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1.       Executive Summary   

 We are disappointed that DDRB‟s recommendations for pay uplifts for fees in Scotland for the last 

three years are only just being implemented.  In addition, the funding for this increase is coming 

from clawing back alleged over-payments to dentists following inaccuracies in patient lists. 

 We do not agree that efficiency savings should be imposed on self-employed contractors who 

already run their businesses as efficiently as possible.  

 We believe that the NHS in all four counties is able to afford to give general dental practitioners 

and salaried dentists a rise in their taxable income this year.  Not to do so would further depress 

the morale and motivation of a dedicated and hard-working group of health professionals.  

 High quality patient care can only be provided by a workforce that is motivated and resourced to 

provide that care. Our research has shown that pay is a strong motivating factor for general 

dental practitioners and a motivating factor for salaried dentists.   

 The 2011/12 Dentists Earnings and Expenses report 2011/12 England and Wales report showed 

again a fall in general dental practitioner‟s taxable income.  Average earnings for all self-

employed general dental practitioners fell by 4.6 per cent from 2010/11.  For practice owners,  pay 

has fallen by 9.9 per cent since 2009/10. The Health Department‟s intention to implement a pay 

freeze for general dental practitioners has not been realised. 

 BDA members in general dental practice responding to our survey who were satisfied with their 

pay were much more likely to have high morale, while those who were not satisfied with their pay 

were much more likely to have low morale. 

 We have shown that pay is a chief motivator for general dental practitioners and that satisfaction 

with current pay levels is low. In order to ensure the best outcomes for patients, the falls in pay 

must be reversed. 

 We recommend an amendment to the DDRB formula to add a sub-factor for motivation into the 

pay element.  Using current figures for RPI/RPIX and ASHE this would give an uplift of 3.1 per cent 

on general practice contract values in England. 

 It is vital that the government takes a long term and sustainable approach to the future of dental 

care for vulnerable groups. Part of this will be ensuring that the terms and conditions of 

employment for salaried dentists are attractive. Pay is a vital element of this and a substantial 

proportion of salaried primary care dentists already consider their pay to be unfairly low. 

 A highly stressed, de-motivated workforce with low morale is not in anyone‟s interests and we urge 

the health departments and health services to take urgent action to relieve the burden on salaried 

dentists.  

 There still appears to be a recruitment problem in the salaried services with a significant 

proportion of posts remaining unfilled.  Our survey of Foundation Dentists showed that work in 

the salaried primary care services was not a particularly attractive proposition.  

 While poor management, lack of staff and pressures on services were cited as major causes of low 

morale, pay was the third most cited problem affecting dentists in the salaried primary care 

services. 

 It is clear from the table above that the ability to provide high quality care is extremely important 

to motivation. Over 97 per cent of the respondents cited the provision of care as their chief 

motivating factor, followed by support from colleagues and professional training. Over 60 per cent 

of respondents rated pay as a moderately important or very important motivating factor. 

 While pay is not the strongest motivating factor for salaried dentists, a large proportion consider 

their pay to be unfair. We consider that, all things being equal, continuing to allow pay levels to 
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devalue in real terms will have a negative effect on the workforce, discouraging recruitment into 

the service as well as further lowering the morale and motivation of those already working in it. 

 While poor management, lack of staff and pressures on services were cited as major causes of low 

morale, pay was the second most cited problem affecting dentists in the salaried services. 

 To continue to compel the members of the salaried primary care service to shoulder increased 

workloads and real terms pay cuts will undermine the service and undermine the remaining 

goodwill of the profession.  

 Over 40 per cent of respondents rate their morale as low or very low. 

 Thirty six per cent of salaried dentists responding to the survey reported that they found their 

work very stressful or extremely stressful. As well as reporting low morale and high levels of stress, 

those in the salaried services also displayed a lower wellbeing score and greater anxiety than the 

general population. 

 We recommend that DDRB asks NHS Employers in England and their equivalents in the devolved 

nations to undertake an analysis of what organisational improvements are required to improve 

the motivation of those in the salaried services.  

 Despite the number of posts being advertised, it is clear that many posts remained unfilled and 

that as a result these services will remain understaffed. Our accredited representatives survey told 

us that many of the problems being experienced by the service (growing waiting times for new 

patient and treatment appoints) were as a result of unfilled posts. 

 

 

1. Introduction 

The British Dental Association (BDA) is the professional association and trade union for dentists 

practising in the UK. Its 18,500 membership is engaged in all aspects of dentistry including general 

practice, salaried primary care dental services, the armed forces, hospitals, academia and research, and 

includes dental students. Every year the BDA provides evidence to the DDRB covering general dental 

practitioners, salaried primary dental care practitioners and clinical academic staff. The BDA has 

conducted its annual surveys1, and produced two major reports on the state of general dental practice 

and salaried primary care dental services in 2013 based on our research programme. These are included 

as annexes. References in this report to the NHS should be taken to apply to the Health Service in 

Northern Ireland unless indicated otherwise in the text.  

We were concerned to see Dr Poulter‟s letter to DDRB dated 3rd September. Not only was the explicit 

request to DDRB to make a recommendation for general dental practice contract values made 

extremely late we were not notified directly by the Department of Health. In response to Dr Poulter‟s 

letter, we are including evidence on dental practice expenses and, in keeping with DDRB‟s requests, 

explain the relationship between pay and motivation in general dental practice. We have suggested a 

modification to the DDRB formula to deliver an uplift that we consider fair for England and we ask 

DDRB to consider it carefully. Owing to the timing of the publication of HSCIC reports for Dental 

Earnings and Expenses for Scotland and Northern Ireland, we will submit expenses evidence for 

Scotland and Northern Ireland at the supplementary evidence stage.   

 
                                                           
1
 Dental Business Trends Survey, Dental Foundation Survey, Survey of Salaried Dentists, Freedom of Information Requests to 

each salaried service and focus groups of salaried dentists. The BDA has also conducted a survey of applicants to the Dental 

Foundation Training scheme.  
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2. Response to last year’s report 

In March 2013 NHS Employers in England stated that the one per cent uplift for salaried dentists was 

“unnecessary2”. This attitude is very concerning following successive pay freezes. We do not consider 

that it reflects the obligations of the NHS to consider the needs of its staff or to have regard for suitable 

pay and conditions (see 3.4 below). NHS Employers defended their position on the grounds that many 

employees received incremental increases. We believe that a majority of dentists in the salaried services, 

however, are already at the top of their incremental spine and would not receive this uplift. An 

additional uplift is, therefore, necessary.  

 

We were disappointed that the report contained little consideration of the position of salaried dentists. 

They are a vital group serving the most vulnerable in society and we hope in this year‟s report they are 

given more prominence.  

 

At the establishment of the Review Body on Doctors‟ and Dentists‟ Remuneration in 1970, “the then 

Secretary of State for Employment confirmed that the recommendations of the review bodies would be 

accepted by the Government unless there were clear and compelling reasons for not doing so.3” We do 

not consider that the current economic situation is a compelling reason not to implement 

recommendations in full. We note that the Department of Health in England will be looking at DDRB 

recommendations and then considering efficiencies. The Scottish Government will be looking at it “as a 

frame of reference”. We do not agree with this approach and continue to believe that it is unreasonable 

not to apply recommendations in full. 

3.1  England  

3.1.1 General dental practice 

General dental practice contract values received a one and a half per cent uplift from 1 April 2013. GDPs 

were once again disappointed, however, by the continued insistence on the application of four per cent 

efficiencies. It has become clear that previous awards intended to implement a pay freeze have actually 

delivered a pay cut and the profession considers that retrospective awards are necessary to counteract 

the effect of these cuts. We welcome the reiteration of the statement from DDRB that general dental 

practitioners run their businesses as efficiently as possible.  

3.1.2 Salaried dental practitioners  

Members of the BDA‟s Salaried Dentists Committee (SDC) accepted the one per cent uplift, but noted 

that it was still below the increase in the cost of living and that this was contributing to several years of 

incomes reducing in real value. Further, it is disappointing that little has been done to improve working 

conditions, despite the move to national commissioning. We hope to work closely with NHS England to 

improve the working lives of salaried dentists. The SDC did welcome the statement from the Review 

Body that increments should not be considered an uplift4. 

 

 

                                                           
2
 „NHS Employers: "Unnecessary" 1% staff pay rise will cost NHS £500 million‟ HRMagazine.co.uk 

http://www.hrmagazine.co.uk/hro/news/1076604/nhs-employers-unnecessary-staff-pay-rise-cost-nhs-gbp500-million last 
accessed 05.06.13 
3
 Review Body on Doctors‟ and Dentists‟ Remuneration Twentieth Report 1990. Pg. 1.  

4
 Forty First report of the Review Body on Doctors‟ and Dentists‟ Remuneration, 2013 pg. X and pg. 21, 2.51 

http://www.hrmagazine.co.uk/hro/news/1076604/nhs-employers-unnecessary-staff-pay-rise-cost-nhs-gbp500-million
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3.2  Northern Ireland 

3.2.1 General dental practice 

The Department for Health, Social Services and Public Health (DHSSPHNI) indicated that it would apply 

an uplift of 0.5 per cent to the expense element of Items in Determination 1 of the SDR for the financial 

year 2012/13. The increase was applied on 14 August 2013. This uplift is completely unsatisfactory and 

follows uplifts of 0.5 per cent in both the financial years 2011/12 and 2010/11 and before that an uplift 

of 0.21 per cent in the financial year 2009/10. The decision on any adjustment to the fees for the 

current financial year 2013/14 has not yet been confirmed. We can see no reason why the uplift should 

not be applied to the whole fee scale. This has been against a backdrop of rising expenses and has 

resulted in a pay cut in real terms for general dental practitioners in Northern Ireland. The most recent 

data available from the Health and Social Care Information Centre for Northern Ireland for 2010/11 

show significant drops in mean average taxable income for all dentists in Northern Ireland and the 

anecdotal evidence from the profession is that business conditions remain difficult. 

At the same time DHSSPSNI have taken forward proposals to make significant amendments to the 

treatments available through General Dental Services in a series of measures aimed to control and 

reduce the General Dental Services budget spend. 

The approach taken by officials to remuneration has increased financial pressures and affected morale 

among the profession.  

3.2.2 Salaried dental practitioners 

BDA shares the disappointment of DDRB that no negotiations have started to seek to implement 

modern terms and conditions of service for Community Dental Service dentists in Northern Ireland, 

following the introduction of new terms for their colleagues in England and Wales in 2008, and the 

introduction of new terms for salaried dentists in Scotland. 

That no progress has been made makes this the only group of staff in the NHS, after the introduction of 

new terms for Scottish salaried dentists, to remain on terms and conditions dating back to 1989. 

The Northern Ireland Executive had indicated in March 2012 that it was prepared to open negotiations, 

as had previously been promised and has indicated again in August 2013 that it wishes to discuss this 

issue. Once again, however, discussions have failed to materialise. 

The BDA calls upon the Review Body to once again comment on this and urge the Northern Ireland 

Executive to enter into negotiations. 

3.3 Scotland 

3.3.1 General dental practice 

The Chief Dental Officer (Scotland) wrote to the BDA in March 2013 with outline proposals on uplifts to 

the item of service fees and the source of funding those uplifts.  The Scottish Government‟s decision was 

to disregard the DDRB‟s recommended one per cent uplift for 2011/12 and 1.38 per cent for 2012/13 by 

offering a 0.5 per cent compounded increase for each of those years.  The Scottish Government did, 

however, propose to uplift the item of service fees for the current year 2013/14 by the DDRB-

recommended 1.49 per cent.  The uplift also applies to capitation and continuing care payments.  The 

Scottish Government has valued the award at £4.9m per annum, which gives an overall uplift to all fees 

of 2.51 per cent.  They have stated that the uplift will be back-dated to 1 April 2013.   In taking this 
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approach, the Scottish Government has avoided applying any uplifts to the fee payments to dentists 

during years 2010/11 and 2011/12, which is contrary to the recommendations made by the BDA in its 

evidence for those years and also the recommendations of the independent Review Body.  The Scottish 

Government has therefore created a flawed baseline for future funding years.     

The Chair and Vice-Chair of the Scottish Dental Practice Committee (SDPC) met with the Minister for 

Public Health in June, when it was made clear that the Scottish Government‟s proposals for a fees uplift 

were non-negotiable.  The BDA found itself in a position where it had no choice but to accept the 

Scottish Government‟s terms, the alternative being no uplift at all.  At the time of preparing our evidence 

to the Review Body, the GDS fees in Scotland had not been uplifted in three years.  In the face of this 

prolonged delay, dentists continue to deliver high quality patient care under the NHS to the population 

of Scotland in the face of increasing administrative, regulatory and health and safety requirements and 

rising expense costs.   

As well as writing to the BDA to indicate the amount of the fees uplift, this year the Scottish 

Government also disclosed to the BDA how it intended to fund the uplift.  The main source of funding is 

to be derived from the recovered sums of money that have allegedly been overpaid to practitioners by 

Practitioner Services Division since 2006.  The alleged overpayments have arisen through duplicated 

registrations, as well as registered patients who have died or who have “embarked”.  The Scottish 

Government also intends to fund the uplift through the application of a cap on the General Dental 

Practice Allowance for those practices earning £670,000 and upwards.  The cap will be set at £80,000. 

The Scottish Government‟s calculations, however, did not appear to take into account the fact that 

some NHS practices have a higher than average number of dentists working within them, which is a 

factor in the level of General Dental Practice Allowance that those practices receive.  The effect of this 

measure is to penalise larger practices that are sustaining the delivery of NHS services to larger numbers 

of patients.  

The third funding source will be from unused monies from other dental initiatives. 

3.3.2 BDA’s Response to Scottish Government’s proposals 
 

The SDPC examined the Scottish Government‟s uplift proposals in detail and was concerned with them 

on a number of levels, not only in relation to the inadequate uplift rates but also in respect of the source 

of funding for the uplift.   Our concern over the funding source was one that was reiterated during face 

to face meetings and in correspondence with the Scottish Government.  Of particular significance was 

the BDA‟s concern with the legality of recovering alleged overpayments further back than five years, and 

for the Scottish Government to then use that money to fund an uplift to GDS fees. On that basis, the 

BDA had indicated to the Scottish Government its intention to pursue a legal case, however, it was made 

clear to the BDA that, if that course of action was taken by the Association, the Scottish Government 

would withdraw its offer entirely.   

 

Following careful consideration of the potential consequences of accepting the uplift or pursuing a legal 

case, the SDPC has decided not to pursue a judicial review. It was made clear to SDPC by Scottish 

Government that if such a challenge were made the uplift agreed by SDPC in good faith earlier this year 

would not be honoured, resulting in practices across Scotland being deprived of the uplift entirely. It 

would also have caused significant pension detriment in the long term. Instead now, the uplift will be 

implemented from 1 November and backdated to 1 April. 
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We have previously indicated to the Scottish Government, and in our past evidence to the DDRB, the 

importance of the allowances that are available to dentists in Scotland. These allowances are necessary 

mainly because GDS fees are wholly inadequate for supporting the delivery of the highest quality dental 

services under the NHS. The General Dental Practice Allowance, in particular, is vital for maintaining the 

viability of dental practices.  

 

It is the view of the BDA that any move to a fixed GDS budget in Scotland would be unsustainable in 

being able to provide the same level of NHS service provision as is currently delivered under a non-cash 

limited budget, especially with an increasing dental workforce and rising numbers of registered patients.  

A restriction on resources would undoubtedly have an adverse effect on patient care with clinical 

decisions more likely to be driven by cost, in the face of rising materials expenses and laboratory fees 

and NHS fees being insufficient to cover those costs.  Staff salaries would likely be affected, as practice 

owners would find it difficult to keep up with inflation.  The findings of the BDA Dental Business Trends 

survey for 2013 revealed that over a third of practice owners in Scotland  rated their morale as a dentist 

as being low or very low at the current time. 5 The same BDA research showed that, unsurprisingly, 

patient care is the strongest motivator for dentists.  The potential detrimental effect of low morale and 

poor motivation within the profession on patient care should not be ignored.   

 

The BDA believes that the Scottish Government‟s approach to funding the current and previous two 

years fees uplifts is unrealistic, unsustainable and creates a fundamentally flawed baseline for future 

funding arrangements. The BDA‟s Scottish Dental Practice Committee has objected strongly to the 

proposals and has expressed its concerns directly to the Minister for Public Health in the Scottish 

Government, at the same time highlighting the fact that the NHS budget for geographic NHS Boards 

had been increased on average by 3.3% but general dental services has not benefited from any of the 

additional funding. 

 

It is important to note that the Scottish Government will not be funding this year‟s award with any new 

money at all.  In effect, dentists will be funding the award themselves as the uplift funding will be 

sourced from the recovery of alleged overpayments made to dentists spanning a seven year period.  

Instead of being an “award” to dentists, it is in fact a remuneration cut in real terms.  It also calls into 

question the overall level of the GDS budget from 2006 to 2013, since the Scottish Government and 

Practitioner Services Division have stated that too much money was paid out.  Effectively, the GDS 

budget for those years has been over-stated.   

 

The BDA agrees with the comments made by the DDRB in its 41st Report where it highlighted the 

potential damage to working relationships that could be caused by the Scottish Government‟s lack of 

action: 

“In our view, such retrospective action, coupled with the delay in responding to our 

more recent recommendations, risks damaging the Scottish  Government’s partnership 

working with the profession.” 

 

We have continued to work in partnership working but we now have grave concerns that our 

relationship with the Scottish Government has been detrimentally affected because of the Scottish 

Government‟s flawed and inflexible approach to funding the past three years‟ uplifts and its stance on 

non-negotiation. 

   

                                                           
5
 BDA Dental Business Trends 2013 
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3.3.3 General dental practice expenses 

3.3.3.1 Chief Dental Officer Working Group 

As stated earlier, the BDA is a strong proponent of partnership working and was part of the group that 

was convened by the Chief Dental Officer (Scotland) to consider gaps in evidence highlighted by the 

DDRB in its 40th Report. The Scottish Government-led group met three times in total, with the last 

meeting having taken place in December last year.  At that meeting, the parties reached agreement in 

principle for a survey of general dental practitioners to be conducted in order to obtain more robust 

data on practice expenses.  Despite seeking information on progress with the survey, the Scottish 

Government has not disclosed to the BDA any findings or recommendations that would inform and 

enable the development of a dental expenses formula specifically for Scotland. The lack of progress was 

acknowledged by the CDO at a recent meeting with the SDPC when the parties agreed to hold a 

feasibility meeting with at least two of the large accountancy firms that specialise in dental accounts.  It 

is anticipated that a reasonable sample size could be used in order to produce anonymised practice 

accounts information and that the sample would focus on practices that are NHS committed.  The BDA 

hopes to be able to provide further information to the Review Body at the supplementary evidence 

stage.    

3.3.3.2 Specialist Dental Accountants  

Due to the lack of progress with the CDO‟s working group mentioned above, the BDA carried out some 

scoping work with two of the larger specialist dental accountancy firms in Scotland to explore what 

opportunities exist to procure benchmarking data on comparative costs which could be used as part of 

the evidence to DDRB.  At the time of submitting evidence, however, the scoping work is not yet at a 

stage that can provide meaningful data for the purposes of presenting evidence and it is hoped that the 

tri-party discussions described in paragraph 3.3.3.1 above will help to advance matters.    

3.3.3.3 Health and Social Care Information Centre – Report on Dental Earnings and Expenses 

(Scotland) 

Along with a number of other stakeholders, the BDA engages with the Health and Social Care 

Information Centre on the development of the independent report on dental earnings and expenses of 

general dental practitioners in Scotland.  We do, however, find it a cause of some frustration that the 

publication of the Scotland report comes well after the deadline for submission of evidence to the DDRB.  

The BDA places great value on the HSCIC report which, in its third year of publication, is now able to 

demonstrate trends in income and expenses.  The BDA‟s reliance on the findings of this report is all the 

more essential at a time when the CDO‟s dental expenses working group has failed to deliver its remit.   

We would ask the DDRB for the opportunity to delay the submission of our request for the Review Body 

to make a recommendation in respect of general dental practitioners in Scotland until the 

supplementary evidence stage, at which the HSCIC report on dental earnings and expenses will have 

been published.  

3.3.4 Salaried dental practitioners 

The BDA was pleased to note the Scottish Government‟s decision to apply the recommendation made 

by the DDRB in relation to salaried groups and NHS Boards have now applied the one per cent uplift to 

salaries. 
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3.4  Wales 

3.4.1 General dental practice 

General dental practice contract values were uplifted by one and a half per cent in line with contractors 

in England. Incomes, however, continue to lag below that of their English counterparts when oral health 

need in Wales continues to be, in general, higher than that in England. Part of the settlement included a 

requirement on practices to support and help implement the recommendation of the National Oral 

Health Plan. This includes the development and support of Local Oral Health Plans to help target 

resources more effectively. Compliance with the Quality Assurance System is also required which 

includes compliance with the latest guidance on decontamination. A move towards computerisation is 

also expected.  

3.4.2 Salaried dental practitioners 

 The salaried services in Wales received the same uplift as their counterparts in England. While the one 

per cent uplift was accepted, it follows two years of a pay freeze and is well below the increase in the 

cost of living. Concerns remain that if pay does not increase that the salaried services in Wales will not 

be an attractive proposition for new or experienced dentists.  

 

4.   Review Body requests 

DDRB requested the parties to comment on particular issues. This section contains our responses to the 

questions.  

4.1  Affordability 

As we note below in the section on “patients at the heart”, we recognise, as does the Review Body, the 

importance of a well-motivated workforce in providing the best patient care. The question becomes not 

whether the Health Departments can afford to provide an uplift to general dental practitioners and 

those in the salaried services, but whether it can afford not to. Patients value a personal service6. 

Whatever can be done to improve the motivation and wellbeing of those providing health services will 

have an impact on patients that is valued beyond monetary terms. Staff account for 55 per cent of the 

total spend in the NHS budget7, but this is not surprising as staff are the NHS‟s greatest asset and they 

require investment in order to provide the best care.  

The ageing population is one of the greatest challenges facing the oral health services and it is vital that 

there is a sufficiently large, trained and motivated range of professionals available to meet their care 

demands. There has been a sustained move towards helping older adults stay at home rather than 

move into sheltered accommodation. This is leading to a larger number of independent and healthier 

older adults who will be accessing general dental practice. The health services must support the wide 

range and variety of practices that serve these older, and often more rural, communities. This does not 

mean simply extending financial assistance, but also ensuring that owning and working in these 

practices serving these populations is an attractive and viable long term career opportunity. 

Sustainability of access must be considered a core part of affordability. The first principle of the NHS 

                                                           
6
 Patient Choice King‟s Fund, 2010. Pg. 70. 

7
 http://fullfact.org/factchecks/how_much_does_the_nhs_spend_on_staff-1503 last accessed 07/08/2013. Figures relate to 

England only.  

http://fullfact.org/factchecks/how_much_does_the_nhs_spend_on_staff-1503
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Constitution states that it provides a comprehensive service available to all8. There is a real danger, 

however, that insufficient contract values could have an impact on access. Sustained investment is 

required if practice ownership is to be an attractive and viable career option for dentists in the future. 

The NHS must provide sufficient contract values to dental practitioners to allow them to invest in their 

practices to maintain access and quality care. To cut back on this during tougher economic times is a 

short sighted policy that will have long term effects on people‟s oral health. General dental practitioners 

have already faced three years of severely declining incomes despite government assurances of a pay 

freeze. Such continuous drops in income are not affordable for dentists.  

It is unacceptable that small businesses face reduced incomes and practice owners face continuing pay 

cuts when the NHS is reported to have an underspend or surplus of over £2 billion for 2011/129. If 

patient care is at the heart of the NHS and protecting frontline services is a priority then this available 

funding should be used to alleviate the strain on those providing care. Instead of a pay freeze general 

dental practitioners have received year on year pay cuts. This is not a reasonable or sustainable way to 

manage public healthcare. We note that the House of Commons Health Select Committee made the 

following comments on public sector pay restraint:  

“Although pay restraint is undoubtedly key in the short term, it is neither prudent nor 

just to plan for sustainable efficiency on the basis that NHS pay continues to fall 

relative to pay elsewhere in the economy. Short term pay settlements will always 

reflect prevailing circumstances, but in the longer term NHS employees will share the 

same aspirations as employees elsewhere in the economy to participate in economic 

success.10” 

We consider that dentists have taken pay cuts far beyond the “prevailing circumstances”. To provide 

for long term sustainability in the NHS uplifts must reflect the growth being experienced in other parts 

of the economy.  

4.2 Pay drift 

In a report for the Office of Manpower Economics by Incomes Data Service in 2006, pay drift is 

traditionally understood as the difference between intended pay uplifts and actual increases in pay 

caused by overtime or upgrading of jobs. Salaried dentists will not be paid overtime and their employers 

resist re-grading applications. Pay drift does not apply to general dental practitioners, but the drop in 

income away from the intended pay freeze level can be seen in figure 3 on page 22.  

4.3  Patients at the heart of the system 

Throughout the presentation of our evidence on motivation, recruitment and retention we will address 

the impact on patients of insufficient awards. In short, however, we note that in the forty first report11, 

the Review Body pointed out that health professionals with higher levels of motivation generated better 

outcomes for patients. By maintaining a well-motivated workforce the health services will be better 

placed to meet its own aim of putting patients at the heart of the system.  

                                                           
8
 NHS Constitution pg. 3.  

9
 NHS Confederation http://www.nhsconfed.org/priorities/political-engagement/Pages/NHS-statistics.aspx last accessed 

07.08.2013. 
10

 Public expenditure on health and care services House of Commons Health Select Committee, paragraph 10. 
http://www.publications.parliament.uk/pa/cm201213/cmselect/cmhealth/651/65110.htm last accessed 30.08.2013 
11

 Forty First report of the Review Body on Doctors‟ and Dentists‟ Remuneration, 2013 pg. 18, paragraph 2.34.  

http://www.nhsconfed.org/priorities/political-engagement/Pages/NHS-statistics.aspx
http://www.publications.parliament.uk/pa/cm201213/cmselect/cmhealth/651/65110.htm
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We would also like to draw the Review Body‟s attention to the importance of continuing care 

relationships between patients and dentists. A robust and enticing financial arrangement is required if 

dentists are to be expected to continue to invest in their practices, and indeed to remain practising as 

dentists. The loss of small, independent contractors to the health services would mean that patients 

would run the risk of losing relationships built on trust which have lasted for years. We consider that 

patients‟ best interests are served when the system supports a range of dental practices to provide care. 

A multiplicity of providers, operating a range of business models offers patient choice, which is one of 

the key drivers of the NHS in the twenty-first century. Dentistry is a deeply personal relationship based 

on trust for the benefit of health and should be treated as such. 

4.4  NHS obligations 

 The obligation of the NHS to provide comprehensive care, free at the point of need12 is inseparable from 

considerations of affordability and patients being at the heart of the system. The NHS also has 

obligations to its staff and to those who work on its behalf. These are summarised in the NHS 

Constitution for England. The key points from the Constitution relevant to the NHS‟s responsibilities to 

dentists are: 

 Have a fair pay and contract framework (page 12) 

 To provide a positive working environment for staff and to promote supportive, open cultures that 

help staff do their job to the best of their ability (pledge, page 13)  

 To engage staff in decisions that affect them and the services they provide, individually, 

through representative organisations and through local partnership working arrangements. 

All staff will be empowered to put forward ways to deliver better and safer services for 

patients and their families (pledge, page 13);  

 

We support the above principles and believe they should apply throughout the UK. We feel that 

expecting dentists to continue to invest in practices without adequate income is not in keeping with the 

spirit of the Constitution. Similarly those in the salaried services should receive increases in line with 

other public sector staff. As we will show in section 7 below, many members of the salaried services do 

not feel supported, or able to deliver better care for patients.  

 

4.5  Expenses to earnings ratio 

We consider it appropriate to use the expenses to earnings ratio shown by the Health and Social Care 

Information Centre‟s reports on earnings and expenses. We do not believe any adjustment should be 

made for any multiple counting in Scotland and Northern Ireland.  

4.6  The impact of the Francis report’s conclusion on the “patients at the heart” strand of the 

remit 

The Francis report and other reports which have been published subsequently have caused a renewed 

interest in the quality of care provided. The BDA supports the focus on patients, placing them at the 

heart of care and ensuring that standards of care are high. The Francis report is primarily concerned 

with social care and secondary care, rather than primary care, however, and the recommendations 

made in it reflect that focus.  

                                                           
12

 Except for charges sanctioned by Parliament.  
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The report will, however, have an impact on dentistry in relation to transparency, inspection and 

regulation, and measuring patient satisfaction.  As described elsewhere in the evidence, we believe that 

a properly funded service where staffing levels are safe will provide the quality of care that patients 

deserve.     

4.7  How to measure the quality of provision of service, and how this might impact on DDRB’s 

recommendations 

We anticipate that the reforms to the primary care dental contract that are currently being piloted in 

England will lead to the introduction of a dental quality and outcomes framework (DQOF). The domains 

that are being explored include patient reported experience measures as well as clinical outcomes for 

the improvement or maintenance of oral health. We consider that these domains will provide 

substantial data for commissioners to measure and judge the quality of a service. If the contract is 

reformed using aspects which are being piloted then we would expect DDRB‟s recommendations to 

continue as normal as quality would already be accounted for in the contract value.  

A similar measure will be piloted in salaried primary dental care in England. As part of NHS 

organisations many salaried services in England are already required to be part of Commissioning for 

Quality and Innovation (CQUIN) which aims to enable commissioners to reward excellence. The scheme 

has been running since 2009/10, but following the closure of the NHS Institute for Innovation and 

Improvement in March 2013 it is not clear where support for CQUIN in 2014/15 will come from, though 

it is anticipated that NHS England will make arrangements. 

The Scottish Government‟s Healthcare Quality Strategy published in 2010 provides the focus for the 

NHS to deliver the best quality healthcare to the people of Scotland.  The key drivers are that services 

should be patient-centred, safe and effective.   

A Dental Practice Quality Outcome Framework is under development by the Scottish CDO‟s office, in 

collaboration with the wider profession, the BDA and other stakeholders.  It details the quality indicators 

and outcome measures that apply to general dental practice.  As well as some newly introduced 

initiatives, such as the Patient Experience Questionnaire and Combined Practice Inspection, it includes 

some well-established measures that dentists have been used to working to over a number of years, 

such as Dental Reference Officer reports, clinical audit and peer review.   

4.8  The possibility of linking pay to patients and outcomes 

As mentioned above, we anticipate that the introduction of DQOF in England will link pay to patient 

experience and outcomes. As a result, any further consideration in primary care dentistry or salaried 

primary care dentistry would be duplication of current developments, though we expect the DQOF to 

develop over time.   

4.9  Greater creativity around the engagement and motivation of staff when budgets are 

squeezed 

As small businesses, and as acknowledged by DDRB in previous reports, general dental practitioners 

already make as many efficiencies as possible. This involves innovative motivation and engagement 

with staff. As small businesses, any exercise will have a financial impact on dental practices. If they are 

not engaged in the business of dentistry, they are not generating income and if they provide more 

holidays, for example, they have an increased cost in locums or temporary staff. Unfortunately, owing to 

time constraints we have not been able to gather significant case studies or examples of alternative 

mechanisms used, but will endeavour to do so for next year‟s evidence.  
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In England many add on benefits are threatened. For example, dentists‟ access to NHS occupational 

health services and even maternity and sickness pay. These benefits are valuable and help retain 

dentists within the NHS.  Higher pension contributions are also being paid. Staff in the salaried services 

have reported feeling unengaged and marginalised (see section 8.1 below). Our section on motivation in 

the salaried services below explores what factors are important to dentists in this service, and which 

they feel are being met in their service. One of the key motivators was reported as the opportunity for 

professional and clinical development, while many respondents reported feeling unappreciated and 

unengaged as well as lacking the opportunities for development. As Trusts have merged and layers of 

management have increased, dental services have been pushed ever further from the decision making 

process. In order to improve motivation greater involvement of staff in decisions and resource allocation 

as well as increased opportunities for development would, we anticipate, help improve motivation. 

4.10  Greater creativity around reward when budgets are squeezed 

As mentioned above, most reward has a direct or indirect cost. We consider that the drive for increased 

“efficiencies” is counterproductive to this aim. However, we believe that greater use of protected time 

for training and staff meetings would be very helpful in England and Wales.  There are no longer 

allowances for CPD but perhaps a UDA allowance could be given per performer to use for CPD. 

As mentioned above, staff in the salaried services reported feeling unrecognised and lacking 

opportunities for development. Addressing these two issues could help improve motivation and morale.  

4.11  De-motivating factors and the tipping point for pay 

The BDA has consistently provided evidence on the factors that affect motivation in general dental 

practice and salaried primary dental care. We believe that there is a tipping point for dentists‟ NHS pay.  

This is particularly true for young dentists.  Dentistry is a vocational profession but young dentists do 

have transferable skills. They are highly intelligent and used to long hours of work and study. They 

normally have excellent communication skills and we believe if pay continues to fall and there is no hope 

of ever owning a practice we will see UK graduates leaving the profession permanently. Junior doctor‟s 

basic pay may be lower than dental trainees, but they have the opportunity to augment their income by 

out of hours‟ allowances and overtime payments. These opportunities are not available for junior 

dentists. If their basic pay is reduced then there will be an inequity in overall earning potential between 

junior doctors and junior dentists. Students studying dentistry expect to go into a first job with a salary 

at the current rates. We believe that a pay cut will drive some to leave the profession before they have 

even started. 

In order for dentistry to remain an attractive profession and for students to make the huge financial 

investment (the BMA recently projected that for those starting a medical degree this year their average 

debt at the end of their course could be over £70,00013), and time commitment to studying, salaries 

must be competitive. If the financial returns of practice ownership continue to drop at the alarming rate 

they have been, then it is likely that practice ownership will become an undesirable, not to mention 

unachievable, goal for future dentists. This would have an impact on competition and patient choice.  

If salaries in the salaried service do not increase in line with other consultants in the NHS and in a wider 

competitive market, then this already strained service may be unable to attract sufficient applicants in 

the future. This would have an impact on the ability of the NHS to deliver care to the most vulnerable in 

society. We explore the factors that motivate dentists in both general dental practice and salaried 

dental services in the relevant sections below.  
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We are aware that DDRB is not in a position to directly address many of the issues affecting motivation. 

We would, however, welcome comment on these factors. Issues such as job security and under-staffing 

were the main issues in the salaried services.  

This affects not only their motivation but the ability of the service to recruit into junior and middle posts. 

In contrast, dentists in general dental practice seem to be affected primarily by concerns over pay and 

conditions.   

4.12  What employers would do if they were given greater freedom to use the one per cent pay 

envelope? 

We consider that this approach would apply only to the salaried services as general dental practice 

owners are already in control of their business and their associates‟ remuneration. We are opposed to 

this proposal. Not only would different employees doing the same job in the same broad area receive 

different uplifts, damaging motivation and morale, the system may be open to favouritism. We consider 

that the fairest and most equitable way of applying increases continues to be the universally applied 

uplift.  We consider that the Chancellor‟s statements that pay increases should be earned through 

meeting performance targets, do not apply to the salaried services. The existing pay system already 

includes a significant performance based element in the annual increment system and we do not 

consider any alterations to be necessary. If there was to be an amendment to the pay system a full 

review and impact assessment must be undertaken. 

4.13  Any gender/age discrimination issues 

We are not aware of any particular issues with age or gender discrimination in the salaried services.  

4.14  Any evidence that pay systems are equality proofed – have equality audits been undertaken 

As far as we are aware the pay systems have undergone equality impact assessments.   

 

5.  Economic summary 

 Economic outlook: The impact of the economic situation on dentistry appears to be that more patients 

are accessing NHS care than private care.14  

The Consumer Price Index is currently showing an increase of 2.7 per cent in the year to August 201315. 

This represents a significant increase in the cost of living, especially as dentists have seen their incomes 

falling for several years.  

 Utilities: On top of increasing costs from precious metals, dentists will have to cope with increasing 

utilities costs. Last year the BDA gathered actual figures for utility costs to assess how much they were 

increasing due to the baseline increase in cost and the increased use of equipment for decontamination. 

Table 1 shows the results from the 2013 Dental Business Trends survey: 
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 NHS Dental Statistics for England: 2012/13, third quarterly report May 2013, and DBTS 
15

 http://www.ons.gov.uk/ons/dcp171778_323760.pdf last accessed 27.09.2013 

http://www.ons.gov.uk/ons/dcp171778_323760.pdf
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Table 1: Annual utility costs, 2012 figures in brackets 

Expense Annual bill 

Water £1227.26 (£915) 

Electricity £2,651.31 (£2,264) 
 (Source: DBTS 2013)  

 As we can see from the table, utilities have been increasing in the last year. Water has seen the greatest 

increase, by over 34 per cent, followed by 17 per cent for electricity increases.  

  The Department of Energy and Climate Change produces quarterly energy prices. The figures from 

March this year show that prices have continued to increase  

 Figure 1: Non-domestic energy bill, electricity16
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 https://www.gov.uk/government/statistical-data-sets/gas-and-electricity-prices-in-the-non-domestic-sector   last accessed 
18.06.13. Note that dental practices will most likely be classified as very small or small consumers.  

https://www.gov.uk/government/statistical-data-sets/gas-and-electricity-prices-in-the-non-domestic-sector
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Figure 2: Non-domestic energy bill, gas17  

 

 Other reports from DECC state that gas and electricity prices have been increasing every year since 

2004, and that people‟s consumption has appeared to reduce in domestic settings18. Yet, the average 

annual bill has increased. Dental practices do not have the choice of reducing their energy consumption 

and so must bear the full brunt of the increased costs. 

 

6. Policy updates 

The sections below address country specific policy developments. While we understand that DDRB has a 

limited scope to affect policy developments, we believe that it is important that the Review Body is 

aware of the general factors that may affect workforce and deliverability. Many of the items mentioned 

in this section will be developed later in the evidence as they impact on the motivation, recruitment and 

retention of the profession. Despite health being a devolved issue, there have been some UK wide dental 

policy developments. The chief of these is the decision of the General Dental Council to allow direct 

access to dental hygienists and therapists.  

6.1  Direct access: This decision, to allow patients to be treated by a dental hygienist or a dental 

therapist without first being examined by a dentist was condemned by the profession and motions were 

passed by the BDA‟s General Dental Practice Committee, at LDC Conference and LDC Scottish 

Conference, against the GDC19. We do not agree with the GDCs decision to allow unmitigated access to 

these dental care professionals because there are unknown risks to patients. We do not yet know what 

the impact will be on the dental workforce and dental practice finance but we will undertake a full 

impact assessment.  
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 Ibid.  
18

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170728/et_article_domestic_energy_bills_in
_2012.pdf   
19

 The motion passed at LDC Conference in June this year was: “This Conference deplores the decision of the GDC to accept 
direct access to DCPs without an adequate risk assessment on patient safety.”  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170728/et_article_domestic_energy_bills_in_2012.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170728/et_article_domestic_energy_bills_in_2012.pdf
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6.2  Dental Foundation Training: In 2011, a new centralised application scheme for DFT was 

introduced for the 2012 intake in England as discussed in last year‟s submission. The BDA cautiously 

welcomed this change but was disappointed that implementation was not as smooth as could have 

been hoped for. Results from the BDA‟s survey on the DFT application process in 2013 showed that 

overall, the majority (68.6 per cent) of respondents felt that they had been well informed about the 

process before applying. Over half of respondents did not feel that they had enough information about 

which scheme to apply for, however. Many respondents also felt that the system still did not rank 

applicants fairly and that the allocations were not always communicated appropriately. It is clear that, 

despite progress being made, more needs to be done.  

6.3  Demographics of the profession: The profession continues to attract an increasing number of 

women, while the ageing male cohort moves closer to retirement. The changes that this could have on 

the profession need to be considered by workforce planners and also by policy makers as different 

groups may seek alternative working arrangements.  

6.4  Pension reforms: In 2008 following a major review of the NHS Pension Scheme, tiered 

contribution rates were introduced for the first time. The initial contribution rates were five per cent, 6.5 

per cent, 7.5 per cent and 8.5 per cent. The rates reflected annual pensionable pay. Most dentists found 

themselves in either the 6.5 per cent or 7.5 per cent pay bands. 

Independently of the Hutton reports on the future shape of public service pension schemes, the 

Coalition Government increased tiered contribution rates over a three year period by an average of 3.2 

percentage points. 

2013-14 is the second year of the increased rates. The increase in contribution rates did not relate in 

any way to the financial solvency of the NHS Pension Scheme but to a need to raise £2.8 billion to 

reduce the overall financial deficit in the economy.  

In addition, the increases have not been raised equally across public service schemes as the lower paid 

were to be protected and higher increases were to be met by the higher paid, including dentists. 

Dentists who were paying member contribution rates of six per cent prior to the review in 2008 could be 

paying 13.5 per cent by 2015: an increase of 125 per cent over a seven-year period. 

The Pensions Policy Institute in its paper on the implications of the Coalition Government‟s public 

service pension reforms20 made the following observations, inter alia- 

 The Coalition Government‟s reforms to the NHS, Teachers, Local Government and Civil Service 

pension schemes will reduce the average value of the benefit offered across all scheme members 

by more than a third. 

 The impact across all members of the NHS Scheme is to reduce the pension benefit from 23 per 

cent of a member‟s salary before the reforms to 14 per cent after the reforms, a reduction of more 

than a third. 

The new NHS Pension scheme which will begin in April 2015 will be a Career Average Re-Valued Scheme. 

6.5 England 

Contractual developments for both general dental practice and the salaried services (their contracts 

with commissioners not their contract of employment) are continuing with pilots for reformed contracts 
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 The implications of the Coalition Government’s public service pension reforms Pensions Policy Institute, May 2013 
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continuing. A second wave of general practice pilots joined in June/July making 90 in total including 

three salaried dental services pilots. Amendments have been made to the care pathway, the dental 

charging regime and the IT system as a result of learning from the first wave of the pilots. Discussions 

are beginning to take place about the form and implementation of the contractual developments and 

the BDA‟s General Dental Practice Committee (GDPC) looks forward to continuing talks with the 

Department of Health and NHS England. While contractors in England are moving towards full 

computerisation, uncertainty remains about what level of investment should be made and at what 

point. What is clear is that contractors will need to upgrade their systems in order to operate the new IT 

based care pathway. 

As well as the contractual developments, dentists are coming to terms with the structural changes to the 

NHS in England. While we welcomed the move towards central commissioning dentists have been 

frustrated by the apparent lack of communication between dentists and NHS England Area Teams. 

Many of the standard operating procedures that have been produced for contract management do not 

reflect what the BDA considers to be best practice and some procedures have not been finalised even at 

this stage. Such uncertainty is frustrating and undermines dentists‟ confidence in the system. The 

continued restructuring of services at the local level is causing concerns among salaried dentists.    

6.6  Northern Ireland 

In December 2012 the DHSSPSNI launched a consultation on the treatments available through the 

General Dental Services. This consultation looked at a series of proposals that would have a significant 

impact on dental practitioners; including removing the commitment payment made to practitioners 

with a high commitment to the Health Service, making it more difficult to qualify for the practice 

allowance payable to practices with a high commitment to providing Health Service treatment, 

increasing the time bar for scale and polish treatments, limiting access to a number of treatments 

including posterior root canal treatment and introducing an Index of Orthodontic Need (IOTN) 3.6 

requirement for accessing orthodontic treatment. BDA rejected the proposals as being bad for patients 

and practitioners. DHSSPSNI received 232 responses by the 03 April 2013 deadline on the consultation 

and a petition against the cuts launched by BDA attracted over 8,700 signatures. In July 2013 

DHSSPSNI published their Summary of Responses to Consultation on proposals to change the 

treatments that are available through General Dental Services. This summarised the responses to the 

consultation noting the strong levels of opposition to the original proposals. In response DHSSPSNI 

amended their proposals somewhat. The finalised proposals that DHSSPSNI intend to introduce are as 

follows: 

A. The introduction of needs based criteria for orthodontic treatment with a threshold of IOTN 3.6; 

B. Moving to a core service of treatments under the SDR (cobalt chrome dentures, veneers and large 

or anterior bridges available through prior approval only); 

C. Altering the threshold for practice Allowance to 750 Health Service patients, of whom 200 must 

be fee paying (existing safeguards described in determination XI of the SDR will remain); 

D. Commitment payments will be phased out over a two year period with effect from 1 April 2013; 

E. The time scale for claiming a single scale and polish (1001) will increase from 3 months to 6 

months and the timescale for provision of treatment of periodontal disease over two visits (1011) 

will increase to 12 months. 
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While welcoming the relaxing of the original proposals to the core service of treatments, the time scale 

for claiming a single scale and polish and the decision to not immediately remove the commitment 

payment BDA has communicated to DHSSPSNI its deep concern on the effect these proposals will have 

on dental businesses across Northern Ireland. The decision to remove the Commitment Payment in 

particular could have significant implications for practitioners and dental businesses. These proposals 

from DHSSPSNI have already had a significant impact on the morale of the profession in Northern 

Ireland and have resulted in uncertainty and concern for practitioners. 

Limited progress has been made on the new GDS contract arrangements with a limited pilot of the 

smallest strand of the new contract, that of oral surgery. This pilot began in April 2013 and will run for 

six months. BDA was heavily involved, working with the Health and Social Care Board to get the pilot 

operational, and we await the evidence from the pilot. The focus of the pilot is to look at ensuring that 

oral surgery cases are treated in the most appropriate setting. It is focussed on the Southern Local 

Commissioning Area within Northern Ireland. 

The regulatory burden on practices in Northern Ireland continues to be significant. The Regulation and 

Quality Improvement Authority began its second round of annual inspections in April 2013. The focus 

for this round of inspections is on the decontamination facilities. BDA has noted before that 

practitioners in Northern Ireland are asked to meet higher regulatory standards than practitioners in 

other parts of the UK and are also inspected more frequently and this has a significant effect on 

practitioner‟s morale and on the running of dental practices. 

At the same time DHSSPSNI has conducted Transforming Your Care: A review of Health and Social Care 

in Northern Ireland that looks at moving health care into the most appropriate setting. We support the 

finding that primary care services (such as GDS dentistry) should be used whenever appropriate but 

note that adequate funding and support for those practices needs to be available. 

6.7  Scotland  

General Dental Services in Scotland have been delivered under a demand-led, non-cash limited budget 

but in her letter of 20 March 2013 to the SDPC outlining the Scottish Government‟s plans to uplift the 

NHS fees, the Chief Dental Officer (Scotland) referred to a fixed budget.  

 

The BDA is concerned, given that this is a significant change in how services are funded, that this has 

not, to date, been clearly articulated to the profession. We believe that any departure from a non-cash 

limited budget would have serious implications on patient care. Importantly, in our view, the 

improvements in oral health, which are well evidenced in both children and adults, would be 

compromised. In order to build upon those improvements to an increasing number of registered 

patients, we firmly believe that the funding envelope must be increased. At a meeting with the BDA in 

June this year, the Minister for Public Health advised that the GDS budget in Scotland was cash limited 

in 2013/14, and that the decision on the nature of that budget allocation in 2014/15 was not clear and 

would be dependent on the outcome of the Comprehensive Spending Review.   

 

A number of cost saving measures were introduced by the Scottish Government last autumn, which they 

described as a bid to curb the rate of growth of the GDS budget. The SDPC is opposed to cuts of any 

description, however, the Committee believed it was important to engage with the Scottish Government 

on its proposals to try to limit any adverse effects the original measures might have. One of the 

proposals was to review the General Dental Practice Allowance and, at that time, the BDA was 

successful in protecting this vital allowance for dentists in Scotland.  The Scottish Government has now 

decided that one of the ways in which it will fund the uplift to fees for this year will be to place a cap on 
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the General Dental Practice Allowance.  By clearly stating that there is no scope to negotiate on their 

proposals, the Scottish Government has made it impossible for the BDA to continue to try to protect the 

allowance for its members and the wider profession. 

 

Other measures introduced by the Scottish Government this year included the cessation of fees for 

repairs and/or replacements within 12 months of the original treatment, the removal of the recruitment 

allowance for vocational trainees and modification to the vocational training practice allowance.  

 

Access to NHS dental services has continued to improve with increases in the numbers of dentists and 

also the numbers of practices that are deemed committed to the NHS. From data provided by 

Practitioner Services Division (Dental) at the end of June 2013, there were a total of 962 practices in 

Scotland providing NHS dental services, with 76 per cent of them being fully NHS committed practices, 

as measured against criteria set down by the Scottish Government.  

 

Building on its quality strategy for dental services, the Scottish Government introduced a new Combined 

Practice Inspection (CPI) in January this year. The CPI integrates the dental practice inspection 

requirements of the NHS Boards with those required by NHS Education Scotland for practices wishing to 

offer vocational training. The BDA was supportive of a single inspection process as long as it did not 

place further bureaucratic burdens and regulatory requirements on to practitioners. This has turned out 

not to be the case and there remain some concerns with the amount of time that is required to prepare 

and to undertake the inspections, resulting in reduced clinical time and patient care. As part of a pilot 

that was undertaken by NHS Lothian in advance of the national launch of the new CPI, it was found 

that up to 50 hours preparation time was required by some pilot practices.  Compared with the previous 

inspection system, the CPI took approximately double the length of time and required the involvement 

of all dentists and one nurse and result   

 

6.8  Wales 

The National Oral Health Plan was launched in March 2013.  It is a programme of preventive dentistry – 

Designed to Smile, based largely on a Scottish scheme, „Childsmile‟, that involves oral hygiene instruction 

and application of topical fluorides and fissure sealants.  Currently it is mainly being supported by the 

community dental services across Wales and in the practices that are taking part in the Welsh contract 

pilot. Dentists will be expected to work with Health Boards to develop and support the delivery of Local 

Oral Health Plans.  

The dental pilots in Wales are continuing. They have shown a change in working patterns and the pilot 

that involved only child patients was dropped as being too complicated to work alongside a UDA 

scheme for adults. Early indications had shown that oral health for these children was improving, 

however.  

 

7.  General dental practice 

 This section covers general dental practitioners throughout the UK. Where there are country specific 

issues these are noted. 
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7.1  Income for general dental practitioners  

The Dentists Earnings and Expenses report 2011/12 showed again a fall in general dental practitioner‟s 

taxable income.  Average taxable income for all self-employed general dental practitioners fell by 4.6 

per cent from 2010/11.  For practice owners, their pay has fallen by 9.9 per cent since 2009/10. This 

finding bears out our evidence to the Review Body in 2011 that expenses for general dental 

practitioners were rising significantly.  

Details of changes in earnings and expenses for general dental practitioners in Scotland and Northern 

Ireland in 2011/12 are not yet available.  We will be submitting our views on the reports in 

supplementary evidence.  

There is a significant difference between the growth in taxable income expected by the uplift awarded 

by the health departments, and actual taxable income earned which has consistently dropped. 

Figure 3: Actual and intended taxable incomes as percentages  

 

The figure above takes the uplift amended taxable income as a base level of 100 per cent and the 

actual income as a percentage of that based on what the contract uplift should have delivered against 

what it actually delivered21. As is clear from the figure above, for general dental practitioners, pay drift 

has been consistently negative. Instead of pay freezes, pay cuts have been caused and uplifts have not 

been applicable in full to the earnings elements of the ratio.  

Given that the Review Body and BDA agree that dental businesses are run efficiently it is clear that the 

Health Departments‟ awards have been insufficient to provide the taxable income that was intended 

and that this has not been corrected in subsequent years.   
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7.2  Motivation, morale and wellbeing of general dental practitioners 

 We welcome DDRB‟s desire to have more analysis of motivation and its relation to pay. Below we show 

an analysis of the connection between self-reported levels of morale and self-reported perceptions of 

pay levels. It is clear that those who consider themselves to be underpaid have lower motivation.  

For the first time we have tried to find out how strong pay is as a motivating factor for general dental 

practitioners and salaried dentists. Our findings are that pay is a key driving factor in the motivation of 

general dental practitioners and levels of satisfaction with pay are very low. Table 2 shows what the 

motivating factors for respondents to our Dental Business Trends survey.  

 

We presented a range of options of motivators and asked general dental practitioners to select which 

they felt where the important factors for their motivation.  

 

 Table 2: What motivates you as a dentist? (all UK respondents, 0-100 per cent NHS commitment 

 Very 

important 

Moderately 

important 

Neutral Low 

importance 

Not 

important at 

all 

Career 
progression 

18.9 30.8 30.3 10.9 9 

Training 32.3 42.9 17.9 4.8 2 

Colleagues 32.1 42.5 20.4 3.8 1.2 

Variety of 
work 

42.8 45.9 9.9 1 0.4 

Pay 40 49.3 9.4 1.2 0.1 

Care to 
patients 

78.2 20 1.6 0 0.1 

Management 46.4 37.7 13.1 2.5 0.3 

Commitment 
to NHS 

16.7 25.8 23.5 14 20 

Job Security 57.4 31.2 9.4 1.3 0.7 

T & Cs 34.8 32.4 24.9 5.2 2.7 
 (Source: DBTS 2013) 

 

 As can be expected from a healthcare profession, providing care to patients was the most important 

motivator for dentists in the UK, with over 98 per cent identifying it as important or very important. The 

second highest motivator was identified as pay, with over 89 per cent citing it as important or very 

important. Variety of work was the third most important motivator with almost 89 per cent identifying it 

as important or very important. This shows that GDPs find the work of dentistry interesting and care 

about providing high quality care. They expect to be sufficiently rewarded financially for the time, effort 

and quality of work they provide. Almost 66 per cent of respondents do not consider NHS pay fair, 

however, with fewer than 13 per cent agreeing that it is fair. Almost a third of respondents did not 

consider that their pay was fair. What is clear is that pay is a very important motivating factor for 

dentists and that they do not feel that their expectations are being met. A substantial proportion of the 

profession can, therefore, be seen to lack motivation as a result of poor pay levels.  
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 Table 3: To what extent do you agree with the following statements? (all UK respondents, 0-100 per 

cent NHS commitment)  
  Strongly 

agree 
Agree Neutral Disagree Strongly 

disagree 
NA 

Row percentages 

The environment I work in is 
comfortable and safe 

53.7 35.7 5.4 4.2 1.0 0.0 

I get support from my work 
colleagues 

37.7 44.2 11.2 4.6 1.6 0.7 

I feel good about working at this 
practice 

47.2 35.9 8.3 5.8 2.8 0.0 

I feel secure about my job 37.7 34.2 12.4 11.1 4.5 0.1 

I have all the equipment I need 
to do my job properly 

39.0 36.2 11.0 10.4 3.4 0.0 

There are sufficient staff in my 
practice to complete the 
required work 

43.0 37.4 8.7 7.8 3.1 0.0 

I feel that my pay is fair 20.9 30.9 15.1 20.1 12.2 0.7 

I feel that remuneration for NHS 
work is fair 

3.9 8.8 9.5 25.9 39.8 12.2 

I am satisfied with the terms 
and conditions of my 
employment  (e.g. pension, 
annual leave and CPD) 

13.8 32.9 22.0 15.3 11.3 4.7 

I am satisfied with my current 
job as a dentist 

25.0 42.7 15.7 10.8 5.8 0.0 

I receive recognition for the 
work I do 

19.3 38.9 20.7 14.6 6.3 0.2 

There are opportunities for me 
to progress in my career 

11.0 31.3 31.3 17.9 6.0 2.6 

There are opportunities 
available to me to develop my 
skills 

19.3 50.3 19.2 8.1 2.7 0.5 

The practice involves staff in 
important decisions 

22.2 39.6 17.7 12.6 7.7 0.3 

I have full clinical freedom in my 
job 

43.6 36.1 8.4 8.1 3.7 0.2 

My job gives me the chance to 
do challenging and interesting 
work 

31.3 40.9 16.5 7.2 4.1 0.1 

I have sufficient time to 
complete all my work 

20.0 34.5 17.8 17.4 10.0 0.3 

I feel good about my job 22.7 38.7 20.8 10.7 6.9 0.2 

 (Source: DBTS 2013) 
 

 The table above shows that key motivating factors are not being met. Pay for NHS work is considered to 

be below what it should be by over 65 per cent of the profession and opportunities for career 

progression are not as extensive as is desired. Almost a third do not consider that they are paid fairly. 

We are very concerned that if the drops in pay that have been seen for the last few years are not 

reversed, that the motivation of the profession will continue to diminish. Just over half of respondents 
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agree that they have enough time for their work and a significant group are not content with their job 

security. This is worrying as almost 89 per cent of respondents identified job security as important. The 

erosion of terms and conditions for NHS appears to have had an impact, as almost a quarter of 

respondents report that they are unhappy with their terms and conditions. Dentists with a high NHS 

commitment were less likely to agree that their pay was fair than other colleagues and more likely to 

disagree with the statement. This shows a strong level of dissatisfaction not just with pay, but with pay 

levels in the NHS. This is likely to account for the reluctance of many dentists with a high NHS 

commitment to recommend a dental career as described below.  
   

 Figure 4: Percentage of dentists who agree with the statement “I feel my pay is fair” by NHS 

commitment 

 
 (Source: DBTS 2013)  
 

 Low levels of satisfaction among those with a high NHS commitment suggest that many dentists feel 

overworked and underpaid compared to their private colleagues.  

 
It is clear that there is a substantial correlation between motivation and perceptions of pay. It is also 

clear from the tables below that the majority of general dental practitioners consider themselves to be 

underpaid. In order to address issues of motivation we recommend that a motivating factor is applied  

to the formula in a new variable designed to counteract the damaging impact of insufficient pay on 

motivation. This variable should be based on the relationship between current pay levels, satisfaction 

with those levels and an increase designed to optimise motivation. We consider that this should be the 

minimum regularly applied uplift to incomes for general dental practitioners. If dental incomes continue 

to fall then we are very concerned about the long term sustainability of the profession and the levels of 

morale and motivation. This proposal is considered further below in our recommendations for the dental 

formula.  
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Morale among general dental practitioners continues to be low: 

 

 Figure 5: Self-reported morale for respondents in UK general dental practice   

 
 (Source: DBTS 2013) 
 

 It is unacceptable that over 30 per cent of respondents rate their morale as low or very low. This figure is 

consistent across the UK indicating that there are deep rooted problems facing dentists, rather than 

regional variations. We consider that the best way to improve both morale and motivation would be to 

increase pay for NHS work as this would not only alleviate business concerns and issues over job security 

but also result in greater feelings of recognition. Improved investment in general dental practice would 

also support better patient care.   

 

 Table 4: The relationship between fairness of pay and morale 

 Morale 

Very 
high 

High Neither low nor 
high 

Low Very low Total 
% 

Total 
N 

I 
fe

e
l t

h
a

t 
m

y
 p

a
y

 is
 

fa
ir

 

Strongly agree 23.2% 47.5% 20.4% 6.4% 2.5% 100.0% 280 

Agree 6.4% 35.4% 37.4% 16.6% 4.2% 100.0% 404 

Neutral 4.0% 20.0% 46.0% 22.5% 7.5% 100.0% 200 

Disagree 4.9% 12.4% 32.2% 37.1% 13.5% 100.0% 267 

Strongly 
disagree 

3.7% 6.7% 17.2% 35.6% 36.8% 100.0% 163 

Not applicable 10.0% 30.0% 20.0% 40.0%   100.0% 10 

Total 9.0% 27.4% 31.4% 22.0% 10.2% 100.0% 1324 
 (Source: DBTS 2013) 
 

Table 4 shows that there is a strong correlation between satisfaction with pay and morale. Those who 

think their pay is fair are more likely to have high morale, while those who feel their pay is low are more 

likely to have low morale. Another good measure of satisfaction with a working situation is whether or 

not individuals would recommend their job as a career.  We asked general dental practitioners whether 

UK England Wales
Northern
Ireland

Scotland

Very high 8.9 9.7 7.4 3.9 4.6

High 27.4 28.4 22.1 19.6 25.4

Neither high nor low 31.2 30.5 38.2 23.5 36.2

Low 22.2 21.1 25 35.3 24.6

Very low 10.3 10.3 7.4 17.6 9.2
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they would recommend a career in dentistry.  For dentists with an NHS commitment of 75 per cent or 

more less than 50 per cent would recommend a career in dentistry, while over 35 per cent would not.  

 

Figure 6: Percentage of dentists with an NHS commitment of 75 per cent or more who would or would 

not recommend a career in dentistry 

 
 (Source: DBTS 2013) 

 

The fact that so few dentists would recommend a career in dentistry shows a dissatisfaction with many 

aspects of being a dentist. If dentistry is to be an attractive career, the causes of this dissatisfaction 

must be addressed.  

  
Similarly, feelings of job security among general dental practitioners with a high NHS commitment are 

lower than their colleagues who rely less on the NHS. Table 4 above clearly showed that those who 

agreed that their pay was fair were more likely to rate their morale highly, while those who considered 

their pay unfair were more likely to rate their morale as low. The same correlation exists for job security, 

although the positive correlation is less strong. Those who feel insecure about their job, however, are 

more likely to have low morale.   

 

 Table 5: The relationship between job security and morale 
 Morale 

Very high High Neither low nor 
high 

Low Very low Total 
% 

Total 
N 

I 
fe

e
l s

e
cu

re
 a

b
o

u
t 

m
y

 j
o

b
 Strongly 

agree 
17.0% 38.7% 28.7% 10.2% 5.4% 100.0% 499 

Agree 4.0% 29.1% 37.1% 21.4% 8.4% 100.0% 453 

Neutral 4.3% 14.6% 36.6% 34.8% 9.8% 100.0% 164 

Disagree 4.7% 6.8% 25.0% 45.9% 17.6% 100.0% 148 

Strongly 
disagree 

3.3% 4.9% 13.1% 31.1% 47.5% 100.0% 61 

Not 
applicable 

  100.0%       100.0% 1 

Total 9.0% 27.4% 31.4% 22.0% 10.3% 100.0% 1326 
 (Source: DBTS 2013) 
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 According to our Foundation/Vocational dentists‟ Survey, the main reason for choosing the practice for 

their first job as an associate was career progression, as was the case last year. This could be due to the 

lack of competitive pay options available in the market place for younger dentists. With pay considered 

unfair and NHS pay in particular considered insufficient, pay will continue to be a problem if not 

addressed. Career progression was identified by 63.6 per cent of respondents as the important factor, 

yet almost a quarter of respondents to DBTS reported that there were no opportunities for career 

progression.  

 

 We have also conducted an assessment of dental practitioners‟ overall wellbeing. We asked survey 

respondents to answer four wellbeing questions on a scale of one to ten (one being not at all and ten 

being completely). The results show that GDPs report high levels of anxiety and low levels of happiness 

and satisfaction.  
  

 Table 6: Well-being questions for general dental practitioners  

 
 

Very low 
(0-4) 

Low (5-
6) 

Medium 
(7-8) 

High (9-
10) 

Total 
% 

Average 
(mean) 

Base 
N 

Life 
satisfaction 

15.5 20.5 44.6 19.4 100.0 6.74 1308 

Life 
worthwhile 

10.1 18.0 45.4 26.5 100.0 7.20 1308 

Happy 
yesterday 

15.5 22.2 37.9 24.4 100.0 6.79 1308 

  Very high (6-
10) 

High (4-
5) 

Medium (2-
3) 

Low (0-1)       

Anxious 
yesterday 

35.6 19.1 24.4 20.8 100.0 4.21 1308 

 (Source: DBTS 2013) 

 

 Compared to the UK average, however, GDPs have lower life satisfaction, were less likely to think their 

life was worthwhile and were less likely to have been happy yesterday. They also show much greater 

levels of anxiety than the general population.   

 

 Table 7: UK wellbeing score from the ONS22 

 

                                                           
22

 First Annual ONS Experimental Subjective Well-being Results Office of National Statistics 2012 
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Our research has shown that the factors of motivation are not being met sufficiently in practice and 

that the absence of sufficient pay and lack of job security are causes of low morale for general dental 

practitioners. The DDRB noted that better patient outcomes are achieved by highly motivated staff. We 

have shown that pay is a chief motivator for general dental practitioners and that satisfaction with 

current pay levels is low. In order to ensure the best outcomes for patients, the falls in pay must be 

reversed. 

 

7.3  Recruitment of general dental practitioners 

Recruitment is occurring in general dental practice, but the sector is not as dynamic as could be hoped. 

There appears to be little growth, especially in the NHS. Contract values are not increasing by enough to 

help facilitate growth and investment. As we showed in the previous section, pay is an important 

motivating factor for dentists and expectations are not being met. With practice owners taking 

substantial pay cuts it is clear that there is no scope for increasing pay in line with expectations for 

dentists. The NHS relies on graduates to boost numbers, but we consider that this masks the real 

recruitment and retention problems.  

Figure 7: Number of dentists providing NHS care in the UK by age and gender in 2012 

 
 (Source: HSCIC 2013 and Dental Statistics for Wales) 

 

Figures from the HSCIC show that the number of dentists performing work for the NHS increases every 

year. Last year saw the slowest increase in the number of dentists providing NHS care, however. The 

figures also show that the NHS recruits relatively few experienced dentists every year and instead relies 

on graduates to boost numbers. This is not recruitment in a healthy market.  
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Table 8: Number of dentists with NHS activity 2006/7-2012/13 in England  

Dentists 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 

Dentist 20,160 20,815 21,343 22,003 22,799 22,920 23,201 

Joiners - 1,709 1,803 1,899 1,955 1,715 1,693 

Leavers 1,054 1,275 1,239 1,159 1,594 1,412 - 

Net 

change 

from 

previous 

year 

- 655 528 660 796 121 281 

% change 

from 

previous 

year 

- 3.2 2.5 3.1 3.6 0.5 1.2 

(Source: HSCIC 2013) 
 

In Wales, the latest figures for joiners and leavers of NHS dental provision show: 
 

 Figure 8: NHS Dental leavers and joiners by age and gender (percentages), between 1 April 2012 and 

31 March 2013 (Wales) 

 
(Source: Statistics for Wales 2013) 
 

This year‟s BDA Vocational/Foundation Trainee Survey showed that there are difficulties for these 

dentists to obtain work as associates in general dental practice. The cost of educating a dental student 

is  £200,00023, so any dental graduates who do not go on to provide care represents a considerable lost 

resource. Only 94 per cent of those who completed our survey intended to remain in the UK working in 

dentistry. Of those who had found a post in general practice in England or Wales for after DFT, 95 per 

cent who had found work, had found work in a practice providing at least some NHS care. This career 

                                                           
23

 Hansard: 14 Sep 2012 : Column 427W, available from: 
http://www.publications.parliament.uk/pa/cm201213/cmhansrd/cm120914/text/120914w0004.htm last accessed 27.08.13 
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expectation or aspiration was not matched by the reported rates of employment. 88 per cent of 

respondents reported that they had found a post (or posts) in dentistry for after their training year. The 

majority of those who had found a place would not be working in the practice that they had trained in, 

with 84 per cent finding employment elsewhere.  

 

Those who had found a place were likely to be working full time, with 85 per cent of respondents saying 

that they would work 35 hours or more per week. A substantial minority (12 per cent), however, reported 

that they would be working under-35 hours per week. Around 90 per cent of respondents would be 

working in a single post but over 10 per cent would be working in two or more posts. In Scotland and 

Northern Ireland 13 respondents (72 per dent) reported finding a post in general practice, 4 (22 per 

cent) in hospital and 1 (six per cent) found a role in the salaried services. Twenty three of those in 

England and Wales who had found a job in general practice anticipated earning between £30,000 and 

£50,000, a further 18 anticipated earning between £50,000 and £60,000. The responses to this survey 

present some concerning findings. The job market for younger dentists does not appear to be healthy 

and a ten per cent of associates responding to our Dental Business Trends survey met the criteria for 

under-employment. This represents a lost resource for patients in the UK.    

 

While there is recruitment in general dental practice, there is also considerable attrition. This appears to 

be especially prevalent in practices with higher NHS commitment.  
 

Table 9: Changes in the number of dentists in practices. Responses by percentages  

  Increased Stayed the same Decreased 

UK 10.7 78.5 10.8 

Country England 10.8 77.6 11.7 

Wales 7.0 86.0 7.0 

Northern Ireland 18.5 70.4 11.1 

Scotland 9.5 83.8 6.8 
NHS commitment 75-100% NHS 12.5 75.6 11.9 

25-74% NHS 16.2 72.4 11.4 
0-24% NHS 7.0 83.0 10.0 

(Source: DBTS 2013) 
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Table 10: Practices which had sought to recruit an associate in the last 12 months. Responses by 

percentages  
  Yes No 

UK 31.4 68.6 

Country England 30.8 69.2 

Wales 30.2 69.8 

Northern Ireland 22.2 77.8 

Scotland 40.5 59.5 

Practice size 1.00 9.4 90.6 

2.00 18.9 81.1 

3.00 31.8 68.2 

4.00 46.6 53.4 

5+ 52.9 47.1 

NHS commitment 75-100% NHS 35.9 64.1 

25-74% NHS 39.0 61.0 

0-24% NHS 23.3 76.7 

Don't know 28.6 71.4 
(Source: DBTS 2013) 
 

According to our survey, roughly a third of practices experienced a problem in their recruitment of 

associates. We believe that there is still a recruitment problem with associates in some areas of the 

country. 

 

7.4  Retention of general dental practitioners 

 As we can see from the table above, the same proportion of practices decreased the number of dentists 

as increased. Those with a higher NHS commitment were more likely to seek to increase the number of 

dentists than those with lower NHS commitments. There is no data on why dentists are moving 

practices, or how many vacancies are being created by dentists retiring, going on maternity/paternity 

leave or moving to part-time working arrangements. As we saw in Table 3 above, however, it is clear that 

there is a great deal of dissatisfaction with pay rates. Table 2 showed that job security is very important 

to motivation. Satisfaction with the working environment and colleagues is high, so it is likely that the 

key to retaining dentists is improved pay. If contract values do not increase, however, this will not be 

possible and associates will continue to move, disrupting patient care. As we note below in Table 11 and 

above in Figure 8, a large number of those leaving the NHS in England and Wales are aged under-35. It 

is very concerning that so many young dentists are leaving. In England, the number of under-35s leaving 

is greater than the number of over 55s and while there may be many reasons for this, it does not 

indicate a healthy job market or confidence on the part of younger dentists or EU dentists returning to 

their homes or seeking work in another EU state.  
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 Table 11: Number of dentists who left the NHS by age and gender 2011/12 in England  

2011/12 Number 

 Female Male Total 

Total 615 797 1,412 

Under 35 319 251 570 

35-44 146 141 287 

45-54 63 107 179 

55 and over 87 298 385 

 (Source: NHS HSCIC 2013) 

 

 A significant group of dentists in the UK expressed a desire to retire from dentistry. Over 20 per cent of 

those aged between 55 and 60 were planning retirement in the next 12 months.  
 

Table 12: Intention to retire in the next 12 months  
  Yes  No Don’t know Total N 

UK 6.9% 89.3% 3.8% 1355 

Country England 6.8% 89.0% 4.1% 1067 

Wales 10.3% 86.8% 2.9% 68 

Northern Ireland 3.8% 96.2% 0.0% 52 

Scotland 4.6% 93.1% 2.3% 131 

Practice size 1 (Single handed) 11.7% 80.3% 8.0% 137 

2 7.9% 88.8% 3.3% 240 

3 6.9% 89.2% 4.0% 277 

4 4.7% 92.5% 2.8% 214 

5+ 6.0% 90.8% 3.3% 487 

Age < 35 0.5% 99.0% 0.5% 209 

35 - 44 1.5% 97.1% 1.5% 340 

45 - 54 1.6% 96.2% 2.2% 445 

55 - 64 21.4% 70.1% 8.5% 318 

65+ 29.7% 48.6% 21.6% 37 

 (Source: DBTS 2013) 
 

 Single handed practitioners were more likely than those in larger practices to be considering retirement. 

The repercussions of such a large number of single handed practitioners retiring are unknown but we are 

concerned about what would happen to access for small and rural communities which are more likely to 

rely on single-handed practices.  
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Table 13: Reasons for intending to retire  
 Per cent of cases 

Burden of administration/ Increasing administration   37.2% 

Increasing regulations / Unhappy with regulations / Burden of regulations  33.3% 

Stress within the profession 11.5% 

Cost of running and maintaining a practice 11.5% 

Declining levels of pay 9.0% 

Fed up with dentistry  7.7% 

Uncertainty (NHS, new contract) 6.4% 

Unhappy with the current contract 6.4% 

Workload increasing 2.6% 

Other (health, other activities, etc.) 20.5% 

Base Number 78  
 (Source: DBTS 2013) 
 

 Over the last five years the burden of regulation has increased for general dental practitioners. As we 

noted above, dentists are motivated by the ability to provide high quality care to their patients and a 

variety of work. The increasing amount of time spent away from clinical dentistry and on administration 

is affecting not only motivation but the retention of dentists in practice. If general dental practice is to 

be an attractive career option and to continue to attract the best clinicians then the administrative 

burden will have to reduce.  

 

7.5 Expenses in general dental practice  
 

More detailed expenses evidence for Scotland and Northern Ireland will follow in supplementary 

evidence as the NHS Health and Social Care Information Centre does not publish the relevant data until 

after the DDRB‟s submission deadline.  

 

As in previous years, the greatest single identifiable cost for general dental practice is staff. This is 

followed by materials and laboratory costs. The proportion of expenses in each area has changed with 

staff costs accounting for an increasing amount of expenses. In England and Wales, while each area of 

expense is increasing in real terms, with individual items being more expensive than previous years, staff 

costs are increasing more than the others. 
 

Table 14: Distribution of dental practice expenses   

Practice type Expense 2011/12 cost as percentage 
of gross income 

NHS practices Non-clinical staff costs 19.9% 

Private practices Non-clinical staff costs 19.5% 

NHS practices Laboratory costs 6.1% 

Private practices Laboratory costs 7.2% 

NHS practices Materials costs 6.6% 

Private practices Materials costs 7.4% 

NHS practices Other non-staffing costs 16.6% 

Private practices Other non-staffing costs 22.8% 
(Source: NASDAL in HSCIC Dental Earnings and Expenses England and Wales 2011/12) 
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Dental practices employ a range of roles including dental nurses, receptionists, practice managers, 

dental hygienists and dental therapists. In some areas of the UK, dental practices are important local 

employers and provide important training and jobs in rural areas. In order to keep good members of the 

dental team, provide stability for patients and motivate staff, many practices have found that they have 

had to be providing some level of pay increase. This has been occurring at the same time that the 

practice owners have been seeing a pay cut. While practice owners have been seeing an average pay cut 

of 3.8 per cent from 2010/11 to 2011/12, few employees have experienced a pay cut. In fact, many 

have seen pay increase: 

 

Table 15: Changes to dental nurse pay in the last 12 months. Responses by percentages  
  

  
Increased  Decreased  No change 

UK 59.2 1.5 39.3 

NHS 

commitment 

75-100% NHS 63.3 1.3 35.4 

25-74% NHS 54.9 2.0 43.1 

0-24% NHS 57.7 1.5 40.8 

Don't know 28.6 -  71.4 

(Source: DBTS 2013) 
 

Table 16: Changes to Hygienist pay in the last 12 months. Responses by percentages  
  Increased Decreased  No change 

UK 9.4 5.5  85.0 

NHS 

commitment 

75-100% NHS 10.3 2.7 87 

25-74% NHS 6.8 5.4 87.8 

0-24% NHS 9.7 7.7 82.6 

Don't know 16.7 -  83.3 

(Source: DBTS 2013) 

 

Table 17: Changes to Therapist pay in the last 12 months. Responses by percentages  
 Increased  Decreased  No change 

UK 26.6 2.8 70.6 

NHS 

commitment 

75-100% NHS 23.3 1.4 75.3 

25-74% NHS 28.6 4.8 66.7 

0-24% NHS 30.4 4.3 65.2 

Don't know 50.0 -  50.0 
(Source: DBTS 2013) 
 

The average increase in staff pay for those who had received an uplift was 4.2 per cent. The average 

staff pay increase, taking into account those who had received a pay freeze or pay cut was 1.93 per cent 

in England, a far better situation than the average pay cut faced by dentists. It will not be sustainable 

for practice owners to continue to increase the pay of those they employ while taking substantial pay 

cuts themselves. In order for practices to recruit and retain dental care professionals and administrative 

staff, increases in practice expenses needs to be met in full and the falls in pay reversed.  

From results of the BDA Dental Business Trends Survey 2013, practice owners in Scotland, compared 

with the rest of the UK, were the only ones not to have decreased their rates of pay for qualified dental 
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nurses.  Dental nurse pay was either retained at the same rate on the previous year or increased by an 

average of 2.79 per cent, with NHS committed practices awarding the highest average increase of just 

under three per cent.  

The cost of laboratory items in Northern Ireland can be seen below: 

 

Table 18: Cost of Laboratory items in Northern Ireland  
 Mean N 

Porcelain bonded crown with precious metal  £63.39 18 

Gold shell crown (yellow)  £60.57 14 

Full acrylic dentures  £131.71 17 

Two tooth partial skeleton chrome cobalt denture  £151.73 11 

One tooth acrylic partial  £61.80 15 

Two tooth acrylic partial  £68.07 15 
(Source: DBTS 2013) 

 

Practitioners in Scotland have seen significant increases in costs associated with laboratory items, with 

an average unit price increase of 10 per cent for bonded crowns with precious metal.   

Table 19: Cost of Laboratory items in Scotland 
All respondents  in 
Scotland 

2011-12 2012-13  

 Number Average 
cost 

Number cost Percentage change 

Porcelain bonded crown 
with precious metal 

39 £51.83 47 £57.52 +10%  

Gold shell crown 
(yellow) 

33 £65.53 38 £83.20 +21% 

Full acrylic dentures 40 £94.83 46 £97.61 +3% 
Two tooth partial 
skeleton chrome cobalt 
denture 

34 £123.32 39 £127.86 +4% 

 

Last year the BDA collected, for the first time, actual figures for utility costs. The table below shows the 

costs reported in the Dental Business Trends Survey for the last two years: 

 

Table 20: Annual utility costs, 2012 figures in brackets  
Expense Annual bill 

Water £1227.26 (£915) 

Electricity £2,651.31 (£2,264) 
(Source: DBTS 2013) 

 

Table 21: Percentage difference in utility costs from last year  
Expense Percentage difference from the previous year 

Water 34.13% 

Electricity 17.11% 
(Source: DBTS 2013) 
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The information collected in our survey supports the trend shown in section five above. Gas and 

electricity prices are increasing for practices. Water prices have also increased. Businesses such as dental 

practices do not have any options for reducing their utility usage as they have to run sterilising 

equipment and other appliances.  

Water, electricity and equipment maintenance all contributed to higher expenses costs this year with 

NHS committed practices experiencing the biggest outlay.  Since December 2012, all NHS practices in 

Scotland have been required to house a local decontamination unit.  Although some capital funding was 

made available by the CDO to some practices to support the installation of the LDUs, the significant 

revenue costs must now be borne entirely by practice owners.   

With year-on-year increases to the costs of running their practices, practitioners are finding it more and 

more difficult to invest in their practices.  Findings from the DBT survey revealed a drop in the number of 

practice owners who planned to undertake any investment during the 2012/13 financial year, compared 

with last year.   

Increasing expenses, utility costs and falling incomes have all had an impact on practice owners‟ ability 

to continue to invest in their practice. Most (53 per cent) intended to make an investment to their 

practice. Of these, 47 per cent did not manage to make all the investments they planned.  

 

We have already shown above the rapid fall in income for practice owners. We are very concerned that 

if these expenses are not met that practice ownership will become less attractive for existing practice 

owners and harder to justify and achieve for associates. Data from the Dental Business Trends Survey 

shows that of the 540 associates who responded to our survey, 24.4 per cent had been practice owners. 

It does not appear to be only older dentists selling, and this suggests that more practice owners are 

finding that the cost of running a practice does outweigh the benefit. As we mentioned in our response 

to the section on “patients at the heart”, we believe that a plurality of providers is in patients‟ best 

interests as this increases local competition. It is very concerning that practice ownership is no longer 

seen as an aspirational or positive goal.     

 

7.6  The formula 

 
This year we would like to make some recommendations for formula components.   

 

We note that the Office of National Statistics is now using RPIJ in place of RPI, as it considers it to be 

representative of international calculation standards. We would urge the Review Body to continue to use 

RPI and RPIX in their formula until they have had time to establish the impact on the formula of this 

different variable. We ask that all parties are consulted if any changes are to be made.  

 

We would like the formula to include an element for motivation and suggest this should be set at 2.5 per 

cent and included in the income component of the formula. We consider that 2.5 per cent is a suitable 

figure as it matches the average private sector pay increase24. The motivation uplift should be 

considered separately from the cost of living increase. We have set this out in the formula below. 

The HSCIC 2011-12 report for England and Wales found that the expenses-to-earnings ratio of dentists 

whose NHS commitment was 75 per cent or more was 48.8:51.2 per cent for England and Wales. Data 

                                                           
24

 http://www.personneltoday.com/articles/22/03/2013/59290/private-sector-employers-predict-2.5-pay-increase.htm The 
average private sector increase in 2012 was 2.5 per cent according to XpertHR http://www.ft.com/cms/s/0/13baca94-c06b-
11e1-982d-00144feabdc0.html#axzz2g59WXr8m  

http://www.personneltoday.com/articles/22/03/2013/59290/private-sector-employers-predict-2.5-pay-increase.htm
http://www.ft.com/cms/s/0/13baca94-c06b-11e1-982d-00144feabdc0.html#axzz2g59WXr8m
http://www.ft.com/cms/s/0/13baca94-c06b-11e1-982d-00144feabdc0.html#axzz2g59WXr8m
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from the National Association of Dental Accountants and Lawyers for NHS dentists gave laboratory and 

materials expenditure as 6.1 and 6.6 per cent of gross income. This equals 12.7 per cent of gross 

earnings. We have used last year‟s ASHE figure for dental staff pay since this year‟s figure is not yet 

available.  

For 75 per cent plus NHS committed dentists, according to the latest NHS IC figures, staff costs 

represented 26.8 per cent of expenses. The 12.7 per cent for laboratory and materials costs accounts for 

26 per cent of expenses. This means that other costs amount to 47.2 per cent as 26 + 26.8 + 47.2 = 100 

per cent of expenses. Overall laboratory and materials costs accounted for 12.7 per cent of expenses 

(26/100 x 48.8 = 12.7) staff accounted for 13.1 per cent (26.8/100 x 48.8 = 13.1) and other costs for 23 

per cent (47.2/100 x 48.8 = 23). 

 

We propose the following elements of the formula to be used this year with up to date values applied by 

DDRB as usual: 

 

A = ratio of earnings to expenses (51.2 per cent – NHS IC – table 46) 

B = (13.1 per cent NHS staff costs IC – table 30) 

C = percentage of a pay increase received by dental staff (1.3 ASHE) 

D = laboratory and material costs (12.7 per cent – NASDAL table 46) 

E = other costs (23 - table 30 and table 46) 

F = BDA recommended uplift for motivation (2.5 per cent)  

G = Treasury one per cent cost of living increase 

RPI = 3.3 per cent (ONS 17 September 2013) 

RPIX = 3.2 per cent (This is Money25) 

 

(A x (F + G)) + (B x C) + (D x RPIX) + (E x RPI) 

 

(0.512 x (2.5 + 1)) + (0.131x 1.3) + (0.127x 3.2) + (0.23x 3.3) = 1.792 + 0.17 + 0.406 + 0.759 = 3.13 per 

cent 

 

This recommendation does not correct the drop in income that dentists have experienced despite 

government intentions of a pay freeze. We ask DDRB to consider how a correcting factor could be 

applied when the economic situation recovers. 

 

7.7  Recommendations for general dental practice 
 

 Owing to the publication dates of the NHS HSCIC information, Scotland and Northern Ireland will be 

submitting supplementary evidence when this information is available. Our recommendations for 

Scotland and Northern Ireland will be made at this time. 

  

 As noted above, we consider that a separate element to take account of the motivating force of pay 

should be applied to the formula which is separate to the cost of living increase. Data from the HSCIC, 

the ASHE figure from November 2012 and the proposed cost of living and motivation uplifts deliver an 

overall uplift of 3.13 per cent in England. This does not take into account the fall in income experienced 

by dentists, which we feel supports DDRB‟s assertions that efficiency savings are not appropriate to the 

primary dental care sector.  

                                                           
25

 http://www.thisismoney.co.uk/money/news/article-1586103/Inflation--Interest-rates--Economic-growth--Unemployment-
Latest-statistics.html last accessed 27.09.2013 

http://www.thisismoney.co.uk/money/news/article-1586103/Inflation--Interest-rates--Economic-growth--Unemployment-Latest-statistics.html
http://www.thisismoney.co.uk/money/news/article-1586103/Inflation--Interest-rates--Economic-growth--Unemployment-Latest-statistics.html
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 We note that in his letter of 03 September Dr Poulter, Parliamentary Undersecretary of State for Health, 

requested that the DDRB make an uplift recommendation for general dental practitioners in England. As 

he states in his letter, an uplift must take into account uplifts for practice staff. As this is a cost for 

dental practitioners, which has previously been met as a result of pay cuts to dentists, we urge that any 

uplift be sufficient to meet existing expenses and provide an uplift to staff going forward. In addition, as 

pay has been falling for dentists for several years we consider that an uplift to the pay aspect of the 

formula is appropriate and should be applied. As noted above in section 7.6 this gives the figure of 3.13 

per cent as an uplift in England. 

 

8.  Salaried dental practitioners 

 This section addresses all salaried primary care dentists in the UK. Where issues are country specific this 

is noted. The services are referred to by different names in the countries of the UK, but we have referred 

to them as the salaried services for consistency. The government has committed to improving services 

for the most vulnerable in society and has established a working group in NHS England to look at 

delivery of services for vulnerable groups. Initially the focus is on children, those with mental health 

conditions and older adults. If the government is to meet its aims of improving services for these groups 

then increased investment in the salaried services throughout the UK is necessary.  

 

 It is vital that the government takes a long term and sustainable approach to the future of dental care 

for vulnerable groups. Part of this will be ensuring that the terms and conditions of employment for 

salaried dentists are attractive. Pay is a vital element of this and a substantial proportion of salaried 

primary care dentists already consider pay to be unfairly low. If more people are to be encouraged into 

the service and experienced dentists are to be encouraged to stay in the service, then pay will have to be 

commensurate with colleagues in general practice and other comparatively skilled clinicians  in the NHS. 

As noted above on page 18, the changes to pension contributions have had a severely detrimental 

effect on the take home pay of dentists in the salaried services. The decline in take home pay and 

general dissatisfaction with levels of remuneration cannot be allowed to continue.  Morale in the 

salaried services is low and we are concerned that if pay continues to lag behind other clinical 

professional colleagues in the NHS, it will get lower, reducing efficiency and increasing stress for both 

practitioners and the service.  

 

8.1  Motivation for salaried dental practitioners 

 Despite previous DDRB recommendations, we are disappointed that NHS Employers in England have not 

conducted any detailed assessment of motivation for staff in the salaried services. Morale and 

motivation for salaried dental practitioners continues to be extremely low. As for general dental 

practitioners, those in the salaried services reported feeling undervalued and there was a clear link 

between low motivation and low pay.  

 

For the first time, the BDA has sought to find out what motivates salaried dentists. The table below 

shows what factors salaried dental practitioners felt had the greatest effect on their motivation, and 

which they felt the received from their job. 
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 Table 22: Motivating factors for those in the salaried services UK 

 Not at all 

important 

Low 

importance 

Neutral Moderately 

important 

Very 

important 

Total 

Row Percentage Count 

Opportunities for 
career progression 

4.7 10.0 20.1 40.4 24.8 488 

Opportunities for 
professional 
training 

0.6 1.6 8.0 41.5 48.3 487 

Support from 
colleagues 

0.2 1.0 7.6 36.1 55.1 488 

Variety of work 0.2 1.8 8.6 36.5 52.9 488 

Pay 1.2 7.4 29.7 42.0 19.7 488 

Providing care to 
patients 

0.0 0.2 2.7 15.0 82.2 488 

Effective 
management 

1.0 5.0 15.9 32.1 46.0 483 

Commitment to 
the NHS 

0.6 3.3 11.1 31.1 53.9 488 

Job security 0.0 1.2 8.8 33.6 56.4 488 

Terms and 
conditions 

0.2 1.7 11.8 36.2 50.2 484 

 (Source: BDA‟s Survey of salaried dentists 2013) 
 

 It is clear from the table above that the ability to provide high quality care is extremely important to 

motivation. Over 97 per cent of the respondents cited the provision of care as their chief motivating 

factor, followed by support from colleagues and professional training. Over 60 per cent of respondents 

rated pay as a moderately important or very important motivating factor. Sufficient staff and sufficient 

time were the main issues with over 55 per cent saying that there were insufficient staff and over 46 per 

cent saying they was insufficient time for patient care.  Increased investment in both the overall service 

and individual dentists is necessary if the salaried services are to continue to deliver high quality care to 

the most vulnerable.  

 

Despite the importance of ensuring that motivation in the salaried services is high, over 40 per cent of 

respondents reported that they felt their pay was not fair. Feeling undervalued will have an effect on 

motivation in the long term and serve to devalue the service in the eyes of potential salaried dentists. 

With such a large proportion of staff in the salaried service already disappointed with pay levels, it is 

vital that salaried dentists achieve a pay increase above one per cent.   
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 Table 23: How strongly do you agree with the following statements?  

 (Source: BDA‟s Survey of salaried dentists 2013) 
  

 We remain extremely concerned that a significant number of respondents do not feel secure in their job, 

feel that their work goes unrecognised and that they are ignored. Almost 50 per cent of respondents 

 Strongly 

agree 

Agree Neutral  Disagree Strongly 

disagree 

Don’t know 

Row percentage 
The environment I work 
in is comfortable and 
safe 

24.8 51.2 11.1 9.6 3.1 0.2 

I get support from my 
work colleagues 

26.6 51.4 12.1 6.1 3.7 0 

I feel good about 
working in this dental 
service 

20.4 36.2 23.3 9.9 10.3 0 

I feel secure about my 
job 

10 28.7 24.2 24 12.9 0.2 

I have all the 
equipment I need to do 
my job properly 

11.7 35.2 22.2 22.8 8.0 0 

There are sufficient 
staff in the dental 
service I work for to 
complete the required 
work 

6.0 22.8 14.0 31.2 25.7 0.4 

I feel that my pay is fair 3.9 30.6 24.8 24 16.4 0.2 

I am satisfied with the 
terms and conditions of 
my employment 

10.9 47.5 18.9 15.2 7.6 0 

I am satisfied with my 
current job as a dentist 

14 42.9 19.3 17.2 6.6 0 

I receive recognition for 
the work I do 

7.6 26.5 24.7 25.7 15.4 0 

There are opportunities 
for me to progress in my 
career 

3.5 18.3 28.2 30.2 18.5 1.3 

There are opportunities 
available to me to 
develop my skills 

6.2 40.8 27 18.1 7.6 0.2 

The dental service I 
work in involved staff in 
important decisions 

4.7 26.7 20.4 24.3 23 0.8 

I have clinical freedom 
in my job 

10.3 56.4 19.1 10.9 3.3 0 

My job gives me the 
chance to do 
challenging and 
interesting work 

23 53.2 16.6 4.7 2.1 0.4 

I have sufficient time to 
complete all my work 

6.6 29.8 16 30.4 16.8 0.4 

I feel good about my 
job 

11.7 33.5 32.4 12.5 9.7 0.2 
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said that they are not engaged. We have had assurances that there are no redundancies expected in the 

service, yet concerns remain. If staff were better engaged and felt more valued then we consider that 

some of these anxieties could be reduced and the overall wellbeing of salaried dentists improved. The 

lack of staff and time is affecting motivation as it has an impact on the chief motivator of salaried 

dentists, the ability to provide care.   

 

 We asked respondents what affected their morale most in open text. The themes that were identified 

are included in Table 24. 

 

 Table 24: What aspects of your work as a dentist affect your morale? Open text  

 Per cent of cases 

(Ranked by how 

commonly mentioned 

as source of morale) 

What aspects 

of your work as 

a dentist affect 

your morale? 

Poor management 39.8 

Pay 15.1 

Financial issues - lack of funding/focus on cost savings 14.1 

Lack of staff 13.1 

Complaining colleagues 11.3 

Patient care 10.6 

Paperwork/Administration 10.6 

Targets 10.3 

Poor equipment 10.1 

Time constraints 10.1 

Job insecurity 9.8 

Changes/restructuring in the NHS 7.1 

Uncertainty 6.8 

Career progression 5.5 

Other 13.1 

Base N 397 
 (Source: BDA‟s Survey of salaried dentists 2013) 
 

 While poor management, lack of staff and pressures on services were cited as major causes of low 

morale, pay was the second most cited problem affecting dentists in the salaried services. This supports 

the findings in Table 23, that pay is considered insufficient for the salaried services.   

 

 Many respondents to the BDA‟s Salaried Motivation and Morale Survey reported that they felt their 

service was failing to provide enough support to deliver all the care required. With insufficient staff, 

insufficient time, insufficient involvement of staff in decisions and insufficient opportunities to progress, 

it is little wonder that a substantial proportion of staff have little confidence in their services.  
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 Table 25: Per cent of respondents agreeing that their service is meeting patient need UK  

 Frequency Per cent 

Strongly disagree 40 8.3 

Somewhat disagree 94 19.5 

Neither agree nor disagree 44 9.1 

Somewhat agree 201 41.6 

Strongly agree 96 19.9 

Don’t know 6 1.2 

Would prefer not to say 2 0.4 

Total 483 100.0 
 (Source: BDA‟s Survey of salaried dentists 2013) 

 

 Almost 30 per cent of respondents do not agree that their service is meeting the needs of their patients. 

The greatest motivator for staff in the salaried services was reported to be the ability to provide care to 

patients, and yet it is clear that a substantial group do not believe that their service is in a position to 

support them in the delivery of excellent care. With so many factors affecting their morale, it is no 

wonder that the morale of salaried dental practitioners was reported to be so low and that only just over 

half would recommend a career in the salaried service. 
 

 Table 26: Respondents who would recommend a career in the salaried service UK  

 Frequency Per cent 

Yes 275 56.7 

No 98 20.2 

Don't know 112 23.1 

Total 485 100.0 
 (Source: BDA‟s Survey of salaried dentists 2013) 

 

 Satisfaction with the service is low. A fifth of respondents would not recommend a career working in it. 

This is worrying as the demands on the service are only likely to increase in the future. More dentists will 

be required and we are concerned that if conditions and satisfaction do not improve the service will not 

be in a fit state to meet its demands in the future. Morale across the UK was reported as very low and 

stress as very high: 
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 Figure 9: Self-reported morale for those in the salaried services UK  

 
 (Source: BDA‟s Survey of salaried dentists 2013) 
  

 Over 40 per cent of respondents rate their morale as low or very low. This is concerning and something 

must be done to alleviate the strain faced by the salaried services. It cannot be the aim of the NHS or 

government to deliver care while reducing morale among their workforce.  

 

 Table 27: Levels of stress in the salaried services UK  

 Frequency Per cent 

Not at all stressful 8 1.6 

Mildly stressful 67 13.8 

Moderately stressful 229 47.1 

Very stressful 119 24.5 

Extremely stressful 60 12.3 

Would prefer not to say 2 0.4 

Don't know 1 0.2 

Total 486 100.0 
 (Source: BDA‟s Survey of salaried dentists 2013) 

 

 A highly stressed, de-motivated workforce with low morale is not in anyone‟s interests and we urge the 

health departments and health services to take urgent action to relieve the burden on salaried dentists. 

Thirty six per cent of salaried dentists responding to the survey reported that they found their work very 

stressful or extremely stressful. As well as reporting low morale and high levels of stress, those in the 

salaried services also displayed a lower wellbeing score and greater anxiety than the general population. 

The table below shows the self-reported wellbeing of those in the salaried services. The general 

populations‟ wellbeing, as reported by the Office of National Statistics, is in brackets. 
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Very high 4.1 4.5 6.3 2.3 3.3

High 22 20.9 18.8 21.8 36.7

Neither high nor low 33.5 32.8 43.8 34.5 33.3
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Very low 14.2 15.3 0 12.6 13.3
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 Table 28: Self-reported wellbeing of salaried general dental practitioners  

 Very low 

(0-4) 

Low (5-

6) 

Medium 

(7-8) 

High (9-

10) 

Total % Average 

(mean) 

Base N 

Life 
satisfaction 

17.5 (6.6) 28.3 
(17.5) 

40.7 (49.8) 13.5 
(26.1) 

100.0 6.3 481 

Life 
worthwhile 

10.1 (4.9) 17.1 
(15.1) 

45.7 (48.6) 27.1 
(31.4) 

100.0 7.3 484 

Happy 
yesterday 

16.1 
(10.9) 

21.7 (18) 39.9 (39.3) 22.3 
(31.8) 

100.0 6.7 484 

 Very 
high (6-

10) 

High (4-
5) 

Medium (2-
3) 

Low (0-1)    

Anxious 
yesterday 

30.8 
(21.8) 

18.8 
(18.1) 

26.7 (23.5) 23.8 
(36.6) 

100.0 3.8 484 

 (Source: Survey of salaried dentists 2013) 
 

 It is clear that those in the salaried dental services have a lower level of wellbeing and greater levels of 

anxiety than the general population. If the service is to continue to be able to offer care to the most 

vulnerable in our society more investment in its staff is required. To ensure that staff are motivated and 

in a position to continue to offer care to their patients, more has to be done to safeguard their 

wellbeing.  

 

 Lack of progression, lack of involvement in decisions and a lack of recognition as well as disappointment 

with pay all account for low levels of motivation in the salaried service. We are very concerned that there 

seem to be organisational issues which are damaging motivation and which are not being addressed. 

We recommend that DDRB asks NHS Employers in England and their equivalents in the devolved 

nations to undertake an analysis of what organisational improvements are required to improve the 

motivation of those in the salaried services.  

 

8.2  Recruitment of salaried dental practitioners 

 The results of our FOIA request of salaried services revealed that over 100 whole-time equivalent posts 

were advertised in the last year in the services responding, with the majority being for Band A posts. This 

shows that providers are still recruiting.  
 

Table 29: Percentage of posts that were advertised  

  Total posts advertised 
N % 

Band A 55.99 54.2% 

Band B 21.4 20.7% 

Band C - Manager 7 6.8% 

Band C  - Specialist 10 9.7% 

Other 9 8.7% 

Total 103.39 100.0% 
(Source: FOIA 2013) 

 

Almost 55 per cent of posts advertised were for Band A posts. Over 20 per cent of advertised posts were 

for Band B posts and over 16 per cent for Band C.  
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 Despite the number of posts being advertised, it is clear from the table below that many posts remained 

unfilled and that as a result many services will remain understaffed. Our accredited representatives 

survey told us that many of the problems being experienced by the service (growing waiting times for 

new patient and treatment appoints) were as a result of unfilled posts. Action must be taken to ensure 

that recruitment into the salaried services is supported to relieve the pressures on salaried services.   

 
Table 30: Advertised posts that were filled  

  Proportion of advertised 
positions filled 

Proportion of advertised 
positions unfilled  

Total 

N % N % N % 
Band A 41.69 74.5% 14.3 25.5% 55.99 100.0% 

Band B 13 60.7% 8.4 39.3% 21.4 100.0% 

Band C - 
Manager 

2 28.6% 5 71.4% 7 100.0% 

Band C  - 
Specialist 

7 70.0% 3 30.0% 10 100.0% 

Other 4 44.4% 5 55.6% 9 100.0% 

Total 67.69 65.5% 35.7 34.5% 103.39 100.0% 
(Source: FOIA 2013) 

 

Figure 10: Age and gender distribution on the salaried primary care services (total equals 100 per cent 

of employed dentists identified by the FOIA) 

 
(Source: FOIA 2013 ) 

The figure above shows that just under half of those working in the salaried primary dental care services 

are aged between 23-44, while the largest group remains those aged between 45-54. The figure also 

shows that there are more women than men in the service. This is reinforced by the figure below which 

shows that half of all those in the salaried services work at band A level, and that 42.5 per cent of all 

those in the salaried services are women at band A, while eight per cent are men at band A. Women 

contribute more staff at every level than men. 
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Figure 11: Gender distribution by employment band in primary care dental services (total equals 100) 

 
 (Source: FOIA 2013)    
 

 Our survey of Dental Foundation trainees showed that very few saw salaried services as a viable career, 

with only five per cent finding a post in salaried services after training.  To ensure the long-term 

sustainability of the service it needs to recruit young dentists and provide comparable rewards to those 

received by dentists in other parts of the profession.   

  

8.3  Retention for salaried dental practitioners  

In their evidence submission to DDRB last year, NHS Employers summarised the retention situation for 

employed staff in the NHS: 

“Maintaining the freeze would help NHS finances and is unlikely to lead to an exodus of 
staff (where would they go?). Paying 1 per cent gives some help to staff but is also 
unlikely to raise morale, being so low an award.26” 

 
This cynicism on the part of an employer is unwelcome but does highlight the issues around retention. If 

people are retained because they are afraid of not having a job then that retention is tarnished. As part 

of its drive towards excellence, we would hope that the NHS would rather that salaried dentists remain 

employed because of the working conditions and environment, not because they have nowhere else to 

go. As we have noted above, NHS finances do not appear to need that much help if they have recorded 

a £2 billion surplus.   

A quarter of services reported at least one Band A position was temporary, 13.5 per cent reported 

temporary posts in Band B and almost four per cent had temporary positions in Band C managerial 

positions.  

 

                                                           
26

 NHS Employers’ submission to the pay review body on doctors’ and dentists’ remuneration 2013/14 , NHS Employers‟ 2012 pg. 
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Table 31: Percentage of services  which employ staff in temporary positions, by number of positions and 

grade  

 0 1-5 6-10 11+ 

Band A 75.5% 24.5% 0.0% 0.0% 

Band  B 86.5% 13.5% 0.0% 0.0% 

Band C Manager 96.2% 3.8% 0.0% 0.0% 

Band  C Specialist 100.0% 0.0% 0.0% 0.0% 

Other dentists 86.8% 9.4% 1.9% 1.9% 

(Source: FOIA 2013) 

When those in the salaried services have ranked job security as important to their motivation it is very 

concerning that so many posts are temporary. A reliance on temporary posts will not improve morale 

and may damage motivation.  

8.4 Recommendations for salaried dental practitioners 

Respondents to the BDA‟s surveys made it clear that they do not work in the salaried services simply for 

the money, but for the opportunity to provide high quality care to the most vulnerable in society. While 

pay is not the strongest motivating factor it is still a motivating factor. A large proportion consider their 

pay to be unfair. We consider that, all things being equal, continuing to allow pay levels to devalue in 

real terms will have a negative effect on the workforce, discouraging recruitment into the salaried 

service as well as further lowering the motivation and morale of those already in the service.  

 

The nature of the service requires a particular commitment to care for and treat our most vulnerable 

members of society. We are concerned at the strength of feeling from salaried dentists on what we read 

as a high level of personal and professional good will and we would caution against pay settlements 

that take that commitment for granted. 

 

We note that in Dr Poulter‟s letter of 03 September he advises the DDRB to take account of the pay 

increases that those who have not yet reached the top of their increment will achieve. As noted above, 

we agree with DDRB that an incremental increase should not be considered relevant to the discussions 

of uplifts and that to limit the application of an uplift on these grounds would be to undermine pay 

differentials. Many dentists in the salaried services will be at the top of their pay band and we consider it 

vital that an uplift in keeping with other public sector workers is appropriate.  

 

To continue to compel the members of this service to increased workloads and real pay cuts will 

undermine the service and undermine the remaining goodwill of this part of the profession.  
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9.   Clinical academic staff 

 As in previous years, we are providing evidence on the recruitment and retention of clinical academic 

staff. Although this staff group is outside the formal remit of the Review Body, staffing levels among 

clinical academics have a profound influence on the quality of the education received by dental 

undergraduate students and so ultimately affect the recruitment of young people into the profession. 

Clinical academic staff play a key role within dental schools and exhibit very high levels of teaching, 

research and clinical skills which should be rewarded. Ensuring a steady intake and development of 

clinical academics is important to maintaining high standards of research. We thank the Review Body 

for considering our evidence on clinical academic staff in previous years and invite it to do so again this 

year 
 

Figure 12: Clinical academic staffing levels by grade  

(Source: the Dental Schools Council
27

) 
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Table 32: Vacant posts  

(Source: Dental Schools Council
28

) 
 

Staffing levels are increasing very slowly, which is encouraging. There remain; however, many unfilled 

posts and a 20% reduction in staff with research as part of their contract poses a significant threat to 

the dental research.  Research active staff are vital for the UK to continue to achieve excellence in oral 

and dental research. Increases in clinical teacher posts mask reductions elsewhere.  

 

It was noted last year that the Dental Schools Council (DSC) reported that nine dental schools had 

difficulties with recruitment. This year they have reported that 16 of the 18 schools reported difficulties 

in recruitment, with nine reporting that they have been unable to shortlist or appoint suitably qualified 

individuals in a range of clinical specialties. As students begin to pay £9,000 a year in fees they will 

expect to see a more immediate and direct return on their investment. This will continue to increase 

pressure on staff as students seek more direct contact with their teachers. If remuneration levels do not 

increase to make academic dentistry a competitive career option there is a danger that the number of 

unfilled posts could grow and education standards jeopardised.  

 

There are already reports from Scotland that posts which are going unfilled are being left unfilled as an 

“efficiency gain”. We consider that underemployment of academics and thus an under-exposure to 

academics for students is not an efficiency that should be sought or exploited as it does not lead to the 

outcomes that anyone wants.  
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