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A dental workforce review for a Midlands
Strategic Health Authority
P. Hornby,1 E. Stokes,2 W. Russell,3 D. Cochrane4 and J. Morris5

Objective To explore opportunities for workforce development in NHS
general dental services (GDS) in Shropshire and Staffordshire.
Method Secondary data sources were supplemented with a primary
survey of GDS practices to build up a profile of the existing GDS
workforce and its current capacity. Attitudes and perceptions on current
workforce issues and potential solutions were gathered using a second
survey and explored further through other qualitative techniques
including interviews and a focus group discussion.
Results The results confirm that there is a shortage of dentists in the
area, fuelled by multiple factors including the move from NHS to private
work, the decision to retire early and a growing disillusionment with NHS
policies and remuneration. Modelling of alternate approaches to future
dental clinical needs highlighted the opportunity for meeting the
consequent workforce demands through increased involvement of
hygienists and therapists.
Conclusions This study has provided local evidence to inform dental
service development in Shropshire and Staffordshire. It has provided a
starting point for exploring new ways of working and will contribute
towards a more effective implementation of new and evolving service
strategies.

INTRODUCTION
This paper describes a project commissioned by the Shropshire
and Staffordshire Workforce Development Confederation (WDC)
in collaboration with local Primary Care Trusts (PCTs). The aim of
the study was to provide a basis for addressing perceived local
dental workforce problems. Fundamental to these perceptions
were longstanding problems with access to routine NHS dental
care, as evidenced by high call rates to NHS Direct, falling regis-
tration levels, a lack of practices taking on new NHS patients and
complaints from residents. In addition PCTs were aware that the
Options for change1 policy development would lead to them tak-
ing on commissioning responsibility for General Dental Services
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(GDS) and that they would need more information to support this.
Despite actions to improve the situation, adult registration rates

within the area remain low; the Strategic Health Authority (SHA)
ranked 22nd out of the 28 English SHAs in March 2004 with a take-
up rate per 100 population of 38.0 compared with 46.5 for Midlands
and The East NHS Area and 44.1 for England.2 Attempts by local
NHS organisations to improve access had been reportedly frustrat-
ed by difficulties in recruiting new dentists to the area. The area has
low numbers of dentists for the size of the population; a study in
2001 put the three then health authorities in the lowest quartile for
numbers of dentists in England and Wales.3 A more recent analysis4

has confirmed this; dentists tending to be concentrated in affluent
urban areas. Dental Access Centres (DACs) were established in all
three areas under Personal Dental Service (PDS) arrangements after
1998. Three of the 10 PCTs within the area have subsequently been
recognised as amongst the 16 PCTs with the greatest problems of
access to NHS dentistry: they are currently working with the NHS
Dentistry Support Team to address the issue.5-7 A fourth PCT was
due to be visited by the team in November 2004.

A survey mounted in December 1999, focusing on the West Mid-
lands, identified that a clear differentiation exists between Shire
counties (generally less well-served) and urban areas.8 The evidence
further suggested that while there was no sign of large scale de-reg-
istrations, major problems existed in the provision for patients not
registered with a dentist, including emergency care. A 2001 survey
of general dental practitioners (GDPs) in South Staffordshire9 also
suggested that a significant number of dentists intended to retire
early. While the service problems were clear, it was less clear what
practical steps could be taken to address the workforce issues at the
core of the access problems, particularly in the Shire counties.

As a consequence the purpose of the project developed into a
broad exploration of issues and opportunities for workforce
development in local NHS dentistry. It provided an opportunity to
link local issues and opportunities to national proposals for revi-
talising NHS dentistry.1 Within the national proposals come rec-
ommendations for change in remuneration, practice size and
roles for hygienists and therapists, all of which are directed
towards a more effective development and mobilisation of the
dental workforce.

The aims of the project were therefore to:
1. Profile the existing composition of the dental workforce and

assess its capacity to meet local needs now and in the future

• The findings from this paper may be used for comparative purposes with other studies
and against the national picture.

• The findings complement the national review.
• This study provides a valuable evidence base in response to a range of key issues in order

to inform local workforce development.
• The outcomes contribute to both local and wider strategies for ways forward in

developing the dental workforce.

I N  B R I E F

RESEARCH

VERIFIABLE 
CPD PAPER



RESEARCH

576 BRITISH DENTAL JOURNAL  VOLUME 200 NO. 10 MAY 27 2006

2. Explore perceptions about staffing shortfalls and the capacity to
close this gap through general recruitment and local training,
new ways of working and barriers to progress

3. Develop a picture of future requirements and how they could be
met, taking into account the new strategic policies for NHS den-
tistry, workforce re-design and innovation in dental health care.

This was a timely study given the paucity of evidence surround-
ing the dental workforce in Shropshire and Staffordshire. It allowed
both a depth and breadth of information to be gathered using pri-
mary and secondary sources of data, and a variety of methodologi-
cal techniques. This work enabled issues outlined by previous den-
tal workforce studies to be fully explored in this local context. 

This paper presents an overview of the study, its key findings and
their implications. Complementary findings emergent from specific
methodological components will be reported in detail elsewhere.

METHODS
A multi-method approach was required in order to meet the aims
and objectives of the study. Quantitative information on dental
practices, their characteristics and those of their staff were taken
from secondary data sources and supplemented with a survey
sent to all GDS practices. This provided information for work-
force modelling. Some of this information was also mapped
using a geographical information system (GIS) in order to pro-
vide a visual and spatial representation of the information. A
range of qualitative techniques (a survey, semi-structured inter-
views and a focus group discussion) was used to capture atti-
tudes and opinions on current workforce issues, and potential
solutions. Open evening workshops were held to test conclusions
arising from the quantitative modelling. The study was conduct-
ed between May 2002 and May 2003.

Information was collected for Shropshire and Staffordshire. The
SHA is made up of the three former health authorities of North
Staffordshire, South Staffordshire and Shropshire, and much of the
information can still be disaggregated into the three areas. Results
are presented separately for the three former health authority areas
where there appear to be differences between them, and in total
where patterns are similar.

In order to obtain a profile of the existing workforce, information
was gathered initially from two secondary data sources. These were
databases on dentists working in the GDS from the PCTs, and General
Dental Council (GDC) electronic professional registers for dentists,
hygienists and therapists. For each dentist in the area, the PCT 
databases provided information including gender, date of birth, posi-
tion (owner/ associate) and practice postcode. All dentists/ hygien-
ists/ therapists on the GDC registers with a postcode (practice/home)
in Shropshire or Staffordshire were identified. The registers provided
their name, registration address and qualifications. Neither source
provided information about the number of hours worked. 

This information was then supplemented by a quantitative sur-
vey of GDS practices. A self-administered questionnaire was sent to
a senior dentist in each of the 59 GDS practices in North Stafford-
shire, 85 in South Staffordshire and 73 in Shropshire. The survey
gathered data on staff who are not recorded on existing databases,
in particular dental nurses and administrative staff. Data were also
collected on the number of sessions worked per week by each staff
sub-group providing an indicative measure of the whole-time
equivalence (WTE) of the staff employed. It also included a range of
other information, such as vacancy factors and turnover, needed to
draw a comprehensive profile of the workforce. 

The GIS methodology (ArcView) was used to illustrate information
such as the number of dentists at each practice, and whether practices
had a practice manager, vocational training position or vacancy for
an associate. It was also possible to plot the number of dentists per
population with measures of population density and deprivation. 

To provide a framework for the collection and analysis of data,
two separate models were designed. The first was a ‘stock and flow’
model to capture the characteristics of dental movement into,
through and out of the dental services in Shropshire and Stafford-
shire. The second provided a vehicle for using existing demands for
the service to forecast future workforce requirements under differ-
ent conditions of skill-mixing between dentists, hygienists and
therapists and comparing this with projections of future supply.

The profiling of the dental workforce was essentially a quanti-
tative exercise. To provide a more comprehensive underlying pic-
ture required the collection and analysis of ‘soft’ information
based on individual opinions, values and judgments. 

The qualitative research activities provided a descriptive
account of the attitudes and perceptions of the dental workforce. A
self-administered postal survey was sent to all 481 dentists work-
ing in the GDS to obtain their views on workforce issues. The con-
tent of this survey was informed by earlier studies.8,10 The issues
covered related to recruitment and retention, and perceptions were
gathered using Likert scales of agreement to a series of themed
attitudinal statements and a few open questions. 

The issues identified in the survey were explored in greater detail
through 40 individual semi-structured interviews with a purposive
sample of 25 dentists in the GDS, three vocational trainees (VTs),
three therapists, three hygienists, three nurses and three practice
managers. The sampling criteria included age, gender, professional
status, and geographical location. Finally the views of local PCT
representatives were sought in the light of all the other information
at a focus group discussion. Nine individuals were invited; their
operational roles included primary care administrators and man-
agers, dental practice advisors and those with responsibility for Per-
sonal Dental Services and Community Dental Services.

Qualitative survey data recorded using Likert scales were
analysed using summary statistics. A content analysis approach
was used for the open questions on the survey and for the semi-
structured interviews and focus group discussion.

Results were shared at two open evening workshops at both
Telford and Stafford, to which staff from all GDS practices in
Shropshire and Staffordshire were invited to attend. The work-
shops were part presentation and part working groups of partici-
pants. They were used to test the conclusions arising from analysis
of the quantitative data, to provide a practical context to the issues
facing local dentistry and to explore the potential of different solu-
tions to present and likely future problems.

In order to inform future strategy, the quantitative and qualita-
tive findings were drawn together, and are presented by workforce
issue in the results. 

RESULTS

RESPONSE RATES
The quantitative survey of GDS practices returned a response rate
of 70% (n = 151). For the attitudes and perceptions questionnaire,
there was a response rate of 38% (n = 185). Interviews were con-
ducted with 40 respondents split between the staff groups as
planned. There were very few refusals to participate, but in the
instances when a respondent declined, another respondent was
identified with matching characteristics. Five PCT representatives
attended the focus group discussion. The four open evening work-
shops were attended by 20-30 participants, who were primarily
dentists, but also included hygienists, therapists and other staff.

WORKFORCE PROFILE
According to PCT records, there were 469 dentists working in the
GDS across Shropshire and Staffordshire at the start of the study.
Slightly greater numbers of dentists were recorded on the GDC
register in or within 10km of the two counties (Table 1). 
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There were 30-40% of practices not using the service provided
by hygienists. At the time of the study, legislation had only just
changed allowing therapists to work in GDS.

Nurses
Taking the wider workforce as a whole there was a substantial
support workforce with dental nurses comprising just under 40%
of the WTE clinical workforce. Nurses were available in all local
practices although their level of formal training varied substan-
tially. There was serious concern among dentists however over a
shortage of qualified dental nurses. 

Administrative staff
There was a relatively low ratio of one administrative worker to
every dentist. The comparative figure for GPs is closer to a ratio
of 2:1. Moreover, the distribution of practice managers was
patchy, with up to 50% of practices reporting no designated
practice manager. Subsequent workshop discussions with den-
tists suggested that the under-use of practice managers was due
to a combination of a shortage of trained practice managers;
limited understanding of the quantifiable benefits to be realised
from using practice managers and a lack of accessible processes
for sharing practice managers between small practices.

SERVICE CAPACITY
Approximately half the dental practitioners worked in small prac-
tices with only one or two dentists, and 21% were in single-hand-
ed practices. This is of particular significance since the smaller
practices are felt to be most at risk of permanent closure when the
practice owner decides either to move elsewhere or retire. 

The registration rates, the proportion of the population registered
with an NHS dentist, are shown in Table 4. The rates were all lower
than the England and Wales average of 49%.2 Average NHS list sizes
were higher in Staffordshire than Shropshire (Table 4). These can be
compared to an average NHS list size for England and Wales of
1475.2 The findings from the practice survey on the reported propor-
tion of time spent on NHS work, also shown in Table 4, were broadly
consistent with these registration rates and list sizes.

The qualitative findings clearly confirmed that there was a deep
dissatisfaction regarding the current remuneration system for NHS
dentists, but also demonstrated that the move to private dentistry
was influenced largely by the potential for greater financial bene-
fits and the opportunity to provide a better quality service. As with
reasons for early retirement, there were frequent references to the
NHS treadmill, red tape and too much paperwork. There was also a
strong belief that newly qualified dentists are driven to seek posi-
tions that offer good potential for career advancement and the
scope for a substantial proportion of private work.

Current participation rates, ie the proportion of available time
spent in surgery, amongst full time dental practitioners in the two
counties were high (70-80%). Nevertheless, 29% of practices sur-
veyed reported that a surgery room was only in use for up to two
days per week, suggesting that there was at least some physical
capacity for expansion.

The GIS work showed that there were approximately 3.0 regis-
tered dentists per 10,000 resident population across the two coun-
ties. Nationally, for England and Wales, average provision was sig-
nificantly higher at 3.6. Areas of above average deprivation and
population density in the two counties have generally still lower
levels of provision.

SERVICE DEVELOPMENT ISSUES

Recruiting and retaining staff
The practice survey found significant turnover amongst several
staff groups. Results showed that 25% of associate dentists and

The distribution of the workforce as a whole (based on the GDS
practice survey) is shown in Table 2. The unregistered support staff
(dental nurses and administrative staff) made up 65% of the dental
workforce. 

Dentists
The proportion of women in the dentist workforce was 29% with
greater numbers of women in the younger age groups (Table 3). The
age distribution of dentists gives clear cause for concern. There are
significant numbers in the area that may opt to retire early over the
next five to 10 years. Overall nearly 30% of dentists were aged 50
or over, with 13% over 55 years old. Evidence from our qualitative
work suggested that there was a likelihood that many of these den-
tists over 55 would retire early in the absence of any policy to retain
them. It also indicated that the decision to retire early was influ-
enced by the views that working in NHS dentistry was extremely
stressful and that the levels of bureaucracy were too demanding.
The most frequently cited main reason for early retirement was
‘reached “burn-out”/worries about health’. The NHS was often
described as a ‘treadmill’, with too much red tape and paperwork.

Hygienists and therapists
According to the GDC registers, there were 236 hygienists and 36
therapists in or within 10km of Shropshire and Staffordshire,
although apart from the research team’s survey, no data were
available on whether or where they were currently working.

Table 1  Number (headcount) of dental practitioners by source of
information

N. Staffs S. Staffs Shropshire

Dental practitioners on the GDC Register 138 197 173
Dental practitioners on PCT records 127 192 150
Headcount of practitioners from the survey 114 126 118
Survey count versus PCT records as a % 89% 66% 79%

Table 2  Distribution of GDS practice staff based on current in-post WTEs

N. Staffs S. Staffs Shropshire Total Percentage*

Practice owners 58 63 57 178 19
Associates 24 30 28 82 9
Vocational trainees 9 5 2 16 2
Dental therapists 0 0 0 0 0
Dental hygienists 12 14 20 46 5
Dental nurses 120 122 108 350 38
Admin staff 72 97 88 257 28

*Does not add up to 100 due to rounding

Table 3  Shropshire and Staffordshire GDS dentists (excluding VTs) by
gender and five year age band

Age band Male Female Total Percentage

25-29 20 27 47 10.5
30-34 35 26 61 13.6
35-39 47 31 78 17.4
40-44 49 14 63 14.1
45-49 51 17 68 15.2
50-54 58 12 70 15.6
55-59 48 2 50 11.2
60 and over 9 2 11 2.5

317 131 448 100.0

Table 4  Provision of dental services

N. Staffs S. Staffs Shropshire

Registration rates (%)* 45 46 42
NHS list size* 1623 1408 1191
Proportion of time on NHS work (%) 63 64 51

*These are weighted averages (for adults and children combined) of figures for individual PCTs
based on December 2002 information from the Dental Practice Board
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31% of dental nurses left in the last year. Many clearly move
between local practices, with 41% of associates that left and 52%
of nurses staying within the same county.

The practice survey sought data on the number of vacant posts
subject to genuine attempts to recruit staff in the last year. The cur-
rent vacancy factors for associates were 38%, 30% and 26% in
North Staffordshire, South Staffordshire and Shropshire respec-
tively. For hygienists, the current vacancy factors were 34% in
North and South Staffordshire and 21% in Shropshire. The evi-
dence of pressure of work on dental practitioners is demonstrated
in the desire to recruit associate dentists and hygienists. 

There was a clear perception amongst all participant groups
from the qualitative work that there was a substantial shortage of
NHS dentists in the local area. Dentists believed that there was a
sufficiently poor socio-economic image of both counties that
made it extremely difficult to recruit newly qualified dentists. They
also believed that it was difficult to retain VTs once their training
ended. However there were mixed views amongst dentists with
respect to the advantages and disadvantages that vocational train-
ing positions can bring to a practice. Key factors which were per-
ceived to be the causes of NHS dentist shortages included the
growing move towards private dentistry and the intention
amongst dentists to retire early.

Future requirements based on workforce modelling and new
ways of working
Opportunities for the reallocation of workload were modelled
and explored, once future service requirements had been esti-
mated. Using North Staffordshire as an example, the population
served by NHS dentistry was assumed to be the proportion of the
resident population registered with an NHS dentist: 45% of
451,000 in North Staffordshire, giving a population served by
NHS dentistry of 202,900. The expected number of visits per
patient per annum was four, based on casemix data from the
Dental Practice Board (DPB), giving a total of 812,000 visits per
annum in North Staffordshire. 

It was estimated that the North Staffordshire NHS dentistry
population required 153 WTE dental clinicians to cover NHS work
alone. This assumed that a reasonable workload per WTE is four
patients an hour, for nine 3.5 hour sessions per week, and 42 weeks
per year; ie 126 patients per week, or 5,292 NHS patient visits per
year. Where modelling assumptions were required, judgements
were made by the dental advisors to the project, and were support-
ed when shared with participants at the workshops. 

Not all of these clinicians need be dentists. Information on
casemix, ie the percentage distribution of interventions in the seven
treatment categories, as defined by the DPB and shown in Table 5,
was apportioned to different clinical providers on the basis of com-
petency to practise. Applying these figures to North Staffordshire
suggested that 54% of visits should be to dentists, 31% to hygienists
and 15% to therapists. This corresponded to a WTE requirement for
82 dentists, 24 therapists and 48 hygienists. The results for all three
areas are shown in Table 6. A note of caution however; dentists
expressed concerns over the change in legislation allowing thera-
pists to work in the GDS. The concerns focused particularly on a
lack of clarity of roles and that responsibility for treatment provid-
ed by a therapist would remain with dentists.

DISCUSSION 
This study has assessed the existing composition of the dental work-
force, and the current GDS capacity in Shropshire and Staffordshire.
It has addressed workforce development issues around recruiting
and retaining staff, and future requirements, including alternative
scenarios for service delivery using new ways of working. 

The study has clearly confirmed that there is a shortage of dental
staff in Shropshire and Staffordshire. However the modelling has

shown that, under certain conditions, these additional staff need
not be dentists, but could be hygienists and/ or therapists. Key fac-
tors contributing to shortages of dentists are the shift from NHS to
private work and the decision to retire early; issues which are
underpinned by a growing sense of disillusionment with the policy
framework around dental service delivery and remuneration.

The multi-method approach used in the study enabled breadth
and depth of information to be obtained. The surveys gathered
valuable facts and opinions from a credible sample of dentists,
while the interviews and the focus group discussion were able to
provide a greater level of understanding of issues from a smaller
response group, with the latter specifically involved in service
planning. The triangulation of results from all aspects of the study
has enabled greater reinforcement of findings. It is therefore possi-
ble to suggest more realistic, contextually relevant, ways forward
for Shropshire and Staffordshire. 

This was a local study, and while other areas of the UK that expe-
rience difficulty with access to NHS dental care may have similar
problems, it is not possible to generalise widely the results of this
study. In addition there may be issues of non-response bias. Howev-
er the approach used is certainly transferable. The methodological
framework described here could be appropriate for other researchers
who wished to explore workforce profile and development issues in
another geographical area. Given the current national concern
regarding the provision of dental care, it is quite possible that others
may wish to replicate elements of this study in their local setting.

The information obtained from the workforce profiling is in keep-
ing with other studies. The national study by Seward10 reported that
women make up 32% of the Dentists Register, with greater propor-
tions of them in the younger age groups, which is consistent with
findings here. A survey on the availability of primary dental care
conducted in the West Midlands8 reported an overall response rate of
77%, which is similar to the practice survey response rate here. It also
reported that an average of 29 hours was worked per contract, which
is 8.3 sessions per week, and again consistent with our findings.

Table 5  Dental Practice Board treatment types

Type Short title Content

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

Type 2 More than Non surgical periodontal, endodontics, surgical 
routine work removals, root canal and pulp extirpation,

temporary bridges, temporary crowns

Type 3 Dentures Dentures (including incomplete)

Type 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

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

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

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

Source: Taken from the DPB website, http://www.dpb.nhs.uk

Table 6  Workforce requirements for the future (in WTEs)

N. Staffs S. Staffs Shropshire TOTAL

Clinicians 153.4 201.7 126.3 481.4
Dentists 82.1 108.0 67.7 257.8
Therapists 23.6 31.0 19.4 74.0
Hygienists 47.6 62.6 39.2 149.4

Dental nurses 138.1 181.5 113.7 433.3
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The NHS dental service is overstretched at present, and this
local study showed no demonstrable spare capacity. There are high
participation rates among dentists, and a below average dentist to
population ratio. High vacancy factors and wastage rates were
reported. Strategies to consider in order to maintain current work-
force numbers need to focus on recruitment, retention and the pos-
sibilities for increasing the scope of vocational training. It is neces-
sary to understand the reasons for the current behaviour of the
workforce to address these issues. It is particularly important to
consider the high proportion of small practices that are most at risk
of permanent closure, given the current age structure. Not surpris-
ingly, small practices tend to experience a greater negative impact
from many of the problems presented in this paper.

There is a belief that the local area has a poor reputation and
this deters potential dentists (including VTs) from working in the
area. Factors potentially driving this situation include distance
from dental schools and the relatively long distance that VTs have
to travel to attend day release. Retention of dentists is certainly a
problem, with several drains on the existing workforce: the shift
from NHS to private work and early retirement. The shift from
NHS to private work is not only due to dissatisfaction with the
NHS remuneration system, and the potential for greater financial
benefits in the private sector, but also so that dentists can spend
more time with patients and provide a better quality service.
Therefore increases in the fees-for-service would not solve all the
problems. Exhaustion, stress and too much bureaucracy fuel the
decision to retire early. These findings are consistent with the
national picture: the shift away from NHS to private practice is
well documented,11 as is the dissatisfaction regarding the current
NHS remuneration system,1 which deters dentists from NHS prac-
tice. The move to new pay arrangements for GDPs which are not
directly linked to individual items of treatment, has the promise, if
successful, to improve retention of dentists within the GDS
including deferred retirement. Many of the practitioners referred
to ‘burnout’ under existing arrangements and hopefully the new
arrangements will allow more varied working and thus reduce
stress on dentists. The move to new contractual models is also
likely to bring with it the potential for improving practice man-
agement capacity, such as was seen with medical practitioners in
the past. 

The nearest university training is in Birmingham and Manches-
ter, producing about 125 registered dentists, and 28 hygienists and
therapists per year. We believe this is inadequate to meet the cur-
rent shortfall in Shropshire and Staffordshire. The picture is also
bleak with regard to VT places with fewer than 20 local practices
with VTs in-post. Hygienist and therapist capacity is planned to
grown in line with the national programme but is unlikely to sup-
port a major expansion in this element of the workforce over the
next five years. The lack of qualified dental nurses is equally prob-
lematic. Access to nurse training is difficult, with little support
provided to enable existing staff to participate in distance learning
programmes. There is a real need to enhance training capacity in
the local area for all dental staff groups.

The scenarios modelled have provided estimates of the mini-
mum number of dentists required, with the additional workload
being met by hygienists and therapists. While the change in legis-
lation allowing therapists to work in the GDS allows greater flexi-
bility in the way the service is provided, it is important to be mind-
ful of concerns that exist over this change. A key area of concern is
the issue of who takes responsibility for the work done by thera-
pists. In practical terms, there is a large shortfall in the number of
therapists in the area compared to the number required if there
were shifts in clinical service patterns, which blocks any signifi-
cant shift in this direction in the short term. While there appears to
be a surplus of hygienists, the hours worked and locations of work
for the hygienists identified on the GDC register are unclear. These

concerns also apply to therapists. In addition there are concerns
over the cost effectiveness of dental therapists compared to den-
tists.12

Since this study was undertaken, the national dental work-
force review has been published13 and it has been announced
that 170 additional dental training places will be provided from
2005.14 Furthermore 1,000 dentists will be recruited, both inter-
nally and overseas, as an interim measure pending the impact of
the additional trainees from 2010 onwards. These numbers seem
minimal given the local analysis and will not address the
regional imbalance unless some targeting of vacancies takes
place. At the time of writing PCTs in the three areas were seek-
ing to engage with Department of Health overseas recruiting
initiatives. While the Office of Fair Trading15 called for further
deregulation of dentistry, this is unlikely in the near future and
the impact on access would be uncertain. PCTs are expected to
take on full responsibility for commissioning all dental services
from April 2006. Four of the PCTs in this study went on to work
with the NHS dental support team as they continued to experi-
ence significant difficulties in ensuring access to NHS dentistry
for their residents.

CONCLUSION
This study has provided substantial depth and breadth of
information to inform dental service development in
Shropshire and Staffordshire, and a methodology that is trans-
ferable to other localities. The study provides local evidence of
the scale of problems that had previously only been reported
anecdotally. The modelling of new ways of working gives a
starting point for the future, while the opinions gathered will
contribute towards a more effective implementation of evolv-
ing strategies. The evidence can also assist decision-makers as
they address the feasibility of government proposals and poli-
cy and develop dental services.
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