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not prepared to offer dentists contracts to 
treat children and adults who are exempt 
from charges,’ and ‘In areas where this does 
happen, it will do nothing to ease health 
inequalities which exist.’2

In response to these concerns, the DoH 
allowed primary care trusts (PCTs) to nego-
tiate child-only and restricted contracts with 
dentists if they so wished.3 This resulted in 
most health bodies agreeing to restrictive 
contracts where dentists had previously 
seen a limited range of patients.4 The DoH 
has subsequently become far less supportive 
of PCTs allowing restrictive contracts and 
does not encourage their continued use.5

The aim of this paper is to use an eco-
logical approach to determine if restric-
tive contracts have any value in addressing 
health inequalities. Tackling health ine-
qualities is the sixth competence which 
commissioning PCTs must have as part of 
their responsibilities under the World Class 
Commissioning Programme.6

Previous studies carried out both locally 
in the North East and nationally have dem-
onstrated that there is a strong associa-
tion between deprivation and lower social 
class and experience of dental disease.7,8 
Those people living in the most deprived 
areas experience the greatest levels of 
dental disease.

INTRODUCTION
A new NHS dental contract was intro-
duced for all independent dental contrac-
tors in England in 2006. The period before 
the implementation of the contract was 
marked by rigorous debate between the 
dental profession and the Department of 
Health (DoH).

One of the most controversial initial pro-
posals in the new contract was that den-
tists who restricted their NHS services to 
children and patients exempt from paying 
dental charges would either have to accept 
a contract to see all patient groups or not 
take on a contract at all under the new 
arrangements.1

The British Dental Association publicly 
stated that ‘The BDA is concerned that 
priority groups could be put at risk of los-
ing access where primary care trusts are 
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Deprivation can be measured in a number 
of ways. The method currently in most 
widespread use in England is the Index 
of Multiple Deprivation (IMD) 2007. The 
IMD brings together 37 different indica-
tors which cover specifi c aspects or dimen-
sions of deprivation: income, employment, 
health and disability, education, skills and 
training, barriers to housing and services, 
living environment, and crime. These vari-
ous elements are weighted and combined 
to create the overall IMD 2007. It identifi es 
levels of deprivation in small areas called 
lower super output areas (LSOA). Each 
area contains on average 1,500 people. 
In England there are 32,482 lower super 
output areas.9

SETTINGS
The North East of England is the small-
est Government Offi ce region in England; 
it has a population of approximately 2.5 
million people and is a relatively deprived 
area, with an excess of deprived LSOA 
compared to national (English) norms. 
It has approximately 18% of LSOA in 
the most deprived 10% (decile) of areas 
in England.10

The North East is made up of two densely 
populated urban areas containing the con-
urbations of Tyne and Wear and Teesside, 
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• Restrictive dental contracts in the North 
East provided the majority of their dental 
care to residents of the more affl uent 
lower super output areas.

• However, restrictive dental contracts did 
provide some dental care to residents of the 
most deprived lower super output areas.

• Commissioners should carefully consider 
the impact of ending restrictive contracts 
on access to dental services for their 
local populations.
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with a combined population of 1.4 mil-
lion, and the more rural areas of County 
Durham and Northumberland, which have 
a population of 900,000. The North East 
has 1,656 LSOA within it.

STUDY POPULATION
Forty-nine contracts were identifi ed in 
the North East which were limited to 
restricted groups of patients. Seventeen 
contracts were with practices situated in 
the rural areas of County Durham and 
Northumberland; the remainder were 
located in the conurbations of Tyne and 
Wear and Teesside. Data from the Business 
Services Agency identifi ed postcodes for 
34,655 individual patients who were seen 
under these contracts in 2007/2008; 72% 
of the activity was for persons under 
18 years old.

METHODS
All the dental practices in the North East 
of England with restrictive contracts were 
identifi ed. The Business Services Agency 
supplied all the postcodes for patients 
seen under these contracts during the 
year 2007/2008. The postcodes were then 
mapped to their appropriate LSOA for the 
North East along with their IMD score and 
LSOA ranking for England. This data was 

then divided into deciles, providing group-
ings according to the level of deprivation 
observed in all the LSOA in England.

RESULTS
From the data supplied, there were 33,341 
postcodes ascribed to locations in the North 
East of England, which was 96% of the post-
code dataset. The un-ascribed 4% were either 
for postcodes from locations outside the 
North East of England or due to unknown, 
incomplete or invalid postcodes.

The IMD 2007 rankings of the LSOA 
were in the range of 14 to 32,000. Division 
of the postcodes into deciles from the 
most deprived to the least deprived LSOA 
in England was performed, as well as the 
proportions of observations against the 
regional proportions of areas; this is shown 
in Table 1.

The Table shows that there were pro-
portionally more postcodes for LSOA in 
the least deprived deciles in the North 
East compared to the regional proportions 
of LSOA for each decile. This was associ-
ated with lower proportions in the more 
deprived areas compared to the regional 
norms. However, in absolute numbers 
there were many thousands of postcodes 
related to areas in the most deprived LSOA 
in the North East.

DISCUSSION
The results demonstrating that many 
thousands of patients living in the 10% 
most deprived areas of the North East had 
received care from dentists who had restric-
tive contracts and who had signifi cant pri-
vate practice, were unexpected fi ndings 
from this study. The reasons for this are 
unclear but may be due to the measurement 
of deprivation and how it is constructed.

The index used for measuring depriva-
tion among communities in England is 
the measure which is in most widespread 
use at the present time. However, an LSOA 
will describe a geographic area and not an 
individual address in that area. It would 
thus be possible to have a large deprived 
housing estate within a single LSOA asso-
ciated with a small number of executive-
style private houses, producing an overall 
high deprivation score, even though some 
individual residents would be affl uent.

The degree of heterogeneity within 
LSOA is likely to be much larger in rural 
areas because of the lower population 
density. Part of the study area covered 
the rural areas of County Durham and 
Northumberland.

Thus the patients identifi ed in this study 
as living in very deprived areas may have 
been selected out as being affl uent sections 

Table 1  The number of lower super outputs areas (LSOA) in the North East in each decile for England, the percentage of LSOA in the North 
East compared to deciles for England, the number of LSOA ascribed to postcodes for individuals seen on restrictive contracts, the percentage 
in each decile and the percentage of the restrictive contracts for the percentage LSOA in the North East

Column A
National deciles
LSOA
1 = most deprived

Column B
Number of LSOA 
per national decile 
in North East

Column C
North East deciles as a 
percentage of national
LSOA
(= row(s) B / total B)

Column D
Patients resident in 
North East by LSOA 
decile groupings

Column E
Percentage postcodes 
for restricted 
contracts LSOA 
in each decile
(= row(s) D / total D)

Column F
Percentage restrictive 
contracts as a 
proportion of 
each decile in the 
North East
(= row(s) E / row(s) C)

1 294 18% 4,204 13% 71%

2 272 16% 4,325 13% 79%

3 218 13% 4,295 13% 98%

4 181 11% 3,884 12% 107%

5 140 8% 2,311 7% 82%

6 141 9% 3,079 9% 108%

7 127 8% 2,765 8% 108%

8 118 7% 2,726 8% 115%

9 111 7% 2,996 9% 134%

10 54 3% 2,756 8% 253%

Totals 1,656 33,341
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PCTs, when considering the future of 
restrictive contracts, need to consider care-
fully the impact of any proposed changes, 
recognising that some patients living in 
deprived areas in their communities are 
likely to be receiving services under these 
contracts. It is, however, unclear if these 
individuals are personally from deprived 
or affl uent backgrounds.

We are grateful to Chris Burke and his team at the 
Business Services Agency for preparing the data, to 
Louise Unsworth for support with the data analysis 
and to Barbara Bramwell for typing the script.
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of their local community since the LSOA 
measure is an area score and not a per-
sonal measure of an individual’s level of 
affl uence or poverty.

CONCLUSIONS
There is evidence from this study to suggest 
that restrictive contracts may have some 
value in providing care for some patients 
living in the most deprived sections of the 
community and so addressing health ine-
qualities in oral disease. The resources cur-
rently in restrictive contracts do, however, 
demonstrate inequity in service provision 
with proportionally more care provided 
for populations in less deprived areas and 
consequently these patients are more likely 
to have lower clinical need.
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