgical repair, in the absence of residual defects or valve prostheses, antibiotic
prophylaxis is recommended only for the first 6 months after the procedure)

e patients with ventricular assist devices

Antibiotic prophylaxis against infective endocarditis should be considered in patients with transcatheter
mitral and tricuspid valve repair.

(Note: Patients with septal defect closure devices, left atrial appendage closure devices, vascular grafts,
vena cava filters, and central venous system ventriculo-atrial shunts are considered within this risk
category only in the first 6 months after implantation.)

Antibiotic prophylaxis against infective endocarditis may be considered in recipients of heart transplant.

Recommendations for patients at moderate risk of infective endocarditis (see Section 4.1)
Antibiotic prophylaxis against infective endocarditis is not recommended in:

e patients with rheumatic heart disease

e patients with non-rheumatic degenerative valve disease

e patients with congenital valve abnormalities including bicuspid aortic valve disease
e patients with cardiovascular implanted electronic devices

e patients with hypertrophic cardiomyopathy

Antibiotic prophylaxis is not required for patients at moderate risk of infective endocarditis unless this is
already specified by the patient's cardiac team (e.g. due to comorbidities).





SDCEP Antibiotic Prophylaxis Against Infective Endocarditis

Executive summary

Prevention of infective endocarditis (see Section 4.2)

All patients at high risk and moderate risk of infective endocarditis should be given clear and consistent
information about prevention of infective endocarditis and reducing poorer outcomes, including:

e theimportance of maintaining good oral health

e symptoms that may indicate infective endocarditis and when to seek expert advice

e therisks of undergoing invasive procedures, including non-medical procedures such as body
piercing or tattooing

Recommendations for antibiotic prophylaxis and ‘at-risk’ dental procedures (see Section 4.3)

For patients at high risk of infective endocarditis:
o offer antibiotic prophylaxis prior to extractions and oral surgery procedures

e consider antibiotic prophylaxis for dental procedures that involve manipulation of the gingival
or periapical region of the teeth. This must involve reaching a shared decision with the patient
and consideration of their oral health status

See Section 4.3 for examples of ‘at-risk’ dental procedures.

Discuss the potential benefits and harms (e.g. common side effects such as nausea and diarrhoea; more
rare adverse events such as hypersensitivity and anaphylaxis) of antibiotic prophylaxis to allow the
patient to make an informed decision about whether prophylaxis is appropriate for their individual
situation. A list of discussion points and a patient information leaflet can be found in Appendices 3 and 4.

For advice on the management of patients at high risk of infective endocarditis undergoing ‘at-risk’
dental procedures, see Section 4.4 and the flowchart provided on page iv.
Prescribing advice for antibiotic prophylaxis for ‘at-risk’ dental procedures (see Section 5)

When prescribing antibiotic prophylaxis for planned ‘at-risk’ dental procedures, give advice on possible
side effects (e.g. nausea, diarrhoea) and other adverse events (e.g. hypersensitivity, anaphylaxis and
antibiotic-related colitis).

Oral prophylaxis (to be taken 30-60 minutes before procedure):

Drug Adult dose Child dose
Amoxicillin* 2 g (4 x500 mg capsules) 50 mg/kg
or (maximum dose 2 g)

3 g (3 goral sachet)

In penicillin allergy, a choice of:

Clarithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

Azithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

*Amoxicillin 2 g is an effective dose for antibiotic prophylaxis in adults, but some patients may prefer to continue taking the
3 g oral sachet. The choice of amoxicillin regimen should be based on patient and clinician preference, availability and cost-
effectiveness.

Refer to Appendix 1 of the BNF and BNFC for details of drug interactions.
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Intravenous prophylaxis (to be given just before the procedure or at induction of anaesthesia):

Drug Adult dose Child dose

Amoxicillin 2g 50 mg/kg
(maximum dose 2 g)

In penicillin allergy, a choice of:

Clarithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

Cefazolin lg 50 mg/kg
(maximum dose 1 g)

Ceftriaxone lg 50 mg/kg
(maximum dose 1 g)

These intravenous antibiotic prophylaxis regimens are only relevant in a secondary care or hospital setting.

Note that prophylaxis can be given by the oral route to a patient undergoing general anaesthesia if the patient can tolerate
this. If this is the case, follow the dosing regimens for oral antibiotic prophylaxis.

Refer to Appendix 1 of the BNF and BNFC for details of drug interactions.
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Management of patients at high and moderate risk of infective endocarditis

This flowchart illustrates the management of patients at high risk and moderate risk of infective
endocarditis. A separate pdf of this flowchart is available to download from
www.antibioticprophylaxis.sdcep.org.uk.

Does the patient’s cardiac condition place them at high
risk or moderate risk of infective endocarditis?

See Section 4.1 for more information

Moderate

risk Discuss the potential benefits and harms of antibiotic prophylaxis, and

explain that prophylaxis is not recommended as there is no evidence that
this will be beneficial for them.

o |f amoderate risk patient requests antibiotic prophylaxis, make a shared

Uncertain
L]

decision on whether prophylaxis is appropriate for their individual situation.

Moderate risk patients do not require prophylaxis unless already specified
by the patient's cardiac team. In this situation, follow the high risk patient

High risk Contact the patient’s cardiac team or GP to pathway.
determine if the patient is in the high risk . . .
. . See Section 4.4 for more information
or moderate risk group.
Y
Is the planned dental procedure an No Does the planned dental procedure involve manipulation No Explain that antibiotic

extraction or oral surgery?
See Section 4.3 for more information.

of the gingival or periapical region of the teeth?
See Section 4.3 for more information.

prophylaxis is not
recommended.

Yes l

Offer antibiotic prophylaxis.
Discuss with the patient:

e theincreased risk of infective endocarditis associated with the
dental procedure
(see Section 4.3 and Appendix 3 for more information)

e why antibiotic prophylaxis is offered
(see Section 4.3 and Appendix 3 for more information)

o the potential harms of antibiotic prophylaxis
(see Section 5 for more information)

e the patient’s values and preferences and any information provided
by the cardiac team

to inform a shared decision about antibiotic prophylaxis.
See Section 4.4 for more information.

l Yes

Consider antibiotic prophylaxis.
Consider the patient’s oral health status and discuss:

e the uncertain risk of infective endocarditis associated with the
dental procedure
(see Section 4.3 and Appendix 3 for more information)

e why antibiotic prophylaxis should be considered
(see Section 4.3 and Appendix 3 for more information)

e the potential harms of antibiotic prophylaxis
(see Section 5 for more information)

e the patient’s values and preferences and any information provided
by the cardiac team

to inform a shared decision about antibiotic prophylaxis.
See Section 4.4 for more information.

Following the discussion, has the patient chosen antibiotic
prophylaxis for the planned dental procedure?

Yes l

e Prescribe antibiotic prophylaxis at the appointment prior to the
planned dental procedure(s) unless you hold a supply of
prophylactic antibiotics in your practice.

e Advise the patient to bring the antibiotic on the day of the
procedure(s). Alternatively, the patient can take the antibiotic at
home in certain situations.

e Give advice on possible adverse events.

See Section 5 for more information.

For all patients at high and moderate risk of infective endocarditis:

e ensure that they are aware of their risk of IE
(see Section 4.1 for more information)

e provide advice on prevention
(see Section 4.2 for more information)

e provide advice on symptoms that may indicate IE and when to seek expert
advice
(see Appendix 3 for more information)

e ensure that any episodes of dental infection are investigated and treated
promptly

| e

Ensure that discussions around their decision are clearly recorded in
the clinical notes.

For an extraction or oral surgery procedure, ensure that the patient is
aware that their decision may expose them to a higher risk of infective
endocarditis.

*Emergency treatment

If the patient requires urgent dental treatment and you are
unable to obtain the relevant information about prophylaxis
from the patient or from their cardiac team/GP, assume that
the patient has a high risk cardiac condition and make a
shared decision on whether antibiotic prophylaxis is
appropriate.

See Section 4.6 for more information.
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1 Introduction

Infective endocarditis (IE) is a rare (13.8 cases per 100,000 individuals per year in the general population)!
but life-threatening infection of the endocardium, particularly affecting the heart valves. It can be
difficult to diagnose, case fatality rates are approximately 30%?* and there is significant morbidity, with
20-50% of patients undergoing corrective cardiac surgery.*'* The incidence of IE is increased in
individuals with predisposing cardiac conditions (see Section 4.1). IE incidence is approximately twenty
times higher in those with moderate risk cardiac conditions (280 cases per 100, 000 individuals per year)
and approximately 36 times higher in those with high risk cardiac conditions (497 cases per 100, 000
individuals per year).*? These individuals are also at increased risk of the complications of IE. However,
around 30-40% of new IE cases have no known predisposing cardiac disease.'***

Most cases in patients with a predisposing cardiac condition are caused by a bacterial infection
originating from a transient bacteraemia.>*** Although streptococci of oral origin have been implicated in
up to 45% of IE cases, recent reports suggest that the proportion of IE cases involving streptococci from a
presumed oral source has fallen.*®*>*® Studies suggest that less than 10% of patients diagnosed with IE
underwent an invasive dental procedure in the 30 days prior to their IE diagnosis.**'* However, it should
be noted that a lack of robust microbiological data continues to be a particular weakness of the
supporting literature and advances in disease diagnosis, cardiac surgical techniques and biomaterials, as
well as changes to patient risk factors and the re-classification of streptococcal species makes
comparison of historical data challenging.

Previously, sporadic high-grade bacteraemias caused by dental procedures were thought to be the main
risk factor for IE of oral origin, with consequent widespread use of antibiotic prophylaxis. However, there
is reasonable consensus that cumulative, low grade bacteraemias, triggered by normal daily activities
such as tooth brushing, flossing and chewing, may be of greater significance, emphasising the
importance of maintaining good oral hygiene.'** Additionally, the evidence-base for the efficacy of
antibiotic prophylaxis in preventing IE is weak and views on the balance of benefits and harms have
shifted in recent years, with moves to reduce the utilisation of antibiotic prophylaxis. Consequently,
antibiotic prophylaxis is not the default option for most patients at risk of IE.

The National Institute for Health and Care Excellence (NICE) Clinical Guideline 64 Prophylaxis Against
Infective Endocarditis (CG64)? states:

‘Antibiotic prophylaxis against infective endocarditis is not recommended routinely for people undergoing
dental procedures.’

This recommendation reflects the lack of high certainty evidence to support the association between
dental procedures and the development of IE and the use of antibiotic prophylaxis before dental
procedures in patients at risk of infective endocarditis.*** It also reflects concerns about the risk of
adverse reactions to antibiotic prophylaxis and antibiotic stewardship considerations.

However, NICE acknowledges that there is a sub-group of individuals at high risk of IE who may benefit
from antibiotic prophylaxis.?** Identification of these individuals may require liaison with the patient’s
cardiac team(s) and decisions about the appropriateness of antibiotic prophylaxis for different dental
procedures will require discussion and shared decision-making with the patient.
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1.1 Statement of intent

This implementation advice has been developed primarily to assist dental teams to implement dentally
relevant recommendations from CG64. It aims to help dental teams to:

e identify those patients at high or moderate risk of IE, to identify the patients for whom
antibiotic prophylaxis is recommended or should be considered,

e to provide information on prevention of IE to these patients and

e toidentify which dental procedures require antibiotic cover.

The implementation advice will also be of relevance to cardiac surgery and cardiology teams,
pharmacists and other relevant healthcare professionals.

The evidence used by the NICE guideline committee has not been reassessed for this implementation
advice. However, recent evidence which informs the classification of ‘at-risk’ dental procedures has been
independently appraised. Relevant guidelines from the European Society of Cardiology (ESC) and the
American Heart Association (AHA) have also informed the implementation advice. Other supplementary
references cited in this document have been included to provide context and background information.

This implementation advice was first published in 2018 in response to an amendment to CG64. Changes
to the ESC guideline in 2023, and an evidence surveillance review and further clarification to NICE CG64 in
2024, prompted a review of the 2018 implementation advice and this second edition was published in
2026. For more information on the history of this document see Appendix 1.

As with all SDCEP publications, the information presented here does not override the responsibility of the
healthcare professional to make decisions appropriate to the individual patient, with their valid consent.
It is advised that significant departures from this implementation advice, and the reasons for this, are
documented in the patient’s clinical record.

1.2 Main changes in this edition

The main changes in this edition are:

e simplified classification of patients at high and moderate risk of infective endocarditis (Section
4.1)

e amendments to the cardiac conditions in the high risk and moderate risk groups (Section 4.1)

e amendments to the recommendations for antibiotic prophylaxis for ‘at-risk’ dental procedures
(Section 4.3)

e amendments to the management of patients at high or moderate risk of infective endocarditis
(Section 4.4)

e amendments to the recommended drug regimens for antibiotic prophylaxis (Section 5.3)
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1.3 Supporting tools
Other resources to support this implementation advice are presented in the appendices.

e Appendix 2 - ESC recommendations for high risk patients

e Appendix 3 - Points to cover during discussion with patient about antibiotic prophylaxis
e Appendix 4 - Patient information

e Appendix5-Templates

e Appendix 6 - Advice for cardiology and cardiac surgery teams

e Appendix 7 - Glossary of cardiac terms

e Appendix 8 - Glossary of dental terms
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2 Overview of other guidelines

Before 2008 in the UK, antibiotic prophylaxis against infective endocarditis (IE) prior to invasive dental
procedures was recommended practice for certain groups of patients with predisposing cardiac
conditions. In 2008, the National Institute for Health and Care Excellence (NICE) issued Clinical Guideline
64 (CG64) on Prophylaxis against infective endocarditis which did not recommend antibiotic prophylaxis
prior to dental procedures.” The rationale for this was a lack of evidence to support the efficacy of
antibiotic prophylaxis to prevent infective endocarditis, the risk of adverse events and antibiotic
stewardship concerns.

Most other international guideline committees, such as the European Society of Cardiology (ESC) and the
American Heart Association (AHA), took a different view and recommended antibiotic prophylaxis prior
to invasive dental procedures for patients at high risk of infective endocarditis, with the rationale that
these patients tend to have worse outcomes from an episode of infective endocarditis.'***

In 2016, NICE amended CG64 to state that antibiotic prophylaxis against infective endocarditis is not
recommended routinely for people undergoing dental procedures, noting that this change was intended
to convey the importance of shared decision-making. However, CG64 lacked information on the
management of patients at risk of infective endocarditis and in 2018, the Scottish Dental Clinical
Effectiveness Programme (SDCEP) published implementation advice to help dental teams apply the NICE
recommendation.

In 2024, NICE added a statement to CG64 acknowledging that antibiotic prophylaxis may be appropriate
for people at high risk of infective endocarditis undergoing dental procedures and directing users to
SDCEP’s implementation advice.

The second edition of the SDCEP Antibiotic Prophylaxis Against Infective Endocarditis implementation
advice is informed by NICE CG64, current guidelines from the ESC and AHA and by more recent evidence,
and aims to assist dental teams in the UK to manage patients at risk of infective endocarditis.

2.1 National Institute for Health and Care Excellence (NICE)

In 2008, NICE issued Clinical Guideline 64 (CG64) Prophylaxis against infective endocarditis.** The
guideline recommended that people at risk of infective endocarditis (IE) having dental procedures should
not be offered antibiotic prophylaxis against infective endocarditis (Recommendation 1.1.3). The basis
for NICE’s recommendation was the lack of evidence to link dental procedures with development of IE
and to support the effectiveness of antibiotic prophylaxis in preventing IE. Additionally, NICE noted that
daily activities may pose a greater cumulative risk and that the number of deaths from anaphylaxis
related to antibiotic prophylaxis may be higher than the number of prevented deaths, making it not cost
effective.

In 2015, NICE carried out a review of the evidence. It found very low quality evidence that was
inconclusive about the efficacy of antibiotic prophylaxis before an interventional procedure to reduce the
incidence of IE. Recommendation 1.1.3 remained unchanged. However, in 2016 NICE amended
recommendation 1.1.3 to emphasise the importance of shared decision-making:
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‘Antibiotic prophylaxis against infective endocarditis is not recommended routinely for people undergoing
dental procedures’.

In 2018, the Scottish Dental Clinical Effectiveness Programme (SDCEP) published implementation advice
to help dental teams apply the amended recommendation 1.1.3.

In 2024, NICE undertook a surveillance review?? of the evidence in response to a coroner’s request
following the death of a patient in England who developed IE after a dental extraction procedure. The
patient had not been prescribed antibiotic prophylaxis. The review found new evidence but concluded
that this was inadequate to support the use of antibiotic prophylaxis before dental procedures in
patients at risk of infective endocarditis. However, NICE did acknowledge that there is a sub-group of
individuals at high risk of infective endocarditis (IE) who may benefit from antibiotic prophylaxis:

“While high quality research evidence remains scarce, there is some evidence with uncertainty that a small
proportion of IE in patients at high risk may be attributable to invasive dental procedures.”

As aresult, NICE clarified recommendation 1.1.3 to include a link to the SDCEP implementation advice.
The clarified recommendation states:

Antibiotic prophylaxis against infective endocarditis is not recommended routinely for people undergoing
dental procedures

e For advice on antibiotic prophylaxis for people at high risk of infective endocarditis undergoing
dental procedures and for relevant patient information, see the implementation advice provided
by the Scottish Dental Clinical Effectiveness Programme (this programme is part of NHS
Education for Scotland). This advice was developed in conjunction with, and is endorsed by, NICE.
It has been endorsed for use across the UK by the Chief Dental Officers of the UK.

2.2 European Society of Cardiology (ESC) and American Heart Association (AHA)

Current guidelines from two other professional organisations also limit the extent of antibiotic
prophylaxis. However, these guidelines provide more information about situations where it may be
appropriate to prescribe.

European Society of Cardiology (ESC)
The 2023 ESC Guidelines for the Management of Infective Endocarditis® states:

‘Antibiotic prophylaxis is recommended in patients at high risk of IE undergoing at-risk dental procedures
and is not currently recommended in other situations.’

This recommendation is based on data derived from large non-randomised studies.
American Heart Association (AHA)

The most recent (2021) AHA scientific statement Prevention of Viridans Group Streptococcal (VGS) Infective
Endocarditis,? states:
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‘Antibiotic prophylaxis for a dental procedure that involves manipulation of gingival tissues, periapical
region of teeth, or perforation of the oral mucosa is suggested only for patients with the highest risk of
adverse outcome from VGS IE.

This recommendation is based on data derived from non-randomised studies.

Although both of these guidelines acknowledge that the evidence supporting antibiotic prophylaxis is
low certainty and that there is a risk of serious adverse events, each states that the rationale for
recommending prophylaxis for high risk individuals is that these patients are likely to have worse
outcomes from an episode of IE.

For example, the mortality rate of patients who have had a previous episode of IE, and the risk and
severity of associated complications, is greater than that of patients who have not previously had IE.??
Patients with prosthetic valves who develop IE also have an increased risk of mortality, morbidity and
complications compared to IE patients who have not had a prosthetic valve replacement.
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3 Shared decision-making

The case of Montgomery v Lanarkshire Health Board* resulted in an increased focus on consent. The law
on consent requires a clinician to inform a patient about ‘material risks’ and to find out what that specific
patient would want to know. In the case of a child who is unable to consent for themselves, the clinician
should inform the person with appropriate parental responsibility for that child about the specific
‘material risks’. For adults lacking the capacity to consent, decisions should be made in accordance with
the relevant principles of legislation related to mental capacity.>?’

Itis a general principle that healthcare professionals must obtain valid consent before starting treatment
or physical investigation, providing personal care, or when providing a prescription for a patient. The
process for obtaining consent requires a discussion with the patient about the reasonable treatment
options available to them,” including consideration of the implications of doing nothing, which will in
turn facilitate shared decision-making.

This principle is covered in Standards 3.1, 3.2 and 3.3 of the General Dental Council’s Standards for the
Dental Team.?® NICE's standard advice on healthcare professionals' responsibilities*? also stresses the
importance of offering the most appropriate treatment options in consultation with the patient, while
taking into account their values and preferences. NICE guideline 197 (NG197) Shared decision making®
includes advice and recommendations to help embed shared decision making as part of everyday care in
all healthcare settings.

® Identify possible treatment options and, using your professional judgement and considering the
individual circumstances of the patient, ensure that the patient is aware of any material risks and
benefits involved in all reasonable treatment options (including consideration of the implications
of doing nothing).
e Alist of points to cover in your discussion with the patient and a patient information leaflet can
be found in Appendices 3 and 4.

® Ensure that a contemporaneous note of your discussion with the patient is recorded in the clinical
records, including the specific advice given to the patient, details of the options (and benefits and
harms) discussed, the patient’s responses and a note of the patient’s autonomous decision.
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4.1 Patients at risk of infective endocarditis

NICE Clinical Guideline 64 (CG64)* states that antibiotic prophylaxis against infective endocarditis (IE) is
not recommended routinely for people undergoing dental procedures. However, NICE acknowledges
that there is a group of individuals for whom antibiotic prophylaxis may be of benefit.

The 2023 ESC guideline® identifies several categories of high risk patients (see Table 4.1), for whom
antibiotic prophylaxis is recommended or should be considered. It also lists a group of moderate risk
patients (see Table 4.2) for whom antibiotic prophylaxis is not recommended.

High risk patients

The recommendations for antibiotic prophylaxis in high risk patients undergoing ‘at-risk’ dental
procedures (see Section 4.3), adopted from the ESC guideline, are shown in Table 4.1. As well as being at
high risk of IE, these patients are also considered to be at particularly high risk of developing serious and
potentially life-threatening complications.***

Table 4.1 ESC recommendations regarding antibiotic prophylaxis in high risk patients*

Antibiotic prophylaxis against infective endocarditis is recommended in:

e patients with a previous episode of infective endocarditis*

e patients with surgically implanted prosthetic valves and with any material used for
surgical cardiac valve repair

e patients with transcatheter implanted aortic and pulmonary valvular prostheses

e patients with untreated cyanotic congenital heart disease (CHD),

e patients with cyanotic congenital heart disease (CHD) treated with surgery or
transcatheter procedures with post-operative palliative shunts, conduits or other
prostheses (Note: After surgical repair, in the absence of residual defects or valve
prostheses, antibiotic prophylaxis is recommended only for the first 6 months after
the procedure)

e patients with ventricular assist devices

(Class | recommendations; level of evidence *B or C)

Antibiotic prophylaxis against infective endocarditis should be considered in patients with
transcatheter mitral and tricuspid valve repair (Note: Patients with septal defect closure
devices, left atrial appendage closure devices, vascular grafts, vena cava filters, and central
venous system ventriculo-atrial shunts are considered within this risk category only in the
first 6 months after implantation)

(Class lla recommendation; level of evidence C)

Antibiotic prophylaxis against infective endocarditis may be considered in recipients of
heart transplant.

(Class llb recommendation; level of evidence C)

Note that the wording of each recommendation reflects the level of evidence/consensus and the class of
recommendation. See Appendix 2 for more details of the ESC recommendations.
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The Class | recommendations from the ESC guideline are supported by evidence predominantly from
observational studies. There is less evidence to support the Class lla and llb recommendations. However,
due to the increased morbidity and mortality associated with an episode of IE in these groups, these
patients are also considered to be at high risk. See Appendix 2 for more details of the ESC
recommendations.

A glossary which further explains the cardiac terms used in this implementation advice is available in
Appendix 7.

Moderate risk patients

The recommendations regarding antibiotic prophylaxis in moderate risk patients undergoing ‘at-risk’
dental procedures (see Section 4.3), adopted from the ESC guideline”, are shown in Table 4.2.

Table 4.2 ESC recommendations regarding antibiotic prophylaxis in moderate risk patients*®

Antibiotic prophylaxis against infective endocarditis is not recommended in:

e patients with rheumatic heart disease (RHD)

e patients with non-rheumatic degenerative valve disease

e patients with congenital valve abnormalities including bicuspid aortic valve disease
e patients with cardiovascular implanted electronic devices (CIEDs)

e patients with hypertrophic cardiomyopathy

While antibiotic prophylaxis is not recommended in this moderate risk group, the ESC guideline states
that this may be considered on an individual basis.* Specific individual circumstances where this may be
appropriate include the presence of complex cardiac risk factors or comorbidities, such as diabetes or
immune suppression.®

Accordingly, a moderate risk patient’s cardiac team may recommend antibiotic prophylaxis prior to ‘at-
risk’ dental procedures. In this situation, the patient should be treated as if they are in the high risk

group.

The identification and assessment of high risk and moderate risk patients will require liaison with their
cardiac team or general medical practitioner (GMP). The number of patients that fall within the high risk
group is likely to be small and therefore most dental practices would be expected to have very few of
these individuals registered.

Note that if a patient has a cardiac condition or has undergone a cardiac procedure that is not listed
above, for example insertion of a stent, they are not considered to be at high or moderate risk of IE and
antibiotic prophylaxis is not required.

For advice on prevention of IE and the management of these patients, see Sections 4.2 and 4.4.

* Note that the 2023 ESC guideline® refers to this patient group as being at intermediate risk of IE.

9
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4.2 Prevention of infective endocarditis

All patients at high risk and moderate risk of infective endocarditis should be offered clear and
consistent information about prevention and reducing poorer outcomes.?

® Ensure that the patient and/or their carer or guardian are aware of their risk of infective
endocarditis and provide advice about prevention, including:
e theimportance of maintaining good oral health, including individualised advice on oral
hygiene and attending for regular dental check-ups

o thefrequency of recall should be based on an individual oral health risk assessment

e symptoms that may indicate infective endocarditis and when to seek expert advice;

e therisks of undergoing invasive procedures, including non-medical procedures such as body
piercing or tattooing

A list of points to cover in your discussion with the patient and a patient information leaflet can be

found in Appendices 3 and 4.

® Record that this discussion has taken place in the patient’s clinical notes.

4.3 ‘At-risk’ dental procedures

This implementation advice makes two recommendations for antibiotic prophylaxis prior to ‘at-risk’
dental procedures for patients at high risk of infective endocarditis, applicable to two different groups of
dental procedures, (see Tables 4.3 and 4.4).

For all patients at high risk of infective endocarditis undergoing an ‘at-risk’ dental procedure, there is a
requirement for shared decision-making that reflects the patient’s values and preferences and takes
account of any information provided by the patient’s cardiac team. The potential benefits and harms of
antibiotic prophylaxis should be discussed to allow the patient to make an informed decision about
whether prophylaxis is appropriate for their individual situation. Appendix 3 provides more information
on points to cover during this discussion.

10
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Table 4.3 Recommendation for extractions and oral surgery procedures

For patients at high risk of infective endocarditis, offer antibiotic prophylaxis prior to extractions
and oral surgery procedures.

Examples of these procedures include:

e Dental extractions

e Incision and drainage of abscess

e Alloralsurgical procedures

e Periodontal and endodontic surgery

e Placement of dental implants including temporary anchorage devices and mini-implants
e Uncovering implants and implant components that are sub-mucosal

Table 4.4 Recommendation for procedures that involve manipulation of the gingival or periapical
region of the teeth

For patients at high risk of infective endocarditis, consider antibiotic prophylaxis for dental
procedures that involve manipulation of the gingival or periapical region of the teeth.

e The consideration of antibiotic prophylaxis for these dental procedures must involve reaching
a shared decision with the patient. This will require a discussion about the uncertain risk of
infective endocarditis associated with the dental procedure and the potential benefits and
harms of antibiotic prophylaxis, and consideration of the patient’s individual oral health
status. The shared decision must fully reflect the patient’s values and preferences and take
account of any information provided by their cardiac team. A list of important points to
discuss with the patient is available in Appendix 3.

Examples of these procedures include:

e Professional mechanical plaque removal (PMPR);* this includes supra- and subgingival
scaling

e Full periodontal examinations (including pocket charting)

e Basic periodontal examination (BPE)

e Plaque and bleeding indices

e Subgingival restorations including fixed prosthodontics

e Placement of preformed metal crowns

e Placement of subgingival rubber dam clamps and subgingival matrix bands

e Placement and removal of orthodontic separators and bands

e Endodontic treatment before apical stop has been established

11
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Basis for these recommendations

The ESC guideline® defines ‘at-risk’ dental procedures as dental extractions, oral surgery procedures
(including periodontal surgery, implant surgery, and oral biopsies) and procedures that involve
manipulation of the gingival or periapical region of the teeth (including scaling and root canal
procedures) (Class | recommendation; level of evidence B). This is consistent with the definition of dental
procedures for which antibiotic prophylaxis is suggested in the American Heart Association (AHA)
guideline.?

There is a lack of high certainty evidence to support the definitions from these guidelines. A systematic
review of observational studies® found statistically significant associations between tooth extraction or
oral surgery procedures and increased incidence of infective endocarditis in high risk patients. However,
no significant associations were observed with endodontic treatment or scaling.

The certainty of the evidence from this systematic review is low due to the observational nature of the
included studies and other methodological limitations. However, given the high morbidity and mortality
associated with infective endocarditis, this implementation advice makes two recommendations in
favour of antibiotic prophylaxis prior to ‘at-risk’ dental procedures for patients at high risk of infective
endocarditis.

The wording of each recommendation reflects the evidence for the dental procedures described, and,
where relevant, patient-specific factors such as oral health status. In all situations, there is a requirement
for shared decision-making that reflects the patient’s values and preferences.

Oral health status

Evidence suggests that patients with good oral health may be at less risk of bleeding during procedures
that involve manipulation of the gingival tissues than those with signs and symptoms of gingivitis or
unstable periodontitis.?® Therefore, the oral health status of the patient, as well as their values and
preferences and any information provided by their cardiac team, should be taken into account when
considering antibiotic prophylaxis for procedures that involve manipulation of the gingival or periapical
region of the teeth. This emphasises the importance of providing advice on maintaining good oral health
for patients at high risk and moderate risk of infective endocarditis (see Section 4.2 and Appendix 3).

For example, when making a shared decision with a high risk patient about antibiotic prophylaxis for a
basic periodontal examination (BPE), consider the oral health status of the patient and discuss with
them:

e theimplications of their oral health status for their risk of IE

e theuncertainrisk of IE associated with the procedure

e the potential benefits and harms of antibiotic prophylaxis

e theirown values and preferences regarding antibiotic prophylaxis
e anyinformation provided by their cardiac team
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The patient can then make an informed decision about whether or not they wish to have antibiotic
prophylaxis for the BPE. This process can also be applied to other procedures that involve manipulation
of the gingival tissues.

Treatment Planning

When treatment planning for a high risk patient who has chosen antibiotic prophylaxis for ‘at-risk’
dental procedures, consider carrying out multiple ‘at-risk’ procedures at the same visit (e.g. some
periodontal indices, PMPR and subgingival restorations) to reduce the number of instances that the
patient will need to take antibiotic prophylaxis.

Note that as patient factors, for example oral health status, experience of treatment and patient
preferences, may change, it is likely that the shared decision about antibiotic prophylaxis for ‘at-risk’
procedures will have to be revisited for each new course of treatment. For dental procedures that are
usually part of a routine examination, such as the BPE, the shared decision on prophylaxis should be
revisited if these patient factors change.

Antibiotic prophylaxis is not recommended for the following procedures or situations:

¢ infiltration or block local anaesthetic injections in non-infected soft tissues

e supragingival restorations

e removal of sutures

e radiographs

e placement or adjustment of removable orthodontic or prosthodontic appliances

e adjustment of fixed orthodontic appliances which does not involve placement or removal of
orthodontic separators and bands.

e following exfoliation of primary teeth

e following trauma to the lips or oral mucosa

For advice on the management of patients at high risk or moderate risk of IE having ‘at risk’ dental
procedures, see Section 4.4 and the flowchart provided in the Executive Summary.

A glossary which further explains the dental terms used in this implementation advice is available in
Appendix 8.
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4.4 Management of patients at increased risk of infective endocarditis

Table 4.5 Recommendations regarding antibiotic prophylaxis in high and moderate risk patients

For patients at high risk of infective endocarditis, offer antibiotic prophylaxis prior to
extractions and oral surgery procedures (see Section 4.3 for examples of these procedures).

For patients at high risk of infective endocarditis, consider antibiotic prophylaxis for dental
procedures that involve manipulation of the gingival or periapical region of the teeth (see
Section 4.3 for examples of these procedures).

e The consideration of antibiotic prophylaxis for these dental procedures must involve
reaching a shared decision with the patient. This will require a discussion about the
uncertain risk of infective endocarditis associated with the dental procedure and the
potential benefits and harms of antibiotic prophylaxis, and consideration of the patient’s
individual oral health status. The shared decision must fully reflect the patient’s values
and preferences and take account of any information provided by their cardiac team. A
list of important points to discuss with the patient is available in Appendix 3.

For patients at moderate risk of infective endocarditis, antibiotic prophylaxis is not
recommended prior to ‘at-risk’ dental procedures.

Identification of these patients may require consultation with the patient’s cardiac team(s). It is
recommended that the dental team determines the patient’s risk of IE when they register with the
practice, or when they are first diagnosed with a cardiac condition, to ensure that the relevant
information is available should they require ‘at-risk’ dental treatment or have a dental emergency.
Re-assessment will only be required if there is a change in the patient’s medical history.

Note that some patients who undergo a cardiac procedure are only considered to be at high risk of
infective endocarditis in the first six months following the procedure (see Table 4.1).

For all patients at increased risk of infective endocarditis who require an ‘at-risk’ dental procedure (see
Section 4.3):

® Determine whether the patient’s specific cardiac condition places them at high risk or moderate
risk of infective endocarditis (see Tables 4.1 and 4.2).
e This may require consultation with the patient’s cardiac team(s). A template letter to facilitate
this can be found in Appendix 5.

® Ifa patient is unsure about the nature of their cardiac condition, contact their cardiac team(s) or
general medical practitioner (GMP) for further information.
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For patients who have a high risk cardiac condition (see Section 4.1) and require an ‘at-risk’ dental

procedure (see Section 4.3 and Table 4.5):

Provide advice about prevention of infective endocarditis (see Section 4.2 and Appendices 3 and 4).

Explain why antibiotic prophylaxis before ‘at-risk’ dental procedures is recommended or should be
considered for them.

Ensure that the patient and/or their carer or guardian is aware of the potential benefits and harms

of antibiotic prophylaxis (see Section 5.2) to inform a shared decision about whether antibiotic

prophylaxis is appropriate for their individual situation.

e Alist of points to cover in your discussion with the patient and a patient information leaflet can
be found in Appendices 3 and 4.

If the patient chooses to have antibiotic prophylaxis prior to the procedure, ensure that this, and
the discussions around the decision, are recorded in the patient’s clinical notes and prescribe an
appropriate drug (see Section 5.3).

If the patient chooses not to have antibiotic prophylaxis prior to the procedure, ensure that this

decision and the discussions around it, are clearly recorded in the patient’s clinical notes.

e Ifthe procedureis an ‘at-risk’ dental procedure where prophylaxis is recommended (e.g.
extraction, oral surgery), ensure that the patient is aware that their decision may expose them
to a higher risk of infective endocarditis.

Ensure that any episodes of dental infection in patients at high risk of infective endocarditis are
investigated and treated promptly to reduce the risk of endocarditis developing.

For patients who have a moderate risk cardiac condition (see Section 4.1) and require an ‘at-risk’ dental
procedure (see Section 4.3 and Table 4.5):

®
®

Provide advice about prevention of infective endocarditis (see Section 4.2 and Appendices 3 and 4).

Explain that antibiotic prophylaxis before ‘at-risk’ dental procedures is not recommended for them
as there is no evidence that it will reduce their risk of infective endocarditis and there is a risk of an
adverse reaction to the antibiotic prophylaxis.*®

e Alist of points to cover in your discussion with the patient can be found in Appendix 3.

If, following this discussion, the patient chooses antibiotic prophylaxis, make a shared decision on
whether prophylaxis is appropriate for their individual situation.
e Consider seeking further advice from their cardiac team if required.

Patients at moderate risk of infective endocarditis do not require antibiotic prophylaxis unless
this is already specified by the patient's cardiac team (e.g. due to comorbidities). In this situation,
follow the advice for high risk patients above.

Ensure that any episodes of dental infection in patients at moderate risk of infective endocarditis
are investigated and treated promptly to reduce the risk of endocarditis developing.

Aflowchartillustrating the management of these patients is provided in the Executive Summary.
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4.5 Management of children at increased risk of infective endocarditis

The clinical management of children with high risk or moderate risk cardiac conditions is unlikely to be
significantly different from that of comparable adult patients. However, be aware that extra
consideration is required with regards to consent. Some children will have the capacity to provide valid
consent for treatment (Gillick competence* or as defined by the Age of Legal Capacity (Scotland) Act
1991%), while for other child patients the parent or carer will provide consent on the child’s behalf. See
Section 3 for more information on obtaining valid consent.

Children with high risk or moderate risk cardiac conditions are likely to have undergone multiple
medical procedures, which may impact on their ability to accept dental treatment. As with any patient
who is unable to cooperate (due to young age, a learning disability or where behaviour management
techniques or referral for further behavioural support have been unsuccessful), referral to assess
suitability for dental treatment under sedation or general anaesthesia should be considered.*

Note that children with complex cardiac conditions are likely to have much of their dental care provided
in secondary care or in the community/public dental service. If there are concerns regarding appropriate
management of these children outwith these services, advice should be sought from a specialist
paediatric dentist.

4.6 Management of emergency patients

Identifying whether a patient at increased risk of infective endocarditis has a high risk or moderate risk
cardiac condition when they register with your practice, or when they are first diagnosed, will ensure that
the relevant information is available if they require emergency dental treatment. However, it is
recognised that some patients at increased risk of infective endocarditis may seek emergency dental care
from a dental practice or out-of-hours dental clinic where an assessment of their cardiac condition may
not have taken place and where it may not be possible to seek advice from the patient’s cardiac team(s).

® Ensure that any episodes of dental infection in patients at increased risk of infective endocarditis
are investigated and treated promptly to reduce the risk of endocarditis developing.

® Where treatment of the dental emergency is beyond your competency, seek advice from an
appropriate expert based on your clinical judgement and the individual circumstances.

® fapatient with a cardiac condition who is unknown to the practice presents with a dental

emergency, and the patient is not able to confirm whether their cardiac condition puts them at

increased risk of infective endocarditis, consider seeking prompt advice on the appropriateness of

antibiotic prophylaxis from their supervising cardiac team, where possible.

e Many patients will know what operations they have had or will have clinic letters which can
provide relevant information.

e Where it has not been possible to obtain prompt advice, make a shared decision on antibiotic
prophylaxis, based on a discussion with the patient regarding their values and preferences.

Note that antibiotic prophylaxis is not recommended following trauma to the lips or oral mucosa (see
Section 4.3).
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5.1 Antimicrobial stewardship

Antimicrobial stewardship is essential in UK dental practice to optimise patient outcomes, to prevent the
overuse and misuse of antimicrobials and to combat the growing global threat of antimicrobial
resistance. Inappropriate or excessive prescribing can contribute to the development of drug-resistant
bacteria. In 2024, dentists accounted for approximately 7.7% of all NHS primary care antibiotic
prescriptions in Scotland, 3.2% in England, and 5.9% in Wales.*"*° Data for Northern Ireland is only
available for 2022, with antibiotic prescribing in dental care accounting for 5.2% of total antibiotic
prescribing in primary care in that period.*

While it is unclear whether providing a single prophylactic dose of antibiotics will impact significantly on
community antimicrobial resistance, there is some low certainty evidence suggesting there is an
increased risk of the individual patient transiently acquiring antibiotic resistant strains.**

5.2 Adverse events

Potential harms associated with the use of antibiotics include common side effects (such as nausea,
diarrhoea or skin reactions), hypersensitivity (including anaphylaxis) and gut dysbiosis (which can
increase the risk of Clostridioides difficile infection). Consideration of these potential harms forms a key
part of the decision to prescribe and the potential for adverse effects, even from a single prophylactic
dose, should be discussed with the patient.

Hypersensitivity/anaphylaxis

Treatment with beta-lactam antibiotics, such as amoxicillin, can result in hypersensitivity reactions but
reports of anaphylactic reactions to amoxicillin prophylaxis are extremely rare.*>** Amoxicillin
prophylaxis should not be prescribed for patients with a history of true penicillin allergy. Note that many
reported penicillin allergies are misclassified and true allergy should be distinguished from common side
effects like nausea or diarrhoea.

Antibiotic-associated colitis

The use of broad spectrum antibiotics, such as amoxicillin can cause gut dysbiosis and is associated with
Clostridioides difficile-associated disease. Whilst even a single dose can potentially increase the risk of
Clostridioides difficile infection (CDI), reports of adverse reactions to amoxicillin prophylaxis appear to be
rare.®* Antibiotic-associated colitis can be fatal and therefore care should be taken when prescribing
these antibiotics to vulnerable groups (e.g. older age, frailty, immunosuppressed), those who have
received prolonged or repeated courses of antibiotics and those with a history of gastrointestinal
disease, including those using proton pump inhibitor drugs for dyspepsia and gastro-oesophageal reflux
diseases. The British National Formulary* (BNF; https://bnf.nice.org.uk/) provides more information on
prescribing for specific patient groups.

* It should be noted that this finding is based on analysis of reports of adverse reactions to a single 3 g dose of
amoxicillin based on data from the Medicines and Healthcare products Regulatory Agency (MHRA) Yellow Card
Scheme. There are concerns about the appropriateness of this analysis and the MHRA states that this data should
not be used to estimate the frequency of side effects.
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Reporting adverse drug reactions

Adverse or unwanted reactions might occur after use of any drug. The Medicines and Healthcare
products Regulatory Agency (MHRA; www.mhra.gov.uk) monitors suspected adverse drug reactions
through the Yellow Card Scheme (yellowcard.mhra.gov.uk). Healthcare professionals are advised to
record and report any adverse drug reactions using the scheme. Patients and carers can also report
suspected adverse reactions to the MHRA using the scheme.

5.3 Prescribing antibiotic prophylaxis

Good antimicrobial stewardship principles, such as prescribing only when clinically indicated, using
narrow-spectrum agents where possible and accurate assessment of allergy history, apply when
prescribing antibiotic prophylaxis. In addition, the potential benefits and harms, including the potential
for adverse effects even from a single antibiotic dose, should be discussed with the patient and the
indication, choice, and rationale should be documented in the clinical record.

Refer to the SDCEP Drug Prescribing for Dentistry guidance (www.sdcepdentalprescribing.nhs.scot/) for
more information on antimicrobial stewardship.

Note that if antibiotic prophylaxis is required for planned ‘at-risk’ procedures, it usually will be the
responsibility of the dentist to prescribe this.

When prescribing antibiotic prophylaxis for planned ‘at-risk’ procedures:

® Provide the patient with a prescription for antibiotic prophylaxis at the appointment prior to the
planned procedure unless you hold a supply of antibiotics in your practice.

e Ifapatient’s cardiac team suggests an alternative prophylaxis regimen, it is acceptable to
follow their advice but ensure that the reasons for this are recorded in the patient’s clinical
notes.

e For patients who require sequential ‘at-risk’ dental procedures (see Section 4.3) over a short
time period, and it has been agreed that prophylaxis is appropriate, the same antibiotic can be
prescribed for each treatment episode. In this situation, the AHA suggests a delay of 10 days
between procedures that require antibiotic prophylaxis.?®

e For a patient who has received a recent course of antibiotics for a medical or dental infection, it
is not necessary to select a drug from a different antibiotic class for the prophylaxis
prescription.

e Ifthe antibiotic regimens included in this implementation advice are unsuitable, contact an
expert, such as a consultant microbiologist or community pharmacist, for advice on an
alternative drug regimen. The UK Dental Medicines Advisory Service can also be contacted for
advice (www.sps.nhs.uk/home/about-sps/get-in-touch/medicines-advice-contact-details/
dental-medicines-advice-service/).

® Give advice on possible side effects (e.g. nausea, diarrhoea) and other adverse events (e.g.
hypersensitivity, anaphylaxis and antibiotic-related colitis).
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e Patients prescribed an antibiotic should be advised to seek urgent medical attention if they
develop antibiotic-associated colitis (severe diarrhoea, which can be fatal). The risk of colitis is
increased in vulnerable groups (e.g. older age, frailty, immunosuppressed), those who have
received prolonged or repeated course of antibiotics and those with a history of
gastrointestinal disease.

® Arrange for the antibiotic to be taken in the practice 30-60 minutes before the planned procedure is
due to commence.

e Ifyoudo not hold a supply of antibiotics in your practice, advise the patient to bring the
prescribed antibiotic with them to the dental practice on the day of the procedure and ensure
that the patient remains in the practice in the interval between taking the antibiotic and the
start of treatment.

e Alternatively, if the patient expresses a preference to take the antibiotic at home or at another
location outside the practice, and has not previously had an adverse reaction to prophylaxis, it
is acceptable to agree to this. Consider advising they contact the practice prior to taking the
antibiotic to confirm that the procedure will be going ahead.

The BNF* does not currently include information on antibiotic prophylaxis against infective endocarditis
in a dental context. The following regimens for adults are based on the 2023 ESC guidelines'® and expert
opinion while the doses for children are based on the 2023 ESC guidelines.*

5.3.1 Oral antibiotic prophylaxis regimens

For oral antibiotic prophylaxis, the ESC guideline'® recommends a 2 g oral dose of amoxicillin for adult
patients without a penicillin allergy. Historically in the UK, amoxicillin 3 g oral sachets have been used for
prophylaxis prior to dental procedures in adults.* However, it should be noted that the 3 g oral sachets
are a significantly more expensive product and supply issues have previously been reported in the UK.
Both amoxicillin regimens are effective for antibiotic prophylaxis and the choice of regimen should be
based on patient and clinician preference, availability and cost-effectiveness.

Clarithromycin or azithromycin are suitable alternatives in penicillin allergy. If these are not suitable, the
ESC guideline® includes information on other appropriate oral prophylaxis regimens for use in penicillin
allergy.

Note that the ESC guideline® no longer recommends clindamycin due to the increased risk of adverse
events (mainly related to Clostridioides difficile-associated infections) associated with this drug.
Therefore, clindamycin is not recommended for antibiotic prophylaxis in this implementation advice.

Suitable oral antibiotic prophylaxis regimens are presented in Table 5.1.

Oral antibiotic prophylaxis should be taken 30-60 minutes before the procedure.
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Table 5.1 Oral antibiotic prophylaxis regimens

Amoxicillin 2 g is an effective dose for antibiotic prophylaxis in adults, but some patients may prefer to
continue taking the 3 g oral sachet. The choice of amoxicillin regimen should be based on patient and
clinician preference, availability and cost-effectiveness.

Drug Adult dose Child dose
Amoxicillin 2 g (4 x500 mg capsules) 50 mg/kg
or (maximum dose 2 g)

3 g (3 goralsachet)

In penicillin allergy, a choice of:

Clarithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

Azithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

Refer to Appendix 1 of the BNF and BNFC for details of drug interactions.

See Section 5.3.3 for details of the contraindications and cautions which should be considered when
prescribing antibiotic prophylaxis. For more-detailed information on contraindications, cautions and
side-effects, refer to the BNF and BNFC (available at www.bnf.nice.org.uk).

5.3.2 Intravenous antibiotic prophylaxis regimens

These intravenous antibiotic prophylaxis regimens are usually only relevant in a secondary care or
hospital setting. Note that prophylaxis can be given by the oral route to a patient undergoing general
anaesthesia if the patient can tolerate this. If this is the case, follow the dosing regimens for oral
antibiotic prophylaxis.

Suitable intravenous antibiotic prophylaxis regimens are presented in Table 5.2.

Intravenous antibiotic prophylaxis should be given just before the procedure or at induction of
anaesthesia.

Table 5.2 Intravenous antibiotic prophylaxis regimens

Drug Adult dose Child dose

Amoxicillin 2g 50 mg/kg
(maximum dose 2 g)

In penicillin allergy, a choice of:

Clarithromycin 500 mg 15 mg/kg
(maximum dose 500 mg)

Cefazolin lg 50 mg/kg
(maximum dose 1 g)

Ceftriaxone lg 50 mg/kg
(maximum dose 1 g)

Refer to Appendix 1 of the BNF and BNFC for details of drug interactions.
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See Section 5.3.3 for details of the contraindications and cautions which should be considered when
prescribing antibiotic prophylaxis. For more-detailed information on contraindications, cautions and
side-effects, refer to the BNF and BNFC (available at www.bnf.nice.org.uk).

5.3.3 Contraindications and cautions

Amoxicillin

Amoxicillin, like other penicillins, can result in hypersensitivity reactions, including rashes and
anaphylaxis, and can cause antibiotic-associated colitis, which may be fatal.

Do not give amoxicillin to patients with a history of anaphylaxis, urticaria or rash immediately after
penicillin administration as these individuals are at risk of immediate hypersensitivity.

Amoxicillin should also be avoided in patients with milder forms of penicillin allergy, such as non-
immediate generalised rash, but does not need to be avoided in patients who only report gastrointestinal
side effects following penicillin administration.

Amoxicillin potentially alters the anticoagulant effect of warfarin and therefore the INR of a patient taking
warfarin should be monitored.

Azithromycin

Azithromycin can cause abdominal discomfort, diarrhoea, nausea and vomiting in some patients.

Use azithromycin with caution in patients who are predisposed to QT interval prolongation including
electrolyte disturbances and those with hepatic impairment or renal impairment.

Cefazolin/ceftriaxone

Cefazolin and ceftriaxone should not be used in patients with a history of immediate or severe
hypersensitivity to penicillins, but can usually be safely administered to patients with a history of mild
penicillin allergy.

Clarithromycin

Clarithromycin should be used with caution in patients who are predisposed to QT interval prolongation
including electrolyte disturbances and those with hepatic impairment or renal impairment.

Do not prescribe clarithromycin in pregnancy.
Do not prescribe clarithromycin to patients taking warfarin or statins.

Clarithromycin is also contraindicated in any patient with a heart transplant taking calcineurin inhibitors
(e.g. tacrolimus, ciclosporin).

The SDCEP Drug Prescribing for Dentistry guidance, available at www.sdcepdentalprescribing.nhs.scot/
provides information on prescribing in dental practice. For more-detailed information on
contraindications, cautions and side-effects, refer to the BNF and BNFC.

21



www.bnf.nice.org.uk

http://www.sdcepdentalprescribing.nhs.scot/



SDCEP Antibiotic Prophylaxis Against Infective Endocarditis

Appendix1l Development of this implementation advice

The Scottish Dental Clinical Effectiveness Programme (SDCEP) is an initiative of the National Dental
Advisory Committee (NDAC) and operates within NHS Education for Scotland (NES). The programme’s
primary aim is to develop guidance that supports dental teams to provide quality patient care.

The Scottish Dental Clinical Effectiveness Programme (SDCEP) is an initiative of the National Dental
Advisory Committee (NDAC) and operates within NHS Education for Scotland (NES).

SDCEP was established in 2004 under the direction of the NDAC to give a structured approach to
providing clinical guidance for the dental profession. The programme’s primary aim is to develop
guidance that supports dental teams to provide quality patient care. SDCEP brings together the best
available information that is relevant to priority areas in dentistry, and presents guidance on best
practice in a form that can be interpreted easily and implemented. The guidance recommendations may
be based on a variety of sources of information including research evidence, guidelines, legislation,
policies and expert opinion as appropriate to the subject. SDCEP guidance takes a variety of forms to suit
the diverse topics being addressed.

SDCEP also develops implementation advice, which clarifies and advises on changes in legislation,
professional regulations or other developments relevant to patient care.

Recognising that publication of guidance alone is likely to have a limited influence on practice, SDCEP
also contributes to the research and development of interventions to enhance the translation of
guidance recommendations into practice through its participation in the TRiaDS (Translation Research in
a Dental Setting) collaboration (www.triads.org.uk/).

All of SDCEP’s activities are overseen by a steering group that includes representatives of guidance
development groups and the dental institutions in Scotland. Current membership of this steering group
is available at www.sdcep.org.uk.

SDCEP is funded by NHS Education for Scotland. The views and opinions of NES have not influenced the
recommendations made in this implementation advice.

Methodology

This implementation advice was first published in 2018 in response to an amendment to the National
Institute for Health and Care Excellence (NICE) Clinical Guideline 64 Prophylaxis against infective
endocarditis (CG64).”* The methodology employed for the first edition of this implementation advice,
published in 2018, is detailed below. Details of the methodology used to update the implementation
advice for this second edition are also provided.

Development of the first edition (2018)

In 2016, NICE made an amendment to Clinical Guideline 64 Prophylaxis Against Infective Endocarditis
(CG64). In response to this, SDCEP convened a Short-life Working Group to develop advice for the dental
team to help clarify and facilitate the implementation of the amended NICE guideline. Re-appraisal of the
evidence that underpinned the recommendations of CG64 was not within the scope of this work. Two
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guidelines from the European Society of Cardiology (ESC) and the American Heart Association (AHA) also
informed the first edition of the implementation advice.

The resulting implementation advice was based on the recommendations in CG64, clinical guidelines
from other professional organisations and a consensus of expert opinion. The prescribing information for
adults was based on the antibiotic prophylaxis regimens from the 2006 British Society for Antimicrobial
Chemotherapy report (BSAC) while the antibiotic prophylaxis regimens for children were based on the
2015 ESC guideline.

The first edition of the implementation advice was subject to open consultation for a seven-week period.
All comments received through the consultation process were reviewed, the feedback was considered by
the Working Group, and the advice was amended accordingly prior to publication.

Development of the second edition (2026)

In 2024, NICE carried out an evidence surveillance review and made a further clarification to NICE CG64.
This prompted a review of the SDCEP implementation advice. The Short-life Working Group was
reconvened and expanded to ensure wider representation of relevant stakeholders. The review of the
implementation advice did not reassess the evidence used by the NICE guideline committee or the
evidence identified in NICE’s 2024 surveillance report.”? However, recent evidence related to the risk of
infective endocarditis following different dental procedures was independently appraised by Cochrane
Oral Health and presented to the Short-life Working Group to inform the classification of ‘at-risk’ dental
procedures. Updated guidelines from the European Society of Cardiology (ESC) and the American Heart
Association (AHA) also informed the review of the implementation advice.*? Prescribing advice for
adults and children was informed by the updated 2023 ESC guideline and adapted for UK practice based
on expert opinion.

In addition, the Short-life Working Group heard personal stories from people affected by infective
endocarditis, including a patient who developed infective endocarditis and the families of patients who
have died of infective endocarditis. The Short-life Working Group would like to express their gratitude
and appreciation to those who shared their personal experiences.

Targeted external expert review of the second edition of the implementation advice took place in
November 2025. Individuals and organisations with expertise or experience of the topic were asked to
comment on the applicability and suitability of the implementation advice to the intended audience. All
comments received were considered by the Short-life Working Group, and the advice was amended
accordingly prior to publication.

Equality impact assessment

An assessment of the potential impact of this advice on equality target groups was conducted in 2018
and updated for the second edition.
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The recommendations related to antibiotic prophylaxis in high risk patients with cardiovascular
diseases undergoing dental procedures from the 2023 European Society of Cardiology guideline are
presented below.

Note that the wording of each recommendation reflects the level of evidence and/or consensus and the
class of recommendation.

Recommendation Class of Level of
recommendation* | evidence*

Antibiotic prophylaxis is recommended in patients with a Class| B
previous episode of infective endocarditis

Antibiotic prophylaxis is recommended in patients with Class | C
surgically implanted prosthetic valves and with any material used
for surgical cardiac valve repair

Antibiotic prophylaxis is recommended in patients with Class | C
transcatheter implanted aortic and pulmonary valvular

prostheses

Antibiotic prophylaxis is recommended in patients with Class | C

untreated cyanotic congenital heart disease (CHD), and patients
treated with surgery or transcatheter procedures with post-
operative palliative shunts, conduits or other prostheses.

After surgical repair, in the absence of residual defects or valve
prostheses, antibiotic prophylaxis is recommended only for the
first 6 months after the procedure

Antibiotic prophylaxis is recommended in patients with Class | C
ventricular assist devices

Antibiotic prophylaxis should be considered in patients with Class lla C
transcatheter mitral and tricuspid valve repair.

Patients with septal defect closure devices, left atrial appendage
closure devices, vascular grafts, vena cava filters, and central
venous system ventriculo-atrial shunts are considered within this
risk category in the first 6 months after implantation.

Antibiotic prophylaxis may be considered in recipients of heart Class lIb C
transplant

* Class of Recommendation
Class I: evidence and/or general agreement that a given treatment or procedure is beneficial, useful, effective;
Class II: Conflicting evidence and/or a divergence of opinion about the usefulness/efficacy of the given
treatment or procedure;
Class lla: Weight of evidence/opinion is in favour of usefulness/efficacy;
Class IlIb: Usefulness/efficacy is less well established by evidence/opinion.

¥ Level of evidence
Level of evidence B: Data derived from a single randomised clinical trial or large non-randomised studies
Level of evidence C: Consensus of opinion of the experts and/or small studies, retrospective studies, registries

Reproduced from the 2023 ESC Guidelines for the management of endocarditis."
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Appendix3 Points to cover during discussion with patient
about antibiotic prophylaxis

It is important that patients are not discouraged from undergoing dental treatment.
For patients at high risk and moderate risk of infective endocarditis (see Section 4.1):

® Advise the patient that due to their heart condition/previous episode of infective endocarditis, they
have an increased risk of developing infective endocarditis following an ‘at-risk’ dental procedure.
e Explain that infective endocarditis is a very rare but serious infection of the lining of the heart,
often involving the heart valves, caused mainly by bacteria which enter the bloodstream from
outside the body (bacteraemia).
e Explain thatif the patient develops infective endocarditis, they are also at increased risk of
developing complications and have an increased risk of morbidity and mortality.

® Explain that having an ‘at-risk’ dental procedure, such as an extraction, may increase the chances
of bacteria entering the bloodstream.
e Thetables below provide estimates of the risk of developing infective endocarditis after an ‘at-
risk’ dental procedure in the absence of antibiotic prophylaxis for different patient groups and
for specific ‘at-risk’ dental procedures (i.e. extractions and oral surgery) in high risk patients.

Estimated risk of developing infective endocarditis after an ‘at-risk’ dental procedure in the
absence of antibiotic prophylaxis®!

Patient group Low/unknown risk Moderate risk High risk

Estimated risk of IE 1in 333,000 1in 50,000 1in 1,000

Estimated risk of developing infective endocarditis after extractions and oral surgery procedures in
high risk patients in the absence of antibiotic prophylaxis®

Dental procedure Extraction Oral surgery

Estimated risk of IE 1in 100 1in 40

The figure below may help you to explain risk to patients.

Risk 1in10 1in 100 1in 1000 1in 10,000 1in 100,000
Someone in Someoneina Someoneina Someoneina Someoneina
Frequency . .
your family street village small town large town

LT T

Adapted from Risk Language and Dialects, Calman and Royston, BMJ 1997; 315:939

® Explain that everyday activities, such as toothbrushing, flossing and chewing can also cause
transient bacteraemias and stress the importance of good oral hygiene to reduce the risk of this.

® Give advice on prevention of infective endocarditis to all high and moderate risk patients.
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antibiotic prophylaxis

Explain the importance of maintaining good oral health to prevent infective endocarditis.

o Emphasise that good oral hygiene is the best way to prevent oral diseases that could
require treatment with ‘at-risk’ dental procedures and will also reduce the chance of oral
bacteria getting into the bloodstream during everyday activities.

o Provide personalised oral hygiene advice and instruction to assist and encourage the
patient to improve their oral hygiene skills.

o Advise the patient to reduce the frequency of sugary snacks/drinks to prevent tooth decay.

o Highlight the importance of regular dental check-ups to ensure that any dental disease is
treated before ‘at-risk’ dental procedures are required.

Explain that undergoing invasive procedures, including non-medical procedures such as body

piercing or tattooing may also increase their risk of infective endocarditis.

The potential benefits and harms of antibiotic prophylaxis against infective endocarditis should be
discussed with the patient to facilitate shared decision making.

® For high risk patients, explain that antibiotic prophylaxis before ‘at-risk’ dental procedures is

recommended or should be considered for them, depending on the dental procedure.

There is evidence that some dental procedures (i.e. extractions and oral surgery procedures)
may significantly increase their risk of infective endocarditis and antibiotic prophylaxis should
be offered for these procedures.

Itis unclear whether dental procedures that that involve manipulation of the gingival (i.e.
gums) or periapical region of a tooth (i.e. root tip) will increase their risk of infective
endocarditis and antibiotic prophylaxis should be considered for these procedures. This must
involve reaching a shared decision with the patient and consideration of their oral health
status.

Antibiotic prophylaxis does not fully eliminate the risk of infective endocarditis.

Antibiotics can cause side effects, such as nausea, diarrhoea and allergic reactions and, in rare
cases, anaphylaxis and antibiotic-related colitis which can be fatal.

It may also be helpful to discuss the issues surrounding antibiotic resistance (see Section 5.1).

® For moderate risk patients, explain that antibiotic prophylaxis before ‘at-risk’ dental procedures is

not recommended for them.

There is no evidence that antibiotic prophylaxis will reduce their risk of infective endocarditis.
Antibiotic prophylaxis does not fully eliminate the risk of infective endocarditis.

Antibiotics can cause side effects, such as nausea, diarrhoea and allergic reactions and, in rare
cases, anaphylaxis and antibiotic-related colitis which can be fatal.

It may also be helpful to discuss the issues surrounding antibiotic resistance (see Section 5.1).

® Advise all high and moderate risk patients to contact their general medical practitioner as soon as
possible if they notice any of the following symptoms of infective endocarditis, particularly if they

occur together as a flu-like illness:

= ahigh temperature (fever) of 38°C or above
= sweats or chills, especially at night
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Appendix 3 Points to cover during discussion with patient about

antibiotic prophylaxis

breathlessness, especially during normal physical activity

poor appetite or unexplained weight loss

tiredness (fatigue)

muscle, joint or back pain (unrelated to recent physical activity)

e Emphasise that these symptoms are more likely to be caused by a less serious type of infection
but should be investigated.

e Ensure that the patient knows to tell any medical professional they seek advice from about any
recent dental treatment they may have had.

® Ensure that patients prescribed antibiotic prophylaxis are aware of the potential for
hypersensitivity, anaphylaxis or antibiotic-associated colitis and that they should seek urgent
medical attention if they later develop colitis (severe diarrhoea), which can be fatal.

® Record all discussions with the patient in their clinical notes.
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Appendix4 Patient information

A patient information leaflet that provides advice for people at high or moderate risk of infective
endocarditis is available to view and download from www.antibioticprophylaxis.sdcep.org.uk.
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Appendix 5

Templates

SDCEP Antibiotic Prophylaxis Against Infective Endocarditis

Letters

Template letters to facilitate communication between dental teams and cardiology/cardiac surgery
teams are available to download from www.antibioticprophylaxis.sdcep.org.uk. These templates can be

adapted for local use.

Alert card

pental

Dem;t?«;u-umm iz /
pddress g "7'-”7-” |
- 'U“w_qu’m /
1Ne o=~ . |
R |

|

Poste, J

ok “

Date

.“:‘,.ﬂ,m) [

pracitiont
- [

An example of an alert card that cardiology/cardiac surgery teams can give to patients with high or
moderate risk cardiac conditions is available to download from www.antibioticprophylaxis.sdcep.org.uk

This example can be customised or adapted for local use.

Antibiotic Prophylaxis Against Infective Endocarditis Add
This patient has a cardiac condition that increases their logo

risk of infective endocarditis.

This card was given to the patienton by:
date

Name:

Hospital:

Contact:

In my opinion, this patient falls into the HIGH / MODERATE risk category.*
(delete as applicable)

Name:

NHS/CHI number:

Further advice:

Cardiac condition:

Valve type and implant date:
(ifapplicable)

*Refer to the SDCEP Antibiotic Prophylaxis Against Infective Endocarditis implementation
advice for more information on high and moderate risk patient groups. __ _ a

Information on ‘at-risk’ dental procedures that may require antibiotic
prophylaxis, details of appropriate antibiotic regimens and a patient

information leaflet are also available.

PLEASE SHOW THIS CARD TO YOUR DENTAL TEAM =

Relevant comorbidities:
(if applicable)
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Appendix 6 Advice for cardiology and cardiac surgery teams

The National Institute for Health and Care Excellence (NICE) Clinical Guideline 64 (CG64) Prophylaxis
against infective endocarditis** states:

‘Antibiotic prophylaxis against infective endocarditis is not recommended routinely for people undergoing
dental procedures’.

NICE recognises that there is a sub-group of individuals at high risk of infective endocarditis (IE) who may
benefit from antibiotic prophylaxis when undergoing dental procedures. NICE CG64 directs users to this
SDCEP implementation advice for information on antibiotic prophylaxis for people at high risk of
infective endocarditis undergoing dental procedures.

Refer to Section 1 for more information on the background to this implementation advice.
Patients at risk of infective endocarditis

The 2023 European Society of Cardiology (ESC) guideline®® identifies several categories of high risk
patients for whom antibiotic prophylaxis is recommended or should be considered.

The ESC guideline also lists a group of moderate risk patients for whom antibiotic prophylaxis is not
recommended.

Refer to Section 4.1 and Appendix 2 for more information on these patient groups.
Prevention of infective endocarditis

All patients at high risk and moderate risk of infective endocarditis should be given clear and consistent
information about prevention of infective endocarditis and reducing poorer outcomes, including:

e theimportance of maintaining good oral health

e symptoms that may indicate infective endocarditis and when to seek expert advice

e therisks of undergoing invasive procedures, including non-medical procedures such as body
piercing or tattooing.

Refer to Section 4.2 for more information on prevention of infective endocarditis.
'At-risk' dental procedures

Not all dental procedures in patients at high risk of infective endocarditis require antibiotic cover.
Antibiotic prophylaxis is recommended for extractions and oral surgery procedures and should be
considered for dental procedures that involve manipulation of the gingival or periapical region of the
teeth.

Refer to Section 4.3 for more information on these recommendations and the dental procedures that fall
into each of these groups.

Dental teams will make a shared decision on antibiotic prophylaxis with the patient, that involves:
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e consideration of the IE risk associated with the dental procedure
e the potential benefits and harms of antibiotic prophylaxis

e the patient's oral health status

e the patient's values and preferences

e anyinformation provided by their cardiac team

For further explanation of the dental terms used in this implementation advice, see Appendix 8.
What should cardiology and cardiac surgery teams do?

To support the implementation of NICE CG64, it would be helpful for cardiology and cardiac surgery
teams to discuss antibiotic prophylaxis against infective endocarditis with their patients and make a
shared decision on whether this is required for dental treatment.

Note that if dental teams are unable to identify whether a patient has a high risk or moderate risk of
infective endocarditis, they are advised to contact the patient’s cardiology or cardiac surgery team to
confirm the nature of the patient’s cardiac condition and whether antibiotic prophylaxis is recommended
prior to ‘at-risk’ dental procedures.

In addition, some patients with a moderate risk cardiac condition, for whom antibiotic prophylaxis is not
recommended, may request antibiotic prophylaxis and their dentist may contact you for advice.

For all patients at high risk or moderate risk of infective endocarditis:

® Discuss the risk of infective endocarditis with the patient while they are in your direct care to make
a shared decision about whether antibiotic prophylaxis prior to dental treatment is right for them.
e Highlight the importance of maintaining good oral health, the symptoms that may indicate
infective endocarditis and when patients should seek expert advice (refer to Section 4.2 for
more information)

® Advise the patient to tell their dentist about their heart condition and any discussion that they
have had with you about antibiotic prophylaxis.

e It may be helpful to include this information, including your shared decision about antibiotic
prophylaxis, in a written form, either as a letter or an alert card (refer to Appendix 5 for
examples). This may be sufficient to allow the patient’s dental team to carry out dental
treatment without needing to contact you for advice.

A leaflet which provides dental advice for patients at increased risk of infective endocarditis is available
(see Appendix 4).
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Glossary of cardiac terms

Explanations of the cardiac terms used in this implementation advice are provided below.

Cardiac term

Explanation and, where relevant, infective endocarditis risk

Aortic regurgitation/
incompetence (AR)

Leaking aortic valve that is associated with a diastolic cardiac murmur.
Moderate risk of infective endocarditis

Aortic stenosis (AS)

Narrowed aortic valve that is associated with a systolic cardiac murmur.
Moderate risk of infective endocarditis

Atrial appendage closure
device

A medical implant used to block off the heart's left atrial appendage in
atrial fibrillation patients to prevent blood clots.

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months after
implantation)

Atrial septal defect (ASD)

Hole connecting venous chambers of heart that is associated with a
quiet or no cardiac murmur.
Low risk of infective endocarditis

Cardiovascular implanted
electronic device (CIED)

Cardiac devices such as pacemakers or defibrillators.
Moderate risk of infective endocarditis (related to device leads)

Central venous system
ventriculo-atrial shunt

A medical device that diverts excess cerebro-spinal fluid from ventricles
in the brain to the right atrium of the heart. Used, for example, in
patients with hydrocephalus

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months after
implantation)

Congenital valve
abnormalities including

(ACHD - adult congenital
heart disease)

bicuspid aortic valve disease

Heart valve problems present at birth. The most common is when the
aortic valve forms with only two leaflets instead of three (i.e. bicuspid
aortic valve). Frequently associated with a cardiac murmur.
Moderate risk of infective endocarditis.

High risk of infective endocarditis if repair or replacement of the valve
using artificial material has occurred.

Cyanotic congenital heart
disease (CHD)

Complex heart disease present at birth. An abnormal flow of blood leads
to mixing of oxygenated and deoxygenated blood that causes central
cyanosis (i.e. bluish discolouration of mucous membranes).

High risk of infective endocarditis

Hypertrophic
cardiomyopathy (HCM)

Abnormal thickening of the heart muscle due to genetic abnormality.
Can cause breathlessness and heart rhythm abnormalities and can be
associated with a cardiac murmur.

Moderate risk of infective endocarditis.
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Cardiac term

Explanation and, where relevant, infective endocarditis risk

Mitral regurgitation/
incompetence (MR)

Leaking mitral valve that is associated with a systolic cardiac murmur.
Moderate risk of infective endocarditis.

Mitral stenosis (MS)

Narrowed mitral valve that is associated with a diastolic cardiac
murmur, which can be hard to hear.
Moderate risk of infective endocarditis.

Mitral valve prolapse or
“floppy” or “Barlow” mitral
valve (MVP)

These are the most common causes of leaking/regurgitant mitral
valves.
Moderate risk of infective endocarditis.

Non-rheumatic degenerative
valve disease

The most common cause of heart valve disease. Typically caused by age-
related degeneration of the valve or prolapse (often associated with
calcification) and usually associated with a cardiac murmur.

Moderate risk of infective endocarditis.

Palliative shunts, conduits or
other prostheses

Surgical channels created to correct abnormal blood flow around the
heart, to relieve symptoms in advanced or incurable structural heart
disease. Variable association with cardiac murmur.

High risk of infective endocarditis.

Pulmonary regurgitation (PR)

Leaking pulmonary valve.
Low risk of infective endocarditis.

Pulmonary stenosis (PS)

Narrowed pulmonary valve.
Low risk of infective endocarditis.

Pulmonary valvular
prosthesis

An artificial replacement of the pulmonary valve of the heart.
High risk of infective endocarditis (due to presence of prosthetic
material).

QT interval prolongation
including electrolyte
disturbances

An abnormal ECG finding indicating delayed recovery time when the
heart prepares for the next heartbeat. May occur due to genetic variants,
drugs or abnormal electrolyte states. No cardiac murmur.

Low risk of infective endocarditis.

Rheumatic heart disease
(RHD)

Rheumatic fever-related inflammation of the heart and valves leading to
damage to the valves that may only become evident many years later.
Usually associated with a cardiac murmur.

Moderate risk of infective endocarditis.

Septal defect closure device

An artificial device that closes off an abnormal connection/ “hole in the
heart.” No cardiac murmur.

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months after
implantation)
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Cardiac term Explanation and, where relevant, infective endocarditis risk
Transcatheter implanted Areplacement aortic heart valve implanted by keyhole approach,
aortic valve typically from the groin.
High risk of infective endocarditis (due to presence of prosthetic
material).
Transcatheter procedures Procedures performed through peripheral blood vessels to change the

structure of the heart or heart valves.

Tricuspid regurgitation (TR) |Leaking tricuspid valve.
Low risk of infective endocarditis.

Vascular grafts Artificial material implanted into the major blood vessels, for example
during aortic aneurysm repairs.

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months after
implantation)

Vena cava filters Sieve-like artificial structures implanted in the inferior vena cava that are
designed to prevent recurrent embolisation of deep vein clots to heart
and lungs. No cardiac murmur.

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months after
implantation)

Ventricular assist device Pump mechanisms implanted into a failing heart that may be used pre-
heart transplant.
High risk of infective endocarditis.

Ventricular septal defect Hole between pumping chambers of heart that is associated with a
(VSD) systolic cardiac murmur.

Low risk of infective endocarditis.

(N.B. High risk of infective endocarditis in the first six months if any
prosthetic material used for closure)

Viridans Group Streptococcal |A common bacterial cause of infective endocarditis that may originate
Infective Endocarditis from the oral cavity.
(VGS IE)
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Glossary of dental terms

Explanations of the dental terms used in this implementation advice to assist non-dental users are

provided below.

Dental term

Explanation

Apical stop

A barrier that creates a seal at the tip (apex) of the tooth canal during
root canal treatment.

Basic periodontal
examination (BPE)

Examination of the gums around teeth using a ball-ended probe to
assess health or disease. Gums which resist the probe are noted to be
healthy. Where the gum bleeds or the probe slides beneath the gumline,
gum inflammation or gum disease respectively is present.

Dental implant

Atitanium alloy screw surgically inserted into the jawbone to replace a
missing tooth or teeth, or to provide better retention for a prosthesis.

Dento-gingival junction

The area where the teeth meet the gumline.

Endodontics

Branch of dentistry focused on diagnosis and treatment of diseases
associated with the dental pulp (e.g. root canal treatment).

A band usually made of stainless steel or plastic that is wrapped around

Matrix band a tooth during the restorative process to provide a wall against which to
pack the restorative (filling) material.
Soft tissue lining of the mouth composed of epithelium and connective
Oral mucosa

tissue.

Oral surgery

A dental speciality that involves both simple and more complex surgical
procedures related to the mouth, teeth, gums, jaws and lips (e.g.
biopsies, surgical tooth extraction, dental implant placement).

Orthodontic appliance

A device used to move or tilt teeth to align and correct the bite. Can also
be used as part of a wider treatment plan affecting the jaw bones.

Can be fixed (i.e. removal only possible by the orthodontic team) or
removable (i.e. can be removed by the patient).

Orthodontic separators and

Separators are often elastic materials that are placed between the teeth
to temporarily move them and create space for orthodontists to fit

bands
(metal) orthodontic bands, which are part of orthodontic appliances.
Describes the area around the tooth apex

Periapical (Note: periapical as a noun is also a type of dental x-ray of the tooth and

supporting bone).

Peri-implant mucosa

The soft tissue lining that forms around a dental implant.

Periodontal

Aterm that describes the supporting structures of a tooth.
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Dental term

Explanation

Plaque and bleeding indices

A scoring system to record how many surfaces of a tooth present with
plaque biofilm and how many surfaces of the gum present with bleeding
with gentle probing (which indicates inflammation).

Professional mechanical
plaque removal (PMPR)

The process to control and remove dental plaque biofilm and calculus
(hard calcified deposits) from the tooth crown and root surface during
periodontal care.

PMPR was previously described by terms including scale and polish,
supra- and subgingival scaling, supragingival mechanical biofilm control,
root planing, root surface debridement, scaling and curettage.

Pocket charting

An assessment of the extent of gum disease by probing around the gums
throughout the mouth with a blunt probe. This can cause bleeding of the
gums. Pocket charting allows a dental professional to assess and record
gum health and disease over time to determine if gum disease is being
controlled or not.

Preformed metal crowns

A crown constructed from stainless steel for molar teeth. Commonly
used in deciduous (baby) teeth in children.

Prosthodontic appliances

A dental prosthesis that is used to replace teeth and supporting
structures.

These can be fixed (i.e. cannot be removed by the patient) and
supported by the remaining dentition or a dental implant (e.g. crown or
bridge) or removable (e.g. denture).

Rubber dam

Athin rubber sheet, held in place over a tooth or teeth using a clamp,
that is used to isolate the tooth or teeth from the rest of the mouth for
certain dental treatments. This prevents contamination of the tooth and
protects the patient’s airway.

Rubber dam clamps

A metal holder that secures rubber dam over the tooth being treated.
Usually sit above the gum but can be placed at gum level or just below
the gum in some cases.

Subgingival restorations

Dental fillings, crowns and bridgework which are prepared and placed
beneath the gumline.

Supragingival restorations

Dental fillings, crowns and bridgework which are prepared and finished
above the gumline.

Temporary anchorage device
(TAD)

Usually a small titanium alloy screw that is surgically inserted into the
jaw bone to prevent unwanted tooth movement during orthodontic
treatment.
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1. Introduction

This document sets out national guidance for the accreditation of Tier 2 Oral Surgery practitioners in
England and Wales, providing a transparent, consistent, and clinically robust framework aligned with
the NHS Oral Surgery Commissioning Guide. Its purpose is to support commissioners, Managed
Clinical Networks and providers in assuring that patients receive high-quality, safe, and effective oral

surgery care delivered by practitioners withthe appropriate level of skill, experience and governance.

The British Association of Oral Surgeons (BAOS), as the recognised professional body representing oral
surgery in the UK, is uniquely and ideally placed to define the standard of clinical competence, training
and professional development required of Tier 2 Oral Surgery performers. BAOS brings national clinical
expertise, educational leadership and a deep understanding of workforce development across primary,
community and secondary care settings. Through this guidance, BAOS supports a nationally consistent
interpretation of the commissioning requirements, while allowing appropriate local flexibility in

delivery.

The framework describes the expected standards of practice, eligibility criteria, routes to accreditation
and minimum portfolio evidence required to demonstrate competence at Tier 2 level. It emphasises
proportionate and defensible governance arrangements, including assessment processes,
accreditation panels, maintenance of accreditation and appeals, all of which are mapped to NHS

commissioning expectations and principles of clinical governance.

Central to this guidance is BAOS’s core mission: to promote excellence in oral surgery through
education, training and research for the benefit of patient care. By setting clear national standards and
supporting fair accreditation processes, BAOS aims to enhance patient safety, improve quality and
consistency of care, support professional development and provide assurance to commissioners and
the public, that Tier 2 Oral Surgery services are delivered by appropriately skilled clinicians within robust

governance frameworks.

The framework has been informed by the Guide for Commissioning Oral Surgery and Oral Medicine, the
NHS Oral Surgery Clinical Standard, the Welsh accreditation model for dentists with enhanced skills in

OralSurgery andthe current NHS England documents on Level 2 accreditation.

While commissioning arrangements in Scotland and Northern Ireland differ and this guidance is
therefore not directly applicable within those systems, the document remains of relevance. The

principles described, including assessment of competence, minimum evidence standards, clinical
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governance expectations, and maintenance of accreditation, are transferable and could be used as a
reference framework where commissioners or professional bodies seek to assess skill level, assure

quality, ormove towards greater standardisation of Tier 2 Oral Surgery provision.

With adoption across England and Wales, this guidance establishes a nationally standardised Tier 2
Oral Surgery accreditation framework for these two nations. It provides a consistent definition of the
skill level, clinical competence and governance requirements expected of Tier 2 Oral Surgery
practitioners, aligned to NHS commissioning principles and underpinned by professional standards set
by the BAOS.

2. Tiered Oral Surgery Framework (Tier 1-3)

This section defines the Tier 1, Tier 2 (with a further partition into 2A and 2B) and Tier 3 oral surgery
framework used to support consistent commissioning, workforce development and patient pathway
design across England and Wales. The model reflects established national guidance, the NHS Oral
Surgery Clinical Standard and the Guide for Commissioning Oral Surgery and Oral Medicine (whose

original explanation is shown in the table that follows)

LEVEL 1 procedures/conditions (General Dental Practice)

Extraction of erupted tooth/teeth including erupted uncomplicated third molars

» Effective management, including assessment for referral unerupted, impacted, ectopic and
supernumerary teeth

« Extraction as appropriate of buried roots (whether fractured during extraction or retained root fragments),

* Understanding and assistance in the investigation, diagnosis and effective management of oral mucosal
disease

* Earlyreferral of patients (using 2-week pathway) with possible pre-malignant or malignant lesions

* Management of dental trauma including re-implantation of avulsed tooth/teeth

* Management of haemorrhage following tooth/teeth extraction

e Diagnosisandtreatmentoflocalised odontogenicinfections and post-operative surgicalcomplications
with appropriate therapeutic agents

» Diagnosis and referral patients with major odontogenic infections with the appropriate degree of urgency.

* Recognition of disorders in patients with craniofacial pain including initial management of
temporomandibulardisorders and identification of those patients who require specialised management

LEVEL 2 procedures/conditions (Tier Two Oral Surgery)
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e Surgicalremoval of uncomplicated third molars involving bone removal

e Surgicalremoval of buried roots and fractured or residual root fragments
e Managementand surgicalremoval of uncomplicated ectopic teeth (including supernumerary teeth)

e Managementand surgical exposure of teeth to include bonding of orthodontic bracket or chain
e Surgicalendodontics

* Minor soft tissue surgery to remove apparent non-suspicious lesions with appropriate histopathological
assessment and diagnosis.

* Proceduresinvolving soft/hard tissues where there is anincreased risk of complications (such as nerve
damage, displacement of fragments into the maxillary antrum and fracture of the mandible)
e Managementand/ortreatment of salivary gland disease
e Surgicalremoval of tooth/teeth/root(s) that may involve access into the maxillary antrum
* Managementoftemporomandibulardisorders and craniofacial painthathave notrespondedtoinitial
therapy
e Treatmentofcysts
e Management of suspicious/non-suspicious oral lesions
= The placement of dental implants requiring complicated additional procedures such as bone grafting,
sinus lifts etc.
e Treatmentofcomplexdentoalveolarinjuries
* Managementof spreadinginfections and incision of abscesses (or abscess) requiring an extra-oral
approach to drain
Depending on the complexity of the procedure, consultant-led care may be required to manage any of the above and, in
addition, is required for the procedures listed below. These procedures will be delivered within ateam (which may
include specialist trainees, specialists and SAS grades) who have appropriate ability and facilities to provide high
quality care for patients:
* management of jaw and facial fractures
* management of congenitaland acquired jaw anomalies
e advanced oralimplantology and bone augmentation

e diagnosis andtreatment of anomalies and diseases of the TMJ
diagnosis and treatment of salivary gland diseases

April 26 5





| IBAOS
BRITISH ASSOCIATION
. OF ORAL SURGEONS

The tiered approach ensures that oral surgery care is delivered:

e Byclinicians with appropriate competence,
* Inasetting proportionate to clinicalrisk,

* With effective use of primary, community and secondary care capacity.

This should allow commissioners to:
* Maintain routine care within general dental services,

e Preventinappropriate escalation of low-complexity cases,

* Preserve enhanced and hospital capacity formore complex need.

Tier 1-Core Oral Surgery in Primary Care

Tier 1 comprises oral surgery procedures that fall within the expected competence of a General Dental

Practitioner (GDP) and are safely delivered within routine primary dental care.

Tier 2 —Intermediate Complexity Oral Surgery (Delivered in Primary or Community Care Settings)

Tier 2 services manage cases that exceed Tier 1 complexity but do not require hospital-based specialist or
consultant-led care. Evidence demonstrates that commissioning Tier 2 services improves access,

reduces waiting times, and relieves pressure on secondary care services.

In Wales, Tier 2 competence is assured through the All-Wales DES accreditation process, which
provides a nationally consistent, independently assessed register of clinicians available to
commissioners. This modelisincreasingly referenced as good practice in workforce assurance.

Tier 2A - Dentists with Enhanced Skills (DES)

portfolio-based process,

e Competence recognised formally,

* Practicingunder specific Tier2commissioning arrangements.
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Tier 2B—GDC-Recognised Oral Surgery Specialists or Experienced DES

* Delivered by GDC-registered Oral Surgery Specialists or an experienced DES,
e Stillappropriate for primary or community settings,
* Maymanage greater surgical complexity or risk than Tier 2A within the same care setting.
The distinction between Tier 2A and Tier 2B enables commissioners to recognise varying levels of

practitioner experience and expertise, from those developing their skills to specialists or more

experienced dentists. It also provides a clear progression pathway for DES practitioners and supports
flexible service models, while maintaining patient safety.

Tier 3—Specialist/ Consultant-Led Oral Surgery (Delivered in Secondary Care)

Tier 3includes oral surgery that requires hospital infrastructure, advanced anaesthetic support, or

management of significant medical or surgical complexity.

Purposein commissioning
* Reservedforpatients who cannot be safely treated in primary or community settings,

* High-cost, low-volume provision requiring careful capacity protection.
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Note:Thistableisillustrativeandintendedto supportcommissioningdecisions. Finalinclusionshould be

informed by local MCN guidance and risk assessment.

Procedure/Case Type i Tier 2A | Tier Tier 3 (Hospital)

(DES) (Specialist or
Experienced
DES)

Simple exodontia v v v v

We will expect this only if the patient We will expect this only
needs treatment with sedation if the patient has
extreme medical or

dental anxiety needs

Surgical extraction (moderate | X v v v

difficulty)
We will expect this only
if the patient has
extreme medical or
dental anxiety needs

Surgical  extraction (high | % X v v
difficulty/higher sinus or nerve

risk)

Removalofburied or fractured | X v v v
roots

Unerupted or impacted teeth | X v v v

(non-complex)
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Unerupted or impacted teeth | X X v v

(complex)

Third molar coronectomy X X v v

Apicectomy x Vi v v

Oral softtissue surgery / biopsy X Limited* Limited* v

Patients with mild medical | V/ v v v

complexity (ASA )

Patients with significant | X Limited* Limited* v

medical complexity (ASA lll+)

Need for IV sedation x Vi Vi v
We will expect this only
if the patient has
extreme medical or
dental anxiety needs

Need for general anaesthesia X X X v

*Where explicitly supported by local commissioning arrangements and governance.

T Where appropriately commissioned, trained and supported
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Why Tier 2 Accreditation Is Critical for Commissioners

1. Assured Clinical Quality

Formal Tier 2 accreditation provides transparent, defensible evidence of competence, reducing

variability and reliance on informal credentialing processes.
2. Improved Access and Capacity

Commissioning Tier 2 services enables care to be delivered closer to home, reduces hospital waiting

lists, and improves equity of access across geographies.
3. Workforce Sustainability

Tier 2 accreditation supports career progression, retention, and skill development without requiring

entry into specialist training, aiding long-term workforce resilience.
4. System-Level Planning
Acleartiered framework supports:

* Route-to-care clarity forreferrers,

* Predictable case-mixforproviders,

* Betterfinancial and activity modelling for commissioners.

Summary

The Tier 1-3 oral surgery framework, supported by Tier 2 accreditation, provides commissioners in
England and Wales with a robust, scalable and quality-assured model for oral surgery service planning. It
aligns case complexity with practitioner competence, supports efficient use of NHS resources, and

underpins safe expansion of intermediate oral surgery services.
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3. What the Oral Surgery Commissioning Guidance Expects of Tier 2
Performers
NHS England commissioning and clinical standard documents describe Tier 2 Oral Surgery as care

involving procedural and/or patient complexity beyond routine primary dental practice, but which can

usuallybedeliveredinasuitable primary care settingby a clinicianwith enhanced skills and experience.

Commissioning
expectation

Implication for accreditation

The dentist must be able to recognise which cases are
suitable for Tier 2 care and which cases require referral
onward to specialist or secondary care.

Appropriate referral
assessmentand triage

Independentdeliveryof | The dentist must demonstrate current practical
intermediate-complexity oral | competence in the procedures and case types that fall
surgery | within commissioned Tier 2 oral surgery.

The dentist must show sound judgement, safe
Recognition of clinical limits | escalation, and awareness of personal and service
boundaries.

The dentist must work within Managed Clinical
Network pathways and take part in audit,
benchmarking, and quality assurance.

Governance and networked
practice

The dentist must demonstrate good communication,
Patient-centred care | governance, valid consent, appropriate record
keeping, and evidence of positive patientexperience.

4. Purpose of accreditation

Accreditation should confirm that the applicant can safely and independently provide commissioned
Tier 2 Oral Surgery care in an appropriate setting. It should give assurance that the performer has the
knowledge, judgement, technical ability, governance awareness and patient-centred behaviours
required for this role.

Importantly, accreditation should also provide clear assurance to commissioners, and transparency to
patients, that Tier 2 Oral Surgery care is being delivered by practitioners who meet nationally agreed

standards of competence and governance.
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5. Principles

* Theprocessshould be transparent, nationally consistent, and evidence based.

* Accreditationshould be based ondemonstrated contemporary competence ratherthantitle
alone.

* Theprocessshould be proportionate and fair, with due regard to equality, diversity, and inclusion.

* Judgements should be based on multiple complementary sources of evidence.

* Theframework should support both assessment and workforce development.

* This accreditation should be transferable across national ICBs.

6. Scope

This guidance applies to performer accreditation for dentists seeking recognition as Tier 2 Oral Surgery
performers in England and Wales. It does not replace separate site and provider assurance

requirements relating to facilities, equipment, staffing or contractual arrangements.

7. Eligibility to Apply

Requirement Expected evidence

Primary qualification and | Recognised dental degree; full GDC registration; good
registration | standing.

On the NHS dental performers list or eligibility for
NHS eligibility | inclusion on an NHS dental performers list in England or
Wales, where applicable.

Currentindemnity appropriate to the proposed scope of

Indemnity i
oral surgery practice.

Normally at least 7 years post-qualification, including at
least 2 years with significant oral surgery and/or OMFS
exposure.

Post-qualification
experience

Recent relevant oral surgery case mix and evidence of

Currentactivity . .
continued practice.
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Relevant post-qualification experience may include DCT / SHO posts in Oral Surgery or OMFS, trust

grade or specialty doctor posts, specialist practice attachments, supervised primary care oral surgery

sessions, or community dental service posts with relevant case mix.

The panelshould only award accreditation whenitis satisfied thatthe applicantcanindependently

Route 1:
Existing Oral
Surgery
Specialist

8. Routes to Accreditation

Suitable applicants

Clinicians who are already
Oral Surgery Specialists
will not need any further
accreditation to work in
Tier Two Oral Surgery.

Panel expectation

Confirmation of specialist status
should be the only requirement, along
with a reference from a relevant
colleague who confirms current
practice in Oral Surgery

Route 2:
Accredited via
direct portfolio

Clinicians who already
possess sufficient
evidence of competence,
recent activity and
readiness forindependent
Tier 2 practice.

Full portfolio submitted for review with
no substantial developmental gap.

Route 3:
Partial
accreditation
viadirect
portfolio

Clinicians with strong
experience but
incomplete evidence.
Clinicians with gaps in
their skillset.

Accreditation panel may require
additional WBAs, further case
evidence, mentoring, or a defined
period of supervised development; or
some form of partial accreditation that
can be managed with suitable triage at
a practice level.

and safely:

* assess and triage referrals appropriately;

9. Standard Required for Accreditation

* identifywhich cases are suitable for Tier 2 care and which require onward referral;

* diagnose, treatment plan and obtain valid consent;

e carry outrelevant oral surgery procedures competently;

April 26
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* manage commonintra-operative and post-operative complications;

e communicate effectively with patients, carers, referrers and colleagues;

e maintain high standards of record keeping, governance, and professionalism.

Section

1. Eligibility and

10. Portfolio Evidence Requirements

Core content

Qualification certificate,
GDC registration,
appropriate indemnity,

performer number,

Why it matters

Confirms legaland
professional

Suggested notes

Application pack
with cover sheet

identity . lisibilit and document
declaration of good eligibility. checklist.
standing and personal
statement.
1. Career ) Ch.ronotloglcall cv l Demc;n§:ratfs Highlight
historyandoral | S °CW!Ngali posts, ora maturty o DCT/OMFS and
surgery exposure, dates, experience and .
surgery ) supervised OS
. WTE and supervisory relevance of .
experience . sessions clearly.
arrangements. training.
MFDS/MJDF/equivalent;
. Supports the e
IACSD trained; Qualifications
. knowledge base
1. Formal PGCert/PGDip/MSc;

education and
qualifications

validated oral surgery

courses; radiology,

consentand emergency
training.

but does not
replace or

demonstrate

competence.

should strengthen,
not automatically
confer,
accreditation.

2 &3. Clinical
logbook

Dated case log covering
most recent 24 months,
with range, supervision
status, complexity
(surgical and medical),
complications and
outcomes.

Provides the
clearest picture of
contemporary
scope and
judgement.

Quality, range, and
recency are more
important than raw
numbers.

4.Work-based
assessments

DOPS, CBDs, PBAs and
other suitable WBAs or
reflective logs from
most recent 24 months
practice. These should
show range,

Tests practical
competence and
clinical judgement
in a structured
way.

Assessors should
be suitable senior
clinicians
(OS/OMFS
Consultants, Oral
Surgery Specialists

April 26
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or Senior DES).

5. Governance
and
professionalism

Audit, Ql, appraisal,
peer review, SEA,
safeguarding, EDI,

infection prevention,

medical emergencies,
and teaching where

Demonstrates
reflective practice,
organisational
reliability and
professional

Evidence should be
current and
proportionate.

maturity.
relevant.
Shows ongoing
6. Specialty- Oral surgery CPD log professional Covering the
- cross-referenced to development and .
specific CPD i previous 3-5years.
competency domains. | recency of
knowledge.
Patient feedback, Confirms that the
. PREMs, complaints, dentistis not only Include
7. Patient- i . .
centred reflection, MSF, technically anonymised
. compliments, and capable but also example where
practice

communication
examples.

safe and effective
with patients.

useful.

8. References
andreferee
reports

Two recent structured
references, including at
least one experienced
DES, Specialist Oral
Surgeon, Consultantin
OS or Consultantin
OMFS.

Independent
corroboration of
competence,
professionalism,
and
communication.

Use a standard
national referee
form.

April 26

11. Suggested National Minimum Evidence Standard

Post-qualification

Suggested Minimum Standard

Normally a minimum 7 years post qualification, including

experience | at least 2 yearswith significantoral surgery and/or OMFS

exposure.
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Clinical logbook

Recentlogbook covering the previous 24 months, showing
breadth, continuity and judgement. In the absence of
DOPs/CBDs/PBAs, then the logbook should include
detailed reflective logs of at least 20 cases.

Minimum 10 DOPS, preferably from the previous 24 months.

DOPS

CBDs Minimum 5 CBDs, preferably from the previous 24
months.

PBAS Minimum 5 PBAs, preferably from the previous 24

months.

Governance evidence

Evidence of audit / Ql, appraisal, medical emergency
training and core mandatory updates.

Patient-centred

Evidence of patient feedback or equivalent, and reflective

evidence | response where relevant. PROMS/PREMS records.
Two satisfactory professional references, including at least
References | one experienced DES, Specialist Oral Surgeon, a consultant in

OS or consultantin OMFS.

A national framework should not rely on case numbers alone. The minimum standard should be

interpreted alongside the quality of evidence, case complexity, independence, judgement and patient-

centred behaviours shown across the whole portfolio.

12. Accreditation Process

Stage

1.Administrative | Check

screening | declarations, identity, and references.

Description Typical output

Application accepted for
review or returned for
completion.

completeness, eligibility,

2.Clinical | Panelreviews portfolio against national Draft panel judgement
portfolio review | criteria. and any queries.

3. Optional
interview

Used where the portfolio is borderline or
clarification of judgement, insight or
scope is needed.

Clarified evidence base
for decision.
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Panel decides whether to accredit,

accredit with conditions, or defer / not
yet accredit.

Formal written outcome

4.Decision .
with reasons.

Successful applicants are recorded on | Visibility to
5.Entrytoregister | the relevant accredited performer list or | commissioners and
register. MCNs.

13. Accreditation panel

Panels should operate to nationally consistent standards, declare conflicts of interest, and maintain a

clear audit trail of decisions.

Suggested membership Purpose

Chair, ideally independent or

lay

Supports objectivity, fairness, and oversight.

Consultantin Oral Surgery

Provides specialty-specific clinical judgement.

GDC Specialistin Oral Surgery

Adds senior specialty perspective and breadth.

Managed Clinical Network

representative

Connects accreditation to service pathways,
benchmarking and quality assurance.

Commissioner / NHS England | Ensure

representative

alignment with
expectations.

commissioning

Experienced primary
representative

care
Brings practical service delivery perspective.

process integrity, records, and

communication.

Supports
Administrative support

The role of the panelis not a punitive one, its main purposes are to ensure patients’ safety, and to help the
maintenance and development of the oral surgery workforce in primary care. Even in the case of a
rejection, the aim should always be to provide constructive feedback and solutions for any areas of an
application that have been marked as below the necessary standard, so there are continuous

development opportunities and the future of the Tier 2 Oral Surgery services is protected.
Inthose cases of partial accreditation/accreditation at Tier 2A level, the panelwill offer advice on
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restrictions that are necessary. At a practice level, there’ll be a strong onus on their governance and
triaging to help the Tier 2A DES work at a suitable level, together with training, completing CPD and being

mentored as part of their career progression to Tier 2B accreditation.

14. Role of Managed Clinical Networks

In the NHS, a Managed Clinical Network (MCN) for Oral Surgery acts a consultant led, collaborative
group that brings together clinicians from primary, secondary, and tertiary care to provide high quality,
consistent and equitable patient care. Governed by the NHS, ICBs or PHBs, MCNs are designed to
bridge the gap between different care providers, ensuring that patients receive the right treatment, at
therighttime, intheright place, regardless of organizational boundaries. They should-

e support consistent standards and referral thresholds;

* provide specialist linkage and quality assurance;

e supportbenchmarking, outcome review and audit;

» facilitate mentorship and developmental opportunities;

* help maintain a sustainable and safe Tier 2 workforce.

15. Maintaining Accreditation

Accreditation should not be permanent. A reasonable national approach would be reaccreditation
every five years, supported by evidence of continued oral surgery activity, CPD, updated case log
summary, audit/ Ql, appraisal, patient feedback, and currentindemnity and GDC standing.

An Oral Surgery Specialist would not be expected to submit a logbook of cases as part of the Tier 2
accreditation or reaccreditation process. Recognition as a specialist is accepted as evidence of having

met the required standards of training and competence.

However, the specialist may be asked to provide proportionate supporting evidence, such as a current
curriculum vitae and confirmation of recent and relevant experience, including evidence of working
within a primary care setting. This may be supported, where appropriate, by a clinical reference

attestingto current scope of practice and suitability to deliver commissioned Tier 2 Oral Surgery care.
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Reaccreditation

X Expected evidence
domain

Professional standing Current GDC status, indemnity, and declarations.

Summary of oral surgery activity and case mix during the

Current practice reaccreditation period.

WBAs if indicated, reflective logs of notable cases or

Capability maintenance complications.

Audit/Ql, SEA, complaints and incidents with learning,

Governance appraisal evidence.

CPD CPD record showing learning relevant to oral surgery.

16. Appeals

Applicants should have access to a formal appeals process on grounds such as procedural irregularity,
conflict of interest, factual error or failure to consider submitted evidence. Unsuccessful applicants
should receive a written explanation, a summary of the deficits identified, and a clear description of the

evidence needed for reapplication.

17. Summary Statement

Accreditation as a Tier 2 Oral Surgery performer in England and Wales should be awarded based on
demonstrated contemporary competence. No single item of evidence should be sufficient on its own.
The strongest decisions will be based on the combination of a credible CV and training history, recent
and relevant post-qualification experience, a robust clinical logbook, structured WBAs, postgraduate
qualifications where relevant, strong referee evidence, governance activity, and evidence that the

dentist communicates well and provides good patient-centred care.
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18. Source Documents

1 Guide for Commissioning Oral Surgery and Oral Medicine

2 Aframeworkforthe Accreditation Process of Dentists with Enhanced Skillsin OralSurgeryin

Wales.

3 NHS England: Guidance for Commissioners on the Accreditation of Performers of Level 2
Complexity Care.

4 NHS England: Provider Assurance Framework for Commissioning of Providers of Level 2
Complexity Care.

5 NHS England: Oral Surgery Clinical Standard.
6 NHS England: Introductory Guide for Commissioning Dental Specialties.

7 Accreditation Checklist for Referees —East of England, London and Lancashire Tier 2 Minor Oral

Surgery
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Monday 13 April 2026

19:00 – 22:00

Online, Zoom





M I N U T E S



In Attendance: JW, MS, Ben Lewis, Dan Naylor, Jon Everard, Sarah Grice, Lucy Thomas, VH, Tracey, Jack Moore, Ahmer Ali, Anwen Hooson, Emma Pearce, Esther Afun, Vijaya Laxmi, Marco, M Ramzan, Dominic Smith, CCDP, P George



		Agenda Item

		Person Responsible 

		Attachments/

Supporting Information



		1.1   Welcome and Apologies

		JW/MS

		Andrea Stone, Ian Douglas, Mostafa Hassan



		1.2   Minutes of Previous Meeting

		JW/MS

		

Approved as accurate.



		

For Discussion and Matters Arising



		2.1   Contractual Matters

 - Updates following contract roll-out

 - Software issues – kick-back to LHB / WG

 - NWLDC stance and where to go from here

		JW/JM/MS

		HB appear to understand the stress on practices, particularly with many practices having to change software. JW/MS to feed back to HB on Thursday the need to cut practices some slack with respect to incorrect codes etc. – inevitable part of the process and emphasis should be on reducing admin burden on practices as far as possible with any corrections / resubmissions.
AA raised issue of ACORN data not transferring from Exact to Dentally, for example, and the difficulty in the resubmission process. 

Note, the following documents may be of some use (copies on LDC website > publications):





       

For avoidance of doubt, the latest vignettes document was published on 19th March:







Note also the local guidance from Betsi regarding variations from national metrics. LHB have advised that they are happy to talk to practices individually if they feel that numbers do not (cannot) work for them.

[image: ]

Contracting team email 30th March – notification / guidance around accepting new patients, urgent care and de-listing patients. The spreadsheet attached to the email requires completion / submission if the occasion arises.







      

Latest dentist bulletin from NHSBSA – Compass is coming to an end and to be replaced with the new NHS Dental Services Portal (NHSDSP). 
https://email.nhsbsa.nhs.uk/t/cr/AQjIixYQxuqNAhjBopZgPJW8lYIb5FY1dtJUiXz5Gx57T5CSJVu7TxwO0bIvkX4

Compass – form to fill-in if submitting manually at present is actually fairly useful in breaking down / outlining how care packages generally are claimed. Worth spending 10 minutes on this if you have it, even if you don’t need to manually transmit claims.

Plan eventually is to enable each care package to be submitted individually in the long-term, presently can only be submitted as one. Guarantees are now termed warranties. Still some ambiguities as to what we have to offer warranties on – we’re not 100% clear. Lots of helpful WhatsApp groups and useful to watch what people are sharing.

Many items under the miscellaneous heading are equally unclear at present. Repairs for example are frequently being mentioned – on Dentally it appears to come up as free of charge, but the patient pays the lab bill (max. £66). 

Incomplete treatments – changed in that full care package payment is now payable to the practice. The exception to using the incomplete indicator would be when claiming for an Extended Restorative care package where a patient has received one to four fillings or extractions rather than the original planned five to eight fillings or extractions. In this example a Simple Restorative care package should be selected.

Lab charges – maximum tariffs set by NHS – excess must either by absorbed by the practice or another lab found.

BDA / Welsh Government Mortarium – on 11th March, BDA Cymru met with Welsh Government and NHS Wales leadership specifically to address concerns and make the case for a first-year moratorium on several high-risk elements of the contract.

https://www.bda.org/news-and-opinion/blog/wales-securing-stability-in-a-year-of-change/

The following letter from WG details their analysis and final response to the BDA proposals:





WAG now in “pre-election period of sensitivity” (previously purdah) and so communications will be minimal-nothing.

ACTION: JW to email contracting team regarding new NHS system / patient charges, and specifically around miscellaneous care packages, denture repairs and associated charges / warranties. Update: completed 13th April.



		2.2   HB Updates

 - Restorative / Paediatric consultants

 - Collaboratives / clusters / BCU academy

		JW/MS/BL

		Professional collaboratives – no news. JW/MS did receive an email on 11th Feb re: arranging lunchtime sessions but we pushed back on this – if this is viewed as an integral part of healthcare delivery then time should be found for it during clinical hours with funding or metric reductions to reflect this (we would assume that this is how it would be handled for other professions). 

2x new paediatric consultants – interviewed Friday 14th November – two candidates, both very good at interview and demonstrated different, but potentially complimentary, skill sets. As such, although there was only funding for 1x WTE, SS has managed to secure additional funding to be able to appoint both (1x F/T and 1x P/T). Currently going through the pre-employment checks and agreeing base location. Start date TBC.

The restorative consultant position – interviewed Friday 14th November. Single applicant, Karun Dewan, who was offered the post. He only wants it P/T as he has professional commitments in Birmingham, so is going to do 1 day/week (probably a Tuesday) but will hopefully be able to undertake additional work to support the Tier 2 development (depending on funding from Rachael and the NWOHSG).



		2.3   Dentist and DCP Recruitment

		DN

		Difficulty in LDC advertising vacancies has been discussed previously (albeit a while ago now) – some members happy with the idea, others concerned re: impartiality. Perhaps we need a new vote to that end.

Everybody reported that nurse recruitment is equally difficult, with hygienist / therapist recruitment somewhat improved since the start of the Bangor programme.

PVLE – raised again as an issue in North Wales and the impact that some practices feel it is having on their ability to perform their contracts. JE – experience in NW England – TPD in place and a well-funded (almost DFT-like) set-up.

ACTION – JW to email Rachael / Angie from HB to meet with us, DPAs, and specific LDC members with clear experience (Marco, Mostafa, Jon). Update: completed 13th April.



		2.4   LDC Matters

 - Review of committee roles / personnel

 - Meeting structure and face-to-face meetings

 - Seren programme

		DN/JW/MS

		JW outlined stipend and guild rate (currently £415 for 2026 – backdated to 1st April).

ACTION – JW / MS draw up questionnaire regarding expanding committee roles so less onus on Chair / Sec. 

Seren – funding is now (finally) being realised to reimburse local practitioners who help with the programme and all in all everything seems much more sustainable.
The question now is, to build on momentum, how do we reach out to these students who have been successful in getting in to University and keep them engaged with working in North Wales?

TT leading WS8 for BCU Academy and opportunity to build-on this collaboratively.

ACTION – JM / DN expressed interest in attending these meetings with TT and MS. MS to forward Teams invite to interested parties. Update: completed 14th April.

BL – the impact of involving DFT is limited by national recruitment. Goes back to the annual North Wales LDC educational meeting which came out of the LDC communication research from a number of years ago.

The other option is extending the undergraduate outreach programme to involve GDPs – this is to be brought up at the WS8 meeting(s) – MS to feed-back.



		

Updates (Chair/Secretary updates, inc. GDPC and OHSG, covered in 2.1 and 2.2)





		3.1   Treasurer

		AH

		£59,727.29 in the account.

Vote on upcoming annual donations – the following proposals were put forward and seconded without objection: 

£3,750 Dental Guild, £2,500 BDA Benevolent Fund, £2,500 ConfiDental, £500 British Fluoridation Society. 

ACTION – AH to action the above donations and feed-back.

DN proposed that, given the amount in the account, we stop levy payments unless we have actioned some of the beforementioned proposals (expanding committee roles, engaging undergraduate students post-Seren) between now and the next meeting.



		3.2   Orthodontics

		BL

		Guidance for the management of patients requiring combined orthodontic-restorative treatment in primary care has been developed by BCUHB Orthodontic Clinical Management Network and approved by the LDC (based on British Orthodontic Society guidelines ‘Consent in Orthodontics 2024’):





Primary care ortho update – with the recent round of primary care commissioning in 2025, additional UOAs were awarded to Greenacres and Wrexham Dental Works. This has resulting in a waiting list discrepancy between the practices. The HB will be notifying the GDPs of the waiting list times at each of the specialist practices, to allow the referring dentist to discuss the various waiting times with the patients/parents in case they would prefer to travel to a practice with a shorter waiting time. However, there will be NO transfers allowed between providers once treatment commenced. JW raised the point of the transfer of patients already referred to equalise the waiting lists – BL has emailed the HB and will keep us posted.

Secondary care ortho update – Maria Dillon on maternity leave. Sarah Gale and BL covering all three sites (firefighting) with the Orthodontic therapist from YG coming to YGC for 1.5 days/week to allow continued supervision of her case load. We will be going out to recruitment in the summer once the paeds / restorative consultants are in post. There has a been a programme of WG funded InSourcing where outside consultants have attended all three sites to see the new patients. The idea is that they will undertake a full assessment and provide a treatment plan and onward referral as required. They have seen circa 900 patients and converted circa 700 which will now need to be seen in secondary care for ongoing care. Unfortunately, there is currently no additional capacity to do this.



		3.3   Dental Advisors

		KF

		[bookmark: _MON_1564385154]QAVP – continuing as planned, approx. 2-4 visits/month.

QAS response very good – possibly only 2-3 ‘red’ practices this year.



		Any Other Business?

1. DDRB March 2026 - recommendation 2 (page 19) “We recommend a 3.75 per cent increase to the pay element of dental contracts and to pay for salaried dentists working in Community Dental Services and the Public Dental Service.” 
https://www.gov.uk/government/publications/review-body-on-doctors-and-dentists-remuneration-fifty-fourth-report

WG response to DDRB recommendations: https://www.gov.wales/written-statement-responding-54th-doctors-and-dentists-review-body



2. Updated SDCEP Antibiotic Prophylaxis and Acute Dental Problems resources published – both available through dedicated websites:

Prophylaxis: www.antibioticprophylaxis.sdcep.org.uk

Acute Dental Problems: www.acutedentalproblems.sdcep.org.uk



3. The BDA have launched their 2026 manifesto:

https://www.bda.org/representation/lobbying/wales/make-or-break-a-manifesto-for-dentistry-in-wales/







4. The Competition and Markets Authority investigation into private dentistry has now launched, statutory deadline 4th March 2027:

https://www.gov.uk/cma-cases/private-dental-services-market-study

BDA response: https://www.bda.org/news-and-opinion/news/we-ll-spell-out-the-facts-in-private-care-investigation/



5. NHS Wales ‘Putting Things Right’ was replaced on 1st April 2026 by the new ‘Listening to People: NHS Wales complaints, incidents and redress process’:

https://www.gov.wales/listening-people-nhs-wales-complaints-incidents-and-redress-process 





		Date, Time and Location of Next Meeting:

		



		Monday 15th June 2026

		19:00, Zoom



		Monday 14th September 2026

		19:00, Zoom



		Monday 7th December 2026

		19:00, Zoom
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NHS!

Business Services Authority

———'\

Dental Activity 9000 codes

All General and Orthodontic 9000 codes for England, Wales and Isle of Man are available in
this guide.

There are two sections highlighted to indicate General Clinical Data Set codes and Orthodontic
Data Set codes. Non highlighted information is for all other codes.

General Clinical Data Set codes

Orthodontic Data Set codes

All other codes

If the information does not provide the details you’re looking for, our Customer Contact Centre
is open 8am to 6pm Monday to Friday.

If you submit claims using a Dental Practice Management System, you must contact your
system supplier for any queries on how dental treatments are mapped to the 9000 codes.
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Description

Additional Information

9012

Orthodontic assessment and
review

In England, if a patient is 18 years or over at the mandatory
Date of Referral, code 9177 for Commissioner Approval
must be present

9013

Orthodontic assessment and
refuse treatment

In England, if a patient is 18 years or over at the mandatory
Date of Referral, code 9177 for Commissioner Approval
must be present

9014

Orthodontic
assessment/appliance fitted

In England, if a patient is 18 years or over at the mandatory
Date of Referral, code 9177 for Commissioner Approval
must be present.

In England, Treatment Proposed indicator (code 9415 with
a value of 1) must be present.

9015

Index of Orthodontic Treatment
Need

In England, must be present on all claims for Assess and
Review, Assess and Refuse, Assess/Appliance Fitted, Assess
and Debond, Ortho Treatment Completed, Ortho
Treatment Abandoned, Ortho Treatment Discontinued

9016

Orthodontic Assessment and
Debond - Overseas Patient

England only from 01/10/2022.

Patients must be exempt or have patient charge remission
and cannot have any previous record of ortho treatment in
the NHS

9025

Ethnic Origin

England, Wales

9150

Band 1

Claim must contain at least one Clinical Data Set item
designated as Band 1.

Governs the UDA awarded and, unless Incomplete
Treatment 9164 or Referral for AMS 9319 is present, will
govern any patient charge too.

Discontinued from 01/04/2026 in Wales.

9150

Band 2

Claim must contain at least one Clinical Data Set item
designated as Band 2.

Governs the UDA awarded and, unless Incomplete
Treatment 9164 or Referral for AMS 9319 is present, will
govern any patient charge too.

Discontinued from 01/04/2026 in Wales.

9150

Band 3

Claim must contain at least one Clinical Data Set item
designated as Band 3.

Governs the UDA awarded and, unless Reg 11 9162,
Incomplete Treatment 9164 or Referral for AMS 9319 is
present, will govern any patient charge too.
Discontinued from 01/04/2026 in Wales.

9150

Urgent Treatment

Governs the UDA awarded and, unless Referral for AMS
9159 is present, will govern any patient charge too.
Discontinued from 01/04/2026 in England and Wales.

9150

Advice Only

Discontinued from 01/04/2022

9150

Triage Claim

England only from 23/03/2020. No longer necessary to
submit

9151

Nurse Applied Fluoride Varnish

England only from 01/04/2026

9152

Domiciliary Services








Description

Additional Information

9153

Free Repair/Replacement

Claim must be for Band 2, 3 or Urgent.

Claim for original treatment must be present on the
Compass database.

Clinical Data Set must include a repaired or replaced
restoration, such as filling, crown, or inlay.
Discontinued from 01/04/2026 in Wales.

9154

Denture Repairs

Before 1/04/2026, it is dropped if appearingon a
Banded claim. Otherwise governs the UDA
awarded.

From 01/04/2026, it is retained on a Banded claim
and no extra UDA is received. Otherwise governs
the UDA awarded when it is submitted with code
9160.

9155

Arrest of Bleeding

Before 1/04/2026, it is dropped if appearing on a
Banded claim. Otherwise governs the UDA
awarded.

From 01/04/2026, it is retained on a Banded claim
and no extra UDA is received. Otherwise governs
the UDA awarded when it is submitted with code
9160.

9156

Removal of Sutures

Before 1/04/2026, it is dropped if appearing on a
Banded claim. Otherwise governs the UDA
awarded.

From 01/04/2026, it is retained on a Banded claim
and no extra UDA is received. Otherwise governs
the UDA awarded when it is submitted with code
9160.

9157

Bridge Repairs

Before 1/04/2026, it is dropped if appearing on a
Banded claim. Otherwise governs the UDA
awarded.

From 01/04/2026, it is retained on a Banded claim
and no extra UDA is received. Otherwise governs
the UDA awarded when it is submitted with code
9160.

9158

Prescription Only

Before 1/04/2026, it is dropped if appearingon a
Banded claim.

From 01/04/2026, it is retained on a Banded claim.

9159

Repair to [Orthodontic]
Appliance Fitted By Another
Dentist

9160

Charge Exempt Treatment Only

England and IOM only from 01/04/2026

9161

Ortho Treatment Abandoned

In England, additional code 9415 with a value of 2
signifying Ortho Treatment
Completed/Abandoned/Discontinued must also be
present.

Always accompanied by one of code 9409 (Patient FTR) or
9410 (Patient Requested)

9161

Ortho Treatment Discontinued

In England, additional code 9415 with a value of 2
signifying Ortho Treatment
Completed/Abandoned/Discontinued must also be present








Description Additional Information

In England, additional code 9415 with a value of 2
9161 | Ortho Treatment Completed 3 signifying Ortho Treatment
Completed/Abandoned/Discontinued must also be present

Avalid patient charge equating to the designated Reg 11
Regulation 11 Replacement charge must be present, even if the patient is otherwise
Appliance exempt from charges. This value will be deducted from
base line pay but a Band 3 UDA award will be made.

9162

L Claim must be forBand 1,2 or 3
Further Treatment Within 2 . ..
9163 Claim for original treatment must be present on the
Months
Compass database.
Discontinued from 01/04/2026 in Wales.

Governs any patient charge taken when a course of
treatment is incomplete.

Cannot be used with Urgent Treatment.

Must have an accompanying 9150 Band 1, 2 or 3.
Discontinued from 01/04/2026 in Wales.

9164 | Incomplete Treatment Band 1 1

Governs any patient charge taken when a course of
treatment is incomplete.

Cannot be used with Urgent Treatment.

Must have an accompanying 9150 Band 2 or 3.
Discontinued from 01/04/2026 in Wales.

9164 | Incomplete Treatment Band 2 2








Description

Additional Information

Governs any patient charge taken when a course of
treatment is incomplete.

9164 | | lete Treat t Band 3
neomplete freatment Ban Cannot be used with Urgent Treatment.
Must have an accompanying 9150 Band 3
Discontinued from 01/04/2026 in Wales.
9164 | Incomplete Treatment Wales only from 01/04/2026
In England, mandatory on Assess/Appliance Fit claims.
9165 | Aesthetic Component Generally, must be present if IOTN (code 9015) has a value
of 3
9166 | Sedation Services
A valid patient charge equating to the designated Reg 11
9167 Orthodontic Regulation 11 charge must be present, even if the patient is otherwise
Replacement Appliance exempt from charges. But this value will not be deducted
from base line pay but no UOA will be awarded.
9172 | NICE Guidance Recall Interval In England, mandatory on all adult Band 1, 2 or 3 claims
9173 | Best Practice Prevention Only valid in Wales up to 01/04/2020
9175 | Patient Declined - Email Address England, Wales. Mandatory on English FP170s if Email
Address not present
9176 Patient Declined - Mobile Phone England, Wales. Mandatory on English FP170s if Mobile
Number Phone Number not present
England 01/04/2019 on.
9177 | Commissioner Approved Must be present on English assessment claims if patient is
aged 18 or over at Date of Referral
. Wales 01/04/2020 onward. England from
9178 ?ﬁ;‘::' iiire Professional Type - 01/10/2022 onward.
P Must be accompanied by a DCP GDC Number.
. Wales 01/04/2020 onward. England from
9178 Den‘tal Fare Professional Type - 01/10/2022 onward.
Hygienist )
Must be accompanied by a DCP GDC Number.
. Wales 01/04/2020 onward. England from
9178 BZ:‘E'I (,:\lal:resszess'onal Type- 01/10/2022 onward.
Must be accompanied by a DCP GDC Number.
. Wales 01/04/2020 onward. England from
Dental Care Prof | Type -
9178 cﬁ:icaal T;’z:hnri‘; i:rsf"ona ype 01/10/2022 onward.
Must be accompanied by a DCP GDC Number.
Wales only from 01/04/2020. BAND 1 ITEM.
9179 | ACORN Assessment Carried Out Must be accompanied by a full set ofAFORN codes.
Not allowed on Urgent Treatment claims.
Allowed on Welsh Free Exam claims
Flexible Commissioning Flag -
9181 England only f 01/04/2021
Securing Access for Urgent Care ngland only from 01/04/
Flexible Commissioning Flag -
9181 | Promoting Access to Routine England only from 01/04/2021

Care








Description

Additional Information

Flexible Commissioning Flag -

9181 | Providing Care of High Needs 3 England only from 01/04/2021
Groups
Flexible Commissioning Flag -
9181 Starting Well 4 England only from 01/04/2021
Flexible Commissioning Flag -
9181 Enhanced Health in Care Homes 5 England only from 01/04/2021
Flexible Commissioning Flag -
9181 | Collaboration in Local Care 6 England only from 01/04/2021
Networks
DCP Direct Access Clinician
9182 | Type 1 Dental Therapist
DCP Direct Access Clinician
9182 | Type 2 Dental Hygienist
9182 ?;pPeDIrECt Access Clinician 3 Dental Nurse. England only from 01/04/2026
DCP Direct Access Clinician
9182 | Type 4 Clinical Dental Technician
9185 We|Sh DAP NeW Patient Wales Only from 01/04/2025
9186 Welsh New Urgent Patient
Referral Wales only from 01/04/2025
9190 | Unscheduled Care England only from 01/04/2026
9191 | Care Pathway 1 1-6 England only. Start date to be confirmed.
9192 | Care Pathway 2 1-12 England only. Start date to be confirmed.
9193 | Care Pathway 3 1-6 England only. Start date to be confirmed.
9194 | Pathway Incomplete 1 Patient declined. England only. Start date to be confirmed.
9194 | Pathway Incomplete 5 Did Not Attend and/or shqrt notice cancellations. England
only. Start date to be confirmed.
9194 | Pathway Incomplete 3 Other. England only. Start date to be confirmed.
9195 | Pathway Suspended 1 Extended leave. England only. Start date to be confirmed.
9195 | Pathway Suspended 2 Unforeseen. England only. Start date to be confirmed.
9195 | Pathway Suspended 3 Did Not Attend and/or shqrt notice cancellations. England
only. Start date to be confirmed.
9195 | Pathway Suspended 4 Lockdown (prison contracts only). England only. Start date to

be confirmed.








Description

Additional Information

9195 | Pathway Suspended 5 Other. England only. Start date to be confirmed.
9196 | Pathway Completed England only. Start date to be confirmed.
9201 | Urgent Care Package Wales only from 01/04/2026
9202 | Non-urgent Care Package Wales only from 01/04/2026
9203 | Warranty Permanent 12 or 24 | Wales only from 01/04/2026
Restorations
9204 | Warranty Root Fillings 12 or 24 | Wales only from 01/04/2026
9205 | Warranty 24 | Wales only from 01/04/2026
Crown/Bridge/Inlay/Only/Veneer y
9206 | Referral for Advanced Services Wales only from 01/04/2026
9207 | Referral for High Needs Wales only from 01/04/2026
9208 | Lab Fee Commissioner Approved Wales only from 01/04/2026
9212 New Patient Assessment Care Wales only from 01/04/2026
Package
9213 | Simple Restoriative Care Package Wales only from 01/04/2026
9214 | EXtended Restorative Care 1-3 | Wales only from 01/04/2026
Package
9215 | Periodontal Care Package Wales only from 01/04/2026
9216 | Anterior Root Canal Care Package 1-6 Wales only from 01/04/2026
9217 | Posterior Root Canal Care 1-8 | Wales only from 01/04/2026
Package
9218 | Crown, Bridge, Inlay, Onlay and 1-14 | Wales only from 01/04/2026
Veneer Care Package
9219 | Denture Care Package Wales only from 01/04/2026
9220 | Stabilisation Care Package Wales only from 01/04/2026
9221 | Miscellaneous Care Package Wales only from 01/04/2026
9222 | Recall Wales only from 01/04/2026
9223 | Recall 18-24 months Wales only from 01/04/2026
9301 | Scale and Polish England and IOM, Wales up to 31/03/2020. BAND 1 ITEM








Description

Additional Information

9302 | Fluoride Varnish Can be allowed on Welsh Free Exam claims. BAND 1 ITEM
9303 | Fissure Sealants BAND 2 ITEM
9304 | Radiographs BAND 1 ITEM. Used on FP17 and FP170 claims

IOM, England up to 30/09/2022, Wales up to 31/03/2022,
9305 | Endodontic Treatment IOM up to 30/09/2025. BAND 2 ITEM

Permanent teeth only
9306 | Permanent Fillings BAND 2 ITEM
9307 | Extractions (General) England and IOM, Wales up to 31/03/2020. BAND 2 ITEM
9308 | Crowns Provided BAND 3 ITEM
9309 | Upper Denture - Acrylic BAND 3 ITEM
9310 | Lower Denture - Acrylic BAND 3 ITEM

England and I0M, Wales before 01/04/2020 and again
9311 | Upper Denture - Metal from 31/03/2022.

BAND 3 ITEM

England and IOM, Wales before 01/04/2020 and again from
9312 | Lower Denture - Metal 31/03/2022.

BAND 3 ITEM








Description

Additional Information

9313 | Veneers Applied BAND 3 ITEM
9314 | Inlays England and IOM, Wales up to 31/03/2020. BAND 3 ITEM
9315 | Bridges Fitted BAND 3 ITEM. Minimum value of 2 (abutment + pontic)
9316 | Referral for Advanced Mandatory IOM only

Services
9317 | Examination England and I0OM, Wales up to 31/03/2020 . BAND 1 ITEM








Description

Additional Information

9318 | Antibiotic Items Prescribed England and IOM, Wales up to 31/03/2020
Must be accompanied by a 9150 Band.
e Referral for Advanced The value accompanying code 9319 will govern any
Mandatory Services Band patient charge applied.
Not allowed with Treatment on Referral or
Free Repair/Replacement.
Discontinued from 01/04/2026 in Wales.
Post 1 April 2016 for England and IOM, Post 01/04/2018 for
9320 | Decayed Permanent Teeth Wales.
Must be present if ACORN Assessment (9179) present on
a Welsh claim for a patient aged 6 or over
9321 | Missing Permanent Teeth Post 1 April 2016 England, IOM
9322 | Filled Permanent Teeth Post 1 April 2016 England, IOM
Post 1 April 2016 for England and IOM, Post 01/04/18 for
9323 | Decayed Deciduous Teeth Wales.
Must be present if ACORN Assessment (9179) present on
a Welsh claim for a patient aged under 12
9324 | Missing Deciduous Teeth Post 1 April 2016 England, IOM
9325 | Filled Deciduous Teeth Post 1 April 2016 England, IOM
Post 1 April 2018 Wales only.
9326 | Medical History - Yellow Code 9326 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9326 | Medical History - Green Code 9326 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9327 | Social History - Yellow Code 9327 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9327 | Social History - Green Code 9327 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9328 | Dental History -Yellow Code 9328 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9328 | Dental History - Green Code 9328 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.
9329 | Periodontitis - Red Code 9329 must be present if ACORN Assessment (9179)

present on a Welsh claim for a patient aged 12 or over.








Description

Additional Information

Post 1 April 2018 Wales only.

9329 | Periodontitis - Amber Code 9329 must be present if ACORN Assessment (9179)
present on a Welsh claim for a patient aged 12 or over.
Post 1 April 2018 Wales only.

9329 | Periodontitis - Green Code 9329 must be present if ACORN Assessment (9179)
present on a Welsh claim for a patient aged 12 or over.

. - . Post 1 April 2018 Wales only.
9329 Per|9dont|t|s - Perio Exam Not Code 9329 must be present if ACORN Assessment (9179)
Possible . .
present on a Welsh claim for a patient aged 12 or over.
Post 1 April 2018 Wales only.

9329 | Periodontitis - Edentulous Code 9329 must be pre.sent if ACOR.N Assessment (9179)
present on a Welsh claim for a patient aged 12 or over.
Accompanying code 9331 must show zero teeth.

Post 1 April 2018 Wales only.
Code 9330 must be present if ACORN Assessment (9179)
present on a Welsh claim.

9330 | Tooth Decay - Red Accompanying codes 9320 and/or 9323 must show a non-
zero value.

Code 9331 cannot be zero, indicating an edentulous
patient

Post 1 April 2018 Wales only.

Code 9330 must be present if ACORN Assessment (9179)

9330 | Tooth Decay - Amber present on a Welsh claim.

Code 9331 cannot be zero, indicating an edentulous
patient
Post 1 April 2018 Wales only.

9330 | Tooth Decay - Green Code 9330 must be pre‘sent if ACORN Asssessment (‘9175.9)
present on a Welsh claim but is optional if the patient is
edentulous.

Post 1 April 2018 Wales only.
Code 9331 must be present if ACORN Assessment (9179)
present on a Welsh claim.

. Must be greater than or equal to the sum of teeth with

9331 | Total Number of Teeth in mouth codes 9320 and 9323.

Must be zero if Periodontitis code (9329) shows patient as
edentulous.

Cannot be zero if Tooth Decay (code 9330) shows as Red
Post 1 April 2018 Wales only.

9332 | Other Dental Need - Red Code 9332 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.

9332 | Other Dental Need - Amber Code 9332 must be present if ACORN Assessment (9179)
present on a Welsh claim
Post 1 April 2018 Wales only.

9332 | Other Dental Need - Green Code 9332 must be present if ACORN Assessment (9179)

present on a Welsh claim








Description

Additional Information

Toothbrushing Instruction/Inter

9413 | Dental Cleaning/Plaque Wales Only 01/04/2020 to 31/03/2022
Retentive Factors

9334 | Number of Metal dentures Wales Only 01/04/2020 to 31/03/2022

9335 | Prevention and Stabilisation Wales Only 01/04/2020 onward. BAND 2 ITEM

9336 | Number of Onlays Wales Only 01/04/2020 onward. BAND 3 ITEM
Examination code - Exam Not

9337 | possible Wales Only 01/04/2020 to 31/03/2022

9337 | EXamination code - Exam Wales Only 01/04/2020 to 31/03/2022
Carried Out ales Unly to

9338 | Number of Pre-Formed Crowns England/IOM from 01/12/2021 onward, Wales from

01/04/2020 onward. BAND 2 ITEM

9339 Advanced Perio Root England/IOM from 01/12/2021 onward, Wales from
Debridement 01/04/2020 onward. BAND 2 ITEM

9340 Aerosol Generating Procedure England from 23/03/2020 onward, Wales/IOM from
number of appointments 01/12/2021 onward. No longer necessary to record this.

9341 | Plaque Score - Low Wales only from 01/04/2022

9341 | Plaque Score - Moderate Wales only from 01/04/2022

9341 | Plaque Score - High Wales only from 01/04/2022
Basic Periodontal Exam Upper Wales only from 01/04/2022. Scores of O to 4 accepted, or

9342 . . . . nn
Right Score 10 to 14 if Furcation involved. 5 represents score of "-".
Basic Periodontal Exam Upper Wales only from 01/04/2022. Scores of 0 to 4 accepted, or

9343 . . L "o
Anterior Score 10 to 14 if Furcation involved. 5 represents score of "-".
Basic Periodontal Exam Upper Wales only from 01/04/2022. Scores of 0 to 4 accepted, or

9344 . . . nn
Left Score 10 to 14 if Furcation involved. 5 represents score of "-".
Basic Periodontal Exam Lower Wales only from 01/04/2022. Scores of 0 to 4 accepted, or

9345 | . . L "o
Right Score 10 to 14 if Furcation involved. 5 represents score of "-".
Basic Periodontal Exam Lower Wales only from 01/04/2022. Scores of O to 4 accepted, or

9346 . . . . nn
Anterior Score 10 to 14 if Furcation involved. 5 represents score of "-".
Basic Periodontal Exam Lower Wales only from 01/04/2022. Scores of 0 to 4 accepted, or

9347 . Lo "o
Left Score 10 to 14 if Furcation involved. 5 represents score of "-".

cpg || ETSEIGH AR RETEE Wales only from 01/04/2022. BAND 1 ITEM
Factors

9349 | Toothbrushing Advice Wales only from 01/04/2022

9350 | Inter Dental Cleaning Aids Wales only from 01/04/2022

9351 | Oral Hygiene Improvement Plan Wales only from 01/04/2022








Description

Additional Information

Denture
F 1/12/2021 1 2026. BAND 2 ITEM
9353 Additions/Reline/Rebase T QAP0 G S Tl AAv e
Virtual Consultation Provided as
9354 Part of the Course of Treatment Wales only from 01/04/2022
Caries Treatment Offered but
9355 | Further Self Care Improvement Wales only from 01/04/2022
Required
Perio Treatment Offered but
9356 | Further Self Care Improvement Wales only from 01/04/2022
Required
Wales only from 01/04/2022. BAND 1 ITEM.
o ] Code 9357 must be present on all Welsh claims if ACORN
9357 | Examination - Exam Not Possible (9179) is not present.
For use when exam attempted but not
possible. Acceptable on a Welsh Free Exam
claim
o _ Wales only from 01/04/2022. BAND 1 ITEM.
9357 | Examination - Interim Care Code 9357 must be present on all Welsh claims if ACORN
Review (9179) is not present.
Acceptable on a Welsh Free Exam claim.
Wales only from 01/04/2022.
Examination - Exam Not Code 9357 must be present on all Welsh claims if ACORN
9357 Necessary (9179) is not present.
For use when no exam is considered necessary or is not
appropriate to the course of treatment
9358 | Antibiotic Wales only from 01/04/2022
High Fluoride Toothpaste/Dail
9359 Rirgmse P y Wales only from 01/04/2022
9360 | Oral Hygiene Mouthwash Wales only from 01/04/2022
9361 Oral Medicine
Mouthwash/Sprays Wales only from 01/04/2022
9362 | Analgesics Wales only from 01/04/2022
9363 | Antifungals/Antivirals Wales only from 01/04/2022
9364 | Anxiolysis Wales only from 01/04/2022
9365 | Artificial Saliva Products Wales only from 01/04/2022
9366 | Dietary Changes Agreed Wales only from 01/04/2022
Brief Intervention in
9367 | Smoking/Tobacco Use and Wales only from 01/04/2022
Referral
Brief Intervention in Alcohol Use
9368 Wales only from 01/04/2022

and Referral








Description

Additional Information

Advice on Fluoride Toothpaste

9369 1 Felle o s Wales only from 01/04/2022
. Wales from 01/04/2022, England from 01/10/2022, IOM

9370 | Endodontics - Molar from 01/10/2025. BAND 2 ITEM.

Generates Band 2(c) UDA in England from 26/11/2022
Wales from 01/04/2022, England from 01/10/2022, IOM

9371 | Endodontics - Non-molar from 01/10/2025. BAND 2 ITEM.

Generates Band 2(b) UDA in England from 26/11/2022
9372 Patient Presented With - Code 9372 mandatory on FP17W, Wales only from
Routine Visit 01/04/2022

937, | Patient Presented With - Code 9372 mandatory on FP17W, Wales only from
Pain/Infection 01/04/2022

9372 Patient Presented With - Code 9372 mandatory on FP17W, Wales only from
Other/Advice 01/04/2022

9373 | Non-surgical Extraction Wales only from 01/04/2022. BAND 2 ITEM

9374 | Surgical Removal Wales only from 01/04/2022. BAND 2 ITEM

9375 | Phased Treatment England/IOM only from 01/12/2021

9376 Custom Made Occlusal

Appliance - Hard Bite From 01/12/2021. BAND 3 ITEM
Custom Made Occlusal

9377 S iancelsoranite From 01/12/2021. BAND 3 ITEM
England only from 01/10/2022.

9378 | Highest BPE Sextant Score Mandatory on English adult Band 1, 2 or 3 cIawps.
Scores of 0 to 4 accepted, regardless of Furcation
involvement. 5 represents score of "-".

9379 | Untreated Decayed Teeth England only from (_)1/10/2022' )
Mandatory on English adult Band 1, 2 or 3 claims.

9380 | Soft Tissue Surgery BAND 2 ITEM

9381 | Non-Laboratory Made BAND 2 ITEM

Splint/Appliance
9382 | Laboratory Made Splint BAND 3 ITEM
9383 | Crown Refix with Post/Core BAND 1 ITEM
Retention

9384 | Denture Relines/Rebase From 01/04/2026. BAND 2 ITEM.

9385 | Denture Additions From 01/04/2026. BAND 2 ITEM
BAND 1 ITEM. Only covers miscellaneous treatment

9399 | Other Treatment classed as Band 1. Cannot be used as of itself to justify a

Band 2 or 3 claim.








Description

Additional Information

9401 | Removable Upper Appliance
9402 | Removable Lower Appliance
9403 | Functional Appliance

9404 | Fixed Upper Appliance

9405 | Fixed Lower Appliance

9406 | Retainer Upper

9407

Retainer Lower








9408 | Extractions (Orthodontic) Actual tooth notations are required

9409 e RO Accompanies code 9161 where it has a value of 1
Treatment Abandoned

9410 IS TR S s Accompanies code 9161 where it has a value of 1
Abandoned

9411 | PAR Scores Calculated Wales only. Discontinued in England from 01/04/2019

9412 | Photographs taken England only

9413 | Pre-Treatment PAR Score England only.

9414 | Post-Treatment PAR Score England only.

9415 | Treatment Proposed England only. Must be present on Assess/Appliance Fitted

claims

Treatment

9415 | Completed/Abandoned;Disconti England only. Must be presen.t on O‘rtho Trea‘tment
nued Completed, Abandoned or Discontinued claims
Pre-Treatment PAR Score - Compass Generated, England Only. Placed on claim

9416 . .
Sample following completion of a PAR Score sample

9417 Post-Treatment PAR Score - Compass Generated, England Only. Placed on claim

Sample

following completion of a PAR Score sample
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Dental activity processing errors
This guide contains a list of dental activity processing errors, and provides details on how to correct them.
In this guide, there is listed general and orthodontic errors you might experience in England, Wales or the Isle of Man.

If you are struggling to correct an activity processing error after following the steps outlined in this guide, you can contact us.

Our Customer Contact Centre is open 8am to 6pm Monday to Friday.

(V8.0_1 April 2026)







Description

Possible Causes

Suggested Action

101 Invalid Patient's Details Invalid Patient's Surname, Previous Correct the claim.
Surname, Forename or Gender
102 Invalid Patient's Date of Birth Caused by:
e the absence of a Date of Birth Correct the Date of Birth or the treatment
e the patient's Date of Birth being date(s) on the claim appropriately
after a treatment date on the claim
e anincorrect century has been used
on a Date of Birth
103 Invalid Date of Acceptance or If one of the dates is missing enter it Correct the date
Completion into the appropriate field.
If both dates are present, this is
probably caused by either of Date of
Acceptance or Completion beingin
the future.
104 Date of Completion prior to Date of The Date of Completion must be Correct the dates.
Acceptance equal to or greater than Date of
Acceptance.
105 Claim is too old to be processed Claim is too old to be processed Correct the treatment dates. Alternatively contact
NHS Dental Services if the dates are correct.
106 Expected or Nursing Mother where Expected or Nursing Mother where Amend the patient to Female or remove the
the patient is male the patient is male Expectant/Nursing Mother exemption
107 An ACORN Assessment has been An ACORN Assessment has been Remove the Exam Not Possible item
carried out but the Exam Not carried out but the Exam Not Possible
Possible code is present code is present
108 Invalid or excessive patient's charge Invalid patient's charge entered Amend to the correct value or remove

entered








Description Possible Causes Suggested Action

109 Remission or exemption box error Remission/exemption category not Amend the remission/exemption category,
due to: valid according to claim date: remove it or amend the Date of Acceptance
* Remission/exemption category not Certain types of remission or
valid exemption are only appropriate from a
according to claim date; certain Date of Acceptance or cease to
e Inappropriate patient age; be valid after a certain date.

e Not appropriate to region;

e Absence of a patient's charge on
partial

remission;

e Child exemption claimed on general
Reg 11;

e Inappropriate treatment for the
exemption; Inappropriate patient's age: Amend the remission/exemption category,

or Some exemption categories only remove it or amend the Date of Acceptance or
Not appropriate to the claim type apply to patients of the Date of Birth if necessary

appropriate age at the treatment
date (Date of Acceptance on
FP17s, Date of Referral on FP170
assessments).








Error
Code

Description

Possible Causes

Suggested Action

109

Not appropriate to region:

Some remission and exemption
types are only applicable to
England and not to Wales or vice
versa. Also some exemptions and
remissions are unique to the Isle
of Man.

Amend the remission/exemption category or
remove it.

Absence of patient's charge on
partial remission:

When HC3 Certificate partial
remission is entered there
must be an accompanying
non-zero patient's charge
showing the value of the
patient's contribution towards
the treatment.

Amend the remission/exemption category,
remove it or add the appropriate patient's
charge

Child exemption claimed on general
Reg 11:

Because a Reg 11 case necessarily
involves a patient charge being
entered, even on cases involving
children, if the case does involve a

Remove the remission/exemption category








Error  Description Possible Causes Suggested Action

Code
109 child it is therefore not appropriate to
enter the Patient Under 18 exemption
category.
Inappropriate treatment for the Remove the exemption or change the claim to
exemption: Band 1

Applies to the Welsh Free Exam
exemption if the accompanying Band is
not Band 1.

Not Appropriate to the claim type: Remove the exemption

Applies of the Welsh Free Exam
exemption is claimed on an FP170.

110 An ACORN Assessment Carried Out An ACORN Assessment Carried Out Remove the ACORN Assessment Carried Out

code is present on the wrong type of | code can only be present on a claim item
claim that also includes Band 1, 2 or 3

111 Treatment performed while clinician | Both the Date of Acceptance and Date | Review the dates of the claim
was on Long Term Sick Leave of Completion on an FP17 are within

the Long Term Sickness Leave period.
If it is an FP170, the Date of
Assessment of an assessment claim, or
the Date of Appliance Fitted, or the
Date of Completion of a closure claim
or ortho Reg 11 falls within the Long
Term Sickness Leave period.








Error  Description Possible Causes Suggested Action

Code

113 Quantity or tooth notation following | No quantity entered where one is If this is the case then remove the PAR score
treatmentis incomplete orincorrect | expected. Particularly affects PAR item or enter the appropriate score.

scores on ortho claims where the
code 9414 appears but no quantity
accompanies it.








Description

Possible Causes

Suggested Action

114 Non-existent treatment code A treatment code on the claim Contact your software supplier as to how the
submitted submission does not belong to the non-existent code could have been generated
recognised set of codes acceptableto | and transmitted
Compass
115 Treatment code not valid according Treatment item used in the wrong Remove the treatment item(s) concerned and if
to the region (England/Wales/IOM) region. Some treatment items are appropriate, use the correct treatment item for
only appropriate to England and not the region concerned
to Wales and vice versa
119 No charge exempt item present for Charge Exempt Treatment Only claim | Add charge exempt item
Charge Exempt Treatment Only has no charge exempt item
claim treatment code
123 Unscheduled Care used before Unscheduled Care code 9190 is only Review and amend the Date of Acceptance if
01/04/26 appropriate for claims with a Date of | incorrect
Acceptance from 01/04/2026 If the treatment date is correct, replace code
9190
124 Urgent Treatment for England dated | Urgent Treatment for England is Review and amend the Date of Acceptance if
on or after 01/04/26 used on an FP17 with a Date of incorrect
Acceptance from 01/04/2026 If the treatment date is correct, use treatment
code for Unscheduled Care
125 Unacceptable combination of Often caused where a mixture of Remove the inappropriate items.

treatment or data items on a claim

orthodontic codes and non-
orthodontic codes are used on a
claim.

Also caused where there is more than
one assessment or conclusion code
on an FP170.








Error
Code

Description

Possible Causes

A triage related treatment code has
been used on a normal
FP17/FP170 claim

Suggested Action

Remove triage treatment code

A non-triage related treatment code
has been included on a triage claim

Remove non-triage treatment code

A charge exempt treatment only claim
only allows treatment code 9025,
9151, 9152, 9154, 9155, 9156, 9157,
9158, 9159, 9166, 9175, 9176, 9178,
9181 or 9182

Remove inappropriate treatment code








Description

Possible Causes

Suggested Action

126 Declined Ethnic Origin used on or Declined  Ethnic  Origin  only | Review Date of Acceptance. If it is correct, select
after 01/04/26 appropriate for with a Date of |appropriate category for Ethnic Origin.
Acceptance prior to 01/04/2026
127 Advanced Mandatory Servicesand no | Where Referral for AMS and its band | Enter the appropriate Band.
Band 9150 are entered this governs the patient
charge appropriate for the claim.
However, there must also be a
normal Band entered to govern the
allocation of UDA to the non-referral
part of the claim.
128 Inappropriate quantity associated Very often an Ethnic Origin quantity Remove or amend appropriate ethnic origin
with treatment/data item that does not equate with 01-16 or 99 | entry. You may need to contact your software
(this is very hard to discern because supplier for advice.
Ethnic Origin is not displayed on
screen).
Can be generated where anincorrect | Remove or amend the incorrect quantity value.
128 value is entered for Referral for AMS | You may need to contact your software

(1 -3 allowed), NICE Guidance Recall
Interval (1 - 24 allowed) or on an
FP170, IOTN (1-5 allowed) or
Aesthetic Component (1 - 10 allowed)

supplier for advice.








Description

Possible Causes

Suggested Action

129

No treatment item which matches
the band claimed is present on the
claim

Check currently temporarily
suspended

The claim has a Band that does not
have any accompanying treatment
details to justify that band being
claimed. This is frequently caused by
one of the following:

* Other Treatment being claimed as
the only significant item on a Band 2
or 3 claim

* No Band 2 items on a Band 2 claim
or no Band 1 or 2 items on an Urgent
Treatment claim

Amend the Band to an appropriate value or add
the necessary banded treatment(s) to the claim

130

Treatment item claimed for a higher
band than that entered on the claim

Check currently temporarily
suspended

The claim has a treatment item
present which relates to a higher
band than that being claimed. This is
frequently caused by one of the
following:

* Custom Made Appliance claimed on
a non-Band 3 claim

* Other Treatment claimed on an
unbanded claim

Amend the Band to an appropriate value or
remove the inappropriate treatment item(s)
from the claim








Description

Possible Causes

Suggested Action

131 Treatment entered on claim that is On a Welsh claim that includes Free Remove the Free Exam exemption or remove
not applicable to a Welsh Free Exam Exam exemption the only significant the non ACORN/Interim Care Review Band 1
claim treatmentitems that can appear are items from the claim

a mandatory ACORN Assessment
Carried Out or Interim Care Review
plus possible Fluoride Varnish. The
inclusion of any other Band 1 code
(eg Radiographs, Cleaning and
Instruction) will result in this error

132 Reg 11 claim without any replaceable | Check currently temporarily Add the missing appliance item
appliance treatment item entered suspended

A Reg 11 claim does not include the
appliance item that was replaced

133 Free Repair/Replacement claim Check currently temporarily Add the missing item that caused the free
without any repairable or replaceable | suspended repair/replacement
treatment item entered A claim for Free Repair/Replacement

Within 12 Months does not include
any repairable or replaceable
treatment item
134 Welsh Prescription Only claim On a Welsh Prescription Only claim Add the prescribed item(s)

without any prescribed items present

there is no accompanying prescribed
item e.g. antibiotics, analgesics. One
or more of these must be present








Description Possible Causes Suggested Action

135 An ACORN Assessment or From 1st April 2022 all Welsh FP17W | Add the necessary ACORN or exam item
Examination code is mandatory on claims must include either an ACORN
Welsh claims Assessment Carried Out or one of the

examination options viz. Exam not
possible, Interim Care Review or
Exam not necessary

136 ACORN Assessment not appropriate From 1st April 2022 ACORN Remove the ACORN Assessment Carried Out or
for an Urgent Treatment claim Assessment Carried Out is not change the claim to a Band 1 or 2 if appropriate
allowed on Urgent Treatment claims
137 '‘Patient Presented With' is Check currently suspended Add 'Patient Presented With'item and reason
mandatory on all Welsh FP17W From 1st April all Welsh FP17W
claims claims must include a reason why the

patient presented at the surgery. This
can either be:
Routine Treatment

Pain/Swelling
Advice/Other
138 ACORN used pre 1.4.20 ACORN Assessment Carried Out code | Review and amend the Date of Acceptance if
9179 is only appropriate for claims incorrect
with a Date of Acceptance from If the treatment date is correct, remove code
01/04/20 9179
139 Flex Comm Flag pre 1.4.21 Flexible Commissioning Flag is only Review and amend the Date of Acceptance if
appropriate on English claims with a incorrect.

Date of Acceptance from 01/04/21








Description

Possible Causes

Suggested Action

If the treatment date is correct, remove code
9181

140 Commissioner Approved used on Commissioner Approved code 9177 Review and amend the Date of Referral or Date
child or on a non-assessment claim or | can only be used on an English FP170 | of Birth where necessary.
on a claim with Date of Assessment claim for a patient who is an adult at | If it is not on an assessment claim or if the
pre 01/04/19 the Date of Referral and can only be | treatment dates are correct, remove code
used on an FP170 Assess and Review, | 9177.
Assess and Refuse or
Assess/Appliance Fit claim where the
Date of Assessment is from 01/04/19
141 Scale and Polish post 31.3.20 Scale and Polish code 9301 no longer | Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/20 If the treatment date is correct, remove code
9301 and replace with a more up to date code.
142 Endodontic Treatment post 31.3.22 Endodontics code 9305 no longer Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/22 If the treatment date is correct, remove code
9305 and replace with either code 9370 (Molar
Endodontics) or 9371 (Non-molar Endodontics).
143 Extractions post 31.3.22 Extractions code 9307 no longer Review and amend the Date of Acceptance if

appropriate for Welsh claims with a
Date of Acceptance from 01/04/22

incorrect.

If the treatment date is correct, remove code
9307 and replace with either code 9373 (Non-
surgical extraction) or 9374 (Surgical Removal)








Description

Possible Causes

Suggested Action

144 Upper Metal Denture used between | Upper Metal Denture code 9311 was | Review and amend the Date of Acceptance if
1.4.20and 31.3.22 not used for Welsh claims with Dates | incorrect.
of Acceptance between 01/04/20 and | If the treatment date is correct and is between
31/03/22 01/04/20 and 31/03/22 then remove code
9311 and replace with code 9334 plus the
number of dentures supplied
145 Lower Metal Denture used between Lower Metal Denture code 9312 was | Review and amend the Date of Acceptance if
1.4.20and 31.3.22 not used for Welsh claims with Dates | incorrect.
of Acceptance between 01/04/20 and | If the treatment date is correct and is between
31/03/22 01/04/20 and 31/03/22 then remove code
9312 and replace with code 9334 plus the
number of dentures supplied
146 Inlays post 31.3.20 Inlays code 9314 no longer Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/20 If the treatment date is correct remove code
9314 and replace with code 9336 for Onlays
147 Examination code post 31.3.20 Examination code 9317 no longer Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/20 If the treatment date is correct remove code
9317 and replace with a more up to date
Examination code
148 Antibiotics code post 31.3.20 Antibiotics code 9318 no longer Review and amend the Date of Acceptance if

appropriate for Welsh claims with a
Date of Acceptance from 01/04/20

incorrect.








Description

Possible Causes

Suggested Action

If the treatment date is correct remove code
9318.

149 Best Practice Prevention post 31.3.20 | Best Practice Prevention code 9173 Review and amend the Date of Acceptance if
no longer appropriate for Welsh incorrect.
claims with a Date of Acceptance If the treatment date is correct remove code
from 01/04/20 9173.
150 9333 pre 1.4.20 or after 31.3.22 Code 9333 for Toothbrushing Review and amend the Date of Acceptance if
Instruction/Inter Dental incorrect.
Cleaning/Plaque Retentive Factors If the treatment date is correct remove code
was only appropriate for Welsh 9333 and replace with a more up to date
claims with a Date of Acceptance Cleaning and Instruction code
between 01/04/20 and 31/03/22
151 Metal Denture used pre 1.4.20 or Code 9334 for Metal Dentures was Review and amend the Date of Acceptance if
post 31.3.22 only appropriate for Welsh claims incorrect.
with a Date of Acceptance between If the treatment date is correct remove code
01/04/20 and 31/03/22 9334 and replace with code 9311 for an Upper
Metal Denture and/or 9312 for a Lower Metal
Denture plus the number of teeth involved in
each.
152 Prevention and Stabilisation pre Prevention and Stabilisation code Review and amend the Date of Acceptance if

1.4.20

9335 is only appropriate for Welsh
claims with a Date of Acceptance
from 01/04/20

incorrect.
If the treatment date is correct remove code
9335








Description

Possible Causes

Suggested Action

153 Onlays pre 1.4.20 Onlays code 9336 is only appropriate | Review and amend the Date of Acceptance if
for Welsh claims with a Date of incorrect.
Acceptance from 01/04/20 If the treatment date is correct remove code
9336
154 Examination pre 1.4.20 or post Code 9337 for Examination was only Review and amend the Date of Acceptance if
31.3.22 appropriate for Welsh claims with a incorrect.
Date of Acceptance between If the treatment date is correct remove code
01/04/20 and 31/03/22 9337 and replace with code 9357 plus a value
of 0 (Exam Not Possible), 1 (Interim Care
Review) or 3 (Exam Not Necessary)
155 Preformed Crowns pre 01.04.20 Preformed Crowns code 9338 isonly | Review and amend the Date of Acceptance if
(Wales) or pre-01.12.21 (England) appropriate for English claims witha | incorrect.
Date of Acceptance from 01/12/21 If the treatment date is correct remove code
and for Welsh claims with a Date of 9338
Acceptance from 01/04/20
156 Advanced Perio RSD pre 01.04.20 Advanced Perio RSD code 9339 isonly | Review and amend the Date of Acceptance if
(Wales) or pre 01.12.21 (England) appropriate for English claims with a | incorrect.
Date of Acceptance from 01/12/21 If the treatment date is correct remove code
and for Welsh claims with a Date of 9339
Acceptance from 01/04/20
157 AGP Indicator pre 23.3.20 (England) AGP Indicator code 9340 is only Review and amend the Date of Acceptance if

or pre 01.12.21 (Wales)

appropriate for English claims with a
Date of Acceptance from 23/03/20

incorrect.

If the treatment date is correct remove code
9340








Description

Possible Causes

Suggested Action

and for Welsh claims with a Date of
Acceptance from 01/12/21

158 Patient COVID Status pre 23.3.20 Patient COVID Status codes 9615 to Review and amend the Date of Acceptance if
(England) 9619 are only appropriate for English | incorrect.
claims with a Date of Acceptance If the treatment date is correct remove the
from 23/03/20 code
159 Custom Made Occlusal Appliance pre | Custom Made Occlusal Appliance Review and amend the Date of Acceptance if
1.12.21 codes 9376 and 9377 are only incorrect.
appropriate for claims with a Date of | If the treatment date is correct remove the
Acceptance from 01/12/21 code
160 Denture Additions/Reline/Rebase pre | Denture Additions/Reline/Rebase Review and amend the Date of Acceptance if
1.12.21 code 9353 is only appropriate for incorrect.
claims with a Date of Acceptance If the treatment date is correct remove code
from 01/12/21 9353
161 Phased Treatment pre 1.12.21 Phased Treatment code 9375 is only | Review and amend the Date of Acceptance if
appropriate for English claims with a | incorrect.
Date of Acceptance from 01/12/21 If the treatment date is correct remove code
9375
162 Plaque Score pre 1.4.22 Plaque Score code 9351 is only Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/22 If the treatment date is correct remove code
9351
163 Basic Perio Exam pre 1.4.22 Basic Perio Exam Score codes 9341to | Review and amend the Date of Acceptance if

9347 are only appropriate for Welsh

incorrect.








Description

Possible Causes

Suggested Action

claims with a Date of Acceptance
from 01/04/22

If the treatment date is correct remove the
codes

164 Removal of Plaque Retentive Factors | Removal of Plague Retentive Factors | Review and amend the Date of Acceptance if
pre 1.4.22 code 9348 is only appropriate for incorrect.
Welsh claims with a Date of If the treatment date is correct remove code
Acceptance from 01/04/22 9348 and replace with code 9333
165 Toothbrushing Advice pre 1.4.22 Toothbrushing Advice code 9349 s Review and amend the Date of Acceptance if
only appropriate for Welsh claims incorrect.
with a Date of Acceptance from If the treatment date is correct remove code
01/04/22 9349
166 Inter Dental Cleaning Aids pre 1.4.22 | Inter Dental Cleaning Aids code 9350 | Review and amend the Date of Acceptance if
is only appropriate for Welsh claims incorrect.
with a Date of Acceptance from If the treatment date is correct remove code
01/04/22 9350
167 OHI Improvement Plan pre 1.4.22 OHIl Improvement Plan code 9351 is Review and amend the Date of Acceptance if
only appropriate for Welsh claims incorrect.
with a Date of Acceptance from If the treatment date is correct remove code
01/04/22 9351
168 Virtual Consultation pre 1.4.22 Virtual Consultation code 9354 is only | Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/22 If the treatment date is correct remove code
9354
169 Caries Treatment Offered pre 1.4.22 | Caries Treatment Offered code 9355 Review and amend the Date of Acceptance if

is only appropriate for Welsh claims

incorrect.








Description

Possible Causes

Suggested Action

with a Date of Acceptance from
01/04/22

If the treatment date is correct remove code
9355

170 Perio Treatment Offered pre 1.4.22 Perio Treatment Offered code 9356 is | Review and amend the Date of Acceptance if
only appropriate for Welsh claims incorrect.
with a Date of Acceptance from If the treatment date is correct remove code
01/04/22 9356
171 Examination pre 1.4.22 New Examination code 9357 is only Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/22 If the treatment date is correct remove code
9357 and replace with the appropriate
examination code
172 Prescribed Items pre 1.4.22 Prescribed Items codes 9358 to 9365 | Review and amend the Date of Acceptance if
are only appropriate for Welsh claims | incorrect.
with a Date of Acceptance from If the treatment date is correct remove the
01/04/22 codes
173 New Best Practice Prevention codes New Best Practice Prevention codes Review and amend the Date of Acceptance if
pre 1.4.22 9366 to 9369 are only appropriate for | incorrect.
Welsh claims with a Date of If the treatment date is correct remove the
Acceptance from 01/04/22 codes
174 Endodontics - Molar Pre 01.4.22 New Endodontics - Molar code 9370 | Review and amend the Date of Acceptance if

(Wales),pre 01.10.22 (England), pre
01.10.25 (IOM)

only appropriate for Welsh claims
with a Date of Acceptance from
01/04/22 or for English claims with a
Date of Acceptance from 01/10/22 or
for IOM claims with a Date of
Acceptance from 01/10/25.

incorrect.

If the treatment date is correct remove code
9370 and replace with the previous
endodontics code 9305








Description Possible Causes Suggested Action

175 Endodontics - Non Molar Pre New Endodontics - Non-Molar code Review and amend the Date of Acceptance if
01.04.22 Wales) or pre 01.10.22 9371 only appropriate for Welsh incorrect.
(England), pre 01.10.25 (IOM) claims with a Date of Acceptance If the treatment date is correct remove code
from 01/04/22 or for English claims 9371 and replace with the previous
with a Date of Acceptance from endodontics code 9305
01/10/22 or for IOM claims with a Date
of Acceptance from 01/10/25.
176 Patient Presented With Pre 1.4.22 Patient Presented With code 9372 Review and amend the Date of Acceptance if
only appropriate for Welsh claims incorrect.
with a Date of Acceptance from If the treatment date is correct remove code
01/04/22 9372
177 Non-surgical Extraction Pre 1.4.22 New Non-surgical Extraction code Review and amend the Date of Acceptance if
9373 only appropriate for Welsh incorrect.
claims with a Date of Acceptance If the treatment date is correct remove code
from 01/04/22 9373 and replace with the previous extractions
code 9307
178 Surgical Removal Pre 1.4.22 New Surgical removal code 9374 only | Review and amend the Date of Acceptance if
appropriate for Welsh claims with a incorrect.
Date of Acceptance from 01/04/22 If the treatment date is correct remove code
9374 and replace with the previous extractions
code 9307
179 DCP used prematurely Dental Care Professional GDC Review and amend the Date of Acceptance if
Number and Type (code 9178) only incorrect.
appropriate for Welsh claims with a If the treatment date is correct remove code
Date of Acceptance from 01/04/20 or | 9178 and the DCP’s GDC Number for the claim








Description

Possible Causes

Suggested Action

English claims with a Date of
Acceptance from 01/10/22.

180 Treatment Proposed on non-Fit claim | Treatment Proposed code 9415 1 can | Review and amend the treatment dates if
or Treatment only be used on an English FP170 incorrect.
Completed/Abandoned/Discontinued | Assess/Appliance Fit claim whose If the treatment dates are correct remove code
on inappropriate claim Date of Assessment is from 01/04/19 | 9415
and Treatment
Completed/Abandoned/Discontinued
code 9415 can only be used on an
English FP170 Treatment Completed,
Treatment Abandoned or Treatment
Discontinued claim whose Date of
Completion is from 01/04/19
181 Inappropriate PAR Scores Pre or Post Treatment PAR Scores Review and amend the Date of Completion if
(codes 9413 and 9414) can only be incorrect.
used on English FP170 Completion If the treatment date is correct remove the
claim with a Date of Completion from | codes
01/04/19
182 Triage Pre 23.3.20 Triage claims are only applicable from | Review and amend the triage date if incorrect.
23/03/20 Otherwise, withdraw the triage claim
183 Welsh Free Exam without ACORN or Welsh Free Exam claimed without Add one of code 9179 for ACORN (plus all

Interim Care Review

ACORN or Interim Care Review on the
claim.

necessary ACORN items) or code 9357 with a
value of 1 for Interim Care Review.
Otherwise. Remove the Free Exam exemption








Description

Possible Causes

Suggested Action

184 Treatment Band entered on Reg 11 Treatment Band entered on Reg 11 If the Reg 11 does apply to the claim then
claim claim remove the code 9150 for treatment band
185 Treatment on Referral and Referral Treatment on Referral and Referral If the treatment is being referred to another
for AMS on the same claim for AMS on the same claim dentist for AMS then remove the Treatment on
Referral item.
If the treatment is being performed under
referral from another dentist then remove the
Referral for AMS band.
Both cannot exist on the same claim
186 Basic Perio exam with fewer than 6 Basic Periodontal exam scores must Ensure that scores exist for all 6 sextants. If one
sextant scores have scores for all 6 sextants present | sextant is not available then record this as “-“
which will generate a notional score of 5
against the BPE code for that sextant
187 ACORN and Examination both on ACORN Assessment Carried Out code | Code 9357 should only be used where a full
same claim 9179 and Examination code 9357 ACORN Assessment is not appropriate to the
both on the same claim course of treatment
188 DMF codes on ortho claim DMF codes 9320 to 9325 present on Remove the DMF codes from the FP170 claim
an FP170
191 Molar or Non-Molar Endodonticson | Codes 9370 or 9371 used on claim If Date of Acceptance is correct then use the

a claim dated prior to 01/10/22

with a Date of Acceptance pre
01/10/22

old endodontics code 9305.








Description

Possible Causes

Suggested Action

192

Old endodontics code 9305 no longer
applicable

Old endodontics code 9305 not
applicable to claims dated on or after
01/10/22 in England, on or after
01/04/22 in Wales, on or after
01/10/25 in IOM

If Date of Acceptanceis correct then use one of
the new endodontics codes 9370 (Molar
Endodontics) or 9371 (Non-molar endodontics)

193

Highest BPE Sextant Score code 9378
is mandatory

Check currently suspended and
replaced by a comment.

Missing code 9378 on an adult English
Band 1, 2 or 3 claim with a Date of
Acceptance from 01/10/22

Add the Highest BPE Sextant Score code 9378

194

Number of Untreated Decayed Teeth
code 9379 is mandatory

Check currently suspended and
replaced by a comment.

Missing code 9379 on an adult English
Band 1, 2 or 3 claim with a Date of
Acceptance from 01/10/22

Add the number of Untreated Decayed Teeth
code 9379

195

Recall Interval is mandatory

Check currently suspended and
replaced by a comment.

Missing code 9172 on an adult English
Band 1, 2 or 3 claim with a Date of
Acceptance from 01/10/22

Add the Recall Interval in months with code
9172

196

Highest BPE Score not applicable to
claims dated before 01/10/22

Highest BPE Score not applicable to
claims dated before 01/10/22

Remove Highest BPE Score or correct the
treatment dates.








Description

Possible Causes

Suggested Action

Remove Untreated Decayed Teeth or correct the

197 Untreated Decayed Teeth not Untreated Decayed Teeth not
applicable to claims dated before applicable to claims dated before treatment dates.
01/10/2022 01/10/2022
198 Assess and Debond - Overseas Code 9016 for Assess and Debond - Review Date of Assessment or remove 9016

Patient on a claim dated prior to
01/10/22

Overseas Patient used on a claim with
a Date of Assessment prior to
01/10/22

Assess and Debonds cannot be

Assess and Debond - Overseas Patient








Description Possible Causes Suggested Action

claimed if the Date of Assessment is
prior to 01/10/22

199 Missing Fluoride Varnish or invalid Clinical Data Set for Fluoride Varnish is| Add Fluoride Varnish
treatment carried out by a Direct missing
Access Dental Nurse or patient not
under 16 at Date of Acceptance DCP Direct Access Clinician Type is not | Use the correct value for Dental Nurse
a Dental Nurse

Treatment other than Fluoride Varnish| Remove inappropriate treatment codes
is on the claim

The patient is over 16 years of age on | Review the patient’s Date of Birth or the Date of
the Date of Acceptance Acceptance

Treatment code 9160 - Charge Exempt| Add Charge Exempt Treatment Only and Nurse
Treatment Only and Treatment code | Applied Fluoride Varnish

9151 — Nurse Applied Fluoride Varnish
are missing

200 Dental Nurse applied Fluoride The Date of Acceptance is within three| Review Date of Acceptance
Varnish less than 3 months after months of the date of completion of a
Banded course of treatment previous claim for Band 1, 2 or 3, or
Nurse applied fluoride varnish, for the
same patient under the same contract,
provider or clinician








Description

Possible Causes

Suggested Action

201 Dental Nurse treatment carried out A claim with the Date of Acceptance | Review Date of Acceptance
before 01/04/26 before 01/04/2026 is provided by a
Dental Nurse
202 Complex Care Pathway submission Complex Care Pathway submission Review Date of Acceptance. If it is correct,
items submitted too early items prior to designated start date remove Complex Care Pathway codes
203 Unscheduled Care not acceptable Unscheduled Care is entered on a Remove inappropriate treatment codes
with Band, Reg 11 or Charge Exempt | Band 1, 2 or 3, Regulation 11, Charge
Exempt item, Care Pathway or
Orthodontic claim
204 Code 9384 (Denture Reline) or 9385 Code 9384 (Denture Reline) or 9385 Review Date of Acceptance. If it is correct, use
(Denture Additions) used prior to (Denture Additions) is used on a claim | the old treatment code 9353 instead
01/04/26 with the Date of Acceptance before
01/04/2026
205 Code 9353 (Denture Code 9353 (Denture Review Date of Acceptance. If it is correct, use
Additions/Reline/Rebase) no longer Additions/Reline/Rebase) is used on a | the appropriate new treatment code instead
applicable from 01/04/26 claim with the Date of Acceptance after
01/04/2026
206 Complex Care Pathway but patientis | Complex Care Pathway but patientis | Review patient’s Date of Birth. If it is correct,

under 16 years old

under 16 years old

remove Complex Care Pathway codes








207

Description

Notified NHS Number not used

Possible Causes

An NHS Number has been transmitted
to your practice on the monthly
schedule file following a previous
submission for this patient. It is noted
that the NHS Number has not been
used on a subsequent transmission

Suggested Action

Use the patient’s NHS Number.

208

Invalid Submission Number
accompanying Complex Care
Pathway claim

The Submission Number is missing or
outside the acceptable range.

Add the correct Submission Number if it is
missing or outside the acceptable range.

Code 9196 is not on the final
Submission Number.

Add code 9196 if it is the final submission claim

Code 9194 or 9195 is on Submission
Number 1.

Remove code 9194 or 9195 if it is Submission
Number 1 claim.

The final submission does not contain
one of codes 9194, 9195 or 9196.

Add code 9194, 9195 or 9196 on the final
submission claim.

Code 9194 or 9195 is not accompanied
by a valid value.

Add an appropriate value to code 9194 or 9195.








Error
Code

Description

Possible Causes

Suggested Action

209 Incompatible Care Pathway More than one of codes 9194, 9195 or | If more than one of codes 9194, 9195 or 9196 is
declarations 9196 is present. present, remove the incorrect one(s).
Care Pathway declaration is not Amend declaration value.
acceptable with the rules.
Declaration for a denture
modification, denture repair or Band 3
course of treatment that overlaps a
Complex Care Pathway is not
acceptable with the rules.

210 Mandatory codes missing from final Code 9194, 9195 or 9196 is not Add code 9191, 9192 or 9193.

Care Pathway claims accompanied by one of codes 9191,
9192 or 9193.

211 Welsh Contract Reform Package Welsh Care Package claimed on a claim| Review Date of Completion. If it is correct,
claims not applicable prior to with a Date of Completion before 1 remove Care Packages and submititasa
01/04/26 April 2026. Banded claim.

212 Urgent Care Package not allowed Non-Urgent Care Package code is If Urgent Care Package should be claimed, then
with Non-Urgent Care Packages present with Urgent Care Package. remove codes for Non-Urgent Care Packages

214 Non-urgent care package elements No code present to indicate which care | Add appropriate non-urgent care package(s)

not defined

package(s) or warranty items are
claimed.








Description

Possible Causes

Suggested Action

215 Initial assessment claimed with A New Patient Assessment Package If New Patient Assessment package should be
other packages 9212 is not the only package present | claimed, then remove other package(s).
on a claim.
216 Incomplete Treatment Welsh incomplete treatment claimed | If the treatment was incomplete, add value 0 to
inappropriately claimed without value 0. code 9164
Only a new patient assessment or If only a new patient assessment or recall care
recall care package is claimed. package is claimed, remove Incomplete
Treatment code 9164
217 No laboratory fee for Welsh Laboratory fee is missing or less than | Add laboratory fee.
appliance claim zero on a claim.

218 Excessive laboratory fee claimed Laboratory fee is greater than £1,000 | Review laboratory fee. If it is correct and it has
but lab fee commissioner approved been approved by a commissioner, add lab fee
code (9218) is not present. commissioner approved code.

219 Laboratory fee not appropriate for Laboratory fee is greater than zero but | Review care packages. If they are correct, enter

the package claimed

no valid Care Package (9218, 9219,
9221) is claimed and incomplete
treatment code (9164) is not present

a zero as laboratory fee. If not, add additional
care packages that occur laboratory fee.








Description

Possible Causes

Suggested Action

220 Charge exempt items must be Charge exempt items present without | Add Miscellaneous Care Package
claimed with Miscellaneous Care Miscellaneous Care Package
Package
221 Reg 11 no longer applicable for General Reg 11 claimed on a Welsh Review Date of Acceptance. If it is correct,
Welsh claims claim with a Date of Acceptance on or | appropriate care packages should be claimed.
after 1 April 2026
222 Inappropriate treatment included on
a Replacement bridge or denture
claim
223 Treatment bands no longer Banded course of treatment on a Review Date of Acceptance. If it is correct,
appropriate for Welsh claims Welsh claim with a Date of Acceptance | remove code 9150.
on or after 1 April 2026.
224 Further Treatment no longer Further treatment on a Welsh claim Review Date of Acceptance. If it is correct,
appropriate for Welsh claims with a Date of Acceptance on or after 1| remove code 9163.
April 2026.
225 High Needs Referral indicator only High Needs Referral indicator on a non-| Remove High Needs Referral indicator.

applies to Wales contract

Welsh claim








Description

Possible Causes

Suggested Action

226 Code 9153 not applicable for Free repair/replacement is present on | Review Date of Acceptance. If it is correct,
contracts in Wales after 1/4/26 a Welsh claim with a Date of remove code 9153.
Acceptance on or after 1 April 2026.
227 Treatment on referral flag not Treatment on referral flag is present on| Review Date of Acceptance. If it is correct,
applicable in Wales after 1/4/26 a Welsh claim with a Date of remove treatment on referral flag.
Acceptance on or after 1 April 2026.
228 Referral for AMS used after Refarral for AMS is present on a Welsh | Review Date of Acceptance. If it is correct,
01/04/26 claim with a Date of Acceptance on or | remove Referral for AMS code 9139.
after 1 April 2026.
229 An ACORN Assessment is mandatory | An ACORN assessment is missingon a | Add ACORN assessment.
on New/Initial Assessment care claim where New Patient Assessment
package claims care package is claimed.
231 Charge Exempt Treatment Only Charge Exempt Treatment Only is only | Review Date of Acceptance. If it is correct,
(9160) used before 01/04/26 appropriate for claims with Date of remove Charge Exempt Treatment Only.
Acceptance on or after 1 April 2026.
257 Claim already deleted The claim being updated has already Use Compass to re-locate the claim and assess

been simultaneously deleted by
another user.

Usually caused by two users, or more
commonly two Compass sessions,
accessing the same claim at the same
time.

whether the desired action has been carried
out.








Error
Code

401

Description

Claim overlaps/duplicates an existing
claim for the same patient the same
contract or performer

Possible Causes

On FP17s the dates of acceptance and
completion match or overlap with the
dates of acceptance and completion
of a previously processed claim for
the same patient under the same
provider, contract or performer.

On orthodontic claims this is where
the Date of Assessment matches that
of a previous FP170 claim for the
same patient or, for a conclusion
claim, where the Date of Completion
matches that of a previous FP170

Suggested Action

Check the dates of the claim and amend as
necessary. May also require the amendment of
the dates of the previously processed claim
too.

Alternatively, if the rejected claim was designed
to supersede the previous one then use the SQ
Ind procedure to replace the previous claim
using the previous claim's original Claim
Reference Number.

Otherwise do not resubmit the claim








Error
Code

Description

Possible Causes

Suggested Action

claim for the same patient, under the
same provider, contract or performer

404 New Care Pathway claimed where New Care Pathway claimed where a Review the Date of Acceptance.
one already exists Banded course of treatment or a
previous Care Pathway has been
completed within the previous 24
months (Pathways 1 and 2) or 3
months (Pathway 3)
405 Care Pathway submission not in Care Pathway submission not in Amend submission number
sequence order sequence order
406 Care Pathway submission number Care Pathway submission number Amend submission number
already exists already exists
407 Claim not allowed due to the Claim not allowed due to the presence| If it is a denture modification, denture repair

presence of an open Care Pathway

of an open Care Pathway

or Band 3 course of treatment, amend
declaration value.








408

Description

Care Pathway declaration submitted
too soon after the previous claim in
the package

Possible Causes

Care Pathway declaration submitted
too soon after the previous claim in
the package

Suggested Action

409

New/Initial patient assessment
where patient has previous history
with provider/clinician

New Patient Assessment package was
submitted for a patient who had
received treatment from the same
provider, contract or clinician in the
previous 36 months.

Review Date of Acceptance and amend as
necessary or replace New Patient Assessment
care package with an appropriate recall care
package

Another very common cause for this is
the inability to find the previous claim
because (a) the patient has moved
house in the meantime or (b) has
visited another practice in the
meantime. In both instances, in the
absence of the unique NHS Number
being used, Compass has assumed
that patient to be a different person to
that of the original course of
treatment

Reference to NHS Dental Services is advisable.

410

Recall where no previous history
found for patient with
provider/clinician

Recall package was submitted for a
patient who had not received
treatment from the same provider,
contract or clinician in the previous 36
months.

Review Date of Acceptance and amend as
necessary








Error
Code

Description

Possible Causes

Another very common cause for this is
the inability to find the previous claim
because (a) the patient has moved
house in the meantime or (b) has
visited another practice in the
meantime. In both instances, in the
absence of the uniqgue NHS Number
being used, Compass has assumed
that patient to be a different person to
that of the original course of
treatment

Suggested Action

Reference to NHS Dental Services is advisable.

411 Maximum number of recalls More than 4 claims for assessment or
exceeded for the year recall packages have bene made
within the 12 months up to the Date
of Acceptance
412 Claim found for this patient
pertaining to a different Care
Pathway
501 Invalid contract number or performer | Invalid contract number or performer | Correct the claim.








Error
Code

505

Description

Claim dates are outside of the
contract dates or performer's tenure
with that contract

Possible Causes

On an FP17 the dates of acceptance
and completion are both outside of
the contract dates or the performer's
tenure.

On an FP170 Assess and Review or
Assess and Refuse claim, the Date of
Assessment is outside of the contract
dates or the performer's tenure.
Onan FP170 Assess/Appliance Fitted
claims the Date Appliance Fitted is
outside of the contract dates or the
performer's tenure.

For any other FP170 claim the Date

Suggested Action

Check the dates of the contract or the
performer's tenure on Compass and amend the
claim dates as appropriate. If the contract dates
or tenure dates are incorrect then consult the
local health body.








Error
Code

Description

Possible Causes

Suggested Action

of Completion is outside the contract
dates or the performer's tenure.

od of authorised laave for t!
performerconcerned-

510

DCP cannot be found on GDC register
or is suspended

DCP cannot be found on GDC register
or is suspended. Sometimes caused
when the GDC Number entered is
actually that for a dentist and not a
DCP.

Check the GDC Number of the DCP.

511

Date of Completion prior to DCP's
registration date

According to the records on Compass
the DCP entered on the claim was yet
not registered at any point during the
course of treatment being claimed.

Check the GDC Number of the DCP or the Date
of Acceptance of the claim.








Description

Possible Causes

Suggested Action

512 DCP Direct Access treatment is not Code 9182 containing the DCP Type Will not happen now that DCPs have been set
allowed for this claim has been used prematurely for all regions
513 DCP Direct Access treatment may not | Code 9182 indicating that a DCP Remove the code 9182 or change the personal
be specified for Dental Performer Clinician has carried out the id to that of a Direct Access DCP clinician
treatment has been used where the
Personal Id on the claim identifies a
dentist
514 DCP Direct Access Type missing, is The personal id the claim identifiesa | Add or amend code 9182 with the correct DCP
inappropriate or does not match the | Direct Access clinician but either code | Type for the clinician concerned
clinician on the claim 9182 is absent or the DCP Type
specified does not equate with the
DCP’s specialties
515 Dental Performer must carry out The personal id the claim identifiesa | Add code 9182 with the correct DCP Type for
treatment unless DCP Direct Access Direct Access clinician, but no code the clinician concerned
Type specified 9182 is present
516 Invalid value supplied for DCP Type Anincorrect value has been used for | Amend the value accompanying code 9178

code 9178

the assisting DCP Type code 9178








Error
Code

Description

Possible Causes

Suggested Action

605

Patient details correspond with more
than one existing patient for the
contract concerned

Possibly mis-spelled patient's
surname corresponds with more than
one existing patient for the contract
concerned.

For on-line created claims, if the
patient entered cannot be found on
the list of patients for the contract
concerned but a single entry can be
found with a very similar surname
spelling it will be assumed to be a
match with that patient if all other
factors (forename, sex and date of
birth) match. This error occurs where
more than one potential match is
found.

It is likely that the patient's surname
on the claim is mis-spelled or that the
surname(s) on an existing claim for
the patient on our database is mis-
spelled. To find the potential matches
enter your contract, the patient's
forename and the patient's date of
birth on the Activity Search (Detail)
screen.

Correct any mis-spellings encountered.








Description Possible Causes Suggested Action

804 Treatment code appears more than Usually a claim with two Bands or an Remove the inappropriate item.
once on the same claim FP170 with two IOTN and/or
Aesthetic Component codes present.
854 Missing or Invalid Location Id Missing Location Id or the Location Id | Correct the Location Id or ensure that the
is not linked to the contract Location is added to the contract.
concerned
856 No significant treatment found on An F17, to be valid, must have one, Enter whichever of the aforementioned items
the claim and one only, of the following applies.

treatment items present:

Band

Urgent Treatment (also known as
Band 4)

Prescription Issued

Repairs to Dentures

Repairs to Bridges

Arrest of Bleeding

Removal of Sutures

Reg 11

Those treatments may be absent and
accepted as long as there is a
Domiciliary Services or Sedations
recorded

On an FP170 one, and one only, of
the following treatments must be








Error
Code

Description

Possible Causes

Suggested Action

present:

Assess and Review
Assess and Refuse
Assess/Appliance Fitted
Treatment Completed
Treatment Abandoned
Treatment Discontinued
Ortho Reg 11

Repair to an Appliance

858

Date missing on an orthodontic claim

Date of Assessment and/or Date
Appliance Fitted missing on an
orthodontic assessment claim or Date
of Completion missing on an
orthodontic conclusion claim, an
Ortho Reg 11 claim or a Repair to
Appliance claim.

Date of Assessment is mandatory on
an FP170 assessment claim

Date Appliance Fitted is mandatory
on an FP170 Assess/Appliance Fitted
claim

Date of Completion is mandatory on
any other type of FP170 claim

Enter the hitherto missing date.








Description

Possible Causes

Suggested Action

859 Aesthetic component missing on an Any FP170 with an IOTN score of 3 Enter the Aesthetic value or amend the IOTN
FP170 with IOTN value of 3 must be accompanied by an Aesthetic | value.
Component value in the range 1 to 10
860 Incomplete Treatment Band not Incomplete Treatment Band claimed Remove or amend the Incomplete Treatment

consistent with Band claimed

on an Urgent Treatment claim;
Incomplete Treatment Band greater
than the accompanying Band;

There is no accompanying Band

The Incomplete Treatment Band
governs any patient charge to be
levied on a course of treatment
where not all the planned treatment
has been carried out. However, the
Band for the planned treatment
governs the UDA awarded so must
also be present but must be of a
greater or equal value to any
Incomplete Treatment Band entered.
Incomplete Treatment Bands are not
appropriate to be claimed for urgent
courses of treatment.

Band or amend the main Band








Error
Code

Description

Possible Causes

Suggested Action

862

862

Invalid or inconsistent dates on an
FP170

Invalid or future dates on an FP170,
Date of Referral after Date of
Assessment or Date of Assessment
after Date Appliance Fitted

On an FP170 assessment claim the
Date of Referral must be prior to or
equal to the Date of Assessment.

On an FP170 Assess/Appliance Fitted
claim the Date of Assessment must be
prior to or equal to the Date
Appliance Fitted

Amend the dates appropriately

863

Inappropriate patient's charge
accompanying Reg 11 (Reg 9 in Isle of
Man) claim

The patient charge entered on a Reg
11 claim (Reg 9 in the IOM) does not
equal, or is not within a £1.00
tolerance of, the appropriate Reg 11
charge or twice the appropriate Reg
11 charge

Amend the patient charge to the correct value
for the date of the claim.

864

Inappropriate patient's charge
accompanying an orthodontic Reg 11
(Reg 9 in Isle of Man) claim

The patient charge entered on an
orthodontic Reg 11 claim (Reg 9 in
the IOM) does not equal, or is not
within a £1.00 tolerance of, the
appropriate Reg 11 charge or twice
the appropriate Reg 11 charge

Amend the patient charge to the correct value
for the date of the claim.








Error
Code

Description

Possible Causes

Suggested Action

865

865

Ortho Assessment accompanying a
Reg 11 claim (Reg 9 in Isle of Man)

A Reg 11 claim on an FP170 must not
be accompanied by any of the
following forms of treatment:

Assess and Review

Assess and Refuse

Assess/Appliance Fitted

Treatment Completed

Treatment Abandoned

Treatment Discontinued

Repair to Appliance

Remove the treatment which clashes or the
Reg 11 from the claim

867

Patient charge present on a referral
claim where Domiciliary Services or
Sedation Services absent

A claim with Treatment on Referral
should be free to the patient unless
Domiciliary Services or Sedations are
present.

Remove the patient charge or the Treatment
on Referral indicator as necessary.

868

1st line of patient's address missing

Mandatory 1st line of patient's
address missing

Enter the patient's address.

869

Further Treatment Within 2 Months
invalid

The Date of Acceptance on the
rejected claim is more than two
months after the Date of Completion
of the previous course of treatment
for which Further Treatment is being
claimed.

Remove the Further Treatment item or adjust
the Date of Acceptance of the rejected claim or
the Date of Completion of the previous claim.








Error
Code

Description

Possible Causes

Suggested Action

The only applicable previous course
of treatment found was for a lower
band than that being claimed on the
rejected claim or was for Urgent
Treatment or was for Incomplete
Treatment or was itself a Further
Treatment claim.

Remove the Further Treatment item, adjust the
accompanying Band or review the contents of
the previous claim in respect of Band,
Incomplete Treatment or Further Treatment.

Another very common cause for this
is the inability to find the previous
claim because (a) the patient has
moved house in the meantime or (b)
has visited another practice in the
meantime. In both instances, in the
absence of the uniqgue NHS Number
being used, Compass has assumed
the patient to be a different person to
that of the original course of
treatment.

Reference to NHS Dental Services is advisable.








Error  Description Possible Causes Suggested Action

Code

870 Free Repair/Replacement Within 12 The Date of Acceptance on the Remove the Free Repair/Replacement item or
Months invalid rejected claim is more than 12 adjust the Date of Acceptance of the rejected
months after the Date of Completion | claim or the Date of Completion of the previous
of the previous course of treatment claim.

for which Free Repair/Replacementis
being claimed.

870 The only applicable previous course | Remove the Free Repair/Replacement item,
of treatment found was for a lower | adjust the accompanying Band or review the
band than that being claimed on the contents of the previous claim in respect of
rejected claim. Band.

Another very common cause for this | Reference to NHS Dental Services is advisable.
is the inability to find the previous
claim because (a) the patient has
moved house in the meantime or (b)
has visited another practice in the
meantime. In both instances, in the
absence of the uniqgue NHS Number
being used, Compass has assumed
the patient to be a different person to
that of the original course of
treatment.








Error
Code

Description

Possible Causes

Suggested Action

872 No Band 1, 2 or 3 with 9163 Further Treatment Within 2 Months If Further Treatment Within 2 Months is to be
must be accompanied by aBand 1,2 | claimed, then add an accompanying treatment
or3 band code 9150
873 Patient charge with 9163 Further Treatment Within 2 Months If free Further Treatment Within 2 Months is to
has a non-zero patient charge present | be claimed, then the accompanying patient
charge must be zero
874 No Band 2,3 or 4 on 9153 Free Repair/Replacement Within 12 If Free Repair/Replacement Within 12 Months
Months must be accompanied by a is to be claimed, then add an accompanying
Band 2, 3 or Urgent Band 4 treatment band 2 or 3 code 9150 or Band 4
Urgent Treatment.
893 Assess and Debond - Overseas Code 9016 used on a claim for an Add remission or exemption status or review

Patient can only be present on an
exempt patient or one for whom full
remission of fees applies

adult patient who has no remission or
exemption status or who has Partial
Remission (HC3 Certificate) status
Assess and Debonds cannot be
claimed for fee paying patients

the claim for Assess and Debond - Overseas
Patient








Description

Possible Causes

Suggested Action

894 An Assess and Debond claim cannot | Code 9016 used where we have Review the claim for Assess and Debond -
follow any other type of orthodontic | detected a previous FP170 claim for Overseas Patient
claim for the same patient that patient
Assess and Debond patients must
have no previous history of
orthodontic treatment under the NHS
895 FP170 assessment where the No assessment claim will be accepted | Review the history of the claim submission to
previous FP170 is for if the immediately previous obtain the correct sequence.
Assessment/Appliance Fitted orthodontic claim for that patient is
an Assess/Appliance Fitted. Only if
there is an intervening conclusion
claim (indicating that a second course
of orthodontic treatment is starting)
will such a claim be accepted.
896 FP170 FP170 Review the history of the claim submission to

completion/abandoned/discontinued
claim where previous claim is of the
same nature

completion/abandoned/discontinued
claim where previous FP170 for the
same patient is also for ortho
completion/discontinued/abandoned.
The only exception to this allowed is
that we will accept a completion
claim after an abandoned or
discontinued claim.

obtain the correct sequence.








Description

Possible Causes

Suggested Action

897 Inappropriate Free Exam exemption Free Exam exemption on a claim Remove the exemption, amend the claim to
where patient's age at Date of Band 1 or adjust the patient's age by changing
Acceptance is not appropriate oritis Date of Birth or Date of Acceptance.
not on a Band 1.
898 Advanced Mandatory Services after Referral for Advanced Mandatory The code 9319 plus a referral band must
01/04/2014 Services item 9316 on a claim dated instead be entered.
after 01/04/14 (01/05/14 for Wales).
899 Invalid Patient's Email Address or To be valid any patient's email
Mobile Phone Number address entered should containan @ | Amend as necessary or remove the item.
sign and at least one dot in the
characters that follow.
For a patient's mobile phone number
to be valid when entered it must
consist of 11 numeric characters with
no internal space or hyphen.
@001 | Site not authorised to transmit This will result in the rejection of a Consult NHS Dental Services
whole file of claims.
@008 | Live claim submitted but supplier not | This will result in the rejection of a Consult NHS Dental Services
certified whole file of claims.
@012 | Invalid or missing contract or Invalid or missing contract or Review the use of the contract id or the

performer on an EDI claim

performer on an EDI claim or
performer does not relate to the
contract entered

performer.








Description Possible Causes Suggested Action

@013 | Invalid PIN Either an invalid PIN has been used Use the correct PIN
for the clinician concerned
Clinician has notyet been allocated a | Create the clinician in order to allocate a

personal id personal id
Clinician is not yet added to the
contract concerned. Add the clinician to the contract

@031 | Patient's Sex missing on an EDI claim | Mandatory Patient's Gender missing Correct the claim
on an EDI claim

@034 | Missing Patient's Surname on an EDI Missing Patient's Surname on an EDI Correct the claim
claim claim

@035 | Missing Patient's Forename on an EDI | Missing Patient's Forename on an EDI | Correct the claim
claim claim

@037 | Welsh DAP New Patient Referral or Welsh DAP New Patient Referral or Add the missing significant treatment.
Welsh New Urgent Patient Referral Welsh New Urgent Patient Referral
without any accompanying significant | without any accompanying significant
treatment, e.g. Band treatment, e.g. Band

@038 | Patient Did Not Attend flag 9187 only | Patient Did Not Attend flag 9187 only Remove Patient Did Not Attend flag 9187.
acceptable with Welsh New Urgent acceptable with Welsh New Urgent

Patient Referral code 9186 Patient Referral code 9186

@039 | Patient's address missing on an EDI Mandatory 1st line of Patient's Correct the claim
claim address missing on an EDI claim

@040 | Patient Did Not Attend flag 9187 Patient Did Not Attend flag 9187 cannot | Remove Patient Did Not Attend flag or remove
cannot occur with other significant occur with other significant treatment, | other significant treatment.

treatment, e.g. Band e.g. Band








Description

Possible Causes

Suggested Action

@052 | Invalid Patient's Date of Birth on an Caused by the absence of a Date of Correct the Date of Birth or the treatment
EDI claim Birth or more probably by the date(s) on the claim appropriately
patient's Date of Birth being aftera
treatment date on the claim or if an
incorrect century has been used on
Date of Birth.
@062 | On an EDI claim Date of Acceptance On an EDI claim Date of Acceptanceis | Correctthe claim
is in the future in the future
@072 | Invalid Date of Completion on an EDI | Invalid Date of Completion onan EDI | Correct the claim

claim

claim








Description

Possible Causes

Suggested Action

@084 | Invalid Date of Acceptance onan EDI | Invalid Date of Acceptance on an EDI Correct the claim
claim claim
@086 | Onan EDI claim Date of Completion The Date of Completion must be Correct the claim
prior to Date of Acceptance equal to or greater than Date of
Acceptance.
@120 | Invalid Dentist's Declaration To be accepted an EDI claim must Complete the Dentist Declaration(s)
have one or more of the Dentist's
Declarations applied, unlessitis a
Triage claim.
@124 | Invalid EDI exemption code or not Invalid exemption code used on Select the correct exemption/remission

valid for the country concerned

transmission.

category.

Remission/exemption category not
valid according to claim date:

Certain types of remission or
exemption are only appropriate from
a certain Date of Acceptance or cease
to be valid after a certain date

Amend the remission/exemption category,
remove it or amend the Date of Acceptance

Not appropriate to region:

Some remission and exemption
types are only applicable to England
and not to Wales or vice versa. Also
some exemptions and remissions are
unique to the Isle of Man.

Amend the remission/exemption category or
remove it.








Description

Possible Causes

Suggested Action

@125 | Expectant or Nursing Mother but Expectant or Nursing Mother but Amend the patient to Female or remove the
patient is male patient is male Expectant/Nursing Mother exemption
@126 | On an EDI claim patient is not of the | Often caused by the incorrect use of | Review the use of the correct
required age for the exemption code | the Aged 18 in Full Time Education exemption/remission category or adjust the
claimed exemption when the patientis not 18 | Date of Birth or Date of Acceptance to correct
years of age. Can also apply to the the patient's age.
age based exemptions for the Isle of
Man.
@162 | Invalid quadrant construct following Invalid values following Orthodontic Consult the software supplier.
Orthodontic extractions, BPE or extractions, BPE or Visible Plaque
Visible Plague Scores scores
@192 | Invalid treatment quantity Invalid treatment quantity Invalid treatment quantity accompanying a CDS
accompanying a CDS or KPI accompanying a CDS or KPl treatment | or KPI treatment on an EDI claim. Consult the
treatment on an EDI claim on an EDI claim software supplier
@207 | Duplicate transmission of serial Duplicate transmission of serial Consult the software supplier
number nnnnnn - Please contact number nnnnnn.
system supplier This will result in the rejection of a
whole file of claims.
@212 | EDI claim where original is already Possible missing Schedule Query Use the appropriate Schedule Query Indicator.

present (based on Perf Det Id and
Claim Reference Number)

Indicator if the intention is to delete
or replace the original version of the
claim.








Error
Code

Description

Possible Causes

Suggested Action

Can sometimes occur when a new
practice management system is
introduced which re-uses Claim
Reference Numbers previously used
(often a long while ago) for other
patients.

Contact NHS Dental Services.

Otherwise do not re-transmit the claim.

@254 | Age exemption claimed on an EDI Patient Aged Under 18 (Patient Aged | Remove or amend the exemption or review the
claim but patientis 18 or over (16 or | 16 or Over in Isle of Man) exemption | patient's age in respect of Date of Birth and
over on Isle of Man claim) cannot be used on adult patients treatment dates.

(except on Ortho conclusion claims)

@256 | No age exemption claimed onan EDI | On most claims (except Reg 11 claims | Remove or amend the exemption or review the
claim for a patient aged under 18 and orthodontic conclusion claims) if | patient's age in respect of Date of Birth and
(under 16 in the Isle of Man) the patient is aged under 18 the treatment dates.

Patient Aged Under 18 exemption
must be present (Patient Aged Under
16 for Isle of Man).
NB. On English FP170 assessment
claims the patient's age has been
calculated as at Date of Referral since
01/04/19
@283 | On an EDI claim Date of Completion On an EDI claim Date of Completion is | Correct the claim

is in the future

in the future








Description Possible Causes

Suggested Action

@285 | Treatment dates on an EDI claim are | On an FP17 the dates of acceptance Check the dates of the contract or the
outside the period of the contract or | and completion are both outside of performer's tenure on Compass and amend the
the performer's tenure the contract dates or the performer's | claim dates as appropriate. If the contract dates

tenure. or tenure dates are incorrect then consult the
On an FP170 Assess and Review or local health body.

Assess and Refuse claim, the Date of | This error code often occurs in addition to
Assessment is outside of the contract | another error code if the important date for
dates or the performer's tenure. the claim has been omitted or is invalid
Onan FP170 Assess/Appliance Fitted

claims the Date Appliance Fitted is

outside of the contract dates or the

performer's tenure.

For any other FP170 claim the Date

of Completion is outside the contract

dates or the performer's tenure.

@304 | Performer on an EDI claim is not Performer on an EDI claim is not Check validity of performer in relation to the
known for the contract entered associated with the contract entered | contract.

@306 | Invalid Band entered on an EDI claim | Invalid Treatment Band entered onan | Contact software supplier.

EDI claim

@307 | Invalid or missing locationid on an Missing Location Id or the Location Id | Correct the Location Id or ensure that the
EDI claim is not linked to the contract Location is added to the contract.

concerned








Description

Possible Causes

Suggested Action

@308 | Invalid Date of Referral on an EDI Invalid or missing Date of Referral on Enter correct date of referral, which is
claim an EDI orthodontic claim mandatory on English orthodontic assessment
claims
@309 | Invalid Date of Assessment onan EDI | A Date of Assessment is mandatory Enter correct date of assessment.
claim on every orthodontic assessment
claim
@310 | Invalid Ortho Treatment valueson an | The orthodontic conclusion code If an incorrect value has been detected, contact

EDI completion FP170

9161 must be accompanied by one of
the following values.

1 - Treatment Abandoned

2 - Treatment Discontinued

3 - Treatment Completed

If a value is missing it will result in this
error code.

your software supplier.








Error  Description Possible Causes Suggested Action

Code

@312 | Nosignificant treatment on an EDI An F17, to be valid, must have one,
claim and one only, of the following Enter whichever of the aforementioned items
treatment items present: applies.

Band

Urgent Treatment (also known as
Band 4)

Advice Only (also known as Band 5)
Prescription Issued

Repairs to Dentures

Repairs to Bridges

Arrest of Bleeding

Removal of Sutures

Reg 11

Those treatments may be absent and
accepted as long as there is a
Domiciliary Services or Sedations
recorded

Onan FP170 one, and one only, of
the following treatments must be
present:

Assess and Review

Assess and Refuse

Assess/Appliance Fitted

Treatment Completed








Error  Description Possible Causes Suggested Action

Code

Treatment Abandoned

@312 Treatment Discontinued

Ortho Reg 11

Repair to an Appliance

On a Triage claim at least one of the
following must be present:

Advice Given

Advised Analgesics

Remote Prescription - Analgesics
Remote Prescription - Antibiotics
Follow Up Call Required

Call Back if Symptoms Worsen

Face to Face Appointment Arranged
Within Practice - Patient Failed to
Attend

Referred to Local UDC Reason








Description

Possible Causes

Suggested Action

@317 | No Aesthetic Component to Any FP170 with an IOTN score of 3 Enter the Aesthetic value or amend the IOTN
accompany IOTN value of 3 onan EDI | must be accompanied by an Aesthetic | value.
claim Component value in the range 1 to 10
@318 | Conflicting assessment and/or An FP170 claim should only include
completion items onan EDIFP170 one of the following treatments: Remove the items which do not apply to the
claim Assess and Review claim
Assess and Refuse
Assess/Appliance Fitted
Treatment Completed
Treatment Abandoned
Treatment Discontinued
Ortho Reg 11
Repair to an Appliance
@319 | No Band on a Free A claim for Free Repair/Replacement | Enter the required Band or remove the Free
Repair/Replacement EDI claim must be accompanied by aBand 2 or | Repair/Replacement item as necessary.
3 or an Urgent Treatment.
@320 | NoBandon aFurther Treatment EDI | A claim for Further Treatment Within | Enter the Band or remove the Further

claim

2 Months must be accompanied by a
treatment Band.

Treatment item as necessary.








Description

Possible Causes

Suggested Action

@321

Incomplete Treatment Band not
consistent with Band claimed on an
EDI claim

Incomplete Treatment Band claimed
on an Urgent or Advice Only claim,
the Incomplete Treatment Band is
greater than the accompanying Band
or there is no accompanying Band.
The Incomplete Treatment Band
governs any patient charge to be
levied on a course of treatment
where not all the planned treatment
has been carried out. However, the
Band for the planned treatment
governs the UDA awarded so must
also be present but must be of a
greater or equal value to any
Incomplete Treatment Band entered.
Incomplete Treatment Bands are not
appropriate to be claimed for urgent
courses of treatment

Remove or amend the Incomplete Treatment
Band or amend the main Band

@323

Invalid Date Appliance Fitted on an
EDI claim

Date Appliance Fitted is mandatory
on an Assess/Appliance Fitted claim.

Enter the required Date Applaince Fitted

@324

Date Appliance Fitted prior to Date of
Assessment on an EDI claim

On an FP170 Assess/Appliance Fitted
claim the Date Appliance Fitted must
be after or equal to the Date of
Assessment.

Review the dates on the claim and amend as
necessary.








Description

Possible Causes

Suggested Action

@329 | KPHtreatmenteodesonaclaimfor KPHreatmenteodesonaclaimfor Rude suspended
non-PDS-Pluscontraet non-PBS-Pluscontract
@330 | SQInd claim where original cannot SQ Ind deletion request where Check that the claim reference number refers
be found original cannot be found using to a previously submitted valid claim. If one
contract, performer and claim was previously submitted, ensure that the
reference number contract id or the performer was the same on
that claim.
@331 | SQInd claim where original has SQ Ind deletion request where Check the previously submitted claim. If it
already been deleted orisin error original has already been deleted oris | failed validation the claim does not need to be
in error. deleted from the database. If it has already
SQ Ind deletions will only work on been deleted then the SQ Ind deletion request
claims that are currently in a valid does not need to be repeated.
"paid" state. It will not work on claims
that have failed validation or those
that have already been deleted.
@333 | Schedule query not carried out. Schedule query not carried out.

Original claim cannot be deleted as it
is for a different provider

Original claim has been located but
cannot be deleted as it is for a
different provider.

The Schedule Query process can only
be used to amend for claims
previously submitted under the same
provider.

If the claims needs amendment then the
provider associated with the original claim will
need to be contacted.








Error
Code

Description

Possible Causes

Suggested Action

@334 | A patient email address, mobile A patient email address, mobile
phone or Patient Declined indicator phone number or Patient Declined Enter the patient's email address and/or mobile
must be present on this claim indicator must be present on this phone number. If either is not known then the

claim. relevant Patient Declined Indicator must be
All English orthodontic claims should | ticked.

have a patient's mobile phone

number and email address or the

relevant Patient Declined Indicator.

@335 | Mandatory Commissioner Approved | All English orthodontic assessment If the patient is 18 or over at the Date of
indicator missing for this adult claims where the patient is aged 18 or | Referral then arrange for commissioner
orthodontic patient over at the Date of Referral must approval and tick the Commissioner Approved

have the Commissioner Approved box.
indicator present

@336 | Mandatory IOTN or Aesthetic All English orthodontic assessment or | Enter the IOTN score and, if the claim is for
Component code missing conclusion claims must have an Assess/Appliance Fitted, enter the Aesthetic

accompanying IOTN score. Component value as well.
Also all English orthodontic
Assess/Appliance Fitted claims must
have an accompanying Aesthetic
Component whatever the value of
IOTN.
@337 | Mandatory Date of Referral missing For all English orthodontic Enter the required date of referral.

assessment claims with a Date of








Description

Possible Causes

Suggested Action

Assessment after 01/04/19 a Date of
Referral is mandatory.

@338 | No NHS Number has been entered All English orthodontic claims should | Enter the patients NHS Number. If not known,
have an NHS Number present even if | enter zero.
it has to be entered as zero.
@339 | Mandatory Treatment Proposed All English Assess/Appliance Fitted Add the Treatment Proposed Indicator
indicator missing claims must also have an
@339 accompanying Treatment Proposed
Indicator code 9415 with a value of 1
@340 | Mandatory Treatment All English orthodontic conclusion Add the Completed/Abandoned/Discontinued
Completed/Abandoned/Discontinued | claims must also have a Indicator also present
indicator missing Completed/Abandoned/Discontinued
Indicator also present - code 9415
with a value of 2
@341 | GDC Number for DCP provided but If the GDC Number of a DCP is Add the DCP GDC Number or DCP Type code

no DCP code 9178 (or vice versa)

supplied there must also be the DCP
Type indicator to show in what
capacity the DCP operated (Therapist,
Dental Nurse, Hygienist or Dental
Technician)

Similarly, if a DCP Type is entered and
there is no DCP GDC Number entered
this error will occur

9178 as appropriate








Description

Possible Causes

Suggested Action

@343

Mandatory Item on Triage Claim
Missing

Triage claims should all contain:
Time of Contact

Patient Group

Primary Reason for Call

Add the missing items

@344

Mandatory COVID Status Triage
Count missing

At least one of the following Patient
COVID Status Triage Counts must be
present on the claim:

Patient Shielded

Patient at Increased Risk of Severe
[lIness from COVID-19
Possible/confirmed COVID Patient or
those living in household

Patient is COVID-19 Symptom Free at
present

Other

Add the missing COVID Status

@345

Inconsistent values for number of
teeth in mouth or number of decayed
teeth

Tooth Decay Indicator is Red but no
decayed teeth recorded

Review the Red Tooth Decay indicator or the
number of decayed teeth

Tooth Decay Indicator is Red or
Amber but number of teeth in the
mouth is zero

Review the Tooth Decay indicator or the
number of teeth in the mouth








Description

Possible Causes

Suggested Action

@346 | Schedule Query cannot be processed | Once the processing cut off date for If the claim adjustment is imperative contact
as it refers to a claim pertaining to a | June has passed no further Dental Services who can still make a manual
past financial year amendments can be made using the | adjustment to the claim on Compass if

SQ Ind facility to claims pertaining to necessary
the previous financial year

@349 | Total Number of Teeth in Mouth less | Total Number of Teeth in Mouth code | Review the tooth counts for Total Number of
than Number of Decayed Teeth 9331 shows less than Number of Teeth in the Mouth and number of Decayed

Decayed Teeth codes 9320 and 9323 Teeth and amend as appropriate.

@350 | Total Number of Teeth in Mouth is Total Number of Teeth in Mouth code | Review the tooth counts for Total Number of
non-zero but Periodontitis recorded 9331 is non-zero but Periodontitis Teeth in the Mouth or the patient’s edentulous
as Edentulous code 9329 recorded as Edentulous state and amend as appropriate

@351 | No 9320 on ACORN claim Decayed Permanent Teeth absent on | Review patient’s age and amend DOB or Date

an ACORN claim for a patient aged 6 | of Acceptance if incorrect.

or over If treatment dates are correct, add code 9320
plus the number of Decayed Permanent Teeth,
even if this is zero

@352 | No 9323 on ACORN claim Decayed Deciduous Teeth absent on Review patient’s age and amend DOB or Date

an ACORN claim for a patient aged of Acceptance if incorrect.

under 12 If treatment dates are correct, add code 9323
plus the number of Decayed Deciduous Teeth,
even if this is zero

@353 | N0 9326 on ACORN claim Medical History absent on an ACORN | If ACORN is applicable add Medical History

claim

code 9326 with the relevant score








Description

Possible Causes

Suggested Action

@354 | No 9327 on ACORN claim Social History absent on an ACORN If ACORN is applicable add Social History code
claim 9327 with the relevant score
@355 | N0 9328 on ACORN claim Dental History absent on an ACORN If ACORN is applicable add Dental History code
claim 9328 with the relevant score
@356 | No 9330 on ACORN claim Tooth Decay absent on an ACORN If ACORN is applicable add Tooth Decay code
claim 9330 with the relevant score
@357 | No 9331 on ACORN claim Total Number of Teeth in the Mouth If ACORN is applicable add Total Number of
absent on an ACORN claim Teeth in the Mouth code 9331 with the
relevant score
@358 | N0 9329 on ACORN claim Periodontitis absent on an ACORN If ACORN is applicable add Periodontitis code
claim for non-edentulous patient 9329 with the relevant score
aged 12 or more
@359 | No 9332 on ACORN claim Other Dental Need absent on an If ACORN is applicable add Other Dental Need
ACORN claim code 9332 with the relevant score
@STR | Structure Error Electronic A serious syntactical error has Contact your software supplier.
occurred on the claim concerned
All Claim deleted EDI claim deleted on line This is not an error code but is a response code
to indicate that the claim has been deleted on-
line in Compass
J11 Claim Deleted at your request Claim Deleted at your request. EDI This is not an error code but is a response code

claim deleted by means of submission
of an SQ Ind 3 claim

to indicate that the claim has been deleted as a
result of the submission of a Schedule Query
Deletion request
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The Remuneration Model

The 2026 NHS Wales GDS contract builds on the stability and fairness established since
2022, offering a clearer and more predictable framework for practices. It moves decisively
away from the volatility of the historic UDA system, recognising clinical complexity,
supporting prevention, and preserving the professional autonomy that practitioners value.
Its components operate as a single, coherent model designed to reduce uncertainty,
strengthen professional judgement, and ensure that practices serving high-need
populations are not disadvantaged. Teams across Wales have already demonstrated the
benefits of this approach; the 2026 framework consolidates that progress and provides
the stability required for confident long-term planning.

A central focus of negotiations was the future remuneration model for NHS dentistry.
NHS Wales, Welsh Government, and the Welsh General Dental Practice Committee shared
a clear view that the UDA system should be replaced with a fairer and more transparent
mechanism. Although fee-for-item (FFI) arrangements offer theoretical transparency and
remain familiar to many within the profession, they inherently incentivise treatment rather
than prevention. This makes FFI incompatible with a modern, risk-based preventive policy
direction and unsuitable as a sustainable basis for improving population oral health.

Following detailed consideration of the interim arrangements and alternative weighted
capitation models, there was agreement that a care-package approach—linking payment
to the complexity and time associated with common treatments—provides the most
balanced and future-proof solution. This document sets out the proposed fee structure
and explains how the new contract operates at practice level.

The illustrative vignettes included here are intended to support clinical teams in planning
care under the new model. They are guidance tools, not substitutes for national,
evidence-based clinical standards. A separate patient-facing guide provides public
transparency, while this document is designed to support professional understanding and
confident implementation.







Care packages

Renumeration models

1. Simple restorative care package (SRCP) £72.06

This includes permanent fillings, temporary/intermediate
crowns, Hall crowns, and extractions up to a maximum
of four teeth

. Extensive restorative care package (ERCP)
£137.50

As per simple restorative care package (SCRP) for
patients who need treatment on 5 to 8 teeth

Note — For both restorative care packages composite
material should be used for anterior teeth (canine to
canine). Posterior teeth to use clinically appropriate
materials, which include both amalgam and amalgam
alternatives

Note: Once the treatment required exceeds four teeth,
the extensive package is claimed, it is not permitted to
claim multiple simple restorative care packages, for
example a patient needing eight teeth treated would be
managed under one extensive restorative package, not
two simple caries packages. For nine teeth it would be
one simple and one extensive. For sixteen teeth it would
be two extensive packages and so on. Contemporaneous
record keeping of the treatment required will be
essential to evidence claiming.

. New patient assessment £54.41

To include global health and clinical assessment
(including soft tissue), intraoral radiography, special
tests, and removal of plaque retentive factors.

Prevention, as per Delivering Better Oral Health (DBOH)
guidance to support patients that are ready to change

KEY POINTS

The contract is no longer
activity based, signaling
the end of UDAs as a
means for remunerating
dental care.

Care packages are
additive - based on
patient need —
depending on the clinical
assessment.

The principle of care
packages is based on
time to deliver care, not
activity.

Prevention is integral to
care packages and
covered by a capitated
5% ACV payment.

The segmented aspect
of this contract will
support skill mix.

ACORN will continue to
be the risk and need
assessment tool, but the
data points will be
automatically generated
to the NHSBSA.







their oral health behaviours and include:

- Improving oral hygiene (includes oral hygiene
instructions and removal of plaque retentive factors)

- Optimising exposure to fluoride

- Reducing sugar intake and healthier eating

- Stopping smoking and tobacco use

- Reducing harmful alcohol consumption

Referral to appropriate services like Help Me Quit (if
agreed by the patient) is also a part of the prevention.

Topical fluoride application, high concentration fluoride
toothpaste prescription, and fissure sealants (for enamel
caries) as appropriate.

Note - Following a new patient assessment, if treatment
is identified an appropriate care package is claimed

Note - A global oral health assessment refers to a
comprehensive evaluation of oral health status, needs,
and risk determinants (see q.35 on page 35). Please
refer to DBOH toolkit for detailed guidance.

. Periodontal care package £97.06

Entry assessed on engagement from assessment, but
patient must achieve satisfactory plaque scores by third
OHE visit as advised by BSP guidance. To include plaque
score and tailored Oral Hygiene Instructions, 6 Point
Pocket Chart, Removal of Plaque Retentive Factors and
Pocket debridement. The care package is for a single
course of periodontal treatment. Up to two care
packages can be claimed in a financial year per patient.

Contractor will be expected to follow national guidance

on managing patients with periodontal disease:

https://www.bsperio.org.uk/assets/downloads/Delivering
stepwise Care version 2 7th August 2025.pdf

. Denture care package £172.79

Excludes laboratory fees (which will be paid directly by
the patient, unless exempt from NHS charges). Includes
upper and lower dentures, including Cobalt Chrome
dentures if clinically indicated. This includes all denture
work provided in this care package and can be a

3% of the ACV is for
recalling low need
patients. Practices will
be expected to recall
80% of their adult active
patients who were given
a recall of 18+ months
at their previous visit.
Failure to achieve could
incur a financial sanction
and/or a contractual
breach notice.

All decisions on
Associate remuneration
will continue to be the
responsibility of the
contract holder.

There will be cases
which may need to be
extended over different
financial years, which is
allowable under the care

package framework.

Non-exempt patients will
pay 50% of the care
package fees up to a
maximum of £384 (lab
bills are in addition) per
course of treatment.

The amount of
permanent crown,
bridge, inlay, onlay and
veneer care packages
are capped at 10% of
the ACV. Health Board
permission must be
sought and gained to go
over this.





https://www.bsperio.org.uk/assets/downloads/Delivering_stepwise_Care_version_2_7th_August_2025.pdf
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combination of metal and acrylic dentures.

All laboratory items such as special trays, study models
should be included in the final laboratory bill. Dentures
will be warranty for a period of 2 years at the point of
fitting. Easing and adjustments will be free of charge for
the 2-year period, and no care package will be
claimable.

When fitting immediate dentures, only easing or
adjustments for 2 months post fitting will be provided
free of charge.

Lost and misplaced dentures will not be covered under
the warranty period and replacement will be subject to
the appropriate care package

Digital impression techniques are included in the care
package

. Stabilisation care package £150

For patients with unstable dental disease who present
with 7+ carious teeth, where at least two of the teeth
have caries extending to proximity or into pulp and the
patient is keen to engage.

This will include extractions, Delivering Better Oral
Health prevention, Glass Ionomer intermediate
restorations, pulp extirpation, removal of plaque
retentive factors.

. Anterior root canal package £182.35

For up to two teeth (1-3) and includes any permanent
restorations. For cases that require a laboratory made
temporary crown the patient will be required to pay the
laboratory bill to the practice. For exempt patients this
will be re-imbursed using the tariff.

Clinicians will be expected to follow national guidelines,
including placement of rubber dam. Deviation of the
guidance will require clinical justification.

. Posterior root canal package £365.44
Molar and pre-molar root canal package, for up to two
teeth. This includes second molars if the tooth is

5% of the ACV is for
adaptive commissioning.
Health boards, by
mutual agreement, will
have the discretion to
use this financial
segment of the contract
to commission a service.
For example, a diabetic
periodontal disease
pathway, or in-practice
quality improvement
project.

Failure to achieve a
mutually agreeable use
of the 5% will result in
the funding being added
to the ACV segments.








strategically necessary to maintain function (eg; patients
who have a lack of posterior support, a medical reason
to retain etc). Clinicians will be expected to follow
national guidelines, including placement of rubber dam.
Deviation of the guidance will require clinical justification
recorded in the clinical notes.

For cases that require a laboratory made temporary
crown then the patient will pay the appropriate
laboratory fee. For exempt patients this will be
reimbursed using the tariff.

NOTE: Temporary chairside crowns, temporary and
permanent fillings are included in the anterior and
posterior root canal package. If a patient is reviewed at
a subsequent visit and requires cuspal coverage (such as
a crown) then an additional crown and bridge care
package can be claimed. If a crown is placed within the
endodontic care package no additional care package is
claimable, but the laboratory bill is still applied for non-
exempt patients (or re-imbursed for exempt patients).

9. Recall examination £50 per visit
Patients having a recall examination will be put on a
recall interval aligned to NICE guidance. The number of
recall intervals should reflect the risk and need of the
patient. A robust clinical monitoring process will take
place to confirm that the patient is on the appropriate
risk assessed recall package. The recall visit includes a
full oral health assessment including a basic periodontal
examination, radiographs, soft tissue, fluoride
application, removal of plaque retentive factors,
prevention etc where appropriate.

10. Permanent Crown, bridge, inlay, onlay, and
veneer care package for permanent teeth
£280.88
Up to a 3 unit bridge (unit is defined as retainer and
pontic) or up to two crowns or, where a crown and
bridge are both provided, a single cantilever bridge and
single crown would count to a single care package. This
package includes study models, diagnostic wax ups, face








bow recordings, posts and cores etc. A simple cantilever
bridge and a single crown will generate a single care
package. A four-unit bridge would count as two care
packages and so on. The package will include all tooth
preparation types necessary for the crown, bridge, inlay,
onlay, and veneer that the patient has consented to.
Excludes laboratory fees (which is patient funded, unless
exempt). A comprehensive laboratory reimbursement
tariff will be published, subject to annual DDRB uplift.

Digital impression techniques are included in the
package.

All luting cements and techniques are included in the
package.

Any clinical photos to determine shades are also
included in the care package

11.Urgent care package £75
Urgent appointments will include an oral health
assessment (including soft tissue) and onward referral
where appropriate.

Urgent care should provide relief from pain and/or
prevent significant deterioration of a particular problem,
with an onward referral if required. This care should
normally be done in a way that provides, whenever
possible, a long-term solution.

Where appropriate, and with the patient’s consent,
urgent care should consist of permanent definitive
treatment, including restorations. When definitive
treatment is contraindicated or not possible, justification
for any treatment or care provided will be recorded in
the patient’s clinical record.

For patients that do not currently have an existing
relationship with the practice, the patient should be
made aware of their responsibilities and requirement to
seek further care to resolve the urgent issue or prevent
a recurrence. When routine treatment is needed, they
should be advised to enrol on the Dental Access Portal.








Treatment provided for new urgent patients under an
urgent care slot is warranted for a period of 12 months
from the initial appointment. A patient can directly
contact the practice if they continue to have issues with
the same tooth. No further care package or patient
charge can be generated.

The urgent care package fee is only paid for patients
who are not historic patients of the practice

The number of urgent slots agreed are calculated based
on the £75 financial value.

12.Miscellaneous care package £50
For treatment and interventions for patients that fall
outside a current care package or outside the warranty
period ie;

e Denture repair/addition/re-line (see denture care
package regarding immediate dentures) for
dentures not provided by the contract holder in
the last 2 years.

e Denture ease (up to two per financial year for
dentures older than 2 years or made by another
contract holder and for immediate dentures fitted
more than 2 months ago)

e Study models (not part of another care package
and one claim per year)

¢ Bite raising appliance (includes study models). A
two-year warranty applies

e Biopsy per site (includes sutures, pathology
report, follow up and post-operative
complications/management)

e Repair/Recement of a crown, bridge, or veneer
(one year warranty)

e Removal of sutures for procedures external to
the practice (eg an extraction carried out by
specialist services)

e Pericoronitis. Only one miscellaneous care
package can be claimed relating to the same
tooth per episode regardless of the number of
visits

e ANUG per episode. Only one miscellaneous care
package can be claimed per episode regardless








of the number of visits.

e Orthodontic urgent issues when the patient’s
own orthodontist is unavailable. Only one
miscellaneous care package can be claimed
within a 3-month period.

e Arrest of haemorrhage (for extractions carried
outside of a care package, includes sutures and
removal) regardless of the number of visits to
manage the same site only one miscellaneous
care package can be claimed

e Dry socket (for extractions carried outside of a
care package). Regardless of the number of visits
for the same site only one miscellaneous care
package can be claimed

e Splinting of mobile teeth per episode of care (up
to four teeth and warranted for 12 months)

e Trauma related injury (includes all necessary
review appointments, pulp sensibility tests,
radiographs, and all other necessary tests)

Note - Excludes any laboratory fee which is patient
funded, unless exempt.

Note — sports gum shields / sports guards are not
available under the NHS for any age group.

13.Child new patient assessment

e Underl £80
e Agel-4 £75
e Age5-12 £70

Age 13-17 £60

Recall examination £55 (maximum of 4 per year or 3
following initial new patient assessment fee).








Care packages
2 Worked Examples

SCENARIO 1

Mr Jones is a new non-exempt patient and booked to see Dr A. Following an examination, he
requires a molar root canal therapy and four fillings.

What care package(s) does this generate?
1. New patient assessment £54.41
2. Simple restorative care package £72.06
3. Posterior tooth endodontic care package £365.44

Mr Jones will be invoiced for his NHS dental charge (PCR) based on treatment provided.

What else can Mr Jones expect following his examination?

Dr A either himself or using an appropriately qualified member of his team will ensure that
Mr Jones receives comprehensive preventive advice as detailed in Delivering Better Oral
Health, under the 5% prevention capitated payment.

Mr Jones successfully completes his treatment and, following an oral health risk assessment,
it is decided that he needs a 6-month recall.

Mr Jones returns 6 months later. This generates a £50 recall payment. However, it is noted
that the endodontically treated molar now needs a crown for cuspal coverage, which attracts
an additional Crown care package of £280.88. Mr Jones will pay the crown laboratory bill
direct to the practice. Mr Jones will be invoiced separately for his NHS dental charge (PCR)
In total for the year this generates a total practice payment of £822.79

Mr Jones unfortunately returns 2 months as one of his new fillings fallen out.

What care package(s) does this generate?
None - no further payment is allowable. Under the warranty the contract holder will need to
fix the tooth.
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SCENARIO 2

Mrs Evans is experiencing toothache; she doesn't have a regular dentist. She calls NHS111
(some health boards have a direct number) and explains her symptoms. 111 pass the details
onto the health board who arrange an appointment for an urgent care package GDS at Dr
A’s practice.

Dr A sees Mrs Evans and identifies a grossly carious upper first premolar tooth and decides
that the tooth needs to be extracted. The tooth is extracted.

What care package(s) does this generate?
Urgent care package £75

If Mrs Evans fails to attend the appointment £75 is still paid

SCENARIO 3

Ms Lewis has swelling, and pain associated with a molar tooth. She doesn't have a dentist.
She calls 111 and is directed to the health board who arrange a timely appointment at Dr A’s
practice via an available urgent slot.

Dr A examined Ms Lewis and identified that the tooth could not be saved. Unfortunately, due
to the active infection present, he is unable to achieve adequate anaesthesia. Dr A prescribes
antibiotics and arranges for Ms Lewis to return for a second appointment. On the second
appointment Dr A removes the tooth successfully.

What care package(s) does this generate?
Urgent care patient care package £75

Dr A noticed that Ms Lewis would benefit from additional dental treatment which Dr A has
identified as a priority. Ms Lewis is keen to improve her oral health. Instead of returning to
the DAP, Dr A can ask the HB if he can accept Ms Lewis as a new patient outside the normal
new patient DAP process.

SCENARIO 4

Dr A puts in a request for new patients to the health board. Mrs Owen has been on the DAP
for 1 year and is notified that Dr A can offer her a routine examination appointment, she
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accepts the offer and shortly afterwards is contacted by Dr A’s dental practice with an
appointment.

Mrs Owen has an examination and is identified has having active periodontal disease stage
2, grade B, with poor plaque control. She also has two carious teeth that are restorable. Mrs
Owen is very engaged and wishes to improve her oral health and keep as many teeth as
possible. Dr A, following initial treatment, concludes that a 3-month recall is appropriate
based on his clinical opinion and risk factors.

What care package(s) does this generate?

New patient assessment £54.41

Simple restorative care package £72.06

Periodontal care package £97.06 (maximum of 2 periodontal packages per financial
year, but each periodontal care package where clinically appropriate may be
carried out over more than one visit)

Recall examination £50 per visit

How might this work in practice? (This is only an approximate example for payment purposes
and should not be taken as clinical guidance - for further guidance and management please
refer to the BSP guidance on managing periodontal disease — Appendix 3)

e Extensive preventive advice as per DBOH which is part of the 5% ACV contract
payment (capitation type arrangement). This could be delivered, for example, by the
dental nurse trained in oral health education.

e Once plaque control is satisfactory the patient then has initial periodontal treatment,
a more detailed assessment and possible restorative treatment.

e The Patient is put on a 3-month recall interval which will include further advanced
periodontal treatment following re-assessment.

e Total payment £273.53, excluding capitation payment.

e The hygienist could carry out the periodontal package, or

e The dental therapist could carry out the periodontal package, 3 months recall visits
and simple restorative package, or

e The preventive advice could be carried out by the dental nurse, hygienist, therapist,
or dentist.

Note: if further treatment is required excluding warranted interventions, then
additional care packages are allowable, for example if a further tooth is identified as
needing to be extracted, the patient will fall into an additional simple caries package.

e The segregation of packages allows a simple remuneration system to calculate
relevant pay for the individual members of the dental team.

e It may be possible to provide remote preventive advice using secure digital technology
or record such interactions allowing patients to watch the advice again.
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SCENARIO 5

Mrs Kaur attends Dr A’s practice for her routine 12-month recall and asks if she can arrange
an appointment for her newborn son Harjinder who is 10 months old. Dr A welcomes
Harjinder to the practice and the receptionist says that they have a 30 mins slot available
now if that works for Mrs Kaur? Mrs Kaur accepts.

What care package(s) does this generate?
Harjinder is under 1 so £80 is paid from the initial assessment care package for children

What is expected?

Full prevention and dietary advice as per Delivering Better Oral Health guidance. This should
include a comprehensive discussion including relevant topics such as supervised
toothbrushing, breast feeding, pacifiers, digit sucking, weaning and the oral health of other
children in the family etc. It is estimated that this will take around 20 to 30 mins.

Who can provide this advice?
Dental nurse trained in oral health education, hygienist, dental therapist, or dentist. It may
be possible to carry out this discussion at a separate appointment using digital technology.

In this instance there is concern about poor oral hygiene and diet and therefore Harjinder is
put into the 6 months recall interval which, this equates to £55 per recall examination
visit.

For a 12-month period the payment excluding the capitation element of prevention within
the ACV will be £190 (initial assessment care package plus two recall
examinations).

SCENARIO 6

Dr A’s practice makes a request to the health board for new patients. Steven Lewis is 15
years old, having just moved to Wales, and his parent is contacted to offer Steven a new
patient appointment with Dr A’s practice after being on the DAP for 2 months. Steven’s parent
accepts his appointment and attends Dr A’s practice.

On examination, Steven needs seven fillings which are all restorable. Dr A advises that a 6-
month recall is appropriate.

What care package(s) does this generate?

Initial new child patient assessment £60
Extended restorative care package £137.50
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What is expected?

In addition to the examination, radiographs and restorative treatment, comprehensive
prevention advice as per DBOH guidance is provided. As in previous examples this is paid in
addition to the care package payments as part of the 5% capitation payment in the ACV.
Remote digital prevention is acceptable by any qualified member of the dental team.

For 12 months including the next two examination recalls, the total payment generated is
£307.50

SCENARIO 7

Mr Stokes is an active patient of Dr A’s practice and needs an urgent appointment for
toothache. He had received a simple restorative care package 9 months ago. Dr A arranges
a timely appointment to see Mr Stokes. Mr Stokes is identified as needing another filling in a
tooth that was not part of the previous simple restorative care package.

What care package(s) does this generate?
A simple restorative care package of £72.06

SCENARIO 8

James Roberts is 14 years old, a known patient at Dr A’s practice. James had received a
simple restorative package 6 months ago but has now fallen over and fractured his front
tooth. James’s mother phones the practice and Dr A arranges a timely appointment.

Following assessment James needs root canal therapy.

What care package(s) does this generate?
Anterior root canal package £182.35

Note: An urgent fee cannot be claimed as James was not placed into an urgent care
appointment by the health board. However, if James is due for his 6 months recall it may be
appropriate to claim the recall fee or defer.

SCENARIO 9

Ms Powell has broken her back molar tooth; she attended Dr A’s practice 4 months ago and
had a simple restorative care package. Ms Powell phones the practice and Dr A’s practice
arranges a timely appointment.

Dr A identifies that a crown is now needed and Ms Powell consents to treatment.
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What care package(s) does this generate?
A crown and bridge care package is allowable £280.88

SCENARIO 10

Mr Levi is on a 9-month recall and attends Dr A’s practice for his recall appointment.
Following examination, it is identified that three of his upper anterior teeth have become
nonvital. Mr Levi recalls banging his front teeth a few months ago but didn't see the need to
get urgent care.

Mr Levi consents to three root canal treatments

What care package(s) does this generate?

As this exceeds the upper limit of two teeth within a single anterior root canals this would
mean two anterior root care packages are claimable £182.35 plus £182.35

Plus, the 9 months recall fee £50

Total payment generated £414.70

SCENARIO 11

Unfortunately, Mr Levi from scenario 10 returns with acute pain and infection associated with
one of the root fillings. He requests extraction and an immediate denture.

What care package(s) does this generate?

The extraction will not generate a fee as this will be covered as part of the warranty.

The denture care package is allowed generating a fee of £172.79. Mr Levi is not exempt so
will need to directly pay the laboratory bill and any associated NHS patient charge

Total payment generated £172.79

SCENARIO 12

Ms Roundtree has lost a filling causing significant sensitivity/pain but does not have a regular
dentist. She calls 111 who pass the information onto the relevant health board. The health
board arrange for Ms Roundtree to see Dr A in 2 days’ time as he has slots free that day and
is the nearest practice.

Dr A examines Ms Roundtree and places a temporary filling into the tooth. He advises Ms
Roundtree to place her name on the DAP if she wishes to receive ongoing NHS dental care.
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What care package(s) does this generate?
New urgent patient care package £75
Total payment generated £75

SCENARIO 13
Ms Roundtree returns 5 weeks later as the temporary filling has fallen out.

What care package(s) does this generate?
If a filling should have been provided as definitive treatment at the urgent appointment as
this was the most clinically appropriate treatment then no care package is claimable.

At the second visit Dr A decides to place a permanent restoration to reduce the
chance of the patient returning for a third unpaid visit.

SCENARIO 14

Mr Cleverly attends for his 12 months recall to Dr A’s practice. Following examination, a tooth
with a large lost filling is discovered with little remaining tooth structure. Dr A advises that a
crown is required, but Mr Cleverly only wishes a filling to be placed. In this scenario Dr A
must clearly state the recommended treatment and be able to clinically justify that a crown
was the best and sensible option. The notes should be clear for NHSBSA and other relevant
clinical policy advisors to also come to the same conclusion, based on a reasonable average
evidence-based opinion.

What care package(s) does this generate?
Recall examination fee £50

Simple restorative care package £72.06

Total payment generated £122.06

SCENARIO 15

Mr Cleverly’s filling falls out 1 month later and he rings up Dr A’s practice. Dr A arranges a
timely appointment and explains again that the tooth ideally requires a crown. Dr A has the
following options to consider:

1. If Mr Cleverly decides to go ahead with the crown, then Dr A can claim the crown and
bridge care package £253 (Mr Cleverly will pay the lab bill as not exempt, plus patient
charge)

2. If Mr Cleverly wishes to have the tooth extracted, then Dr A cannot claim an additional
care package as this comes under the 2-year warranty and is covered under the simple
caries package. No fee

3. Attempt to restore the tooth No fee (repair/replace)
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4. Option for treatment on a private basis outside the NHS (personal choice)

SCENARIO 16

Mr Hamilton returns for his 12-month recall in January to see Dr A. On examination it is
identified that he needs the upper right premolar tooth crowned. Dr A is aware that he has
reached 10% of the ACV value for high value care packages.

What care package(s) does this generate?
Crown and bridge care package £280.80

12 months recall examination fee £50

Total payment generated £330.80

Mr Hamilton would ideally like the crown done on the NHS and ASAP as his son is getting
married in 2 months’ time.

Possible options to consider (in order):

a) Dr A contacts the health board with a request for additional funding approval within the
current financial year

b) Dr A defers treatment until the next financial year

c) Mr Hamilton pays privately for the crown

SCENARIO 17

Mrs Chan is a new patient allocated to Dr A’s practice from the DAP. Dr A’s reception staff
books Mrs Chan for a routine examination.

Following examination Mrs Chan has extensive caries due to having eaten copious amounts
of honey and using a non-fluoridated toothpaste once daily. Plaque levels are moderate. Mrs
Chan clearly presents with unstable disease.

Dr A notes nine cavities with two requiring endodontic treatment. An additional two teeth
require extractions. Mrs Chan is very keen and engaged to improve her oral health and follow
advice.

What care package(s) does this generate?
New patient assessment £54.41
Stabilisation care package £150

Total payment generated (excluding prevention capitation payment) £194.41

What is expected for these care packages?
e Comprehensive preventive advice following DBOH guidance. This can be given by any
member of the dental team who is suitably qualified, such as dental nurse with oral
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health education, hygienist, dental therapist, and dentist. It may be possible to provide
this using a digital platform, such as attend anywhere software.

e Mrs Chan will have her carious teeth stabilised using an appropriate temporary
restorative material. Dr A may carry out extirpation and stabilisation of endodontically
treated tooth if appropriate. In addition, extractions of the poor prognosis teeth are
also allowable. Dr A may allocate Mrs Chan to his Foundation trainee (DFT) for the
stabilisation phase as the practice would have this recognised against their contract.

e Once the team has completed the stabilisation and the patient shows compliance, and
if suitable, Dr A can progress to definitive treatment using the care packages.

SCENARIO 18

Mr Turner is a new patient and attends Dr A’s practice via the DAP allocation process with
the health board.

On examination Mr Turner needs his last nine remaining loose teeth extracted, five in the
upper arch and four in the lower arch. He agrees to extraction and immediate fitting of
dentures.

What care package(s) does this generate?
New patient assessment £54.41

Extensive restorative package £137.50

Simple restorative package £72.06

Denture care package £172.79

Total payment generated £436.76

When Mr Turner returns for the 3-month examination, he may require new dentures or re-
lining depending upon bone resorption post healing.

What care package(s) does this generate?
3 months recall fee £50

If a new denture is needed, a further denture care package is allowable
If a simple reline is needed, a miscellaneous package is allowable, if this is a laboratory reline
then the patient pays the lab cost, or the practice receives the set fee for an exempt patient

SCENARIO 19

Mrs Robinson attends as a new patient to see Dr A. Dr A identifies two fillings and arranges
a further appointment.

What care package(s) does this generate?
Patient assessment £54.41
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Simple restorative care package £72.06

Unfortunately, Mrs Robinson fails to attend the filling appointment on two occasions. The
simple restorative care package has not started and so only the new patient assessment can
be claimed. If one of the fillings had been done, then the full care package is claimable.

Practices will be expected to follow the all-Wales DNAs policy and return Mrs Robinson to the
DAP.

SCENARIO 20

Mrs Hughes, age 44, has not seen a dentist for 20 years and is embarrassed by the
appearance of her teeth. She has enrolled on the DAP but developed severe toothache and
contacted 111. The health board has allocated her to a vacant urgent care slot with Dr A.
She is apprehensive but keen to not only be out of pain but also to improve her oral health.

On examination she has an unrestorable first premolar with an acute abscess and request an
extraction. Dr A identifies that Mrs Hughes is likely to also require six non-complicated
restorations, two simple extractions and one root elevation, a crown, basic periodontal
therapy, and a partial denture.

What care package(s) does this generate?
Urgent care package, including an extraction £75

Dr A has capacity to accept Mrs Hughes as a new patient and seeks prior approval with the
HB. Once approved Mrs Hughes is invited back for formal examination and assessment.
New patient assessment £54.41

High needs stabilisation care package £150

Extended restorative care package £137.50

Periodontal care package £97.06

Crown and Bridge care package £280.88

Denture care package £172.79

Total payment generated (excluding prevention capitation payment) £967.64
Note: The treatment clock stops once the initial treatment plan has been delivered in
full. At this point the patient charge (for non-exempt patients) is calculated which in this

case will be capped at £384 plus any laboratory items. Separate patient charges will apply
for any future recall examinations or treatment.
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SCENARIO 21 — New contract remuneration compared to the UDA contract

Mr Adams is offered a new patient appointment after being on the DAP for 5 months and is
booked into to see Dr A’s associate dentist called Dr B.

Dr B examines Mr Adams, carrying out a full examination and history including charting, BPE
and soft tissue examination, he also takes two bite wing radiographs.

Mr Adams has average oral hygiene and frequently snacks on sugary foods.

Dr B reports on the radiographs and notes seven class two cavities which are not obvious to
the patient. The UL5S is likely to be non-vital and so he carries out pulp sensibility tests and
takes a periapical Xray confirming that the tooth is non vital. Dr B risk assesses Mr Adams as
red for caries.

After a full discussion with Mr Adams, he consents to treatment.

Dr B asks the receptionist to book Mr Adams in with the dental nurse for comprehensive
preventive advice, he also prescribes a high strength toothpaste to use in the meantime and
applies duraphat varnish at the chairside.

At the next appointment Mr Adams sees the dental nurse through a video consultation and
receives a 20 mins appointment aligned to delivering better oral health. He is clearly engaged
and following a face-to-face review appointment with the dental nurse his oral hygiene is
excellent, and the sugary snacks have been stopped. The dental nurse asks the receptionist
to book Mr Adams in with Dr B for restorative fillings, after two visits all the fillings are
complete, and Mr Adams is keen to save his premolar tooth.

Dr B arranges a further visit to carry out root canal therapy of the asymptomatic premolar
tooth. Following a second visit the root canal therapy is completed.

Dr B advises a 6 month recall due to the initial risk factors, but factoring in the improvement
in oral hygiene

Mr Adams attends 6 months later with the cusp fractured off the root filled molar tooth, his
diet and oral hygiene remain good, and he is keen to keep the tooth. Following an
examination with Dr B and a PA radiograph, the tooth is restorable and apical healing is
satisfactory.

Mr Adams returns for his crown prep and a week later his crown his fitted. Mr Adams is not
exempt and pays for the laboratory bill direct to the practice
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Mr Adams books for a 6-month recall examination appointment

At the next recall appointment. Mr Adams has no problems, his oral hygiene is excellent, and
diet remains healthy with little to no sugary snacks.

Dr B now explains to Mr Adams that their risk factors have reduced, and he can now be seen
every 12 months. Mr Adams now goes into a 12-month care package.

Remuneration for the 12-months:

Claim 1 -
e Initial new patient assessment £54.41
e Extended restorative package £137.50
e Molar endodontic package £365.44
e Prevention included in the 5% ACV
Claim 2
e Recall examination £50
e Crown and bridge package £280.88

Total payment generated (excluding capitation prevention) £888.23

Under the UDA contract with an average £30 UDA value, this would have generated:

e Band?2
e Band3
e Bandl1
e Bandl1

Total £510 less the laboratory bill
Assuming the lab bill was £75, this would only have generated £435

Under the new contract the practice receives an additional £453.23. This figure is
higher as the contract also contains 5% ACV for prevention.

SCENARIO 22: New contract remuneration compared to UDA model

Danielle is 14 years old; she attends Dr A’s practice and sees Ms Smith the dental therapist
under direct access. Following a full examination Ms Smith takes BW radiographs and
diagnoses five small class 2 cavities all extending into dentine. Ms Smith discusses the finding
with Danielle and her parents and explains that she will need two more appointments to
complete the treatment, but first he needs to arrange an appointment with the practice dental
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nurse for preventive advice. Danielles mother books two appointments to see Ms Smith and
has a virtual preventive session booked with the dental nurse.

The dental nurse using video consultation software provides comprehensive preventive
advice including toothbrush demonstration and follows the DBOH guidance. Two weeks later
Danielle returns to have their fillings done with Ms Smith who reinforces the preventive advice
and additionally applies fluoride varnish, Ms Smith also by mutual consent agrees to place
fissure sealants on the posterior molars.

Danielle returns the following week to complete the fillings. Danielle is considered a risk for
caries, and a file note is made that at the 6-month recall examination, Danielle will also
receive a further fluoride application. Danielle returns for their recall appointment to see Ms
Smith and no new cavities are detected; an application of fluoride is applied along with
preventive advice.

Remuneration for the 12-month time period under the new contract:
e Initial new child patient assessment £60
e Extensive restorative care package £137.50
e Recall examination £55
e Prevention included in the 5% ACV

Total payment generated (excluding 5% ACV prevention) £252.50

Under the UDA contract with an average £30 UDA value, this would have generated:
e Bandl1

e Band?2
e Band1
Total £150

Under the new contract the practice receives an additional £102.50. This figure is
higher as the contract also contains 5% ACV for prevention.

SCENARIO 23

Mr Hoffman attends and is booked in to see Dr A, he is a regular patient attending for his 9-
month recall. He mentions to Dr A that his simple cantilever bridge is loose. Dr A pulls the
bridge off and after cleaning the bridge and examining the retainer, he informs Mr Hoffman
that he can simply recement the bridge.

What care package(s) does this generate?
Recall examination £50
Miscellaneous care package £50
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Total payment generated £100

SCENARIO 24

Stephen is 5 years old and attends with his mother as a new patient to Ms Smith the dental
therapist. Stephen’s mother explains that he has a bad back tooth. Ms Smith notices that he
has a carious LRE which would benefit from a stainless-steel crown.

Following radiographic assessment, she arranges for Stephen to return where he and his
mother get comprehensive prevention advice, fluoride varnish, and acclimatisation. Stephen
returns for a second visit and has the LRE restored with a stainless-steel crown.

What care package(s) does this generate?

Initial assessment fee 5-12 £70

Simple restorative package £72.06

Total payment generated £142.06 (excluding 5% prevention ACV)

SCENARIO 25

Mr Christopher Thomas is booked into see Dr A, he is 8 years old and is a new patient at the
practice. His father explains that he has a “bad” back tooth. Dr A can see that Christopher
has a non-vital LRE with a sinus and cavities in his LRD and LLD. Dr A decides and obtains
consent to extract the LRE and fill the LRD and LLD. His father says that he has had a baby
tooth removed before and co-operates well.

Dr A arranges for Mr Christopher Thomas and his father to receive comprehensive prevention
advice with one of his suitably qualified dental nurses and asks Mr Thomas to bring
Christopher back for a further two appointments where he completes the treatment including
fluoride varnish application.

What care package(s) does this generate?
Initial assessment fee £70

Simple restorative package £72.06

Total payment generated £142.06

When Christopher returns 6 months later, one of the fillings has fallen out.

What care package(s) does this generate?
6 months recall £55

The filling will need to be replaced by the practice as it will fall under the warranty
period and was included in the original simple caries package
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SCENARIO 26

Mrs Bragg is a new patient of the practice and attends for her initial assessment with Dr A.
She has a full upper denture and a partial lower denture. She has a small amount of calculus
and mentions that her lower denture has been rubbing recently. Dr A notices some ulceration
related to the denture. He removes the plaque retentive factors, provides prevention advice,
places some fluoride varnish on an early enamel lesion and eases the denture. He arranges
for Mrs Bragg to return a week later to review the ulceration and is pleased to see that it has
all resolved. Mrs Bragg is placed on a 12-month risk assessed recall interval. You may notice
that the regulations refer to scale and polish, this can be interpreted as removal of plaque
retentive factors including overhangs/calculus. You are not mandated to polish the teeth
although this can be included at the clinician’s discretion but no additional fee is generated

What care package(s) does this generate?
New patient assessment £54.41

Miscellaneous care package £50

Total payment generated £104.41

SCENARIO 27

Mr Conradi calls Dr A’s practice explaining that the new front crown that was done last year
has fallen off. The practice arranges a timely appointment for Mr Conradi who is also due his
9 months recall appointment. On examination Dr A observes that the tooth has fractured
inside the crown and that the tooth is no longer restorable. He explains that the root will
need to be removed. Mr Conradi doesn’t want a gap and asks if he can have a denture.

Following an informed, shared decision-making, conversation Mr Conradi consents for an
immediate partial denture which will also fill some pre-molar gaps.

Dr A at further visits removes the root and places an immediate denture.
What care package(s) does this generate?

Denture care package £172.79

Recall fee £50

Total payment generated £222.79

Note: The extraction is included in the crown and bridge care package warranty

SCENARIO 28

Mr Bold calls Dr A’s practice explaining that his Lower right molar tooth has lost a filling. He
was only in the practice last week for his routine 12-month recall and no treatment need was
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identified at that appointment. As the tooth is currently asymptomatic, Dr A books him for 3
weeks’ time.

Mr Bold attends his appointment and Dr A restores the tooth with composite. The tooth was
last filled by Dr A 5 years ago

What care package(s) does this generate?
A simple restorative care package would be applied, (although filled 5 years ago this is outside
the warranty period) £72.06

Total payment generated £72.06

SCENARIO 29

Mx Jones has pain from their erupting wisdom tooth; they call Dr A’s practice, and they
arrange to see them in a timely fashion.

Mx Jones is not due a recall visit and has never had any treatment at the practice. Dr A
diagnoses acute pericoronitis and appropriately prescribes antibiotics, in addition he provides
preventive advice. In this scenario the treatment provided comes under the miscellaneous
care package.

What care package(s) does this generate?
Miscellaneous care package £50

Total payment generated £50

SCENARIO 30

Mrs Boon attends as a new patient to see Dr A. Dr A following a full examination including
radiographs, explains that she needs five fillings, Mrs Boon would also like her old partial
chrome denture replaced as its 15 years old. Dr A agrees that she would benefit from a new
denture and that a chrome denture would be the optimum choice, however her tooth
brushing needs to improve and although she has no significant periodontal disease, there is
marked gingivitis, and it is obvious that the denture is being slept in.

Mrs Boon is very engaged and is booked in with the dental nurse for comprehensive
prevention and fluoride varnish application, she then books an appointment with the dental
therapist who removes all plaque retentive factors. On the third visit she again sees the dental
therapist who starts the restorative treatment and notices the marked improvement in the
brushing. Following a further visit she completes the last of her fillings and is booked in with
Dr A for a new chrome denture.
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What care package(s) does this generate?

New patient assessment £54.41

Extensive restorative care package £137.50

Denture care package £172.79

Total payment generated (excluding 5% ACV prevention) £364.70

Mrs Boon calls the practice a month later as the denture is rubbing. Dr A sees Mrs Boon and
adjusts the denture.

What care package(s) does this generate?
No fee as comes under a denture care package. Mrs Boon is exempt from NHS dental charges.
The practice will pay the laboratory direct and receive payment back through the ACV.

SCENARIO 31

Mrs Pole is an activec patient of Dr A. She was referred to oral surgery for a complex impacted
8. She had the tooth surgically removed yesterday and calls Dr A’s practice because she
thinks that the socket is bleeding. She is otherwise fit and well.

Dr A is happy to see Mrs Pole and on examination agrees that the socket is oozing and
controls the bleeding with an additional suture and bite packs.

What care package(s) does this generate?
Miscellaneous care package £50
Total payment generated £50

SCENARIO 32

Mr Smyth had a tooth removed yesterday with one of Dr A’s associates as part of a simple
restorative care package. He calls the practice as he has noticed that the socket is bleeding
despite using local measures. Dr A sees Mr Smyth and controls the bleeding using a suture
and a haemostatic dressing,

What care package(s) does this generate?

No package because this comes under post-operative care within the simple restorative care
package.

Packages are contract specific and are not dependant on the which clinician

within the practice has carried out the treatment.

SCENARIO 33
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Mr Lowe is a regular patient of Dr A; he is minimal risk for oral disease, and his risk profile is
green. He attends for his 18-month routine recall.

What care package(s) does this generate?

At his last appointment Mr Lowe was classified as a Green low risk existing patient and given
a recall appoint interval of 18 months. As such No recall fee is claimable as this is included
in the 3% capitated ACV payment for green existing patients of the practice. However, should
any treatment need be identified this would allow an appropriate care package to be claimed.

If the patient is non-exempt for NHS dental treatment, then the patient charge will be
generated for a recall appointment (£25).

Worked Examples
3 Using The Wider Team

Utilising the team considerations

The contract breaks treatment types into distinct packages of care. This unique system allows
a contract holder to identify which team member has carried out each package of care.

SKILL MIX SCENARIO

A new patient is assessed by Dr A who identifies three fillings, and the need for a new crown.
Dr A arranges for the patient to have the fillings done by the dental therapist and the
associate does the crown. The dental nurse with extended duties training will take the
radiographs and provide preventative advice based on Delivering Better Oral Health.

From a financial perspective the contract holder can easily see what remuneration is
generated because of each member of the team’s contribution to the patient’s overall care:

e The dental therapist completes a simple restorative package (£72.06)
e The dental nurse contributes to the 5% prevention element of the ACV
e The associate completes a crown and bridge care package (£280.88)
e Dr A completes a new patient assessment package (£54.41)

The recall package can then be assigned to an appropriate member of the team. If two
members of the team complete an individual care package, it will still be possible to pro-rata
the care package remuneration as appropriate.
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SHARED CARE APPROACH SCENARIO

A 13-year-old patient is routinely reviewed by Dr A who identifies an orthodontic need.
However, there is marginal gingivitis with moderate plaque control. There is also early cervical
demineralisation but no active caries. Dr A advises a session with the oral health educator,
and hygienist before referral to a local orthodontic specialist.

The dental nurse with OHE experience provides preventative advice based on delivering
better oral health.

The hygienist arranges two sessions, with fluoride varnish applications, and is satisfied with
the improvement in plaque control.

Meanwhile the orthodontist requests the extraction of first premolar teeth but notices a small
occlusal cavity that needs a composite filling. Dr A has two part-time Associate Dentists
working at the practice and to avoid deferring the start of the orthodontic treatment books
the patient to see both Associates:

e Dr A completes a child 6-month review (£55)

e The dental nurse and hygienist contribute to the 5% prevention element of the ACV
e One Associate completes the simple cavity*

e The second Associate completes the orthodontic extractions*

*Note: This part of the segmented care package would generate an extensive
restorative package fee of £137.50. The contractor would need to agree how this is

divided between the two Associate Dentists.

The recall package can then be assigned to any appropriate member of the team during the
orthodontic therapy.

This illustrates that if two members of the dental team divide up different care packages
during a single course of treatment it is feasible to pro-rata the care package fees to calculate
the Associate payments.

THE TRAUMA PATIENT

Example 1

Mrs Browne has been hit playing a sport and notices one of her central incisors are loose and

in an odd position. She doesn’t have a dentist and calls NHS 111 and is directed to the HB
who arrange a timely appointment at Dr A's practice via an available urgent slot.
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Dr A examines Mrs Browne and identifies an extrusive luxation injury, following the relevant
guidance Dr A repositions the tooth and applies a splint. Mrs Browne requires removal of this
splint in 2 weeks and then subsequent follow ups in line with IADT/BSPD guidelines.

What care package(s) does this generate?
Urgent Care Package (includes splinting) £75
Miscellaneous care package (trauma review) £50

At the 12-week review Dr A identifies that the tooth has devitalised and now requires a root
canal and composite build-up. Dr A contacts the HB to ask if they can accept Mrs Browne as
a new patient outside the normal new patient DAP process.

What care package(s) does this generate?
New patient examination £54.41
Anterior root canal package £182.45

Example 2

Mr White is a known patient to Dr A's practice. He comes in for an urgent assessment
following an accident that knocked his front tooth out. Mr White has only just had a routine
examination done a few weeks ago and no treatment was identified

Dr A examines Mr White and identifies an avulsion, following the relevant guidance Dr A
reimplants the tooth and applies a split. Mr White requires removal of this splint in 2 weeks
and then subsequent follow ups in line with IADT guidelines.

What care package(s) does this generate?
Miscellaneous care package, splinting of tooth £50
Miscellaneous care package, trauma £50

NOTE: Once he becomes due for his routine recall any additional recall fee can be claimed
at the appropriate interval. If further treatment is required, then the appropriate care
package is initiated. For laboratory made splints the laboratory bill is paid directly for non-
exempt patients
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Care packages
Clarifications

1. If a patient fails to complete all the treatment in a care package, do I get
paid anything?

Yes, the care package is paid so long as treatment has commenced within the care
package, excluding initial assessments and urgent care packages. New urgent patient
slots are paid regardless of if a patient attends or not. If a patient subsequently returns
any remaining treatment will be apportioned to the relevant care package and normal
patient charges will be applicable. This means that patients who fail to attend and are
managed according to all Wales DNA policy and are not exempt from dental charges
may end up paying twice for the same care package. Alternatively, where appropriate
and in line with the All-Wales DNA policy practices may wish to place the patient back
onto the DAP.

2. When can I claim a stabilisation care package?
For patients who present with 7+ carious teeth, where at least two of the teeth
have caries in or within proximity to the pulp and the patient clearly has unstable
disease. The patients should express a desire to engage and improve their oral
health.

The clinical notes should be sufficient to justify the claim in the event of a clinical
record card audit. It is anticipated that this care package will be infrequent.

3. What prevention should I do?
Prevention should be tailored to the needs of the individual patient; contract holders
will be expected to follow best practice as provided by the Delivering Better Oral Health
guidance. The contract receives a 5% ACV capitation payment to cover this. This will
be monitored by health boards and the NHSBSA. Failure to provide prevention will
result in a contractual breach.

4. Can I claim multiple care packages?

Yes, where appropriate to do so, for example if a patient needs ten fillings, then an
extensive and simple caries packages can be claimed. Please note that for the two
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restorative packages (extensive and simple), the combination will be made up of the
minimum number of combinations.

If a patient needs three crowns, then two crown and bridge packages could be
claimed. A two-unit bridge and one crown will come under a single crown and bridge
package.

. I am a contract holder and one of my dentists struggles with taking routine
teeth out. Is it ok for them to refer to a specialist service?

The contractor holder is responsible for ensuring that all level 1 procedures are carried
out within the practice, if none of the clinicians on the performers list working under
the contract within the practice are capable of doing the level 1 procedure then a
referral can be made in order to facilitate the care of the patient, however this could
result in a breach of contract notice so an early conversation with the health board
should be arranged to discuss how the contract holder can prevent the need to refer
to specialist services for routine mandatory services.

. What happens if I run out of funding to provide care packages?

It is the responsibility of the contractor holder to ensure that their activity and funding
is managed throughout the financial year. Any issues with predicted under or over
delivery needs to be discussed with the health board, however there should be no
expectation that additional funding can or will be made available.

. Is there a limit on what an NHS patient can pay for their lab bill?

Exempt patients will be remunerated at a nationally agreed maximum tariff (see page
38). Fee paying patient may decide on a lower laboratory bill or pay something more
expensive. NHSBSA will audit laboratory bills to verify alignment between patient
payments, reimbursements, and invoices. It is important that all relevant
documentation (e.g., clinical records, laboratory invoices) are retained if audited by
NHSBSA or the Health Board. Failure to produce information such as clinical records,
laboratory invoices etc. will be taken seriously and maybe considered as a probity or
professional issue.

. How will patient charges be collected?
There is no change to the method of patient charges at this stage. The practice will
need to collect both the patient charge and laboratory fee elements.

. Can I claim anything if one of my fillings fails?
> Care package treatment is under warranty for 24 months
> Urgent care packages for 12 months

This applies for any treatment on a particular tooth completed within a care package,
for example a filling done in a simple caries package that fails regardless of the reason
(excluding trauma as described) within the 24-month period will be sorted at the
practice expense and no care package is claimable. If the tooth requires treatment
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that is covered in a separate care package, for example the tooth now requires
endodontic treatment or a crown then a care package becomes applicable and can be
claimed.

Can I carry out preventive advice using remote digital technology?

Some patients may prefer this, and so long as appropriate consent and digital
governance is in place this is acceptable. Contract holders will be able to tailor this
advice to individual patient need.

I don’t understand why the initial assessment fee is so much for a newborn
baby compared to an adult.

We know that if prevention is embedded at the start of a child’s life though education
and best practice prevention, we can prevent the main dental diseases. You will be
expected to spend approximately 30 minutes with the new parent/guardian providing
comprehensive advice covering everything in Delivering Better Oral Health. Good
prevention improves population oral health in the longer term and is cost effective.

What if a patient fails to attend for a new urgent appointment?
This will be recorded and will count as urgent activity. The contract holder will receive
the payment regardless of if the patient attends or not.

Can I have a children’s only contract?
This will be a local health board decision

Why can’t I pick my own new patients?

To reduce inequality in access and align to the rest of healthcare, new patients will be
supplied through the dental access portal from the health board. You will be able to
ask your health board for new patients, and they will send you the details. Health
boards will be prioritising children. Practices must not keep their own new NHS
patient waiting lists.

If I see a new urgent patient who obviously needs additional care can I see
them as a new patient?

Yes, with prior approval of the health board. This will then attract a new patient fee
plus the prescribed care packages. Health Boards will have the autonomy to decide
how this is achieved, for example a Health Board could agree that up to a set number
of new urgent patients could be taken directly without going through the DAP
allocation process.

Can I see new child patients who are in pain and walk into the practice
without going through regular pathways?

If a child in pain is brought to the practice by a parent or guardian, then care can be
provided without going through 111 or the health boards dental urgent line. The
health board will need to be notified within 7 working days.
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If a new adult patient turns up at the practice in pain, can I see them as a
new urgent patient?

Under normal circumstances the patient should be instructed to telephone 111. There
maybe a few clinical scenarios when a patient presents with a true dental emergency
that it is ethically inappropriate to delay their care. If a new urgent patient is seen
outside of the normal pathway, then the health board should be informed within 7
working days to ensure that appropriate remuneration against the contract is
confirmed.

I keep underperforming more by more than 5%. What happens?
The new contract will allow health boards where justifiable to reduce a contract value.
Normal appeal processes will still exist.

Can I still carry out private treatment on a patient?

Yes, through fully informed evidence based shared decision-making consent process.
For laboratory work patients now pay directly for the types of crowns etc that were
previously paid for on a private basis as the NHS is paying for the clinical time. Any
NHS patient that opts for private treatment which is available on the NHS must have
the reasons fully explained within the clinical records, the notes should provide total
clarity if this comes under scrutiny such as a patient challenge or because of a clinical
record card audit.

Can exempt patients pay for a top up on the laboratory bill.

Exempt patients will have the option to pay the difference between the NHS and
private laboratory costs directly to the practice. The practice will claim the NHS portion
through NHSBSA.

Can I stay on UDAs or contract variation?
No, the new contract will replace the 2006 GDS UDA based contract. All extant UDA
contracts will end on 31 March 2026

What happens if a new patient fails to attend, do I still get paid?

No, it is for the contract holder as an independent business to ensure that the fail to
attend rate is as low as possible. However new urgent patient slots arranged with the
health board will be paid for regardless of whether the patient attends or not.

What happens if I have patients booked in after the 1st°f April 2026 in the
middle of treatment?

Patients will pay the charge at the time of opening the course of treatment, for
example a patient needing a band 2 on the 3 March for 2 fillings will pay the pre 1%t
April 2026 band 2 charge, when the treatment is completed post April 1%t the practice
will send off the new FP17W and claim the appropriate care packages in this case a
recall examination and simple caries package.
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When do I submit the FP17W?

At the end of a course of treatment. This would normally comprise the recall
examination plus any care packages provided. However, an FP17w for a new patient
assessment must be submitted separately to the FP17w for any subsequent care
packages to enable the associated fees to be credited to the appropriate service line.
This will change when Compass is replaced and further guidance will be issued.

Is there an All-Wales agreed failure to attend (DNA) policy?

Yes, based on the NHS Social Charter principles aimed at improving access for high-
need patients, enhancing patient engagement and satisfaction, and aligning to
prudent healthcare principles. This is supported within the new dental contract.

What if the health board runs out of new patients?
In this unlikely scenario, health boards will have the ability to mutually agree a way
forward with individual contract holders.

Will specialist PDS contracts still be possible?
Yes, for the provision of specialist services. The commissioning of which will be
determined by individual health boards.

What does the 5% local flexibility mean?
Health boards will be able to locally commission. National and local priorities are
currently being determined. In year one this 5% will be added to the care packages

What will my opening hours be
The health board will advise on what their expected core hours will be, but this is likely
to be Monday to Friday 9am till 5pm

Can I choose when I want to provide the urgent slots?

While we would always encourage a mutual agreement, health boards will ultimately
decide what is reasonable for their urgent service based on their knowledge of demand
patterns across the health board area.

Can I use amalgam?

Amalgam is being phased out due to worldwide environmental considerations. For
most patients, a plastic restoration will be equal or superior to an amalgam filling and
should be the preferred option. Amalgam should not be the default option even for
posterior restorations. Patients should not be offered posterior composites as a private
only alternative. Assuming amalgam is available, this should only be used in situations
where it has a clinically justifiable advantage.

Can I refer children who are uncooperative?
Yes, subject to the paediatric dental referral acceptance criteria for patients who are
level 2 and level 3 complexity. For patients who are simply non-compliant, it is
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expected that the contract holder will make reasonable attempts to acclimatise a child
before making the referral. This will be closely monitored by NHS BSA and health
boards who will have contractual responsibility to action any necessary remedial action
if inappropriate referrals are identified.

When can I claim the urgent care package?

This can be claimed for new urgent patients sent to the practice as part of the urgent
slot component of the contract, it is not an additional payment for new urgent patients
but is the fee used to calculate the number of urgent slots allocated to a contract
holder. The urgent care package contains a description of what is expected to be
provided in an urgent care package. The total fee paid for a new urgent patient seen
at the practice is £75. For active patients, the clinician should claim the relevant care
package including the use of the miscellaneous package. The miscellaneous package
includes conditions such as pericoronitis, ANUG etc. The practice will determine the
urgency of the appointment through their robust triage process and must justify the
time period that the patient is expected to wait. Patients for example experiencing
continuous pain would be expected to be seen within a 24 hour timeframe.

I am unsure what to claim, what should I do?
If you are unsure, then speak to the health board or the NHSBSA. It is sensible to
document and record the advice received so that there are no misunderstandings.

What is expected from a ‘global oral health assessment’ when a new patient
is allocated to my practice?
A global dental assessment within the NHS framework is a structured, evidence-based
evaluation of a patient's oral health, designed to inform preventive, diagnostic, and
therapeutic care. According to clinical and NICE CG19 guidelines, it encompasses:

e Patient history (medical, dental, lifestyle)

¢ C(linical examination (extraoral and intraoral)

e Risk assessments (caries, periodontal disease, oral cancer)

e Radiographic and diagnostic investigations

e Functional and aesthetic evaluation

e Preventive advice and health promotion

e Personalised care planning (including risk-based recall)

¢ Documentation and outcome measures (e.g. PROMs, PREMs)

This holistic, needs-based, approach supports prevention, early diagnosis, and tailored
treatment planning. The emphasis is on shared decision making with the patient based
on their needs and risk profile.

I constructed a new denture last year and the patient lost it. What happens
next?

If they wish a replacement denture then the patient will have to have another care
package and be subject to the appropriate charges. Exempt patients will not be
reimbursed by the laboratory bill and will incur full laboratory cost.

35







37.

38.

39.

40.

41.

42,

I fitted a denture last month and the patient doesn’t like the fit or colour of
the teeth?

The denture is under the 2 year warranty and no denture care package can be claimed.
It is up to the clinician to ensure that the fit and colour of the denture is satisfactory.

Can I change the ratio of new patients and new urgent patients?

The contract is designed to be segmented and at an early stage if you would prefer
to see for example more new patients, then this will need a conversation between the
health board and the contract holder. If you find that new patients require significant
treatment and you think that you cannot see additional new patients, then you will
need to contact the health board to discuss reducing the proportion of ACV allocated
to new patient assessment and moving the funding to the care packages.

Will my software provider be aware of these changes?

While the NHS and WG cannot be responsible for your individual software systems as
an independent contractor, the NHSBSA speak on a regular basis with the major
software suppliers and have an understanding to provide the required information for
software changes in advance of any new contract. The NHSBSA have a backup system
to electronically submit FP17Ws for practices that do not use a software system and
if the software companies do not make the necessary changes in a timely manner.
Ultimately it is for the contract holder to ensure that their systems are ready for the
new contract requirements.

I have a patient who has BPE scores of 2, but no significant pocketing,
however they have a significant amount of calculus that will likely require
two visits or an extended visit with possible local anesthetic. What can I
claim?

It is understood that some patients present in this manner and in such scenarios a
periodontal care package is allowable. It is advised that clinical notes are
contemporaneous and ideally clinical photos or radiographs (if justified) are available
to demonstrate the amount of calculus present.

After completing a course of treatment (care package), when does the
treatment clock stop and patients need to pay a PCR for review
appointments?

PCR is calculated at the end of a course of treatment. See scenario 20.

Can you explain what I need to do regarding dental collaboratives?

The 2026 contract is an opportunity to become involved with the Dental Professional
Collaboratives and the Accelerated Cluster Development (ACD) programme by
engaging with several structured entry points that the system now provides. This is a
significant shift from the historic GP-led cluster model and creates new opportunities
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for dental teams to shape local planning, prevention priorities, and service
development across Wales.

As the 2026 GDS contract embeds prevention, complexity, and population-health
principles, dentistry’s contribution to ACD becomes central to integrating oral health
into wider healthcare. Involvement ensures that dental needs are understood, funded,
and integrated into the wider system. To support this ambition funding will be
available to practices to enable a dentist from the practice to participate in professional
collaborative meetings. The requirement will be to attend 4 meetings annually for a
payment of £1,200. Failure to attend meetings will result in a pro rata reduction of
that payment (£300 per meeting missed).

If I provide a temporary restoration, is that covered by the warranty?

For the active patient there are no care packages that cover temporary restorations,
only definitive restorations. There are times for example when a clinician sees a new
urgent patients and may decide to extirpate the pulp and place a temporary restoration
and advises the patient to go back to the DAP/Seek a regular dental practice as the
patient presented with a viable tooth and wished to attempt endodontic treatment in
this scenario no warranty is available if the patient needed urgent care again they
would need to go through the normal health board urgent slot process. However, if a
patient wished to have an extraction but for clinical reasons it could not be done at
that appointment and the pulp was extirpated and temporary dressing was placed,
this scenario would be covered by the warranty for new urgent patients.
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Item Description

APPENDIX 1 — Laboratory charges

Description

Maximum
Reimbursement

Full acrylic dentures mellvsie o epeelEl iEysmoe e Prosthetics £150
whether upper/lower (per denture)

Partial acrylic dentures MENERTE O SRESE IEYBMBes e Prosthetics £90
whether upper/lower (per denture)

Chrome dentures Inclusive of special trays/models or Prosthetics £200
whether upper/lower (per denture)
Including minor modifications for example Prosthetics/

Repairs addition of a strengthener and repairs of : £66

. : Restorative

restorative laboratory items

Additions Addition of a tooth Prosthetics £60

Relines Includes both hard and soft liners Prosthetics £64

Bite Guard/Bruxism Soft or hard construction Restorative £39

Orthodontic retainer Not applicable Orthodontics £33

Single Crown Including precious metal, Zirconia, Emax, Restorative £110
post and core

sl Porcelain, gold, composite Restorative £125

onlay/inlay/veneer ’ ’ P

Fixed bridge per unit Bonded/Zirkonia Restorative £57

Ad_heswe bridge per Stan_dard construction including wings and Restorative o850

unit pontics

Temporary Crown Free choice per unit Restorative £39

Temporary Bridge Free choice per unit Restorative £39
When used in isolation and not part of a

Study models restorative or prosthetic treatment per Not applicable £18
model

Post and core not

us_ed 6 pali @ Restorative £28

bridge/crown treatment

plan
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APPENDIX 2 - FAQs

Recall Examination Fee

A care package can be claimed without a recall examination fee. The care packages
will expect an assessment of the patient to diagnose their specific problem including
any necessary radiographs and special tests. If a patient attends between their risk-
based recall date for a problem, then a recall can only be claimed if the patient attends
within @ maximum of 5 weeks of their recall visit. A maximum of 4 recall examination
fees can be claimed in any financial year or for the case of new patients 3 recall
examination fees plus the initial new patient examination with a minimum separation
of 12 weeks between each claim(appointment) apart from a patient who attends in
between their recall date as described above.

Patients who are at low risk for oral disease and on an 18 to 24 month recall interval
will be included in the 3% capitation payment, and no additional recall fee can be
claimed. If the patient is identified as needing treatment, then the appropriate care
package can be claimed. Fee paying patients will still pay the routine examination fee
(50% of the recall fee).

How are active patients defined?

An adult patient becomes an active patient if they have received a banded course of
treatment, a new patient examination, a recall examination or a care package in the
last 3 years.

How has the New urgent slot been calculated?

7/100 multiplied by the ACV divided by 75 equals the number of urgent slots per year.
The times and days that the service needs to be provided will be determined and
agreed by the health board

How has the new patient slot been calculated?
10% ACV divided by new patient examination fee equals the number of new patients
per year.

Patients on an 18 to 24 month recall capitated recall
Check-up appointments fall within the 3% capitation payment. Any treatment required
will be part of a care package(s). If the patient is non-exempt a PCR charge is required.

Contract Monitoring and Accountability

Health Boards will employ a range of nationally agreed mechanisms to monitor the
delivery of NHS dental contracts. These include the authority to request access to NHS
clinical records where appropriate. The NHS Business Services Authority (NHSBSA)
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will continue to support this process through data analysis and the implementation of
clinical audit reviews.

Contract holders are expected to adhere to evidence-based clinical practice. Failure to
comply with recognised guidance—such as Delivering Better Oral Health—may result
in formal contractual breach and remedial action. If a breach notice is issued this may
be accompanied by the imposition of financial sanctions, including the unilateral
reduction of contract value by the Health Board.

Responsibilities of Contract Holders

Contract holders are accountable for the provision of Level 1 NHS dental services
within their practice, regardless of whether they personally deliver care to individual
patients. Performer List regulations will continue to apply in parallel with contractual
obligations.

In summary, contract holders have a duty of care to ensure that all members of the
dental team operate to the standards expected under the terms of the contract. The
care packages have been designed to ensure that NHS patients receive high-quality,
evidence-based care.

Clarification - Warranty exemptions
1. The need for endodontic treatment following placement of a crown or bridge where
all reasonable tests had been done to determine the health of the pulp prior to

fitting*

2. External trauma, such as a blow to the face, resulting in fracture of the tooth (does
not include biting on something hard or parafunctional activities)*

3. Temporary procedures for some new urgent dental patients (see example in FAQ
43.

* For such exemptions the appropriate care package can be claimed. Fee paying
patients will be required to pay the charge. Contemporaneous notes should be

recorded.

** The care package interventions are for definitive restorations and do not include
restorations intended to be temporary in nature.
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APPENDIX 3 — BSP GUIDELINES

Stepwise Personalised Care Pathway in NHS General Dental BSP
Practice - Full Care Pathway adapted to UDA Banding

British Society of
Periodontology and
Implant Dentistry

Diagnosis of Periodontitis using 2018 International Classification of
Periodontitis using BSP Implementation Plan

--«

4th CoT - Outcome assessment (4th Band 2 Payment)
Step 4 Repeat DPC / Review Behaviour change: Final sub-gingival
instrumentation on non-responding sites (>4mm with BoP)

Notes:

Remote consultation by dentist / hygienist /therapist or oral health educator
Patients not at the step-2 threshold offered a 2nd band 2 STEP-1:
Attempt to engage, then 3/12ly Band 1 Step 1 until engage
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Proportion of mandatory

GDS Standard 2026/27

BCU HB Standard 2026/27

services Percentage Percentage
Recall (18+months) 3% 4%

Urgent Treatment 7% 4%

New Patient Assessment 10% 4%

Care Packages 75% 83%
Prevention 5% 5%

Local/ National Priorities 0% 0%
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New Patients Guidance

Under the 2026 Regulations contractors are required to acquire all new patients through the
Dental Access Portal (DAP), with a small number of exceptions.

It is recognised that a small number of new patients may have been booked in to practice
diaries from patients that have contacted the practices directly prior to 11" March when the
2026 Regulations came in to force. In these cases, all appointments should be booked in
prior to 15" June 2026.

Practices are reminded that they must not keep their own new NHS patient waiting lists as
part of the 2024/25 Annual Uplift conditions. The DAP supports the Health Board in
understanding the current demand for NHS Dental Services.

Patients who have not received a course of treatment from the practice in the previous 36
months are not considered to be active patients of the practice and should be advised to
register on the Dental Access Portal for reallocation.

Exceptions

¢ Children whose parents or grandparents that are active patients of the practice

An active patient means an NHS patient of practice who has received a course of
treatment from the contractor in the previous 36 months and that course of treatment
was either banded under the 2006 Regulations or a care package or a new patient
assessment under the 2026 Regulations.

In the above scenario, permission does not need to be sought but the contractor
must notify the Local Health Board within 7 working days.

Practices should explain to these patients that their details will be shared with the
Health Board as part of the notification process.

In addition, practices should enquire with the parent / grandparent if the child has
registered on the DAP and, if so, either:
o ask that the person who has registered the child logs back in to the DAP to
remove their application so they do not receive an offer at a later date.
o ask the person who has registered the child consents for the practice to
request that the DAP team to remove their application on their behalf so they
do not receive an offer at a later date.

o Patients that present at the practice through the dental helpline for urgent
treatment

e Children that present at the practice in pain

e Adults with a true dental emergency

Once the urgent treatment has been completed, these patients can be accepted as a
new active patient of the practice with permission from the Health Board.

Permission should be obtained before providing further appointments for routine
care.

Practices should explain to these patients that their details will be shared with the
Health Board as part of the this process and enquire whether they have registered on
the DAP.

A spreadsheet has been developed to notify or request permission. This should be
completed and returned to BCU.DAPEnNquiries@wales.nhs.uk
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Urgent Care Patients
Under the 2026 Regulations, contractors are required to acquire urgent care patients
through the 111 helpline, with a small number of exceptions.

It is recognised that a small number of urgent care patients may contact the practice
directly rather than calling the 111 helpline.

Slots have been agreed with each practice and the Health Board in order to support
the urgent care segment of the contract. The dedicated slots can be reviewed with the
contract manager at mid-year.

If a patient fails to attend their urgent care appointment, this will be recorded and will
count as urgent activity. The contract holder will receive the payment regardless of the
patient attending or not.

Urgent Care Treatment

Urgent care should provide relief from pain and/or prevent significant deterioration of
a particular problem, with an onward referral if required. Urgent appointments should
also include an oral health assessment (including soft tissue) and onward referral
where appropriate.

This care should normally be done in a way that provides, whenever possible, a
long-term solution, which may require more than one visit, for example, a patient in
pain requiring incision and drainage at the first appointment and extraction at the
second appointment.

Where appropriate, and with the patient’s consent, urgent care should consist of
permanent definitive treatment, including restorations. When definitive treatment is
contraindicated or not possible, justification for any treatment or care provided will be
recorded in the patient’s clinical record.

For patients that do not currently have an existing relationship with the practice, the
patient should be made aware of their responsibilities and requirement to seek
further care to resolve the urgent issue or prevent a recurrence. When routine
treatment is needed, they should be advised to enrol on the Dental Access Portal.

The urgent care package fee is only paid for patients who are not active patients of
the practice, that is a patient that has received routine treatment in the previous 36
months.

For the active patient there are no care packages that cover temporary restorations,
only definitive restorations.

April 2026 v1
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Warranties

Treatment provided for new urgent patients under an urgent care slot is warranted
for a period of 12 months from the initial appointment. A patient should directly
contact the practice if they continue to have issues with the same tooth. Patients do
not need to go through NHS 111 Wales or the dental helpline. No further care
package or patient charge can be generated.

There are times, for example, when a clinician sees a new urgent patients and may
decide to extirpate the pulp and place a temporary restoration and advises the
patient to go back to the DAP/seek a regular dental practice as the patient presented
with a viable tooth and wished to attempt endodontic treatment. In this scenario, no
warranty is available if the patient needed urgent care again they would need to go
through the normal health board urgent slot process.

However, if a patient wished to have an extraction but for clinical reasons it could not
be done at that appointment and the pulp was extirpated and temporary dressing
was placed, this scenario would be covered by the warranty for new urgent patients.

Exceptions - New Urgent Patients seen outside of standard pathway
e Children in pain
If a child in pain is brought to the practice by a parent or guardian, then care can be
provided without going through 111 or the health boards dental urgent line. The
health board will need to be notified by the practice within 7 working days.

e Adults in pain
Under normal circumstances the patient should be instructed to telephone 111.
There maybe a few clinical scenarios when a patient presents with a true dental
emergency that it is ethically inappropriate to delay their care. If a new urgent patient
is seen outside of the normal pathway, then the health board should be informed
within 7 working days to ensure that appropriate remuneration against the contract is
confirmed.

Please notify the Health Board of any adults or children seen outside of the normal
pathway within 7 working days via email: BCU.DentalContractingTeam@wales.nhs.uk

April 2026 v1
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NEW URGENT PATIENT PATHWAY

Patient contacts NHS 111 Wales requesting urgent care.
Details sent to BCU HB dental helpline for triage. Does the
helpline consider that the patient requires urgent treatment.

Yes

Does the patient have their own GDP or
received urgent care at an NHS
practice from 13t April 2026 (12 month

warranty applies)

Yes No

|

Refer patient back to their own
GDP / previous practice for an
appointment unless there are
extenuating circumstances.

Treat patient, advise that further
treatment is required.

Practice confirms appointment with
patient. This appointment should
not be held in the slots reserved for
the helpline.

Complete urgent treatment and
explain that if there are any
problems with the urgent treatment
provided to contact the practice
directly.

Submit FP17W.

No

\

Dental helpline signposts to
Dental Access Portal / non-urgent
access session or alternative
service.

Dental helpline team books patient in to
designated urgent care slot.

Patient seen at their designated Urgent

Care appointment. Do they require a
further visit to complete the urgent
treatment and address the presenting
urgent issue?

Yes No

Treat patient and explain that if there
are any problems with the urgent
treatment provided to contact the
practice directly.

Complete treatment, submit FP17W.

April 2026 v1
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DE-LISTING GUIDANCE

The previous guidance for practices on refusing treatment to patients was revised in
November 2025 to incorporate addressing failed appointments. (see GUIDELINES FOR
DENTISTS, DENTAL TEAMS, AND HEALTH BOARDS REGARDING REFUSAL TO TREAT
PATIENTS). The guidance issued in December has been amended to incorporate The
National Health Service (General Dental Services Contracts and Patient Charges) (Wales)
Regulations 2026.

This guidance will support dental teams to make evidence-based decisions about when it is
reasonable to refuse further treatment to a patient, including non-attendance. The intended
outcome is to protect NHS resources by reducing lost appointment slots, ensuring more
patients can access NHS dental care and supporting practices from financial losses.

This guidance includes suggested templated notification letters that practices can use to
communicate intent to de-list patients due to DNA or late cancellation.

DNA or Late Cancellation Guidance
If a person under 18 or a looked after young person aged 18 to 25 years was not brought to
their appointment, they should be managed in accordance with Was Not Brought policy.
A patient’s repeated failure to attend dental appointments could be considered a cause for
irrevocable breakdown in relationship between Contractor and patient.
Patients who do not attend may present in 3 main categories:

¢ Not attending consecutive appointments;

¢ Not attending three or more appointments in the last 36 months

o Six late cancellations (that is a cancellation made less than 24 hours before an

appointment for non-medical reasons) in the last 36 months

Enacting the DNA Policy
¢ Dentists/Practices should make patients aware of their policy, by displaying it in the
practice or including information in their practice leaflet and website.

e Patients should receive communication from the practice via letter, email or text /sms
message following a first missed or second appointment advising of the potential
consequences.

For examples, please see; Appendix 1. DNA x 1. EXAMPLE LETTERS and Appendix
2. DNA x 2. EXAMPLE LETTER

e Patients should receive communication from the practice via letter, email or text/sms
message if the practice will no longer be providing NHS dental services to the patient.
For examples, please see: Appendix 3. DNA x 3. EXAMPLE LETTERS

o Dental Practices must clearly record all DNAs and last minute cancellations in the
patient’s records, including all attempts to contact the patient to ensure they attend
appointments, as well as reason provided by the patient for the DNA. Practices will
record and report DNA rates, as well as actions taken to reduce missed appointments,
via the LHB reporting tool, which may be subject to replacement by a national template
or an electronic portal.

Was Not Brought

Was Not Brought: This refers to the situation where a child or adult did not attend an
appointment due to reliance on a responsible person to assist in attending the clinic setting.
Professionals are encouraged to consider the circumstances from the individual’s
perspective and take appropriate action to ensure their safety. Practitioners are signposted
to:







o Recording “Was Not Brought” in clinical notes, providing a more accurate
representation of the situation, prompting necessary follow-up actions.

o NHS Wales Guidance: Was Not Brought to Appointments/No Access Gained.
Safeguarding Considerations For Children or Adults at Risk resource. Link:
phw.nhs.wales/services-and-teams/national-safeguarding-service/safeguarding-
latest-guidance/was-not-brought-guidance/was-not-brought-to-appointments-
guidance-e/

o The BDA's WNB toolkit helps dental teams safeguard both children and adults at risk
of harm when they miss appointments. The BDA toolkit includes guidelines for
effectively managing this occurrence in dental practices. Access to guidance and
documentation: Was not brought safequarding resources (bda.org)

GUIDELINES FOR DENTISTS, DENTAL TEAMS, AND HEALTH
BOARDS REGARDING REFUSAL TO TREAT PATIENTS

(Revised March 2026 to incorporate The National Health Service (General Dental Services
Contracts and Patient Charges) (Wales) Regulations 2026)

The National Health Service (General Dental Services Contracts and Patient Charges)
(Wales) Regulations 2026 specify several areas where practitioners have an absolute right
to refuse treatment to current patients or those requesting treatment.

These include:

SPECIFIC GROUPS
1. Patient Preference of a dental practitioner
(1) The Contractor must endeavour to comply any reasonable preference expressed
under the Regulations but need not do so if the preferred performer has:
(a) has reasonable grounds for refusing to provide services to the patient, or
(b) does not routinely perform the services required by the patient within the practice.

2. Violent/Aggressive Patients
(1) Where a patient of the contractor has:
a) committed an act of violence against any of the persons specified in sub-paragraph
(3),
b) behaved in such a way against any of the persons specified in sub-paragraph (3) that
the person has feared for their safety, or
c) behaved in such a way that in the reasonable opinion of the contractor any of the
persons specified in sub-paragraph (3) would be at risk if services were provided to
that patient,
d) the contractor may refuse to provide services to the patient or may terminate the
provision of services to the patient.
If the circumstances described in sub-paragraph (1) have taken place and the contractor
has decided it is no longer willing to provide services to that patient the contractor must
notify the Local Health Board of this decision within 7 clear days of the decision being
made and begin the de-listing process, if relevant.
(3) The reference to person in sub-paragraph (1) means—
(a) the contractor where it is an individual dental practitioner,
(b) in the case of a contract with two or more individuals practising in
partnership, a partner in that partnership,
(c) in the case of a contract with a dental corporation, a director, chief
executive, company secretary or member of, or a legal and beneficial owner
of shares in, that corporation,
(d) a member of the contractor’s staff,
(e) a person engaged by the contractor to perform or assist in the
performance of services under the contract, or
(f) any other person present—
(i) on the practice premises, or
(ii) in the place where services were provided to the patient under the
contract.
2




https://phw.nhs.wales/services-and-teams/national-safeguarding-service/safeguarding-latest-guidance/was-not-brought-guidance/was-not-brought-to-appointments-guidance-e/
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(4) Notification under sub-paragraph (2) may be given by any means including
telephone, fax or email but if not given in writing, must be confirmed in writing within
7 clear days (and for this purpose a faxed or email notification is not a written one).

(5) The time at which the contractor notifies the Local Health Board is the time at
which it makes the telephone call or sends or delivers the notification to the Local
Health Board.

(6) The Local Health Board must—

(a) acknowledge in writing receipt of the notice from the contractor under sub-
paragraph (2),

(b) ensure the effect of the notice is recorded on the Dental Access Portal so
as to prevent re-allocation of that patient to that contractor, and

(c) take all reasonable steps to inform the patient concerned as soon as is
reasonably practicable.

3. Patients who refuse to pay NHS charges before the start of, or during, treatment
(1) If the contractor has, in accordance with Schedule 5 of the Regulations, requested
that the patient pay a charge in respect of that course of treatment and that patient
has failed to pay that charge, the contractor may—
(a) refuse to begin a course of treatment, or
(b) terminate a course of treatment before its completion, and
where it has ended a course of treatment in accordance with sub-paragraph (a) or (b),
begin the de-listing process.
(2) Where the contractor refuses to provide services or has terminated a course of
treatment under sub-paragraph (1), the contractor must notify the Local Health Board
within 7 clear days and if the contractor has initiated the de-listing process notify it of this.
(3) Notification under sub-paragraph (2) may be given by any means including
telephone, fax or email but if not given in writing, must be confirmed in writing within 7
clear days (and for this purpose a faxed or email notification is not a written one).
(4) If the notification under sub-paragraph (2) confirms de-listing has been initiated the
Local Health Board must
(a) acknowledge in writing receipt of the notice from the contractor under sub-
paragraph
(b) ensure the effect of the notice is recorded on the Dental Access Portal so as to
prevent re-allocation of that patient to that contractor, and
(c) take all reasonable steps to inform the patient concerned as soon as is
reasonably practicable.

4. Irrevocable breakdown in relationship between contractor and patient
(1) The contractor must notify the Local Health Board within 7 days of making the decision
that it is no longer willing to provide services to a patient under the contract where—
(a) in the reasonable opinion of the contractor, there has been an irrevocable
breakdown in the relationship between the patient and that contractor, and
(b) notification of such a breakdown has been given to the patient by the contractor.
(2) Where a notification under sub-paragraph (1) has been sent to the Local Health Board
the contractor must begin the de-listing process.
(3) The notification under sub-paragraph (1) and (1)(b) may be given by any means including
telephone, fax or email but if not given in writing, must be confirmed in writing within 7 clear
days (and for this purpose a faxed or email notification is not a written one).
(4) Upon receipt of the notification under sub-paragraph (1) the Local Health Board must—
a) acknowledge in writing receipt of the notice from the contractor under sub-paragraph
(1),
(b) ensure the effect of the notice is recorded on the Dental Access Portal so as to
prevent re-allocation of that patient to that contractor, and
(c) take all reasonable steps to inform the patient concerned as soon as is
reasonably practicable.







Appendix 1. DNA x 1. EXAMPLE LETTERS

Dear

| am writing to remind you that you failed to attend a dental appointment on [insert date]. If
you would like another appointment, please contact the practice as soon as possible.

The practice has a DNA policy on missed appointments in line with Health Board guidance.

The practice may no longer be able to offer you treatment in this practice if you:
¢ Do not attend the next appointment
¢ Do not attend three appointments in the last 36 months
e Have more than six late cancellations (that is a cancellation made less than 24 hours
before an appointment for non-medical reasons) in the last 36 months.

Yours sincerely
OR
Dear

Our records show that you had a dental appointment booked with on [insert date] but failed
to attend this appointment. If you believe this to be incorrect, please contact us on [insert
phone number] to discuss.

Dental appointments are at a premium and this missed appointment could have been used
by another patient if you had provided the practice with adequate notice that the
appointment was no longer required.

Please be advised that the practice has a DNA policy which, for patients who repeatedly fail
to attend, may result in them being removed from the practice’s list.
¢ Not attending two consecutive appointments
¢ Not attending three appointments in the last 36 months
e Having more than six late cancellations in the last 36 months, that is a cancellation at
such short notice the practice could not reasonably be expected to fill the
appointment

If you need to cancel or change an appointment, you can:
e Call the practice on [insert number]
o Email [insert email address]
e Cancel your appointment via our website [insert website]
e [Enter any other method]

Please help us to maximise appointment availability in the future. Your cooperation is very
much appreciated.

Yours sincerely,







Appendix 2. DNA x 2. EXAMPLE LETTER

Dear

| am writing to remind you that you failed to attend a dental appointment on two occasions,
[insert dates]. If you would like another appointment, please contact the practice as soon as
possible.

The practice has a DNA policy on missed appointments which is supported by the Health
Board.

The practice may no longer be able to offer you treatment in this practice if you:
e Do not attend two consecutive appointments
¢ Do not attend three appointments in the last 36 months
e Have more than six late cancellations (that is a cancellation made less than 24 hours
before an appointment for non-medical reasons) in the last 36 months.

Yours sincerely

OR
Dear

Our records show that you had a dental appointment booked on [insert day and date] but
failed to attend this appointment. If you believe this to be incorrect, please contact us on
[insert phone number] to discuss.

We previously contacted you on [insert day and date] regarding an appointment you had
missed on [insert day and date]. This is the second occasion you have failed to attend a
scheduled appointment within a 12 month period.

Please be advised that the practice has a DNA policy which, for patients who repeatedly fail
to attend, may result in them being removed from the practice’s list.
¢ Not attending two consecutive appointments
o Not attending three appointments in the last 36 months
e Having more than six late cancellations in the last 36 months, that is a cancellation at
such short notice the practice could not reasonably be expected to fill the
appointment

In our previous letter, we advised you that you can cancel or change an appointment by:

Calling the dedicated appointment line on [insert number]
Emailing [insert email address]

Cancel your appointment via our website [insert website]
[Enter any other method]

If you fail to attend a third appointment within 36 months we will consider removing you from
the practice’s list.

Please help us to maximise appointment availability in the future by contacting us as soon as
you know you will be unable to attend your scheduled appointment. Your cooperation is very
much appreciated.

Yours sincerely,







Appendix 3. DNA x 3. EXAMPLE LETTERS

Dear

You have missed two consecutive dental appointments on [dates].

or

You have missed more than three appointments on [dates] in the last 36 months.

or

You have cancelled more than six appointments at late notice in the last 36 months.

We tried to contact you by [message / phone / email] to remind you of the appointments.

In line with NHS Regulations and the practice policy as supported by Betsi Cadwaladr Health
Board, we will no longer provide you with NHS dental treatment at this practice.

We advise that you should enrol your details on the NHS Dental Access Portal, which will
reallocate you to another dental practice. You can access the Dental Access portal using this
link: https://dhcw.nhs.wales/digital-access-portal/. Once registered you will be notified when
a suitable place at an NHS dentist becomes available.

If you are in pain and need urgent dental treatment, please telephone NHS Wales 111.

Failed appointments are a severe problem to the National Health Service. They prevent
other patients from being seen, and waste money and staff time.

Yours sincerely
OR
Dear

Our records show that you had an appointment booked on [insert date] but did to attend this
appointment. If you believe this to be incorrect, please contact us on [insert phone number]
to discuss.

We previously wrote to you on [insert date] regarding the appointments you missed on
[insert date] and [insert date]. You have now missed three appointments in 36 months
without justification.

In line with NHS Regulations and the practice policy as supported by Betsi Cadwaladr Health
Board, we will no longer provide you with NHS dental treatment at this practice.

We advise that you should enrol your details on the NHS Dental Access Portal, which will
reallocate you to another dental practice. You can access the Dental Access portal using this
link: https://dhcw.nhs.wales/digital-access-portal/. Once registered you will be notified when
a suitable place at an NHS dentist becomes available.

If you are in pain and need urgent dental treatment, please telephone NHS Wales 111.

The decision to remove you from the practice list was not taken lightly but it is imperative
that we provide an efficient service for all of our patients and we are unable to do so if a
patient repeatedly does not attend scheduled appointments.

The practice team wishes you well for the future.

Yours sincerely,




https://dhcw.nhs.wales/digital-access-portal/
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09 April 2026
Dear Colleagues,

NHS DENTISTRY: IMPLEMENTATION OF THE NEW NHS CONTRACT 2026-27

As you will be aware, the new dental contract regulations coming into effect at the start of this
month represents the most significant change to NHS dentistry in more than twenty years. In
recognition of this, and in the spirit of social partnership, we have recently met with your
representative body to consider the value of introducing a moratorium on selected elements of
the NHS Dental Contract.

These proposed measures are intended to provide additional flexibility and create space for
learning throughout the first year of implementation. The attached table outlines the agreed
adjustments and concessions and confirms the final arrangements for the 202627 financial year.

We hope that these provisions will offer reassurance that performance monitoring will be applied

fairly and proportionately. Our aim is to maintain stability across the service while ensuring that
high-quality patient care continues to be protected.

Yours sincerely,
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BDA moratorium proposals for FY 2026-27 — Analysis and Final Position

BDA proposal

Analysis

Final position

Absorb 3% contract segment for 18+
month recall patients into the care
package segment and remunerate for
all check-ups at the recall rate of £50.

This proposalis at odds with the shift to
providing treatment based on the
principle of risk and need.

Accepting this proposal will undermine
the underpinning shift we are trying to
achieve.

Likelihood is that this will just mean
more healthy patients getting access
and the message about extended
recalls will be lost at the first hurdle.

Recognise that the information practices
need to implement this model (who are
the 10+ month patients) is more difficult to
obtain for some practices depending on
their data management systems.

For year one we propose to maintain the
expectation that practices recall their
patients appropriately but we will instruct
health board not to issue any financial
sanctions.

Instead, the health boards canissue a
remedial notice requiring the practice to
achieve in year 2. Failure to do so would
then give rise to the usual financial or
contractual sanctions.

Contractors are permitted to deliver
10% of their overall contract value
through the provision of
crowns/bridges/onlay/inlay/veneers.

Can a +/- 10% tolerance be included
on this provision to ensure
contractors are not penalised for over
provision unknowingly due to any lag
in reporting.

This provision is important to ensure
contractors cannot discharge their
entire contract by providing complex
treatments only.

Doing so would restrict access for basic
routine care.

This scenario is unlikely given the low
levels of this type of treatment currently
being provided. We would need to see a
monumental shift in need for this issue
to become a reality.

A smalltolerance is already included in
the NHSBSA system design to take
account for time lag and the fact that 10%
will not always equate to an exact number
of care packages.

No claims will be rejected if the 10%
threshold is exceeded.

Contractor will receive a notification that
they have exceeded and can then
approach the health board for permission
should they need to exceed further (prior
approval).

These provisions exist within the
regulations and system design.








“No Loss” Rule for Lab Fees and Exempt
Tariffs

There is real risk of driving up the
price of laboratory items, essentially
“writing a blank cheque”.

Agreed to work with the BDA to review
the exempt lab tariff.

If evidence suggests laboratory items
cannot be provided within the limits.
BDA reps agreed to share their current lab
tariffs for comparison.

Agreed to review these before finalising
the lab tariff for exempt patients.

Post the review described above the
values for certain lab items have been
increased.

The regulations permit the health board
to instigate financial recovery if delivery
is below 95%. BDA is asking for this to
be lowered to 90% and/or for no
financial recovery to be permitted in the
first year with any under delivery rolled
into year two.

+25% tolerance band at segment level,
with overall projected floor of 90% of
total delivery before any financial action
is considered

Proposal results in no financial loss
or loss of activity.

If a practice under delivers by more
than 5% the likely reason is
workforce shortage. Rolling under
delivery into the next year just
compounds the problem in this
scenario, which is not helpful to the
contractor or patients.

Health Boards already have broad
discretion on financial recovery and
permitting additional delivery over
the next financial year.

Formalising this change may
encourage under delivery and place
practices in financial difficulty.

Proposal declined

Clarification provided to demonstrate that
financial recovery is based on overall
contract delivery not per segment. See
regulation 25 and reference to “sum total”
Review at 6-month point when, if under
delivery is widespread and not linked to
workforce deficit, Welsh Government will
consider giving direction to health boards
on managing end of year financial
recoveries and increasing carryover of
underdelivered activity as we did under
variation.

Before a patient receives periodontal
treatment they are required to
demonstrate oral hygiene engagement
(that they are brushing their teeth
properly). This is measured via a plaque

Contrary to extant national guidance
issued by the British Society of
Periodontology and deemed ‘best
practice’, which highlights
personalised care

Proposal declined








score which is measured on a
percentage scale with 0% being
excellent and 100% being poor. Patients
are required to achieve a 30% plaque
score to be eligible for periodontal
treatment.

BDA ask is for this threshold to be
relaxed. To allow for professional
judgement in specific cases.

Undermines the prevention message
we are trying to embed with this
contract

Goes against prudent health care
which encourages patients to take
responsibility for their health

Simplify DNA reporting requirements
allowing practices to include short
notice (<24hrs) cancellations as part of
the criteria for de-listing patients.

DNA policy and guidance have been
developed by the profession with the
Chief Dental Officer

The position, which is also laid out in
regulation, was subject to public
consultation.

The DNA policy developed with the
profession allows for a patient to be de-
listed for 3 short notice (less than 24
hours) cancellations within a six month
period.

No decision required as the ask s
already permitted.

No enforced reduction of ACV after mid-
term review where a contractor has
failed to deliver the equivalent of 40%
contracted activity. Such a change can
only be done by mutual consent

Mutual consent is the starting point,
as laid out in regulation

Health Board must have good reason
to enforce a reduction and the
regulations provide for the
contractor to make an appeal to
Welsh Ministers.

Also note that, with the capitated
elements of the contract, 40%
overall delivery equates to 32%-36%
activity depending on how health
boards have varied the proportions
of mandatory services.

Proposal declined








End of year reporting — sufficient time
allowed to submit end of year
reconciliation in line with reporting
software limitations to enable accurate
data submission

This request is unclear and assumes
software systems will not be ready to
report in April 2027.

e Review in year and take action to extend
year end reporting period if necessary.

Period of notice to hand back contract -
3 months throughout the year.

Regulations permit contract
termination by mutual consent.
Health Boards are unlikely to require
a contractor to continue operating
once they have signalled their intent
to terminate their agreement.

In reality a contractor can stop
providing services at any time and
simply repay any monies due.

e Proposal declined

Cluster meetings — supportive not
penalising approach —flexibility of
dental team representation. Financial
penalty for missing one meetingis 4
annual fee. No breach of contract for
non-attendance.

Practices are paid £1,200 for
attendance at 4 professional
collaborative meetings in a financial
year.

Non-attendance results in the
recovery of funds at £300 per
meeting missed.

Important to establish the
professional collaboratives with
attendance from dentists in the first
instance. May be appropriate in the
future for members of the wider
dental team to participate depending
onthe issues the collaborative
decides to work on.

Those attending need to be
empowered to evoke change at
practice level.

e Optinoroutforthe top sliced sum

o BDA content with the pro-rata
repayment for non-attendance

e Attendance must be a dentist for the first
year.

e Financial sanction is sufficient in the first
year, so remedial breach notices will not
be used until non-attendance continues
over consecutive financial years.








Opening hours - Freeze existing hours
during the Moratorium Period unless
variation mutually agreed.

This is a health board management
issue.

Demand for urgent care is mapped
at a local level and the health boards
need to commission on that basis.
This might mean that some practices
need to be open until 5pm on
Fridays.

Proposal declined

Any unilateral contract variation in year
requiring 2 weeks’ notice be extended to
60 days’ notice unless mutually agreed

Unilateral variations under 2 weeks’
notice are only permitted in advance
of 1 April 2026 in order to ensure
existing contracts are varied to
comply with the new regulatory
framework or to vary proportions of
mandatory service.

Any variations post 1 April are
subject to 28 days notice and must
be mutually agreed.

BDA appear to have misunderstood
the regulatory framework. In year
variation has not changed compared
to the UDA contract.

No decision necessary
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GUIDANCE FOR MANAGEMENT OF PATIENTS REQUIRING COMBINED ORTHODONTIC/RESTORATIVE TREATMENT IN PRIMARY CARE.


Multidisciplinary treatments


Cases involving both orthodontics and a procedure in an associated discipline need particular care. Ideally a joint consultation should take place, so that the patient has the opportunity to discuss the risks and benefits of the overall plan before either treatment is started. 


If this is not possible, the orthodontist should outline the overall plan and then ask the other clinicians involved to agree the plan before treatment commences. 


Where extensive restorative procedures are planned, the patient must be fully aware of the long-term implications, including the possibility of costs. A consultation with the clinician who will be undertaking the restorative procedures is recommended and reflects best practice. Individual clinicians should obtain consent for their part of treatment.


A relevant and common example of this in primary care is the management of congenitally absent upper lateral incisors. There are two possible solutions – full orthodontic space closure with approximation of the upper canines next to the central incisors, followed by restorative camouflage of the lateral incisors. This is often perceived as the ‘healthier’ option but may be cosmetically inferior, depending on the colour and shape of the canines and the underlying occlusion. In some clinical situations this may not be achievable by orthodontic means.


The other solution is to open/maintain the space for subsequent restorative replacement of the missing tooth/teeth. Cosmetically this may be better where the canine is of a more bulbous shape or darker colour. It does, however, potentially mean that the patient will have ongoing maintenance and cost issues associated with the restorative solution. The orthodontist can help in this situation by tipping adjacent roots away from possible implant sites, if this is planned.


Every single patient/clinical situation is different and the decision process is a multi-factorial one. Critical to the outcome is the communication between the patient, referring dentist and orthodontist. The plan should be agreed by all parties before treatment starts, and it is useful if the referring dentist indicates on the referral letter that they have had a preliminary discussion with the patient regarding possible solutions and their preference. 


In situations where the referring dentist has left the practice before the orthodontic treatment is finished, it would be expected that the referring practice would still support the proposed treatment. 


It would be good practice for the orthodontist to ask the dentist to review the patient prior to orthodontic debond to ensure the clinical situation is viable for the proposed restorative care. Retainers can then be planned to facilitate this, usually placed to hold orthodontic outcome for a period of time prior to restorative care. Retainers may need to be replaced once restorative treatment is done and, again, the patient should be aware of any ongoing costs, if any, for this.





Drafted by BCUHB Orthodontic Clinical Management Network and approved by North Wales Local Dental Committee, March 2026


Based on British Orthodontic Society guidelines 'Consent in orthodontics 2024'
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MAKE OR BREAK : SECURING THE FUTURE FOR DENTISTRY IN WALES

Introduction

The next Welsh Government will form barely a
month after some of the biggest ever changes to
NHS dentistry in Wales take force.

Untested policies have already seen many dentists
walk away from the NHS. Whoever forms the next
government needs a plan to guarantee the future of
this service.

It is make or break for dental care in Wales. As

we approach the 2026 Senedd election, we urge

all political parties to commit to a long-term,
sustainable vision for dentistry, one that places oral
health at the heart of a healthier Wales.

For voters facing access and cost of living crises
dentistry matters.

Political choices mean it is now a real concern on the
doorstep - polling ahead of crime, education and
even jobs as a top-flight issue facing Wales.

Our message to all candidates and all parties is very
clear: dentistry is on the ballot paper in this election.
And the public will measure how you choose to
respond.

This is a service millions of voters depend on.

Meaningful action will be rewarded.

Complacency will be punished.

In 2026, Wales needs a government that will offer:

1.A safety net for NHS
dentistry

2.Sustainable investment

3.Protection for the most
vulnerable

4.A step change on the
workforce

5.A change in tone







1. A safety net for NHS

dentistry

Dentistry in Wales is in uncharted territory. A new
system has already destabilised care across Wales,
but simple, achievable policies can take the hard
edges off and provide foundations the next Welsh
Government can build on.

Since the pandemic, the high street NHS dentists
who make up the General Dental Service (GDS)

in Wales have faced an unprecedented period of
instability and challenge: ongoing uncertainty due
to contract variation, and now a new, untested
contract. This reform is being introduced without
piloting or sufficient consultation. The pressures of
working within the NHS have intensified, with rising
administrative burdens and a growing sense among
dentists that their voices are not being heard. To
truly put patients first, the next government must
commit to keep practices viable and build a service
that supports the workforce and ensures accessible
and high-quality care.

The next Welsh Government must:

e Protect struggling practices
Establish a pilot or mitigation period for the
introduction of the 2026 dental contract
to ensure practices can adapt without
potentially crippling levels of clawback.
An annual review mechanism should also
be established to allow fair, transparent
adjustments. An overwhelming majority of
dentists want the start delayed by a year but,
Welsh Government have refused this option.

e Make effective Use of the DAP
The Dental Access Portal (DAP) is for patients
without a dentist. They can register for care
and wait their turn on a Local Health Board
central database. Once a patient is allocated
to a dental practice they can remain under
their care. The Government made a U-turn on

their ill-considered policy of sending healthy
patients back to the DAP. By ensuring patients
are receiving ongoing care, the system can
better manage demand, improve continuity and
support long-term oral health for those most in
need.

Offer continuity and choice

The patients’ right to remain with their chosen
practice must be protected to preserve the long-
term relationships that patients have built with
their family dentist. Protecting continuity of
care builds trust, improves health outcomes and
ensures patient need is met effectively from a
personalised approach.








MAKE OR BREAK : SECURING THE FUTURE FOR DENTISTRY IN WALES

2. Sustainable investment

We've seen attempts to make a new model of care
work on a flat budget. The next Welsh Government
must offer sustainable investment to build a
service fit for the future. This means providing fair,
evidence-based funding that keeps pace with costs,
modernising facilities and digital systems, and
strengthening clinical pathways to ensure patients
receive the right care at the right time from the right
professionals. Investing in prevention and clearly
defining access to services will reduce demand
pressures and improve outcomes.

The next Welsh Government must:

e Expand the Fixed Financial Envelope
Wales needs a broader and more adaptable
funding framework to meet the growing and

changing demands of dental care.

Expanding the

fixed financial envelope will support equitable
access across all communities, strengthen long-
term service resilience, and create the flexibility
needed to plan for the future, including the
integration of efficient models of care.

Provide fair and evidence-based funding

The typical NHS practice has long delivered NHS
dental care at a loss. Funding must reflect the
true cost of delivering care, with annual inflation
adjustments to ensure services remain viable.
The next Welsh Government should engage in
an open and honest conversation with the public
about what can realistically be provided and how
it will be funded, securing a fair and sustainable
future for dentistry in Wales.

Double down on infrastructure and digital
Investment is urgently needed to renew and
modernise dental facilities and digital systems
across both General Dental Services (GDS)
and Community Dental Services (CDS).
Upgrading infrastructure will improve
efficiency, patient experience, and service
sustainability across Wales.

e Invest in Prevention
Schemes like Designed2Smile have paid for
themselves. Building on this, with expanded

targeted funding for preventive oral health

programmes, including community and school
initiatives, is essential. Building on this success

will help reduce the burden of dental disease and

support healthier communities across Wales.







3. Protection for the most

vulnerable

The Community Dental Service (CDS) in Wales serves
as a crucial lifeline for the most vulnerable groups

in society. Sadly, a service that caters for children
with complex needs, individuals with disabilities, the
elderly, and those with chronic health conditions now
risks becoming a dumping ground for those who
can’'t be treated on the high street.

The CDS already struggled with inadequate funding,
an aging workforce, and growing patient demand,
resulting in a system buckling under strain. Now, new
pressures generated by reform of high street care
could prove the straw that breaks the camel’s back.
These pressures have led to long waiting lists,
outdated equipment, and staff facing low morale,
significantly impacting the quality of care available
to patients. The next Welsh Government must
protect this valuable service and the vulnerable
patients they serve.

The next Welsh Government must:

e Refocus the Mission
The CDS must be supported to focus on its core
mission: providing care for vulnerable patient
groups with complex needs. It should not be
used as a stopgap to cover shortfalls in the GDS
reform. CDS patients often lack a strong voice
in the system, and it is vital that the Welsh
Government protects their access to dedicated
specialised care by reinforcing the CDS’s distinct
and essential role.

e Invest and modernise
CDS funding must be increased to modernise
clinical facilities and upgrade IT infrastructure
to enhance service efficiency. The facilities in
the CDS can be unsuitable for their patients,
lacking bariatric access or even basic accessibility
provisions. The next Welsh Government must
prioritise these critical issues to ensure the

service can continue to support some of the most
vulnerable members of our population.

Deliver efficiency and transparency

Regular audits must be conducted on capacity
and performance to ensure optimal use of
surgeries, as well as fair resource allocation. An
increase in data transparency is also needed with
staffing and whole-time equivalents, as well as
waiting lists for patients. To improve the CDS, it is
crucial that we have a clear picture of the service.

Collaborate and communicate

The CDS is too often treated as an afterthought.
Health Boards frequently fail to engage in
meaningful consultation with CDS staff, merely
informing them of major changes after decisions
have been made. The next Welsh Government
must strengthen collaboration between the CDS
and Health Boards and improve communication
within both the CDS and GDS to foster integrated
care and deliver better patient outcomes.

Support patients with the highest-needs
Develop dedicated Personal Dental Service
(PDS) schemes to support very high-needs
(blue) patients, rather than placing additional
strain on already overstretched high street

and community services. The PDS is a locally
commissioned NHS dental contract that allows
services to be designed flexibly around specific
patient groups. This model is best suited to
very high-needs patients because it can fund
longer appointments, continuity of care, and
bespoke pathways. It should do so, without
overburdening the CDS to the detriment of the
most vulnerable in the Welsh population, and
without destabilising high street GDS practices,
as the current and upcoming contract systems
constrain and disincentivise treatment for these
very high-needs patients.
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4. A step change on the

workforce

The next Welsh Government must prioritise
workforce training and wellbeing within dentistry
to build a skilled, motivated, and resilient dental
team. Investing in flexible training pathways and
continuous professional development ensures
dentists and their teams can adapt to evolving

patient needs and deliver the highest quality care.

Equally important is embedding robust mental

health and wellbeing support to reduce burnout and
staff turnover. A healthy, well-supported workforce is
essential to maintaining sustainable dental services

that meet the needs of all communities across
Wales.

The next Welsh Government must:

e Support recruitment and retention
The Welsh Government must improve
recruitment and retention across all branches
of dentistry by addressing pay disparities and
establishing structured career progression
pathways. Ensuring fair pay and clear

advancement opportunities will help attract and
retain talented dental professionals committed

to serving communities throughout Wales.

e Create flexible training pathways
Access to flexible, high-quality training and

continuing professional development should be
expanded. This will enable dental professionals

to update their skills and adapt to changing
service demands, supporting a workforce
that is both competent and motivated. For

community dentists this must include automatic

spine progression and structured pay bands
that recognise experience and support career
development. Trainee dentists should also be
offered two study days within the CDS to gain

valuable exposure to this vital area of practice.

Put wellbeing first

The mental health and wellbeing of the entire
dental team must be a priority. Our surveys

have shown years of high stress and low

morale among the entire dental team. Support
structures and mentoring programmes should
be embedded at all levels to create a positive
working environment, reduce burnout, and foster
a resilient workforce dedicated to delivering
excellent patient care.

Collaborate in Education

The Welsh Government must work with Health
Education and Improvement Wales (HEIW) to
enhance professional education and leadership
skills. By working together, these organisations
can better equip the dental workforce to

meet future challenges and lead service
improvements.







5. A change in tone

There can be no repeat of the process that
brought us recent reforms.

The next Welsh Government must commit to
working in true partnership with the dental
profession on any future reforms in a way that is fair,
sustainable and rooted in evidence. Dentists on the
frontline must be heard and supported to improve
access and outcomes for patients.

It must lead with innovation, underpinned by
transparency and accountability, to rebuild trust and
drive meaningful change in dental services. Open
communication between government, health boards,
and the dental profession is essential to ensure

that policies are informed by frontline experience

About us

The British Dental Association (BDA) is the voice
of dentists and dental students in the UK.

Dentists are critical to the health of the nation and
we want to see better oral health for all. We stand up
for dentists, so they can deliver the very best care for
their patients.

Our mission is to support a profession of valued
dentists to deliver the highest quality dental services
and improve the nation’s oral health.

and patient needs. By embracing new ideas and
being honest about challenges and solutions, the
government can create a dental system that is more
efficient and equitable.

The next Welsh Government must:

e Be transparent and accountable
The next Welsh Government must commit
to regular, open communication between
government, health boards, and the dental
profession. Genuine collaboration and
transparency are essential for restoring trust,
ensuring that decisions reflect the realities of
frontline care, and delivering dental services that
are responsive, efficient, and aligned with patient
needs.

We work to:

e Promote the interests of our members

e Advance the art, science and ethics of dentistry
e Improve the nation’s oral health.

For more information about this manifesto and the

wider work of the BDA contact
campaigns@bda.org














www.bda.org
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LOCAL DENTAL COMMITTEE

Monday 08 December 2025
19:00 — 22:00
Online, Zoom

MINUTES

In Attendance: JW, MS, Marco, Mostafa, Tracey, Mihaileanu M, Emma Pearce, Dan Naylor, Becky, Benjamin
Lewis, Annie, Vara Lakshmi, Fiona Sandom, Darren, Ahmer Ali, Andrea, Miroslav Yakimov, Mike H, Lucy Thomas,
Anwen, Dominic Masson, Charlene Parker, Hannah Langridge, Collette Plant, Viki Toner, Mrs Michelle Roberts,
Rosie, Lara, Gwenllian Williams, Anwen Hooson, Klevin, Surya Joshi, Vijaya Laxmi, Mayooran

Agenda Item

Person
Responsible

Attachments/

Supporting Information

1.1 Welcome and

Apologies JW Apologies: Owaise, Sandra
Wil
1.2 Minutes of Previous JW NWLDC%20Minutes

Meeting

%202025-09-29.docx

Minor corrections made; approved as accurate.

For Discussion and Matters Arising

2.1 Contractual Matters

- Updates following All-Wales
LDC meetings

- DAP (growing, but insufficient)
— priority groups?

- NWLDC stance and where to
go from here

- SOE

JW/MS

Timeframe discussed for February. WG is now referring to
this as a ‘contract variation’ rather than a ‘new contract’
which appears to help their timeline. BDA are seeking
clarification on this as it seems very contradictory to previous
statements around moving from UDAs. Possibly a decision
made knowing the need for a statutory change which will
need legislation change?

Parallels in 2023 with GPs, precedent has been set before;
WG confident with procedures.

11/66 contracts in BCU are restricted (child only, exempt
adults only) — these will not be permitted under the new
contract.

DAP priority groups — orthodontic extraction patients could
be a priority for the HB if this prevents orthodontic provider
meeting their contracts.

SOE position discussed and situation generally well known
already. No suggestion that WG would consider delaying
process due to Software company issues. Software
companies themselves have not suggested that there will be
delays on their end.

General discussion re: care packages and complexity of
contract generally. The main concerns from the group stem
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from the complexity and the ‘hard launch’ on 1st April (which
will void any previous estimates) and the introduction
warranties. ‘Employment’ appearance is also a significant
issue, difficult to pay self-employed associates.

DN — proposed action of demanding a 2-year sanction-free
period.

MH — cautious optimism as the new payment mechanism for
KPIs is very different to anything trialled previously and
“should be viewed as an opportunity to learn, refine delivery
and establish realistic achievability”, with sanction-based
achievability monitored through a Wales-wide anonymised
monthly KPI survey.

Marco — Importance of having support networks so we are all
singing from the same hymn sheet in terms of warranties or
charging of lab bills, etc.

Darren — GPs and Pharmacists in Manchester have
previously federated resulting in a far more favourable
contract offer for those groups. Darren to find out more
details from his contact.

“The LDC committee have voted to support the motion to
write to the CDO and propose the following; if you would like
to support this motion, please add you signature to the below
draft letter’. FS - idea to use DocuSign. Letter not to criticise
what WG clearly see is the future of GDS, we only ask that
we are not penalise whilst we try and implement what is a
significantly different vision in terms of delivering care to
patients; this is the only way we see as sufficient to
safeguard the wellbeing of patients and our teams.

2.2 PVLE/IMP

JW/MH

MH (attending as LDC member / provider) offered summary
of process and comparison of England vs. Wales in the
context of GDC’s recently published 2026—2028 strategy with
its 15t key initiative being “doubling the number of GDC
registrants through ORE". MH highlighted the importance of
ensuring HBs are appropriately prepared to support
international dentists’ progression onto the performers list,
noting that responsibility sits with HBs, with HEIW providing
educational support, as well as expressing an appreciation of
the role DPAs play in ensuring safety and quality. He
regarded this as a unique opportunity to address the
historical workforce shortages in North Wales, that ought not
be missed.

FS discussed HEIW perspective and education resources
that are already / are being put in place.

Issue raised by JW/MS with LHB following our previous LDC
meeting. It does appear to be on everyone’s agenda — there
needs to be a suitable solution to avoid reducing Wales’
competitiveness, bearing in mind the DPAs in N Wales
already having taken on more than the DPAs in other HBs.
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2.3 HB Updates

- Restorative consultant / paeds
consultant

- Commissioning update
- Finance / PCR

- 5% for local priorities?
- Mitigation for 2425

- Collaboratives / clusters /
Academy

- Failed extraction service

JW/MS

SS — CDS-based paeds consultant — offer has been made
for 1 full-time role (7 sessions clinical, 3 non-clinical). Start
date would be 1st April.

BL — Recruitment process for restorative consultant was also
successful, albeit only for 1 day (2 sessions). The problem is
we have not had a functioning restorative service, therefore
nobody has been taking referrals to come up with an idea of
need.

Commissioning update — of the GDS contracts awarded, 5
are full mobilised, 1 partially, 2 looking for premises.
Significant amount of money remains unspent at current
time.

2.9M underspend for dentistry in BCU. PCR significantly
lower than target. It does explain in part why there is such
significant increases in patient charges in WG’s new
contract.

Mitigation the same as previous year.

Collaborative / clusters / ‘primary care academy’ — plan was
to be up and running long before our contractual obligation;
unfortunately, this does not seem that is going to happen at
all; no progress made in terms of implementation in GDS.

Failed extraction service — talk of expanding to the West as
well as the East. No longer operating 48-hour window but still
providing an efficient service that is working. It is being
abused by some by the sounds of it, with inappropriate
referrals for emergency extractions that have not been
attempted. This is being looked at by EW.

2.4 LDC Chair roles and
responsibilities

JW

(Wl
LDC%20Chair%20Ro
16%20(V1%20Update:

JW stressed that very happy to support a transition. Plan in
the NY will be, as a committee, to decide how we run
meetings with a rotating chair and shared responsibilities
amongst committee members with different elements
performed by different individuals. Please get in touch with
JW / MS if you would like to explore taking any of the roles in
the document. Time commitments are remunerated.

Updates

3.1 Treasurer

AH

Account balance £54,723.22.

Charitable donations to be picked back up in March.

3.2 Orthodontics

BL

Welcomed new restorative support, also some goodwill
support from Liverpool (but not a formal contract). As in
previous notes, MD on mat. leave and patient waiting times
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likely to increase as a result — recruiting locum was
unsuccessful.

Worry that patients from West being disadvantaged from a
travel perspective — BL has raised this with LHB.

Talks about potential correspondence to GDS detailing
waiting lists for individual specialist referral practices so that
patients can decide if they would like to be referred to a
practice further away with a shorter waiting list.

Nothing to report following previous meeting. Discussions
with HB re: spaces being made available for emergency

3.3 Oral Surgery KF scenarios, not dissimilar to the failed extraction service in the
East.
KF completed 3x QAVP to date.
3.4 Dental Advisors — inc KF confirmed both him and ID have 3 IMP dentists each to
' ) ID/KF date. Other DPAs across Wales appear to be doing 2.

DPA/QAVP

Decision on how to progress lies with Jim/Rachel.

QAS due 12" January 2026.

Any Other Business?

Date, Time and Location of Next Meeting

Monday 13" April 2026 Zoom
Monday 15" June 2026 TBC

Monday 14" September 2026 Zoom

Monday 7" December 2026 Zoom
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Identified current challenges for education,
training and workforce development

Identified through stakeholder engagement
* No strategy for dental provision across north Wales

There is no agreed set of principles of expected NHS GDS
provision

* No education or workforce strategy

There is no comprehensive dental education and
workforce plan for North Wales, leading to inconsistent
approaches to recruitment, training, and retention.

* Governance gaps

Oversight of education contracts and workforce planning
is limited, with fragmented governance and lines of
accountability is unclear.

* Workforce shortages

Vacancies in Community Dental Services (CDS) and
General Dental Services (GDS).

+ Insufficient training capacity

Clinical placement opportunities are restricted by
infrastructure limitations and inconsistent support for
trainees.

« Unstructured professional development

Continuing Professional Development (CPD) and
mentoring arrangements are ad hoc, lacking a
coordinated approach.

+ Operational systems

Systems for the education and training contract
management, performance monitoring, and compliance
require strengthening to ensure quality and
accountability.

+ Data and intelligence gaps

Workforce planning is restricted by gaps in reliable data,
making it difficult to forecast future needs and design
targeted interventions.
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