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board, but it comes with a cost, and that applies also to services provided under the 
NHS.320  

231. The CDO predicted a future where the NHS provided treatment to satisfy dental 
needs such as fillings and the private sector was focused on what may be termed life-style 
dental treatments of a cosmetic nature such as teeth whitening: 

One of the things I see in the future is a more complementary relationship between 
private dentistry, which is providing that service need for patients that is not actually 
properly covered by the NHS… the fancy cosmetic stuff and stuff like that…but the 
NHS providing healthcare, and that is what I think the future will be.321 

He also acknowledged there was sometimes a thin line between treatment that was purely 
cosmetic and treatment that would help a patient overcome psychological difficulties or 
even to get a job: 

If you wanted to get a job in a supermarket and you have got very ugly teeth, it is 
likely they would find some reason not to employ you other than the ugly teeth.322 

232. The implication of the CDO’s evidence was that the Department would have to decide 
which treatment should and should not be provided by the GDS. To help the Department 
consider these issues, the Minister told us that she had commissioned an analysis of how 
dental services should be configured in five years’ time.323 The analysis, “NHS Dentistry-5 
years on” would be completed by the end of 2009. 

233. We welcome the Department’s decision to analyse how dental services might 
develop over the next five years. We recommend that the analysis be published. It 
should clarify the level of service which should be provided by the NHS and hence how 
many dentists will be needed. It will need to address the extent to which NHS dentistry 
should offer the growing number of treatments which do not address clinical ill-health 
but are concerned with improving quality of life. 

 
320 Q 440 

321 Q 239 

322 Q 243 

323 Q 836 
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Conclusions and recommendations 

1. Since the establishment of the General Dental Service in 1948, there have been many 
improvements. The nation’s oral health has improved significantly: in the 1940s a 
large proportion of the population were edentate; by 1968, 37% of the population 
had no natural teeth; the estimated figure in 2007 was only 6%. Increasingly the focus 
of dentistry has switched from pain relief to the provision of preventive care and 
cosmetic treatment. (Paragraph 32) 

2. Nevertheless, by the 1990s there was a powerful case for reform of the General 
Dental Service contract. It was widely agreed that, while in some areas of the country 
provision of NHS dentistry was good, overall it was patchy. Moreover, the payment 
system lacked sufficient incentives for the provision of preventive care and advice. In 
addition, the Department argued that there were too many incentives to provide 
complex treatment. (Paragraph 33) 

3. The Department’s original goal that patient access to dental services would improve 
from April 2006 has not been realised. The CDO claims that the situation has 
stabilised and that improvements will soon be seen as a result of new facilities which 
have been established. However, the various measures of access available all indicate 
that the situation is deteriorating. The total numbers of dentists working for the NHS 
and the activity (number of courses of treatment) they have provided for the NHS 
has fallen, albeit slightly. In addition the total number of patients seen by an NHS 
dentist between December 2005 and December 2007 has fallen by 900,000 compared 
with the two years up to March 2006. This figure possibly underestimates the decline 
because the data still include patients treated under the previous contract. Although 
in some places access to dentistry has improved since 2006, it remains uneven across 
the country. In many areas severe problems remain. The indications are that the new 
arrangements have failed so far to improve patient access overall. (Paragraph 76) 

4. We recommend that the Department clarify the evidence on which it bases its claim 
that many parents do not consider their children with an IOTN score of 3.6 or above, 
require orthodontic treatment. We are concerned that some children who require 
orthodontic treatment will not receive it because adequate funds have not been 
allocated by PCTs. (Paragraph 82) 

5. We welcome the establishment of Local Orthodontic Clinical Networks as making a 
significant contribution to improving the process by which local orthodontic 
assessments are made. (Paragraph 83) 

6. We welcome the simplification associated with the new charging system. 
(Paragraph 89) 

7. However, there are problems. Some courses of treatment such as those involving a 
single filling have become more expensive. In addition different patients are charged 
the same amount for very different treatments which fall within the same charging 
band. (Paragraph 90) 
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8. There is a danger that some low-income patients will store up dental problems and 
delay visiting their dentist, at some cost to their long-term dental health. We 
recommend that the Department make further efforts to raise awareness among 
lower income earners of the assistance available for meeting dental charges. 
(Paragraph 91) 

9. While the Department argues that the new contract should improve preventive care 
and advice, this is disputed by dentists who claimed that the new contract failed to 
provide the time and the financial incentive for them to do so. A survey in 2007 
undertaken by the London Assembly showed that almost one third of NHS patients 
had not received preventive advice when they last visited their dentist. We 
recommend the Department undertake research to determine the extent to which 
the provision of preventive advice is being given and its cost-effectiveness. 
(Paragraph 100) 

10. We welcome the initiatives made by some PCTs and the Department to provide 
dental care for those people who do not currently receive it. However, we received no 
evidence about how many PCTs conduct similar initiatives or about how cost-
effective they are. We recommend that the Department monitor the impact of 
outreach initiatives with particular attention to their cost-effectiveness. 
(Paragraph 101) 

11. The number of complex treatments involving laboratory work fell by 50% during the 
first year of the contract. The number of root canal treatments has fallen by 45% 
since 2004. At the same time the number of tooth extractions has increased. The 
reason for the decline in the number of complex treatments since 2006 has not been 
explained satisfactorily and we are very concerned that as a result of the contract 
some patients do not receive the quality of care they need within the NHS. There is 
no evidence for the Department’s claim that the decline is to be explained by more 
appropriate simpler treatments. We recommend the Department publishes an 
explanation for this trend and commissions research into the effect of this decline 
within the NHS system and its impact on oral health. (Paragraph 106) 

12. We are concerned about the increase in referrals of patients requiring complex 
treatment to dental hospitals and community dentists. This can be bad for those 
patients who would prefer to be treated by their general dental practitioner and can 
also have adverse affects on patients who are traditionally treated in these settings 
and who have had to wait longer for treatment. (Paragraph 110) 

13. The Department has acknowledged that changes in 2006 to the way treatments were 
recorded led to a decline in the quality assurance mechanisms. In April 2008 it began 
to record an “enhanced data set”. It is too early to determine at this stage whether the 
enhanced data collected by the Department will prove sufficient to improve both 
clinical and financial accountability. We recommend that the Department carries out 
a review of the effectiveness of the “enhanced data set” after an appropriate time. 
(Paragraph 118) 
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14. The decision to allocate funds to PCTs on an historic basis made it extremely 
difficult for PCTs to contract additional dental providers in areas with traditionally 
few GDS dentists. (Paragraph 130) 

15. We welcome the Department’s provision of additional funding and the CDO’s 
statement that there would be a shift towards allocating funding on a needs basis. We 
are disappointed, however, that the formula to be used for future funding allocations 
has yet to be determined. (Paragraph 131) 

16. The Department’s prediction of patient charge revenue in 2006–07 was 
overestimated by a sum of £159 million. As a consequence PCTs went without the 
revenue they had planned for and had to reduce spending on dentistry or divert 
resources from other areas of expenditure to dentistry. The overestimate is 
unsurprising given that the scheme was introduced without piloting. We 
recommend that the Department improve its financial forecasting in this area. 
(Paragraph 136) 

17. In-house commissioning skills vary greatly between PCTs. As the Minister 
acknowledges, too many PCTs are not doing a good job, neither employing 
appropriately trained staff nor making full use of Specialists and Consultants in 
Dental Public Health when assessing local dental needs and commissioning services. 
(Paragraph 140) 

18. Up-to-date comprehensive data are vital to PCTs for commissioning dental services. 
We are therefore concerned at the uncertainty caused by the initial delay in the NHS 
Information Centre’s decision to commission the next decennial survey on Adult 
Oral Health. (Paragraph 147) 

19. However, we welcome the fact that the survey is now to be undertaken in 2009, albeit 
a year late. We recommend that the Department confirm its intention to conduct the 
next ten yearly child oral health survey due in 2013. (Paragraph 148) 

20. Children-only contracts have been continued by some PCTs so that access to NHS 
services is maintained in the short term. The Department argues that PCTs should 
be strongly discouraged from entering children-only contracts with dentists. The 
Department should make it a priority to remove children-only contracts from NHS 
dental service provision as soon as possible. (Paragraph 153) 

21. In summary the NAO survey found that SHA involvement in dental services was 
limited, with PCTs largely left to devise and implement policy. (Paragraph 154) 

22. The introduction of UDAs as the measure of dental activity and the basis for 
remunerating dentists has proved extremely unpopular with dentists. 
(Paragraph 175) 

23. The Department acknowledged that it had learned valuable lessons from the PDS 
pilots it had conducted from 1998 onwards, but the new remuneration system, based 
on UDAs was not tested through a pilot. It is extraordinary that the Department did 
not pilot or test the new payment system before it was introduced in 2006. 
(Paragraph 176) 
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24. Too many PCTs seem to have set unrealistic UDA targets. According to the BDA, 
nearly half of dentists failed to meet their UDA target in the first year of the contract, 
if only by relatively small margins. This had financial consequences for new dentists 
when they failed to meet them. The Chief Dental Officer told us that PCTs were 
applying UDAs too rigidly. We recommend that PCTs adopt a more flexible 
approach to UDAs, as he proposed. (Paragraph 177) 

25. The vocational training of newly qualified UK dentists and equivalent training for 
those dentists trained overseas is vital to the future viability of NHS dental services. 
Dentists should possess the full range of skills required to work in the NHS and 
vocational training provides a forum for these skills to be tested. However, we 
received evidence that vocational dental training has become a less attractive option. 
The Department should undertake research to determine whether a viable number 
of vocational dental trainers will be maintained in the future and take steps to ensure 
that this happens. The Department should also ensure that there are sufficient 
training places for all UK graduates to undertake vocational training and for all 
overseas graduates to demonstrate equivalent experience after they have passed 
either the International Qualifying Examination or Overseas Registration 
Examination. (Paragraph 178) 

26. The Department asked for the contract to be assessed according to its own criteria 
for success: patient experience; clinical quality; PCT commissioning; and dentists’ 
working lives. We conclude that the contract is in fact so far failing to improve dental 
services measured by any of the criteria. (Paragraph 179) 

27. Nationally, fewer patients are visiting an NHS dentist than before April 2006 and 
access to dental care in many areas so far shows no sign of improvement. There is 
little evidence that the provision of preventive care has increased. There has been a 
decline in the number of complex treatments. The Department claims that this is 
because dentists are treating patients more appropriately, but there is some evidence 
that it is more likely that patients are not receiving the complex treatment they 
require within the NHS. It would help to clarify the picture if the Department 
provided evidence to back-up its claims. (Paragraph 180) 

28. The CDO appears to argue that if PCTs and dentists acted more flexibly and used 
common sense and good will the new arrangements would work. However, we see 
little evidence that this will happen. (Paragraph 183) 

29. We note the fears that many dentists will leave the GDS in 2009. We also note the 
Department’s assurance that no such exodus of dentists will occur. We lack the 
evidence on which to judge the more likely outcome. We recommend that the 
Department monitor closely the career plans of NHS dentists. (Paragraph 186) 

30. We note the BDA’s concerns that dental school graduates will choose not to practise 
in the GDS following graduation. The Department must ensure that GDS dentistry 
remains an attractive career option for dentists and dental care professionals. 
(Paragraph 197) 

31. The recruitment of overseas dentists has enabled PCTs to replace much of the lost 
NHS dental capacity which followed the introduction of the new dental contract. 
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There is no clinical evidence that patients’ oral health has suffered as a result, but 
there are concerns that some overseas dentists are insufficiently familiar with the 
dental equipment and treatment provided within the NHS. The onus must be on 
PCTs to ensure that all dentists, irrespective of where they were trained initially, are 
of the standard necessary to provide high quality dental care. (Paragraph 198) 

32. We note concerns that the new GDS contract has transferred financial risk from the 
NHS to dentists. The fixed-term contract may make dentists reluctant to make long 
term investments in their practice. (Paragraph 203) 

33. Some PCTs do not:  

• Conduct adequate local oral health needs assessments;  

• Have adequately trained commissioning staff; 

• Make use of specialists and consultants in dental public health; or 

• Implement the contract with sufficient flexibility. (Paragraph 211) 

34. Without adequate data on the oral health of the population, PCTs are not able to 
make valid dental needs assessments. We recommend that PCTs take immediate 
steps to widen the scope of the data they collect on the oral health of their local 
population. We also recommend that PCTs: 

• establish consultative committees comprising a mixture of experience and 
expertise including: patients, professionals and PCT personnel; and 

• employ appropriately trained staff and make full use of dental public health 
specialists and consultants.  

In addition, the Department must clarify how it intends to improve the performance 
management of PCTs which are failing to implement the contract with sufficient 
flexibility. SHAs must place greater importance on their role of managing the 
performance of PCTs in respect to dentistry. (Paragraph 212) 

35. The Department must base PCT dental funding on local needs assessments rather 
than historical provision. We recommend that the Department publishes the 
formula which it will use to determine future dental funding for PCTs as soon as 
practicable. (Paragraph 215) 

36. We recommend that the Department consider further how to provide incentives for 
dentists to offer preventive care and treatment. Consideration should be given to the 
introduction of a QOF-style reward system for those dentists who through the 
provision of preventive care improve the dental health of their patients. The 
Department should consult dentists’ representatives about how such a QOF-style 
system for dentists might work in practice. (Paragraph 217) 

37. We agree with witnesses that dental care is most effective when delivered over time 
and as part of a trusting dentist-patient relationship. We recommend that the 
Department reinstate the requirement for patients to be registered with an NHS 
dentist. (Paragraph 219) 
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38. We recommend that the Department commission research, as a matter of urgency, 
to find out why the volume of band three treatments has fallen so dramatically and 
the likely outcome of this fall on the oral health of patients. (Paragraph 223) 

39. We recommend that, as a short-term measure, the Department consider increasing 
the number of payment bands from three treatment bands to five or more. In this 
way, dentists would be rewarded with a greater UDA value for treatment given at the 
upper ends of bands 2 and band 3. While there should be no incentive to provide 
unnecessary complex treatment, neither should there be disincentives to provide it 
where it is clinically appropriate. (Paragraph 224) 

40. In the longer term we recommend that the Department review the UDA system and 
consider whether it is the best mechanism for delivering oral health care. Any 
changes to the system should be piloted and tested rigorously. (Paragraph 225) 

41. We welcome the Department’s decision to analyse how dental services might 
develop over the next five years. We recommend that the analysis be published. It 
should clarify the level of service which should be provided by the NHS and hence 
how many dentists will be needed. It will need to address the extent to which NHS 
dentistry should offer the growing number of treatments which do not address 
clinical ill-health but are concerned with improving quality of life. (Paragraph 233) 
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Glossary 

BDA    British Dental Association 
BES   British Endodontic Society 
BOS   British Orthodontic Society 
CDO   Chief Dental Officer 
CDS   Community Dental Service 
DLA   Dental Laboratories Association 
DPA   Dental Practitioners’ Association 
DPB   Dental Practice Board 
DRS    Dental Reference Service 
EEA   European Economic Area 
GDC   General Dental Council 
GDP   General Dental Practitioner 
GDS   General Dental Service 
IELTS    International English Language Testing System  
IOTN   Index of Orthodontic Treatment Need 
IQE   International Qualifying Examination 
LOCN   Local Orthodontic Clinical Network 
NAO   National Audit Office 
ORE   Overseas Registration Examination 
PCT   Primary Care Trust 
PDS   Personal Dental Services 
QOF   Quality Outcomes Framework 
SHA   Strategic Health Authority 
UDAs   Units of Dental Activity 
VDP   Vocational Dental Practitioner 
WHO   World Health Organisation 
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Formal Minutes 

Monday 23 June 2008 

Members present: 

Mr Kevin Barron, in the Chair 

Jim Dowd 
Sandra Gidley 
Stephen Hesford 

 Dr Doug Naysmith 
Mr Lee Scott 
Dr Richard Taylor 

Draft Report (Dental Services), proposed by the Chairman, brought up and read. 

Ordered, That the Chairman’s draft Report be read a second time, paragraph by paragraph. 

Paragraphs 1 to 88 read and agreed to. 

Paragraph 89 read, amended and agreed to. 

Paragraphs 90 to 233 read and agreed to. 

Summary agreed to. 

Resolved, That the Report be the Fifth Report of the Committee to the House. 

Ordered, That the Chairman make the Report to the House. 

Ordered, That embargoed copies of the Report be made available, in accordance with the provisions of 
Standing Order No. 134. 

Written evidence was ordered to be reported to the House for printing with the Report 

 

[Adjourned till Thursday 26 June at 9.30 am 
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Ms Jane Davies-Slowik, Clinical Director, Salaried Services, and 
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and Mr Derek Watson, Chief Executive, Dental Practitioners’ Association 

 

Thursday 6 March 2008 

Dr Anthony Halperin, Chairman, Patients Association, and 
Ms Teresa Perchard, Policy Director, Citizens Advice Bureau 

Ann Keen MP, Parliamentary Under Secretary of State for Health Services, 
Dr Barry Cockcroft, Chief Dental Officer, and Mr David Lye, Head of 
Dentistry and Eye Care Services, Department of Health 
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