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Evaluation of personal dental services (PDS) first
wave pilots: the alternative to general dental
services (GDS) offered by the capitation-based
pilots
H. S. T. McLeod,1 A. J. Morris2 Series Editor: K. B. Hill3

Since 1948, incentives associated with the remuneration of general dental practitioners (GDPs) have remained largely
unaltered for the care of adults. In 2000/01, 89% of GDPs’ gross income relating to adult patients came from fees for
over 400 items of service.1 The direct ‘treadmill’ link between income and items of treatment provided has been long
recognised: in 1964, the Tattersall report declared that ‘there is no future for the profession, or indeed for general dental
practice as an art and a science, in the system of remuneration as presently operated’.2 Tattersall et al. outlined an
alternative system of remuneration based on capitation payments with an element of fee-for-service payments for
complex treatment. Nearly 20 years later, Gordon3 eloquently stated the argument for change: ‘What is required is a
fundamental change in the system of dental remuneration. To go from the Scylla of item of service (over-prescribing) to
the Charybdis of capitation (supervised neglect) at least has the advantages that it can be monitored and policed in a far
more effective manner.’
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While child capitation was promoted,4,5

piloted6 and implemented in the 1990
`New Contract’,7 views on adult capita-
tion remained more cautious.8 After a
number of developments in the 1990s,9-14

15 first wave personal dental services
(PDS) pilots were approved to commence
from October 1998. The PDS regulations
provided an opportunity for GDPs to
experiment with capitation-based fund-
ing of adult general dental services. 

EVALUATION OF THE CAPITATION-BASED
PDS PILOTS
This paper focuses on the four pilots
formed by GDPs wishing to provide gen-
eral dental services using remuneration
arrangements based on capitation for
adult patients, and forms part of a wider
evaluation of first and second wave PDS
pilots funded by the Department of
Health.15-17 Qualitative data on each pilot
were collected from the pilot lead and
health authority lead in semi-structured
face-to-face interviews held between
February and April in 2000 and 2001. The
pilots’ contracts and annual reports to the
Department of Health were examined.
Additional data collection took place as
part of the wider evaluation.17

Activity data relating to the four capi-
tation-based pilots and GDS activity in
the host health authorities were supplied
by the Dental Practice Board for England
and Wales (DPB). Some baseline data were
problematic due to difficulties relating to
contract number changes following the

change from GDS to PDS. Treatment data
for the year in which the pilots started,
1998/99, have not been used because of
data quality issues.

PILOT CHARACTERISTICS
The four capitation-based pilots varied con-
siderably (Table 1). While both pilots A and
B were located in small rural towns, pilot A
aimed to provide comprehensive care for
the entire local population, pilot B focused
on adults only and included a quarter of the
practices in the locality. Pilots C and D both
operated in deprived urban locations and
shared a stated focus on children with
unmet needs while also including adults.

Main objective of the pilots
All four capitation-based pilots had objec-
tives to increase access to routine dental
care. Pilots A and B both aimed to improve
access in response to a high level of
demand for care, and their objectives were
expressed as targets to increase the number
of registered patients. Pilots C and D both

● This paper evaluates the development of primary dental care by the four first wave personal
dental services (PDS) pilots which introduced locally agreed remuneration arrangements for
adult care based on capitation funding. 

● On the basis of limited data, the pilots were found to have promoted a less interventionist
approach to care by participating dentists compared with historical GDS activity, and
provided an incentive to care for additional patients. 

● The experience of these pilots provides a basis for developing a capitation funding model for
adult primary dental care. 
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experienced low levels of demand from
high needs populations and did not specify
targets for registration increases.

Capitation-based contracts
Each pilot was the product of local negoti-
ation between the host health authority
and a number of principal dentists,
referred to as ‘providers’ in the resulting
contracts. Local contract development was
subject to two criteria. First, the provider
dentists had to be funded at a level that at
least matched their pre-pilot GDS income
in return for a similar level of service. Sec-
ond, patients treated in any pilot would
continue to be charged the same patients’
charges as would apply within NHS GDS.
The local funding arrangements are out-
lined below:

Pilot A: A ‘baseline’ payment was paid
to each of the providers by the health
authority. The baseline payments were set
at a level which would match the historical
GDS non-patient fee income of the
providers. Net increases in the number of
registered patients attracted annual
‘growth’ payments of £50 for children and
exempt patients and £30 for fee-paying
patients. Growth payments were initially
calculated for each six-month period, and
later calculated on a monthly basis. The
higher rate for growth payments to exempt
patients compared with fee-paying
patients was intended to balance the finan-
cial reward of treating these two patient
groups over a period of about four years.
Non-provider dentists working in the pilot
were paid on a fee-per-item basis by the
practice-owning providers. 

Pilot B: This pilot was limited to adults.
For newly registered patients, fees per item
of treatment were payable, at the GDS rates,
for the first course of treatment provided.
All the dentists working in the pilot had
provider status. Monthly capitation fees
became payable on completion of the first
course of treatment. Three levels of the cap-
itation payments were initially used. Pay-
ments for patients with some natural teeth
were at a rate equivalent to an annual pay-
ment of £29.76 and, until April 2002, high-
er and lower level payments were used for

high need and edentulous patients respec-
tively. The higher and lower level payments
were discontinued because they were
reported to be little used and administra-
tively cumbersome. The capitation pay-
ments were subject to bi-annual review and
covered a specified range of common treat-
ments. All payments made to the pilot were
net of patient charges collected. In April
2002, the registration period was extended
to two years in order to encourage an
increase in the time between inspections.

Pilot C: The level of the capitation pay-
ments was age-related and equivalent to
annual payments ranging from £16.92 for
children aged up to two, to £50.88 for chil-
dren aged 13 to 17. The capitation pay-
ments were made on a monthly basis and
covered a specified range of common treat-
ments. Some activity attracted fees per
item of treatment in line with the GDS pay-
ment schedule. Endodontic treatment and
complex periodontal treatment were paid
at the GDS rates plus 10%. 

Pilot D: In addition to setting baseline
payments to match the historical income of
the providers under the GDS regulations,
the level of growth payments for additional
registrations was initially set to match the
historical GDS income. This resulted in

practice-level annual growth payments
varying from £46 to £70 per additional reg-
istration. From September 2000, 70% of the
funding per registration was set at the same
level across all the practices in the pilot,
and 30% was weighted by the Jarman
score, based on the location of the patient’s
residence. This approach resulted in an
average annual payment of £63 per regis-
tration (range £60 to £64). Funding was
calculated using registration data on a
monthly basis. The non-provider dentists
in this pilot were funded through a range of
mechanisms from salaried to capitation or
a mixture of capitation and fee-per-item.
In addition, some of the pilot’s activity was
carried out by salaried staff seconded from
the community dental service.

ACCESS TO PRIMARY DENTAL CARE
The capitation-based pilots expressed their
aims to increase access in terms of registra-
tions, which was therefore a key measure
for these pilots. Figure 1 shows the change
in registrations between the quarters end-
ing December 1998 and June 2001. 

Pilot A: The initial target was to increase
registrations by up to 15% per annum. The
number of registrations increased by 14%
between December 1998 and September

Table 1  PDS Pilot characteristics

Pilot Number of practices in the pilot Number of dentists Average number of Demand for NHS Type of locality
in March 2001 in the pilot in March 2001 patients registered with dental care*

the pilot in 2000/01
providers non-providers adults children

or Vocational Trainees

A 8 8 11 29,203 10,937 High small rural town

B 3 7 8 16,883 0 High small rural town

C 7 7 5 10,032 3,943 Low deprived urban 

D 7 9 161 20,730 8,641 Low deprived urban

1 Plus three community dental service dentists.
* ‘High’ indicates a high level of demand for care, and ‘Low’ indicates a low level of demand from a high needs population as judged by the host Health Authority
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Figure 1  Change in total patient registrations for the four capitation-based pilots
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1999. Further increases were not realised
and the pilot forecast a 4% increase in net
registrations in 2001/02. The health
authority lead for the pilot reported that the
pilot had achieved its objective to ‘provide
unhindered access to NHS dental services
to the residential population’. Complaints
by members of the public to the health
authority about the unavailability of NHS
dentists in the locality were reported to
have ceased. The overall increase in regis-
trations to March 2001 was limited due to
one of the nine providers leaving the pilot
in early 2001 (see below).

Pilot B: The pilot’s initial target was to
increase registrations by 18% between
October 1998 and March 2000, and it expe-
rienced an increase of 9% over this period.
The target increase for 2000/01 was 11%,

and it experienced an increase of 4% over
this period based on data presented in the
pilot’s annual report, or 2% based on DPB
data. The pilot’s 2000/01 annual report stat-
ed that there were no availability problems
in the designated area, and so the pilot had
‘completely’ reached its target population.

Pilot C: This pilot did not set specific tar-
gets for registrations although an increase
in registrations was an objective, particu-
larly for children. The pilot experienced a
reduction in the number of participating
dentists and this accounts for an overall
reduction in registrations of 34% between
December 1998 and March 2001. However,
the number of child registrations increased
by 29%, and the number of adult registra-
tions increased by 1% during this period,
for dentists who remained in the pilot.

Pilot D: The pilot did not report registra-
tion targets, although, as with pilot C,
increasing registrations for children was a
particular objective. This pilot experienced
the largest increase in registrations. This is
in part due to the pilot increasing the regis-
tration period from 15 to 24 months. The
number of child registrations increased by
45% and the number of adult registrations
increased by 30%, between December 1998
and March 2001. The dip in registrations in
the quarters ending September 1999 and
September 2000 was reported by the health
authority lead to be due to vocational
trainees leaving post and their patients not
being immediately re-registered. 

ACTIVITY MEASURES
Some insight into the pattern of treatment
provided by these pilots is provided by
comparing the PDS activity provided by
each pilot with the GDS activity provided
by those dentists who subsequently went
into the pilot. In order to facilitate a ‘like
for like’ comparison, the DPB provided the
evaluation team with a set of activity data
for these pilots in 1999/00 and 2000/01
which were processed using the GDS regu-
lation criteria. This approach means that
any activity provided by the PDS pilot that
would not have accrued a fee under the
GDS regulations is excluded from the com-
parison. It is important to note that the
incentive to collect these data is different
under GDS and PDS; under the latter
arrangements there was often no link
between such reporting and payment, as
there is under GDS. 

Types of treatment
Table 2 uses data grouped into seven treat-
ment types used by the DPB and described
in Box 1. Pilots A and D shared a trend of
reducing the proportion of activity classi-
fied as ‘intricate work’ and to increase the
proportion of work classified as ‘no dental
intervention’ (Table 2). While pilot B also
shows an increase in the proportion of
activity classified as no dental interven-
tion, the proportion of intricate work was
maintained. This finding is consistent with
the pilot’s financial incentives because
intricate work attracted fee for service pay-
ments in pilot B. Pilot C experienced little
change in the proportion of intricate work,
but experienced a substantial move from
the routine work classification to no dental
intervention. 

Common items of treatment 
Table 3 summarises the treatment rates for
the most common items of treatment for
adults in the three pilots with 15 month
registration periods. The table includes the
GDS treatment rates in 1997/98 for the
dentists that subsequently went into the

Table 2 Comparison of item of service claims in 1997/98 and 2000/01
Number of item of service claims Percentage of item of service
in each treatment type claims in each treatment type
1997/98a 2000/01b % change 1997/98 2000/01 change in %

Pilot A

type 1 Intricate work 1,383 1,167 -15.6 3.9 2.3 -1.6

type 2 More than routine 1,255 1,476 17.6 3.5 2.9 -0.6

type 3 Dentures 1,147 1,125 -1.9 3.2 2.2 -1.0

type 4 Routine work 13,878 16,023 15.5 38.7 31.3 -7.4

type 5 Repairs/refixing 1,257 1,339 6.5 3.5 2.6 -0.9

type 6 Miscellaneous 431 439 1.9 1.2 0.9 -0.3

type 7 No dental intervention 16,524 29,698 79.7 46.1 57.9 11.9

total 35,875 51,267 42.9 100.0 100.0 0.0
Pilot B

type 1 Intricate work 793 712 -10.2 2.5 2.6 0.1

type 2 More than routine 373 315 -15.5 1.2 1.1 0.0

type 3 Dentures 740 650 -12.2 2.3 2.3 0.0

type 4 Routine work 9,974 7,856 -21.2 31.2 28.4 -2.8

type 5 Repairs/refixing 979 576 -41.2 3.1 2.1 -1.0

type 6 Miscellaneous 387 171 -55.8 1.2 0.6 -0.6

type 7 No dental intervention 18,685 17,394 -6.9 58.5 62.9 4.3

total 31,931 27,674 -13.3 100.0 100.0 0.0
Pilot C

type 1 Intricate work 1,887 1,128 -40.2 7.8 8.0 0.2

type 2 More than routine 2,349 1,175 -50.0 9.7 8.3 -1.3

type 3 Dentures 757 326 -56.9 3.1 2.3 -0.8

type 4 Routine work 11,225 4,109 -63.4 46.1 29.1 -17.0

type 5 Repairs/refixing 782 483 -38.2 3.2 3.4 0.2

type 6 Miscellaneous 422 63 -85.1 1.7 0.4 -1.3

type 7 No dental intervention 6,904 6,838 -1.0 28.4 48.4 20.0

total 24,326 14,122 -41.9 100.0 100.0 0.0
Pilot D

type 1 Intricate work 1,933 1,146 -40.7 9.1 4.5 -4.6

type 2 More than routine 1,917 1,774 -7.5 9.0 6.9 -2.1

type 3 Dentures 632 700 10.8 3.0 2.7 -0.2

type 4 Routine work 9,312 11,991 28.8 43.8 47.0 3.2

type 5 Repairs/refixing 850 902 6.1 4.0 3.5 -0.5

type 6 Miscellaneous 344 425 23.5 1.6 1.7 0.0

type 7 No dental intervention 6,270 8,594 37.1 29.5 33.7 4.2

total 21,258 25,532 20.1 100.0 100.0 0.0

aGDS activity for dentists who subsequently went into the PDS pilot. 
bPDS activity (processed by the DPB using GDS regulations) for all dentists in the pilot.
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PDS pilots, and the treatment rates for all
dentists working in the pilots in 1999/00
and 2000/01. Treatment rates are also
shown for comparator GDS activity within
the host health authorities. The difference
in change in treatment rates between
1997/98 and 2000/01 for each pilot and
comparator was tested for statistical signif-
icance using standard probabilistic argu-
ments and regarding the number of items
of treatment as poisson random variables.

The GDS registration period for adults
changed from two years to 15 months on
September 1,1996. This change means that
registration data for 1997/98 are inflated in
comparison with registration data for
1999/00 and 2000/01, and treatment rates
based on registrations will increase over
time, other things being equal.

Table 3 shows that for teeth filled (one
of the common items of treatment), pilots A

and B experienced a reduction in treatment
rates between 1997/98 and 2000/01 in con-
trast to increases experienced by the GDS
comparators. Pilot C experienced a much
larger reduction in the rate of teeth filled
than its GDS comparator. The reductions in
treatment rates for teeth filled were such
that while in 1997/98 the dentists that sub-
sequently went into the pilots experienced
higher treatment rates than their local GDS
colleagues, by 1999/00 the dentists in the
PDS pilots had lower treatments rates,
which were sustained in 2000/01. 

Table 3 also illustrates the very wide
variation in treatment rates between pilots
and between other GDPs working in the
four health authorities. For example, in
2000/01 the rate for teeth filled varied from
58 per 100 adult registrations in Pilot A to
318 per 100 adult registrations for the GDS
dentists in pilot C’s health authority. 

Scaling was another common item of
treatment and all three pilots experienced
a reduction in treatment rates between
1997/98 and 2000/01 in contrast to
increases experienced by the GDS com-
parators (Table 3). The three pilots also
share a trend of smaller reductions or little
change in rates for the three other items of
treatment shown in Table 3 (teeth extract-
ed, teeth inlayed or crowned, teeth root
filled) between 1997/98 and 2000/01. 

While sharing activity trends, the
pilots were subject to considerable varia-
tion in the detail of the capitation fund-
ing arrangements and the payment meth-
ods for participating dentists. For
example, in pilot A, while the providers
(practice owners) were funded on the
basis of the capitation payments outlined
above, the non-provider dentists working
in the pilot were paid on the basis of their
activity and the GDS fee structure. For
this reason, the provider and non-
provider dentists did not share the same
financial incentives. As expected the
provider dentists experienced lower treat-
ment rates than their non-provider col-
leagues. This comparison is simplistic,
however, as it may be that non-provider
dentists saw a higher proportion of ‘new’
patients (requiring comparatively high
levels of treatment) than the provider
dentists with their established patient
lists. 

Courses of treatment
The average number of completed courses
of treatment in each six-month period
between the six months ending September

Table 3  item of treatment rates per 100 adult registrations
Number of items of Item of treatment rate per 100 adult registrations Change in rate between Difference in change in rate
treatment in 2000/01 1997/98 and 2000/01 between pilot and

Pilot GDS HA comparator comparator (95% CIs)
Pilot Comparator 97/98 99/00 00/01 97/98 99/00 00/01 pilot comparator

Pilot A
teeth filled 16,830 179,667 81 61 58 71 76 73 -23.1 2.0 -25.2* (-26.6 to -23.7)

scaling 19,605 208,415 70 72 67 76 87 85 -3.2 8.8 -12.0* (-13.5 to -10.6)

teeth extracted 3,805 26,947 14 13 13 10 11 11 -1.0 0.6 -1.6* (-2.3 to -1.0)

teeth inl. or cro. 1,758 20,213 7 7 6 7 8 8 -1.2 1.0 -2.2* (-2.7 to -1.8)

teeth root filled 1,105 11,257 5 4 4 4 5 5 -1.3 0.5 -1.8* (-2.2 to -1.5)

Pilot B
teeth filled 11,296 112,133 75 64 67 66 73 73 -8.2 7.0 -15.2* (-17.1 to -13.4)

scaling 9,863 130,932 64 51 59 76 84 85 -4.9 9.2 -14.1* (-15.8 to -12.4)

teeth extracted 2,314 16,521 15 14 14 11 11 11 -1.4 0.2 -1.6* (-2.4 to -0.8)

teeth inl. or cro. 821 11,693 6 5 5 6 8 8 -0.8 1.6 -2.3* (-2.8 to -1.8)

teeth root filled 331 7,027 2 2 2 4 4 5 0.1 0.8 -0.7* (-1.0 to -0.4)

Pilot C
teeth filled 4,979 241,161 411 116 126 343 342 318 -285.1 -25.5 -259.5* (-266.2 to -252.9)

scaling 4,615 135,363 179 110 117 169 180 178 -62.3 9.5 -71.8* (-76.8 to -66.8)

teeth extracted 882 23,435 27 17 22 30 32 31 -4.3 1.0 -5.3* (-7.4 to -3.3)

teeth inl. or cro. 1,094 26,483 35 26 28 31 34 35 -6.8 4.2 -11.0* (-13.4 to -8.7)

teeth root filled 964 24,604 37 23 24 32 33 32 -12.6 0.7 -13.2* (-15.5 to -11.0)

* p<0.05

Box 1 Dental treatment types
Type Title Content

1 Intricate work Case assessment, surgical periodontal, veneers, inlays, crowns, bridges, 
orthodontic appliances, obturators.

2 More than routine Non-surgical periodontal, endodontics, surgical removals, root canal and 
pulp extirpation, temporary bridges, temporary crowns.

3 Dentures Dentures (including incomplete).

4 Routine work Two visit periodontal, fillings, extractions, post-operative care, general 
anaesthetic, pre-operative scaling, domiciliary visits, recalled attendance, 
acute condition, dressings, abscess, relative analgesia.

5 Repairs/refixing Repairs, refixing, recementing: inlays, crowns, bridges, dentures and 
obturators, orthodontic study models.

6 Miscellaneous Pathological/bacteriological examination, stoning, sensitive cementum, 
occlusal equilibration, prescription, referral, other treatment.

7 No dental intervention Examination, simple scaling, x-ray, transfer, fissure sealant, topical fluoride.

Source: DPB
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1999 and September 2001 is shown in Fig-
ure 2. The two ‘high demand’ pilots (A and
B) experienced a higher number of com-
pleted courses of treatment compared
with the ‘low demand’ pilots. It is interest-
ing that pilot C’s experience is similar to
pilot D’s experience given that the regis-
tration period for pilot D is 24 months
compared with the other pilots’ registra-
tion period of 15 months.

Costs 
The estimated aggregate cost in 2000/01 of
the three pilots that maintained 15 month
registration periods is shown in Table 4.
These cost data include the payments made
to the pilots under the locally agreed capi-
tation-based funding arrangements and
the estimated payments made by patients
(who continued to pay charges due under
the GDS regulations). The patient charges
may be under recorded, either because of
treatment data transmission problems or a
reduction in the incentive to record treat-
ment by dentists who no longer had to
record treatment in order to be paid. 

The cost comparison with regional GDS
activity shown in Table 4 is not straight-
forward for three reasons. First, the
regional GDS costs provide only very lim-

ited insight into what the cost of treat-
ment provided to the pilots’ patients
might have been if they had been treated
under GDS arrangements. Second, a
measure of cost based on registrations is
unsatisfactory. For example, the cost per
registration under a service which offers
access to an entire local population is not
comparable with one in which ‘new’
patients are barred. Third, the care provid-
ed under PDS and GDS is not equivalent.
PDS is characterised by less intervention
(particularly teeth filled) and greater
reported (though not quantified) patient
education. Demonstrating whether the
intended improvement in oral health
under PDS is realised would require
detailed study over a period longer than
three years.  In the short term, the finan-
cial support for a less interventionist
approach has provided sufficient time and
incentive for PDS dentists to provide
improved access to primary dental care
for NHS patients.

Estimates of what the PDS activity in
2000/01 would have cost if funded under
the GDS regulations, provides a further
comparison (Table 4). However, for the rea-
sons noted above, this measure is of limited
value.

THE IMPACT OF CAPITATION FUNDING
ON ACTIVITY
The absence of many of the historical
income maximising incentives associated
with the GDS regulations provided an
opportunity for the PDS dentists to promote
a less interventionist approach to dental
care. The analysis presented here indicates
that the capitation-based pilots experienced
changes in treatment patterns which are
compatible with the new incentives.

Of the two pilots which aimed to
increase access to primary dental care in
response to high levels of demand for serv-
ices, pilot A more clearly illustrates the
potential for changing practice. Pilot A
reduced the rate of teeth filled (from 81 to
61 per 100 adult registrations) and then
sustained a low rate compared with local
general dental practitioners. Pilot B experi-
enced a similar, but smaller, change in
practice, which is in line with its decision to
maintain the GDS funding arrangements
for a patient’s first course of treatment. In
this respect, pilot B’s approach follows Tat-
tersall’s recommendation.

The ‘low demand’ pilots C and D also
experienced changes in the pattern of care
provided in line with a more preventative
approach. However, these pilots differed
from each other in terms of context, man-
agement and financial arrangements, and
outcomes and therefore provide only a
limited basis for comparison. Nevertheless,
these pilots offer important insights into
the challenges of providing high quality
primary dental care to patients with high
needs. 

The less interventionist approach, com-
bined with the availability of growth fund-
ing, contributed to the pilots’ ability to
treat additional patients. For example, pilot
A was successful in terms of providing
access to primary dental care such that
complaints to the local health authority by
members of the public unable to see an
NHS dentist in the pilot’s locality were
reported to have ceased. The fact that this
outcome was achieved with less than the
expected increase in registrations high-
lights the extent to which registrations is
an unsatisfactory denominator. 

Table 4 2000/01 cost data for the three pilots with 15 month registration periods
Pilot Average number of PDS Mean cost per registration4(£)

registered PDS gross cost1 PDS GDS Estimated % difference between
patients1 (£) gross cost1 regional PDS cost PDS gross cost and

mean cost2 under GDS
regulations3 GDS Estimated PDS 

regional cost under
mean cost GDS regulations 

A 41,243 2,460,263 59.65 58.53 40.80 -1.9 -31.6

B 16,883 867,233 51.37 57.45 43.59 11.8 -42.1

C 13,974 924,438 66.15 76.55 54.21 15.7 -34.7

Cost data do not include superannuation payments. 1DPB data.  2Dental Practice Board (2001). 3DPB data on the cost of PDS activity funded under GDS
regulations.  Child capitation and adult continuing care costs calculated from the SDR using quarterly registration data. 4Adults and children in pilots A and C, and
adults only in pilot B.
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Figure 2  Average number of courses of treatment per registration for the four capitation-based pilots1

1Data reported on the monthly activity returns (MARs) produced by the DPB.  The data covering the year to March 2000 have been
discounted by a pilot-specific factor calculated by the DPB which is intended to account for double counting of activity data during
this period due to data collection and transmission problems.
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The move to a more preventive
approach to dental care implies that GDS
arrangements result in some unnecessary
treatment. Similarly, dental care provided
under capitation funding arrangements is
open to the perverse incentive to under
treat or withhold necessary treatment.
One measure that sheds some light on this
issue is the Dental Reference Service
patient examinations. Although the num-
ber of examined patients from the pilots
was small, the Dental Reference Service
had not identified any systematic prob-
lems during the study period. It may be
too early to assess the potential conse-
quences of any over-zealous embracing of
a ‘watch and wait’ philosophy. Neverthe-
less, one PDS pilot lead dentist empha-
sised that the Dental Reference Service is
able to detect under treatment, because a
hole that should have been filled is visible.
‘On the other side of the coin, you can’t
demonstrate over prescription, because
you can see a tooth that has got a filling
in, but you don’t know whether it had a
hole that needed it. So you are not com-
paring like with like. Whilst all my
patients are there and the evidence is
there, the corresponding evidence for over
prescription is not available.’

A further concern is the potential
increase in the incentive for a PDS dentist
to promote private dental treatment in
comparison with a dentist offering NHS
care under the GDS regulations. In the
absence of routine activity data on private
practice activity, this issue could not be
explored. However, the pilots’ health
authority leads reported that there had not
been any increase in patient enquiries or
complaints which may have indicated a
major increase in private activity. The
health authority lead for one of the pilots
reported that the randomly chosen inspec-
tion of 20 patients’ notes during each
quarterly visit to practices had not indi-
cated any change in the level of recorded
private activity. 

Local contracts for primary dental care
In general the capitation-based pilots
have been managed through informal
contact between the health authority and
pilot leads, based on a high level of mutu-
al trust. The contracts are simplistic. Sev-
eral of the more proactive health authori-
ty and pilot leads have started to develop
more sophisticated contracting arrange-
ments which begin to provide a frame-
work for performance management
appropriate for organisations as they
move beyond pioneer pilot status. Many
of these issues are shared by the first
wave personal medical services (PMS)
pilots.18 Arrangements for monitoring
activity and cost need to improve in order

to better manage dentists’ workload
when, for example, dentists join or leave
a pilot. Nevertheless, the local contracts
have provided a framework in which
health authorities and dentists have start-
ed to address quality issues, which has
great potential when compared with the
GDS arrangements. 

Three dentists left pilot C during
1999/00 and a further three dentists left in
2000/01. One of the nine provider dentists
left pilot A in early 2001. Some departures
are not necessarily related to the opera-
tion of the pilot (eg leaving after a period
of maternity leave) while others illustrate
issues that need to be addressed if capita-
tion-based funding is to be successfully
extended. For example, one dentist was
reported to have left a pilot because they
were seeing a high proportion of high-
need patients requiring treatment at a
level that made the local funding arrange-
ments financially unattractive. A needs-
based capitation funding formula is
required to support local contracting for
primary dental services.

Another dentist was reported to have
left a pilot because they were ‘not work-
ing towards the scheme’s objectives’. The
health authority lead reported that this
dentist would not have met subsequently
introduced acceptance criteria for den-
tists wishing to join the pilot, and so
illustrates the greater potential of the
pilots to influence practice compared
with GDS.

Information technology and management
information
The use of IT to electronically transfer
activity and cost data between the pilots
and the DPB was a feature of the first
wave pilots. For some pilots this repre-
sented an opportunity to gain additional
funds to update existing software and
hardware, while for others it entailed
computerisation and a difficult learning
curve. IT problems led to the collection of
basic PDS activity data being problematic.
With hindsight, it is clear that the chal-
lenge associated with adapting the GDS
data collection procedures was greater
than initially anticipated. Data manage-
ment issues would have benefited from
more effective communication between
the pilots, health authorities, the Depart-
ment of Health and DPB. Whilst payment
moved to a capitation basis, the retention
of all GDS mechanisms for calculating
patient charges and basic reporting of
activity meant that any other data-related
tasks required by the pilot for perform-
ance management represented an addi-
tional burden, and the new pilot-related
information tended to suffer in conse-
quence.

Sharing experience
The pilots could undoubtedly have learnt
from each other and the absence of initia-
tives by the Department of Health to pro-
mote ‘collaborative’ learning is a feature of
the PDS (and PMS) first wave, in contrast
to other major pilot programmes.19 The
NHS Modernisation Agency’s role in tak-
ing forward the agenda set out in NHS
Dentistry: Options for Change20 will facili-
tate opportunities to address this deficien-
cy with the proposed field sites.

LESSONS
It is impossible to determine the ‘ideal’ cap-
itation model on the basis of the four pilots
with their diverse funding arrangements
and characteristics. Unlike the trial of child
capitation,6 the PDS pilots were not set up
under the auspices of a controlled clinical
trial. The available routine data were limit-
ed and of variable quality and it was not
possible to directly measure the oral health
of patients. 

Having noted this caveat, the PDS capi-
tation-based pilots succeeded in providing
an opportunity for dentists to pursue a less
interventionist approach to dental care, in
contrast to the incentives associated with
the GDS regulations. The pilots demon-
strate that the concerns expressed by Tat-
tersall and other commentators since can
be addressed. Nevertheless, local manage-
ment capability is necessary if the potential
of local contracting for primary dental care
is to be realised. The development of dental
expertise within strategic health authorities
and primary care trusts (PCTs) is now a key
challenge in order to secure effective lead-
ership in the future if local commissioning
is to be extended.

The pilots provide a basis for addressing
a range of issues. For example, the experi-
ence of pilot A suggests that it is not neces-
sary to fund the first course of treatment
for ‘new’ patients using item of service
payments. Similarly, the experience of pilot
B suggests that associate dentists do not
necessarily have to remain funded under
the GDS regulations. Arrangements for
managing payments flows relating to the
transfer of patients, when dentists join or
leave could be improved if the lessons of
these pilots are acted upon. 

Further analysis of problems associated
with the national GDS contractual arrange-
ments was produced by The Audit Com-
mission in 200221 and NHS Dentistry:
Options for Change20 could be viewed as a
step towards replacing GDS funding
arrangements. The limited experience of
the capitation-based pilots suggests that
this alternative is promising. However,
there are a number of major outstanding
issues which must be addressed. These
include the development of a needs-based
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capitation funding formula for use across
PCT populations, a related change in the
role of registrations to one based on PCT
populations, a review of patient charges
and further research on the benefit of com-
monplace dental interventions to guide
change.22

The capitation-based pilots illustrate the
potential for dentists to change their pre-
scribing behaviour and provide care which
was commonly viewed as being to the
long-term benefit of patients. Whether in
response to ‘high’ or ‘low’ local demand,
the pilots have enabled dentists to step off
the ‘treadmill’ and work towards the goal
of maintaining their patients’ dental fit-
ness.

The views expressed in this paper are those of the
authors and are not necessarily those of the
Department of Health which funded the evaluation.
The authors would like to thank the staff in the four
pilots and health authorities who gave freely of their
time in enabling the authors to gather data. The
authors also wish to thank the staff of the Dental
Practice Board for England and Wales for supplying
data. 
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In issue no. 8 of the BDJ (October 25, 2003), the two answers given for the CPD
questions (p.469) were incorrect. The answers given were:

Article 1: Hameotology Article 2: Topical Fluorides

1. B 1. A
2. D 2. B
3. C 3. D
4. A 4. B

The correct answers are:

Article 1: Hameotology Article 2: Topical Fluorides

1. B 1. A
2. C 2. B
3. D 3. C
4. A 4. B

We apologise for any inconvenience this may have caused. For any further queries
please contact the Eastman at BDJ Eastman CPD, 123 Grays Inn Rd, London, WC1X
8WD or e-mail support@bdjeastmancpd.com
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