
proved not to be the case. Certainly, 
some practices behaved like this, but the 
vast majority were paid in line with the 
recommendations. 

The equipping of NHS surgeries has 
relied during periods of below (dental) 
inflation uplifts to contracts on non-NHS 
income, which more and more practices 
have needed to turn to, to ensure such 
investment. Time-limited contracts in 
the NHS have exacerbated investment 
problems. 

Dr Marks talks about historic clawback 
post-implementation of new contracting 
arrangements, and another type of 
clawback due to a failed UDA contract 
has been a growing problem for years. The 
loss of 1,000 dentists from the Performers 
List last year, with many more reducing 
the whole-time equivalence in NHS 
provision, hardly reflects this golden era 
Dr Marks believes we have been through. 
The exodus from the NHS is happening 
at the greatest rate in my career and it is 
why Maria Caulfield said to her own local 
radio station a fairer system to patients and 
the profession is so desperately needed. 
Let us hope her words are matched by 
action. Recouping the spend, if Dr Marks 
is correct, will cut the final strings of NHS 
dental provision.

I am sorry Dr Marks seems so angry 
with his colleagues that provide NHS care. 
Collective work of all across the profession 
is needed to ensure those least able to afford 
modern dental care have a mechanism of 
access post-pandemic. 

E. Crouch, Chair, BDA Principal Executive 
Committee, West Midlands, UK
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that we as a profession are better than this. 
Mutual dialogue and respect are key to 
facilitating improvements for all. Personal 
attacks, sweeping statements, and scoffing at 
colleagues serves no one, and drives a wedge 
deeper into an already wounded profession. 
Neither faction in this seemingly never-
ending NHS vs private sector debate has 
covered themselves in glory. 

Let us afford our colleagues, and 
ourselves, a greater kindness. In the 
immortal words of Bill and Ted, ‘be 
excellent to each other’.

R. Fulford, Sheffield, UK
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access’ MSc in orthodontics training 
programme delivered by accredited providers 
for specialist training separate from the NHS 
in order to meet the increasing demand for 
orthodontics by both public and profession.

R. Hobson, Newcastle upon Tyne, UK
https://doi.org/10.1038/s41415-022-3944-0

Orthodontics
Orthodontic training

Sir, I write in response to the editorial by 
O’Brien et al. ('Back to the future…', BDJ 
2021; 231: 599) on the need for a higher 
degree as part of specialist training. I 
fully agree a higher degree is an ideal, and 
maintains compatibility with non-UK 
specialist training programmes. It should be 
noted that these specialist MSc/Doctorates 
are taught degrees, not research degrees, 
allowing a significant level of teaching to 
occur and hence meet clinical training 
requirements. However, in non-UK countries 
there is minimal linkage between the 
national health services and universities in 
access to and delivering speciality training, 
leaving greater opportunities for non-UK 
graduates to gain access to specialist training.

The current situation in the UK of an 
NHS monopoly is very unhealthy. This NHS 
monopoly in controlling access to speciality 
training means new graduates have to make 
life-defining choices on exit from dental 
school as to whether to follow a specialist 
training pathway or general practice. In 
orthodontics, in particular, there is no 
opportunity to undertake speciality training 
other than in an NHS-funded post. Hence, 
it is almost totally impossible to spend time 
in general practice gaining rounded wide 
experience in dentistry before deciding on 
entering specialist training. This cannot 
be healthy for the speciality, profession or 
patients.

I would suggest that, in line with other 
specialities, there is a need for an ‘open 

Special care dentistry
Auto-extraction in special care 
patients

Sir, auto-extraction can be defined as 
the extraction of one’s own teeth without 
professional competence and/or clinical 
indication.1 Auto-extraction behaviour 
(AEB) has been described in learning 
disability, autism, patients experiencing 
mental illness and rare disease, but also 
in people without disabilities but who 
experience dental pain.2,3 In certain cases, 
AEB is simple to diagnose, such as patients 
who have capacity and attempt removal 
of their own teeth due to dental pain 
and their inability to access dental care 
(which is an increasing problem during 
the COVID-19 pandemic). However, 
AEB in special care patients is difficult to 
diagnose, especially if patients are seen by 
several different dental professionals and 
there is no continuity of care.

Signs potentially indicative of engagement 
in AEB in special care patients are:1

1.	 Unexplained bleeding from the mouth or 
around one or two adjacent teeth despite 
good periodontal health

2.	 Unexplained isolated tooth mobility 
(not associated with periodontal disease, 
dental infection or other pathology)

3.	 History of, or recent, unexplained 
early loss of teeth, which may be rapid 
(particularly if anterior teeth are lost, 
which are normally the most likely 
teeth to be maintained by patients and 
dentists)

4.	 There may be a known history of AEB
5.	 Patients presenting with blood stains 

on clothing and fingers due to auto-
extraction attempts

6.	 Displaced/lost restorations (in particular, 
non-tooth-coloured restorations which 
may be interpreted as foreign by special 
care patients)

7.	 Habit of placing fingers or objects in the 
mouth

8.	 Evidence of concomitant peri-oral self-
injurious behaviour such as excoriation

Be excellent to each other

Sir, Mr Marks’ correspondence1 and the 
inevitable social media storm that followed 
provide prime examples of the division 
and unhappiness that is rife within our 
profession. As with any aspect of life, there 
will exist groups straining against one 
another: who can shout the loudest, who 
can deliver the most cutting analysis, who 
can drown out the other with mountains of 
data, who has the worthier opinion, etc.

Let us set aside the rhetoric and 
remember that all ‘sides’ are human, and 
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