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The British Dental Association (BDA) is the professional association for dentists in the UK. 
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BDA Research 

BDA Research seeks to make available original research and analysis undertaken by the 
BDA on dentistry issues. 
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Summary 
 

In 2015 the BDA began conducting qualitative research to understand more about stress, 
burnout and mental health issues within the profession. The research had the following 
objectives: 

• to understand the relationship between mental ill health, psychological distress, burnout, 
high job stress and working conditions among dentists, and how these relationships vary 
across dental settings  

• to understand dentists’ experiences of mental ill health and burnout and how such 
experiences impact on dentists’ work and careers  

• to identify strategies for promoting emotional and mental well-being at work among dentists 
and for better supporting those who experience mental-health problems at work  

• to raise awareness of mental-health issues and the risk of burnout among UK dentists.  
 
The research comprised 23 semi-structured interviews and five online focus groups with 29 
participants in total. A literature review was also undertaken. The key findings were: 
 
The interviews 

 Participants described feelings of stress as the main problem for them in relation to 
burnout and mental health issues 

 participants ascribed the origins of their problems and causes of burnout and mental ill-
health to be largely their working conditions and their working environment, regulation 
and the NHS were mentioned as significant factors   

 support from family and friends was the key social response that the dentists found 
helpful 

 the coping strategies which participants found helpful included the gym and exercise as a 
way to cope with and overcome experiences of burnout and mental ill-health. 

 
Focus groups 

 Stress was reported by participants as the main issue which affects dentists’ mental 
health 

 fear of the General Dental Council and regulation was the critical issue which participants 
said potentially placed dentists at risk of burnout or mental health difficulties at work 

 leaving the profession early was one major impact which most participants identified to 
be the major consequence of burnout and mental ill-health 

 when asked about the adequacy of support and advice available to dentists, participants 
explained that barriers to accessing support was the main issue  

 participants suggested better regulation and governance as a way to improve the support 
currently available to dentists 

 work-life balance was mentioned as a way to improve dentists’ mental wellbeing and 
prevent burnout 

 participants suggested improving regulation was the single key action which the BDA 
could take to improve support for dentists. 

 
Dentists participating in the study shared numerous suggestions for how the BDA can help to 
support the wellbeing of dentists, such as more political campaigning, more training and 
education, a helpline service for dentists by dentists, signposting to support services and more 
networking opportunities.  

Further research will be undertaken in 2017 to build on this evidence and understand how 
prevalent these issues are across the profession.  
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1. Introduction 
 
Over the past three decades, a body of research and evidence has emerged which highlights 
burnout, mental-ill health and work-related stress as an issue within the UK dental profession. 
Researchers have consulted with dentists and identified sources of burnout and high job stress 
among dentists (early career dentists, community dentist and general dental practitioners) and 
have investigated the consequences of high job stress and difficult working conditions for 
dentists’ wellbeing (Kay and Lowe, 2008, Myers and Myers, 2004; Newton et al 2002), particularly 
their mental health.  
 
It is clear from the existing pool of evidence and earlier BDA research in this area that the 
psychosocial working conditions of both community dentists and GDPs place them at risk of 
occupational stress. This occupational stress can have negative implications for dentists’ mental 
health, increasing their risk of emotional distress, anxiety, and alcohol use.1 In response to this the 
BDA undertook some new research to focus on understanding the implications of burnout and 
mental health on dentists and their work. 
 
The research had the following objectives: 
 

• to understand the relationship between mental ill health, psychological distress, burnout, 
high job stress and working conditions among dentists, and how these relationships vary 
across dental settings  

• to understand dentists’ experiences of mental ill health and burnout and how such 
experiences impact on dentists’ work and careers  

• to identify strategies for promoting emotional and mental well-being at work among 
dentists and for better supporting those who experience mental-health problems at work  

• to raise awareness of mental-health issues and the risk of burnout among UK dentists.  
 

These objectives were delivered through a combination of methods: 
 

 a review of the existing evidence on burnout in the dental profession and dentists' 
mental health 

 23 semi-structured interviews with dentists who had experienced burnout, psychological 
distress at work, or mental ill health  

 a series of five online focus groups with dentists working across the UK.  
 

1.1  Early BDA research on work related stress 
 
In an early study published in the British Dental Journal, Cooper et al (1987) 905 dentists were 
surveyed having been selected from the BDA’s membership database. Those who responded were 
asked to evaluate 40 statements describing their working conditions in terms of how much stress 
they felt they caused them (on a five-point scale from “a great deal of stress” through to “no 
stress”). The areas most commonly identified as a source of high stress were: emergency 
situations; unhappy or challenging patients; running behind schedule; and time pressures. 
 
In 1996, the BDA undertook research to examine dentists’ self-perceived health and their health-
related behaviour (Kay and Scarrott, 1997). This study found that while most dentists reported 
positive well-being, a minority (11 per cent) reported experiencing some level of distress. 
 
In 2005, a survey of 1,000 BDA members was undertaken to assess their occupational health (Kay 
and Lowe, 2008). Kay and Lowe’s study sought to develop a better understanding of well-being 
and the sources of work-related stress.  The sample mainly consisted of dentists working in 

                                                           
1 Cooper et al, 1987; DiMatteo et al 1993; Myers and Myers, 2004 
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general dental practice. The researchers identified a number of sources of work-related stress, 
including, for example: patient demands; practice management and staffing issues; paperwork; 
complaints and litigation; relationships at work; clinical governance; and hours of work. They also 
reported that around 12 per cent of dentists surveyed had thought about committing suicide. 
 

1.2  BDA research on community dentists (2013 and 2014) 
 
In response to concerns about stress and difficult working conditions within community dentistry, 
the BDA surveyed members working in the UK community dental services in 2013. The purpose of 
the survey was to investigate levels of well-being and occupational stress and to understand the 
links between high job stress, working conditions, and job satisfaction among dentists. 
 
 The survey found that 37 per cent of community dentists reported experiencing high levels of 
work-related stress.2 Those community dentists who said they experience stress at work were also 
asked an open question about the sources of this stress, with 431 responding to this question. A 
systematic thematic analysis of this data was undertaken to identify the different sources of 
work-related stress in their accounts.  
 
The most commonly identified sources of work-related stress were: 
 
 time constraints or pressures, with 27 per cent identifying this as a source of stress 
 challenging patients - for example, patient or carer expectations, anxious patients (26 per 

cent) 
 management - for example, poor quality management, managerial expectations, lack of 

support (21 per cent) 
 administrative duties and other non-clinical responsibilities (14 per cent) 
 workload - for example, too much work, work-life balance, working late (13 per cent) 
 staffing issues - this includes staff shortages (where there are insufficient numbers of staff 

employed by the service) and understaffing (where staff are temporarily absent or 
unavailable, for example, due to illness) (12 per cent). 

 
In summer 2014, the BDA undertook a survey of community dentists in the UK to learn more 
about the factors that put them at risk of stress at work. Indicators of work-related stress and job 
strain were incorporated into the survey. The Health and Safety Executive’s stress management 
indicator tool was used to identify the psychosocial working conditions of community dentists 
that place them at greatest risk of stress. The findings of the research were that community 
dentists report much higher rates of job stress compared with the wider UK working population. 
Around 39 per cent of community dentists identified themselves as experiencing high levels of job 
stress compared with around 15 per cent of British employees more widely (HSE, 2012). 
 
  

                                                           
2 http://www.dentistry.co.uk/2014/07/09/stressing-out/ 
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2. Literature review  
 
A literature review was conducted with information collected from the BDA library, the British 
Library and online journals were found using search engines such as Ovid, Medline and the BDJ.  
 
This section provides a summary of the key evidence on mental-health issues among dentists in 
the UK and abroad, which includes an overview of dentist-specific stressors and research which 
focuses on the experience of early career dentists, community dentists and general dental 
practitioners (GDPs).  
 

2.1  Mental-health issues in dentistry 

Dentists have better physical health and live longer than those in other occupations (Rada et al, 
2004) with research by Alexander et al 2001 showing that dentists have a life span that exceeds 
the general population by 2.8 years. However dentists are potentially at risk of developing a 
mental health issue (Myers and Myers 2004; Puriene 2008).  
 
Nearly half (43.4 per cent) of adults think that they have had a diagnosable mental health 
condition at some point in their life (35.2 per cent of men and 51.2 per cent of women) (Mental 
Health Foundation3). The most commonly reported mental health disorders in the general 
population are depression and anxiety. To our knowledge, there are currently no figures available 
on the prevalence of depression among UK dentists, however generally speaking 3.3 per cent of 
the UK population are thought to experience depression and 5.9 per cent an anxiety problem 
(Mental Health Foundation).4 However not much information exists directly about the level of 
mental illness within the dental profession and about the impact of stressors on dentists 
personally, and few studies explore the subsequent effect on the patients they care for (Myers 
and Myers, 2004). 

 
2.1.1  UK evidence 
 
The existing pool of UK research is mainly focused on young dentists, for example the research by 
Baldwin et al 1999, this study examines mental health amongst graduate dentists. The 
researchers undertook a study to determine the relationship between the working conditions of 
new dental graduates and their mental and physical health. The study consisted of a postal 
questionnaire which included a General Health Questionnaire (GHQ) with 28 items and an 
attitudes to work questionnaire, distributed to two cohorts of dental graduates (n=183), some 
working in general practice and others in hospital/community dental services settings. 
 
The results showed that 30 per cent of the graduates had experienced significant psychological 
symptoms. Increased mental health issues in the form of psychological symptoms were found to 
be linked to a high level of fear in relation to litigation and also the fear of making mistakes. 
Additionally high levels of debt among the newly qualified dentists were seen as a source of 
stress. They speculated that this stress ‘exerts considerable pressure for them to increase their 
workload’ (1999: 35). The researchers claim that ‘dentists who graduate with high levels of debt 
are likely to be particularly at risk’ (1999:35). Whereas a high sense of competence was correlated 
with increased satisfaction and low presentation of psychological symptoms.  
 
Newbury-Birch et al (2002) conducted a longitudinal study in Newcastle (UK), which surveyed 
dental students about their health-related behaviours including alcohol-use, drug-use, stress-
levels, depression and anxiety over a period of time. Starting at their second year at dental school 
until one year after qualification. They measured anxiety, depression and stress, using the 

                                                           
3https://www.mentalhealth.org.uk/sites/default/files/fundamental-facts-about-mental-health-2016.pdf 
4 ibid 
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hospital anxiety and depression scale (HAD) which measures depression and anxiety respectively 
and the generalised health questionnaire (GHQ) to measure psychological stress. The results 
showed that the dental student group had a high prevalence of anxiety and stress in comparison 
with the medical student group assessed at the same intervals. Dental student anxiety levels rose 
from 47 per cent to 67 per cent between their second year and the final year and 16 per cent as 
dentists, compared with 47 per cent, 26 per cent and 30 per cent in the medical student cohort. 
The proportion of dentists suffering from stress decreased from 72 per cent as final year students 
to 19 per cent as dentists. In the medical student group, the proportion increased from 32 per 
cent as final year students to 39 per cent as pre-registration house officers. 
 
An important UK study by Myers and Myers (2004) found that the challenging working conditions 
that dentists face put them at risk of high stress which could negatively impact them personally 
and affect the patients in their care. Investigating stress and health among randomly sampled 
GDPs (n=2441 completing the survey), the researchers used a number of measures, for example 
the GHQ. This study advanced the earlier research by Cooper et al by identifiying ten specific 
dental stressors. Additions made included stressors such as: running behind schedule, coping with 
difficult and uncooperative patients, working under constant time pressure,  patients having a 
medical emergency during surgery, dissatisfied patients, treating extremely nervous patients, 
seeing more patients than desired for income reasons, working constraints set by the NHS, 
working quickly and the piecework system of payment. 
 
The results from the research show that for mental health in dentistry, the levels of minor 
psychiatric symptoms were found to be high in GDPs at 32 per cent which was greater than both 
doctors (27.8 per cent) and the general population (17.8 per cent).  
 
The most common mental health disorders for doctors present as depression, alcoholism and drug 
addiction (Firth-Cozens, 2006; as cited by Brooks et al 2012). Evidence suggests that those 
individuals who are genetically predisposed to mental illness have a lower stress threshold, which 
potentially could trigger the onset of a mental disorder or suicide (Lange et al, 2012). The various 
expressions of illness vary depending on the individual, with the interplay between genetics and 
the environment determining the outcome. Therefore manifestations of illness may indeed be 
linked to factors which are not limited to the environment.  
 
Over the past ten years, the impact evidence on work stressors within the field of common mental 
disorders has mounted (Stansfeld & Candy, 2006; Siegrist, 2008). Studies have named job strain 
and effort reward imbalance as the main stressors associated with anxiety and mood disorders 
such as depression (Lange et al. 2003; Stansfeld & Candy, 2006; Netterstrom et al. 2008; Siegrist, 
2008).  
 
Chapman et al (2015) conducted a research study to investigate the effects of occupational 
stress on dentists.  The researchers looked at the coping strategies most selected to deal with 
stress in clinical situations. The study discusses the implications of dentists’ psychological 
wellbeing.  The methodology included the use of semi-structured interviews with 20 dentists ( 
GDPs, NHS, mixed, private, community and foundation dentists). 
 
This study was conduted in Lincoln, UK and the dentists were asked to describe the effect of 
decision-making on their emotions using self-report. The study explored the implications on 
patient care. This study is interesting because currently there is little scientifically validated 
evidence which pinpoints the prevalence of specific personal difficulties affecting the practice of 
dentistry. Dentists reported the need to hide stress from patients in order help patients to be 
calm. It was highlighted that professionally dentists felt that is was important to appear to 
patients as calm and in control. The requirement was to protect patients from the knowledge that 
their dentist felt anxious, nervous, disgusted or frustrated.   
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2.1.2  International evidence 
 
An American review paper by Rada et al, 2004 investigates work-related stressors and how they 
affect physical and mental health, the understanding is that mental disorders can follow-on from 
occupational stressors over time. The researchers acknowledge that in America generally a 
dentist’s mental health is poor and that there is generally a stigma around professionals seeking 
help. Rada et al assert that more support is needed in this area to break down the barriers and 
increase understanding. Puriene et al (2008) agree that this areas requires further research and 
claim that one reason for the persistence is that dentistry is steeped in professional socialisation 
which increases the resistance to accessing support. As a result of this small and close-knit group 
there was increased likelihood that confidentiality could be compromised. 
 
The study lists both the effects of stress and distress on a dentist. Highlighting that physiological 
and psychological expression may manifest and these may be linked to anxiety and depression. 
The researchers reviewed a number of studies and concluded that managing stress partly 
depends on experiences and partially on an established level of tolerance. 
 
In 2005 an American study was conducted by Mathias to investigate levels of depression in 
dentistry, where participants completed a survey, through self-selection. A total of 560 dentists 
were randomly chosen from the American Dental Association (ADA) database, based on their 
reported levels of depression. After analysis it was found that female dentists had higher levels of 
depression and therefore depression was more prevalent in females. Dentists of single status 
reported higher levels of depression in comparison with married or divorced dentists. However no 
significant findings evidenced linked depression to a dentist’s age. Additionally they found that 
depression did not vary by dentistry speciality. Also in terms of hours worked there was no 
correlation with depression. 
 
In 2008 Puriene et al conducted a study with 2449 Lithuanian dentists sourced from the 
Lithuanian Dental Association to investigate self-perceived levels of mental-ill health.  
In this study a comparison was made between mental health complaints and job satisfaction 
level to assess the correlations between the two factors over the recent year. The main criteria 
was that the dentists had to have been diagnosed and treated within the same period.  
 
The results showed that self-perceived lack of self-esteem, loneliness and depression increased the 
negative effects of dentists’ job satisfaction level. A majority of dentists reported that dentistry is 
difficult work cognitively and therefore it was hard to separate the work life balance and protect 
their mental health. Additionally the results showed that most of the dentists felt that tensions at 
work made them tense at home also. On almost all of the mental health complaint categories, 
they had a response rate of over fifty per cent. Nervousness came in at 89.2 per cent which was 
the most prevalent and affected family life the most. Burnout was also in at a high level with 83.6 
per cent of dentists reporting this complaint in the last 12 months. Anxiety rated 78.8 per cent, 
depression 75.5 per cent, sleeplessness 74 per cent and loneliness 55.4 per cent.  
 
The American Dental Association (ADA) Dentist Well-being Programmes Handbook, 2013 
describes the problems dentists’ face as multi-faceted, which put them in positions of vulnerability 
or in ‘catch-twenty-two’ positions. Firstly the professional training process embeds within its core 
that students’ foster values and behaviours which put the patient first, many of these are 
antithetical to self-care. The duration of the training is one example of this, with many deferring 
other life goals for this reason. Secondly, the focus and competitive nature of the training may 
hinder the development of more supportive emotional and relationship skills among peers which 
would be a stabilizing factor in difficult and uncertain times. The third aspect is the component 
created by aspects of running a dental practice. The authoritative position of a dentist can make 
it easier for problems to be hidden and go undetected over time, which can aid the proliferation 
of the problem. This is particularly dangerous due to risk factors such as; isolation, access to 
controlled substances, knowledge about how drugs work and a private surgery space. The lack of 
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social interaction is also a problem for many dentists working single-handedly or in a hospital or 
clinic setting.  Additionally, in a hierarchical setting it can be difficult for others to intervene and 
challenge with a dentist in authority. Finally those with relatives who have experienced mental 
health issues may find that they are genetically predisposed to developing similar issues. 
 
In 2014 Galan et al conducted a study with 212 Spanish dental students in Seville. This study 
investigated the role of gender in the relationships between burnout, depression and suicide 
ideation and how this affects prevalence rates. This study was assessed at certain stages for the 
dental students, the second year, fourth year and fifth year. The results showed that the 
prevalence of depression in the second and fourth years was higher than in the fifth year. The 
prevalence of depression was higher in the fourth year at an almost significant level. This study 
reports a lower prevalence of depression than the Newbury-Birch study on the second and fifth 
year students.  
 
In conclusion, the evidence suggests that anxiety and depression are the most prevalent forms of 
mental health illness suffered among dentists at all stages of their career. A number of factors are 
correlated to this, however the causal reason underpinning this is difficult to identify.  
 

2.2  Burnout 

2.2.1  Defining and measuring burnout 
 
Burnout syndrome is defined as a psychological, professional non-feeling state where individuals 
who are mostly in caring professions experience feelings of exhaustion, detachment, boredom 
and cynicism (Freudenberger 1973).  
 
Maslach & Jackson (1981) identify three dimensions of burnout: 
 
• emotional exhaustion for example ‘…a strong sense of fatigue and lack of energy in 
 associating with a patient’s request for emotional support or advice’,  (Maslach, 
 Schaufeli & Leiter, 2001), (stress dimension) 
• depersonalisation (for example ‘… a distancing of patient/client when interacting 
 during an examination or treatment session’), Maslach, 2001) (interpersonal dimension) 
• diminished personal accomplishment (for example ‘an overall feeling of achieving 
 considerable goals in the job’), (Maslach, 2001), (self-evaluation dimension). 
 
Currently burnout syndrome has no official clinical diagnosis within the Diagnostic Statistical 
Manual (DSMV) or International Classification of Diseases (ICD-10) (Korczak et al 2010). 
Therefore assessing burnout with accuracy is problematic because there is no exact global 
measure of this syndrome in existence. It is therefore difficult to capture the prevalence, incidence 
and cost of burnout (Korczak et al 2010).  
 
2.2.2 Burnout in UK dentistry  
 
To date a range of studies have been conducted to investigate the scale of burnout within UK 
dentistry. 
 
One study by Osborne et al (1994) used the MBI to examine burnout across three samples of 
GDPs in South East England (a total sample size of 440 dentists). Their analysis included 
examining the links between aspects of ‘burnout syndrome’ and three sets of variables: 
involvement with people; job setting and personal characteristics. The findings showed 10.6 per 
cent of dentists recorded high burnout scores. These levels were associated with the size of 
practice, number of days spent working each week, and the proportion of NHS/private work 
undertaken. The results show certain risk associations to burnout: higher levels of emotional 
exhaustion (EE) were reported in dentists who worked in practices with less than four dentists at 
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work; dentists with increased levels of NHS work described higher levels of depersonalisation (DP) 
and reduced personal achievement (PA) scores; unmarried dentists experienced higher levels of 
DP and dentists with fewer qualifications reported higher levels of PA. The specific trends found in 
studies into burnout have implications for the professional and personal life of a dentist. 
Professional considerations such as working conditions and workload distribution seemed to be 
important. The findings also suggest that the personal life conditions of dentists also is key in 
providing protection against burnout, with buffering effects observed in the stability of those 
dentists. The factors are the more highly qualified you are the less likely you are to burnout and if 
you are married you are less likely to burnout. These individuals were shown to be more resilient 
and less prone to burnout, therefore the ability to cope seems to rest on a number of factors. 
However the study did not reveal the extent to which a dentist is more vulnerable due to the 
presence of each factor. 
 
Additionally in 1998 Croucher et al investigated the causes of burnout among British dentists 
(N=325).  The researchers analysed a cross section of data (from the above study by Osborne and 
Croucher 1994) from UK GDPs. The researchers used the MBI scale. The results showed a 
prevalence of significant burnout risk associations: dentists who worked in a practice with fewer 
other dentists were more likely to report high levels of emotional exhaustion and low levels of 
personal accomplishment. Dentists with a higher NHS work load experienced higher levels of 
depersonalisation. These findings are consistent with the previous findings from the study by 
Osborne and Croucher (1994). 
 
In a more recent study, Denton et al (2008) sought to estimate the level of burnout and work 
engagement among UK dentists. They surveyed 335 dentists in total, selected from the GDC 
register. The researchers used a measure of burnout (Maslach Burnout Inventory - Human 
Services Survey) and a measure of engagement (UWES-17). The researchers received a 67 per 
cent response rate and estimated that 8 per cent of dentists achieved a score ‘suggestive of 
burnout’ on all three MBI domains. The burnout risk associations showed that: where there are 
fewer dentists on a team, there are more significant scores of higher EE and PA, where there are 
dentists with fewer professional qualifications more significant levels of EE, DP and PA were 
found, In total 8 per cent of dentists were classified as having experienced ‘high levels of burnout 
on all three domains of the MBI’ (Denton et al 2008).  Overall they found (on the basis of their 
sample) that “18.5 per cent of dentists working in the UK can be considered to be at risk of 
burnout” (2008:6). An important finding from this study was that 42 per cent of those surveyed 
reported levels of emotional exhaustion at the “highest level”. 
 
In Northern Ireland, the researchers Gorter and Freeman (2011) conducted research to 
investigate burnout or engagement in relation to job demands. Three hundred and eighty 
members of the dental team were surveyed with 110 dentists in total. The questionnaire included 
measures of MBI, job demands in dentistry, UWES, job resources in dentistry and the general 
health questionnaire (GHQ). The findings showed that 25 per cent of dentists were at serious risk 
of burnout. Risk was associated with two factors, firstly as age increases the level of emotional 
exhaustion increases and secondly as job demands increase the scores for EE and DP rises also. 
 
In a UK study by Chipchase et al, 2015, sought to explore if anxiety affects dentists’ clinical-
decision making. 187 dentists completed a questionnaire battery which included the Maslach 
Burnout Inventory, measuring burnout; Melbourne Decision Making Questionnaire, measuring 
decision-making style; Dealing with Uncertainty Questionnaire (DUQ), measuring coping with 
diagnostic uncertainty; and a newly designed Dentists’ Anxieties in Clinical Situations Scale, 
measuring dentists’ anxiety (DACSS-R) and change of treatment (DACSS-C)] . Chipchase et al, 
2017  established  that burnout can impact a dentist’s work with : “effects on decision making; 
modifying treatment plans, referring-on, effects on treatment given, changes to procedures and 
interpersonal interactions and effects on style of decision –making (Chipchase et al, 2017). 

A close relationship was found between anxiety (DACSS-R), dentists’ anxiety in clinical situation 
scale (self-reported anxieties), decision making style and burnout. 
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Decreased anxiety was associated with increased decision self-esteem and sense of personal 
achievement. If one is confident in one’s decision-making effectiveness, one is likely to suffer less 
anxiety about the decisions taken to gain a greater sense of achievement from work. 

Increased anxiety was associated with avoidant decision-making style buck-passing and 
hypervigilance. 

The association of DACSS-R with burnout suggests that burnout is associated with greater anxiety 
about clinical decisions which could potentially impact patient care. 

2.2.3 International studies 

Internationally a number of research studies have contributed to the understanding of burnout 
risk in dentistry. For example in the Netherlands, Gorter et al (1998) sought to understand 
components of burnout through examining actual workplace characteristics and experienced 
pressure points from specific areas of dental work. In a study of 709 Dutch dentists, researchers 
sent out a questionnaire which measured burnout level (using the MBI-NL) and the dentists’ 
experienced stress scale (DEWSS) and questions on working conditions.  The research found a 
relationship between work stress and burnout levels, with stress as a predominant factor in the 
relationship. High risk areas to developing burnout were patient contact and work pressures. The 
study results suggest that “lack of career perspective” has the strongest association to burnout. 
The researchers suggest that dentists should be aware of the impact of burnout and the potential 
risk factors to their careers and consider adjustments to their career planning. 
 
Although specific components of dental work were found to be free from any association to 
burnout Gorter et al, (1998), it is worth considering that due to a dentist’s burnout level patient 
care may suffer due to a dentist’s incapacitation for work; where dentists are less available to 
conduct treatment or less engaged in their work. Burnout manifests in the forms of 
depersonalisation and emotional exhaustion which could lead to a negative impact on social 
aspects of patient treatment. 
 
Another study in the Netherlands, Gorter et al (1999) surveyed 709 Dutch dentists and measured 
burnout using the MBI scale in addition to capturing demographic details. Men and women 
shared similar levels of burnout on all three dimension of the MBI scale. The findings showed that 
21 per cent of Dutch dentists were at risk of burnout, 13 per cent had high overall levels of 
burnout. 2.5 per cent were burned out but still working. High levels of emotional exhaustion and 
depersonalisation (two strands on the MBI) were found among those aged 40 to 54. According to 
this research, gender does not play a statistically significant role in the risk of burnout. Both males 
and females scored highly on emotional exhaustion. Overall 13 per cent of dentists experienced 
overall burnout.  
 
Researchers Te Brake et al (2005) surveyed Dutch dentists from the Dutch Dental Association to 
track and monitor fluctuations in their levels of stress using a special online tool called the “Stress 
Thermometer”. The study captured feedback on burnout level using MBI and dentists’ specific 
stressors (in addition to the demographics). The features of the online tool allowed dentists 
(GDPs) to receive direct feedback online about their burnout levels, work-related stress. The results 
showed that depersonalisation and personal achievement attained high scores, whereas 
emotional exhaustion levels were normal and comparable to the general population. EE is one of 
the more central aspects of burnout and therefore the results were inconclusive in confirming that 
respondents had higher levels of burnout. Especially as the response group which reported higher 
levels of burnout also reported stress levels which were lower than population figures. 
  
An American study in Illinois in 2005 by Barran examines variations in personality and the 
relationship to burnout. Surveying a sample of 202 GDPs (recruited from the ADA) the researchers 
measured personality traits using the Myers Briggs Type Indicator (MBTI), the dentists’ 
satisfaction survey and demographics. The MBTI is grounded in Jung’s four dichotomous scales: 
extroversion and introversion, sensing and intuition, judging and perceiving, and intuition and 



13 
 

thinking. In comparing GDPs with adult college graduates it was found that dentists have an 
archetypal personality type which may present them as more at risk of burnout. Scoring highly on 
extroversion, sensing, thinking and judging, the research presented that the archetypal dentist 
would be more at risk of burnout Barran (2005).  
 
In Finland in 2007 Ahola and Hakanen conducted a study with members of the Finish Dental 
Association. 3255 dentist were surveyed (through self-report) about the associations between job 
strain and depressive symptoms.  Two sets of surveys were conducted, one in 2003 and the 
second three years later in a follow-up, using measures such as the MBI, Becks depression 
inventory and the Job Content Questionnaire, plus general demographics. The findings showed 
that burnout mediates job strain and depression. Burnout was also correlated to emotional stress-
mental illness. Burnout can predict cases of depressive symptoms and depression can predict new 
cases of burnout. After controlling for burnout no direct relationship was found between job strain 
and depression. The researchers propose that occupational burnout is a phase in the development 
of work-related depression, possibly because dentists have lower supportive resources to 
overcome their work demands. Also they perceive the situation more negatively. Depression was 
thought to predict new cases of burnout. Therefore job strain is related to burnout and burnout is 
related to depression. 
 
2.2.4  Precursors to burnout 
Burnout in dentistry, is thought to be multifaceted, with causal factors pointing to numerous 
aspects of job demands. The cause of burnout is still difficult to extrapolate, it may arise from the 
interplay between job performance and productivity, especially in current times where there is an 
augmented aging population, reduced workforce in some areas and lower amounts of public 
funding in addition to increased public expectation of services.  
 
Burnout is grounded in pressure; emotional (for example dealing with anxious patients), cognitive 
(for example having to decide on the correct treatment/procedure), physical (for example the 
difficult postures they are required to sit in when treating a patient) and quantitative (for 
example the time allocated for each patient), (Hakanen et al, 2014). Therefore it is all 
encompassing and can take its toll on a dentist and impact the profession more broadly. 

In order to begin to understand what underpins burnout, it is important to consider the variety of 
stressors dentists face at work, the changing nature of these experiences and the range of 
contexts in which they work. For example, their role within the dental practice and their career 
stage Newton et al (2002). Marked differences exist in the working conditions of community 
dentists and GDPs, there are also clear dissimilarities in the pressures experienced by dental 
students and early career dentists. This should be accounted for when seeking to understand the 
causes of burnout. A significant amount of research exists in the UK and internationally, which 
examines the impact of work-related stress. The evidence suggests that the negative 
consequences of high stress at work may include the following: increased risk of burnout; illness, 
sick leave (Burke et al 1997) and early retirement (Newton et al, 2005); low job satisfaction and 
work engagement (Denton et al, 2008) or poor performance, clinical practice, and patient care 
(Basson, 2012).  

2.2.5  Protective factors to burnout 
The onset of burnout is associated with many dynamic factors, it is therefore a challenge to 
extrapolate any single causal factor which makes an individual more prone to burnout. However it 
is possible to identify the common risk factors which are correlated to burnout, and seek out 
activities or interventions which serve in a mediating way. Early research into burnout in dentistry 
has identified that certain conditions minimise burnout such as  holding a post-graduate 
qualification, working in larger teams and spending less time in NHS practice. Further buffering 
factors include experience through length of service and being married.  
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The UK based research from Denton et al (2008) found that all three symptoms of burnout were 
correlated with the extent of NHS work undertaken, and to a lesser extent with hours worked. This 
is important because it reinforces the idea that there are systemic aspects to the experience of 
burnout, as suggested by the participants in the qualitative research. 
 
Although UK evidence exists within this field, some further insight can be gleaned from global 
studies, in a study of Israeli dentists (N=320) by Zini et al, 2013 a purposive sample completed 
questionnaires (self-report) on their burnout levels. The dependent variable was the Burnout 
measure short version – validated for the Hebrew language. The independent variables included 
were sex, age, specialization and professional experience. Results showed that  general dentists 
more than specialist dentists were more likely to experience burnout across a number of items, 
such as “I feel tired”, “I feel disappointed with people”, “I feel physically sick/weak” or “I feel 
helpless”. This further evidence (Zini et al, 2013) suggests that certain roles within dentistry stem 
the intensity of burnout. General dentists and oral surgeons have the highest rates of burnout, 
whereas orthodontists were rated the lowest. Burnout was also found to be lower among 
specialists than GDPs. This indicates that the specialilty chosen within dentistry can be a 
mediating factor to the risk of developing burnout, this is important to use in targetting at risk 
groups and  to inform the development of programmes and support these groups  with tailored 
training, for example resiliennce training. 
 
Addtionally perhaps  moderating professional burnout may be more dependent on lifestyle 
choices, decisions and processes rather than one single action. In an essay published in the 
Journal of the Canadian Dental Association, Frey (2000) asserts that stress can lead to burnout 
among dentists and that the symptoms of ‘burnout syndrome’ closely resemble those of the 
mood disorder dysthymia. This suggests that dentists need to be able to recognise, when they are 
under levels of high stress are showing signs of burnout in order to prevent more serious mental 
health issues developing.  Researchers Te Brake et al have suggested a “Stress thermometer” to 
monitor fluctuations in stress levels in order to better manage them. Raising the awareness of 
such approaches may serve to support current and future dentists. Perhaps colleagues could help 
support each other in the detection of stress signals. 
 
In an important discussion paper on burnout among dentists, Humphries (1998) pointed out that, 
whilst the evidence base is limited, ‘burnout is likely to develop into depression unless changes can 
be made to the individual’s circumstances or state of mind’ (1998:396).  
 
2.2.6 Burnout – what are the risk factors? 
Personality type is thought to play a partial role in the predisposition to psychological distress, this 
is reviewed in an American research paper (Rada et al 2004), and also in the work by Barran et al 
2005, this may increase the susceptibiliy of individuals developing burnout. Researchers have 
found that the type of person who is attracted to dentistry may be at more risk of developing a 
mental health issue (Rada et al 2004). Research by Gardener, 2005 has shown that the very 
personality traits which distinguish an exceptional dentist or doctor may also put them at risk of 
burnout. Traits such as perfectionism, unrealistically high expectations and an aversion to failure 
may present a catch twenty-two position which may leave dentists potentially vulnerable of 
becoming a victim of their own success. A longitudinal study by McManus et al (2004) showed 
that junior doctors who showed signs of neuroticism, introversion, with low levels of 
agreeableness were more likely to develop unfavourable stress and burnout later in their 
professional life (Basson, 2012). 
 
A study by researchers Ahola & Hakanen in 2007 found that experiences of burnout may trigger 
the onset of mental health disorders such as depression; cross-sectional research has 
demonstrated associations between burnout and depressive disorders and other psychiatric 
symptoms. From the existing research base it appears that certain dentists are more at risk of 
burnout than others; for example isolated single-handed dentists, community dentists, dentists 
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working in a practice with few other dentists and those experiencing a decline in personal/family 
life.  
 
2.2.7 Impact of burnout 
To what extent do stress and poor working conditions undermine job satisfaction and work 
engagement? What are the subsequent implications for dentists’ productivity and patient care? 
Currently there are limited findings on the impact of burnout in the UK. There are international 
studies however. 
 
In 2008 Puriene et al conducted a study with 2449 Lithuanian dentists sourced from the 
Lithuanian Dental Association to investigate self-perceived levels of mental health complaints in 
comparison with job satisfaction level over the previous twelve months, diagnosed or treated in 
the same period. Their goal was to assess the correlations between the two factors. The research 
aimed to gather information about early recognition, find out more about successful diagnosis 
and gain information on the treatment and prevention of mental ill-health issues in dentistry. 
 
The results showed that self-perceived lack of self-esteem, loneliness and depression increased the 
negative effects of dentists’ job satisfaction. A majority of dentists believed that dentistry is 
difficult work mentally. Additionally the results showed that most of the dentists felt that tensions 
at work made them tense at home also. On almost all of the mental health complaint categories, 
they had a response rate of over fifty per cent. Nervousness, came in at 89.2 per cent which was 
the most prevalent and affected family life the most. Burnout was also in at a high level with 83.6 
per cent of dentists reporting this complaint in the last 12 months. 20 per cent of dentists 
experienced burnout chronically. Anxiety rated 78.8 per cent, depression 75.5 per cent, 
sleeplessness 74 per cent and loneliness 55.4 per cent (Puriene, 2008). 
 
A South African review by Basson (2012) highlights that consequences of burnout include; 
impaired performance, fatigue, a decline in the dentist-patient connection and a deterioration of 
professional relationships. Additionally, there are marked reductions in personal wellbeing and 
higher incidents of premature retirement for dentists (Te Brake et al 2005). Suner-Solar et al 
(2014) found absenteeism and plans to leave the profession to be further negative consequences 
of burnout syndrome among healthcare professionals in Spain and Spanish speaking Latin 
America. This was associated with the emotional exhaustion component of the syndrome, 
dentists’ perception of committing mistakes related predominantly to depersonalisation (and 
emotional exhaustion, to a lesser extent). Similarly, emotional exhaustion was linked to a decline 
in personal and family life. In fact personal deterioration accounted for forty per cent of 
professional burnout across Argentina, Spain, Colombia with Uruguay being the highest. Family 
deterioration had occurred simultaneously with burnout in almost three out of every ten 
participants. Mental ill-health tends to worsen as burnout levels increase (Golembiewski et al, 
1992).  
 
Although they did not directly assess levels of burnout, Hill et al (2010) surveyed dentists 
in the UK who had retired due to ill-health. Of the 189 respondents, 90% attributed their 
illness to be solely or partly work-related and 28% retired due to poor mental health. 
Notably, 83% of respondents reported that they felt under strain at work at the time of 
talking ill-health retirement.  In a follow-up qualitative study, Brown et al (2010) 
interviewed 23 retired dentists, 10 of which retired due to work-related stress, depression 
or anxiety.  Working in the NHS system, business management, staffing issues and 
dealing with patients were factors that dentists reported which caused their mental 
health problems.  
 
In addition to the well-reported effects of stress and burnout on physical and mental 
health there is also the impact on professional standards and patient care. As one of the 
hallmarks of burnout is ‘depersonalisation’ whereby individuals emotionally detach from 
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their patients and can develop a cynical attitude, this has important implications in a 
profession such as dentistry which is highly regulated, and of which patient care is 
paramount.  Previous research into how burnout effects professional standards and 
patient care has primarily focused on medical professions such as doctors and nurses.  For 
example, Prins et al (2009) found that doctors who reported higher levels of burnout and 
were less engaged with their work, were more likely to make errors such as not discussing 
treatment options fully with patients or answering a patients questions.  Shanafelt et al 
(2010) reported similar findings when looking at resident doctors.  Leiter et al (1998) 
found that patients rated the care they received by healthcare staff who were suffering 
high levels of burnout less favourably.   
 

2.3  Suicide in dentistry 

A number of claims have portrayed a high prevalence of suicide within the dental profession . 
Renshaw 2013 published an editorial in the BDJ which featured a letter written by a dentist 
urging the profession to take heed of the issue of stress in UK dentistry. The author discussed 
associated problems with NHS dentistry, issues such as UDAs, NHS working conditions and 
making decisions which go against their professional judgement. Issues and concerns included 
fear of litigation and other responsibilities which take up a lot of time and are integral to a 
dentist’s core work, (yet are regarded as peripheral). This letter took on increased significance 
after the author sadly committed suicide. According to a WHO report in 2014, there is an 
established “link between suicide and mental disorders (in particular, depression and alcohol use 
disorders) within high-income countries.  However in some cases “suicides happen impulsively in 
moments of crisis with a breakdown in the ability to deal with life stresses, such as financial 
problems, relationship break-up, chronic pain and illness”. Individuals most at risk of suicide are the 

“vulnerable and marginalized groups”, which includes dentists who have access to and the means to 

carry out suicide. Some dentists may fall into this group and meet the criteria for high risk of suicide, 

but is there any evidence to substantiate this issue? 

2.3.1  UK evidence 
A recent report by the ONS, 2016 compared the total numbers of deaths by suicide or 
undetermined intent for dentists, doctors, chefs, artists and writers aged 25-64 in 2014, in 
England and Wales.  In 2014 there were three deaths of dentists by suicide or undetermined 
event, 21 for doctors and 19 writers and artists. In 2014 there were just over 41,000 registered 
dentists, 267,177 registered doctors and 135,000 writers and artists. These figures suggest that 
dentists do not appear to have a higher propensity to commit suicide in comparison to these 
other groups.  

Furthermore in the UK the current data from the Office of National Statistics (ONS, 2015) on 
dentists’ suicides, revealed that between 1995 and 2014, 77 deaths were caused by suicide or 
undetermined intent for dentists between the ages of 25 and 64.  
 
Accordingly to this ONS data there is no clear trend and no apparent evidence of a rise in the 
number of dentist suicides over the past 19 years. Spikes were found in suicide levels for the years 
2011 and 2003, with the highest number of dentists committing suicide in those years. More male 
deaths were reported, but this may reflect the gender distribution within dentistry. Suicide tends 
to be underreported by as much as 33 per cent, so it is difficult to gauge with precise accuracy the 
current number of those affected (Alexander (2001). Suicide has an associated stigma and 
perhaps this is one reason that the issue is not discussed more openly (Alexander, 2001), this is 
likely to be the case with other mental health issues as well. 
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It is difficult to confirm if the reports of increased suicide in dentistry are true or whether they are 
unsubstantiated as figures are rather conflicting (for example Boxer et al, 1995; as cited by 
Peterson et al, 2008).  
 
The risk factors for suicide are thought to include a relationship between burnout and depression, 
with depression presenting as a risk factor for suicide. Ninety per cent of suicides are thought to 
have been linked to depression or other mental illnesses (established via post-mortem case 
studies), (Lange et al, 2012). Depression is commonly detected among dentists (Puriene et al, 
2008; Galan et al 2014).  
 
Research into suicide within the profession is limited, however there a few UK-based studies which 
have attempted to shape the understanding of suicide in dentistry to some degree. In Kay and 
Scarrott’s1997 study, 600 dental professionals were sent a survey asking them questions about 
their health and wellbeing. When asked about distress, seven per cent reported moderate distress 
levels, four per cent identified themselves as being under severe distress. The researchers also 
asked about suicide ideation and found that 12 per cent of respondents had thought about 
committing suicide in the past 2 years. Four per cent of respondents had experienced suicidal 
feelings in the last 2 years and two per cent had attempted suicide once in the past year. 
 
In a follow-up study, Kaye and Lowe (2008) found that seven people had attempted suicide at 
some point in the past. In addition, 3.5 per cent had thought about suicide in the past year. 
 
In 2010 researchers Sancho and Ruiz conducted a UK-based piece of research which reviews 
evidence of suicide in dentistry. Sancho and Ruiz analysed studies to assess if there had been a 
rise of suicide in dentistry and to unpick the factors which make individuals vulnerable to suicide. 
The main risk factors they found in reviewing suicide in dentistry are that: men are four times 
more likely to attempt suicide than men in the general population of the same age group (this 
data is consistent with an increase of mental health issues in males); Caucasian dentists are 2.2 
times more likely than any other ethnic group to commit suicide (the ethnic distribution within the 
UK profession may have contributed to this finding). Additionally marriage serves as a protective 
factor against suicide, with suicide rates two to three times lower amongst married people than 
those who are single (widowed/divorce/never married).  
 
2.3.2  Global lessons: understanding suicide in dentistry 
A number of studies exist which question how suicide-prone medical professionals are, but just a 
handful investigate suicide in dentistry alone.  This section considers global evidence to bolster 
the understanding of the prevalence and risk of suicide in dentistry. 
 
In 1996 (Stack) conducted research in Michigan, USA to analyse the national mortality data 
across twenty-one states to assess the link between dentistry and suicide (whilst controlling for 
gender and divorce). The results showed that a strong bivariate relationship exists between 
dentists’ marital status and the odds of suicide supporting the evidence by Sancho & Ruiz (2010). 
After controlling for the covariates of dentists’ marital status, dentists had a significantly higher 
risk of suicide. Although once again the cause of suicide was not overtly stated, correlations were 
offered: Caucasian dentists were 2.68 times more likely to commit suicide (however this may be 
related to the ethnic distribution within the profession). Males are more suicide-prone, which is 
consistent with findings by Sancho and Ruiz, 2010 (however this could be due to the higher 
proportion of males within the profession). This study was useful for assessing the likelihood of 
dentists’ suicide whilst examining factors and risks. 
 
In another review of the US literature Alexander (2001) examined the evidence on stress and 
health among dentists surrounding suicide.  The researcher states that “there is little evidence 
that dentists are more prone to suicide than the general population, although some related data 
suggests that female dentists may be more vulnerable” (p.788). 
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Lessons from existing suicide data on other healthcare professionals this study reports that the 
level of alcohol physicians consume increases, reports of primary affective disorders such as 
anxiety and depression also rise. Additionally, when investigating the causes of death by suicide, 
females are typically likely to die through ingesting drugs and males through drugs or violence - 
gun shot, hanging or jumping. 
 
The paper concludes by asserting that despite the lack of consistent evidence demonstrating that 
dentists are more suicide-prone than other occupational groups, more should be done within the 
profession to raise awareness around stress and suicide ideation.  
 
A study by Peterson and Burnett (2008) in the US investigates the suicide mortality rates through 
analysing data on cause-specific deaths from 26 US states between 1984 and 1992 and 
comparing this with the death rates for the working populations. The study reports that white 
female physicians have a higher suicide rate, white male physicians and dentists have elevated 
suicide rates overall. White male dentists have a suicide rate which is similar to that for white 
male physicians. This finding echoes previous research findings which assert that males are more 
at risk. The evidence suggests that deaths by suicide are concentrated but not restricted to the 
middle-age band, which is consistent with UK national suicide data, where men aged 40-44 are 
more likely to commit suicide, (ONS, 2014).  
 
In summary, the national and global view illustrates that suicide risk is based on multiple factors. 
A scientific review paper by Lange et al 2012 assesses suicide rates within the dental profession. 
The factors which are thought to increase a dentist’s vulnerability to suicide include: gender 
(males are four times more likely to commit suicide than females), age (those over the age of 65 
have a 50 per cent higher suicide rate), race, marital status (those who are married are the most 
unlikely to commit suicide), availability of lethal means to commit suicide and adverse life events 
(for example stress).  
 
The impact of dentist-specific stressors in understanding the multi-dynamic nature of risk factors 
is investigated by Lange et al, they state that the combination of symptoms allows the profile of 
the affected individual to be built. Lange et al underline that mental health issues have a role to 
play in cases of suicide, with suicide victims having episodes of depression or other diagnosable 
mental illness or substance abuse disorder. 
 
Furthermore, research by Galan et al (2014) not only demonstrated a high prevalence of burnout 
and depression in dental students, but also a strong association between burnout, depression and 
suicide ideation. This suggests that wellbeing support strategies may need to begin as early as 
preclinical stage. 
 

2.4 Alcohol and drug use 

Alcohol and drug misuse and dependency are classed as addiction diseases, substantiated by 
neuroscientific findings, addictions have been labelled as a ‘neurobiological condition which 
affects the perceptual, emotional and motivational processes in the brain’ (Canadian Dental 
Association, pg. 3 2012).   Few UK studies have assessed the impact of alcohol and drug misuse 
amongst dentists. As a result the extent of the role of alcohol abuse and drug misuse within the 
profession is largely unknown. This section reviews the prevalence of alcohol and drug misuse in 
both dental students and dentists both nationally and globally.  
 
The Department of Health (2001) defines misuse as “the use of illegal drugs and the misuse 
whether deliberate or unintentional, of other drugs including alcohol and substances such as 
solvents”.  
 
Drug and alcohol misuse can have a detrimental effect on performance at work, this is even more 
high-risk among dentists who are carrying out technical procedures and are responsible for 
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patients’ health. The addictions may reduce the level of service provided to patients and the 
individual’s capacity to work safely. It can harm the misuser both physically and mentally and, 
through the misuser’s actions, other people and the environment (Department of Health 2001).  
 
Such activities may also result in criminal prosecution with obvious repercussions for professional 
status. The GDC’s ethical guidance Standards for Dental Professionals (GDC 2005), replaced 
Maintaining Standards (GDC 1997) in June 2005. Unlike Maintaining Standards, Standards for 
Dental Professionals offers guidance on alcohol and drug use and misuse the GDC expects “…all 
registrants to maintain appropriate standards of personal behaviour. This would include the use 
and misuse of alcohol and drugs. In addition, the GDC would remind all registrants of their 
professional obligation to put patients’ interests first and act to protect them”.   
 
2.4.1 Self-medicating - “Dentist heal thyself” 
The current evidence would suggest that there are clear barriers which prevent some dentists 
from engaging with supportive organisations thus preventing them from accessing the right help 
at the right time (for example taking time away from work to deal with the problem). This ranges 
from shame, embarrassment, stigma – the social and legal professional implications and fears 
about confidentiality (Brooks, 2012). These factors are barriers which may lead to a dentist self-
medicating without professional treatment. Self-medicating is a conscious choice by the user to 
try to alleviate psychological distress (Gelkopf et al., 2002). This can potentially lead a dentist into 
professional and personal decline. 
 
The current understanding of substance misuse among UK dentists broadly stems from general 
health and well-being surveys for dentists.  This limited pool of evidence suggests that dentists are 
likely to self-medicate using alcohol and drugs.  Addictions such as these have been linked to a 
range of common mental health disorders including anxiety and depression (a concerning 
correlation). The proposed risk factors are also explored in the following sections. 
 
The UK study by Kay and Scarrott (1997) asked dentists about their alcohol use. The researchers 
concluded that due to the ‘nature of dentistry, and the responsibilities integral to the job, 
problem-drinkers are a great worry’ (1997:345).  Additionally, ‘high levels of alcohol consumption 
were associated with raised stress levels’ (p.345), although no causal link was confirmed. High 
stress levels were also associated with high levels of alcohol consumption.  
 
A longitudinal UK study (Newbury-Birch et al, 2002) investigated alcohol and drug related 
behaviours among dental students, from their second year at dental school until one year after 
qualifying at Newcastle University. They measured drinking, illicit drug use, stress, anxiety and 
depression. The results showed that a proportion of students were drinking above the 
recommended alcohol limit. This peaked in the second year at 47 per cent and fell to 25 per cent 
in the final year, only to peak again once they had qualified. In comparison to the medical 
students, the dental students demonstrated a higher level of involvement in excessive drinking, 
taking cannabis and experimentation with other illicit drugs. Surprisingly these behaviours were 
found to continue into their professional careers with 51 per cent of newly qualified dentists 
experimenting with illicit drugs (Newbury et al, 2002). Furthermore, in comparison to the medical 
group hazardous drinking was found to occur more frequently in the dentistry group and around 
one third of dental students were found to engage in binge drinking as opposed to one fifth of 
medical students.  
 
Another UK-based cross-sectional study was conducted by Underwood et al (2003) to investigate 
the prevalence of alcohol and drug use amongst vocational dental practitioners (VDPs) during 
and prior to vocational training completion. 719 VDP’s were sent a self-report questionnaire to 
complete and return. The degree of substance use by VDPs was deemed to be significant enough 
to cause health problems, although levels of use decreased after qualification.  
 



20 
 

In a UK health and wellbeing survey of GDPs Myers and Myers (2004) demonstrated significant 
levels of alcohol consumption at 90 per cent, this was often strongly correlated to feelings of 
stress (Kay and Scarrott 1997, Gorter et al. 2000, Myers and Myers 2004, Kay and Lowe, 2008). 
Alcohol use was significantly associated with levels of work stress (Myers and Myers, 2007.  
 
In research by Kay and Lowe (2008) the results show the distribution of drug and alcohol use 
among early professionals, with only 3 per cent of respondents reporting to have never had 
alcohol. The Short Michigan Alcohol screening test also revealed that 6 per cent of dentists had a 
drink problem and 9 per cent displayed alcoholic tendencies. 
 
2.4.2 Prevalence rates of alcohol and drug misuse in dentistry 
Canadian prevalence data on alcohol and drug misuse among dentists show an alcohol misuse 
rate at 12-19 per cent; opiates-hydrocodone and oxycodone was 37 per cent, nitrous-oxide 
(exclusively dentists) at 5 per cent, nicotine and street drugs cocaine is 10 per cent (Canadian 
Dental Association, On the Road to Wellness article, 2012). 80-85 per cent of addicted dentists 
prefer to take drugs rather than drink alcohol (CDA, 2012). 
  
A study carried out by Barber and Fairclough (2001) compared tobacco, alcohol and drug use 
among dental and law undergraduates, they found law students smoked more and used cannabis 
more frequently, with all other substances being used at a similar levels. Whether this pattern 
continues post-qualification remains unconfirmed, but it would tend to suggest the dental 
profession is not unique nor isolated in the misuse of alcohol and illicit drugs. 
 
A study among South Australian dentists was conducted by Winwood et al (2003), the research 
explored whether high levels of stress linked to ‘maladaptive alcohol use’ among South Australian 
dentists. In a survey measuring stress, alcohol use, burnout, and personal and practice 
characteristics among 300 dentists. They found the rate of alcohol consumption to be hazardous, 
with the likelihood of misuse being two to four times more common among dentists than the 
wider population. South Australian male dentists consumed more in this study. Variations existed 
by practice type (privately paid consumed more), rural/urban location (high levels of hazardous 
consumption among rural dentists), and they reported a significant link between reported alcohol 
consumption and age (middle-aged dentists consumed more). In relation to the high rate of 
alcohol use among rural dentists, they report “anecdotally” that rural dentists ‘receive 
disproportionately less professional and peer support than urban dentists’ (2003:107). Critically, 
they did not find any evidence of a link between stress and alcohol use. The study reiterates the 
crucial need for dental bodies and governmental organisations to provide information and 
guidance on managing stress and promoting wellbeing using appropriate interventions where 
required.  
 
A study undertaken by Kenna and Wood (2005) found that contrary to previous speculation, 
there is little evidence from the prevalence data to suggest that dentists were at a greater risk of 
developing alcohol or other drug use problems than the general population.  Compared with 
physicians, dentists were more likely to report heavy episodic alcohol use and marijuana use. 
Kenna et al (2005) sought to further investigate previous claims of higher levels of alcohol and 
illicit drug use amongst dentists and compare their findings with data from physicians and the 
general population. The evidence suggests no risk of a higher prevalence rate in comparison with 
GPs. Nonetheless, the need for education, monitoring and support within the profession regarding 
the issue was emphasised.   
 
A Canadian paper by Gardener (2005) argues that dentists among other healthcare professionals 
are prone to perfectionism and therefore have unrealistic expectations for themselves. 
Subsequently, alcohol and drug misuse were the reported as methods to provide relief from these 
negative feelings.  Additionally, dentists are isolated in comparison to other healthcare 
professionals with their own private practices set away from colleagues. This isolation is thought 
to possibly facilitate access to drugs and enable them to go unnoticed for longer periods.  
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American and British dental journals have been publishing articles on the problem of drug and 
alcohol misuse within dentistry for twenty years. In 2000, the Dentists’ Health Support Trust 
published a booklet “Drugs and Alcohol-Addiction in the Dental Profession”. The booklet described 
the impact of living with addiction not only for the individual involved but those around them 
(family, friends and colleagues 
 
Overall the global evidence indicates that there is a danger of alcohol and drug misuse within 
dentistry which is presented at a marginally higher level than the general population. The 
significance of this is high, due to the increased likelihood of adverse effects that can be caused 
for the professionals and patients. These risk factors need to be monitored so that the risks 
presented to the health of the dentist and their patients can be minimised (Brooks, 2012). 
 
The decision for an individual to turn to alcohol and drugs to cope with problems may stem from 
a confluence of factors commonly found among dentists: high stress, unrealistic /perfectionist 
expectations, invulnerability and the knowledge and access to drugs, stressful environments, long 
hours, excessive professional demands and the demands of patients and staff (Canadian Dental 
Association, 2012). The personality of an addicted dentist also needs to be examined within this. 
Characteristics include dissatisfaction with career choice, fear of causing pain, low professional 
self-esteem, obsessive compulsive/ perfectionist behaviour, high need for control (even when 
feeling out of control) and avoidant style of interpersonal relationships (CDA, 2012). 
 
Overall the evidence reviewed indicates that drug and alcohol misuse are forms of addiction 
which dentists are likely to fall prone to, and therefore this areas needs to be investigated and 
interventions pooled. Factors such as personality, high levels of isolation, working condition 
stressors, and high stress levels, accessibility to drugs and alcohol, and position within the dental 
team all increase the likelihood of dentists becoming addicted.  
 

2.5 Summary 

Overall according to the limited pool of evidence, there are some salient points about burnout and 
mental ill-health among dentists: 
 

 high levels of work-related stress are reported to occur within dentistry, high levels of 
stress are related to increased incidences of burnout (Rada et al 2004 and Alexander et al 
2001) 

 working in the NHS and in an environment of strict professional regulation can be a factor 
in stress and burnout  

 dentist-specific stressors can put dentists at higher risk of stress, these stressors can be 
linked with anxiety and mood disorders such as depression  

 dentists are professionally required to hide their emotions in all circumstances. This may 
result in emotional dissonance, which in turn leads to emotional suppression (Chapman, 
2015) 

 a stigma still exists which inhibits professionals from seeking help (Rada et al 2004) 
 anxiety and burnout can affect clinical decision-making and decision-making style 

(Chapman et al 2016). Personality type may put dentists at higher risk of burnout, for 
example the archetypal personality - high scores in extroversion, sensing, thinking and 
judging (Barran et al 2005) 

 the literature review evidence suggests that dentists age 45 and above are most at risk of 
developing burnout or mental-ill health. Therefore targeted support around this time 
would be one protective factor to help support these dentists.  

 mental health complaints are more highly reported among women than men (Puriene, 
2008) 

 general dental practitioners are at higher risk of experiencing  anxiety than specialists, 
this may be due to the specialists’ ability to control their workload better and they are also 
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more highly qualified and can perhaps interact with patients in a more confident way 
(Puriene et al, 2008)  

 a lack of training in the interpersonal dimensions of practice management in order to 
mitigate the stress levels which put dentists at high risk (Rada et al, 2004). 

 
What is clear from the evidence is that there is a fusion of dentist-specific stressors and a range of 
associated risk factors which pose a potential threat to vulnerable dentists who may be 
susceptible to certain conditions: depression, anxiety, burnout and suicide ideation for example.  
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3. The qualitative research  
The current study explores perceptions of burnout and mental health issues among dentists in the 
UK through the use of qualitative research methods (interviews and focus groups). The data 
collection stage was conducted between July 2016 and November 2016.  
 
Twenty two telephone interviews took place and one was conducted face to face. The interviews 
were audiotaped and the transcriptions were analysed using Nvivo qualitative analysis software. 
A coding framework was used to categorise the emergent themes. Five focus groups were 
conducted online using Visions Live (an online research platform). The online discussion 
generated an online data transcription report. This report was anonymised and the transcription 
data was subjected to qualitative analysis using Nvivo. The emergent sub-themes were generated 
based on the coding framework established by the Research Advisory Group. The group was 
established to firstly support the research into mental health and wellbeing within the UK 
dentistry profession, secondly to advise and inform through sharing insight into the current 
professional experiences of UK dentists and finally to raise awareness and share expertise in the 
profession through providing supporting in the distribution of information on how to improve 
wellbeing for dentists. Members of the Advisory Group are listed in Annex 7. 
 
Results of this study can be used to; a) explain dentists experiences of mental ill health and 
burnout and how such experience impact on dentists’ work and careers, b) describe the 
relationship between psychological distress, burnout and daily working conditions, and c) inform 
ongoing work to reduce stress, improve wellbeing policy and minimise the risk of burnout and 
psychological distress at work. 
 

3.1  Methodology 
 
Interview participants 
 
During summer 2016 purposive sampling methods were used to select dentists from across the 
UK to participate in the semi-structured interviews. A total of 23 dentists were selected. We 
decided to start by using BDA communication channels and existing local networks such as the 
Benevolent Fund in order to informally engage dentists who are in distress in a sensitive and 
compassionate way. We then followed a selection criteria and inclusion framework to ensure that 
fulfilled our pre-set capacity and objectives. Participants were given the option to be interviewed 
by telephone or face-to-face, at a time and place convenient to them.  
 

Interview procedure 

Participants were sent a letter detailing the study and then telephoned to assess their interest in 
participating. Participants then confirmed their interest through booking an interview slot. 
Participants decided on a face-to-face or telephone interview. Participants then completed a 
consent form (in person or online) which outlined the data protection and confidentiality 
agreement for the interview process. Additionally all dentists were sent a BDA stress support page 
which signposts to organisations who can support individuals experiencing distress. Once the 
interview was complete this audio file was anonymised and sent to be transcribed in accordance 
with the confidentiality and data protection agreement. 

Interview guide 

The interview questions were designed according to the findings of a literature review Billeter-
Koponen & Freden (2005); Mukherjee, S., Beresford, B. &Tennant, A. (2014) and Severinsson, E. 
(2003) in addition to the expertise of the research project advisory group.  
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The interview themes were compiled based on previous qualitative research into burnout with 
other groups of professionals. This approach has been used in other burnout research, Mukherjee 
et al (2014). In an interview which examines long-term stress, burnout and patient-nurse relations 
Billeter-Koponen & Freden (2005) investigated burnout using semi-structured interviews covering 
the burnout experience, effects on the work, the working situation and support, in addition to 
exploring leadership and professionalism. 

The themes covered in the interviews included; a) the nature and origin of the problem, b) causes 
and impact, c) social response and coping, d) help-seeking and experiences of treatment, and e) 
experience of recovery and prevention and promotion ideas. 

The interview guide for the interviews can be found in Annex 3.   

Focus group participants 

The BDA Research Team recruited dentists to join a series of online focus group sessions on 
mental health and burnout in UK dentistry. The most effective method was the distribution of 
4,000 flyers at the BDA Conference in May 2016. In total this generated 150 initial expressions of 
interest.  This figure was much greater than the target and is potentially indicative of the 
importance of this area of work to dentists. This was later filtered by an additional online form to 
confirm participation. 
 
Dentists were recruited from across the UK, invited to participate in the online discussions in 
autumn 2016.  These dentists were not directly experiencing any distress or difficulty.  

Focus group process 

Prior to each session an information sheet was distributed to every participant explaining the 
research objectives, confidentiality and data protection. Participants were then given the 
opportunity to ask any questions. This was re-visited at the start of each session with the 
completion of an integrated consent poll online, at this point we confirmed their consent formally.  

Each session captured the general views of dentists on the aspects listed below. The groups were 
facilitated/moderated by the research officer who had experience in facilitation with the support 
of the research manager who was co-moderating (invisible to participants in the central 
discussion room).   

Focus group data analysis 

All transcripts were anonymised manually in accordance with the confidentiality and data 
protection agreement. The research team developed a focus group framework of themes that can 
be found in Annex 3 which was used to categorise the data into themes. The focus group 
moderator guide can be found in Annex 4.   
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4.  Interview results 

4.1  The interview sample 
 
The tables below describe the participant dentists. 

Sex  

SEX column per cent 
Female 26 (n=6) 
Male 74 (n=17) 

 
 

Age 

AGE column per cent 
Under 25 4.3 
25-34 years 8.7 
35-44 years 
 

13.0 

45-54 years 
 

39.1 

55-64 years 
 

17.4 

65 and over 
 

17.4 

 

Which country do you currently live in? 

COUNTRY column per cent 
England 
 

74 (17) 

Scotland 
 

22 (5) 

Wales 
 

4 (1) 

 

Are you currently working as a dentist in the UK? 
ACTIVE WORKING DENTISTS IN UK column per cent 
Yes 65 (15) 
No 35 (8) 

 

 

Work Status 

WORK STATUS column per cent 
Working as an employee or self-employed dentist 
 

65 (15) 

Other than listed 13 (3) 
Retired 8.7 (2) 
Unable to work because of a long-term illness or 
disability 

8.7 (2) 

Unemployed and looking for work 4.3 (1) 
 

Main field  

FIELD  column per cent 
General dental practice 70 (16) 
Community dental services 8.7 (2) 
Hospital practice 8.7 (2) 
Another field of practice 8.7 (2) 
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Public health 4.3 (1) 
 

Year of qualification to work as a dentist 

YEAR QUALIFIED column per cent 
1960-1969 8.7 (2) 
1970-1979 17.4 (4) 
1980-1989 43.5 (10) 
1990 -1999 8.7 (2) 
2000-2009 17.4 (4) 
2010- 2016 4.35 (1) 
  

 

4.2 The nature of the problem according to the interview participants 
 
Mental health issues in dentistry are mainly stress, burnout and anxiety according to interviewees. 

Table 1 - the nature of the problem – defined by dentists 

Stress 21 Bullying 5 
Burnout 19 Withdrawal 5 
Anxiety 17 Drug-use 4 
Depression 14 Complaint 4 
Mental health problems 13 Panic attack 3 
Sleeplessness 12 Alcohol 2 
Breakdown 7 Argumentative 1 

 

Feelings of stress was the most common theme which dentists mentioned as the problem. Stress 
or distress was mentioned as an underlying causal factor to the multi-faceted nature of a dentist’s 
professional work and being a cause of burnout or mental-ill health.  

“I think it’s just the level of stress is something that I’d never anticipated before and I was aware it 
was a stressful profession but I think that’s very different when somebody tells you “this is a very 
stressful job”, to actually doing it” 

Experiences of burnout– was the second theme dentists mentioned to describe the nature of the 
problem.  

“I think burnout is the end of all those processes where you are either going to leave dentistry or 
you're going to change in order to continue to practise dentistry.  Burnout is where you almost 
cease to function, or you certainly become very automaton about it, you go to work in the 
morning, you go home it the evening, you can't remember what you did during the day sort of 
thing.  The classic burnout is when patients come in to see you for treatment and actually you 
know what, you find an excuse not to do the treatment because you actually haven't got the 
energy to do it.  You defer appointments on the back of some excuse or other, something's not 
quite right let's do it another day.” 

Anxiety – a number of dentists’ interviews described feelings of anxiety and attributed this to the 
problem.  

“I think it’s the same sort of symptoms that most people with anxiety would generally go through, 
it was short temperedness, snappiness, I suppose not thinking clearly or not being able to think 
logically and explain things clearly, mental fatigue was a big thing and especially, well it wasn’t 
even  toward the end of the day, I used to go into the morning already feeling exhausted before 
I’d even seen a patient, if I hadn’t had time to rest from the night before through loss of sleep”. 
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Although dentists’ stressors are well documented, these interviews highlight aspects which lie at 
the core of the profession itself.  

4.3 Origins of the problem 
  
Table 2 – Origin of the problems  

Work conditions-
environment 

15 GDC 3 

NHS work 14 Workload 2 
Patients 8 Drug-use 1 
No break-exhaustion 7 Relationship breakdown 1 
Physical condition 5 Absence 1 
Bereavement 4   

 

From the interviews it appears that the problems in dentistry stem from working conditions, NHS 
dentistry and patients. Below are the most common themes with illustrative quotes: 
 
Work conditions/environment - dentists shared experiences where changes had resulted in 
difficulties at work which meant they no longer felt comfortable in their role.  
 
“I think I was doing far too much and then a management change occurred and I found that I lost 
all support from the management. Plus my dental nurse was moved, she was really critical to me, 
she kept me organised. I felt that I had been undermined throughout my whole job and it just got 
on top of me and that was why I tipped over the edge.” 
 
NHS dentistry – participants explained that uncertainty due to changes in their NHS work had a 
role to play in the origin of their problem. 
  
“The initial thing was more the pressure of NHS targets and meeting UDA contracts, so that was 
the main difficulty and I think that, coupled with the fact that when you're working for a practice 
and you have a written target in your contract that you have to achieve, the other difficulty it 
poses is that the corporates, especially when you're behind, will not allow you to have time off until 
you’re actually back on track.” 
 
Patients – dentists explained that the origin of the problem was linked to isolation within the 
profession.  
 
“you're so worried about patients and, that maybe something might happen to the patient, so 
generally the whole ethos then, it works out from above in terms of the governmental process, to  
individually with your interaction with patients, you're very defensive.” 
 
This information provides insight into the most important factors which affect dentists. This 
cannot be generalised to all dentists but it still provides a good level of useful detail. 

4.4 What is causing burnout and mental health problems? 
 
Participants linked the causes of burnout and mental health issues to working conditions, isolation 
and regulation/litigation as the top three issues. They explained how aspects of their work are the 
determinants of burnout and mental health issues.   

 

 

 



28 
 

Table 3 – The causes of burnout and mental-ill health  

Work conditions 17 Stress 6 
Isolation-lack of 
networking/social 
isolation 

15 Complaints 4 

Regulation-litigation 12 Relationship-social 
breakdown 

2 

Uncertainty of NHS 
dentistry 

8 UDA system 2 

Physical health 8 Highly competitive-
success retention 

2 

Financial 7 Addiction 2 
Mental health, anxiety, 
depression 

7 Insurance premium 1 

Pressure of targets 7 Genetic predisposition 1 

 

Dentists were asked to account for the difficulties they have experienced to ascertain how they 
make sense of their experiences.   

Work conditions – dentists explained how aspects of their work are the cause of emotional 
distress more broadly.  

“A completely different way of working.  This time when I go back we've gone from wet film x-rays 
to digital x-rays.  So when I go back to work from being off sick, and I've been in hospital again, 
I've now got to learn digital x-rays when I go back from 18 years of working with wet film.  Okay no 
problem, you know on top of your daily grind.”  

Isolation-lack of networking/social isolation – dentists expressed that the profession could 
be a lonely one and particularly those working in the absence of a large dental team experienced 
loneliness and feelings of isolation.  

“I work in a single room on my own, although I have a nurse and this is no disrespect to nurses, I'm 
married to a nurse but it’s not your peer group, it’s not the people you’ve studied with at university, 
… when I look at a lawyer or a teacher or a doctor who works  in a community, in a room where 
they’ll have  an office but they’ll work  on the ward and liaise with different doctors and there’ll be 
more interlinkage between the peer group, I find there’s very limited linking between our peer 
group. “ 

Regulation/litigation – dentists expressed that directly or indirectly the landscape of regulation 
and litigation meant that dentists were experiencing emotional distress which led to burnout or 
mental-ill health. Participants explained that the regulators had a role to play in the origin of the 
problem, which included a constant fear of litigation.  

“A lot of it is fear of litigation.  It's very real, you really do feel like that person could be really nice 
to your face and then go and see a solicitor on the way home and you wouldn't even know what 
you'd done wrong.” 

4.5  The consequences of burnout and mental ill health 
 
Participant dentists explained that burnout and mental health issues impact various aspects of 
their life. 
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Table 4 – The impact and consequences of burnout and mental health  

Retraining, changing 
profession or working 
methods 

28 Voluntary demotion-
career stasis 

5 

Early retirement-exiting 
the profession and not 
recommending the 
profession 

27 Substance misuse-
addiction 

5 

Social problems 16 Depression 3 
Reduced clinical 
excellence-confidence 

12 More time off-away 3 

In debt-financial 
change 

10 Emigration 2 

Physical health 
problems-mental health 
problems 

8 Indemnity cover 
increase 

2 

Anxiety 8 Feeling trapped within 
the profession 

1 

Fear of litigation-
regulators 

7 Stress 1 

 
The illustrative quotes from the interviews summarise these views and risk factors:  
 

Retraining, changing profession or working methods dentists explained that they have 
considered or made plans to leave the profession or re-train to start another career as an impact:   

“But now, I wouldn’t recommend it to anybody, I’ve got four children, none of them would 
do it” 

“So I remember one dentist colleague saying “I’m never going to advise my children to 
become a dentist”, and that I felt was harsh.  So yeah, that’s my thoughts” 

Early retirement-exiting from the profession and not recommending a career in 
dentistry – participants shared that they have considered early retirement or withheld on 
recommending dentistry as a profession:  

“Yes, I'm still registered as a dentist until the end of the year and I shall probably carry forward my 
registration into next year, until I decide whether I'm going to come back or not.  I still feel 
somewhat traumatised by the whole thing and I may or may not decide to come back because I 
actually do believe that I do have skills that are useful, but I still feel burnt out and under a lot of 
pressure and under stress, I couldn't go back at the minute.” 

“I went on holiday last year and I went with my daughter and we were sitting outside a café and I 
said, “If I could sell now, I would” and she said “Mum, why don’t you?” I said “Do you know what?  
I will”, so I did sell up it finally went through and I’m sort of beginning to unwind, different things 
have come up since, you go through different emotions when you finally do stop working”  

Social problems - participants explained that they had experienced social problems as an 
impact of mental ill health: 

“Socially it's had a major impact because I would come home from work so tired that if somebody 
had invited us round for a drink or whatever else, I just wouldn't go.  So it's that thing that if you go 
through something you find out who your true friends are, because all of a sudden certain people 
stop phoning, cards stop coming through.  So your friendship circle definitely decreases quite 
significantly.  So it's had a major impact, I mean I don’t want to come across as bitter and twisted, 
because I'm anything but.” 
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4.6 Social response 
  
Dentists reported on the social response following a discussion with others about their mental 
health issue. 

Table 5 - The social response to burnout and mental health 

Support from family 
and friends 

16 Employer flexibility 2 

Adverse - negative 
response 

9 Referral to support 
organisation 

2 

 

Unfortunately not all dentists had the same experience, with some experiencing a negative or 
adverse response when they explained their mental health problem.  Some dentists received 
support in the form of employer flexibility and their team suggested that they work differently in 
order to support them in overcoming the problem. Finally some dentists were referred onto other 
support organisations. 

Support from family and friends – participants explained the support they gained from 
family and friends.  

“I was lucky because a lot of the people I was working with had gone through similar, the stigma 
was amongst the people who didn’t have mental health problems.” 

Adverse/negative response – within the sample some dentists experienced a negative response 
when they explained their problem: 

“I had no support whatsoever, they were just hopeless, my own dental managers, for the last eight 
years or so, they’ve been absolutely appalling, I think it was because they were taking people who 
had no experience in management and very little in dentistry, some of them had none, they were 
taking people and expecting to run a service with no knowledge of the service and no experience 
of the service, or managing people.  But I think our service got regarded as a bit of a basket case 
throughout the country, we couldn't recruit because nobody wanted to come and work with us.“ 

Workplace flexibility– some dentists explained that they received flexibility in the way they 
approached work to help them overcome their problem:  

“Fortunately for me, my practice manager is a little bit understanding and I said, “I don’t want to 
have the extra, I’d rather have a lower contract value and over-achieve than the other way round”, 
because psychologically, that’s always better, especially when you look at the tracker and you 
think every day that you're ahead, psychologically last year that made a huge difference for me 
and because I saw that I was ahead every day, that spurred me onto do even better as opposed to 
the other way round.” 

Referral to support– one dentist reported being referred to a support organisation. 

“The British Doctors & Dentists Group, one person in particular maintained very close contact with 
my mother and advised her about where he thought I should go to rehab, what my mother should 
do, how she should present herself, what she shouldn't do”. 

This information highlights that a positive social response can be very helpful, however for those 
without the right social support system, more needs to be available to help them. 

4.7 Coping and managing burnout and mental health problems 
 
Participants described some of the ways they have coped with mental health problems. 
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Table 6- Coping and managing burnout and mental-ill health 

Exercise 8 Self-help 4 
Other 8 Take clinical authority 3 
Mindfulness-meditation 6 Alcohol-use 3 
Alternative therapy-
relaxation 

6 Support groups 3 

Education courses 6 CBT 2 
Reduction in hours-
patient load 

5 Move/change 
environment 

1 

 

Gym work/exercise – forms of gym work and exercise were used to cope and overcome burnout 
and mental-ill health.  

“Pilates, it’s normally doing a Pilates class every week, I try to do quite a bit of gym work” 

“Well physically and mentally I feel 100 per cent better because now I take time for myself to do 
things like play golf which I never did when I was having this problem.” 

Other – this category included methods such as walking a dog, leisure activity-entertainment, 
finding peace and quiet, alcohol use and smoking.  

“Yeah and just getting out.  We've got a dog and I walk the dog just to try and clear my head, I 
walk to work, I walk a long way home”. 

Mindfulness – some dentists reported having positive results with mindfulness practices which 
enabled them to feel a sense of wellbeing.  

“I think the biggest thing is that mindfulness thing.  Because I went on some courses on that and 
it's just putting it (in perspective), it is only a job.” 

4.8 Seeking help 
 
Participants shared examples of the support that was available to them and what helped them to 
overcome their mental health issues.  

Table 7 - Seeking help -where to access help, advice, guidance and support  

Family, friends 
colleagues 

27 Occupational health 10 

No support sought-lack 
of adequate support 

20 BDA 8 

GP 15 Support group 8 
Indemnity organisation 14 Benevolent Fund 3 
Counselling  11   

 

Family, friends and colleagues– support was accessed from family and friends.  

“My husband is very supportive and I've got a sister who’s very supportive as well when I see her, 
my colleague that I work with one day a week, he just says “don’t worry about it, it will be fine”. 

No support-lack of support - participants explained a deficiency in the level or quality of 
support accessed.  

 “I felt that if I admitted that I was under stress and was seeking help for that stress, that it would 
undermine how people would see me as a professional, as my inability to cope, even though the 
pressures were, as you can appreciate, enormous,  I felt that I can’t admit to being pressurised.” 

GPs– some dentists turned to their GP as a point of support to overcome their difficulties.  
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“Fortunately for me, I’ve got a friend who’s been through some similar anxiety things and that 
person suggested initially just to go to my doctor and seek help and so that was the first port of 
call, I went to my GP, explained the situation and they put me in touch with a service called 
Improving Access to Psychological Therapies in my local area.” 

4.9 Experiences of treatment 
 
Dentists’ experiences of treatment were varied 

Table 8 – Dentists’ experiences of treatment  

Adverse-little 
support 

11 Courses 4 

One-to-one support 
sessions- self-
support 

9  Indemnity support 3 

GP visit 9 CBT sessions 2 
Support at work 8 Group support 

sessions 
1 

Counselling sessions 6 Hospitalisation 1 
Occupational health 5 Mindfulness 

meditation 
1 

Medication 5   

 

The common three narratives were:  

Adverse-little support – dentists described that there was adverse or little support received.  

“I thought, trying to be on my side such as my defence organisation, the staff and the PCT, 
became the ones that were eventually chipping away at the support that I had and it just became 
untenable, I couldn't do it.”   

One-to-one support sessions - self-support - dentists described that they received one-to-one 
support or sought out self-help opportunities: 

“I went to the face to face sessions simply because my friend said that the group sessions aren’t as 
beneficial and it’s always better to have somebody who can spend time with you on a one to one 
level. “ 

GP visit- dentists described that they went to see a GP for help.  

“I was very fortunate with my GP, she was ever so patient with me, her waiting room must have 
been filling up like mad but at no point did she try to rush me out of there so I was just lucky, I 
think, with who I got to see” 

4.10 Experiences of recovery 
 
Table 9 – Dentists’ experiences of recovery following burnout and mental-ill health 

Difficult to attend 5 Recommendations of 
support organisations 

2 

Invisible illness - 
disbelief of a 
problem 

4 In-patient 
programme 

2 

Medication 
prescribed 

4 One-to-one support or 
supporting others 

1 

 

Difficult to attend–dentists explained that it was difficult to attend the recovery sessions. 
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“….part of the problem that I had, of actually seeking care, was I couldn’t get the time off work to 
attend any sort of appointments because I was behind with the contract, so I had to wait until I’d 
dropped down a day before I could go and access mental care or therapy.” 

Feelings of an invisible illness not being seen and this being interpreted as avoiding 
work – this was a concern for dentists, they felt that mental illness was very difficult to prove and 
therefore there was a reticence around revealing such a problem.  

“It's not a physical illness that people can see, it's invisible.  So if you came and saw me today 
you'd think I was absolutely fine.  One of my patients had seen me when I was actually sectioned 
in hospital. “What on earth is she off sick for?”. So people are not sympathetic, people have got no 
idea what's going on behind closed doors.  People are judgemental, it's an invisible illness.  People 
have got their own issues with it as well, especially older people can be quite prejudiced.” 

”I think it's an invisible illness, I think in our job the patients have to sit and wait to see the GP.  
Often they're paying us privately, but at the end of the day we're often having to do treatments or 
emergencies outright” 

Medication/antidepressants– some dentists explained that a large part of their recovery was 
centred on taking a course of medication. 

“I think I can see there are improvements, I'm on medication”. 

4.11 Improving support to dentists 
 
Participants shared their ideas on how mental health support for dentists can be improved.  
 
Table 10 – Improving support to dentists in distress  

This table relates to the ideas and suggestions shared by participants when they were asked how 
to improve support for dentists.  

Regulation support 17 Measure stress-reduce 
stress 

6 

BDA support 15 Increased research 3 
Confidential and 
accessible help 

10 Business experience 3 

NHS contract 
improvement- no UDA's 

10 Minimise stigma 2 

Dentist specific support, 
advice guidance 

9 CPD 2 

Group therapy- 
networking 

8 Better indemnity 2 

More local support 8 Family support 2 
Address financial strain 7 Clarity around NHS 

dental treatment on 
offer 

1 

Helpline 7 Mentoring 1 
Counselling-
psychological services 

7 Politics 1 

Explore gender 
differences in accessing 
help 

6   

 
Regulation support – dentists requested support from regulators so they felt more protected as 
professionals. In some cases they felt vilified before a case is heard and that the regulators should 
support dentists in their work.  
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“You imagine a dentist who has been reported to the GDC and under investigation for two to three 
years, it might have affected their family, their public image, their whole practice, everything, 
imagine the stress that that person is under, it’s enormous.” 
 
BDA support - in terms of positioning of support, the BDA was suggested as a hub which could 
send out information and coordinate support.  
 
“This is my very strong feeling; that the BDA should have a counselling support line, we have 
lectures, we have pension finance information and everything.  We do not have information about 
difficulties in life, difficulties in work. “ 
 
Confidentiality and accessible help - dentists explained their position in great detail, being a 
recognisable face of care within the community and potentially having to access the same 
support circles in the community in which they serve. This caused additional concern and levels of 
stress for a group which is very practical and solution-focussed. Therefore this added concern in 
some ways contributed as a barrier to accessing support.  
 
“I think not knowing where to get help.  For example, in my cupboard at work I've got the phone 
number for if I thought a child was being abused, it's there, you know safeguarding.  I think there 
should be a phone number that everybody has on the wall at work, psychological distress, 
whatever it is, that the dentist can take home if they need it.  Or maybe that people could phone 
about their colleagues if they were really worried.  I certainly think there could be things that could 
be in place, I really do think.” 

 
4.12 Preventing burnout and mental health issues 
 
Interviewees shared their suggestions of the best ways to prevent burnout and mental ill health. 

Table 11 - Preventing burnout in dentistry and promoting mental health in dentistry  

Awareness raising of 
mental health signs and 
suicide prevention 

45 Education -CPD courses-
workshops 

6 

Anti-stigma work 26 More time off work for 
dentists 

6 

Talk for support-
network-mentoring-peer 
review 

23 Less isolation 6 

Position dentistry as a 
healthcare profession - 
reform management 
structure 

17 More protection from 
indemnity 

6 

Support new dentists - 
early intervention 

10 More research 3 

Counselling 10 Improve morale 2 
Monitor-track stress to 
build resilience 

6 Recognise the signs 1 

 

 Awareness raising of mental health signs and suicide prevention  

Dentists requested developing more awareness within the profession around how to identify 
people at risk.  
 
“I think it’s awareness raising, almost like signposting because you often have a better relationship 
with somebody within your own team, I would speak to my BDA Accredited Representative (AR)  
quite regularly, not necessarily with BDA matters but just about general things and it’s easier for 
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them to intervene because they’re not, well they’re much closer to you and the people  you're 
actually dealing with on a day to day or week to week basis, so I think ARs would be a good place, 
as a triggering mechanism or signposting knowledge.“ 
 
Anti-stigma work – interviewees would like to see the stigma removed from mental ill-health 
and would like more work to be done.  

“Think it’s still a stigma and I think the pressure of all the changes happening among the 
profession, but nobody is kind of protecting us from the public in that way.  Making our profession 
a bit more secure in the way that we don’t get that easily complained about is not strong.” 

Talk for support-network-mentoring-peer review– dentists would like to talk to others to 
overcome isolation and to share experiences and solutions to problems.  

“I think one of the problems is they are frightened to talk about it.  They don’t want to admit that 
something is having an effect on them, because they're a professional they think that they can 
deal with it themselves.  So I think a lot of it is to do with not wanting to talk about it basically to 
other people.”  
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5. Focus group results 

5.1 Focus group participants 
 
The demographics of dentists who participated in focus groups are shown below.  

Sex 

SEX column per cent 
Female 62 (n=18) 
Male 38 (n=11) 

 

 

Which country do you currently live in? 

COUNTRY column per cent 
England 
 

76 (22) 

Scotland 
 

17 (5) 

Wales 
 

3 (1) 

Northern Ireland 
 

3 (1) 

 

Are you currently working as a dentist in the UK? 
 

ACTIVE WORKING DENTISTS IN UK column per cent 
Yes 100 (n=29) 
No 0 (n=0) 

 

Main field of practice 

FIELD OF PRACTICE column per cent 
General dental practice 59 (n=17) 
Community dental services 13.8 (n=4) 
Another field of practice  13.8  (n=4) 
Incomplete 6.9 (n=2) 
Hospital practice 3.4 (n=1) 
Public health 3.4  (n=1) 
Armed forces 0 
University/research 0 

 

Role  

ROLE OCCUPIED  column per cent 
Practice owner 25 (7) 
Hospital dentist 21 (6) 
Associate 17  (5) 
Specialist  17 (5) 
Community dentist   7 (2) 
No response/incomplete   7 (3) 
Another role in general dental practice   3.4 (1) 
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5.2 Mental health issues affecting dentists 
 
Participants across all five focus groups identified stress, anxiety and depression as their main 
perceptions of burnout and mental health at work.  
 
Table 12 -Perceptions of burnout and mental health issues at work  

Stress 32 Substance misuse 4 
Anxiety 20 Finance 4 
Depression 19 Work contract 4 
Working conditions 12 Targets 3 
Patient expectations 11 OCD 3 
Increased 
administration 

6 Lack of gratitude 3 

Burnout 6 Perfectionists 3 
 
Here are some illustrative quotes they shared:  
 
Stress 
 
 “Increased stresses due to increased competition”, “Stress and supressed irritation”, “Stress of 
managing anxious patients”, “Stress due to expectations from patients” and “Stress of providing 
good quality care”. 
 
Anxiety 
 
Anxiety was described as “increasing anxieties”, “specific or generalised anxiety” and performance 
related anxieties.  
 
Depression 
 
Depression was explored as “depression due to lack of control” and “disillusionment leading to 
feelings of despondency and often depression”. 
 
There were some differences across the five focus groups in perceptions of mental health issues 
within dentistry. For example, in comparing focus groups a number of issues were mentioned less 
frequently than others: such as isolation and confinement; “isolation due to the closed nature of 
most surgery settings and working in very small groups” and confinement “You definitely don't feel 
like talking about it, in fact I wanted to shut myself in a dark room and avoid everyone”. A few 
points were only mentioned once, such as; social pressure, substance misuse, financial problems, 
work contracts, targets, Obsessive Compulsive Disorder, a lack of gratitude, perfectionism, 
exhaustion, a lack of patient responsibility and boredom.  
 
The reasons for the way participants responded may be due to a number of causes, such as the 
phrasing of the questions when probed about perceptions of burnout and mental health and the 
main thoughts that theses generated in response to the line of enquiry. Nevertheless, these 
opinions are useful in providing the range of viewpoints from dentist participants in their own 
words. 
 

5.3 Risk factors 
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Participants were asked to share their views on the potential risk factors within dentistry and 
aspects of the environment which may put them at risk of burnout and mental illness. 

Table 13- Risk factors in dentistry 

Regulators 48 Stigma of not coping 6 
Patient expectations 27 Paranoia-anxiety 5 
Finance 20 Routine 4 
Social Pressure- social 
media 

19 Health 4 

NHS 17 UDAs 3 
Uncertain structure of 
the profession 

17 Cost of materials - 
equipment-quality of 
treatment 

3 

Isolation 14 Boredom 2 
Being self-employed-
work style 

14 Retirement stage 2 

Time 12 Changed world 1 
Work conditions 9 Competition- 

corporates 
1 

Litigation 7   

 

The most common three risk factors reported were fear of the regulators, patient expectations 
and finances.  

Regulators/regulation opinions such as; “regulators are driving a consumerism view of dentistry 
which seems to change patient expectations to what they want over what is being advised”, 
“Continual ramping up of external pressure; regulatory, contractual targets. Often our targets are 
set arbitrarily, with no relationship to actual need.” 
 
Patient expectations; “I think patient expectations are getting higher and higher and 
nowadays we are becoming so Americanised with regards to complaints, I think it is becoming 
increasingly harder to say no to a patient or disagree with their opinion and then they are straight 
off to sue you”. 
 
Finance/ financial pressure: “Pressure from principals to keep costs down so you know that you 
can’t use the best labs/materials”, “Yes. The fees barely cover the lab fees here”, “pressure of being 
self-employed and having to do Tax Returns and save enough and not fall behind”. 
 
In some discussions  certain views were reported more infrequently such as; “litigation”, “the 
stigma of not coping”, “paranoia-anxiety”, “the routine nature of the work”, “physical health”, 
“UDAs”, “the cost of materials - equipment-quality of treatment”, “feelings of boredom”, 
“retirement stage”, “the changed world” and “competition particularly within corporate dentistry”. 
 

5.4 The impact of burnout and mental health issues on dentists  
 
The focus group sessions explored the impact of burnout and mental health issues in dentistry.  
 
Table 14 Impact of burnout and mental health issues among dentists 
  

Leave the profession- change career-
early retirement 

54 Administration 8 

Decline of  professional standards -low 
patient care- low staff morale 

41 Financial worries 8 
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Health problems- physical & mental 40 No lunch 6 
Risk aversion 14 Suicide - suicide ideation 6 
Social life problems 14 Young dentist 

vulnerability 
6 

Fear of complaints 9   
 
The three most common consequences of burnout and mental ill-health:  
 
Early exit from the profession or early retirement  
 
“Burnout is more likely to result in early departure from the profession.” “It makes people retire 
ASAP, change career, lose sight of their clinical priorities”. 
 
Decline in professional dental standards 
 
 “I worry that people might get to the “screw this stage “and let their standards slip. 
I believe suboptimal patient care will result if the dentist is not engaged and enjoying their 
working day”. 
 
An increase in physical and mental health problems  

 
“Physical health: lack of sleep, poor eating, skipping lunch, gastric problems, gastric ulcer.” 
 

5.5  Adequacy of advice and support available to dentists  
 
Participants were asked about the adequacy of the advice and support available to dentists in 
distress. 
 
Table 15 -Adequacy of advice and support available to dentists   

Barriers to accessing support 108 More training 9 
Limited additional support 40 Limited counselling 8 
Social- support at work 40 Indemnity organisation help 4 
Lack of support 35 Line manager 1 
Occupational health 17 Indemnity support 1 
GP support 9   

 
The most common suggestions dentists provided illuminate the current landscape of support.  
 
Barriers to accessing support 
 
“The barrier might be oneself: indeed: at what point do you just give up and realise that this (or 
perhaps any) career just isn't suitable? And that as soon as you start looking at the cracks the 
whole thing falls down and you are left with nothing”. 
 
 “The barrier is mostly pride”. 
 
Limited additional support 
 
“I am not feeling weak, but go back to the feeling of exhausted. How you have to spend the day 
listening to patients and staff and then patients again, and that no one listens to you ever”, “Level 
of peer support is inadequate as the subject is still taboo” and “In the salaried services there is a 
certain level of free counselling available: however this is only 6 sessions, so is very limited. It is 
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mainly aimed at showing that the system has offered to do something to make sure you stay in 
work and don’t take time off”. 
 
Social - support at work 
 
“I have personal experience of having stress issues in two trusts I have worked for, involving 2-3 
months off each time”. 
 
 “The support from colleagues, and management was very good” and “we used to do peer review 
in our area many dentists welcomed this and were able to discuss these issues as we relaxed with 
each other”. 
 

5.6 Strategies for improving mental health and promoting wellbeing 
 
Participants were asked about potential strategies to improve dentists’ mental health and 
promote their wellbeing at work.  
 
Table 16- Improvement strategies for better mental wellbeing  

Better regulation and governance 53 Social support 9 
Education and awareness of risks 28 Helpline 7 
Private and confidential support - 
preferably dentists 

17 Student support 5 

Effective and relevant networking 
opportunity 

12 Mental health support and substance 
misuse support immediate 

5 

Reduce the stressors 12 Occupational health can help especially 
when things have deteriorated 

4 

Peer support 12 Acknowledge and appreciate dentists 3 
End the isolation 10 Counselling 2 
BDA focus on wellbeing and building 
membership around this 

10 Research 1 

 
The top three suggestions were; better regulation including attention to methods of governance, 
greater levels of detecting the risks of burnout through education and building private and 
confidential mental health support for dentists (by dentists).  Participants shared their opinions on 
the strategy to improve mental health and promote wellbeing here are some illustrative quotes.  
 

1) Better regulation and governance: “we are dentists and we know that prevention is 
better than cure. We need the burden of regulation to be lower and we need the health 
service to pay properly for the job that we do” and the insight that the profession is “one 
of the most harshly and over-regulated professions in the world - UK dentistry. Until that 
changes, everything else is window dressing”. 
 

2) More education and awareness of the risks of burnout and mental health such 
as; “Core CPD on mental health and wellbeing would be useful - to help with coping 
strategies and also give the wider dental group an insight into the issues and hopefully 
foster a more caring profession” and “education early on”, “having a contract that allows 
work/life balance” and “access to confidential help from non-colleagues”. 
 

3) Private and confidential support for dentists by dentists: “local independent 
counsellors with a knowledge of the NHS working conditions and creating a local area list 
of these people”, “the equivalent of a ChildLine service to allow people to talk would be 
useful and should be available to all” and “I have found that people want to speak to 
someone anonymous but dentally trained”. One participant explained that “if dentists in 
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difficulty knew how they could access support from a peer confidentially they would use 
this function”. 
 

5.7  Preventing burnout in dentistry 
  
Participants shared their views and approaches on the methods which can be undertaken to 
prevent burnout or disrupt the course of decline.  
 
Table 17 -Prevention ideas for protecting dentists  

Work-life balance 46 Helpline 5 

Less regulation 34 Gratitude 5 

Education-training 28 Less litigation 3 

Working conditions 23 Social events-networking 3 

Clinical autonomy and patient relations 19 Administrative support 2 

Government action 18 Confidentiality 2 

Targets 12 Address finances 2 

Peer support 10 Change perception of dentists 2 

Occupational health support 5   

 
Firstly, dentists explained that they feel that work-life balance needs to be adjusted to prevent 
burnout. Secondly, dentists want changes in the regulatory requirements. Thirdly dentists outline 
the request for more education and training. Dentists shared their views and approaches on 
methods to prevent burnout or disrupt the course of decline. 
 
Work-life balance 
 
 “Agree with all the reasons for the stress - I think making baby steps to help yourself deal with the 
stress such as ensuring lots of sleep, sharing problems, working sensible hours, ensuring you have a 
lunch break, exercise, being less critical of ourselves”. 

 
Changes in regulatory/NHS requirements 
  
“Impossible targets with increasing regulation and costs helps nobody. Burned out dentists are not 
good for patients”. 

 
Requests for more education and training 
 
 “For education - focus on practice management, lifestyle, well-being, time management, stress, 
communication, and managing complaints - soft skills, even more useful than scientific/technical 
lectures”. 

 
A few more rare ideas with fewer responses were points such as; improved administrative support, 
higher levels of confidentiality for those in distress, more financial management support and 
improving the perception of dentists.  
 

5.8 Role of the BDA in supporting dentists 
 
Participants were asked for ideas on the role of the BDA in promoting dentists’ mental health and 
preventing burnout. 
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Table 18 Role of the BDA in supporting dentists 

Regulation changes 29 Improve the professional profile of 
dentists 

11 

More political  lobbying 21 Campaigns 10 

Training and education 19 Strategy development 8 

Listening helpline service 17 Change contract-UDA 2 

Signposting to services 16 Suicide prevention 1 

Research and evidence 14 Address the impact of stress on health 1 

Networking 11 Improve work conditions 1 

 

 The landscape of required support included: regulation changes, more political lobbying and 
more training and education. 
 
Regulation changes, “use this research to demonstrate to the GDC, NHS and CQC that they are 
responsible for a lot of ill dentists” 
 
More political lobbying, “help to make mental health a talked about subject. Maybe some 
articles in BDA News?” and “start lobbying hard with politicians” 
 
More training and education, “educate those around us family, friends colleagues as they can 
help spot the early signs”. 
 
The less frequently covered ideas included; contract changes to the UDA system, increased suicide 
prevention work, finding ways to address the impact of stress on health and improving working 
conditions more generally. 
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6:  Discussion  
The information provided by the dentists during this research has added depth to the former 
understanding held about the difficult working conditions and stress levels within the profession.  
The research has highlighted some risk factors which could potentially signal burnout or the 
emergence of mental illness. Risk factors and their impact are particularly important as this can 
be built into supporting dentists at different stages of their careers.  

According to the Mental Health Taskforce Strategy 2016, £105 billion is lost in the UK economy 
due to mental health problems in the workforce (February 2016). This research highlights areas 
which affect dentists in the workplace: stress, depression and anxiety which is largely consistent 
with the national data. (Labour Force Survey, 2016). The impact segment of the research where 
dentists have alluded to early exiting from the profession is a cause for concern. Another area for 
action is where dentists have expressed experiences of barriers to accessing support; in service 
provision and also in terms of willingness to access the provision. Dentists have also discussed the 
desire to have a better work-life balance which will possibly create harmony which resonates with 
other areas of their life also. 
 
Although the qualitative research reported here cannot determine any direct correlations to the 
development of burnout and mental health issues, it identifies some common markers for burnout 
and mental health. According to research by Chipchase, Chapman and Bretherton (2017) 
“Burnout appears to be related to deficits in cognitive control and executive functioning (working 
memory, reasoning, problem-solving, planning and execution, (p. 227). This has repercussions on 
the job performance of dentists and as the impact evidence demonstrates this means that a 
decline in professional standards could be one consequence of burnout and mental health issues 
if the situation is left unresolved. 
 
We have established that participants are willing to walk away from the profession before a 
natural retirement age, which is a great loss of professional skill and expertise.  
 
The BDA is well-positioned to begin this work and consider taking forward the recommendations 
that have been made by dentists. Additionally the strategies dentists suggest to improve the 
situation are informative as they highlight the need for an integrated approach to improve 
wellbeing and mental health at work for dentists. This has implications for the BDA’s policy 
agenda and future research. 
 
An understanding and awareness of mental health issues within dentistry presents an opportunity 
to empower and protect dentists from these problems. Improvements and awareness can ensue 
through education and CPD courses in addition to the opportunity to discuss these issues with 
fellow peers, students or specialist stage dentists. 

Partnerships and collaborations between mental health support agencies and the BDA may be 
one approach to take on this in order to streamline the mental health care pathway for dentists. 
General dental practitioners should be provided with the same tailored support from the NHS that 
is available to general medical practitioners. 

Future dentists should be trained and equipped to build up their skills in resilience to stem the gap 
between rising stress levels and developing the skills to cope. Clear and effective support should 
be established. 

 The consequences of burnout and mental health in dentistry could potentially be a decline in 
professional standards is a cause for concern for the profession and for patients. Given that 
burnout is related to deficits in executive functioning, it is consistent that more needs to be in 
place to protect dentists’ wellbeing. 

The direct implications of this point towards supporting dentists to remain less anxious to avert 
avoidant decision –making styles, with the study emphasising that increased decision self-esteem 
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and personal accomplishment led to lowered anxiety. Lowered anxiety led to less buck passing, 
procrastination, hypervigilance, emotional exhaustion and depersonalisation which altogether 
lends itself to better working conditions where they are more in control.  The interview data 
suggests that dentists are altering their working methods as the result of burnout and mental 
health issues to manage their levels of stress. However this may have implications for their work 
pattern.  

The support, advice and guidance which interviewees requested is varied which may reflect the 
variety of personal experiences they shared during the interviews. One way we can interpret this 
information is by separating dentists’ requests into their personal and professional requirements. 
Dentists’ requests are context-bound and their views cannot be generalised. The actions required 
will greatly hinge on the interpretation of the data, given how closely the solution fits the specific 
problems discussed in the interviews. Starting to blend the information supplied by interviewees 
will start to enable the BDA to decide what action may be needed. 

6.1 What appears to be needed? 

Changing the regulatory and NHS system 

At the heart of it all lay a disappointed core of dentists who felt that they had been over-
scrutinised by regulators (GDC and CQC) rather than protected and supported to do their work 
effectively and efficiently. They wanted to be trusted first rather than last and felt that a patient’s 
word was often taken first and that they were guilty without investigation and that the hallmarks 
of a GDC process, even in the event of a clear verdict, lay indelibly on dentists who had survived 
the process. In some instances they highlighted a mistrust with relying on the indemnity 
organisations, because despite turning to them in crisis, in some instances they have felt 
penalised for experiencing a mental health issue. Where they have gone off sick for the illness for 
example, and received less of a pay-out or a higher insurance premium, or where they have 
admitted a number of issues and have then been refused assistance for over-using their 
indemnity membership. 

Changes in dentistry, UDA contracts and NHS requirements have left the participants in this study 
feeling frustrated and uncertain, not just for their future in the profession. There is a strong 
systemic element to dentists’ mental ill health which cannot be ignored and action needs to be 
taken.   

Promoting connectivity – a process of ensuring that dentists have active connections within 
the profession, enabling them to have a healthy support network both personally and 
professionally. Dentists expressed that their work can be isolating at times, but how can the 
profession help to resolve this? Solutions offered ranged from providing a helpline, talking for 
support, networking or peer review to plug the gaps where circumstances have left a dentist 
without the support they feel they need. 

Building resilience – a method of supporting dentists to cope with and manage stress is 
important for dentists. This transition support may be more critical at pivotal times in a dentist’s 
working life, there will be times when they need to hear the experiences of other dentists and this 
level of support will help them develop emotionally/mentally. One example of this transition 
period is the leap from dental school to working as a dentist; here a new dentist can benefit from 
a mentor or peer support as a form of early intervention, this is one of the benefits of a dental 
foundation training year with regular study days. 

Work-life balance and resilience are needed to protect dentists. The connection between the 
association of dentists’ anxiety with the decision-making style (negatively with decision-making 
self-esteem and vigilant decision-making and positively with hypervigilant and avoidant decision-
making), this implies that improving dentists’ ability to cope with difficult situations may improve 
decision-making and clinical standards overall. 

Changing perceptions - an alteration in the perception of dentistry. Dentists described that 
preventing burnout and mental ill-health can be resolved through improving morale. Some of the 
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participants who were interviewed suggested more work to reduce the stigma around mental 
illness through increased awareness. They also discussed the possible work needed to ensure that 
dentists are seen as healthcare professionals first before small business people.  

Confidentiality – Interviewees expressed that they need confidential accessible help (such as 
counselling and other therapy) preferably provided by dentists who have previously experienced a 
similar issue to them. They requested dentist-specific support, advice and guidance. 

A sense of physician heal thyself exists when interviewees spoke of their own problems. Some 
expressed an expectation that they should be able to sort things out alone, without help. Almost 
transferring their level of authority, responsibility and autonomy at work to their personal 
circumstances. The language used around mental-ill health and burnout was “weak” and many 
adopted forms of denial, avoidance about the issue foreseeing a stigma and feelings of personal 
failure at an inability (perceived or real) to cope. 
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7.  Recommendations 

The following recommendations are based on the suggestions and ideas that participants shared 
on ways to improve the mental health of UK dentists.  

BDA campaigning  

 Continue to work to improve the working conditions for dentists, particularly through 
continuing pressure on the regulators and continuing to call for the end of a UDA based 
contract in England and Wales 

 continue to lobby for better regulation/regulation changes 
 call for resilience training for dental students and Foundation Dentists/Vocational Dental 

Practitioners 
 campaign to obtain the same access to NHS health support services as the medical 

profession. 
 

BDA educational initiatives  

 Mental health CPD resources - training and education on managing stress, work-
life balance and burnout 

 supporting peer mentoring   
 invest in the Branch and Section network and Young Dentist Groups. 

 

BDA advice 

 Produce good practice advice including a practice mental health policy  
 website signposting to support services. 

 

BDA social media and communications  

 Gather and share dental success stories, such as the We are dentistry campaign to 
improve the public’s perception of the dental profession  

 focus on improving the perceptions of dentists as healthcare professionals. 
 

Further research 

 Further research is needed to ascertain the prevalence of burnout and mental 
health issues among dentists via a survey of BDA members. 
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Annex 1 Interview coding framework 

Coding framework which outlines themes arising from the interviews  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Node theme Examples of sub-themes 
1 Nature of the problem This node relates to how participants describe the problem/health issue(s) 

they experienced. Including the categorisation of the problem/vocabulary 
used. This also contains the main mental and or physical symptoms 
experienced. 

2 Origins of the problem This node relates to how participants’ first became aware of the problem. 
Including any particular event or experience when it became clear there was a 
problem. 

 3 Causes This node relates to how participants account for the difficulties they have 
experienced – how they make sense of what took place and what kinds of 
explanations they draw on. 

4 Impact/consequences This node includes how the problem(s) affected their work, career, 
relationships, behaviour and physical health. 

5 Social response This node relates to how others responded to knowledge of the problem – for 
example managers, colleagues, family, etc. 

6 Coping/managing the problem This node relates to how participants responded to and adapted to the 
problem - how they sought to manager the consequences for them and their 
work, the strategies they used to reduce the distress they were experiencing. 

7 Help seeking and support This node relates to how they sought help, who from, and how they arrived at 
a decision that they needed help. Also covered by this node are how aware 
they were of the professional support and advice available, and barriers to 
getting help (stigma, unaware of help available), etc.   

8 Experience of treatment and/ 
or intervention 

This node relates to any accounts given of medical treatment or psychological 
interventions such as CBT.    

9 Experience of recovery This node relates to the accounts given of the recovery process as understood 
through the eyes of the participant 
 

10 Improving support to dentists This node relates to the ideas and suggestions shared by participants when 
they were asked how to improve support for dentists 
 

11 Prevention and promotion This node relates to ideas and suggestions on how to prevent burnout and 
mental health issues in dentistry and improve wellbeing at work. 
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Annex 2 Interview schedule 

Theme 1: Burnout/ mental health experience - the problem (purpose to elicit a response from 
the interviewee about their experience and account of the problem and experience in their 
words) 

Why did you volunteer to take part in our research? 

Can you tell us about your experience of distress, burnout or mental-ill health? 

For example: 

Onset 

How did it [the problem/these difficulties] start? 

When were your first aware that something was wrong/wasn’t right? …the signals/ what 
happened?  

What did you do? 

Explanation/context: 

What do you think caused it? 

Was it a series of events/experiences or an isolated event? 

Can you describe the events leading up to the first occurrence [of the problem]? 

Do you think the pressures of your role and the environment you work in might have contributed 
to this problem?  

In what way? 

Theme 2: Impact and consequences of the problem (the effects of the problem as explained 
by the interviewee) 

Next, I’d like to ask you some questions about the consequences of these difficulties [for example 
distress/burnout/addiction] for you and your career. 

Impact on work 

Do you feel these difficulties/the problem affected your day-to-day work? For example, the 
patient care you provide and your relationships with colleagues? 

What impact have these difficulties/this problem had on your career?  

Personal impact 

Apart from the impact on your work and career, how have these difficulties/this problem affected 
you personally? For example, on your family life, your financial situation, your health? 

Theme 3: Social support and recovery  

Next, I’d like to ask you about any help or support you received with your problem. 

Help-seeking 

Did you seek any help or advice in relation to these difficulties/the problem? If so, where from? 
What were you told? What did you find most useful/helpful? If not, then why not? 

Did you seek any help or advice from health professionals? Did you experience any barriers or 
difficulties in seeking/accessing professional help?  
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Are there any sources of support/advice that are you aware of available specifically for dentists? 
Are you aware of any BDA support or guidance for dentists? (Mention BDA stress support pages 
and advice to seek help) 

Support at work? 

Did you discuss these problems/difficulties with your colleagues, your manager or anyone else at 
work? If so, what response did you get from your colleagues/your manager? 

Social support 

Did you receive any support with this [problem/these difficulties] from friends or members of your 
family? 

Coping strategies 

What strategies have you personally used to manage these difficulties/this problem?  

Barriers to help/support 

Is there anything that prevents dentists from coming forward when they are experiencing signs of 
burnout or psychological distress (or a mental health issue)? Explore the role of stigma, fear of 
implications for career for example. 

Theme 4: Interventions and improving dentists’ wellbeing 

If you were advising someone else in your position what advice (steps/guidance) would you 
recommend? 

Where should this support be available (where is the entry point to accessing support? 

How can the working environment be improved to prevent burnout/reduce stress/distress among 
dentists? 

Closure 

Do you have any questions? 

We are now at the end of the interview. Thanks for sharing your experiences with us. What 
happens next? Focus groups, survey then report publication. We will send you a copy of this. 

Signposting to BDA sources of support 

Thanks and close. 
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Annex 3 Focus group coding framework 

 
Coding framework which outlines themes arising from the focus group discussions on 
burnout and mental health  
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Node theme Examples of sub-themes 
Perceptions of 
burnout and 
mental health 
issues at work 

This node relates to how participants describe the problem/health issue(s) that generally affect 
dentists 
Including the categorisation of the problem/vocabulary used. This also contains the main mental 
and or physical symptoms experienced. 
 

Risk factors in 
dentistry 

This node relates to the aspects of a dentists role or the environment they work in which presents a 
potential risk of burnout and mental-ill health 
 
 

Impact of 
burnout and 
mental health 
issues among 
dentists 

This node relates to how the problem(s) affects a dentist’s work, career, relationships, behaviour 
and physical health.  
 

Adequacy of 
advice and 
support 
available to 
dentists  

This node relates to assessing the adequacy of the level of support and advice available to dentists 
who are experiencing emotional distress, burnout or mental ill health 
 
Including suggestions of additional support or services required for dentists who are experiencing 
emotional distress, burnout or mental-ill health 
 

Improvement 
strategies for 
better mental 
wellbeing 

This node relates to suggested ways of improving the mental wellbeing of dentists.  
 

Prevention ideas 
for protecting 
dentists 

This node relates to dentist’s views on preventing burnout 

Role of the BDA  This node relates to ideas from the dentists on the role of the BDA in promoting dentists mental 
health and preventing burnout 
 
 



51 
 

Annex 4 Focus Group Schedule 

 
Moderator instruction: SLIDE 1: Title slide 

Hello everyone, welcome and thanks for joining us. We are just waiting for everyone to join and 
then we can get started. 

Moderator instruction: Reminder - can you all see the whiteboard, are you set up ok? 

We sent you an information sheet about the session, I’d be grateful if would confirm that you 
have read the information sheet by participating in a consent poll. 

Just to remind you that all the data collected in this session will be kept confidential and will be 
anonymized so that it won’t be possible to identify individuals in any outputs from the project. 

Moderator instruction: Now run consent poll 

The overall purpose of today’s discussion is shown on the slide displayed 

Moderator instruction: SLIDE 2: Purpose of the session today 

In the discussion today, we’ll cover four main areas - please refer to the slide on the right. 

Moderator instruction: SLIDE 3: Session themes we’ll cover 

As this is an online session, please take a minute to read the ground rules for the session. Is there 
anything any of you would like to add that isn’t on the list? 

Moderator instruction: SLIDE 4: Ground rules for the discussion today 

So let’s move into the first question –the first theme we will explore is burnout and dentists’ 
mental health at work. Please read the first question on the white board and post your responses 
below. 

Moderator instruction: SLIDE 5: What are the main mental health issues that affect dentists? 

Next I’d like to ask you about some of the factors that might lead to burnout or cause distress at 
work among distress among dentists. Please post your responses to the second question displayed 
on the right. 

Moderator instruction: SLIDE 6: What aspects of the dentist’s role or the working 
environment that they work in might put them at risk of burnout or mental ill health? 

Next I’d like your views on the impact that burnout and mental ill health can have. Please post 
your comments on response to the third question displayed on the slide. 

Moderator instruction: SLIDE 7: What impact can burnout and mental ill health have on 
dentists and their work? 

Thank you all for your contributions. Next, I’d like to discuss with you what support is available to 
dentists who experience difficulties at work – in relation to their mental well-being or burnout. 
Please post your responses to the fourth question displayed on the slide. 

Moderator instruction: SLIDE 8: What support or advice are available to dentists who 
experience distress, burnout or mental ill health? 

Now moving onto possible solutions. Please post your response to the fifth question on the right. 

Moderator instruction: SLIDE 9: How can support for dentists be improved? In your view, 
what support or services are needed for dentists who experience emotional distress, burnout, 
or mental ill health? 
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Again, thank you very much for all your contributions. Now we’ll move our focus from support to 
prevention. I’d like us to discuss ways to prevent burnout among the profession and improve 
dentists’ emotional wellbeing at work. Please post your responses to the sixth question displayed 
on the slide. 

Moderator instruction: SLIDE 10: Can you suggest ways to improve dentists’ mental 
wellbeing? What one thing would you change to improve dentists’ mental health at work? 

The next question focuses specifically on burnout. Please post your thoughts in response to the 
seventh question displayed on the slide. 

Moderator instruction: SLIDE 11: How can burnout among dentists be prevented? In your 
view, what more could be done to prevent burnout within the profession? 

Thanks for those responses everyone. And now to the final question! 

Moderator instruction: SLIDE 12: How can the BDA help? What role could the BDA play in 
promoting dentists’ mental health and preventing burnout? 

Moderator instruction: Close.  

Do you have any final comments or questions arising out of our discussion today? 

I’m going to round off the discussion now. It just leaves me to thank you all for giving up your 
time today to share your views and experiences. You can stay updated with the progress of this 
research by visiting our website www.bda.org/burnout 

Moderator instruction: SLIDE 13: Thank you everyone for sharing your views and experiences 
in this discussion! This research would not have been possible without you. 
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Annex 5 Ethical considerations and risk assessments 

1. Informed consent forms and written consent signatures collected from all participants 
outlining the agreement to participate and be recorded in the interview sessions. 
 
2. Project Brief/debrief - details given about the project which is explained in full. For 
example the purpose of the study, the objectives. Fine detail about the interview process 
given, for example the length of interview disclosed, interviewee given information about their 
right to withdraw or interrupt the interview at any point. 
 
3. Risk assessments – based on the nature of the research, a full risk assessment will be 
conducted prior to any interaction with participants to minimise the risk of any harm to 
person involved in the research (researcher or participant). This will be of particular 
importance in the interview stage, an assessment of the dangers and likelihood of occurrence 
will be considered and mitigated. A BDA lone worker risk assessment will also be completed. 
 
4. Confidentiality assurance - assurance given that the recordings will be used solely for the 
purpose of the current research. The recording of the interview will be closely guarded and 
protected using codes for each participant. Transcripts will be anonymised and responses will 
not be traceable to the individual. The storage of the recordings will be kept for the duration 
of the study, thereafter there will be a safe disposal of the tape. The transcriber will agree to 
work within guidelines which protects the privacy of the participants. 
 
5. Disclosures – in the event the participant makes a disclosure which poses them at risk or in 
serious need of help, we have the responsibility to signpost them to the right support. The 
nature of the subject of enquiry presents a potential risk of emotional distress. The interview 
process may raise latent or unprocessed emotional experiences which may cause some 
distress. 
 
6. Support provision – a list of dentists’ support organisations/programmes will be given to 
signpost participants to sources of support, professional bodies and other national support 
organisations.  
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