SDA Position Paper

l. Introduction

1. On 26 May 2019, the Singapore Dental Association (“SDA”) elected a standing
committee (“Standing Committee”) to deliberate and make recommendations to the
general body of the SDA on all matters relating to the practice of dentistry, including to
consider the preliminary recommendations of the Singapore Dental Council (“SDC”)
and the Ministry of Health (“MOH”) to implement a Framework for Competencies and
Certificates of Competencies for Identified Higher-Risk Intermediate Dental Care

Procedures (“COCs”) (collectively, the “Recommendations”).

2. After considering the Recommendations and conducting public and professional
engagements on the same, the Standing Committee has prepared this position paper
(“Position Paper”) to (i) set out the findings from these engagements, (ii) highlight the
views and concerns of dental practitioners in Singapore, and (iii) provide feedback on

and suggest alternatives to the Recommendations.!

A. The Formation of the Standing Committee

3. On 19 March 2019, the MOH Chief Dental Officer (“CDQ”) and the SDC President held
a briefing with the Executive Committees of the SDA and the College of General Dental
Practitioners (“CGDP”) on the proposed implementation of a dental procedure
classification as well as certificate of completion training (i.e. the

‘Recommendations”).

4, On 13 April 2019, the SDA, together with the SDC and the MOH CDO, held a dialogue
session for some of the members of the SDA on the Recommendations. On 18 April
2019, 50 members of the SDA called for a Special General Meeting (“SGM”) to form
an independent standing committee to study the Recommendations and engage the
relevant authorities to achieve an outcome that is in the interests of both the dental
profession and patients. On 26 May 2019, at an SGM of the SDA with 477 members

in attendance, the Standing Committee was appointed.

1 For the avoidance of doubt, the views set out in this Position Paper (and its appendices) are not intended to be
representative of the views of any individual member of the SDA or the Standing Committee.



The Standing Committee is empowered to engage the members of SDA as well as the
MOH, the SDC and other government and/or professional bodies in relation to the

Recommendations.

The SDC Circular and the Recommendations

On 25 May 2019, the SDC released its Circular No. 2/2019 (“SDC Circular”) which set
out the preliminary recommendations of an MOH-appointed Working Committee
(“MOH Working Committee”) on “better competency development for safe and quality
dental care”, and invited views and feedback from the dental professional bodies and

the dental community on the same. The SDC Circular is annexed as “Appendix A”.

The SDC Circular highlighted, by way of background, that:

(a) “Patient expectations on the standard and quality of dental care are ... rising.
In recent years, the [SDA] has received over 100 annual complaints against
dentists... On its part, the SDC has seen a four-fold increase in initial
complaints and more than three-fold increase in statutory complaints, from 10
and 6 in 2014 to 40 and 21 in 2018 respectively.”

(b) “Given the increasing patient expectations and demand on safe and quality
dental care, it is important that our dentists acquire and update their knowledge

and skills to maintain high standards of competency and professionalism...”

The SDC Circular then set out the MOH Working Committee’s four preliminary

recommendations (i.e. the Recommendations):

(a) First, to have a framework that categorizes “the competencies for dental care”
into three categories: “Basic Dental Care”, “Intermediate Dental Care Requiring
Additional Training” and “Specialist Dental Care” (i.e. the Framework for

Competencies);

(b) Second, to develop “new training courses leading to Certificates of
Competency (COC)” in “identified higher-risk intermediate dental care” in order
to help dentists attain the competencies for such procedures (i.e. the COCs),

though the COCs “need not be mandatory at this time”;
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(©)

(d)

Third, to have the courses leading to the COCs recognized under “the SDC
Continuing Professional Education (SDC CPE) framework”; and

Fourth, to allow “existing registered dentists who have acquired equivalent
competencies through past equivalent training courses, on-the-job training or

relevant working experience” to “apply and be issued with a relevant COC”.

The Standing Committee’s Engagement Methodoloqgy

Following its election, the Standing Committee sought to engage with the members of:

@)
(b)
(©)

the SDA;
the Dental Specialist Societies; and

the public.

With regard to the members of the SDA:

@)

(b)

(©)

On 15 June 2019, the Standing Committee notified SDA members of an
engagement session on 7 July 2019 for SDA members to discuss and vote on
the Recommendations. In the notice, the Standing Committee also requested
that SDA members, ahead of the session, provide their views on the
Recommendations and complete an online poll on the extent and frequency
that general dental practitioners (“GPs”) were carrying out advanced dental

procedures. The notice is annexed as “Appendix B”.

The views of the SDA members were then collated into a reading deck and
circulated to the members of the SDA on 1 July 2019. The results of the online
poll were circulated to the members of the SDA on 4 July 2019. The reading
deck (“Pre-Reading Deck”) and the results of the online poll (“Online Poll

Results”) are annexed as “Appendix C” and “Appendix D” respectively.

On 7 July 2019, the engagement session was held (“7 July Engagement
Session”). The facilitation slides used in this session and the results of the vote
conducted during this session are annexed as “Appendix E” and “Appendix

F” respectively.
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(d) On 4" September 2019, the Standing Committee conducted an internal survey
of 959 members of the SDA in relation to the implementation of the Framework
for Competencies and the COCs. The results of this survey are annexed as
“‘Appendix G”.

With regard to the Dental Specialist Societies, on 17 June 2019, the Standing

Committee wrote to the Presidents of five Dentist Specialist Societies by email to seek

their views on the Recommendations:

(a) the Society for Paediatric Dentistry;
(b) the Association of Orthodontists;
(c) the Society of Endodontics;

(d) the Society of Periodontology; and

(e) the Association of Oral Maxillofacial surgery.

The responses received from the Presidents of these Dentist Specialist Societies are

annexed as “Appendix H”.

With regard to the public, in August 2019, the Standing Committee conducted an
independent public survey of 1,438 members of the public aged between 25 and 60
years, to “study the confidence of the public in dentists, the public’s concern on dental
costs, and also to gauge the public confidence of practicing dentists in Singapore in
relation to safety and performance”. On 11 September 2019, the results of this survey
were released by the Standing Committee via a media press release. The press

release is annexed as “Appendix I”.

Findings of the engagement with the members of the SDA

Voting and survey results

The results of the vote conducted during the 7 July Engagement Session are as

follows:

(a) On the Framework for Competencies:
0] 87% voted to reject it entirely;
(i) 12% voted to accept COCs but without any attendant restrictions (e.g.

mandatory COCs); and



14.

15.

(b)

(iii) 1% voted to accept it.

Notably, of the 87% who voted to reject it, 79% comprised GPs with less than
5 years of experience, 18% comprised GPs with more than 5 years of
experience, and 3% comprised specialists.

On the COCs:

0] 61% voted to maintain the status quo (i.e. reject the COCs entirely);

(ii) 2 % voted in favour of having non-mandatory COCs;

(iii) 29% voted in favour of having Clinical Practice Guidelines without COCs
(i.e. reject the COCs entirely but have Clinical Practice Guidelines as an
alternative — the Clinical Practice Guidelines are elaborated on at
paragraph 40); and

(iv) 8% voted in favour of having Clinical Practice Guidelines with non-
mandatory COCs.

Notably, of the 61% who voted to maintain the status quo, 85% comprised GPs

with more than 5 years of experience, 11% comprised GPs with less than 5

years of experience, and 3% comprised specialists.

These voting results show that a clear majority of the SDA members present at the

Engagement Session are not in favour of imposing either the Framework for

Competencies or the COCs.

The results of the internal survey conducted on 4" September 2019 show that, among

other things:

@)

(b)

(©)

(d)

91.1% were of the view that implementation of the Framework for

Competencies and the COCs “will raise the cost of dental care”;

81.6% were of the view that they would have to raise their fees by at least 10%

if the Framework for Competencies and the COCs were implemented,;

Most were of the view that if a non-compulsory COC were issued for a
procedure which they were already performing, they would still continue to

perform the procedure;

90.1% were of the view that the Framework for Competencies and the COCs,

if implemented, would still not reduce the number of patient complaints; and
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(e) 92.3% indicated that if there were other options to improve safety and increase
quality of dental care, they would prefer these other options or would be willing
to consider these other options; only a very small number preferred the COCs.

Members’ concerns about the Recommendations

Rationale for the Recommendations

The SDC Circular states, as reasons for Recommendations, rising “patient
expectations on the standard and quality of dental care”. It notes that the SDA “has
received over 100 annual complaints against dentists, of which some were escalated
to SDC when mediation failed”, while the “the SDC has seen a four-fold increase in

initial complaints and more than three-fold increase in statutory complaints”.

The SDC Circular suggests that there has been an increase in the number of
complaints against dentists because dentists are inadequately trained to meet

satisfactory standards and quality care. However:

(@) As noted in a Channel NewsAsia (“CNA”) article dated 9 November 2017 titled
“Nearly 300 complaints against dental practitioners in last 4 years: Singapore
Dental Association”, the bulk of the complaints received by the SDA against
dental practitioners between 2013 and 2017 arose because of “poor
communication between patients and dentists, resulting in unmet expectations

from the treatment”. The CNA article is annexed as “Appendix J”.

(b) Similarly, based on SDC’s own press releases issued between 2012 and 2018,
only a minority of the complaints submitted to the SDC concerned lapses in

care arising from inadequate education or experience.

Accordingly, there is a concern that the Recommendations would not address the real
reason for the increase in complaints against dental practitioners, the majority of which

complaints do not arise from lapses in standard or quality of dental care.

2 https://www.channelnewsasia.com/news/singapore/nearly-300-complaints-against-dental-practitioners-in-last-4-

9391514



The Framework for Competencies
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As set out at paragraph 13(a) above, at the 7 July Engagement Session, a significant
majority (87%) of the SDA members voted to reject the Framework for Competencies

in entirety. In the engagement with SDA members, the following concerns were raised.

First, the existing legal, ethical and clinical frameworks in the dental profession and its
stakeholders already play a role in determining the training that is required before a
dental professional can undertake procedures of varying complexities. The SDC’s
Ethical Code & Ethical Guidelines (‘ECEG”) already require each dental professional
to “practise within the limits of his own competence” (ECEG, paragraph 4.1.1.6), and
failure to adhere to the ECEG can give rise to disciplinary actions by the SDC and
potential legal action commenced by affected patients. Public institutions and
businesses are already guided by their own internal clinical and risk frameworks. Such

frameworks have been working well thus far.

Second, a Framework for Competencies that only adopts a categorisation of basic,
intermediate or advanced procedures is simplistic — it fails to take into account the
numerous factors which may affect the complexity of a procedure. In contrast, a
framework that does consider numerous factors is the American Association of
Endodontists’ Endodontic Case Difficulty Assessment Form (“AAE Case Difficulty
Guidelines”), which takes into account patient, diagnostic and treatment, and other
considerations, thus allowing for a more nuanced and more accurate classification

framework. These AAE Case Difficulty Guidelines are annexed as “Appendix K”.

Take the case of molar endodontics: under the Framework for Competencies, it would
be classified as intermediate; however, under the AAE Case Difficulty Guidelines, its
classification may range from minimal to high-difficulty depending on the clinical
assessment of the particular patient. Similarly, wisdom tooth surgeries may appear at
first glance to be simple but can be complicated by patient-related factors such

complex medical histories, anxiety or high/low pain thresholds.

Third, the Framework for Competencies appears to be inconsistent with other
competency-based models in Singapore’s healthcare system, such as the post-
graduate medical education programme by the Accreditation Council for Graduate
Medical Education-International (‘“ACGME-I"). The ACGME-I's model recognizes that



development lies on a continuum — instead of prescribing qualifications or imposing
requirements for performing procedures (which is the case under the Framework for
Competencies), the ACGME-I's model seeks to bring practitioners along their
respective skill trajectories in a structured manner. This encourages continuous
improvement and growth and is more representative of a dental practitioner’s journey

than the COCs proposed in the Recommendations.

The COCs and the proposed accreditation of the same

24,
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As set out at 13(b) above, at the 7 July Engagement Session, 61% of the respondents
voted to maintain the status quo (i.e. to reject the COCs without more), and a further
29% voted to reject the COCs in favour of an objective set of standards (as opposed
to accredited training — we will elaborate on this objective set of standards below). In

the engagement with SDA members, the following concerns arose.

First, the implementation of accredited competency certifications is unlikely to address
the real reason for the increase in complaints against dental practitioners, which is
poor communication between the dental professional and the patient, rather than a
gap or a deficiency in procedural skills (as highlighted at paragraph 17 above).

Second, the COCs do not capture the skill levels required by different procedures and
may create wrong expectations on the part of the patients. This is because
competencies are progressive in nature — as explained by the Dreyfus Model of Skill
Acquisition (which sets out five developmental stages which a student normally passes
through: Novice, Advanced Beginner, Competent, Proficient and Expert). Competency
at one stage does not mean competency at another. Thus, a dentist who obtains a
COC to perform first molar root canals at the Advanced Beginner stage may still not
be proficient enough to treat highly calcified first molar root canals until he reaches the

Proficient stage.

Third, the implementation of accredited competency certifications will only increase the
impediments or barriers faced by dental practitioners in practice in acquiring the

relevant skills.

(a) The Online Poll Results show that of the respondents who expressed interest
in performing advanced dental procedures, 86% indicated that they faced

impediments or barriers in acquiring the relevant skills, in particular, the lack of



(b)

(©)

availability of mentors (74%), suitable training cases (70%) and courses (61%).
This suggests that any existing gaps in competency stem from an inadequate
access to relevant training rather than an unwillingness to undergo training.
Imposing COCs as a requirement in such an environment is likely to increase

barriers to entry, thus exacerbating the problem.

In particular, implementing accredited competency certifications is unlikely to
address a key issue faced by many young dentists when it comes to advanced
dental procedures — which is the lack of training opportunities. The Online Poll
results show that of the GPs with less than 5 years of experience and who
expressed interest in performing advanced dental procedures, 89% indicated
that they faced impediments or barriers — even though many of them, being the
local graduates, would be serving out their 4-year MOH bonds at public
institutions and would be expected to have greater access to learning / training
opportunities and subsidies for the same. The view expressed is that in recent
years, dental officers serving their MOH bonds face limited opportunities to
practice advanced dental work, with many of them doing very basic procedures
in polyclinics for up to 2 or 3 years; some even find themselves serving the
entirety of their bond without cutting a single crown or doing root canal
treatment, even though both these procedures are taught at the undergraduate
level. Yet, an estimated 70% of these local graduates are expected to enter
private practice as GPs. If dental officers are not given sufficient opportunities
to train in performing advanced dental procedures, they may end up being less-

equipped for private practice.

Further, the recent imposition of restrictions on CPE providers (as set out in the
SDC’s Circular dated 30 April 2019) (the “30 April Circular”) is expected to
lead to fewer CPE providers available to offer accreditations, which adds to the
barriers to entry. More dentists may have to turn to local specialists who are
willing to conduct hands-on courses — however these local specialists are
limited in number (despite the fact that a very high number of advanced
procedures are already being performed by GPs — see the Online Poll Results).
This raises the concern that access to affordable, advanced dental healthcare
would become largely dependent on the willingness and availability of the local

specialists to provide training.
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Lastly, it is unclear how the accreditation of the COCs can be implemented without
adverse consequences on costs. Making COCs mandatory is likely to generate
unnecessary cost. In practice, procedural skills such as orthognathic surgery tend to
be gained from postgraduate specialist training, as these require expensive,
specialised equipment, procedural competencies, and rarely appear in conventional
caseloads. It is therefore unlikely that dental practitioners would seek to pursue such
skills outside a hospital-based, formal training environment. Placing restrictions on
such cases through the use of COCs only adds to the economic cost without

addressing any real risk.

Findings of the engagement with the Dental Specialist Societies

It is unclear whether the Recommendations have taken on board the views of the
specialist dentists in Singapore. The responses received from the Presidents of the
five Dentist Specialist Societies referred to in paragraph 11 above were substantially
similar — namely, that the Recommendations were still in their infancy and it would be
premature for the Presidents to provide any form of input or feedback at this stage.
This suggests that the Recommendations had yet to take into account the views of at

least some Dental Specialist Societies in Singapore.

Findings of the engagement with members of the public

The results of the survey conducted in August 2019 show that:

(a) none of the respondents who had visited dentist in the past year had filed any
complaints against their dentists; and
(b) all of the respondents who had visited dentists in the past year said that their

dentists were competent in their work.

This shows that the general public continues to have a high confidence level in the
dental practitioners in Singapore with regard to the safety and competency in the
delivery of dental care. This accords with the finding that complaints made by patients
against dental professionals generally do not stem from a dissatisfaction in the

standard and quality of care provided but from other, non-clinical considerations.

Further, the survey showed that 89% of respondents were concerned about the cost

of dental care in Singapore; and of these respondents, a third indicated that they would

10
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try to seek alternative routes of receiving dental care (e.g. by travelling overseas for
cheaper options) if the cost of dental care rises further. This finding is important. As
set out at paragraph 15 above, in the internal survey of members of the SDA, 91.1%
of the respondents were of the view that implementation of the Framework for
Competencies and the COCs “will raise the cost of dental care”, while 81.6% were of
the view that they would have to raise their fees by at least 10%. Such increase in
costs will then have to be passed on to patients. The ripple effect that may be caused
by the implementation of the Recommendations will therefore also need to be

considered when determining the suitability of the Recommendations.

Recommendations of the Standing Committee

Need for clarity on the basis and scope of the Recommendations

In light of the concerns raised above, the Standing Committee is of the view that further

details on the basis and scope of the Recommendations, as well as the background

information and material considered by the MOH Working Committee in formulating
the Recommendations, is necessary. This will give the dental profession a better

understanding of the issues that the Recommendations are intended to address.

In this regard, the Standing Committee had on 3 October 2019 sent an email to the
MOH CDO and the SDC President (“3 October Query”) with queries aimed at further
understanding “the rationale and process of deliberation” for the Recommendations.

These queries included:

(a) information on the international benchmarks and guidelines which the MOH
Working Committee had studied and taken reference from when formulating
the Recommendations;

(b) the roles and composition of the different COC committees within the Working
Committee and how these COC committees were formed;

(© the reasons for the imposition of restrictions on CPE providers who can offer
accreditations (as set out in the 30 April Circular); and

(d) the results and conclusion for the focus group discussions conducted by the

SDC in relation to the Recommendations.

As at the time of the drafting of this Position Paper, the Standing Committee has yet

to receive a substantive response to the 3 October Query. Depending on the response

11
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received (if any), the Standing Committee or other authorised representatives of the
SDA may follow up with further queries as necessary.

Further consultations with stakeholders

In particular, subject to the results and conclusion for the focus group discussions
conducted by the SDC in relation to the Recommendations, the Standing Committee
suggests that further consultations be held with the key stakeholders, including
members of the dental profession, to consider the suitability of the Recommendations
and to propose refinements and/or alternatives as necessary. The priority should be
to ensure that the views of all the stakeholders, in particular those who will be affected
by the implementation of the Recommendations (in particular, GPs who wish to

perform or continue to perform advanced dental procedures) are taken into account.

The importance of sufficient and timely engagement with stakeholders cannot be
overstated. The Recommendations, if implemented, will make a material change to the
landscape. It is unfortunate that the Recommendations were put on the table for
discussion without prior engagement with the dental profession at large. No official
consultation paper was issued; the dental profession was informed of the
Recommendations only after the briefing for the Executive Committees of the SDA and
CGDP on 19 March 2019 and a dialogue session for some SDA members on 13 April
2019, which culminated in the SDC Circular of 25 May 2019. To compound the
problem, according to the SDC Circular, the MOH Working Committee had been
convened in November 2017, but the dental profession only learnt of the work of the
MOH Working Committee almost 1.5 years later. In fact, it appears that when the SDC
Circular was released, one of the members of the Working Committee was not even

aware of the Recommendations.?

The ultimate stakeholders are members of the public. Increasing the cost and difficulty
of acquiring the relevant skills in an environment that already has relatively few
specialists, will ultimately increase the cost for patients and take away some of the
choices currently available to them - patients who are already considering cheaper

alternatives outside of Singapore.

3 CGDP’s Press Release dated 28 May 2019

12



39.

40.

41.

42.

43.

Alternative proposals

Finally, having regard to the concerns raised (not least the possible effects of the
Recommendations against the interests of the public), the Standing Committee wishes
to suggest several alternatives to the Recommendations. These alternatives may
better address the issues of quality of care and rising complaints against dental
professionals. They can of course be refined in the course of further discussion and

debate among the key stakeholders.

First, instead of imposing COCs, objective standards described as “Clinical Practice
Guidelines” or “CPGs” can be applied to determine the appropriate training that can
develop good clinical practices for the benefit of patients. These Clinical Practice

Guidelines are well defined and are evidence-based.

Second, public institutions can also take the lead in measuring and managing quality
of care. They are in a prime position to adequately train and prepare graduates for the
dental profession. They also have Quality Service Management (QSM) departments
with trained staff to manage adverse feedback and complaints. The data obtained on
the number and type of complaints received can be made publicly available so that

dental professionals can better respond to these complaints.

Third, following from paragraph 27(b) above, more training opportunities (and funding
for the same) can be provided for local graduates serving their 4-year bond. This allows
the graduates, many of whom would eventually enter the private sector as GPs, to be
sufficiently and better trained. In this regard, public institutions have the mandate to
adequate prepare dental officers for private practice. An incentive structure can be
considered to encourage public institutions to fulfil their mandate more effectively — for
instance, public institutions who receive better feedback from graduates on the quality

of their training may be given more training grants.

These training opportunities can be supplemented by a mentorship program similar to
the one run by the UK National Foundation Training Programme (“UK Training
Programme”), which allows fresh graduates to be gain practical experience by being
employed under a service contract by senior dentists in the private sector known as
“Education Supervisors”. In Singapore, senior GPs in the private sector can be

appointed to provide mentorship to dental officers in public institutions on a part-time

13
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44,

45,

basis. Under the UK Training Program”, there are “study days” for didactic trainining
which can be fulfilled with our current CPE system.

Conclusion

The Standing Committee is concerned that the rationale identified for the
Recommendations (i.e. rising complaints against dental professionals) ultimately does
not arise from poor standard or quality of care, but from other issues such as poor
communication between dental professionals. If so, then the Recommendations do not
address the key issues at hand. Even if the Recommendations are aimed at
addressing the standard and quality of dental care in Singapore, they do not address
the real impediments or barriers to ensuring a higher standard and quality of dental
care such as the lack of training opportunities for dental graduates. Both the profession
and the public deserve a careful analysis of the economic costs and opportunity costs

occasioned by the Recommendations.

The Standing Committee is of the view that further dialogue and discussion on these
issues with key stakeholders, as well as on the Recommendations (including any

refinements or alternatives to the Recommendations) will be necessary.
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SDC Circular No. 2/2019
25 May 2019

Presidents,

Singapore Dental Association

College of General Dental Practitioner

College of Dental Surgeons, Academy of Medicine Singapore

Vice Dean,
Faculty of Dentistry, National University of Singapore

Registered Dentists

BETTER COMPETENCY DEVELOPMENT
FOR SAFE AND QUALITY DENTAL CARE FOR PATIENTS

The Singapore Dental Council (SDC) and Ministry of Health (MOH) are inviting views
and feedback from our dental professional bodies and the dental community on the preliminary
recommendations of an MOH-appointed Working Committee on better competency
development for safe and quality dental care.

Background

2. The practice of dentistry is evolving with advances in dental science and technology
and changes in population profile. Patient expectations on the standard and quality of dental
care are also rising. In recent years, the Singapore Dental Association (SDA) has received
over 100 annual complaints against dentists, of which some were escalated to the SDC when
mediation failed. On its part, the SDC has seen a four-fold increase in initial complaints and
more than three-fold increase in statutory complaints, from 10 and 6 in 2014 to 40 and 21 in
2018 respectively.

3. Given the increasing patient expectations and demand on safe and quality dental care,
it is important that our dentists acquire and update their knowledge and skills to maintain high
standards of competency and professionalism. The safety and quality of the dental care
provided to patients must continue to be of utmost priority.

Working Committee

4. In November 2017, MOH appointed a Working Committee to recommend how the
training and competencies of dentists can be enhanced to ensure the continued safety and
quality of dental care. The Working Committee comprises general dental practitioners and
specialists from both the private and public sectors. Representatives from our professional
dental bodies, namely SDC, SDA, College of General Dental Practitioners and College of
Dental Surgeons, as well as the Faculty of Dentistry, National University of Singapore (FoD,
NUS) were on the Working Committee. The terms of reference and composition of the Working
Committee are at Annex A.





5. The Working Committee has held a total of eight meetings and had discussions outside
of the meetings. It has studied relevant information and taken reference from international
benchmarks and overseas guidelines and local training courses. Members of the Committee
also considered the perspectives and likely concerns of their members and community.

Working Committee’s Preliminary Recommendations

6. The Working Committee has surfaced a number of preliminary recommendations to
MOH.

(1) Framework for Competencies

7. The Working Committee has proposed the following draft framework to categorise
the competences for dental care.

a. Competencies for Basic Dental Care — to be attained by dentists who have
completed undergraduate dental training (i.e. Bachelor of Dental Surgery, FoD,
NUS or equivalent), and with ongoing Continuing Dental Education courses.

b. Competencies for Intermediate Dental Care Requiring Additional Training — to be
attained by dentists registered with the SDC through additional training for
selected procedures of higher risk that require skills beyond what is taught under
undergraduate dental training but without the need for specialist training.

The number of such procedures is expected to be small, and the list can be
reviewed by the SDC on a periodic basis as dental practice evolves. The
procedures can continue to be provided at both general dental clinics and
specialist dental clinics. Some of these procedures being looked into include
implant dentistry and wisdom tooth surgery.

c. Competencies for Specialist Dental Care — to be attained by dentists through
specialist training (i.e. Master of Dental Surgery, FoD, NUS or equivalent).

(ll) Certificates of Competency for Identified Higher-Risk Intermediate Dental Care
Procedures

8. To help dentists attain the competencies for the identified higher-risk intermediate
dental care procedures and provide confidence to dental patients, the Working Committee has
proposed the development of new training courses leading to Certificates of Competency
(COCQ) in the identified higher-risk procedures. Suitable existing courses can also award COCs.
The accreditation of the courses would be done by the SDC.

9. The Committee has recommended that dentists planning to perform the identified
higher-risk intermediate dental care procedures be encouraged to undergo the relevant
courses and attain the COCs as part of good clinical practice. However, the COCs need not
be mandatory at this time.

(lll) Accreditation of COC Courses Under CPE Framework

10. The Working Committee has proposed that the courses leading to the COCs be
recognised under the SDC Continuing Professional Education (SDC CPE) framework. This
would enable participation in COC courses to count towards dentists’ CPE requirements.





(IV) Prospective Application of COCs

11. Newly registered dentists can attain the COCs through the relevant training courses
accredited by the SDC.

12. The Working Committee recognised that existing registered dentists may already
possess the knowledge and skills for the identified higher-risk intermediate dental care
procedures. The Committee has proposed that existing registered dentists who have acquired
equivalent competencies through past equivalent training courses, on-the-job training or
relevant working experience can apply and be issued with a relevant COC.

Seeking Views and Feedback from Dental Community

13. SDC and MOH would like to thank the Working Committee for its work and preliminary
recommendations. MOH and SDC will study the recommendations carefully and discuss them
further with the Committee.

14. Together, we will also gather additional views and feedback from the dental community
and the public, before making any decision. We will reach out to relevant dental professional
bodies and the wider dental community, as well as members of the public through consultation
sessions from June 2019 onwards.

15. We also welcome feedback through electronic or hard copy mail, with the subject
header “Better competency development for safe and quality dental care for patients” to the
following addresses. We request that respondents indicate their names, contact numbers and
e-mail addresses so that we may contact them for clarifications or responses, if any.

Email: Enquiries@dentalcouncil.gov.sg

Singapore Dental Council

81 Kim Keat Road

#09-00 NKF Centre

Singapore 328836

Attention: Registrar, Singapore Dental Council

S

DR CHNG CHAI KIAT

REGISTRAR, SINGAPORE DENTAL COUNCIL
CHIEF DENTAL OFFICER, MINISTRY OF HEALTH





Annex A

TERMS OF REFERENCE AND COMPOSITION OF WORKING COMMITTEE

—_

To assist MOH in reviewing the current categorisation of dental procedures’ and defining
the appropriateness of the scope of practice for the different levels of dental expertise, in
particular, that of dental specialty care in both public and private sector.

N

. To assist MOH in reviewing and formulating the corresponding training/ competency
requirements for dentists and dental institutions in Singapore for each level, taking into
consideration factors such as:

a. optimal patient care and safety;

b. capacity and adequacy of current dental manpower supply and expansion plans to
training resources; and

c. current and projected demand for dental procedures.

3. To recommend a seamless transition plan for the implementation of the above without
compromising the ongoing provision of dental services.

4. To assist MOH in the engagement of the professional dental community, where relevant,
on the feasibility of the above recommendations and implementation plan.

S/N| Name
Chairperson
1. | Prof Chew Chong Lin President, Singapore Dental Council
Members
2. | Dr Chng Chai Kiat Chief Dental Officer, Ministry of Health
Registrar, Singapore Dental Council
3. | Dr Andrew Ow President, College of Dental Surgeons, Singapore
4. | A/Prof Wong Mun Loke Vice Dean, Academic Affairs, Faculty of Dentistry,
National University of Singapore
Dr Lim Lii President, Singapore Dental Association
Dr Goh Khean Teik Director, Manpower Standards & Development,
Ministry of Health
7. | Dr Phua Tin Cock President, College of General Dental Practitioners,
Singapore

Note - The Working Committee was appointed in November 2017, and reappointed till 30
November 2019.

! At present, there is no official standardised categories of dental procedures.
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1. Background

2. Framework/COC
Announcement
a. Proposal
b. Rationale
c. Analysis of Rationale given

3. SDASC Poll results
(separate attachment)

4. Arguments for/against
"‘Framework’

5. Arguments for/against
"Certificates of
Competency’

6. Member Suggestions

7. Voting result

Ccontents
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Background behind Framework and COC

_|

 To review the provision of dental specialty services and advise on the scope of
practice for the different levels of dental expertise in both the public and private
sector
 Develop standardised framework/classification of dental procedures, based on
a) The competency levels of dental students upon graduation from the FOD, NUS
b) The competency levels of dental graduates during the four-year period (i.e.
with training and/or co-management with specialists
c) The approach for specialists to focus on specialist work, with inputs from
Dental Specialists Accreditation Board

 Rising complaints (added later)
Source: CGDP, SDA Presentation 19" March





Framework and COC

Source: Better Competency Development for Safe and Quality Dental Care for Patients





The Rationale

Source: SDC Circular dated 25t May 2019
Better Competency Development for Safe and
Quality Dental Care for Patients (Para 2,3)

1. INCREASING PATIENT
COMPLAINTS +
EXPECTATIONS

SDC: “In recent years.. SDA has recelived over
100 annual complaints against dentists”

SDC: “.a four-fold increase in initial
complaints.. three-fold increase in statutory

complaints”

Source: 13 Apr SDA-SDC Dialogue

2. NUS BDS MAY NOT
ADEQUATELY TRAIN
YOUNG GRADS FOR
CERTAIN PROCEDURES





Total SDA Complaints

2012 2013 2014 2015 2016 2017 2018

Data Source: SDA Ethics Reports 2012-

2018

. ‘over 100 annual complaints®

recent years’

Source: SDC Circu






Total SDA Complaints

120
. 100 42

100
20

30 71 /2

Total SDC Complaints

40 1 =
20 S
0 | 0]
2012 2013 2014 2015 2016y 2017/ 2018 2012 2013 2014 2015 2016 2017
Data Source: SDA Ethics Reports 2012- Data Source: SDC Annual Reports 2012-2017
2018 ’
SD@O annual complaints® SDC: "more than x3 statutory complaints
recent years' (2014-2018)"

Source: SDC Circular dated 25! May





Analysis of Unsatisfactory Service Outcome (2015-2018)
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SDC Proposal

Source: SDC Circular dated 25 May 2019

COC + FRAMEWORK COC

acquires/update knowledge + skills Increase patient confidence
to maintain high standards of and operator competency
competency and professionalism

for safe and quality dental (Para. 8)

care

(Para. 3)





Framework

Basic

Intermediate

Specialist

After meeting SDC, they have expressly indicated that they are open to changing “Specialist” category

to "Complex

_|





Certificates
of
Competency

(COC)

Issued

-On completion of SDC
accredited courses

‘New courses (eligible for CDE)
-Existing CDE courses

-Upon application, with proof of

-Past equivalent training courses
-On-the-job training
-Work experience

Source: SDC Circular dated 25 May 2019





” Wisdom Teeth g Implants
(?) S (?)
S ——————— ‘6’ Molar RCT (?) Perio (?)
STILL IN DISCUSSION
PHASE
@ Veneers (?) :Wé CBCT (?)
P -






Deep Dive on The Rationale

INCREASING PATIENT COMPLAINTS + EXPECTATIONS





B Critique

REASON 1 1. Complaints - not the only criteria to
. . assess quality of care -
Increasing patient assessment is hence incomplete

COMﬁlle{LLS and Performance indicators for quality of care
expectations (Gonzalez et al, 2007)

2. COC/Framework may not solve the
problem
Analysis of complaints from

= SDA (2015-2018)

= SDC (2012-2017)





B Critique

REASON 1 1. Complaints - not the only criteria to
. . assess quality of care -
Increasing patient assessment is hence incomplete

complaints and Performance indicators for quality of care

expectations (Gonzalez et al, 2007)





Qualily of Care: Performance Indicators

‘\\ ;?’
.
Patients Professionals Healthcare System
« Acceptability  Appropriateness « Accessibility
« Satisfaction « Effectiveness « Availability
* Equity « Efficiency * Equity
« Safety

Performance indicators used to assess the quality of primary dental care (Gonzdlez et al, 2007)





Measured by

I Performance ° + Performance

Indicators v o technical performance
| o interpersonal relationships
* Failure/Success/Complication rates

Appropriateness - Professional satisfaction

Effectiveness
Efficiency —
Safety

Professional

« Health outcome

« Patient satisfaction, expectations,
perceptions

« Complaints

* Subjective indicators

Acceptability
Satisfaction

Equity
* Human/material resources
e Institutions

 Healthcare utilisation
 Finance/costs

Accessibility
Availability

[l L]

Healthcare System





B Critique

REASON 1

Increasing patient
complaints and
expectations

2. COC/Framework may not solve the
problem
Analysis of complaints from

= SDA (2015-2018)

= SDC (2012-2017)
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TYPES OF SDA
COMPLAINTS
(2015-2018)

INCREASING TREND OF
COMPLAINTS REQUIRING
SDA INTERVENTION

120

100

30

60

40

20

Classification of SDA Complaints

. B Service Experience

®Fees

. . Unsatisfactory service
outcome

SDA will intervene

2015 2016 2017 2018

Data source: SDA Ethics Reports 2015-2018
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SDA
COMPLAINTS
REQUIRING
MEDIATION
(2012-2018)

DECREASING COMPLAINTS
REQUIRING MEDIATION

120

100

30

60

40

20

Classification of SDA Complaints with regard to
Mediation

Complaints not
requiring mediation

® Complaints requiring
mediation
I I i I H - B

2012 2013 2014 2015 2016 2017 2018

Data source: SDA Ethics Reports (2012-2018)





| Analysis of complaints requiring mediation

35

30
SDA ° In progress (at time of
COMPLAINTS Cresoved
REQUIRING .
SETTLEMENT Slement

B Resolved w settlement

\

Assuming settlement

(2012-2018)
5

DECREASING MEDIATION m
0

REQUIRING SETTLEMENT 2012 2013 2014 2015 2016 2017 2018

= lapse in care

Data source: SDA Ethics Reports (2012-2018)
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SDC
COMPLAINT
MANAGEMENT
(2012-2017)

25

20

15

10

S

0

| ‘ ‘ | | Adjourned to next
| year)
Others
we LW LG D00 L LI,

2012

2013

Result of SDC Complaints

Dismissed
m Letter of Advice
m Letter of Warning
m DC (concluded)
m Withdrawn

m DC (pending
conclusion)

m Total

2014 2015 2016 2017

Data Source: SDC Annual Reports (2012-2017)
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SDC
COMPLAINT

BREAKDOWN
(PRESS RELEASE)

‘Lapses in care’ due to
lack of
education/experience
seems to be minority,

not increasing (?)

Year |Clinical |OHT Division 2[Molest [Medisave [No SDC Drug Total
related |Supervision [dentist Qualification |dispensing
Supervision error
N\
2012 / 1 \
\ ’ Inappropriate treatment
2004 / - (ortho, veneers), failed to refer 1 2
to specialist
2015 ‘ ‘ 1 1
Failed to walt the requisite
time for bone graft to heal
2016 \ 1 / before implant placement 1
2017 1 - |Inappropriate treatment 1 1 6
(ortho), failed to refer to
specialist
2018 1 1 1 3

Data source: SDC Press Releases (2012-2018) retrieved from SDC Website






‘Increasing Complaints” not due to lack of
lraining”

I Lack of Proper I Not related to clinical quality?

Communication? No association between:;

 patients do not fully comprehend o post-op complications and patient
limitations of procedures satisfaction within surgical care.
* may not have adequately expressed
expectations --> apparent unmet o patient satisfaction scores and
expectations complication rate (total/major)
(Nov 2017 CNA article)) (Smocker et al. 2018)

Disclaimer: We do not have access to records of SDA/SDC complaints, hence unable to critique accurately





Possible Reasons for Rising Complaints

I More media focus on I Perception of dentists as

malpractice ‘service providers’

More critical backdrop created Unsatisfactory experience easily prompt

complaints
I Easier to Complain

« Better access to information about
now and where to complain
 More avenues to speak out

Understanding the rise in Fitness lo Practise complaints [rom members of the public - UK General Medical Council, 2014





Possible Reasons for Rising Complaints

I Patient-dentist interaction

e Poor communication

e |continuity of care, personal understanding —harder to contextualise on-off
POOr experiences

« Patients 1 ownership of their health — better informed — 1 expectations — |
deference to doctors — twillinghess to question

Understanding the rise in Fitness lo Practise complaints [rom members of the public - UK General Medical Council, 2014





Deep Dive on The Rationale

NUS BDS MAY NOT ADEQUATELY TRAIN YOUNG GRADS
FOR CERTAIN PROCEDURES
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REASON 2

NUS BDS may not
adequately train
young grads for
certain procedures

Critique

1. Should not be used as an argument

CDO + SDC President who is also a Professor in
FOD claiming inadequacy of training at NUS:

o |profession’s standing
o Brain drain - less students will want to
enrol, go overseas instead

2. Framework + COC to correct this
problem seems roundabout

Why not correct problem at source by
iImproving/lengthening BDS instead?





Discussion on Framework

Arguments for and against

Submissions from the House
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FOR 1. Only for life threatening

procedures ie. for OMS
Framework +

..  SMC - minimal restriction approach
Restrictions

o Restrictions only on life threatening
orocedures (eg. liposuction, endoscopy)
reserved for specialists






—

AGAINST

Framework +
Restrictions

1. Division between GP + specialists

 Framework to "encourage specialist to focus
on their specialty”

o Potential for abuse: Can add further
restrictions in the future — end up as
ringfencing tool for specialists





—

AGAINST 2. | accessibility to care = Patient care

compromised
Framework +
Restrictions o 1 GPs providing advanced services =

= | prices for advanced services
= Tholistic care

o Restrictions:|accessibility to holistic care at
the private level
= Contradicts govt's outsourcing of tx via
CHAS/PG to reduce burden on public
healthcare





Case Study

#47d pulpitic pain with impacted #48





GP TO SPECIALIST REFERRAL

4 CLINICS 6 VISITS 4 OPERATORS

Visit 1
GP
#47 pulpect

Visit 2
OMS
#48 LA-OP

Visit 3
Endodontist
H#H47 C&S

Visit 4

Endodontist
#47 Obturation

Visit 5

Prosthodontist
#47 crown prep

Visit 6

Prosthodontist
#47 crown
Issue

MULTI-DISCIPLINARY PRACTICE

1 CLINIC 4 VISITS 374 OPERATORS

Visit 1
GP/Endodontist
#47 pulpect

OMS
#48 LA-OP

Visit 2
Endodontist:
#H47 C&S

Visit 3
Endodontist:
#47 Obturation

Prosthodontist:
#47 crown prep

Visit 4
Prosthodontist;
#47 crown issue

GP MANAGEMENT
1 CLINIC 4 VISITS 1 or more

OPERATOR
Visit 1
#47 pulpect
#48 LA-OP

Visit 2
#47 C&S

Visit 3
#47
Obturation
crown prep

Visit 4
#47 crown
issue






|_ ACCESSIBILITY OF CARE

Continuity of care
Patient-operator relationship

;jfﬁﬂcgs“itn?r(z;i;juresn » | I private specialist referral >
Y 4+ | Time between different parts

of tx
Inconvenience (locations)

M waiting time for polyclinic Waiting time?

appt for referral letter Cost

(for subsidised service)

Current waiting time 3 months-1 < T SOC referral <

year Cost concerns

v

\4

™ waiting list/time for SOC
Current NDC RCT waitlist ~3 months, KTPH > | IM delay in necessary tx > P case deterioration
1.5 years

Overall decrease in Quality of Care for Patients
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AGAINST

Framework

3. In conflict w SDC ethical code: lack
of trust in operator’s clinical + ethical
judgement

 Medical Protection Society's list of specialist
procedures: only a guide
o trust in doctors’ judgement of their own
competency

 SMC's restrictions only for life-threatening
procedures
o Potential dental restrictions may be for tx
that GPs have done safely for years





06

DENTAL REGISTRATION ACT IS INCLUSIVE

(a) the performance of any procedure and the treatment of any disease,
deficiency, deformity, malposition or lesion on or of the human teeth or jaws or
associated structures, whether intraorally or extraorally

(e) the performance of any such procedure and the giving of any such treatment,
advice or atlendance as is usually performed or given by dentists;

Source: Dental Registration Act 2(a),(e)





06

SDC ETHICAL CODE - PROFESSIONAL JUDGEMENT
FOR REFERRAL

...dentist should practise within the limits of his own competence...

Where the dentist believes that the patient’s condition or the trealment
required is beyond his compelence, the patient should be referred to another
dentist, medical practitioner or specialist with the necessary expertise

WA dentist shall not persist in unsupervised practise of any dental procedure or

(reatment modality without having the appropriate knowledge, skill or required
experience

Source: SDC Ethical Code and Guidelines Para. 4.1.1.6





SDA ETHICAL CODE - GP CAN TREAT IF PATIENT
REFUSES SPECIALIST TREATMENT

Af a patient refuses to see a specialist, the dentist shall counsel the patient
adequately and if he still refuses, il is acceptable for the dentist to treal the
patient in consullation with a specialist.

Source: SDC Ethical Code and Guidelines Para. 4.1.1.6
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AGA' NST 4. People who have trained in procedures
under “specialist”category, no longer able

to provide services
Framework +

Restrictions * Eg. Fixed Orthodontics / Clear aligners

5. Increased regulation will improve
quality of advanced care (wrt ortho)

« Advances in Al - complex procedures
becoming "‘simple’

* Orthodontic working group report NZ Dental
Council





1. Risk from ortho = risk from
other advanced dental
orocedures

Most ortho procedures are reversible

Sh()llld GPS 2. Fel\x/.der?tists idenltified as
. providing inappropriate tx
provide ortho?

3. Contact between GPs doing
ortho + orthodontists is

desirable
more constructive towards behavioural

change compared to increased
regulation

Source: Orthodontic working group report, Nz Dental Council (Nov 2016)





CONCLUSION

* No need to change scope of
practice for GPs / create new
practice standard for ortho

Sh()“ld GPS « Council's Standards Framework for

Oral Health Practitioners adequately

®
‘? covered the professional and ethical
prOVIde Ortho ® behaviour required from dentists

Source: Orthodontic working group report, Nz Dental Council (Nov 2016)
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VOTE ON
FRAMEWORK

Note: "< 5" and "2 5" years
refers to number of years

after graduation

GP

<5
(@) Accepting a framework consisting of
"Basic, Intermediate, Complex”

(b) Accepting a framework consisting of
"Basic, Intermediate, Complex” as
guidelines, without restrictions

(c) Rejecting the need for a categorisation
framework

Specialist





Discussion on COCs

Arguments for and against

D

,\'

-

\ \

Submissions from the House





PRECEDENCE

Certificate of Competence for Aesthetic Facial
Procedures





—

1. Duration

 Partial accreditation: <8h

Requ I rements  Full accreditation:

- 2 8h course
For Course - Complementary, non-repetitive partial accreditation
Accreditation courses combined to 2 8h

, 2. Content
Source: SDC website

« Basic science- anatomy and pharmacology
« Patient selection

« Techniques

« Management of complications

* Live demo

« Hands-on workshop - models/cadavers, patients





—

. 3. Test
Requirements
 Theory/practical
For Course
Accreditation 4. Instructors
» Doctors/dentists registered by SMC/SDC
Source: SDC website « with requisite training and experience

» accredited under the respective Aesthetic Practice guidelines
 |f not registered: apply for Temporary Registration
« Sponsoring registered dentist also must be accredited under

the respective Aesthetic Practice guidelines





—

5. Organisation

Requirements

« SDC/SMC Accredited CPD provider
For Course |
Accreditation 6. Location

* |n Singapore
Source: SDC website





—

FOR

Certificates of
Competency

1. Ensure high treatment standards
across the board

 SDC accreditation can ensure that there is
sufficient practical training

 Have less training as compared to MDS
graduates — Further accredited training can
help GPs serve patients better

2. Prevent complacency

« Complacent dentists may not further CDE in
certain areas
« COC will ensure they are kept up to date





—

FOR

~ rtifical :
Corpoolopoy

Amend to
“additional
accrediled lraining
courses during bond
period”

3. Ensure equal training opportunities
for DOs

* Only experience advanced procedures in specialty
postings/DOIC
o If stuck in hon-specialty posting, less training than
others
* Training gap will be huge between different DOs
o worsened due to increased posting duration from
6 months to 1 year
* €g. 2 years polyclinic + 1 year SDS + 1 year SOC - only
1 year of training (possibly in only 1 discipline)





—

AGAINST

Certificates of « Potential risk of continuous addition of
Competency procedures by the authority

1. Potential for overreaching

2. Does not solve the problem of
questionable ethics or miscommunication

e can be accredited and still do questionable
things





—

AGAI NST 3. Bottleneck of CoCs for GPs

o « Some cannot get accredited
(Jertzfzcates Of o patients cannot receive tx needed as GP is

Competency afraid of possible repercussions of tx w/o
COC

« Will lead to jacking up of course prices

4. Redundant - already have further
training

« 70 CDE points every 2 years
* 4 year bond w specialty postings (NUS)
« 2 year conditional registration (foreign)





—

AGAINST

Certificates of
Competency

5. Double standards?

» specialists are grandfathered for 10 more
years

o N0 need to satisfy the specialist register
retention criteria

 why do GPs need to attain COCs (satisfying
training criteria) for public safety reasons?

6. Potentially exploited by patients?

» accuse dentist of 'incompetence’ over
previous tx results as had no COC then

6. Suppliers’ adhoc CPE providers status will
nhot be issued

e difficult to bring in speakers to update on any
dental advances





Member Suggestions

Submissions from the House






—

General
Sugegestions

1.New regulations/
requirements only applicable
for newly registered dentists

o All existing dentists grandfathered
- like div 2 dentists

2.Remove words like

"competency”,"mandatory”

o "Competency’ is a term used for
undergrads

SUGGESTIONS FROM MEMBERS





—

General
Sugegestions

3.Stop linking complaints to the
ability to do a procedure

o Not an accurate indication of quality of
care. Mostly due to miscommunication

4. Consider having a registrable GPs
with Special interest category

SUGGESTIONS FROM MEMBERS





—

5. Training and mentorship path

G 1 All senior dentists (over certain number of years of experience) and
enera specialists are automatically accredited as long as they undertake to
o provide a minimum number of hours of clinical training to the young
sSuggestions Gps
And their commitment to continue to provide emergency support to
their trainees should they face any emergencies or difficulties in their

fileld of work





—

CoC
Sugegestions

1.Conducted by local specialist
societies

2.Fair and up-to-date CoC
accreditation committee

e Concern that well-known overseas
courses may be rejected

 Claims that CDE committee rejected
ortho/craniofacial research journals
and some articles from the journal of
periodontology

SUGGESTIONS FROM MEMBERS





—

NUS BDS

COC 1. Extend to 5/6 years in stages
o Increase duration by 6 months every stage
®
Alternatives

to allow public workforce to adapt to the
difference

2. Review NUS Curriculum

o Currently no practical session for veneers
o LA-OP requirement reduced

SUGGESTIONS FROM MEMBERS





B FRESH GRAD TRAINING

1.Alternative training programmes for

COC DOs during bond period
l ® o Can maintain/improve skills even in non-
Alternatives

specialty postings eg. polyclinic

2. 1-2 years of compulsory pre-registration
for all fresh grads (lLocal/overseas)

o Similar to med Housemaship

o rotate through compulsory specialty
postings that are deemed 'must-know-
enough’ to gain the necessary experience





Dental Core Training

e Extends from the end of DFT
e DCT1 is designed to allow recent dental

graduates to build upon the knowledge, skills,
attitudes and behaviours learnt and
developed in dental school and foundation
training.

e DCT2/3 years is more focused on speciality

experience, for those who express a keen
desire to pursue dental speciality training
t under supervision
e Trainers help with identification of individual
learning needs, reflection, mentoring,
tutorials, workplace-based assessments and
high quality feedback
e Compulsory study day where small group

teaching, guided peer discussion and
problem based learning take place

LESS GE%

Dental Foundation Training

e Experiential learning within the General
Dental Practice
e Gain experience directly through practice

Dental Foundation training






—

1.Partial restriction only for life
threatening procedures

Framework
Sugegestions

e Similar to SMC

SUGGESTIONS FROM MEMBERS





—

1.Guidelines from local
specialist societies

Framework
Alternatives

e classifying
simple/intermediate/complex cases
eg. ortho, implants - refer
accordingly

* Only a recommendation - is not a
compulsory guide

SUGGESTIONS FROM MEMBERS
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GP (<5) GP (25) Specialist
YES NO YES NO YES NO
PROCEDURES D
a) Wisdom tooth surgery
THAT REQU I RE (b) Veneers
(c) Cone Beam CT
ACCREDITED (d) Dental Implants
TRAI N I NG (e) Molar Endodontics
(f) Open flap /
Note: "< 5" and "z 5" years regenerative surgery

refers to number of years

after graduation





—

GP Specialist

VOTE ON s D
COC a atus QuUo

(b) Accept non-mandatory CoCs only
Note: "< 5" and "2 5" years

(c) Accept CPGs without CoCs

(d) Accept CPGs and non-mandatory
CoCs

refers to number of years

after graduation






Poll Results
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Respondents

GPs with <5 years post BDS/DDS - 116
GPs with 25 years post BDS/DDS - 361

Specialist - 33

Ortho -14

oS -7

Prostho 5

Endo - 4

Perio - 1

Pedo - 1

2 respondent skipped this question

*1 respondent replied "P" under specialty

Specialist

70.7%

6.6%

GP <5

512
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Factors Limiting Advanced Dental
Skills Acquisition

FACTORS 50.00%

o)
LIMITING ACQUISTION OF 40.00%

SKILLS FOR ADVANCED DENTAL 30.00% 28 30
PROCEDURES 20.00% I I
10.00% I
Q‘ ? ’o 0.00%
o:/n\.-o

Specialist
®m None or no lmpedlment ® No interest
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FACTORS

GP < 5 years after
graduation

90
80
/70
60
50
40
30
20
10

0

53

Other Factors: GP(<b)

0
00 Q/&
¢ D
o)
O
Q\
o S
S &
V\
&’b

B Major factor
m Minor factor
®m Not a factor
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FACTORS

GP > 5 years after
graduation

250
200
150
100

0

Other Factors: GP(>5)

B Major factor
m Minor factor
®m Not a factor
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FACTORS

Specialists

a0

25
20
15
10

Other Factors: Specialists

B Major factor
® Minor factor
®m Not a factor





—

specialists surveyed:
0, . . .
0 no interest in performing advanced
procedures outside their specialty

Summary of
factors

20 / 2 S(y GPs surveyed: no interest in performing
~ 0) advanced procedures.

O- -0 0) “GPs (<5)” surveyed:
5 O A) experienced impediments which

was the highest across 3 groups.






—

Summary of Top 3 major 1mped1menjcs across .all 3 groups were
consistent in the following order:

findings

1. Availability of mentors

2. Availability of suitable training cases
Q ? jo 3. Availability of courses






| Time taken off from work, family commitments, etc (9 related
comments)

Course duration, timing and location which may be overseas (7

ANNEX related comments)

Workplace restrictions and/or legislative concerns (5 related

Selected comments)

comments on | , -
Attitude and quality of mentors; willingness to share and not

Other just conduct courses (4 related comments)
impediments

Management of potential complications

Lack of trained nurses/support staff






—

FREQUENCY OF
DOING ADVANCED
PROCEDURES

(a) Wisdom tooth surgery

(b) Veneers
(number of patients, not units)

(c) Cone Beam CT
(d) Dental Implants
(e) Molar Endodontics

(f) Open Flap/regenerative surgery

Service provision

YES

415

206

245

305

254

85

89

297

256

197

246

416

Frequency per

223

180

160

197

160

59

month

>4

192

26

85

108

94

26






Poll Results

a0

o

-0

350

300

250

200

150

100

50

Do you carry out
wisdom tooth
surgery?

Do you carry out Do you carry out Do you carry out Do you carry out Do you carry out Do you carry out
veneers CBCT Dental Implants  Molar endodontics Open flap / Open flap /
regenerative regenerative
periodontal surgery periodontal surgery

M Yes (GP with less than 5 years post BDS/DDS M Yes (GP with 5 years or more post BDS/DDS)
)

M Yes (Specialist) B No (GP with less than 5 years post BDS/DDS
)

No (GP with 5 years or more post BDS/DDS)2 B No (Specialist)






Chart Title

180
160

140

Frequency of ,

Procedures .

performed ‘ | |

Q\?p ll-ll-llll-l_-I_I-

& 0 Frequency of Wisdom Frequnecy of Veneers Frequency of CBCT  Frequency of Implants Frequency of Molar Frequency of Open flap
Tooth Surgery Endodontics / regenerative
periodontal surgery

o

o

o

o

o

B More than 4 cases (GP with less than 5 years post BDS/DDS ® More than 4 cases (GP with 5 years or more post BDS/DDS)
)

B More than 4 cases (Specialist) Less than 4 cases (GP with less than 5 years post BDS/DDS
)

M Less than 4 cases (GP with 5 years or more post BDS/DDS)2 M Less than 4 cases (Specialist)







Framework

Submissions from the House





Who decides on which box the procedures go into
Potential for over-reaching by those in authority

Who has access to each box
Restrictions





Can procedures be moved from one box to another?
Technology can simplify procedures over time.
Can procedures be moved to a “higher” box due to higher complaints?

IF we have a very complex procedure in one box, will that restrict
access for the whole box? Can’t we have clear instructions instead?

Eg; If a high morbidity, possible mortality procedure introduced into the
box, will it restrict those who have access to it?

Can we have clear competency requirements for each procedure rather
than a general categorisation?





HOUSE TO VOTE

DO WE NEED THESE BOXES?
Is a framework for competency needed?





Certificates of Competency

Submissions from the House





TWO QUESTIONS

1. Is there an issue with quality of care

2. Is CoC the best way to improve clinical quality

_|





—

Complaints -

£ there an « Inaccurate and incomplete assessment
issue with of quality of care.
quallty of care - Likely a result of poor communication,

ethical problems, services lapses

rather than clinical lapses





—

Is CoC the best
way to
improve
Clinical
Quality

1. Who is responsible for training GPs to

meet the needs of the population?

Approx 78%

NUS BDS )_V MOH Bond —

Private practice

Overseas BDS/DDS klnsufﬂcient

places

-7 \\

Specialist

Others

training






—

2. Better training opportunities for Dental

Officers

Is CoC the best

way to * Previous generations of GPs used to do
improve many advanced procedures under bond
Clinical - Today, GPs under bond no longer carry out
Qual]ty as many advanced procedures, if at all

- What has gone wrong and how does CoC

solve this?





—

Is CoC the best
way to
improve
Clinical
Quality

3. Can CoCs meet the training needs of GPs

Eg; 85% of GPs carry out wisdom teeth
surgeries and 46% of them do more than 4

monthly

Will there be sufficient CoC courses to train

85% new GPs in Wisdom teeth surgeries?





—

Is CoC the best
way to
improve
Clinical
Quality

4, Can CoCs be a form of restrictions and

double standard

CoC training places affected
by CPE provider criteria and
renewable accreditation by
SDC

COE for both training
provider and GP with CoC

* Specialist training places
determined by university

Only need to attain
minimum 20% of the
requisite CDE points from
one or more core
programes in that specialty
and it counts towards re-
registration of specialist at
the 10t year






Accept
1%

Vote on Framework

Accept without
restrictions
12%

Reject
87%

= Accept = Accept without restrictions = Reject

Vote on COC

Accept CPG and non-
mandatory COC 8%

= Status quo

= Accept CPG without COC

Accept CPG
without COC

mandatory COC

29%

Status quo
/ 61%

= Accept non-mandatory COC

Accept non-

2%

Vote for Required Accreditation: Average

Agree
16%

84%

= Agree = Percentage = Reject

Reject Votes on Framework

Specialist
3% GP<5
18%

GP>5
79%

= Accept CPG and non-mandatory COC

m GP<5 = GP>5 = Specialist

Vote on Status quo

Specialist GP<5
3% 11%

GP>5
86%

® GP<5 = GP>5 = Specialist





Vote for Required Accreditation for:

Wisdom tooth surgery

Agree
10%

o

Reject
90%

%

Vote for Required Accreditation for:

Cone Beam CT

Agree
21%

Reject
79%

Vote for Required Accreditation for:
Molar Endo

Agree

' 10%

Vote for Required Accreditation for:

Veneers
Agree
8%

Vote for Required Accreditation for:
Dental Implants

Agree
I 22%

Reject
78%

Vote for Required Accreditation for:
Open Flap/ Regen Surgery

Agree
. .

Reject
75%






The SDC circular cites the increase in patient complaints as the reason for

he Framework an .
the Framework and COCs LESS THAN 8% CITED LACK OF COMPETENCE AS A REASON
959 responses FOR INCREASE IN PATIENT COMPLAINTS

@ Lack of communication by the dentist
@ Unethical conduct of the dentist

@ Lack of competence by the dentist i...
@ all the above

@ Increase in population and increase...
@ Big increase in dentists number will...
@ Miscommunications/ misunderstand...
@ Change in patient demographic. Mo...

1713 'V





Do you think the implementation of the Framework of Competency and
Certificate of Competency will raise the cost of dental care?

959 responses

@ Yes
® No

91% OF THE RESPONDENTS THINK THE PROPOSAL
WILL RAISE THE COST OF DENTAL CARE






Would you raise your fees with the implementation of the policy? If so, how
much would you raise it by?

959 responses

® No

@® Yes, by up to 10%

© Yes, by 10 to 20%

@ Yes, by more than 20%

81.5% WILL RAISE FEE IF THE POLICY IS
IMPLEMENTED WITH NEAR TO 3 OUT OF 10
RAISING BY MORE THAN 20%






How much did you spend on Continuing Professional Education in calendar
year 20187?

959 responses

@ Less than $5000
@ $5000 to $10000
@ More than $10000

ALL RESPONDENTS HAVE BEEN ACTIVELY GOING
FOR CPE WITH NEAR TO 50% SPENDING MORE
THAN $5000 PER YEAR






If the SDC issues a non-compulsory COC for a procedure that you are
already performing, would you

1,000
Bl Yes B No
750

500

250

Undergo a course to obtain the CoC? Continue to perform the procedure?

MORE THAN 54% WILL NOT UNDERGO A COC COURSE AND NEAR TO 95% WILL CONTINUE TO PERFORM THE
PROCEDURE INDICATING THE GENERAL LACK OF SUPPORT FOR THE COC/FRAMEWORK PROPOSAL





Are you concerned that the public and your patients will perceive you as not
competent if you decide not to take up ...y, even if the CoC is not compulsory?

959 responses

@ Yes
® No

MORE THAN HALF (56%) ARE CONCERNED
ABOUT THE PUBLIC/PATIENTS PERCEPTION OF
THEM NOT COMPETENT INDICATING THE
POTENTIAL CONFUSION THE POLICY WILL
CAUSE TO THE PUBLIC/PATIENTS






Do you think this policy will reduce the number of complaints?

959 responses

@ Yes
® No

90% OF RESPONDENTS DO NOT BELIEVE THAT
THE POLICY WILL REDUCE THE NUMBER OF
COMPLAINTS INDICATING THAT THE POLICY
HAS NOT BEEN PROPERLY STUDIED AND NO
OTHER ALTERNATIVES HAVE BEEN
CONSIDERED PRIOR TO THE PROPOSAL






There are suggestions on other options to improve public safety and
increase the quality of dental care. W...f these options over the proposed CoC?

959 responses

@ Yes, | prefer the above options
@® No, | prefer the CoC

@ Maybe the above options, but need
more details

@ Not applicable to me

LESS THAN 2% RESPONDENTS PREFER COC POLICY
INDICATING THAT AN OVERWHELMING DENTAL
FRATERNITY PREFER OTHER ALTERNATIVES THAN
COC
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FOR IMMEDIATE RELEASE

Public Survey reveals the public has confidence in Dentists
practising in Singapore

11 September 2019: The Singapore Dental Association (SDA) appointed
Standing Committee commissioned an independent public survey in August 2019
to study the confidence of the public in dentists, the public’s concern on dental
costs and also to gauge the public confidence of practicing dentists in Singapore
in relation to safety and performance.

The public study was also in response to a recent series of media articles on
dentists who have been convicted by the court or disciplined by Singapore Dental
Council (SDC), which might put the dental profession as a whole in bad light.

The public survey interviewed a total of 1438 members of the public aged
between 25 to 60 years old, consisting of 1412 Singaporeans and 26 Permanent
Residents, in areas such as Choa Chu Kang, Bukit Batok, Tampines, Pasir Ris,
Bedok, Bukit Panjang, Ang Mo Kio, Jurong, Telok Blangah, Bukit Timah, Boon
Keng, Hougang, Woodlands, Yishun, Potong Pasir, Bishan, Siglap, Sengkang
and Punggol.

The survey results have revealed the following:

*  76% of the respondents were concerned about the rising cost of living in
Singapore.

. 89% of respondents were concerned about the cost of dental care in
Singapore

*  None of the respondents who had seen a dentist over the last one year had
filed any complaints against their dentists

*  All respondents who had visited a dentist at least once in the last year said
their dentists are competent with their work.

. 71% of the respondents visit private dental practitioners whilst 29% of the
respondents visit public healthcare with some voicing concern about the long





waiting periods for healthcare in the public institutions.

. Of the 89% of respondents who were concerned about cost of dental care,
one third of them said they would try to seek alternative routes of receiving
dental care e.g. heading to Johor Bahru or Bangkok for treatment if there is
further increases in the cost of dental treatment. Some added that they may turn to
public healthcare institutions.

. 17% of the respondents have not visited their dentists for the past three
years

Said Chairman of the SDA Standing Committee Dr Tang Kok Weng, “The public
survey gave us an opportunity to get a glimpse into the thoughts of Singaporeans
and permanent residents. We are glad to find out that despite the media reports on
dentists recently, the survey reveals a very high confidence level in our dentists
with regard to safety and competency in the delivery of dental care. We share the
public concern about the rising dental treatment fees. We hope that there 1s no
external factors in the near future that may potentially increase the cost of
delivery of dental care in Singapore.”

For media enquiries, please contact the following:

Jose Raymond

Chief Strategy Officer, SW Singapore
M: 91478040

E: jose.raymond@spinworldwide.org
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Read more at https://www.channelnewsasia.com/news/singapore/nearly-300-complaints-
against-dental-practitioners-in-last-4-9391514

Nearly 300 complaints against dental practitioners in last 4 years: Singapore Dental Association

SINGAPORE: In February, an oral health therapist from Pristine Dentalworks was fined and
suspended for performing dental procedures beyond her scope of work.

On Oct 19, a general dentist from Advanced Dental Surgery at Tampines was suspended and fined
for performing dental treatment on a patient even though he did not have the appropriate skills or
knowledge.

The Singapore Dental Association has said that it received more than 270 such complaints against
dental practitioners in the last four years.

The complaints ranged from long waiting times and appointment mix-ups, to inappropriate fees and
poor treatment outcome. However, the bulk of them were over poor communication between
patients and dentists, resulting in unmet expectations from the treatment.

"The complaints were mainly due to misunderstanding on both the part of the patient and dentist
about the treatment rendered," said Singapore Dental Association president, Dr Lim Lii.

"Due to a lack of proper communication, patients may not fully comprehend the advice like the
limitations of treatment procedures given by the dentists.

"Similarly, the patients may not have adequately expressed their expectations to the dentists,
resulting in apparent unmet expectations from the treatment," Dr Lim added.

LACK OF AWARENESS

Orthodontists told Channel NewsAsia that this discontent among patients can also stem from a
general lack of awareness among Singaporeans on the differences in services provided by a dentist
and an orthodontist.

The job of a dentist typically includes diagnosis, prevention and treatment of oral diseases. An
orthodontist, on the other hand, is a specialist who is trained to deal with more complex cases such
as braces treatment and fixing malpositioned teeth and jaws.

A certified orthodontist has to complete a three-year postgraduate degree and have at least two
years of work experience followed by a certifying exam. A general dentist in Singapore undergoes
four years of undergraduate university education.

According to the Association of Orthodontists, the Faculty of Dentistry undergraduate course at the
National University of Singapore does not have hands-on clinical sessions involving orthodontic
treatment of patients.

Dr Elaine Tan, a consultant in clinical-orthodontics at the National Dental Centre Singapore, said: "In
the first two years of (training), anybody will stick the braces wrongly. And it's only with supervision,
correction and following through with the patient that we know where and how to stick the





brackets, and learn from our mistakes. When a general dentist does braces, they lack in examination
and diagnosis."

Dr Tan added: "I think people have been thinking that all dentists are the same and that their job is
just to extract or fill teeth. But in dentistry, we have different specialties.

"For example, an orthodontist does braces, but after the treatment is completed, the patient can go
back to a general dentist for their maintenance or routine six-month scaling, polishing, fillings and
even to maintain their retainers as well.

"Oral surgeons do more complicated wisdom teeth surgery. Prosthodontists do complicated crowns
and bridges implants and we also have endodontists, who do complicated root canal treatment."

There are currently no restrictions in Singapore on the range of treatment that a dentist can provide.
But the Singapore Dental Council stressed that all dentists are expected to practise within their
competence and refer patients appropriately as indicated in the Singapore Dental Council Ethical
Code and Guidelines.

The council added that a dentist should only carry out procedures which they have appropriate
knowledge, skill or required experience for. It is also illegal for a dentist to state that he is a specialist
when he is not registered as a dental specialist with the Singapore Dental Council.

However, the Singapore Dental Association said that in some cases an adverse treatment outcome is
not due to incompetence or negligence by the dentist, because sometimes treatment - even in the
best of hands - do not go as expected.

Medical experts also said that one reason why people choose a dentist over an orthodontist is cost.
For example, a dentist could charge about $$3,000 for a braces treatment, while it would cost about
SS800 more to see a specialist. A wisdom tooth surgery could be priced as low as $$535 by a general
dentist, while a specialist can charge up to $2,100.

Dr Lim said: “The public can seek advice from any dentist of their choice. Dentists are trained to
provide a wide range of treatment for their patients. Ultimately, it's the patient who decides who
they want to go to for treatment based on factors like fees, convenience and the personal
relationship they have with the dental practitioner.”

Meanwhile, the National Dental Centre of Singapore will be launching a campaign next March aimed
at stepping up awareness on dental health and informing the public about the services provided by
dentists and orthodontists.

Source: CNA/hs

Read more at https://www.channelnewsasia.com/news/singapore/nearly-300-complaints-
against-dental-practitioners-in-last-4-9391514






APPENDIX D

AAE Endodontic Case Difficulty Guidelines

AAE Endodontic Case Difficulty
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endodontists Assessment Form and Guidelines
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Guidelines for Using the AAE Endodontic Case Difficulty Assessment Form

The AAFE designed the Endodontic Case Difficulty Assessment Form for use in endodontic cuwrricula. The Assessment Form makes

case selection more efficient, more consistent and easier to document. Dentists may alse cheose to use the Assessment Form to help
with referral decision making and record keeping,

Conditions listed in this form should be considered potential risk factors that may complicate treatment and adversely affect the
outcome. Levels of difficulty are sets of conditions that may not be controllable by the dentist. Risk factors can influence the ability to

provide care at a consistently predictable level and impact the appropriate provision of care and quality assurance.
The Assessment Form enables a practitioner to assizn alevel of difficulty to a particular case.
LEVELS OF DIFFICULTY

MINIMAL DIFFICULTY

Preoperative condition indicates routine complexity (uncomplicated). These types of cases would exhibit only those factors listed
in the MINIMAL DIFFICULTY category. Achieving a predictable treatment outcome should be attainable by a competent practitioner
with limited experience,

MODERATE DIFFICULTY

Preoperative condition is complicated, exhibiting one or more patient or treatment factors listed in the MODERATE DIFFICULTY
category. Achieving a predictable treamment outcome will be challenging for a competent, experienced practitioner

HIGH DIFFICULTY

Freoperative condition is exceptionally complicared, exhibiting several factors listed in the MODERATE DIFFICULTY category or

at least one in the HIGH DIFFICULTY category. Achieving a predictable treatment outcome will be challenging for even the most
experienced practitioner with an extensive history of favorable outcomes.

Review your assessment of each case to determine the level of difficulty. If the level of difficulty exceeds vour experience and comfort,
vou might consider referral to an endodontist.

CRITERIA AND SUBCRITERIA MINIMAL DIFFICULTY MODERATE DIFFICULTY  HIGH DIFFICULTY

A. PATIENT CONSIDERATIONS

MEDICAL HISTORY ] Mo medical problem [ASA Class 1) ] Ome or more medical [ Complex medical histery/serious
problem [ASA Class 2%) illness/disability (ASA Classes 3-5%)

ANESTHESIA ] Ko history of anesthesia problems ] Vasoconstrictor intolerance L] Difficulty achieving anesthesia

PATIENT DISPOSITION ] Cooperative and compliant ] Amxdous but cooperative ] Uncooperative

ABILITY TO OPEN MOUTH ] No limitation [] Slight limitation in opening [] Significant limitation in opening

GAG REFLEX ] Kone L] Gags occasionally with radiographs/ | [ Extreme gag reflex which has
treatment compromised past dental care

EMERGENCY CONDITION ] Minimum pain or swelling ] Moderate pain or swelling L] Severe pain or swelling

The contributtion of the Canadian Acadsmy of Endodontics and others to the devalopment of this fomm is gratefully ackradedged.

The AAE Endodontic Cass Difficulty Assessment Farm is designed to aid the practitioner in determining appropniats case disposition. The American Association of Endodontists
reither expressly nor implcitly warnerts any positive results associaied with the wse of this form. This Sorm may be repeoduced but masy not be amendad or abered in amy woy.

2 American Association of Endodontists, 211 E. Chicago dve., Suite 1100, Chicaga, IL 60611-2681; Phone: BOIVET2-3636 or 1127266~ T255; Faoc: S06M51-S020 or 21200668867,
E-mail: infolane.crg Web site: www.sae.org





armeriosn assoolation of

endodontists

B. DIAGNOSTIC AND TREATMENT CONSIDERATIONS

DIAGNOSIE ] Signs and symptoms consisent withree- | || Extensive differential diagnosis of ] Confusing and complex signs and
cenized pulpal and periapical conditdons wsaal signs and symptoms required symptoms: difficalt diammosis
] History of chromic oral ffaral pain
RADIOGRAFHIC DIFFICULTIES | [] Minimal difficulty obtaiming,tnter- ] Moderate diffirulty obtaining, L] Extreme difficulty obtaining,!
preting radiographs interpreting radiographs (eg. ligh interpreting radiographs (g
floor of mouth, narrow or low palatal superimpased anatomical sructures)
vault, presence of tor)
POSITION IN THE ARCH [] Anterior/premaolar ] 15t molar L] 2nd or 3rd molar
] Sight inclination [<107) Moderate inclination (10-307) || Extreme incination [>307)
] Stight rotation [<107) ] Miderate rotation {10-307) ] Extreme rotatien [(>30%)
TOOTH ISOLATION ] Poutine rubber dam placemant ] Simple pretrestment modification L] Extensive pretreatment modification
required for rabber dam isclation required for rubber dam isolation
CROWH MORPHOLOGY ] Hormal original crown morpholosy [ Full coverage restoration ] Restoration does not reflect origimal
| Porcelain restorstion anatomy/ alisnment
] Bridze abument ] Significant deviation from normal
] Muiderate deviation from normal tooth/ tooth/root form (eg. fusion dens in
ot form (g, Sumdontsm micudens) dente]
] Teethwith extensive coronal i
CANAL AND ROOT ] Sight or no carvature [<10°) ] Maoderate curvaturs [10-307) ] Extrems carvatmre [->30°) or S-shaped
MOBRFHOLOGY ) Oosed apes (<1 mm in diameter) [ Crown axis differs moderatel from

root axds. Apical epening 1-1.5 mm in
diameter

ame

] Mandinlar premolar or arterierwith 2
Toots

] Moy premalar with 3 roos

] Canal dvides i the middle or apical third

] Verylong tooth (25 mm)

Ll Open gpex (=15 mmin diameter)

RADIOGRAPHIC APPEARANCE
OF CANAL(S)

) Canal(s) visible and not reduced in
size

) Canal{z) and chamber visible bat
reduced in size
] Pulp stones

[] Indistinct canal path
] Canal{s) not visible

RESORFTION

] Mo resorpton evident

] Minimal apical resorption

] Extensive apical resorption

] Internal resorption
|| External resorpdon

C. ADDITIONAL CONSIDERATIONS

TRAUMA HISTORY ) Uncomplicated erown fracture of ) Complicated crown fracture of ] Complicated mrown fracture of imma-
manire or immature teeth manare teeth mure tegth
) Subhrztion ] Horizomtal root frachure
|| Alveolar fracture
] Intruwsive, extrusive or Lateral haxation
L] Asulsion
ENDODONTIC TREATMENT ] Mo previous treatment ) Previous access without complica- ] Previous access with complications
HISTORY tons [eg, perforation, non-negotiated
anal, ledge, separated instrument)
] Previous surgical or nonsurgical end-
odontic treatment completed
PERIODONTAL-ENDODONTIC ] Mone or mild pericdontal disease ) Concurrent moderate periodontal ] Concurrent severe perindontal
CONDITION disease disease

] Cracked teeth with periodontal
complications

[] Combined endodontic,'periedontic
lesion

] Root amputatien prior to endodontc
treaoment

*“American Socety of Anesthes ologbess [ASA] Chd fication System Class 1: N systemic dineo Patient beaithy. Ciass 2: Patient with mild degree of systermic Sl nes, but wishost functional restricti ons, e g, well-controlled

by pesteasicn. Clae 3: |

et with severe degree of sptemic oo which bnits acthvition, but dosi st iInmohillz

Class 5: Patieat will not survive moey this 28 hours whether or nol sungesl inisrvention Likes phcs. www.asabg.erg,/ciakcal jshyaicalitsta bim

Figure D: AAE Endodontic Case Difficulty Guidelines
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Come join SDA! Be part of Singapore Dental Family! View this email in your browser

r< q By Singapore Dental Association
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sda.org.sg

Feedback session on dental classification
and dental procedure accreditation

Date:
Sunday, 7th July 2019

Time:
1.00pm Registration & Lunch
2.00pm Feedback Session

Venue:
Auditorium @ The Academia (Building beside Alumni Medical Association)
Level 1, 20 College Road, Singapore 169856

The SDA Standing Committee (SDA-SC) would like to hold an engagement
session for members on the proposed regulatory framework.

The SDA-SC is seeking contribution of viewpoints from members. The
preliminary draft containing_the proposed discussion issues that will be put to

the House for a vote is attached for reference. We will add your views to the
preliminary draft and re-circulate it prior to the meeting to allow members time
to consider their merits.

Please send your views by 30 June to: sdasc@sda.org.sg

In addition, we would like to request members to complete a simple poll by
clicking the following link: https://www.surveymonkey.com/r/PVWC62G

Agenda for Engagement session





1400-1415 hrs - Summary of work done by the Standing Committee
1415-1420 hrs - Briefing on how the engagement will be conducted
1420-1500 hrs - Discussion on “Framework for Competencies”

1500-1520 hrs - Vote on “Framework for Competencies”

1520-1600 hrs - Discussion on “Certificates of Competency”

1600-1620 hrs - Vote on “Certificates of Competency”

1620-1640 hrs - Summary of key discussion points

1640-1700 hrs - Discussion on next steps and closing remarks by SDA-SC
Chairman

We strongly encourage members to turn up and actively participate in the
discussion. This will lend greater weight to the final recommendations that will

be presented to MOH.

Let us work together as a united House for the good of our patients.

RSVP by Wednesday, 3rd July 2019.
Note: For SDA Members Only

You may indicate your attendance via the following
- Email to jy.lee@sda.org.sg or
- Click here to register via the Survey Monkey or

- Scan the QR code

By The Standing Committee for Dental Classification and Dental Procedures
Accreditation

Website o Facebook Email
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Discussion on better
competency development for
safe and quality dental care for
patients

SDA Standing Committee
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Setting the context
Addressing increasing patient demands and need
for safe and quality dental care






Rising trend in complaints received by SDA on
treatment outcomes across most procedures

Table 1: Classification of Complaints Received 2018 2017
Orthodontics 18 4
Bridges 1
Cracked Tooth 1 4
Crown 5 4
Dentures 2 1
Unsatisfactory Drug Allergy / Medication 1
Treatment OoMS 1
Outcome Extraction 4 2
Filling 3 3
Scaling & Polishing 4 2
Implant 12 6
Root Canal Treatment 8 10
Wisdom Tooth 4 5
Total for Unsatisfactory Treatment Outcome 63 42
Fees 18 14
Service Experience 19 9

Total of Number of Complaints Received 100 65






Further analysis shows lapses in care form a
small percentage of complaints

* Assuming that settlements represent some degree of lapses in care, 5

to 7% of overall complaint cases in 2018 are estimated to have care
lapses.

Table 2: how mediation cases were resolved Year 2018 Year 2017
Complaints assigned for mediation 10* (from 100 cases) 4 (from 65 cases)
Resolved with mediation: settlement paid 5 2
Resolved with mediation: no payments involved 1 0
Unresolved cases 2 1
Highest payout $5,492.40 $921.00
Lowest payout $60.00 $370.00
Total payout $10,659.10 *¥$1,291.00

*2 cases - Mediation still
in progress





To address safety and quality, complaints is a single
performance indicator which should not be used in
isolation

Figure 1. Framework for obtaining and evaluating information and reaching

conclusions about quality from a managerial perspective.

: » Health outcome
Some studies suggests that . Patient satisfaction. ,gccggtabmty
; ; ; ; expectations and perceptions quity
patient satisfaction is more - » Other subjective indicators Satisfaction
an indicator for patient-

doctor relationship

» Performance

- Technical performance Appropriateness
PROFESSIONALS ———» - Interpersonal relationships Effectiveness
» Rates of success and failures Efficiency
» Rates of complications Safety
» Professional satisfaction

» Human resources
» Material resources Accessibility
» Institutions i
HEALTH CARE SYSTEM J,—» —
| » Health care utilisation ‘évailg;blhty
» Finance/costs qu

Source : https://www.researchgate.net/publication/6606737_Performance_indicators_used_to_assess_the_quality_of primary_dental_care





Complaints itself may not be related to clinical

quality

Health

Patient satisfaction not influenced by
surgery complications

(Photo: Pixabay/Parentingupstream)

Patients' satisfaction with surgeon care doesn't seem to be tied to whether or not

they have complications after a procedure, a small US study suggests.

tisfaction surveys, researchers report in the journal Surgery.

Researchers compared how 529 patients rated their surgeons in satisfaction
surveys after their operations and the number and severity of any complications

these patients might have experienced.

Overall, 72 per cent of the patients rated their surgeons as the ""best possible" in
satisfaction surveys.

Fourteen percent of patients had complications after their operations, and about 27

per cent of these were major or severe complications.

But neither the number of complications nor the severity of complications
appeared to influence whether patients gave their surgeons top marks in

Source:
https://www.channelnewsasia.com/news/health/patient-satisfaction-not-influenced-by-
surgery-complications-10960214





There is little publicly available data on clinical
performance measurements in public institutions
to benchmark for safety and quality

" Figure 1. Framework for obtaining and evaluating information and reaching

Performance in clinical practice is assessed by selecting a topic
] o . conclusions about quality from a managerial perspective.
and developing the indicator. (Bailit, 1980). For example the

assessment of restorative care using the ARC Index. This
instrument measures the quality of restorative dental care,
conceptualised as the diagnosis of caries and the assessment of

restoration in the molar and pre-molar regions (Poorterman, » Health outcome =
1993) » Patient satisfaction, Acceptability
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Source : https://www.researchgate.net/publication/6606737_Performance_indicators_used_to_assess_the_quality_of primary_dental_care





Recent study does not recommend regulation as a
way to improve quality in advanced area of dental
care

The New Zealand Dental Council established an orthodontic working group in September 2015 in response to concerns from
patients, general dentists and orthodontic specialists concerning the quality and appropriateness of orthodontic treatment
provided by general dentists. Some of the key conclusions include

6. Orthodontic treatment had a limited risk of serious harm with most procedures being reversible; the risk associated with
orthodontic treatment was not significantly greater than other advanced areas of dental practice.

7. The size of the problem with inappropriate orthodontic treatment was small; with the number of practitioners with identified
concerns about their orthodontic practice being very small.

10. Peer-contact between dentists providing orthodontics, and orthodontists would be beneficial; improved collegial and
professional relationships would be more constructive in changing behaviour than the introduction of increased regulation.

11. There was no need for changes to the general dental scope of practice, or a new practice standard related to the practice of

orthodontics, at this point in time. It was considered that the Council’s Standards Framework for Oral Health Practitioners
adequately covered the professional and ethical behaviour required from oral health practitioners.

Source : Orthodontic working group report 2016 to the New Zealand Dental Council





Proposed policy does not address how
Efficiency and Equity issues will be affected

Figure 1. Framework for obtaining and evaluating information and reaching

conclusions about quality from a managerial perspective.

“
The indicators workforce, facilities and

resources for education are parameters that

determine the availability of and accessibility |
] i ) » Health outcome —
to dental care. This relationship to » Patient satisfaction, z]‘;xccetlj)rtabﬂlty
; : ’ expectations and perceptions quity
qu‘a.llty can be explained by the system’s » Other subjective indicators Satisfaction
ability to generate resources and allocate » Complaints

and use them appropriately (effectiveness)
and at a minimum cost (efficiency).

» Performance
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Therefore, efficiency, effectiveness and PROFESSIONALS —|——» - Interpersonal relationships Effectiveness
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Source : https://www.researchgate.net/publication/6606737_Performance_indicators_used_to_assess_the_quality_of primary_dental_care





Setting the context
Accessibility and affordability of Dental Services






Proportion of General Dental Practitioners
providing advanced dental work.

Poll for GP members — Kindly select the services that you are providing
and estimated frequency

YES NO <4 >4
(a) Wisdom tooth surgery
(b) Veneers
(c) Cone Beam CT
(d) Dental Implants
(e) Molar Endodontics

(f) Open Flap/regenerative surgery

Note: For frequency of veneers, count by unigue number of patients, NOT units of veneers done





More public monies are used to train specialists

* Private practice GPs undertake skills upgrading courses at their own
expense

* Masters of Dental Surgery (M.D.S) courses at NUS are subsidised.

* Patients treated by Dental Residents attract further MOH
subsidies/subvention.





Upskilling General Dental Practitioners help

reduce Fragmentation of Care
Case Study

Patient presents with pain on the second molar due to decay on distal of second
molar (#47) involving pulp. Impacted wisdom tooth (#48) noted.

_ GP Referring to specialists Upskilled GP Multi-disciplinary care

Visit 1 Pulpectomy of #47 done by GP Pulpectomy of #47 and LA op  Pulpectomy of #47 and LA
removal of #48 op removal of #48

Visit 2 LA Op removal of #48 by OMS C&S of #47 C&S of #47

Visit 3 C&S of #47 by endodontist Obturation and crown prep Obturation and crown
for #47 prep for #47

Visit 4 Obturation of #47 by endodontist  Issue of #47 crown Issue of #47 crown

Visit 5 Crown prep of #47 by

Prosthodontist

Visit 6 Issue of #47 crown by
Prosthodontist





Reduction in supply of GPs providing advanced
dental care will result in widening price gradient

 Downward pressure on prices for advanced dental procedures due to
increased supply of GPs providing the services

* Any regulation that reduces supply of services will result in higher
prices for the service

* Widening price gradient between private pricing and subsidised
pricing will move more demand toward public subsidised services





Discussion 1
Arguments for and against “Framework for
Competencies”






Discussion on Framework for Competencies

Proposal from SDC Circular on Better Competency Development for safe and quality dental care for patients

(1) Framework for Competencies
7. The Working Committee has proposed the following draft framework to categorise the
competences for dental care.

a. Competencies for Basic Dental Care — to be attained by dentists who have completed
undergraduate dental training (i.e. Bachelor of Dental Surgery, FoD, NUS or equivalent),
and with ongoing Continuing Dental Education courses.

b. Competencies for Intermediate Dental Care Requiring Additional Training — to be attained
by dentists registered with the SDC through additional training for selected procedures of
higher risk that require skills beyond what is taught under undergraduate dental training
but without the need for specialist training. The number of such procedures is expected
to be small, and the list can be reviewed by the SDC on a periodic basis as dental practice
evolves. The procedures can continue to be provided at both general dental clinics and
specialist dental clinics. Some of these procedures being looked into include implant
dentistry and wisdom tooth surgery.

c. Competencies for Specialist Dental Care — to be attained by dentists through specialist
training (i.e. Master of Dental Surgery, FoD, NUS or equivalent).






Arguments for accepting Framework of
Competencies “Basic, Intermediate and Complex”





Arguments for accepting Framework of
Competencies “Basic, Intermediate and Complex”
without restrictions





Arguments for rejecting Framework for
Competencies





House to Vote

This House is in favour of

(a) Accepting a framework consisting of “Basic,
Intermediate, Complex”

(b) Accepting a framework consisting of “Basic,
Intermediate, Complex” as guidelines, without
restrictions

(c) Rejecting the need for a categorisation framework

(d) *any other options proposed by house members

Note: “<5” and “>5” years refers to number of years after graduation





Discussion 2
Arguments for and against “Certificates of
Competency”






Discussion on Certificates of Competency

Proposal from SDC Circular on Better Competency Development for safe and quality dental care for patients

(1) Certificates of Competency for Identified Higher-Risk Intermediate Dental Care Procedures

8. To help dentists attain the competencies for the identified higher-risk intermediate dental care
procedures and provide confidence to dental patients, the Working Committee has proposed the
development of new training courses leading to Certificates of Competency (COC) in the identified
higher-risk procedures. Suitable existing courses can also award COCs. The accreditation of the
courses would be done by the SDC.

9. The Committee has recommended that dentists planning to perform the identified higher-risk
intermediate dental care procedures be encouraged to undergo the relevant courses and attain
the COCs as part of good clinical practice. However, the COCs need not be mandatory at this time.






House to Vote

This House views that the following procedures require accredited
training

I Y P05 | Specalst
YES NO YES NO YES NO

(a) Wisdom tooth surgery

(b) Veneers

(c) Cone Beam CT

(d) Dental Implants

(e) Molar Endodontics

(f) Open flap / regenerative surgery

(g) *any other options proposed by
house members

Note: “< 5” and “> 5” years refers to number of years after graduation





House to Vote

This House is in favour of

(a) Status Quo

(b) Accept non-mandatory CoCs only
(b) Accept CPGs without CoCs
(c) Accept CPGs and non-mandatory CoCs

(d) *any other options proposed by house members

Note: “<5” and “> 5" years refers to number of years after graduation
CPG refers to Clinical Practice Guidelines
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From: "Jia Hui Fu" <fu.jiahui.en@gmail.com>

Sent: Friday, June 21, 2019 6:26 AM

To: sdasc@sda.org.sg

Subject: Re: Feedback request to all Dental Specialist Societies

Dear Dr. Tan,

Thank you for your email.

We feel that the proposed regulatory framework is still in its infancy and much discussion is needed on various levels before a
consensus can be achieved. We understand that the Singapore Dental Council (SDC) has different subcommittees to look into the
training needs and requirements for the specialty of Periodontics and Implant Dentistry. Our society will wait for the reports from the
SDC before providing further comments or suggestions.

Thank you.

best regards
jiahui

Dr. Fu Jia Hui
President (Society of Periodontology, Singapore)





From: "Society of Endodontists Singapore Committee" <singaporeendodontists@gmail.com>

Sent: Monday, June 24, 2019 2:04 PM

To: sdasc@sda.org.sg

Cc: "Andy Lim" <alimts78@gmail.com>, "shaoyong_tsy@hotmail.com" <shaoyong_tsy@hotmail.com>,
"wataru.ode@gmail.com" <wataru.ode@gmail.com>, "weisina" <weisina@yahoo.com.sg>

Subject: Re: Feedback request to all Dental Specialist Societies

Dear Dr Tan,
Thank you for your email and the opportunity for our society to provide feedback on the COC.

We understand that the proposals as stated in the SDC Circular of 25th May 2019, are still preliminary, and for our society to make
any input or feedback at this juncture would be premature.

Thus at this initial stage, our society is of the opinion to refrain from any comments on the proposal of regulatory framework by the
Singapore Dental Council.

We wish your committee all the best in your engagement with the SDA membership.

Warm regards,

Dr W Ode

Secretary

Sent on behalf of Dr T Jee
President, SES





From: "Association of Orthodontists (Singapore)" <secretariat@aos.org.sg>
Sent: Friday, June 28, 2019 11:53 AM

To: sdasc@sda.org.sg

Subject: Re: Feedback request to all Dental Specialist Societies

Dear Dr Tan,
Thank you for your email.

We understand that the proposals as stated in the SDC Circular sent on
25th May 2019 are still preliminary, and for our society to make any
input/feedback at this juncture would be inappropriate.

There is currently a SDC/MOH working committee reviewing the current
categorization of dental procedures and defining the appropriateness of
the scope of practice for the different levels of dental expertise. In
particular, that of dental specialty care in both public and private

sector.

SDC/ MOH will, and are engaging all the specialists’ societies in this.

We wish your committee all the best in your engagement with the SDA
members.

Dr Koo Chieh Shen
Honorary General Secretary
Association of Orthodontists (Singapore)





From: "Dr Rashid Tahir" <rashid@thekidsdentist.com.sg>

Sent: Sunday, June 30, 2019 10:37 PM

To: sdasc@sda.org.sg

Subject: Fwd: FW: Feedback request to all Dental Specialist Societies

Dear Dr Tan
Thank you for your email dated 17 June 2019.

The Society for Paediatric Dentistry Singapore (PedoSoc) executive committee had deliberated on the SDA Standing Committee’s
request for feedback on the Singapore Dental Council’s proposed regulatory framework to further enhance patient care and safety.

We felt that the SDC’s proposals are still preliminary and for PedoSoc to make any suggestions on specialty-specific procedures at
this point will be speculative and premature.

We also understand that the SDC is now conducting engagement sessions to invite views and feedback from the dental community.
PedoSoc will await reports from the SDC before providing further feedback.

Please be assured that PedoSoc is committed to working with the SDA and SDC in good time.
Thank you.

Best regards,
Rashid Tahir
President

Dr Rashid Tahir

BDS, MSc (Distinction), FAMS (Paediatric Dentistry)

Adjunct Assoc Professor, Faculty of Dentistry, National University of Singapore
Specialist Paediatric Dentist

The Kids Dentist

Camden Medical Centre

One Orchard Boulevard #13-06

Singapore 248649

www.thekidsdentist.com.sg






From: "AOMSS" <singaomss@gmail.com>

Sent: Sunday, June 30, 2019 11:13 PM

To: sdasc@sda.org.sg

Subject: Re: Feedback request to all Dental Specialist Societies

Dear Dr Tan,

Thank you for your email and for the opportunity to feedback on the recent guidelines proposed by the SDC.

Our understanding is that proposed framework is very much in its initial stages and that the SDC had already appointed a working
committee to look into it.

Our Association feels that it is premature to comment or feedback on it at the current moment.

| hope that you will have a fruitful collaboration with MOH and SDC.

Sincerely,
Dr Seah Tian Ee

President
Association of Oral and Maxillofacial Surgeons, Singapore
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