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Foreword  
Human resources are central to healthcare. Within England we have the most professionalised oral 

and dental workforce in the world, which is valued by patients. In addition to dentists we have are 

six groups of Dental Care Professional (DCP), all of which are regulated by the United Kingdom (UK) 

General Dental Council (GDC). Recognising the scope of dentistry, we have thirteen dental 

specialties and associated training programmes. Furthermore, there is the opportunity for registered 

dentists and DCPs to develop extended skills, whilst remaining generalists. Of course, members of 

the wider health and social care teams may also play an important role in supporting oral health. We 

have much to be proud of in these developments, which provide a solid platform for meeting 

population and patient health needs through health improvement and excellent healthcare.   Our 

population is changing and it important that we plan to ensure that we have the right size and shape 

of workforce for the future, in the right places, with the right skills values and behaviours.  

It has been my great pleasure to lead this review and I would like to acknowledge all members of the 

Dental Workforce Advisory Group for England (DWAG) together with the many colleagues and 

organisations which have supported this work. Examining future workforce requirements has 

involved taking a high-level qualitative and needs-led approach, focused on population health. 

Together, we share the view that the health workforce in England should continue to be shaped to 

serve the changing population in successive decades in line with HEE workforce principles. In 

planning for the future, we must ensure our workforce is equipped, and enabled, to serve the 

population in new ways across the life-course whilst remaining flexible to work across organisations 

and adapt to change. Different models of care will be required at different stages in life. Systems 

change, based on clear principles and sound evidence requires effective leadership and robust data 

on which to make decisions nationally and locally. Additionally, we must continue to push the 

boundaries of knowledge through high quality research that influences health, healthcare and health 

systems and continue to tackle the wider determinants of health.   

As we seek to shape the future workforce to 2040 in light of the recent education and training review 

on Advancing Dental Care (1)and the NHS Long Term Plan (2), we have a great opportunity to ensure 

integrating working so that ‘everyone gets the best start in life’, we deliver ‘world-class care for major 

health problems’, and support people to ‘age well’. Our journey must focus on the interests of patients 

and the public to ensure they receive high quality, preventively orientated contemporary care across 

their life-course, working in partnership with patients themselves. 

We must not underestimate the challenge of meeting the oral health needs of an expanding and 

ageing population with increasing demands. Yet we should not be daunted by the challenge either 

but take this opportunity to shape our workforce to ensure that it is fit for the future. This is not a 

detailed road map, rather a broad canvas to shape future thinking and action. It will be up to all of 

us to work on the detail. It is my desire that as we work together with confidence and creativity to 

liberate the future workforce to serve population and patients across the life-course from birth to 

end well. 

Prof Jenny Gallagher MBE, Chair of DWAG, Health Education England 

Newland-Pedley Professor of Oral Health Strategy/Hon Consultant in Dental Public Health  

Dean for International Affairs, Faculty of Dentistry, Oral & Craniofacial Sciences, King’s College London 
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Glossary of Terms 
 

 

ACS  Accountable Care Systems 

CDT  Clinical Dental Technician 

DCT  Dental Core Trainee 

DCP  Dental Care Professional 

DFT  Dental Foundation Training 

DES  Dentists with Extended Skills (formerly Dentists with a Special Interest) 

dmft  decayed, missing and filled primary teeth ( 

DMFT  decayed, missing and filled secondary teeth 

DWAG  Dental Workforce Advisory Group 

FD  Foundation Dentist 

GA  General Anaesthetic 

GDC   General Dental Council 

GDS  General Dental Services 

GP   General Practitioner 

HEE  Health Education England 

HEFCE  Higher Education Funding Council for England (now The Office of Students) 

HRH  Human Resources for Health 

HROH  Human Resources for Oral Health 

HV   Health Visitor 

LWABs   Local Workforce Advisory Boards 

MCN  Managed Clinical Network 

MECC  Make Every Contact Count for Health 

NCD  Non-communicable disease 

NHS  National Health Service 

NHSE  National Health Service England 

PHE  Public Health England 

PDS  Personal Dental Services 

PN  Practice Nurse 

SCD  Special Care Dentistry 

Specialist On specialist list held by the regulatory body, which for dentistry is the GDC 

Specialised         Additional expertise in an area of dentistry (but not a specialist) 

STPs Sustainability and Transformation Partnerships 

WHO  World Health Organization 

UOA  Unit of Activity 

UK  United Kingdom  
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Executive summary 
 

1. Introduction: Health Education England [HEE] is mandated to ensure that the oral 

and dental workforce of today, and tomorrow, has the right numbers, skills, values and 

behaviours, at the right time, and in the right place (3).  People are living longer, and 

the population of England is both ageing and expanding. The ‘NHS five year forward 

view’ (4), and recent ‘Long-term Plan’ (2), together with Public Health England [PHE] 

advice (5, 6), highlight the need to promote health and well-being and the supporting 

evidence base for action as part of contemporary holistic care. Furthermore, HEE’s 

recent report Advancing Dental Care: Education and Training Review highlights the need 

to look at careers differently (1). 

 

2. DWAG: The Dental Workforce Advisory Group for England was established in 2015 

and charged with undertaking a rapid review of the workforce required up to 2040, with 

the emphasis on meeting population needs.  

 

3. Aim: The aim of this initiative was to provide expert advice on oral health workforce 

requirements, to serve the population of England across the life-course, up to 2040. 

 

4. Methods: Our approach involved a qualitative review of the needs of the population 

across the life-course, exploring how they may be met together with addressing current 

and future perceived challenges. During two day-workshops, supported by short-term 

working groups, we explored how the oral health needs of the English population should 

be met in future, and the nature of workforce requirements, drawing on current 

evidence and expert opinion. The workshops involved members of DWAG, professional 

leaders, policy makers and patient representation. 

 

5. Current position: The United Kingdom [UK] has seven professional groups working in 

dentistry, registered with the General Dental Council. There are currently some 30,000 

dentists and 40,000 dental care professionals: dental nurses, dental hygienists, dental 

therapists, clinical dental technicians, dental technicians and orthodontic therapists 

registered to an address in England. To practice dentistry, individuals must be registered 

or in training. Each professional group has the opportunity for professional 

development, gaining extended skills and taking on other roles. Dentists can also 

progress to pursue a specialist career in one of 13 dental specialties.  

 

6. Drivers for change: Key drivers were examined across the following categories: 

demographic and oral health trends; social, political, economic and environmental 

influences; technology and innovation; expectations of patients and staff; and, current 

and future service models.  
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7. Workforce principles: We agreed that the oral and dental workforce could, and 

should, be developed to operate in line with the following HEE principles outlined in 

Framework 15 (7): 

i. The oral and dental workforce will support and enable people and their carers to 

look after their own health and well-being, to prevent ill health, and to be active 

partners in managing their own care. 

ii. The oral and dental workforce will have the skills, values and behaviours and 

capability to provide co-productive and traditional models of care as appropriate 

and be able to adapt to new ways of working. 

iii. The oral and dental workforce will have the adaptable skills responsive to evidence 

and innovation to enable ‘whole person’ care, developing and utilising proven 

effective practice, adopting modern technologies, and using data intelligently to 

manage care. 

iv. The oral and dental workforce will have the skills, values, behaviours and support 

to provide safe, high-quality, integrated care wherever and whenever the patient is, 

at all times and in all settings driven by patient rather than professional needs. 

v. The oral and dental workforce will have the highest levels of knowledge, skills and 

professionalism, coupled with care, compassion and the ability to communicate 

effectively at times of basic human need when people can be at their most 

vulnerable, consistent with the National Health Service [NHS] Constitution. 

 

8. Life-course themes embraced effective self-care, together with timely access to high 

quality preventively orientated professional care, delivered in a co-ordinated manner 

and in strengthened health system. This involves starting well from birth, keeping well 

through the school years; maintaining well through adult life whilst planning for the 

longer term, and sustaining well into older age to end well.  

 

9. Key challenges to be overcome included:  

• Serving a changing population across the life-course; 

• Equipping the population in relation to self-care and appropriate use of dental care; 

• Oral and dental workforce transformation; 

• Health systems strengthening; 

• Interprofessional education and training of dental professionals;  

• Education and training of health and social care professionals;  

• Research and innovation in support of health and healthcare; 

• The importance of oral health and integration with general health; 

• Working with a diverse market of dental providers; 

• Monitoring population oral health, together with systems and workforce; 

• Professionalism and governance 

• Innovative funding mechanisms; and 

• Effective communication. 
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10.     Conclusions:  

 

10.1 The UK is a global leader in the diversification and professionalisation of our oral 

and dental workforce, ensuring that all dental professionals are registered with a 

single regulator, the General Dental Council. Our establishment of integrated 

governance, together with increasing emphasis on team working and skills 

extension, provides a strong platform to meet future oral and dental needs in England. 

10.2 Shaping care to population need is important across the life-course. Oral diseases 

remain prevalent, and inequalities marked in our expanding, ageing population. 

Whilst much oral and dental disease can be prevented by action at individual, 

community and societal levels, supported by an appropriately educated and trained 

workforce; a significant body of disease and its sequelae will always still need to be 

managed and treated effectively. The focus should be on Starting well from birth; 

Keeping well through school years Maintaining well through adult life, and 

Sustaining well into older age to end well. 

10.3 Pivotal to maintaining and improving oral health, the general population and patients 

should be supported in effective daily self-care, ensuring access to professional 

care in a timely manner. 

10.4 As the oral health workforce extends beyond dentistry, health and social care 

professionals also have responsibilities for oral health. Health and social care 

policies should therefore reflect the importance of holistic care. And the workforce 

should therefore be supported by education and training. 

10.5 New models of care are required. High quality preventively oriented dental care 

should be delivered by dental teams in a professional manner and involve managed 

clinical networks of care across organisations and systems, underpinned by 

effective leadership and professionalism locally and nationally.   

10.6 Our health systems should enable the workforce to use their basic and extended 

skills, deliver evidence-informed high-quality care, in a professional manner, 

supported by appropriate funding models. Systems strengthening is also required 

across health and into social care; this should provide dental team members with the 

opportunity to integrate with wider health and social care teams to provide care for 

vulnerable groups, throughout life, in a range of settings. The opportunity provided 

by forthcoming NHS contract reform is timely in facilitating new funding models.  

10.7 Education and training play a significant role in preparing the oral and dental 

workforce to fulfil their roles whilst keeping up-to-date. Interprofessional 

education should be embraced by educators to underpin innovative approaches to 

service delivery and support care across the life-course. This will enhance key 

elements of leadership, management, professionalism, communication, and high-

quality clinical care. 

10.8 High-quality research and innovation are fundamental to underpin the delivery of 

oral and dental care for patients, health service delivery and organisation, and 
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promotion of oral health. Oral and dental research should therefore be considered a 

priority for funding agencies as research findings influence and inform change, 

including workforce reform.  

10.9 Robust data are required to inform change. Population oral health should be 

surveyed regularly, health service activity monitored, dental workforce capacity and 

capability reviewed, and modelled, to support future workforce education and 

supply.   

10.10 Looking forwards, we need to liberate the workforce to facilitate the necessary 

developments and continue to shape it over time to serve population needs.  This 

requires courage, creativity and collaboration to move our workforce from good to 

great. 

   

11. Recommendations for action:  

To best serve our expanding and ageing population with diverse oral health needs, across 

the life-course, we require careful strategic planning, education and service development, 

underpinned by research to support our workforce: 

Planning and monitoring 

13.1 Monitoring of population oral health needs is required across the life-course, both 

cross-sectional and longitudinal, to inform decision making about future workforce 

needs and models of care. 

 

13.2 Robust data should be collected routinely to ensure effective monitoring of oral 

and dental care, health outcomes and the dental workforce capacity. This should 

occur nationally, and locally, across all sectors of care. 

 

13.3 HEE, NHSE and PHE collaboration will be required to model the workforce in 

relation to population demography and need on a regular basis. This will 

involve exploring future scenarios of care, using operational research techniques, to 

inform discussion and decision making at national and local level. Ideally, this 

should involve horizon scanning of the forces for change, be reviewed regularly and 

updated at least every five years.  

 

13.4 Workforce distribution is required to be equitable and ensure that inequalities in 

oral health are addressed, not further compounded by lack of workforce capacity. 

Modelling of capacity and capability will be required through contemporary 

organisations from Sustainability and Transformation Partnerships [STPs] at local 

level, particularly for primary oral and dental care, through to Managed Clinical 

Networks [MCNs] and local professional networks [LPNs] for more specialised care. 
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Education  

13.5 The Office of Students (formerly HEFCE) and HEE should work with educational 

and training providers to ensure that there is sufficient capacity and capability of 

members of the dental team being trained, informed by trends in population oral 

and dental needs.  

 

13.6 HEE commissioners of clinical training placements of the health workforce will 

need to work with partners in a market-led system to support future needs such 

as:  

• Increase in DCP student numbers, ensuring their training is integrated with 

dental students in preparation for effective team working and meeting the 

needs of all sections of the population. 

• Alignment of DCP training programmes where practicable to wider NHSE and 

government targets related to workforce development, such as 

apprenticeships.   

• Dental professionals (from dentists to dental nurses) should be enabled to 

expand their scope of practice during their careers and gain extended skills in 

line with population and patient health needs and demands for care. 

• Current and future patterns of need should inform specialist training numbers. 

Clinical academic requirements should ensure that there is an effective 

academic base to deliver research and education.  

• Workforce education and training to deliver training that focuses on 

supporting population and patient needs across the life-course. 

• Induction of all dental providers to the health system which includes HEE 

workforce principles and the importance of developing opportunities for 

change and new models of care across the health and social care system. 

• Leadership training and development for oral health professionals in primary, 

secondary, tertiary care and academia. 

 

13.7 Universities supported by the Office for Students and HEE should ensure sufficient 

educators who can support the development of future health professionals, in an 

integrated manner, and in line with guidance.  

 

13.8 HEE, NHSE and PHE to support education and learning for health and social 

care professionals to maximise efficiency and ensure that staff are appropriately 

educated and trained to promote oral health and facilitate access to oral healthcare. 

Opportunities presented through advancing educational and related technology, to 

include e-learning should, thus, be used to ensure that all health and social care 

professionals are aware of the importance of preventive care, behaviour change 

approaches, links between general and oral health, the importance of early dental 

attendance, and key public health messages tackling common risk factors and the 

benefits of optimal fluoride use.   

 

13.9 PHE and educational establishments should educate all healthcare professionals to 

make every contact count for oral health – ensuring regular updating of the 
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scientific evidence on preventing oral disease, supported by effective dissemination 

across health and social care. 

 

13.10 HEE, universities, education commissioners, care providers and Royal Colleges 

should play an important role in supporting workforce development and 

transformation to ensure extended skills development (dentists and DCPs) is 

available, together with specialist training. 

 

13.11 The principle of Leadership for change is important across dentistry and should be 

actively developed and resourced, across all branches of the workforce and sectors of 

healthcare, together with professional and academic organisations.  

Service at population and individual levels 

13.12 National organisations, professional associations and dental champions are required 

to actively work with traditional and social media to promote oral health and 

evidence-based self-care including timely access to professional care.  

 

13.13 NHS contract reform is required to play a key role in support of workforce 

utilisation for oral health across the life-course including the following: 

• Developing payment systems which support new models of care for oral health 

• Developing business models that facilitate use of the wider dental team skill 

mix and enable different models of care  

• Ensuring NHS performer status for dental hygienists, dental therapists and 

clinical dental technicians to enable them to see patients directly within he 

NHS 

• Improving morale amongst clinical staff, particularly those providing the 

majority of NHS dental care 

• Facilitating pathways of care across services and organisational boundaries 

• Supporting innovation to enable the delivery of oral and dental care outside 

traditional dental practice settings  

• Ensuring evidence-based prevention of oral disease across the life-course. 

 

13.14 NHS and social care systems strengthening should ensure that oral health is 

included in the assessment and daily care of vulnerable groups, along with access to 

regular professional oral and dental care. 

 

13.15 Dental schools and other educational establishments for dental professionals should 

collaborate on interprofessional education and training supported by the GDC 

Preparing for Practice outcomes guidance across the four domains: clinical, 

communication, professionalism, leadership and management. 

 

13.16 The NHSE ‘dental care offer’ to the public should be made explicit, together with 

the importance of timely dental access to care. 
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13.17 Effective governance mechanisms for the health workforce should remain 

integrated across the dental team. It should also support extended skills 

development amongst dental professionals and be robust enough to facilitate 

innovation. 

 

13.18 Delivery of high-quality evidence-informed care by all providers should 

emphasise clinical prevention, and high quality care doing things ‘once and well’, 

even if more expensive in the short-term, as representing an investment for future 

health. 

 

13.19 Innovations in addressing inequity in health should be the responsibility of 

everyone from national to local level. Local organisations such as Local Professional 

Networks [LPNs], Sustainability and Transformation Partnerships [STPs] and 

Accountable Care Systems [ACSs] working with Dental Public Health leaders have 

an important role to play in highlighting inequity and facilitating change, as do 

providers and individual professionals. 

 

Research and Innovation 

 

13.20 Universities supported by research funding agencies to be facilitated to deliver 

cutting edge research to promote health, manage disease and disability, and 

ensure good health outcomes from care. A deeper understanding of the links 

between general and oral health is required, together with systems of effective and 

cost-effective care.  

 

13.21 Research and innovation are pivotal to support the workforce to deliver high 

quality oral and dental care, facilitate effective patient management, shape new 

models of care, system redesign and facilitate equitable access to health and care for 

the nation. 
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Main Report 

1. Introduction 

The National Health Service for England [NHSE] is seeking to build a sustainable future (4), 

recognising the importance of radical reform which embraces prevention, promotes self-

care and delivers quality care in support of public health. This will require innovation and 

local flexibility, with barriers between services broken down. It will require an engaged and 

integrated workforce across health and social care.  

Health Education England (HEE) exists for one reason only: ‘to support the delivery of 

excellent healthcare and health improvement to the patients and public of England by 

ensuring that the workforce of today and tomorrow has the right numbers, skills, values 

and behaviours, at the right time and in the right place’ (3).  

Increasing importance is being placed on the health workforce, as evidenced by the Human 

Resources for Health 2030 strategy from the World Health Organization (8). Progress 

towards achieving Universal Health Coverage (9), and the United National [UN] Sustainable 

Development Goals [STGs] (10), requires ‘equitable access to health workers within 

strengthened health systems’. Human Resources for Health [HRH] form a core element of 

health systems; their availability, accessibility, quality and performance directly impact on 

the effectiveness and equity of health care services (11).  

Human Resources for Oral Health [HROH] comprise all oral and dental professionals, 

together with members of the wider health and social care workforce, who can make 

significant contributions to oral health. The non-communicable oral and dental diseases 

share common risk factors including diet, hygiene, tobacco use cessation, and limiting 

alcohol intake; thus, there is the potential for dental professionals to support general health 

and for other health and social care professionals to support oral health.  

The oral and dental workforce is regulated at the United Kingdom [UK] level by the General 

Dental Council (12); with freedom of movement across the four UK countries.  We have the 

most professionalised dental workforce in the world as a result of a series of changes over 

the last decade and a half; most notably the registration of all members of the dental team 

with the GDC (13), with alignment of the standards for the dental team (14), based on scope 

of practice (15), and tied to educational outcomes (16). Patients have direct access to Dental 

Care Professionals [DCPs], notably dental therapists, dental hygienists and clinical dental 

technicians (17), within the private sector. Specialist listing currently involves 13 dental 

specialties established to advance quality care. We have much to be proud of in this regard, 

as these developments provide a solid base for harnessing a diverse workforce in support of 

health. 

Oral and dental care in England is largely provided in primary dental care settings involving 

80-90% of dental professionals. NICE guidance recommends risk-based dental attendance 

patterns for everyone: children are advised to attend at least once every 12 months; and’ 
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adults at least once every 24 months (18), with frequency dependent upon risk of disease.  

Oral and dental diseases are more easily managed when identified early; whereas if patients 

wait until symptoms appear, outcomes are worse.  

It is some time since the last full dental workforce review published in 2004 (19). That review 

recommended an expansion of workforce capacity to meet the needs of the population. A 

number of reports from the former Centre for Workforce Intelligence (CfWI) relating to 

sections of the dental workforce (20-22). 

Since then, dentistry has been through a period of significant additional changes, most 

notably the following: 

• Workforce expansion:  this involved increased numbers admitted to dentistry 

(2005-12) and dental hygiene/therapy education (2005-); active international 

recruitment of dentists in mid-2000s; and, a period of significant internal migration 

from Europe, particularly EEA countries (23, 24). More recently, in response to 

rapidly increasing dentist numbers, student numbers admitted to dentistry were 

reduced by 10% in 2013, whilst dental hygiene-therapy numbers have remained 

stable (20-22).  

• Workforce diversification and regulation: seven members of the dental team are 

being trained nationally and now registered with the GDC. Dental nurses form the 

largest group (24). The potential for patients to directly access to dental care 

professionals (17), dental hygienists, dental therapists and clinical dental 

technicians. Whilst this has been used in the private sector, these dental 

professionals do not have performer status within the NHS. The scope of practice of 

dental team members has been formalised (15), including gaining extended skills for 

dentists and DCPs (25-27). 

• Higher education funding and student intake: the funding of higher education 

has fundamentally changed, with university students paying higher levels of tuition 

fees, thus emerging with higher levels of debt, despite NHS bursaries being available 

for some students. Applications to dentistry dropped following the introduction of 

£9,000 annual university fees in 2012, but had recovered by 2014 (28). Dental 

students remain largely from higher social groups, as are their medical counterparts, 

with some evidence that dentistry may be attracting a higher proportion of females 

than both medicine and university generally (28). 

• Fundamental reform of the NHS dental contract: reforms in 2006, followed by 

a review of NHS dentistry commissioned by the Secretary of State for Health (29), 

led to piloting of new models of primary dental care (30), with current work on 

prototype models (31). Wider reform of health and social care, included the creation 

of Health Education England (embracing the former Deaneries) and  Public Health 

England (32). 

• Piloting and planning of dental care pathways: within the NHS there has been 

collaborative work on care pathways to facilitate patient access to more specialised 

and specialist care (33-37). 

• Changing business landscape of dentistry: local NHS commissioning 

arrangements and freedom to create ‘incorporate’ has changed the business of 
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dentistry, such that there are fewer providers of dental care and larger practices and 

groups of practices (38). This means that the vast majority of the workforce will work 

for organisations, rather than run a business in future. 

• Paradigm shifts in healthcare: increasing emphasis on health improvement, 

including Making Every Contact Count for Health [MECC] agenda across health 

care(39); and, in dentistry facilitated by successive editions of Delivering Better Oral 

Health, a toolkit for prevention from 2007 onwards (5). 

• Concerns regarding morale and use of skills: concerns over the morale of all 

members of the dental team, particularly those delivering high levels of NHS dental 

care (40). Deskilling of dentists in primary care working under current regulations 

(41). Evidence of under-use of skill mix with particular relevance to the business 

model for dentistry (42-44), whilst research suggests the potential for greater skill 

mix use (45-47); yet the current level of DCP use within our health systems remains 

unknown. 

The Higher Education Funding Council for England [HEFCE], now the ‘Office for Students’, 

oversees the commissioning of education and training of dental students supported by 

student fees and national investment. Health Education England has responsibility for 

Dental SIFT (the Service Increment for Teaching, to cover the clinical training for dental 

students). HEE also commissions Foundation Training, Core Dental Training and specialist 

training for dentists, as well as dental hygiene and dental hygiene/therapy training, together 

with some dental technician and dental nurse training; the latter is largely linked to dental 

hospitals.  

The training of dental care professionals, most notably dental nurses, is undergoing reform 

in adherence with the government’s new apprenticeship schemes (48). Additionally, there 

are new training schemes for dental nurses emerging with combined practice and hospital 

training, enabling them to gain wide experience through working in a variety of 

settings(49).  

As we go to publish this report there have been a number of significant changes to the 

funding and delivery of dental hygiene therapy (50). First, in line with the government’s 

revised healthcare education funding system, as of 1 August 2018, the majority of dental 

hygiene and therapy (DHDT) courses are no longer funded via HEE bursaries as they are 

within the university sector (50). All new undergraduate dental hygiene and dental therapy 

students on such programmes are required to access the national student loan system. 

Second, HEE has harmonised dental hygiene and dental therapy placement funding across 

England, to align with the non-medical placement tariffs. Third, The Office for Students has 

revalued the teaching tariff for DHDT to Price Group A, aligning DHDT to the clinical years 

of courses in medicine, dentistry and veterinary science.  

HEE has undertaken extensive work in relation to the healthcare workforce. The following 

five principles underpin workforce aspirations for England: 

• The workforce will support and enable people and their carers to look after their 

own health and well-being, to prevent ill health, and be active partners in their own 

care. 
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• The workforce will have the skills, values and behaviours, and capability to provide 

co-productive and traditional models of care as appropriate and be able to adapt to 

new ways of working. 

• The workforce will have the adaptable skills responsive to evidence and innovation 

to enable ‘whole person’ care, developing and utilising proven effective practice, 

adopting new technology, and using data intelligently to manage care. 

• The workforce will have the skills, values, behaviours and support to provide safe, 

high quality, integrated care wherever and whenever the patient is, at all times and 

in all settings driven by patient rather than professional needs. 

• The workforce will have the highest levels of knowledge, skills and professionalism, 

coupled with care, compassion and the ability to communicate effectively at times 

of basic human need when people can be their most vulnerable, consistent with the 

NHS Constitution. 

HEE, 2015 (51) 

Given the pace of change nationally and the importance of taking a long-term view, The 

Health Education England Advisory Group on Dentistry established a sub-group in 2015 

with the purpose of advising on the future workforce, the Dental Workforce Advisory Group 

which will be referred to as DWAG (Appendix 1). This report sets out to answer the following 

questions, drawing on a breadth of expertise within the dental professions, and beyond, to 

provide a broad view on the direction of travel. We have endeavoured to answer the 

following questions for England, providing a broad overview: 

• What are the population needs across key sections of the life-course? 

• How can we best support population oral health over the life-course? 

• Based on what we know now, what is the shape of workforce we require to 

meet current and future population health needs? 

• What challenges exist and what should we do to address these challenges and 

enable our workforce to best serve the population in delivering contemporary 

care? 

It is important to be clear about what this DWAG report does not address. It does not 

predict how many dentists or dental care professionals we require for the future. The focus 

of this work has intentionally been qualitative to identify the range of issues requiring due 

consideration and paint a broad canvas based on the knowledge and expertise of informed 

individuals from a range of backgrounds. Consideration of numbers will require detailed 

analysis and modelling, based on much stronger evidence of workforce capacity which is 

currently not available. We need an ongoing understanding of the relationship between the 

registered workforce and workforce capacity than exists currently, rather than relying on 

one-off surveys. This report should be read in conjunction with the recently published 

Advancing Dental Care (1), and the NHS Long Term Plan (2), to ensure that future decision 

making is informed by population needs. 
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2. Aim of review 

The Dental Workforce Advisory Group [DWAG] was tasked with providing advice on the 

future shape, and nature, of the dental workforce to serve population oral health needs to 

2040. It was agreed to take a population health perspective across the life-course and 

explore qualitatively what would be the optimal or desired future to best serve the 

population.  

3. Review Methods 

Our approach involved a qualitative review of the needs of the population across the life-

course, exploring how they may be met together with addressing current and future 

perceived challenges. We used Isaksen and Dorval’s Creative Approaches to Problem Solving 

(52), to guide the process drawing on current evidence and expert opinion, focusing on 

desired futures (53), to meet population health needs. Our work involved short-term 

working groups considering sub-sections of the population by age-profile and two day-

workshops facilitated by HEE. The workshops comprised members of DWAG, professional 

leaders, policy makers and patient representation. A list of the people who contributed to 

the process may be found in Appendix 2.  DWAG members reviewed the findings in 2018. 

4.  Current position: Where are we now? 

 

4.1  REGISTERED UK WORKFORCE 

The UK leads the world in having a professionalised dental workforce. First, since 2008, 

seven different types of dental professional have been approved to practise dentistry (Figure 

4.1; Table 4.1).  Second, their governance is integrated as they all must register with the UK 

General Dental Council or be in a programme of training. The majority (78%) of dental 

professionals have a registered address in England.  Figure 4.1 provides an overview of these 

professional groups 
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Source: GDC 15th May 2017 Note: some overlap across DCP groups 

Figure 4.1: Dental Registrant Titles in the UK, May 2017 

 

There are over forty thousand dentists registered in the UK (Table 4.1). This represents a 

significant rise from December 2008, when the new registrant lists were finalised. Of the 

professional groups registered, the largest group are dental nurses, representing just over 

half of all registrants. Clinical dental technicians represent the smallest group with just over 

350 registrants. Although orthodontic therapists are also a small group, they are growing in 

capacity and there is now one orthodontic therapist for every four orthodontists (24). 

Table 4.1 UK GDC Registrants, 2008-19 

 December 2008 May 2017 December 2018 March 2019 

Registration Type  UK Count UK Count UK Count UK Count 
Dentist 32,281 40,261 42,088 40,976 

Dental Care 
Professionals 

56,880 69,767 70,009 70,659 

Dental Nurse 42,959 57,340 57,907 58,523 

Dental Hygienist 5,160 7,004 7,269 7,325 

Dental Technician 7,460 6,242 5,921 5,929 

Dental Therapist 1,164 2,954 3,309 3,373 

Clinical Dental 
Technician 

100 358 368 368 

Orthodontic 
Therapist 

16 535 628 642 

Total on Register 91,548 110,028 112097 111,635 

Note: Dental Professionals may be on more than one register 

Source: GDC 31 December 2008; 15th May 2017; Dec 2018, March 2019 

37%

49%

5%
6%

3% 0% 0%

Registered titles by %; n=109,110

Dentist

Dental Nurse

Dental Technician

Dental Hygienist

Dental Therapist

Clinical Dental Technician

Orthodontic Therapist



PAGE | 16 
 

The UK is a net importer of dentists; around 17% of the dentists in 2015 registered with the 

GDC, having qualified in other parts of the European Economic Area, approximately 11% of 

whom qualified outside Europe. In contrast, almost all Dental Care Professionals have 

trained within the UK. Whilst the number of professionals registered with the UK General 

Dental Council at any one time is apparent, there is limited evidence of their actual 

contribution to the workforce in each of the four nations making up the UK (54). 

4.2  EDUCATION AND TRAINING 

Undergraduate dental students are educated and trained in 11 institutions within England 

(55). The numbers entering university in England are capped, with just over 800 currently 

entering per year with a ratio of about three applicants to one accepted applicant for 

dentistry (56). Only 5% of places have traditionally been available to overseas students in 

comparison with medicine with 10% in England.  

Dental Care Professionals [DPCs] receive education and training in a range of facilities, with 

most dental hygiene-therapy and dental hygiene courses based in universities 

(schools/academies) and/or dental hospitals.  

Dental Hygienists are trained in three institutions linked to universities and/or dental 

hospitals, whilst 15 in England provide Dental Hygiene/Therapy to diploma or degree level 

in a combined course (57). Training in the private sector has not proved sustainable. Three 

training providers, whilst within the public sector, are not part of a dental school. Outreach 

training is increasingly a feature of contemporary programmes whereby some, or all, of their 

time is spent in general dental practice and community settings. 

There are nine Dental Technician programmes nationally (58). Clinical Dental Technician 

training in England was established in Kent by HEE (London and South East), with a smaller 

number of students also educated and trained at  the University of Central Lancashire (59).  

There are presently six locations in England that offer a course in orthodontic therapy, 

lasting eleven to twelve months, and leading to a Diploma in Orthodontic Therapy (60). 

Whilst a small number of dental nurse training positions exist in dental hospitals, the vast 

majority are trained by private providers, supported by further education colleges. Trainee 

dental nurses are employed in primary care settings in parallel with their job as a trainee 

nurse in dental practice, and take examinations regulated by the GDC (61), to obtain a 

national award.  

Dental hygienists, therapists and nurses have traditionally been almost exclusively female, 

whilst the dentist workforce is increasingly female (62). With the high rate of female 

graduates, females currently comprise 48% of the dentist workforce and will soon be in the 

majority. There are no contemporary data available on the relationship between the number 

of dentists and workforce capacity, with some evidence that many males as well as females 

anticipate working less than full time (63-68). The same problem exists for dental care 

professionals, with some evidence suggesting that they contribute less clinical time, on 

average, to the workforce (54).   
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4.3  NHS DENTISTRY 

Annually over 28 million patients attend NHS dental services. In the 12 months up to 30th 

June 2016, 6.7 million child patients were seen by an NHS dentist in England; equating to 

57.9 per cent of the child population (69). Children were most likely to receive a 

preventative (Fluoride Varnish Application) treatment (excluding examinations), with 4.1 

million delivered during 2015/16; representing a 20.3 per cent (696,286) increase from 

2014/15 (69). In the 24 month period ending 30th June 2016, 22.1 million adult patients were 

seen by an NHS dentist in England, representing 51.7 per cent of the adult population (69). 

Scale and Polish remains the most frequent recorded treatment delivered to adults 

following dental examination (69).  The extent to which care is provided by dental care 

professionals within the dental team is unknown, although many of the common tasks are 

within their scope of practice (15). 

4.4  NHS DENTAL WORKFORCE 

Most dental professionals work in primary dental care and have a relationship with the 

NHS, whilst working in a mixed economy. Over 31,000 dentists (78%) are based at an 

address in England and, during the NHS financial year 2015/16, a record 24,089 were 

involved with the delivery of NHS activity through general dental services [GDS] and/or 

personal dental services [PDS] contracts. This represents a slight increase (0.6%) on 2014/15 

(69), and about 77% of the dentists, based on their registered address. 

Most dentists now work as part of larger teams delivering NHS care. In 2015/16, 85.7 per 

cent of these dentists in primary dental care were ‘performer-only’ dentists, having risen 

from 62.4% in 2006/07 (Figure 4.2). A minority (14.3%), therefore, are ‘providing-

performers’ which means that they hold the NHS contract for the practice and are 

essentially the ‘practical principal’; there has been a year-on-year reduction in the number 

and proportion of practice principals from 2006 (69). This evidently represents a major shift 

in the provision of dental care. As current NHS contracts are not time limited, it is, now 

increasingly difficult for recent graduates to be able to compete to gain contracts for care 

and establish an NHS practice. The direction of travel in England is firmly towards a smaller 

number of larger dental provider organisations in which dental professionals will work.   
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Source NHS Digital 

Figure 4.2 Percentage of NHS England dentists by type, 2006/7-2015/16 

The volume and proportion of NHS care provided will vary between, and within, practices 

and possibly over time, particularly for those working in general dental services. 

Salaried dentists, working largely in trust services, represent over 3.6% of the NHS 

workforce (n-861).  

In line with national trends, NHS dentistry is increasingly being delivered by females who 

are predicted to overtake males in the next few years. The NHS data for England are 

presented in Figure 4.3.  

 

Source NHS Digital  

Figure 4.3 NHS England Dental Workforce by gender, 2006/07 – 2015/16 
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4.5  SPECIALISTS 

Dentistry has 13 different dental specialties. There are just fewer than three thousand listed 

specialist titles, which represents about one in eleven of the profession. There is some 

overlap between specialist lists and therefore the actual number of specialists is 

correspondingly lower. Of the registered dental specialists, 78 per cent have an address in 

England (Table 4.2). Our specialist titles cover patient groups (Paediatric Dentistry and 

Special Care) through to procedures (Orthodontics, Endodontics, Prosthodontics), diseases 

(Periodontology) and a population perspective on health and health services (Dental Public 

Health).  

Table 4.2 Registered UK dental specialist titles, by country of domicile, 2015 

Speciality  England Rest of the UK O’seas Totals 

Orthodontics 1,009 235 91 1,335 

Oral Surgery 561 106 44 711 

Prosthodontics 252 21 20 293 

Endodontics 233 22 19 274 

Periodontics 211 17 27 255 

Special Care Dentistry 196 61 2 259 

Paediatric Dentistry 167 50 7 224 

Dental Public Health 86 27 3 116 

Restorative dentistry 50 41 2 93 

Oral Medicine 48 15 1 64 

Oral and Maxillofacial Pathology 25 5   30 

Oral and Maxillofacial Radiology 20 6 1 27 

Oral Microbiology 3 2   5 

 Total Listed Titles 2,861  

(78%) 

608 

(17%) 

217 

(5%) 

3,686 

(100%) 

Note: Note: Specialists may be listed on more than one register 

Source: GDC 2015 

Clinical specialists work in a range of different settings taking referrals from primary care 

dentists, whilst Oral and Maxillofacial Pathology, Radiology and Microbiology are largely 

focused in dental schools and teaching hospitals supporting other specialists in care 

delivery. Dental Public Health provides population advice and strategic support to a range 

of health sector organisations on health, healthcare and health protection.   
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4.6  CLINICAL ACADEMICS 

The training of dental students, and many DCPs, is focused on dental schools and hospitals, 

albeit current students experience ‘outreach’ to a range of settings. Clinical academic 

staffing has changed over the past decade; dental schools have significant, and growing, 

groups of clinical teachers and researchers who are from a range of science backgrounds 

(70).    

Nationally, there is a paucity of clinical academics equipped to deliver research, education, 

specialist care and leadership in preparing the next workforce generation.  

There is increasing emphasis on interprofessional education (71-73), as highlighted by the 

General Dental Council in Preparing for Practice (16), which outlines dental team outcomes 

across four domains: clinical, communication, leadership and management, and 

professionalism.   
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5. Drivers for Change  

We recognise that we are planning for an uncertain future and it is necessary to take account 

of the global drivers for change as outlined by HEE (51), together with changing patterns of 

oral health, across the following five categories: 

a. Demographics and oral health 

b. Technology and innovation 

c. Social, political, economic and environmental contextual influences 

d. Current and future service models 

e. Expectations of patients and staff 
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6. Population Demography and Oral Health 

The UK population is around 64.6 million people, the majority of whom (54.3M) live in 

England (74). The population profile is presented in Table 6.1 below.  

 

6.1 POPULATION PROJECTIONS 

Population change is affected by four key factors: birth and death rates, immigration and 

emigration (75). Overall growth of around 16.5% is anticipated in the UK to 2039 (74). 

However, the rate and pattern is predicted to vary, with London growing at a higher rate 

than the rest of the country (circa 20%). In addition, differential growth is anticipated 

between urban and rural areas, with the former predicted to grow faster and larger over 

time. Thus, in future, the rural population of England is expected to be older, and more 

socially deprived. The most notable population change will be the expansion of adults aged 

over 75 years (89.8%) and especially those aged 85 years and over (137.5%). This has the 

biggest implications for the future workforce, as most of these people now retain some 

natural teeth, have multiple co-morbidities and become at increased risk of developing oral 

and dental disease.  

As people are living longer, they can expect to be working longer. England, therefore, 

increasingly has at least four generations in the workforce. There is limited evidence of 

professional workforce patterns in dentistry; however, many dentists choose to phase down 

their working week in their later years. Looking to the future, as retirement age formally 

increases for many in the workforce, it could be anticipated that many will work later in life 

before retiring. 
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Table 6.1 Population projections for England to 2039 

Source: Projected Population, 2014 ONS, 2015 (74) 

 

6.2  ORAL HEALTH 

The overall aim of dental professionals is to support oral health and well-being, and treat 

disease effectively for the population. Historically, much professional time has been 

dedicated to the treatment of disease, whereas contemporary care involves management of 

disease risks, with a view to maintaining health, both oral and general. As defined by the 

World Dental Federation [FDI]: 

Oral health is multi-faceted and includes the ability to speak, smile, smell, taste, touch, 

chew, swallow and convey a range of emotions through facial expressions with 

confidence, and without pain, discomfort and disease of the craniofacial complex. (76) 

Additionally, oral health is considered  

“a fundamental component of health and physical and mental well-being” (76) 

 

Ages 2014 2019 2024 2029 2034 2039 % inc 
2014 to 
2039 

0-14 9,676,377 10,240,681 10,507,869 10,534,879 10,588,838 10,627,838 9.8 

15-29 10,555,753 10,464,727 10,406,343 10,750,979 11,280,081 11,548,544 9.4 

30-44 10,810,617 10,978,691 11,556,994 11,624,590 11,363,584 11,305,084 4.6 

45-59 10,822,232 11,246,331 10,873,223 10,664,865 10,791,982 11,367,105 5.0 

60-74 8,076,804 8,686,399 9,194,903 10,018,548 10,434,357 10,131,619 25.4 

0ver 75 4,374,835 4,849,498 5,856,957 6,594,168 7,341,304 8,301,333 89.8 

75-84 3,099,319 3,414,310 4,155,098 4,542,130 4,659,169 5,272,283 70.1 

85 and 
over 

1,275,516 1,435,188 1,701,859 2,052,038 2,682,135 3,029,050 137.5 

All ages 54,316,618 56,466,327 58,396,289 60,188,029 61,800,146 63,281,523 16.5 

Children 
(0-19) 

12,907,331 13,296,061 13,907,891 14,156,818 14,173,677 14,294,476 10.7 

Working 
age  
(16-64) 

34,475,354 35,176,905 35,711,733 36,083,731 36,256,241 36,743,193 6.6 

Categories        

0-4 3,430,957 3,407,486 3,489,664 3,472,321 3,461,648 3,528,253 2.8 

5-17  8,160,744 8,645,797 9,097,972 9,226,745 9,281,937 9,290,123 13.8 

18-64 33,187,209 33,982,369 34,327,601 34,620,041 34,820,839 35,279,707 6.3 

65+ 9,537,708 10,430,675 11,481,052 12,868,922 14,235,722 15,183,440 59.2 

All ages 54,316,618 56,466,327 58,396,289 60,188,029 61,800,146 63,281,523 16.5 
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And that it: 

“exists along a continuum influenced by the values and attitudes of individuals and 

communities; reflects the physiological, social and psychological attributes that are 

essential to the quality of life; is influenced by the individual’s changing experiences, 

perceptions, expectations and ability to adapt to circumstances” (76). 

Whilst there has been significant improvement in oral health nationally, nonetheless, 

almost all the population will experience oral and dental diseases at some stage in their 

lives, the most common being dental caries (tooth decay) and periodontal diseases (gum 

disease). Both are leading non-communicable diseases recognised in the global burden of 

disease (77). Additionally, oral and mucosal conditions, from cancers through to infections, 

pathological tooth wear, trauma, and craniofacial disorders contribute to poor oral health, 

as well as the sequelae of disease management. Restorations do not last forever and need to 

be replaced; tooth wear and fractures increase with age. The major biological impact of 

untreated oral conditions is mouth pain and infection which impact on health and well-

being. Social inequalities in oral health and impact of disease are very clear (78, 79), and 

require action by the workforce to minimise their effect. This may involve delivering care 

differently and in alternative locations. Further improvement is possible, and should, 

therefore, be sought as part of managing disease, and risk of disease, in a contemporary 

manner across healthcare. 

6.3  RISK FACTORS FOR POOR HEALTH 

The challenge and responsibility of reducing disease risk as much as possible. To achieve a 

long and healthy life, is shared by individuals, whole populations, healthcare providers and 

their governments. Oral and dental diseases share many common risk factors with other 

non-communicable diseases, involving: diet, hygiene, tobacco and alcohol use. Thus, dental 

team members can play an active role in tackling these behavioural factors at individual 

level(5), whilst a range of other programmes and initiatives are in place at community and 

population levels to address common risk factors and tackle the wider determinants of 

health (80-85). Furthermore, as people age, live with chronic disease, including cancers, and 

take multiple medications, this can bring additional risk of oral disease. 

6.4  PATIENT DEMAND FOR CARE 

Dental care provision in England involves a mixed economy, focused in primary dental care. 

NHS dental care is widely available. Most general dental practices provide both NHS and 

private care in a manner which has traditionally been demand-led. Over recent decades 

there has been an expanding private sector largely used by the adult population; however, 

most care continues to be provided within the NHS. The latest national data suggests that 

almost 70% of children access dental care, predominately within the NHS over a two-year 

period and 50% of adults, with a further 27% of the adult population reporting to use private 

dental care (86).   

Patient satisfaction with NHS dental care is higher than for some time (87). There is clear 

evidence from NHS dental pilots, and other research, that the public are open to being cared 

for by the wider dental team and willing to attend other practices for more specialised care 
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(26, 27). Whilst care is increasingly available outside of traditional working hours, calls for 

a seven-day service will place further demands on providers (88). 

Care largely falls into two categories: self-care and professional care. Both, should be 

supported by wider action to promote health at all levels (89), and reduce inequity (90, 91). 

It is important to note that public health action and personalised disease prevention 

underpin high quality treatment. Dental care provision is essentially demand-led, which 

can work well for proactive health seeking individuals, particularly those able to access 

dental care during routine working hours, when most care is delivered. 

6.5  LOOKING TO THE FUTURE 

The following four sections recognise drivers for change and their influence. They focus on 

ideal care to support and maintain oral health across four broad seasons of the life-course, 

starting with pre-school children aged 0-4 years and moving through to older people aged 

65 years and over. 
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 ‘Let’s start at the very beginning’ 
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7. Pre-school children: 0-4 years 

 

7.1  INTRODUCTION 

Children under five years of age account for 6.3 per cent (3.43M) of the population in 

England (74). This age-group is forecast to rise by only 2.8 per cent over the next two 

decades to 3.528 million, with the rate of change depending largely on birth rates.  

Parents and carers play a key role in their child’s oral health. At this stage they, and their 

children, receive support across the wider health and social care system. Prenatally, parents 

have close relationships with health professionals, most notably general medical 

practitioners [GPs] and midwives. Postnatally, they have frequent links with both health 

and social care in the early years of a child’s life, accessing health visitors and GPs within 

the health sector. For many, child minders, nurseries, nursery schools, and children’s 

centres form part of their social interaction, and increasingly so, due to the availability of 

subsidised places. Overall, families with young children in England have particularly strong 

links across health and social care during these early years.   

7.2  ORAL HEALTH NEEDS  

Normally children start life with good oral health. As teeth appear in the mouth, from 

around six months of age, they are at risk of tooth decay which can occur very quickly in 

some children. The national survey of 3-year-old children conducted by Public Health 

England [PHE] in 2013 suggests that 12 per cent of three-year-old children had experience 

of obvious dental decay (caries into dentine), having one or more teeth that were decayed 

(to dentinal level), extracted or filled because of caries (d3mft>0). These children had on 

average three teeth affected by decay into dentine.  Across the English regions, estimates 

ranged from 8 per cent in the East of England to 15 per cent in the East Midlands (92). Dental 

caries follows patterns of deprivation; 19 per cent of the prevalence and 25 per cent of the 

severity were explained by deprivation (92).  

7.3  ACCESS TO PRIMARY DENTAL CARE IN PRIMARY CARE SETTINGS 

NHS dental care is free for children, and whilst most are users of NHS dental services during 

their school years, the uptake of care in children aged under five years has traditionally been 

low, with only 33 per cent of children aged under five years attended a dentist, ranging from 

21% of one-year-olds to 56 per cent of five-year-olds in the 12-month period up to March 

2017. Looking at the data over a longer period, only 37.8 per cent accessed services in the 

24-month period up to March 2017. Many children do not visit a dentist until disease is well 

established, or they are in pain and require admission to hospital (93). Early dental 

attendance has not traditionally been encouraged by dental practices or sought by parents 

and carers; however, most children have visited a dentist by the time they enter school (94). 

National and local inequalities in oral health and uptake of care are also evident.  

Limited specialist care is available in primary care settings currently, and largely focused in 

community dental services.  
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7.4  ACCESS TO HOSPITAL (SPECIALIST) CARE IN SECONDARY CARE SETTINGS 

Pre-school children requiring surgical management of dental caries, i.e. removal of teeth, 

generally require access to hospital for removal of one or more teeth.  This approach is 

common in young children who are pre-cooperative and those with high levels of dental 

caries or who have experienced trauma to their teeth and jaws (95, 96). Their dental care is 

delivered by a range of dental professionals, notably hospital specialist paediatric dentists, 

special care dentists and oral surgeons and, in certain locations, community dentists. Tooth 

extraction was the sixth most common procedure in hospital for children under 5 years of 

age, and the most common reason for hospital admission for children aged 5 to 9 years old. 

There were ten thousand admissions amongst children aged 0-4 years old in England in 

2014/15 for dental extractions, which represents 0.3 per cent of the population group, the 

majority of which have ‘dental caries’ as the primary diagnosis (97).  

7.5  KEY CHALLENGES 

Young children, aged below five years, are more at risk of developing dental caries than 

other childhood conditions due to multiple influences. An important approach at this age 

is for the health and social care workforce to support parents and carers to provide a healthy 

diet from birth, introduce good oral hygiene practices once teeth appear using fluoride 

toothpaste of an appropriate strength at least twice daily, and encourage early dental 

attendance, where advice and care should be available in line with the evidence (5). There 

is a common misconception in society that ‘baby teeth do not matter’; however, this is the 

time when dietary preferences and oral hygiene practices are established, and early 

childhood caries can develop.  The volume of care needs to be expanded to enable all young 

children and their parents/carers to gain support and ensure the best start in life (98). 

 

7.6  FUTURE ACTION REQUIRED  

a. Promotion of oral health from birth is key to supporting parents in ‘starting well’. 

This requires leadership from dental professionals, together with the involvement of 

health and social care professionals including midwives, health visitors, general 

practitioners and nursery workers providing support to parents and carers (99).  

b. Prevention of oral disease requires that good dietary and oral hygiene practices are 

established early in life, along with access to optimal levels of fluoride, in line with the 

contemporary and strengthening evidence base (99, 100).  

c. At societal level, there is also a need to recognise and embrace the fact that ‘baby teeth 

matter’ (101). This is the time in life when patterns of eating and drinking, and hygiene 

become established. This may helpfully be supported by parent champions and other 

personnel.  

d. Dental professionals can play a positive role from birth onwards (5); however, this 

requires early dental attendance. Early dental attendance should therefore become 

the norm; however, this requires a paradigm shift in public thinking. Additionally, all 

members of the dental team, including practice staff, including receptionists who work 

closely with all patients, should be trained and supported to ensure that parents are 
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encouraged to access dental care early in their child’s life. It is ideal to access dental care 

by the age of one year as, during this period, dental care is free for mothers. 

e. Within dentistry, there is the opportunity to use the dental team skill mix to support 

prevention in practice so parents with very young children find a dental ‘home’ to 

receive early prevention. The potential for patients to have direct access to dental 

therapists and dental hygienists should be explored for this age-group.  

f. Health personnel (health visitors, school nurses, general practitioners, practice 

nurses) are tasked with making every contact count for health. Oral health messages 

should be clear, given the prevalence of oral disease and the importance of giving every 

child the best start in life. This has time and capacity implications; thus, this workforce 

may need to be expanded.  

g. Consistent messages should be available across all health and social care providers, 

emphasising that baby teeth do matter. Key messages should be delivered to parents of 

young children across a range of settings:  GP surgeries, nurseries, children’s centres, via 

relevant health workers. Parents will require support in integrating healthy practices 

into daily living within a more supportive environment.  

h. Oral health should therefore be included in training curricula of a range of health and 

social care staff. This includes midwives, health visitors, doctors, practice nurses, school 

nurses, nursery workers and children's centre staff. Additionally, continuing 

professional development for existing staff could be provided through nationally 

developed training packages using e-learning technology. 

i. Parents should be supported in ensuring high quality daily care for their child’s oral 

health; whilst recognising that the wider determinants of health also need to be 

addressed. Vulnerable groups will require additional support to achieve and maintain 

oral health. 

j. In delivering care, dental teams may need to work outside of traditional dental settings 

so that oral health promotion and fluoride varnish applications are provided in locations 

such as supermarkets to help these parents. This requires team members to be willing 

to work in a flexible and innovative manner. 

k. Although the proportion of young children in the population is not expected to expand 

greatly, modest additional resources will be required to support maintenance of oral 

health through this period from across health and social care, as well as from primary 

dental care. As an increased number of 0-4-year-olds attend a dental setting, there must 

be a skilled dental workforce willing, and able, to deliver regular care in line with the 

contemporary evidence base. This will include using non-surgical approaches to 

caries management at an earlier stage in the disease process. 

l. Further research is required to understand early childhood caries and model the 

contribution of risk and protective factors across different populations within 

England, and their delivery to inform more effective prevention and care. 

m. Whilst the emphasis should be on promoting parental-care at home and building the 

wider oral health workforce across health and social care, there may need to be more 

specialised paediatric dental expertise in primary care. Dentists with extended skills in 

paediatric dentistry may be needed, willing, and able, to treat young children.  

n. Implementation of commissioning pathways through consultant-led MCNs and Local 

Professional Networks [LPNs] will be required in relation to local oral health needs.  
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o. Consultant-led managed clinical networks [MCNs] for children will be important in 

the delivery of care, involving a range of team members including dentists with 

extended skills [DES]. Equitable and timely access to expertise will be vitally important, 

with care provided in primary care settings where possible. 

p. For children with acute or extensive needs, there should be a clear safety net specialist 

paediatric dental service in secondary care settings, with the skills to deliver care 

under general anaesthetic or sedation, particularly when children are pre-co-operative 

or medically compromised. This will remain a valuable resource, as untreated dental 

caries has major implications for general health and well-being. Some will require this 

service, even those who have acquired dental caries in their early years in other 

countries. Given population demographic predictions, it is not expected that additional 

specialist paediatric dentists will be required. The workforce, however, should be 

maintained at a level whereby children who do require swift access to specialist and 

emergency care can do so in an acceptable time-period.  

q. Some expansion in the dental practice workforce will be required to meet the needs 

of all children under five years of age, as many are currently not accessing care. This 

should be achieved, using the wider dental team including extended role dental 

nurses.  

r. Traditionally, it has not been financially attractive through the national 

remuneration system for dentists to dedicate most of their time to treating children; 

however, should a practitioner choose to extend their skills in the care of young 

children, or children in general, this should be recognised and supported financially. 

Furthermore, dentists with extended skills may be required to support care as an 

alternative to specialists.  This is important ingredient in supporting the development 

of new models of care, harnessing workforce skills and expertise.  Remuneration of 

routine dental care for young children should enable practices to use the skill mix of the 

dental team. 

s. Effective commissioning of care for children, across health and social care, will be 

key to achieving innovative change, together with dental contract reform. Providers will 

require contracts that support delivery of care by a dental team willing, and able, to 

focus on children’s care as part of a wider network.  
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8. Schoolchildren: 5 up to 18 years 

8.1  INTRODUCTION 

This section of the population, aged from five up to 18 years, is engaged in education, the 

majority of which is provided by the state. All young people nationally are required to be in 

full-time education, or apprenticeships, from 16-18 years. This is the period in life when 

children make their transition from primary to secondary dentition, i.e. from baby to adult 

teeth, so there is theoretically a ‘second chance’ to have good oral health; however, the 

evidence suggests that children with decay in their primary teeth are also likely to have 

decay in their adult teeth and progress along trajectories depending on their risk (102).  

8.2  POPULATION 

This age-group currently accounts for 15 per cent of the total population (8.16M) in England 

(74). This section of the population is expected to rise in volume by approximately 13.8 per 

cent to 9.29M in 2039, with regional variation, whilst remaining at 15 per cent of the total. 

London is the area of highest predicted growth in schoolchildren. 

Approximately 6 per cent of this age-group (0.8 million) has a disability and/or impairment 
(mainly neurodevelopmental and mental health conditions) which represents a 16 per cent 
increase over the past 5 years (103). A significant increase in children with 
disability/impairment and chronic complex medical conditions is expected in future 
because of the successes of wider healthcare initiatives (104). 
 

8.3  ORAL HEALTH NEEDS 

School-age children are at risk of dental caries and may develop early gum disease (gingivitis 

which is reversible) through poor oral hygiene control, with a very small minority having 

signs of more severe gum disease (Figure 8.1). Additionally, some children will have a need 

for orthodontic treatment whilst less common conditions include trauma and tooth wear, 

thus a wider range of conditions require active management in this age-group. 

The oral health of children on entry to school at 5 years appears to be improving (99, 105). 

There has been a general trend downwards in the level of dental caries in recent years, both 

in terms of the proportion of children with caries into dentine but also the average number 

of teeth affected. However, analysis of trends must recognise that methods of obtaining 

consent for surveys and the recording of disease have also changed (Figure 8.2). Consistent 

reporting confirms that needs are greater in areas of social deprivation. For example, 41 per 

cent of the variation in decay levels in local authorities at five years of age is explained by 

differences in deprivation (99). 
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Figure 8.1 Oral health of schoolchildren in England 

 

Child Dental Health at 5-, 12- and 15 Years in England, 2013 
 
Dental caries (tooth decay) 

• 31% of 5-yr-olds have obvious decay experience into dentine primary teeth 
whilst 13% have severe or extensive decay 
(note 49% of 5–yr-olds have any clinical decay experience which includes 
caries in enamel) 

• 33% of 12-yr-olds have obvious decay experience in permanent teeth 

• 44% of 15-yr-olds have obvious decay experience into dentine in permanent 
teeth; and 14% have severe or extensive decay 

• (note 46% of 15-yr-olds have evidence of initial tooth decay which includes 
caries into enamel) 

• Social inequalities in dental caries experience are evident at all key ages 
 
Traumatic injuries 

• 12% of 12-yr-olds have evidence of traumatic damage to permanent incisors 

• 10% of 15-yr-olds have evidence of traumatic injury to permanent incisors 
 

Enamel abnormalities 

• 15% of 12-yr-olds have enamel defects in posterior teeth 
 
Orthodontic need: mal-alignment of teeth and jaws 

• 33% of 12-yr-olds have a professionally defined need for orthodontic 
treatment 

• Social inequalities in unmet need are present in children aged 15 yrs 
 
Anxiety related to dental care 

• 14% of 12-yr-olds report having extreme dental anxiety 

• 10% of 15-yr-olds report having extreme dental anxiety 
 
Impact and pain 

• 68% of 12-yr-olds and 65% of 15-yr-olds reported problems with their dental 
health in the past 12 months, of which having a sensitive tooth, was the most 
common 

• 37% of parents reported their 5-yr-olds had experienced impact  

• Children from low social groups were more likely to have reported impacts 
 
 

Sources: 2013 CDHS England In. http://content.digital.nhs.uk/catalogue/PUB17137 
 

http://content.digital.nhs.uk/catalogue/PUB17137
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Figure 8.2 Results of dental surveys of five-year-olds in England from National Child Dental Health 

surveys and PHE Dental Public Health Epidemiology Programme surveys, 1973 to 2015 

 

8.4  ACCESS TO PRIMARY CARE IN PRIMARY CARE SETTINGS 

Annual dental attendance is recommended for all children as a minimum (18), with more 

frequent attendance indicated by risk. Few parents or children report never going to a 

dentist in the 2013 national survey 1-2 per cent by age group. In England, national survey 

data suggest that only 6 per cent of 5-year-olds and one per cent of 8-year-olds have never 

visited a dentist (94). 

The most common item provided after dental examination was ‘advice on oral care’ received 

by 65 per cent of 15-year-olds through to 13 per cent of 5-year-olds; there was reported 

evidence that preventive treatments to teeth had been received by 29 per cent of 12-year-

olds and 26 per cent of 15-year-olds. 

Uptake of NHS care is best amongst schoolchildren; thus, providing the opportunity for 

preventive care, should families attend services regularly. During the preceding 12-month 

period to the end of March 2017, 68.7 per cent of this age-group had accessed an NHS 

dentist, with highest levels amongst children aged 7-13 years (>70 per cent). Taking a longer 

view over 24 months to March 2017, over 83.7 per cent of children aged 5-17 years had 

accessed care. Uptake reduced with age, thereafter, dropping to 57 per cent amongst 17-

year-olds.  It is well recognised that children who most need dental care may attend less 

often and/or later in the disease process when intervention is required (93); hence, they are 

less likely to benefit from preventive care. 
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8.5  ACCESS TO SPECIALIST CARE IN PRIMARY/SECONDARY CARE SETTINGS 

Specialist orthodontic care is provided in primary care settings in specialist practices as well 

as consultant-led services in hospitals, the majority of which is for young people in this age 

group. There were 4.2 million ‘units of orthodontic assessment’ [UOAs] carried out in 2015-

16, 0.9 per cent (38,309), which is less than the previous year. There is regional variation in 

the level of care provision (86). Inequalities in access to orthodontic care are present 

amongst young people associated with deprivation. 

8.6  ACCESS TO HOSPITAL (SPECIALIST) CARE IN SECONDARY CARE SETTINGS 

A considerable number of children are admitted to hospital, usually under the care of 

paediatric or oral surgery consultants, with extraction of teeth being the most common 

reason for admission; 46,696 children in this age group were admitted to hospital for 

extractions under GA/sedation in 2014/15 (106), the most common reason being tooth decay 

and its sequelae. Initiatives to support prevention and health promotion amongst these 

families have proved a challenge (107). 

Additionally, a small number will require the wider services of oral maxillofacial surgery 

consultants in conjunction with orthodontist and paediatric dentistry consultants as part of 

combined care for craniofacial disorders.   

8.7  KEY CHALLENGES 

Challenges are similar to those of pre-school children: 

Prevention of oral and dental disease and promotion of oral health continue to be 

important in this age-group as they make the transition to an adult dentition from the age 

of six years onwards. This involves wider healthcare professionals, as well as all oral and 

dental professionals and personal/parental care.  

Addressing inequalities and variation in health requires upstream policy action, and a 

range of evidence-based actions at societal and community levels. 

Regular dental attendance in primary dental care settings should become the norm for 

all children, providing the opportunity for evidence-informed preventive care, and for 

disease to be detected early and managed conservatively.  

Geographic variation in population growth and service availability needs to be addressed 

to facilitate equitable access to all aspects of care locally regionally through MCNs.  

Supporting families who traditionally have been high users of GA and sedation for 

late stage management of dental caries will be a challenge and requires further research 

and supportive action. 

Remuneration systems are required to support the delivery of child dental care in primary 

care settings and outside traditional settings in new models of care. 

Workforce development to support new models of care, together with contract reform 

and good commissioning, will be required to achieve change. 
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 8.8  FUTURE ACTION REQUIRED 

Future action should build on, and be integrated with, that of pre-school children: 

a. There was a clear view that promotion of oral health and delivery of evidence-

based preventive dentistry is important in ‘keeping well’. Prevention should underpin 

oral health care for all children, at all levels of care, with the aim of eventually reducing 

need in the child population overall.   

b. There should be integration of care through use of other agencies to promote oral 

health and access to care, e.g. health visitors, school and community nurses, 

pharmacists and local authority education services. Teachers should also be aware of 

their important role in promoting health in general and oral health. 

c. Within dentistry, the workforce may need to grow to meet all oral health needs with 

full use of the workforce expertise: primary dental care dentists, DCPs, dentists with 

extended skills [DES] and specialists. Paediatric dentistry and orthodontics are the two 

main specialties to support children and young people. Specialist services should be 

available across primary and secondary settings. Much routine work, however, 

particularly prevention, may be undertaken by DCPs.  

d. Incentives to work in areas of social deprivation should be considered to address 

inequalities in oral health.  It will be important to ensure delivery of care to those 

most in need by an appropriately trained workforce operating in the most relevant 

setting, minimising regional and social inequalities. 

e. Routine dental care should be provided where possible by DCPs supported by dentists 

who are able and willing to provide contemporary evidence-based care for children, and 

for those who work in the NHS contracted to do so; some children may require access 

to dentists with extended skills [DES] or specialists in paediatric dentistry. 

f. Managed clinical networks [MCNs] for children’s dental care will involve a range of 

team members, including dentists with extended skills providing an extended range of 

care, and specialists, as part of a network within a geographical region (currently LPNs). 

This should include the provision of a range of adjunct services from behaviour 

management through to sedation services, and, where appropriate, admission for 

general anaesthetic [GA] in hospitals. 

g. Paediatric dentistry: specialist care should be readily available to all those children 

whose oral health care needs cannot be met by a generalist or dentist with extended 

skills (Level 1 or Level 2 dental practitioner). This care should be overseen by the same 

MCNs as pre-school children.  

h. Orthodontic needs are not expected to increase; nonetheless, there are likely to be 

changes in skill mix with greater team-working at practice level and use of orthodontic 

therapists. Orthodontists in practice should actively link with specialists and 

consultants in hospital settings in MCNs.  

i. The number of specialists should match the needs of the local child population and 

include capacity for training and support of non-specialist practitioners as well as other 

dental professionals. Peripatetic specialist and consultant services may be more locally 

available within networks of care. 
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j. Seamless care pathways will be required between providers and from paediatric to 

adult services, especially for vulnerable groups with special needs or rare conditions. 

k. Integration with other agencies will facilitate access to care and preventive advice, e.g. 

health visitors, school and community nurses, pharmacists and local authority 

education services. 

l. New registrants should have the opportunity to engage with new models of care as 

part of their induction to the NHS. 

m. NHS contractual arrangements within primary dental care should focus on 

supporting prevention, delivery of services by skill mix teams and use of an extended 

workforce. 

n. Implementation of commissioning pathways through consultant-led MCNs and 

LPNs, working with STPs, is required according to regional needs. Effective triaging of 

referrals for hospital care in a timely manner; and, where appropriate, delivery in 

primary care settings.  

  



PAGE | 38 
 

 
 
 
 
 

MAINTAIN WELL 

 
and PLAN for HEALTH 

 
Adults 

 
18-64 years 

 
 

Continually at risk 
 
  



PAGE | 39 
 

9. Adults: 18-64 years  

9.1  INTRODUCTION 

Adults aged 18-64 years form the dominant section of the population and are to be found 

employed in the workplace, in education and training, or at home. Younger adults are 

increasingly expected to change jobs and workplaces more regularly, work across different 

settings, be increasingly technologically “savvy”, use mobile technology to remain 

‘connected’ and live longer lives (108). This has implications for when and how they use 

dental services in future.  

9.2  POPULATION 

There are currently 33.19 million adults of working age (18-65 years), comprising 61 per cent 

of the population; this age-group is anticipated to expand by 6.3 per cent to 35.28M, 

representing a fall of five percentage points to around 56 per cent of the population (74). 

Levels of disability in the adult population are increasing as healthcare improves. In 2012/13, 

16 per cent of adults of working age (6.1 million) had a disability (103). Furthermore, co-

morbidities are common with increasing age, particularly as many adults from middle-age 

onwards are living with chronic conditions and taking multiple medications.  

9.3  ORAL HEALTH NEEDS 

The vast majority of adults have experienced oral and dental diseases as shown in Figure 9.1 

and remain at risk of these chronic progressive diseases (102), and their sequelae.  Dental 

caries experience is still prevalent with 84 per cent of dentate adults having one or more 

fillings present in their mouths. Many more adults are keeping some or all their natural 

teeth such that only 6 per cent were edentulous; comparison with previous surveys shows 

that each decennial cohort has less tooth decay. None-the-less, 30 per cent of dentate adults 

had dental caries present and 8 per cent had unrestorable teeth. Longitudinal surveys 

confirm that dental caries is a progressive disease; in high income western countries there 

is evidence that adults gain one carious surface per year (109). 

As people retain their teeth, they may be affected by periodontal diseases present in about 

half of adults, with nine per cent having some evidence of periodontitis; both conditions 

increasing with age (94). Inequity is marked in relation to edentulousness, dental caries and 

periodontal diseases (110). Whilst a range of less common additional conditions affect adults 

the number of people affected is still significant. Mouth cancer and most cancers of the head 

and neck increase with age, and these serious conditions are on the rise, notably oral and 

oropharyngeal cancers (111-113).  

Looking to the future (Figure 9.2), we anticipate that more young people will enter 

adulthood with healthy mouths, and at the other end of the age spectrum, the proportion 

of the population requiring complete dentures is anticipated to reduce, with implications 

for care provision.  Furthermore, within society there is increasing emphasis on aesthetics 

together with the realisation of what is possible through dentistry, creating increased 

demands for care such as cosmetic treatments, orthodontics, tooth whitening and dental 

implants, most of which are provided within the private sector.  



PAGE | 40 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 9.1 Adult oral health in England 

 

Adult Dental Health in England, 2009 
 
Overall oral health 

• only 10% of adults had excellent oral health and they were more likely to be 
young and from less deprived backgrounds 

• 22% of dentate adults had one or more urgent conditions in their mouth 

 
Edentulousness 

• 94% of all adults in England were dentate and 6% were edentate 

• 13% had natural teeth and dentures 
 

Natural and sound teeth 

• 86% of dentate adults have 21 or more natural teeth (a functional dentition). 

• dentate adults in England had an average of 18 sound and untreated teeth 
 

Dental caries experience (tooth decay) 

• over 80% of dentate adults had experienced dental caries 

• 85% of dentate adults in England had at least one restored tooth. 

• 30% of dentate adults had carious teeth present (crowns and roots) 

• 8% of dentate adults in England had one or more teeth with unrestorable caries 
 
Periodontal diseases 

• 50% of dentate adults had loss of attachment and pocketing of 4mm or more 

• 54% of dentate adults had bleeding on probing;  

• 45% had pocketing of 4mm or more; increasing with age from 19% of 16-24yr 
olds through to 61% of 55-64-yr 0lds  

• 9% had pocketing of 6mm or more; increasing with age from 1% of 16-24yr olds 
through to 16% of 55-64-yr 0lds  

• 66% of dentate adults had visible plaque present on their teeth 
 
Anxiety related to dental care 

• 14% of 12-yr-olds report having extreme dental anxiety 

• 10% of 15-yr-olds report having extreme dental anxiety 
 
Impact and pain 

• Overall 9% of dentate adults in England reported feeling current pain related to 
their teeth 

• 39% of dentate adults reported experiencing at least one problem concerning 
their oral health 

 
Cancer diagnosis 

• Risks of oral cancer increase from 60 yrs onwards, particularly amongst 
smokers 

Sources: 2009 ADHS In.  https://digital.nhs.uk/catalogue/PUB01086 
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Source: NHS England (114) 

Figure 9.2 Time Series: oral health projections for England 

 

There is emerging evidence amongst adults of the association of common non-

communicable diseases with oral health (115-118). A greater understanding of the 

nature of these associations and implications for care is required to support adults 

in retaining a functioning dentition, maintaining health and quality of life and 

planning well for future care.  Furthermore, adults are increasingly interested in 

their own health (108), and many want to partner in how, when, and where care is 

delivered. 

9.4  ACCESS TO DENTAL CARE:  

Dental attendance is recommended at least once every two years for adults (18), with more 

frequent attendance based on risk assessment. Adults in England use a mixture of NHS and 

private dental care, with national survey data suggesting that the majority access NHS 

services as patients are required to make co-payments for NHS care (unless they have 

specific exemptions) (119), or pay fully for care privately or through insurance systems. Cost 

becomes a barrier to care for those on lower incomes and exacerbates inequity in oral health 

within society (110).  

A total of 30 million patients was seen in the 24-month period to 30 June 2015; a 6.7 per cent 

increase on the March 2006 baseline but a 0.2 per cent decrease on the previous quarter 

(120). As of the end of March 2017, 39 per cent had accessed dental care in the preceding 

year, with higher levels amongst adults in their fifties (41-45%).  
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In the 2009 survey, 76 per cent adults reported attending at least once every two years (110). 

Sixty-one per cent of dentate adults in England reported attending the dentist for regular 

check-ups, whereas in London it was notably lower at 44 per cent. Nationally, 27 per cent 

reported attending only when they had trouble with their teeth. It is notable that only 2 per 

cent of adults reported never attending a dentist (110).  

Twenty-seven per cent of dentate adults in England reported receiving private dental care 

during their last completed course of dental treatment, 46 per cent received NHS care, 

which they paid for, and 24 per cent received free NHS dental care (110). Overall, 70 per cent 

of dentate adults received NHS dental care at their last completed course of treatment (110). 

9.5  KEY CHALLENGES 

Maintaining oral health and managing disease remain important through adult life. For 

many this will involve identifying and managing risks of disease which may require 

behaviour change support. This requires a paradigm shift within society, with support and 

advice from healthcare professionals. 

Access to primary dental care: adults use, and have benefitted from, the skills and 

expertise of the dental workforce and will require ongoing care throughout their life-course. 

Preventative care will be required to minimise risk and thus the consequent need for 

interventive care; and to support effective maintenance of any treatment delivered.  

Inequity in oral health is further exacerbated by challenges in access to dental care; this 

is particularly apparent in areas of social deprivation and amongst vulnerable adults.  

Complexity of clinical care: many of these patients have received complex dental care 

such as dental implants. These patients will require long-term maintenance and support. 

Many also have heavily restored dentitions including more complex dentistry (root fillings, 

crowns, bridges and implants) all of which present a challenge when further pathology, 

including fractures, means that an extraction is required. Failures associated with complex 

care, often provided privately, and sometimes abroad, through dental tourism, generally 

present to the NHS for remedial action. Thus, the workforce will need to be competent and 

skilled to manage adults of increasing complexity. 

Access to specialised care, particularly the transition, for children requiring specialised 

care, from paediatric dentistry to special care dentistry and other specialities, represents a 

particular challenge. Throughout adult life, a proportion of adults will require occasional 

access to the services of one or more of the specialties which serve adults, either because of 

their dental or health status. This can include restorative dentistry (or the mono-specialties 

of prosthodontics, periodontics and endodontics) as well as oral surgery and special care 

dentistry, oral medicine, oral pathology and maxillofacial radiology. 

Geographic variation in population growth and service availability is marked. Many 

dental specialties are focused around dental schools and hospitals, thus for populations 

remote from dental schools, and especially rural populations, access to specialised or 

specialist care represents a challenge. 
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Keeping up-to-date and demonstrating contemporary knowledge and skills will be 

important amongst health professionals. The workforce will need to be competent and 

skilled to manage adults of increasing complexity and be enabled to manage care over 

time, rather than merely focusing on ‘cross-sectional’ courses of care.  

9.6  FUTURE CARE 

a. Promotion of oral health and prevention of disease remains important amongst 

adults for effective self-care and maintenance of oral health. For many this will 

involve identifying and managing risks of disease which may require behaviour change 

support to address oral health related behaviours. This requires the support of all health 

and social care professionals as well as the dental team.  

b. The dental workforce will need to be competent and skilled to manage adults of 

increasing complexity. Adults use, and have benefitted from, the skills and expertise of 

the dental workforce and will require them throughout their life-course. Adults aged 

over 50 years who suffered high levels of dental caries, and have benefitted from 

extensive restorations, will particularly require careful maintenance and repair into 

older age. This will harness the skills of all dentists, supported by specialised or specialist 

dentistry for more complex patients.  

c. Dentists may provide advanced and routine treatment for complex patients supported 

by a wider collaborative dental team, including using a mix of dental care 

professionals to support patient care.  

d. Effective disease management will be required to reduce need will involve working 

across health and social care.  Younger adults who have had good oral health as children, 

will need to be empowered to manage the risks of oral disease in later life. Ensuring 

access to preventative care may reduce complex needs for care in later life, and where 

complex care is provided, support its effective maintenance. Dental care professionals 

will play an important role in maintaining oral health with evidence-based prevention.  

e. Regular dental attendance, with frequency based on risk should be encouraged; 

however, some adults will choose to attend less regularly.   

f. New models of care should be developed across organisations, involving a mix of 

options across the levels of care using the wider dental team, dentists with extended 

skills, specialists and consultants. This is likely to require access to a range of specialist 

competencies including oral surgery, oral medicine, periodontology, prosthodontics 

and endodontics.  

g. Addressing inequalities in oral health means that additional support and action will 

be required to promote health and facilitate access to dental care for vulnerable groups 

in an equitable manner. Models of care need to be well defined, and the care delivered 

should support reductions in inequity.  

h. Innovative approaches will be required to address inequalities in health amongst 

vulnerable groups. Furthermore, integrated care will be required for groups needing 

special care dentistry. 

i. All adults require access to routine dental care, whether they choose to use it 

occasionally or regularly. Everyone should have access to specialised care pathways 

as required.  
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10.  Older People: 65 years and over 

 

10.1  INTRODUCTION 

Older adults are the most rapidly growing population sub-group in England. This section of 

society has some of the greatest oral health needs, despite significant improvements in 

recent decades.  

10.2  POPULATION 

Demographic change will result in significant expansion of the population aged 65 years 

and over by 59 per cent to 15.2 million by 2039 (74); expanding from 18 to 24 per cent of the 

total population. However, within this group, there is variation, with the segment aged over 

85 years of age projected to grow at the highest rate (137.5%) to 3.6 million by 2039.The 75-

84 age-band is projected to rise by 70.1 per cent to 6.3 million, by mid-2039; the segment of 

adults aged 60-74 years is predicted to grow, but less rapidly, increasing by 25.4 per cent to 

12 million people. Given that chronological age and biological age differ, it is important to 

recognise that adults in their last years of life will have significant health challenges; this 

has implications for the health workforce in general and the dental workforce in particular. 

Older people spend most of their time in community settings and being active. As 

vulnerability increases, every effort is made to enable them to live independently for as long 

as possible. Thus, only a small minority (5-6%) live in care homes (121); however, this 

represents some of the most vulnerable members of this age-cohort. Nonetheless, even in 

the oldest age-group only 16 per cent of people aged 85 years and over in the UK live in care 

homes (121).  

Amongst older adults living in the community, there is evidence that many require care, 

but their needs are not met. It is estimated that in England of the 2.8 million older people 

aged 65-89 with care related needs, 900,000 currently do not receive any formal support 

(122, 123).  

10.3  ORAL HEALTH NEEDS 

Good oral health is recognized as an essential component of active ageing nationally (121). 

One of the great successes for dentistry across the UK is that oral health has improved such 

that even amongst oldest adults (85 years and over), the majority have some natural teeth.  

However, denture wearing increases with age. Furthermore, adults in their later years have 

an increased risk of oral disease, notably dental caries, periodontal (gum) diseases, 

toothwear, oral and mucosal lesions, and head and neck cancer (Figure 10.1). Adults who 

have lost some or all their teeth may wear partial or complete dentures, which also need to 

be managed as they may impact on oral health. As with other age-groups, there is evidence 

of social inequity; older people from lower social groups are more likely to be 

edentulousness and have untreated decay (coronal caries) and have fewer sound and 

restored teeth (110). 
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Periodontal disease increases markedly with age. The last national survey reported that 60 

per cent of 65-74-year-olds and 61 per cent 75-84-year 0lds in the UK had pocketing of 4mm 

or more. And some 14 per cent of 65-74 and 75-84-year 0lds and 15 per cent of 85+ had more 

severe disease as evidenced by periodontal pocketing of 6mm or more (110).  

With the benefits of past dental care, many will have heavily restored dentitions, including 

complex advanced dentistry, such as implants which require maintenance and repair. In the 

worst case, they will require surgical removal. Importantly, as people age, they will have 

more co-morbidities and polypharmacy, which have implications for their oral health, self-

care and professional care, and they are less likely than younger adults to rate their general 

health as good. The most challenging condition for older adults and dental professionals is 

cognitive decline and dementia (115, 124). Together, these will result in this group having 

significant, and rapidly changing oral health needs requiring active management. This has 

implications for older patient’s ability to retain a functional dentition in support of their 

general health and well-being.  

There is a significant body of evidence that older people have high levels of oral health needs 

as they become more vulnerable  (125), most notable amongst residents of care homes (45, 

125, 126). As the environment changes, albeit alongside established health behaviours, the 

risks to oral health increase. There is evidence that daily self-care/assisted care is not 

perceived as a priority and becomes increasingly difficult with cognitive decline (127). 
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Figure 10.1 Older Peoples’ oral health in England 

Oral Health of Older People in England 
Overall oral health 

• Only 1% rate their oral health as excellent 
 

Dentures  

• Whilst 6% of adults are edentate, this rises to 31% in older adults 

• There is variation by geography and edentulousness is much lower in London (2.8%) had natural 
teeth and dentures 

• Wearing complete or partial dentures is common in over half of adults >75 years in both care 
homes and living in the community 
 

Functional dentition (21 or more natural teeth) 

• Only 40% of dentate adults aged 75-84 years have 21 or more natural teeth  

• Only 53% of adults aged 85 years and over had natural teeth; of these, only 26% had a functional 
dentition, which represents 14% of this age group 

• 80% of Londoners aged over 65 years retain a functional dentition 
 

Dental caries experience (tooth decay) 

• Dental caries is more common in older adults and higher amongst those living in care homes 

• 40% of community living dentate older adults aged 75-64 years had dental caries experience 

• Over 90% of older adults have exposed root surfaces at risk of decay and adults in the 75-84-year 
age-group have most evidence of root caries (just under one in five) 

• The majority of older adults living in care homes have dental caries present 
 

Periodontal diseases 

• The majority of dentate older adults have periodontal disease; approximately 60% of 65-84-year-
olds; and 40% in adults aged >85 years  

• 14% of 65-74 and 75-84-year 0lds and 15% of dentate adults 85 years and over had more severe 
disease, as evidenced by periodontal pocketing of 6mm or more 

 

Anxiety related to dental care 

• Anxiety levels are lower than younger adults 
 

Tooth wear 

• Tooth surface loss – increases with age; a minority have pathological wear 
 

Impact and pain 

• Overall fewer dentate older adults in England reported feeling current pain related to their teeth, 
which decreased with age from 9% in 65-74-year-olds to 6% in 75-64-year-olds and 4% in people 
aged 85-years and above 

• Higher proportions of older adults have one or more PUFA indicators: 8% in 75-84-year-olds and 
10% in people 85 years and over, with higher levels in care homes. 

• Adults over 75 years of age are less likely to rate their oral health as good: 59% of adults 75-84 
years and 53% of adults aged 85 years and over rated their oral health as good 

• Oral health impacts on quality of life: 41% of older adults living in the community identified that 
they had one or more oral health ‘impact’, occasionally, or more often 

 

Cancer diagnosis 

• Risks of head and neck cancer increase from the age of 60 years, particularly amongst smokers 
and rates of head and neck cancer are rising 

Sources: 2009 ADHS In.  https://digital.nhs.uk/catalogue/PUB01086 
PHE & BASCD (2015) The oral health of older people in England and Wales. London PHE. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/489756/What_is_known_about_the_oral_health_of_older_people.pdf 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/489756/What_is_known_about_the_oral_health_of_older_people.pdf
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10.4  ACCESS TO CARE 

Regular dental attendance is recommended for adults based on risk, with the maximum 

recommended interval being two years (18). As older adults have higher risks of oral disease, 

they are therefore likely to need to attend more frequently. Older people use NHS and 

private dental care.  

In the 2009 UK Adult Dental Health Survey, over 80% of older dentate adults in each age-

band reported attending a dentist within the last two years (110). Overall 78% of UK adults 

reported attending every two years with the NHS being the primary provider for 71% of this 

group, i.e. 50% overall. Cost (63%), and location (23%), were main reasons for using NHS 

dental care. Whilst just over one quarter of adults overall (27%) had utilised private dental 

care, rates increased with age; from 33% in 65-74-year-olds, to 38% in 75-84-year-olds and 

44% in >85 years. Oldest adults were the greatest users of private dental care nationally of 

any age-group. The latter may be explained by the fact that the provision of dentures has 

increasingly moved to the private sector, and thus older adults, who are the section of 

society most likely to have lost natural teeth, will require this service.  

NHSE data for the year ending March 2017 (120), suggest that 41.2% of adults aged over 65 

years used NHS dental care in the previous 12 months and 50.5% in the previous 24 months. 

In the latter period, the greatest use was made by 69-70-year-olds, amongst whom over 62% 

had accessed care. In England, older adults are not exempt from making co-payments for 

dental care, with laboratory procedures such as dentures involving the highest patient 

charges.  Overall, four-fifths of older adults were paying for, or contributing to, the cost of 

their dental care. Barriers to dental care are commonly reported as cost, fear, availability, 

accessibility and characteristics of the dentist and lack of perceived need (128). 

Older people have traditionally held an allegiance to the NHS and an expectation that they 

should have access to NHS care, placing great value on the NHS brand (129). Adults in 

general report using private care because of a range of issues, the most common being that 

as their dentist has moved to the private sector, they are unable to find an NHS dentist or 

access private care because of quality issues. Only 1% reported receiving mixed NHS and 

private care.  

There is some evidence that older people in residential care homes may be able to access 

routine primary dental care practitioners but that adults who are more vulnerable, 

particularly those living in nursing homes, are significantly more likely to need domiciliary 

care (126). However, the level of domiciliary care in England has reduced markedly under 

current commissioning arrangements and it may not be clear how to access domiciliary care 

for carers. Issues around transport and staff support have been reported by care home 

managers (126). 

The odds of receiving treatment within a primary dental care setting have been shown to 

increase significantly with each increasing year of age amongst adults, when payment is not 

a barrier to care: ‘partial dentures’ (7%); ‘scale and polish’ (3.7%); ‘tooth extraction’ (3%), 

and ‘instruction and advice’ (3%) (130). Demand for all elements of dental care amongst 

older people is predicted to increase in future decades, except complete dentures (131).  
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10.5  KEY CHALLENGES:  

Self-care becomes more difficult with increasing age. Frailty can limit older people’s ability 

to carry out their usual daily activities, which may impact on their personal oral hygiene 

routine and diet. The majority of adults aged over 75 years are limited in their daily activities 

and the proportion who experience limitations has increased through the 1991, 2001 and 2011 

census surveys (132). Manual dexterity, including tooth-brushing abilities, may be 

compromised by a range of long-term conditions including arthritis, Parkinson’s disease 

and dementia; this has implications for oral health and its degeneration, which may occur 

rapidly unless there is good support from carers.  

Assisted daily care: assistance with daily oral hygiene practices becomes vitally important 

as adults become frailer. Effective daily care also involves ensuring a healthy diet, low in 

sugar. Older people in care homes will have the assistance of paid carers. Thus, education 

and training are required for care institutions and carers within institutions. Current 

evidence suggests that the latter may not perceive oral health as important. Most older 

people, however, live in the community. A major contribution to the stability of the aged 

population is likely to be due to the increase in unpaid carers; there were an additional 

600,000 unpaid carers in 2011 compared to 2001 (133). Given that unpaid care is likely to be 

provided by a spouse or family member, the increased longevity of men could be one reason 

for the fall in the numbers of women entering care homes. They also become part of our 

carer workforce and require education and support in providing effective daily care.  

Access to professional dental care. The need for dental care increases with increasing 

age; however, this may not translate into demand. Thus, it will be important to address 

barriers to care and ensure that oral health needs and demands are met. It is well known 

that as we age, our mobility is compromised. This will result in reduced ability to attend 

practices. Frail older adults may require domiciliary dental care in their own home or a care 

home. Planning and delivery of care will also take longer than for able bodied adults.  

Patient management: it is anticipated that as patient management for this diverse group 

becomes increasingly complex, it is less likely to be provided by the private sector. Whilst 

it is possible to divide this group into young-elderly (65-74 years), elderly (75-84 years), and 

older elderly people (>85 years), chronological and biological age do not necessarily 

correspond. Increasing complexity of patient management is thus a feature of care which 

will define this age-group, particularly as the proportion aged 85 years and over increases.  

Co-morbidities: there is emerging evidence of an association between non-communicable 

disease and oral health, including diabetes (118), and cardiovascular disease (134), albeit 

research evidence is limited to date. These conditions share common risk factors and may 

benefit from holistic care management. Comorbidities and their management have 

deleterious implications for oral health and the delivery of self-care and professional care. 

Patients therefore will need support across health and social care to maintain health. This 

will require education, management and support of the wider NHS and social care teams. 

Dementia is very common, affecting one person in six over the age of 80, and 850,000 

people aged 65 years or over in 2017 (123). If current trends continue and no action is taken, 

the number of people with dementia in the UK is forecast to increase to 1,14 million by 2025 
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and over 2.1 million by 2051; an increase of 40% over the next 12 years and of 156% over the 

next 38 years (123, 135). The association between dementia and oral health requires 

consideration (136). This has implications for examination and treatment of adults who lack 

the capacity to consent, may not be able to cooperate with dental treatment, or are 

dependent upon others to arrange dental appointments and provide oral hygiene measures. 

Polypharmacy:  older people are increasingly dependent upon prescription drugs. The 

most common side-effect of the 200 most-prescribed medications is dry mouth (137), which 

is a risk factor for dental caries and toothwear. Older people require assistance in managing 

their dry mouth without recourse to sugar-based products such as sweets, to stimulate 

salivary flow.  

Complexity of clinical care: in addition to the above, many older adults have heavily 

restored dentitions, including more complex dentistry (root fillings, crowns, bridges and 

implants), all of which present a challenge when further pathology is diagnosed. Failures 

associated with complex care generally present to the NHS. Research suggests that after 8.5 

years in situ, an important proportion (±60%) of implants presented biological 

complications; furthermore, a positive correlation was showed between age, periodontitis, 

absence of teeth, rough surfaces and peri-implantitis (138). Consequently, patients require 

careful and regular maintenance.  

10.6  FUTURE CARE 

We need to ensure that older adults are facilitated to sustain oral health into older age to 

end well. It is important that they can enjoy simple pleasures such as eating, drinking and 

socialising and are not left to suffer pain and discomfort in their later years, particularly at 

times of physical and cognitive decline. Thus, the aim should be to maintain and support 

health and maintain comfort in life through personal and professional care, retaining a 

functional dentition, where possible. Patients therefore will need support across health and 

social care to maintain health. This will require education, management and support of 

health and social care teams. 

a. Supporting self-care: Promotion of oral health and prevention of disease remain 

vitally important amongst older adults. Effective self-care is fundamental to the 

maintenance of oral health. For many this will involve identifying and managing risks 

of disease which may require behaviour change support. This involves all health and 

social care professionals as well as the dental team. For those older adults who are more 

vulnerable, assistance with daily oral hygiene becomes very important. And ensuring a 

low sugar diet. Education and training is required for care institutions and carers within 

institutions.  

b. Access to professional care: Ensuring access to professional dental care will require 

innovative solutions, including bringing care to patients in their vulnerable years. Older 

adults are increasingly likely to be isolated, particularly those in rural settings. This may 

involve delivering more domiciliary care using mobile clinics and/or portable 

equipment.  Care should be equitably distributed to as not to increase inequalities.  



PAGE | 51 
 

c. Addressing inequalities in oral health means that additional support and action will 

be required to promote health and facilitate access to dental care for vulnerable groups 

in an equitable manner.  

d. New models of care: Older people have multiple health appointments and would 

benefit from a one-stop clinic approach to healthcare, where possible. Developing, 

testing and scaling up of these services will be important. The oral and dental workforce 

should be well connected to the wider health and social care workforce. Oral health care 

could be integrated into wider healthcare more effectively. This has the potential to 

reduce the burden on patients and carers and improve well-being. Even the provision 

of a dental examination to identify what care is required, would be helpful.  Ideally 

routine primary dental care should be available in a ‘one-stop clinic’, alongside other 

services.  

e. Networks of care should be developed involving a mix of options across the levels of 

care using the wider dental team and dentists, dentists with extended skills and 

specialists/consultants in MCNs. This is likely to require an increase in special care 

dentistry, closely supported by other specialties such as oral surgery, oral medicine, 

periodontology, prosthodontics and endodontics, along with access to cancer teams and 

other experts as required. 

f. Workforce readiness: Ensuring an oral and dental workforce that is available and 

equipped to provide dental care for adults in older age is required, across all aspects of 

oral and dental care. They need to be able to manage the additional physical, medical, 

psychological and social factors which impact on patient management and the delivery 

of care. 

g. Workforce capacity: Older adults will require a higher volume of dental care and 

greater range than ever before, delivered by an appropriately trained and resourced 

workforce, confident in managing complex patients and providing the full range of care.  

This will harness the skills of all dentists and, when appropriate, draw on specialised or 

specialist dentistry. Furthermore, dental care professionals will play a key role in 

maintaining oral health with evidence-based prevention.  

h. Dentists may provide advanced and routine treatment for complex patients supported 

by a wider collaborative dental team including a mix of dental care professionals 

supporting patient care. Dental hygienists can provide periodontal treatment and 

preventive care. Dental therapists (or dental hygiene-therapists), may potentially 

provide restorative treatment. Dental nurses may provide oral health education and 

instruction for patients and carers. Additionally, for those who have lost some or all 

their teeth, clinical dental technicians may provide dentures. 

i. Long-term planning of oral health care should consider what will be easily maintained 

in the vulnerable years of life; this should form part of discussions with patients and/or 

carers, ideally before people become frail. 

j. Dependency results with increasing age, and thus the health workforce will require 

skills and expertise to work with carers, family, and a wider group of health and social 

care professionals to meet the patient’s best interests. Active support for carers should 

be provided in sustaining older people’s oral health through this phase of life. 
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11. Life-course considerations 

 

11.1  OPTIMAL CARE 

Optimal care through life involves starting well. The benefits to wider health of doing so 

should not be under-estimated, given common risk factors for non-communicable diseases 

and their wider social determinants (139, 140). Dental decay, which is normally the first oral 

disease to present, may be considered a risk marker for poor diet and thus non-

communicable disease.  Table 11.1 provides an overview of the care required at each stage of 

life based on contemporary guidance (5, 18, 101, 141, 142).  

Table 11.1 Overview of life-course prevention 

  Routine Self-care 
includes* 

Professional 
preventive care  
includes** 

Other support 
includes 

Start well:  
0-4 years 

Attend at 
least once 
annually  

Parent to receive appropriate 
support including 
Hygiene: brushing at least 
twice daily 
Fluoride: tooth paste 
Diet: low sugar  
Feeding: early weaning to 
cup 

Dental team 
provide check-ups 
with risk 
assessment 
Regular F varnish 
applications 

Midwives Health 

visitors 
GPs 
Child-minders  
Nursery staff 
 

Keep well:  
5-17 years 

Attend at 
least once 
annually 

Hygiene: brushing at least 
twice daily 
Fluoride: tooth paste 
Diet: low sugar  
Avoid tobacco/alcohol 

Dental team 
provide check-ups 
with risk 
assessment 
Regular F varnish 
applications 

GPs 
Teachers 
School nurses 
etc. 

Maintain well:  
18-64 years 

Attend at 
least once 
bi-
annually 

Hygiene: brushing at least 
twice daily 
Fluoride: tooth paste 
Diet: low sugar  
Avoid/cease tobacco 
Drink within safe levels 

Dental team 
provide check-ups 
with risk 
assessment 
 

Support from wider 
health and social 
care system for 
individuals with 
disabilities, etc 

Sustain to end 
well:  

>65 years 

Attend at 
least once 
annually 

Hygiene: brushing at least 
twice daily 
Fluoride: tooth paste 
Diet: low sugar  
Avoid/cease tobacco 
Drink within safe levels 

Dental team 
provide check-ups 
with risk 
assessment 

Care home staff 
Nursing staff 
GPs 
Family carers 
Palliative care staff 
 

Source: Adapted from PHE et al (2017) Delivering Better Oral Health: an evidence-based toolkit for prevention. London: 

Public Health England. 

Note * Individuals at risk of disease will require additional support and care and  

         ** Individuals with established disease will require appropriate management 

An overview of the future health workforce requirements across the life-course is outlined 

in Table 11.2 overleaf. 
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Note: DES = dentists with Extended skills; DT = Dental Therapist; DH = Dental Hygienist; DNs = Dental Nurses; MW = 

Midwife; HV= Health Visitor; GP = General Practitioner; PN = Practice Nurse; CBT = Cognitive Behavioural Therapy; SCD = 

Special Care Dentistry  

     

 

 Preschool 

0-4 years 

School children 

5-17 years 

Adults 

18-64 years 

Older people 

65+ years 

Who   

       Personal     

 

 

Parent/carer provides care 

 

Parent/carer supports care 

Children themselves 

Self-management mostly except for 

people with a disability who may 

need support 

Self-management 

Carers/family supports or delivers 

management 

        

      Health care 

Parents/carers and wider 

family 

MW, HV, GP, PN 

HV, GP, PN Additional support by family, 

nurses, etc for people with 

disabilities or medically 

compromised 

Self-care, family/carers, nurses in 

palliative care, geriatric wards 

Social care Child minders, nursery nurses, 

teachers 

Teachers in primary and 

secondary level education 

Third level education 

Workplaces  

Care workers in care homes 

Hospital staff 

Dental care DN(ES), DT, DH, DHT DN(ES), DT, DH, DHT, OT DN, DT, DH, DHT, CDT,  DN, DT, DH, DHT, CDTs 

Specialised and 

Specialist   

dental care 

Dentist, DES paediatrics  

Specialist: paediatrics 

Supported by other specialised 

fields 

Dentist, DES paediatrics  

Specialist: paediatrics, 

orthodontics 

Supported by other specialised 

fields 

Dentist, DES restorative  

Specialist: restorative/all 

mono-specialties, oral surgery, oral 

med, SCD, etc 

Supported by other specialised 

disciplines 

Dentist, DES restorative  

Specialist: SCD, restorative/all 

monospecialties, oral surgery, oral 

med, etc. Supported by other 

specialised disciplines 

What are key 

competencies 

for clinical 

dental care 

Prevention/health promotion 

Evidence informed 

management of disease 

(mainly primary caries) 

Exodontia 

Prevention/health promotion 

Evidence informed 

management of oral disease 

(mainly caries and craniofacial 

disorders), orthodontics, with 

some periodontics, exodontia. 

Prevention/health promotion 

Evidence informed management of 

oral and dental diseases and 

conditions 

Extodontia and replacement 

Prevention/health promotion 

Evidence informed management 

of oral and dental diseases and 

conditions 

Extodontia and replacement 

  Professionalism, Leadership, Management, Communication, Diagnosis, Clinical, Prevention, Innovation, Teamworking  

Research, Education, Epidemiology 

Where Hospital, GP surgery, nursery, 

shopping malls 

Schools, GP practice, shopping 

malls 

Universities, workplaces, GP 

surgery, etc. 

Community groups, GP, Care 

homes, own homes, etc. 

 
Dental practice Dental practice Dental practice Dental practice  

When Start dental attendance in first 

year of life  

Regularly based on risk 

Emergency options required 

Regularly based on risk 

Emergency options required 

More regularly based on risk 

Emergency options required 

 
Review at least every 12 months 

based on risk and include 6-

monthly fluoride varnish 

Review at least every 12 months 

based on risk and include 6-

monthly fluoride varnish 

Review at least every 24 months 

based on risk  

Review at least every 12 months 

based on risk 

How Promoting early dental 

attendance  

Parenting skills 

Using direct access, training 

more ES DNs and dentists 

Deliver preventive care in 

range of settings including 

non-traditional locations 

Promote self-care 

Promote regular dental 

attendance 

Deliver preventive care in 

range of settings outside of 

dental practices, including 

non-traditional locations 

Promoting self-care 

Promoting dental attendance – 

Clarity over what is NHS offer 

Dental team delivery 

MCNs for more specialised care 

CBT for anxious patients 

Promoting self-care 

Promoting dental attendance – 

Clarity over what is NHS offer 

Dental team delivery 

MCNs for more specialised care 

CBT for anxious patients 

Mobile/domiciliary facilities 

 

Why 

 

Start well 

 

Keep well 

 

Maintain well 

 

Sustain well to end well 

Table 11.2  Overview of future workforce requirements, by age, across the life-course 
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11.2 IN SUMMARY 

Population oral health needs in England are diverse, and human resources for oral health 

will play a key role in supporting general health, as well as oral health and well-being. The 

workforce should involve all members of the oral and dental team, supported by wider 

health and social care professionals. This should therefore involve: 

Shaping care to population need: whilst current models of care serve much of the 

population well, we need to continually plan for our expanding population with differing 

needs and persistent health inequalities which are intensified by challenges in relation to 

accessing care. It is increasingly important to address health inequalities and refresh 

paradigms of care, focusing on promoting health and ensuring greater levels of care delivery 

for vulnerable groups, particularly young children and older people.  

Liberating the workforce to serve the population:  legislative change across health and 

social care provides an opportunity to liberate the workforce to serve the population across 

and through the life-course using new innovative models of care within the oral and dental 

workforce. Furthermore, cross boundary working will be important to harness the wider 

health and social care workforce in promoting oral health as part of the agenda for making 

every contact count for health.  

Moving from good to great: in summary, we are required to serve a growing population 

with diverse oral and dental needs from routine through to highly complex care. Across the 

breadth of our highly educated and trained oral and dental workforce, we would appear to 

have a good range of skills to deliver care and serve the population more effectively. 

Integration and connectedness across the workforce and across organisations will enhance 

our service of the population. 
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12  Overcoming the challenges 

This section discusses the challenges anticipated by horizon scanning in preparation for the 

future and issues which require action (Figure 12.1). Addressing these challenges will enable 

us to build on many excellent developments, engage with the key features of workforce 

redesign nationally and internationally, and take the relevant opportunities presented by 

legislative reform.  

 

 

 

 

Figure 12.1 Key themes: to liberate the workforce in support of health across the life-course 

  

Serving a changing 
population across 

the life-course
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equipping

Education and 
training of health 

and social care 
professionals

Health systems 
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Research and 
innovation
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professional 

education and 
training of dental 

professionals

Dental workforce 
transformation

Priority status 
for oral health 
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12.1  SERVING A CHANGING POPULATION ACROSS THE LIFE-COURSE 

Central to future workforce considerations is the recognition that we are serving a 

population that is both expanding and ageing, with diverse needs and expectations. Care 

should thus extend beyond merely one-off courses of dentistry, to consider long-term 

health across the life-course, including planning for the future. Furthermore, as research 

and technology are expanding the options for care, and healthcare models are evolving and 

diversifying, so we need to consider carefully what care should be provided, how, by whom, 

and where, along with what dental skills are required for the future. Given future 

complexities, individuals and services, however, need to retain a flexibility to ensure that 

we can effectively respond to change. There was a clear recognition that service and 

workforce design should, therefore, be ongoing to serve our changing population. 

12.2 POPULATION EQUIPPING: PROMOTING SELF-CARE AND USE OF DENTAL CARE 

Most patients nationally report being satisfied with their dental care. Effective self-care is 

important for oral and general health (4); and there is evidence from NHS contract reform 

pilots that patients welcome innovative evidence-based prevention as part of their dental 

visits (30). 

We should increasingly work in a manner of mutual support to empower patients to take 

responsibility for their own oral health from the outset; and, in the case of children and 

vulnerable groups, their carers also.  

The public increasingly need to be empowered to know what NHS dental care they are 

entitled to, where and when. This involves clarity over ‘the NHS offer’, when and how to 

access care in a timely manner, and what constitutes quality. Parents, in particular, should 

receive support for oral health, even before the birth of their child; evidence, however, 

suggests that information alone will not change behaviour and, without other action, may 

actually increase inequalities.  

A greater understanding of how to navigate healthcare will also be required to facilitate 

patients, parents and carers, as models of care change. Additionally, greater awareness is 

needed of the roles and responsibilities of the dental team, and the potential for care to be 

delivered using a wider skill mix.  

12.3  ORAL AND DENTAL WORKFORCE TRANSFORMATION 

Across the UK we have transformed the oral and dental workforce over the past two 

decades. We need to liberate current and future dental professionals to deliver 

contemporary high quality oral and dental care in line with contemporary evidence and 

training.  

This should enable dental professionals to take delight and pride in delivering excellent care 

and make every contact count for health. The workforce should be enabled to do so across 

a range of settings and not just be restricted to a dental surgery. Healthcare culture should 

enable a ‘can-do’ approach to workforce transformation to allow new roles to emerge, 
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particularly in providing care for vulnerable groups and across sectors of care.  New ways of 

working are, thus, vital to enable oral health to be maintained and achieved in the context 

of general health and ensure that national oral and dental care is cutting-edge. Furthermore, 

we have the potential to support general health, and vice-versa, with integrated care. 

Transformation is also required of the wider health and social care workforce to understand 

the importance of oral and dental disease and the importance of good self-care and 

management, and their consequent roles in the process. Integration of dental services 

across health and social care will be important in future, such as dental hygienists working 

in care homes to support personal care. New roles may possibly emerge as a result which 

will require appropriate regulation and systems strengthening as outlined below. 

12.4  HEALTH SYSTEMS STRENGTHENING 

Dentistry is largely based in primary care settings and delivered across multiple sites, which 

facilitates local access to care. There is a recognition within the NHS in general (4), and 

dentistry in particular,  that we increasingly we need to manage systems or networks of care 

and not just organisations. This is clearly articulated in strategic dental specialty 

commissioning guidance (33), committed to developing care pathways which confirm that 

services need to be ‘integrated around the need of patients’. Thus, NHS England, the 

commissioner of all NHS dental services, is taking steps to break down barriers in how care 

is provided between primary care and hospitals. This has implications for the range and 

volume of specialists and the training of dentists to specialist level or generalists with 

extended skills, and their ability to work with practitioners in primary dental care. 

Networks of dental professionals should therefore provide care pathways for the delivery of 

primary, special-interest and specialist care across geographic areas. Models of care should 

be supported by NHS contracts that promote and encourage innovation and development. 

They should fully support the delivery of patient-centred, holistic, high-quality care. Advice 

on co-payments for patients need to be worked through with patient organisations so that 

it is clear who pays for what, when and how. 

Future dental systems should consider models of care which extend outside the dental 

practice setting, involving skill mix team working and integrated care. Networking across 

organisations should occur for those requiring specialised care and for vulnerable groups, 

e.g. young children, frail older people, adults with disabilities, people with long-term 

conditions. These models of care may need to be tested in homes, care homes, and ‘one-

stop clinics’ for vulnerable groups. Examples of good practice should be identified, shared 

and actively promoted. As we move towards a 7-day NHS service (88), this will become 

increasingly important.  

Quality standards should be defined, agreed and practised; this involves 3-way discussions 

between the regulator, the profession and patients. However, systems should not be static 

– rather, they need to be able to integrate new developments and should include preventive 

care through to evidence-based procedures such as dental implants.  

There are clear arguments that contemporary models of care should be co-produced with 

patients and professionals and tested for their sustainability and contribution to oral health 
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outcomes. Models of care will need to be supported by NHS contracts, commissioning 

guidance and processes. 

12.5  INTERPROFESSIONAL EDUCATION AND TRAINING OF DENTAL PROFESSIONALS 

Education and training of oral and dental professionals involved in the organisation and 

delivery of care should prepare the workforce for a changing world, with access to life-long, 

relevant, continuing professional development that is essential to keep up-to-date.  

The current professionalised oral and dental workforce within the UK has much to offer the 

population. In future, interprofessional education and training, in the widest sense, will play 

a pivotal role in dentistry in support of both teamworking and networking. 

‘Important’ skills-enhancement for the future includes flexibility, listening, clinical, 

prevention, leadership, change management, behaviour change, together with 

professionalism. Increasingly, skills in managing patients with multiple co-morbidities, 

including cognitive decline and dementia are required by all dental team members.  

HEE and NHSE have a strong programme of foundation training, followed by opportunities 

for further professional development as Dental Core Trainees and Specialty Trainees. These 

new graduates and potentially future professional leaders should have early exposure in 

designing, delivering, and evaluating new models of care under the leadership of trainers, 

consultants and academics. 

As many dental professionals now at least partially self-fund their education and training, 

by often taking a financial loan to gain their basic qualifications, future development of 

dentists with extended skills or specialists may be more difficult to finance. Furthermore, 

many current specialists did not go through traditional training pathways, so consideration 

should be given to maintaining appropriate levels of specialist skills in future.  

Given the rapid expansion of knowledge and skills within oral and dental care, continuing 

professional development is increasingly important and topics should to be relevant to 

population needs to enable dental professionals to deliver contemporary evidence-informed 

care.  

12.6  EDUCATION AND TRAINING OF HEALTH AND SOCIAL CARE PROFESSIONALS 

In a wider sphere, education and training of health and social care personnel involved in 

the organisation and delivery of care should prepare professionals to deliver holistic care in 

an integrated manner. There should be a strong focus on promoting oral health and 

preventing oral disease, as well as understanding links between general and oral health and 

effective signposting to dental care services.  

Educators will be required to deliver training and education of wider health and social care 

personnel. Whilst face-to-face education may be desirable, there may also be opportunities 

to use technology and e-learning to build capacity. Rather than multiple organisations 

duplicating efforts, consideration should be given to how this can be done once nationally, 

and updated regularly, ensuring that there is effective continuing professional development. 
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12.7  RESEARCH AND INNOVATION IN SUPPORT OF HEALTH AND HEALTHCARE 

Ongoing high-quality research is required to underpin population and patient health. 

Research is required across all disciplines of dentistry and beyond, building a deeper 

understanding of health and disease, supporting the identification and management of 

disease, and risk of disease, more effectively. We need to ensure that oral health is 

integrated in longitudinal studies of health and ageing and build a better understanding of 

population and individual patient health, as well as the relationships between general and 

oral health. We require a robust evidence base for the delivery of innovative oral and dental 

care for patients across the life-course which is high quality, patient centred, safe and 

effective. This will include new approaches to care as we move towards a phase-down in the 

use of dental amalgam (143), and a wide range of new possibilities as we embrace innovation 

in this technological era.  

The above necessitates a well-trained academic workforce to undertake oral and dental 

research from the laboratory bench to the population and to ensure that the findings are 

translated into practice in a timely manner. It is important that research is adequately 

funded to ensure it is high quality and, when published, has enough visibility to effect 

change.  

12.8  IMPORTANCE OF ORAL HEALTH AND INTEGRATION WITH GENERAL HEALTH 

Oral diseases are prevalent and impact on health and well-being; however, historically there 

is separation in relation to policies and practice. Oral health is an important priority and 

should be embedded in health and social care policy as well as health-related policy to 

ensure that the wider workforce is equipped to support oral health in a holistic manner. 

This will assist vulnerable groups in society and is particularly important as vulnerable 

groups tend to experience higher levels of oral health problems, co-morbidities and face 

challenges in gaining access to care.  

We need a paradigm shift to reflect the importance of oral health in the delivery of holistic 

care and tackling non-communicable diseases which share common risk factors. Poor oral 

health in childhood may be a marker of poor general health. Additionally, patients with 

high levels of oral disease may also have other non-communicable diseases and benefit from 

integrated management of their health. Furthermore, dentists are increasingly able to 

monitor health and refer patients appropriately across the healthcare system. 

12.9  WORKING WITH A DIVERSE MIXED MARKET OF DENTAL PROVIDERS 

Oral and dental care is delivered by dental providers in a mixed market and a significantly 

changing healthcare economy. Most of dentistry is based in primary care and managed by 

an increasingly small number of providers. The growing role of corporate bodies and large 

‘groups of practices’ mean that the market of primary care provision is changing. Whilst this 

means that commissioning can potentially become more streamlined, bigger organisations 

are potentially less flexible, in contrast to the need to work across organisations.  This 

presents one of the greatest challenges to the workforce seeking to deliver new models of 

care, as effective future care delivery will require clinicians to work across organisations. 

Furthermore, it may provide a challenge to the retention of the workforce, particularly 
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recently qualified dentists who have no hope of establishing an NHS dental practice 

themselves. It is important that business and contract models support diversification, 

teamworking and innovation at practice and practitioner levels, and build clinical 

leadership, rather than maintaining traditional models of care. This will enable the 

development of dentists and dental care professionals with additional skills, e.g. dentists 

with extended skills in paediatric dentistry or special care dentistry within general dental 

practice. 

Business models should develop to support quality care with a view to ‘doing once’ and 

‘doing it well’ recognising that ensuring value for money does not always support the 

cheapest option. NHS contracts therefore need to have the flexibility to move beyond 

contemporary models of care .  

The health workforce should therefore be trained and supported with the skills to work as 

health professionals within, and across, systems and organisations; whilst recognising the 

business of dentistry, they need to ensure support of patients is their main focus in 

delivering care professionally. The skills of DCPs can be harnessed effectively as part of the 

allied health professional network of the NHS. 

12.10  MONITORING POPULATION ORAL HEALTH, SYSTEMS AND WORKFORCE 

Monitoring population oral health in England through our national surveys has played an 

important role over the past decades in informing healthcare planning and delivery, 

including oral health promotion, and should continue to do so.  

Health informatics is increasingly important as a resource to better understand patterns of 

health and care in society and links across services and systems, nationally and locally. The 

importance of linking oral and general health data becomes increasingly important, with 

researchers able to mine datasets for evidence on health and health outcomes.   

Within health systems, evidence is required on who delivers what care in the dental team, 

why, and for whom, to better understand the appropriate use of workforce skill-mix. The 

national regulatory body should assist with ongoing data collection concerning the nature 

and contribution of the national workforce to service delivery and thus assist workforce 

intelligence with planning. 

12.11  PROFESSIONALISM AND GOVERNANCE 

Governance of dental professionals is increasingly important, particularly with the blurring 

of boundaries between dental professionals who share skills and expertise as well as the care 

of patients within teams and across organisations. Professionalism remains key to ensuring 

high quality care.  

Opportunities to demonstrate professionalism through system redesign will underpin the 

trust placed by public, patients and government in the care structure. It should energise the 

workforce and support the retention of dental professionals who are enabled to use their 

skills and expertise in service of the population. 
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Professional regulation remains important to ensure public protection and enable the 

workforce to practise and control entry to, and exit from, lists.  Regulation should not 

constrain innovation in care models; it will be important to understand the context in which 

individuals work as part of discussions relating to their professional development.  

To underpin the trust of patients, registrants, colleagues, and the population there needs to 

be an upstream approach to performance management and appraisal to ensure that health 

professionals keep up-to-date on key subjects and revalidation is developed; an approach 

which has the support of the General Dental Council (144). This should enable the 

development of career long portfolios.  Furthermore, NHS governance needs to be reviewed 

to facilitate new models of care within the NHS whereby dental hygienists, therapists and 

clinical dental technicians may see patients directly. To do so, of course, call for them to 

have an NHS ‘performer number’, that is clearance enabling them to see patients directly. 

Finally, as the number of dental NHS provider organisations reduces, organisational 

regulation could helpfully be aligned to reduce the burden on the health workforce. 

12.12  INNOVATIVE COMMISSIONING  

Innovative and integrated commissioning of services will be vital to facilitate systems’ 

strengthening, develop new models of care and harness the workforce across organisations. 

This is required across primary to secondary and tertiary care, and also between health and 

social care. Commissioners of care will play an important role in facilitating change. To do 

so effectively then require knowledge of oral and dental care. Commissioners’ induction 

should therefore help to build their knowledge base and the importance of working in 

partnership with providers, to develop, and test, new models of care.  

12.13  EFFECTIVE COMMUNICATION  

Traditional and social media play a key role in contemporary society. Thus, they have the 

potential to support paradigm shifts in population views and shape behaviours. Whilst 80-

90% of people report being happy with their dental care, negative perceptions of the 

profession exist amongst the population. Such negative perceptions of the dental team 

should be challenged positively with examples of good practice.  

Effective communication presents a challenge for dentistry as we move away from historical 

patterns of care and deliver a wide range of contemporary dental care, embrace skill mix in 

dental teams, integrate care across networks and use different patterns of recall based on 

risk, to serve the population.  

The dental professions will need to develop, and promote, champions for oral health who 

have the skills to engage the wider population. This will involve working with a range of 

media to ensure that the public understand the importance of self-care in maintaining oral 

health and the benefits of dental attendance and have clear expectations of what dental 

services can and should deliver. Not only do they need to be aware that ‘baby teeth do 

matter’, when, and how they should attend a dentist, and the availability of preventive care, 

but receive clear advice on costs and responsibilities. Finally, effective communication, 

using contemporary health psychology will support behaviour change towards oral health.  
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12    Conclusions  

 

12.1 The UK is a global leader in the diversification and professionalisation of our oral 

and dental workforce, ensuring that all dental professionals are registered with a 

single regulator, the General Dental Council. Our establishment of integrated 

governance, together with increasing emphasis on team working and skills 

extension, provides a strong platform to meet future oral and dental needs in England. 

12.2 Shaping care to population need is important across the life-course. Oral diseases 

remain prevalent, and inequalities marked in our expanding, ageing population. 

Whilst much oral and dental disease can be prevented by action at individual, 

community and societal levels, supported by an appropriately educated and trained 

workforce; a significant body of disease and its sequelae will always still need to be 

managed and treated effectively. The focus should be on Starting well from birth; 

Keeping well through school years Maintaining well through adult life, and 

Sustaining well into older age to end well. 

12.3 Pivotal to maintaining and improving oral health, the general population and patients 

should be supported in effective daily self-care, ensuring access to professional 

care in a timely manner. 

12.4 As the oral health workforce extends beyond dentistry, health and social care 

professionals also have responsibilities for oral health. Health and social care 

policies should therefore reflect the importance of holistic care. And the workforce 

should therefore be supported by education and training. 

12.5 New models of care are required. High quality preventively oriented dental care 

should be delivered by dental teams in a professional manner and involve managed 

clinical networks of care across organisations and systems, underpinned by 

effective leadership and professionalism locally and nationally.   

12.6 Our health systems should enable the workforce to use their basic and extended 

skills, deliver evidence-informed high-quality care, in a professional manner, 

supported by appropriate funding models. Systems strengthening is also required 

across health and into social care; this should provide dental team members with the 

opportunity to integrate with wider health and social care teams to provide care for 

vulnerable groups, throughout life, in a range of settings. The opportunity provided 

by forthcoming NHS contract reform is timely in facilitating new funding models.  

12.7 Education and training play a significant role in preparing the oral and dental 

workforce to fulfil their roles whilst keeping up-to-date. Interprofessional 

education should be embraced by educators to underpin innovative approaches to 

service delivery and support care across the life-course. This will enhance key 

elements of leadership, management, professionalism, communication, and high-

quality clinical care. 

12.8 High-quality research and innovation are fundamental to underpin the delivery of 

oral and dental care for patients, health service delivery and organisation, and 
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promotion of oral health. Oral and dental research should therefore be considered a 

priority for funding agencies as research findings influence and inform change, 

including workforce reform.  

12.9 Robust data are required to inform change. Population oral health should be 

surveyed regularly, health service activity monitored, dental workforce capacity and 

capability reviewed, and modelled, to support future workforce commissioning and 

education.   

12.10 Looking forwards, we need to liberate the workforce to facilitate the necessary 

developments and continue to shape it over time to serve population needs.  This 

requires courage, creativity and collaboration to move our workforce from good to 

great. 
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13 Recommendations for action:  

 

To best serve our expanding and ageing population with diverse oral health needs, across 

the life-course, we require careful planning, education and service development, 

underpinned by research to support our workforce. The findings of this review have 

implications for a range of organisations including government, regulators, NHS England, 

Public Health England, Social care, education and training commissioners and providers, 

dental providers (NHS and private, primary, secondary and tertiary), patients and the public  

 

Planning and monitoring 

 

13.22 Monitoring of population oral health needs is required across the life-course, 

both cross-sectional and longitudinal, to inform decision making about future 

workforce needs and models of care. 

 

13.23 Robust data should be collected routinely to ensure effective monitoring of oral 

and dental care, health outcomes and the dental workforce capacity. This should occur 

nationally, and locally, across all sectors of care. 

 

13.24 HEE, NHSE and PHE collaboration will be required to model the workforce in 

relation to population demography and need on a regular basis. This will involve 

exploring future scenarios of care, using operational research techniques, to inform 

discussion and decision making at national and local level. Ideally, this should involve 

horizon scanning of the forces for change, be reviewed regularly and updated at least 

every five years.  

 

13.25 Workforce distribution is required to be equitable and ensure that inequalities in 

oral health are addressed, not further compounded by lack of workforce capacity. 

Modelling of capacity and capability will be required through contemporary 

organisations from Sustainability and Transformation Partnerships [STPs] at local 

level, particularly for primary oral and dental care, through to Managed Clinical 

Networks [MCNs] and local professional networks [LPNs] for more specialised care. 
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Education  

13.26 The Office of Students (formerly HEFCE) and HEE should work with educational 

and training providers to ensure that there is sufficient capacity and capability of 

members of the dental team being trained, informed by trends in population oral 

and dental needs.  

 

13.27 HEE commissioners of education and training of the health workforce will need 

to work with partners in a market-led system to support future needs such as:  

• Increase in DCP student numbers, ensuring their training is integrated with 

dental students in preparation for effective team working and meeting the 

needs of all sections of the population. 

• Alignment of DCP training programmes where practicable to wider NHSE and 

government targets related to workforce development, such as 

apprenticeships.   

• Dental professionals (from dentists to dental nurses) should be enabled to 

expand their scope of practice during their careers and gain extended skills in 

line with population and patient health needs and demands for care. 

• Current and future patterns of need should inform specialist training numbers. 

Clinical academic requirements should ensure that there is an effective 

academic base to deliver research and education.  

• Workforce education and training to deliver training that focuses on 

supporting population and patient needs across the life-course. 

• Induction of all dental providers to the health system which includes HEE 

workforce principles and the importance of developing opportunities for 

change and new models of care across the health and social care system. 

• Leadership training and development for oral health professionals in primary, 

secondary, tertiary care and academia. 

 

13.28 Universities supported by the Office for Students and HEE should ensure sufficient 

educators who can support the development of future health professionals, in an 

integrated manner, and in line with guidance.  

 

13.29 HEE, NHSE and PHE to support education and learning for health and social 

care professionals to maximise efficiency and ensure that staff are appropriately 

educated and trained to promote oral health and facilitate access to oral healthcare. 

Opportunities presented through advancing educational and related technology, to 

include e-learning should, thus, be used to ensure that all health and social care 

professionals are aware of the importance of preventive care, behaviour change 

approaches, links between general and oral health, the importance of early dental 

attendance, and key public health messages tackling common risk factors and the 

benefits of optimal fluoride use.   

 

13.30 PHE and educational establishments should educate all healthcare professionals to 

make every contact count for oral health – ensuring regular updating of the 
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scientific evidence on preventing oral disease, supported by effective dissemination 

across health and social care. 

 

13.31 HEE, universities, education commissioners, care providers and Royal Colleges 

should play an important role in supporting workforce development and 

transformation to ensure extended skills development (dentists and DCPs) is 

available, together with specialist training. 

 

13.32 The principle of Leadership for change is important across dentistry and should be 

actively developed and resourced, across all branches of the workforce and sectors of 

healthcare, together with professional and academic organisations.  

Service at population and individual levels 

13.33 National organisations, professional associations and dental champions are required 

to actively work with traditional and social media to promote oral health and 

evidence-based self-care including timely access to professional care.  

 

13.34 NHS contract reform is required to play a key role in support of workforce 

utilisation for oral health across the life-course including the following: 

• Developing payment systems which support new models of care for oral health 

• Developing business models that facilitate use of the wider dental team skill 

mix and enable different models of care  

• Ensuring NHS performer status for dental hygienists, dental therapists and 

clinical dental technicians to enable them to see patients directly within he 

NHS 

• Improving morale amongst clinical staff, particularly those providing the 

majority of NHS dental care 

• Facilitating pathways of care across services and organisational boundaries 

• Supporting innovation to enable the delivery of oral and dental care outside 

traditional dental practice settings  

• Ensuring evidence-based prevention of oral disease across the life-course. 

 

13.35 NHS and social care systems strengthening should ensure that oral health is 

included in the assessment and daily care of vulnerable groups, along with access to 

regular professional oral and dental care. 

 

13.36 Dental schools and other educational establishments for dental professionals should 

collaborate on interprofessional education and training supported by the GDC 

Preparing for Practice outcomes guidance across the four domains: clinical, 

communication, professionalism, leadership and management. 

 

13.37 The NHSE ‘dental care offer’ to the public should be made explicit, together with 

the importance of timely dental access to care. 
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13.38 Effective governance mechanisms for the health workforce should remain 

integrated across the dental team. It should also support extended skills 

development amongst dental professionals and be robust enough to facilitate 

innovation. 

 

13.39 Delivery of high-quality evidence-informed care by all providers should 

emphasise clinical prevention, and high quality care doing things ‘once and well’, 

even if more expensive in the short-term, as representing an investment for future 

health. 

 

13.40 Innovations in addressing inequity in health should be the responsibility of 

everyone from national to local level. Local organisations such as Local Professional 

Networks [LPNs], Sustainability and Transformation Partnerships [STPs] and 

Accountable Care Systems [ACSs] working with Dental Public Health leaders have 

an important role to play in highlighting inequity and facilitating change, as do 

providers and individual professionals. 

 

Research and Innovation 

 

13.41 Universities supported by research funding agencies to be facilitated to deliver 

cutting edge research to promote health, manage disease and disability, and 

ensure good health outcomes from care. A deeper understanding of the links 

between general and oral health is required, together with systems of effective and 

cost-effective care.  

 

13.42 Research and innovation are pivotal to support the workforce to deliver high 

quality oral and dental care, facilitate effective patient management, shape new 

models of care, system redesign and facilitate equitable access to health and care for 

the nation. 
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Terms of Reference of the Dental Workforce Advisory Group  

The Group will be called the HEE Dental Workforce Advisory Group  

1. Purpose  

1.1 To advise the Director of Strategy and Planning on the multi-professional dental 

workforce in England to ensure that the HEE can support future supply and demand of 

a range of dental professions in line with national education and training policy. 

Specifically, the group will advise the Director on 

• the commissioning of dental foundation (including dental core trainees) and 
specialty training posts  

• approaches to commissioning of Dental Care Professionals  
In order to align training commissioners with the changing oral health needs of the 

population and the requirements of NHS England commissioners. 

Offer general advice in relation to Human Resources for Oral Health and their 

contribution to General Health and the implications for wider workforce education. 

 1.2 The group will  

• Provide expert advice on the multi-professional dental workforce. 

• Support and promote HEE in developing data and intelligence to support the 
planning process. 

• Operate within the terms and constraints of the single HEE planning process. 
Specifically the group will make recommendations on education commissions to 
the Director of Strategy and Planning in October of each year.  

• Convene short life Task & Finish Groups as, when, and where, necessary. 

2. Membership 

2.1 The group will be chaired by an independent Chair, agreed by HEE.  

2.2 Members may be asked to lead particular areas or pieces of work relating to the multi-

professional dental workforce.  

2.3 The group may invite other external participants to attend meetings to assist in 

fulfilling its role and to offer expertise on particular issues.  

 

3. Meetings and Secretariat 

3.1 The secretariat will be provided by HEE  

3.2 Analytical support will be provided by HEE and the Centre for Workforce Intelligence 

3.3 A formal minute and action note will be taken at each meeting and circulated to the 

group for review and action. 

3.4 Meetings will take place in London where possible and if required meetings will be 

linked with Leeds by video link.  

3.5 Facilities for participation via teleconference will also be made available for members.  

3.6 The decision to cancel a meeting will be at the Chair’s discretion. 

 

4. Review 

4.1 Membership and Terms of Reference will be reviewed annually in the first quarter of 

each calendar year.  
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Additional Experts Workshop 2 
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