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Sir, as the NASDAL member responsible 
for the statistical exercise of collating 
and analysing the annual benchmarking 
statistics, I am very happy to respond to 
some of your readers’ questions about your 
article in April’s edition.1 

For those who don’t know, the National 
Association of Specialist Dental Accountants 
and Lawyers – NASDAL – was set up in 1998. 
It is an association of accountants and lawyers 
who specialise in acting for and looking 
after the accounting, tax and legal affairs of 
dentists. 

On an annual basis, the Benchmarking 
Survey statistics are gathered from the 
accountant members of NASDAL across the 
UK who together act for more than a quarter 
of self-employed dentists. The statistics 
provide average ‘state-of-the-nation’ figures 
so NASDAL accountants can benchmark 
their clients’ earnings and expenditure and 
help them run their practices more profitably. 
They provide a detailed picture of dental 
practice finances, sourced directly from 
dentists working privately and in the NHS. 
The figures published by the Public Health 

England’s Information Centre reflect the 
income of NHS dentists only. NASDAL’s 
designation of practices as either private or 
NHS reflects that 80% of business income 
comes from that source. The sample size is 
600 practices and 600 associates.

In answer to some of the questions posed:
Are the averages stated mean, median or 
mode?
The averages given are the mean. The 
median and mode averages would not be 
appropriate.

Are these data available in a regional 
breakdown?
We do collect the data regionally but we 
reserve the broken down regional data for 
NASDAL members and their clients.

Do you collect data by gender?
No, we don’t.

Do the figures take into account NHS 
abatement applied in the following tax year?
Yes they do. The data are derived from 

accounts that are prepared on an accruals 
basis.

Did the figures take into account those 
associates who went unpaid during 
COVID-19?
It did. 

In regard to UDA rates – are regional data 
available?
I’m afraid not.

Do these data reflect that associates are 
tending to work at multiple practices more 
now rather than one practice full time? 
Do you have the numbers of hours worked 
against the £’s earned?
The data are not currently detailed enough 
to show reports of findings based on hours 
worked. However, thank you for this and 
other suggestions from your readers. We 
continually review the statistics that we 
collect so we will consider what may be 
appropriate to add in moving forward. 

I. Simpson, Partner, Humphrey & Co,  
Chartered Accountants, via email

Associate questions: A response

Dire consequences 

Sir, I would like to give you my thoughts 
on your article in BDJ in Practice regarding 
associate pay, and the likely reason why this 
is the case.

Overall there was a significant reduction 
in associates’ incomes while simultaneously 
an increase in practice principals’ incomes 
– particularly those with an NHS contract. 
At the start of the pandemic in March 2020, 
private incomes were naturally decimated 
as practices were closed and this continued 
for around three months. Letters from the 
CDO on behalf of the NHS confirmed all staff 
income and associate NHS income was meant 
to continue as per previous levels bar a partial 
abatement (for associates) which the BDA 
and NASDAL advised should account for lab 
bills, in order to reflect the cost savings made 
by not doing lab work. During the following 
months and across the UK, many associate 
dentist, hygienist and staff contracts were 
terminated with immediate effect or were 
given their notice period.

As part of the British Dental Action Group 

which was formed in response to this crisis, 
I read and responded with advice to some of 
these cases on the BDAG Facebook group. The 
accounts of these associates were horrendous. 
Several associates reported getting a phone 
call on the weekend telling them no longer to 
come into work on the Monday. In another 
case the principal initially deducted 60% 
of associates’ monthly NHS pay and later 
terminated two dentists and three nurses, 
thereby running the contract that had a 20% 
NHS target and 0% abatement (from 8 June 
2020) for the remainder of the year on a 
significantly reduced payroll. Though this latter 
case was an extreme example, overall, there 
were many reports of associates having up to 
40% deducted off their monthly NHS pay and 
a multitude of terminations and notice periods 
were served. Some principals even threatened 
their staff and clinicians with referral to the 
GDC based on everything from standard 
human treatment error, record keeping deficits, 
differences of clinical opinion to outright 
lies. At the same time this minority cohort of 

principals profited from the guaranteed NHS 
pay as long as a minimum of 20% activity was 
performed, 0% abatement for the majority 
of 2020, complimentary PPE and used the 
NHS money they gained often to carry out 
significant renovation works and expand their 
businesses.

The reduced target NHS contract pay has 
so far continued, and with good reason. It 
would be impossible that NHS practices 
could have delivered 100% of their target. 
Even now a 100% NHS target is unachievable 
due to patients' extra dental needs and the 
disastrous UDA system which is at its core, a 
cheap labour model driving associates, nurses 
and the entire dental team to exhaustion and 
demoralisation.

The LDC Confederation which covers 
most of London reported that 100 associates 
complained to them about pay issues at 
the start of the pandemic. After two years, 
most – but not all – of these associates said 
they had reached a resolution. Whether this 
was a mutually satisfactory resolution or 
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