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Dentistry in Northern Ireland: put on a sustainable footing  
 
Morale in the GDS workforce in Northern Ireland is now so low that we have grave concerns 
about the future sustainability of Health Service dentistry. 
 
According to the government's own figures over two-thirds (68.0%) of Practice owners and 
over half (51.6%) of Associates rate their morale as ‘very low’ or ‘low’1. It is worrying that 
over a third (35.3%) of Practice owners rate their morale as 'very low' - these low levels are 
totally unacceptable amongst a profession delivering patient care.  
 
Sadly, however, these figures will not come as a surprise to many dentists.  
 
So, what is causing such low levels of morale? 
 

Higher Health Service commitment = lower morale and pay  
 
According to a recent NHS Digital report2, low levels of morale amongst GDPs in Northern 
Ireland are linked to longer working hours and carrying out more Health Service clinical 
work. Increasing expenses/declining income, regulations, the risk of litigation and the cost of 
indemnity fees consistently affect the morale of Practice owners. Risk of litigation and the 
cost of indemnity is the major cause of low morale identified by Associates3.  
 
Essentially, the more time dentists spend on Health Service work, the lower their levels of 
morale, and the less they earn.  
 
Health Service fees are set by government and do not adequately respond to wider market 
place and economic factors. The impact of all this is highest where practices are most 
committed to the Health Service, who have the most difficulty in remaining viable in the 
current environment of rising expenses against a backdrop of fixed fees for dental treatment.  
 
The strain of insufficient Health Service income is evident as figures clearly show that those 
dentists with the highest number of Health Service patients, have the most difficulty in 
remaining viable.  
 
In 2016/17, dentists whose Health Service earnings accounted for at least 75% of their gross 
earnings had the lowest taxable income at £51,400, compared to GDPs whose Health 
Service earnings accounted for between 25-75% of their total gross earnings who had 
taxable incomes of £93,500 and £101,100 respectively.   
  

                                                           
1 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Page 42. Available at: report  (Accessed 27 November 2018)  
2 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Page. Available at: report  (Accessed 27 November 2018)  
3 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Pages 63-65. Available at: report  (Accessed 27 November 2018)  

 

https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
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Table 1:  Practice Owner: Earnings accounting 75% or more of total gross  
 

 Practice owner 
average gross 
earnings  

Practice 
average 
expenses  

Practice owner 
average taxable 
income 

expenses to 
earnings ratio  

2016/17  £190,700  £119,500  £71,100  62.7%  

2015/16  £211,400  £119,200  £92,300 56.4%  

2014/15 £186,300 £105,900 £80,400 56.9% 

2013/14  £187,600 £108,400 £79,200 57.8% 

2012/13  £199,100 £113,400 £85,700 57.0% 

2011/12 £172,600 £94,700 £77,900 54.8% 

2010/11 £206,200  £110,800 £95,400 53.7% 

2009/10 £194,400  £108,800 £85,700 55.9% 
Source: NHS Digital Dental earnings and expenses reports 

 
Table 2:  Associate: Earnings accounting 75% or more of total gross  
  

 Associate 
average gross 
earnings  

Associate 
average 
expenses  

Associate average 
taxable income 

expenses to 
earnings ratio  

2016/17  £76,100 £26,200   £49,900  34.4%  

2015/16  £79,800  £27,600 £52,200  34.6%  

2014/15  £82,100 £29,600 £52,500 36.1% 

2013/14 £85,100 £30,800 £54,200 36.3% 

2012/13  £79,100 £26,500 £52,500 33.6% 

2011/12 £82,400 £28,300 £54,100 34.4% 

2010/11 £87,000 £27,700 £59,200 31.9% 

2009/10 £89,000 £28,300 £60,800 31.8% 
Source: NHS Digital Dental earnings and expenses reports 
 

The cumulative financial impact and the very real human impact of working in Health Service 
dentistry is clearly evidenced by the government's own figures and paints a particularly bleak 
picture of what GDPs in Northern Ireland have been warning about for some time.  
 
This situation will leave many in the profession with no option but to assess whether their 
Health Service commitment levels can be retained. It has already negatively affected morale 
and will undoubtedly impact on retention in the medium term and recruitment in the long 
term. 
 

Rising expenses, falling income  
 
It is clear that dentists in Northern Ireland are concerned with the levels of remuneration from 
Health Service dentistry as almost 70% of Practice Owners and nearly 64% of Associates 
think that their pay is unfair4. 83.3% of Practice owners and 69.1%5  of Associates described 
increasing expenses and/or declining income as having a ‘major effect’ on levels of morale.  
Furthermore, as the morale of mainly Health Service Practice owners is more adversely 
affected by the ‘disparity between treatment complexity and financial return’ and ‘increasing 
expenses and/or declining income6’ we can conclude that of most concern is the funding 
approach taken by the government.  

                                                           
4 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Page 37. Available at: report  (Accessed 27 November 2018)  
5 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Pages 63-65. Available at: report  (Accessed 27 November 2018)  
6 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and Social 
Care Information Centre, Page 67. Available at: report  (Accessed 27 November 2018)  

https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
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GDS practitioners have seen an increase in their expenses, higher than the increase in their 
gross earnings, which has meant that their taxable income continues to decline.  
 
Taxable income for Practice owners in 2016/17 from Health Service and private dentistry is 
down 15.7% to £99,100 compared to £117,600 in 2015/167 (down 17.5% and 38%8 since 
2008/09 in real terms).  
 
Table 3: Practice owner earnings and expenses 2008-2017  

 Practice owner 
average gross 
earnings  

Practice 
average 
expenses  

Practice owner 
average taxable 
income 

Expenses to 
earnings ratio  

2016/17  £314,700 £215,500 £99,100 68.5% 

2015/16  £336,000 £218,400 £117,600 65.0%  

2014/15 £328,700 £217,000 £111,700  66.0% 

2013/14 £335,600 £223,100 £112,500 66.5% 

2012/13  £316,000 £205,200 £110,900 64.9% 

2011/12 £318,600 £206,100 £112,500 64.7% 

2010/11 £331,000 £216,800 £114,200 65.5% 

2009/10 £344,600 £221,700 £122,900 64.3% 

2008/09 £333,700 £204,100 £129,600 61.2% 

 
Table 4: Associate earnings and expenses 2008-17  

 Associate 
average gross 
earnings  

Associate 
average 
expenses  

Associate average 
taxable income  

Expenses to 
earnings ratio 

2016/17  £104,800 £45,700 £59,100 43.6%  

2015/16  £98,900 £44,700 £54,200 45.2% 

2014/15 £90,200  £36,100 £54,000 40.1% 

2013/14 £89,700 £35,500 £54,200 39.6% 

2012/13  £86,700 £33,700 £53,000 38.9% 

2011/12 £91,600 £35,800 £55,700 39.1% 

2010/11 £96,200 £36,900 £59,400 38.3% 

2009/10 £97,900 £35,200 £62,700 36.0% 

2008/09 £105,300 £38,600 £66,700 36.7% 

 
We continue to be seriously concerned with the proportion of turnover taken up with 
expenses. The expenses to earnings ratio, i.e. the proportion of gross earnings taken up by 
expenses, increased 3.5 percentage points to a new peak of 68.5% in 2016/17 compared to 
65.0% in 2015/16 (a change of +3.5 percentage points). In the same year, Practice owners 
experienced a significant drop in taxable income of 15.7% (down 17.5% and 38% since 
2008/09 in real terms) to £99,100 in 2016/17. Basically, income (turnover) has not increased 
by as much as expenses leading to unprecedently high expenses ratios and therefore record 
low levels of net profits for owners, compounded by a static GDS spend.  
 
Dentists’ pay is part of a complex equation whereby practitioners are paid gross sums in 
respect of specific treatments or other services. The dentist meets the costs arising and 
retains the balance for net pay and reinvestment. However, turnover is declining, and 

                                                           
7 NHS Digital (2018). Dental Earnings and Expenses Estimates 2016-17. Health and Social Care Information Centre, Page 80. 
Available at: report (Accessed 27 November 2018) 
8 Calculations for real income, using the Retail Price Index (RPI) as the deflator and measure of inflation; with 2008/09 as the 
base year, we get real falls in taxable income between 2008/9 and 2016/17 of 38 per cent for practice owners and 28 % for 
Associates. 

 

https://files.digital.nhs.uk/A6/EC7523/dent-earn-expe-2016-17-rep.pdf
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expenses are rising which has meant that taxable income continues to be eroded through 
both the increase to the expense burden and fee income which fails to keep pace.  
 
The cumulative effect of recurrent delays in the implementation of pay uplifts; 
successive, below inflation pay awards; the impact of the zero percent uplift in 
2015/16; tangible cuts to the GDS budget in 2012 and each year since in the form of 
altering the threshold of Practice Allowance, and the ceasing of commitment 
payments in 2016, have led to the very considerable erosion of dental incomes in 
Northern Ireland. Crucially, the removal of commitment payments more than anything 
else signal to the profession that they are not a valued part of the Health Service.  
 

Costs associated with running a dental practice  
 
The escalating costs of running a dental practice to provide Health Service care is the 
greatest challenge facing dentists in Northern Ireland at present.   
 
Spending on dentistry is largely ‘demand led’ and has activity as its main driver. Whilst the 
budget is ‘demand led’ in how the spend is derived at HSCB level, when the funding reaches 
the dental practice level the practice must pay for the portions of overheads (building, light, 
heat, patient facilities, equipment); the direct costs incurred in patient treatment (laboratory, 
consumables and material costs); and staff and other capital and revenue resource costs. 
Dentists have seen their income fall for several years, which reduces practices’ ability to 
invest in equipment and premises needed to provide patient care. Funding must much more 
realistically reflect the resources necessary to manage the total overheads essential in 
providing Health Service dentistry.  
 
Practice staff costs  
 
There are a host of overhead costs associated with running a dental practice. There is the 
provision and maintenance of the building and facilities. Equally important are the skills and 
the whole staff complement involved in the practice and the patient experience. The most 
striking point about the components of expenses of practice owners is the size of labour 
costs, (employees, associates and hygienists) reflecting the high labour intensity of a service 
sector like dental care, which increased 0.6 percentage points to 61% for GDS9.  
 
Pension auto-enrolment costs, national insurance costs and the national living wage have 
amounted to a substantial rise in staff costs. The minimum wage has increased from £6.7010 
to £7.8311 over the last 3 years, which is a 17% increase, and this has hugely impacted on 
running costs for dental practices. Auto enrolment12 for practice owners means a 
requirement for rises to statutory minimum contributions from 1% rising to 3% by April 2019. 
The first increase saw a doubling in employer contributions towards staff pensions, and one 
year later the current cost will treble. Practice employees will see a greater rise in their own 
statutory minimum contribution levels, and it is anticipated that, in order to continue 
participation in pension saving, this will be accompanied by claims for pay rises.  
 
There are additional staff costs in relation to the pre and post registration training of staff 
who expect to be or are GDC registrants. Now that the whole clinical dental team is 
registered and has compulsory CPD requirements, there are additional staff training costs 
for practices. Training requires time out of practice and away from income generating 
exercises, and therefore comes at an additional cost to dental practices.  

                                                           
9 NASDAL figures  
10 National Minimum Wage and National Living Wage rates. Ages 21 and over at April 2015 
11 National Minimum Wage and National Living Wage rates current rate ages 25 and over at April 2018 
12 https://www.thepensionsregulator.gov.uk/en/employers/increase-of-automatic-enrolment-contributions  

https://www.thepensionsregulator.gov.uk/en/employers/increase-of-automatic-enrolment-contributions
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The role of the dentist as a clinician is dependent on having an adequate supply of dental 
care professionals, particularly dental nurses. A dentist can only increase the number of 
patients seen within a practice by increasing the number of practitioners in the practice.  
 
Recruitment of dental nurses is an increasingly worrying problem for many dental practices.  
It is vital to acknowledge that the only source of funding for dental nurses is dentists 
themselves. Any higher wages required to attract dental nurses in dental practice, increases 
expenses and decreases taxable income.  
 
Turnover of staff can be high as there is little or no career progression currently available. 
Practices report difficulty in recruiting and retaining dental nurses as there is a tendency to 
aspire to CDS and hospital jobs – the perception is better pay, benefits and career 
progression. It is also important to note the costs to dental nurses of GDC registration and 
indemnity fees which might make the profession less attractive without an increase in 
wages. This is a critical strategic challenge that must be considered and could impact on 
health service provision quite considerably. 
 
These are examples of the cost burden of increasing expenses associated with practice staff 
that are being placed on dental practices, but without the dedicated resource to meet the 
increased expenses.  
 
Rising indemnity costs  
 
Protection and indemnity costs are very high for GDPs. General dental practitioners have 
been subject to sharp increases in indemnity costs over the past two years. Typically rises 
from about £3,000 pounds a year to £5,000.  
 
Laboratory and material costs  
 
The next most significant cost for Practice owners, laboratory and materials, has gone up by 
0.5 percentage points to 9.2% for GDS. The most significant Associate expense by far are 
laboratory fees and materials at 44.3%. 
 
Laboratory costs are incurred in dental practice in the making of crowns, dentures and 
appliances. The increase costs of materials and laboratory work have continued as practices 
report increased costs caused by inflationary pressures on both the prices of materials they 
purchase, and the laboratory work they require. Dentists are reporting that some laboratory 
fabricated items are so costly in laboratory fees, when compared with the fee paid through 
the Statement of Dental Remuneration that they are simply not economic to produce. The 
intent of the item of service fee is to fully cover the cost to fabricate the item, the in-surgery 
costs and the surgery time. What the Health Service pays, in no way covers the cost to 
produce and provide the item with professional time and overheads of providing the care. 
The expenses uplift needs to address the reality of the cost of fabricated items.  
 
The current business environment for practitioners in Northern Ireland is increasingly 
difficult. As small businesses, dental practices are also sensitive to the ongoing economic 
circumstances and are subject to the wider economic factors prevalent in Northern Ireland, 
as well as global market forces in relation to the purchase of equipment and materials.   
 
GDPs, more so than most other Health Service professionals, are impacted by wider 
economic conditions, feeling the effects of the fall in the value of the pound and the rise in 
the cost of materials, for example, the euro is now worth 89p. Two years ago this was 70 
pence. With the currency fluctuation alone, that is an increase of almost 20% for all materials 
and equipment. Generally, many specialised dental materials are manufactured in the 
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Eurozone and will be subject to cost pressures due to the value of the euro versus sterling. 
This has added costs in excess of the general rate of inflation to the cost of dental materials.  
 
There is a very real prospect that essential costs to provide Health Service dentistry will only 
rise further following the UK’s departure from the EU on 31st March 2019. It is imperative 
that any additional costs - whether they derive from new regulatory requirements, increase in 
material costs or other factors such as Brexit - are adequately recovered in the fees offered 
within the GDS. These are real costs to GDPs of delivering Health Service dentistry and 
must be regarded as such.  
 
Dentists also have to cope with increasing utility costs and have limited options of reducing 
their utility usage as they have to run sterilising equipment and other appliances and so must 
bear the brunt of increased costs.  
 
Decontamination costs 

Dental practices are expected to meet the expenses resultant from the Health Service 
initiative/policy on decontamination in dental practice. Decontamination generates significant 
expenses cost as compliance requires both capital investment – required to enable the 
practice to put in suitably equipped facility- and revenue spend - required for staff and to 
provide consumables associated with running the facility.  
 
The ongoing utility materials and staffing costs are placing intense financial pressure on 
practices. The situation is further exacerbated by the loss of QIS funding, utilised by 
practices for the purpose of working towards decontamination requirements of HTM 01/05. 
Equipment in the decontamination unit has to be maintained and serviced in line with Health 
Service policy. Examples of costs include the following elements:  

• Additional electricity and water costs associated with running washer disinfectors.  

• ongoing consumables costs i.e. detergents, printer rolls etc. associated with the 
equipment.  

• the cost of a staff member to work, operate and maintain the LDU.  

• the costs of additional validation, testing, servicing and maintenance of equipment.  

• the costs of wrapping instruments.  
 
As an example, the figures below illustrate the typical cost to service and validate washer 
disinfector and 3 autoclaves (this does not include cost of repairs, cost to run and   
manpower to operate). 
 

 Approx. 2018 costs 

Washers Serviced and Validation            £360 

Serviced Validation                £270 

Annual Servicing Prices Melag                £490 

Annual Servicing Prices DAC                  £620 

Total maintenance (not repair)    £1800 

Dental engineers  £90 plus VAT per hour, travelling time is 
also charged 

Validation of equipment means equipment 
out of action half a day or longer – practice 
close loss of earnings.  
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Below is a snapshot of the typical rise in prices of essential dental materials:  

 Increase since 2013 prices  

Ledermix Cement 85% 

Polytrays  55% 

Ledermix Hardner 47% 

K Files 45% 

Bond 37% 

Discs 33% 

Filtek Supreme 32% 

Lignospan  22%  

Protaper shaping file 21% 

Septanest 19% 

Wipes 18% 

Waveone 17% 

Gloves (200pk) 11% 

Handfiles 6pk 10% 

 
 

What needs to happen 
 
Timing and implementation of uplifts  
 
The GDS in Northern Ireland is caught up in a funding system which is slow to deliver its 
uplifts resulting in dental practitioners providing Health Service care being caught up in a 
pressurised funding system.  
 
Northern Ireland has been without a functioning government since January 2017 and 
decision-making has been negatively affected by the absence of Ministers at Stormont. 
Regrettably, however, prolonged delays between the DDRB reporting, the Department of 
Health announcement and implementation of the pay uplift, has been a harsh reality for 
dentists for many years now in Northern Ireland and pre-dates the collapse of Stormont, 
with time lags of up to 12 months before a pay uplift is implemented.  
 
Northern Ireland is up to 12 months behind the rest of the UK on the implementation and 
delivery of pay awards to the GDS. The 2017/18 award was not implemented until July 2018;  
the 2016/17 award was not implemented until April 2017; the decision to deny an uplift to 
GDPs for 2015/16 was formally announced in January 2016 – 10 months after the 
publication of the DDRB recommendation. The DDRB recommendation for 2014/15 was only 
implemented in April 2015, backdated to April 2014, a full 12 months after the 
recommendation was published. At the time of writing the 2018/19 process has not even 
begun.  
 
Recurrent delays in pay uplifts and low, inadequate Health Service fees are 
unsustainable; the net effect of which has, been an overall deterioration in the 
financial position for dentists striving to maintain quality of care for patients within a 
fee rate system which simply does not reflect the increasing and real costs of 
providing treatment. 
 
Dentists operating in the Health Service cannot continue to tolerate the impact of recurring 
delays in the application of uplifts which gives little recognition to the rising costs of providing 
and maintaining a viable Health Service dental practice, nor the extra stress burden 
associated with being highly Health Service committed.  
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The current situation creates anxiety and considerable distress. GDPs are independent 
contractors, and the significant delays in the application of uplifts makes cash-flow 
management increasingly difficult and could force many practices into a position of cash 
loss, negatively reducing the ability of practices to invest in equipment and premises needed 
to provide patient care.  
 
Inexcusable delays place Health Service dental practice in jeopardy and impacts on 
personal and professional stress. Pay uplifts must be implemented in a timely 
manner.  
 
 

DDRB recommendation for 2018/19  

Back in July 2018 the DDRB recommended that independent contractor GDPs across the 
UK should receive a minimum increase in pay, net of expenses, of 2 per cent13.  
 
DDRB no longer make a recommendation on the expenses uplift only making a 
recommendation on intended increase in pay net of expenses. Taking this approach requires 
the parties to discuss expenses to agree a gross increase. 
 
In determining a pay award for dental services, the DDRB had historically used a formula 
approach which takes into consideration some expenses elements of practice and applies 
an uplift according to prevailing factors. The factors considered are staff costs, laboratory 
costs, material costs and other costs as well as any uplift to net income. 
 
In a setting where clinical time generates payment, there is merit in using a formula to 
recognise the elements directly related to clinical time such as staff pay and expenses 
arising from materials, lab costs and overheads. The formula is a useful proxy for these 
costs as in an item of service setting and is a useful mechanism for uplifting fees.  
 
Given that we are only 5 months away from the end of pay period 2018/19, NI DPC do 
not wish to delay the process any further and therefore, accept the formula as a 
useful mechanism for uplifting fees for this year. We would however welcome future 
discussions with the Department of Health around expenses, how expenses are 
adequately captured and offset by a suite of remuneration.  
 

  

                                                           
13 Office of Manpower Economics (2018) Review Body on Doctors’ and Dentists’ Remuneration 46th Report: 2018. London. 
Available at: report  
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728371/CCS0618912388-001_-_DRRB_Annual_Report_2018_1_.pdf
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Table 5:   Uplift formula for general dental practitioners NI, 2018-19  

Data historically used in DDRB formula-based decisions for 
independent contractor GDPs 

 

Coefficient  Pay and Price data (B)  Source  

Income  2%  DDRB recommendation  

Staff costs  3.2%  Staff costs (GDPs) England, 
Scotland, Northern Ireland  
ASHE 2017 (dental practice 
activities)  

Laboratory costs  4.1%  Laboratory costs (GDPs) 
England, Scotland, Wales, 
Northern Ireland 
RPIX for Q4 2017 

Materials  4.1%  Materials (GDPs) England, 
Scotland, Wales, Northern 
Ireland 
RPIX for Q4 2017 

Other costs  4.0% Other costs (GDPs) England, 
Wales, Northern Ireland 
Retail Prices Index (RPI) for 
Q4 2017 

Source:  Review Body on Doctors ‘and Dentists’ Remuneration Forty-Sixth Report 2018 (Page 149)  

 
BDA’s preferred measure of inflation is RPI because it includes mortgage interest payments and we believe represents most 
GDP’s real living costs and the formula should reflect this.  

 
Capital and revenue expenses  
 
The formula can deal with the allocation of resources which are dedicated to the clinical 
aspects of dental care. Its weakness lies in the fact that it does not reflect those new, capital 
or revenue expenses for example, the requirement for practices to have defibrillators. It can 
only really account for the costs that are incurred inside the clinical room where fee income 
is generated.  
 
The fee income generated by the dentist carries a host of additional expenses which go 
beyond those considered by the formula. The result is that dentistry is caught in a funding 
system of fixed fees for item of service which recognises the lab, materials and staff costs, 
but does not recognise the facilities, regulation and governance which must exist within the 
practice. For example, areas such as decontamination (where dedicated capital-intensive 
facilities have to be provided and subsequently resourced), practice improvement works 
such as disabled access, IT to enable information governance payments to be received and 
other inescapable expenses dictated by the Health Service and policy makers.  
 

Practice allowance  
 
We continue to be concerned by the proportion of turnover taken up with expenses and how 
practices are recompensed for new or capital expenses –one solution is to increase 
resources available to practices via the practice allowance.  
 
The practice allowance is vital for the viability of HSC dental services and is an important 
source of turnover dedicated to expenses for dental practice within the Health Service. For 
many practices, this allowance is highly valued and presents a means to remain committed 
to Health Service dentistry.   
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It is a payment which comes into the Practice twice yearly and is based on fee income. The 
practice allowance helps to address increasing practice requirements in relation to the 
provision of high-quality premises, health and safety and is expected to deal with the 
expenses of running a practice such as governance requirements and decontamination. All 
of the income to the practice through the practice allowance is spent on various expenses. 
None of the payment becomes dentist pay. 
 
The practice allowance was introduced in 2004 to the remuneration system for dentists in 
Northern Ireland is a payment made to the practice on behalf of all the dentists working 
there. Over time, as new and additional requirements become essential to Health Service 
dental practice the practice allowance is expected to meet more and more costs. However, 
the practice allowance can only rise within the structure of the fee award which has 
increased at minimal levels over the past number of years cannot meet the requirements it is 
expected to deliver.  
 
The calculation of the practice allowance is insensitive to counting the commitment of those 
dentists who may provide fewer clinical sessions; and requiring dentists to have a certain 
number of paying patients is outside of dentists’ controls, being associated with factors such 
as practice location and the economic context.  
 
We would welcome discussions on how the narrative can be revisited; and to explore 
how the practice allowance can be developed as a more meaningful mechanism of 
funding expenses and uplift its value in a way that is more responsive to Health 
Service expenses.  
 
 
Non-clinical activity  

Consideration of the NHS Digital Dental Working Hours report14 shows that from 2008/09, 
the total working hours reported for Practice owners and Associates have changed little. 
What has changed significantly is how that time is allocated in clinical versus non-clinical 
work. All dentists report the average proportion of clinical work as reducing. For dentistry, 
clinical activity is the main method of income generation. Without clinical activity there can 
be no turnover. This in turn creates stress for dentists in having to dedicate time which is not 
remunerated towards essential activities of the practice, which only the dentist can do.  
 
Since 2008/09 the percentage of time spent on clinical work has fallen by 10 percentage 
points (81.6% to 70.6% in 2017/18) for Practice owners and has fallen 8.8% for Associates 
(91.0% in 2008/09 to 82.2% in 2017/18)15.  
 
This noticeable decrease over the last ten years has occurred during a period where dentists 
have seen an increase in regulatory requirements. Dentists are now required to spend 
increased hours on activity which is essential, but not clinical in nature. Several factors have 
contributed to the decrease in clinical work and consequential increase in non-clinical 
activity, including registration and ongoing inspection regimes, RQIA practice inspection, 
requirements of the Health Service, GDC, more rigorous decontamination processes, 
initiatives in radiography and information governance training, and compliance with mercury 
regulations 2017 and GDPR).  
 

                                                           
14 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and 
Social Care Information Centre. Available at: report  (Accessed 27 November 2018)  
15 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and 
Social Care Information Centre, page 19. Available at: report  (Accessed 27 November 2018)  

 
 

https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
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All of these requirements consume clinical time, reducing fee earning capacity within a 
practice whilst simultaneously generating additional costs, that the annual uplift does not 
reflect but should be met through the GDS remuneration system.  
 
In the past, commitment payments would have gone some way towards remunerating non-
clinical activity; the essential elements of dentist activity that are not currently supported 
through the payment system.  
 
 

Reinstate commitment payments  
 
The payment system for GDS dentists should recognise that provision of GDS 
services requires significant amounts of non-clinical activity and that this should be 
recompensed. 
 
Commitment payments ceased in 2016 in Northern Ireland and were introduced in 2000 as a 
scheme to reward the loyalty of GDPs to the Health Service and consequently to encourage 
retention and improve motivation and allow for an element of career progression. 
Commitment payments had no element of expenses and formed part of net pay. There was 
no expense element within these payments. For this reason, the removal of these 
payments was a direct attack on net pay. Not only did practitioners, particularly 
Associates, suffer a pay reduction but also a significant loss to their superannuable pay.  
 
The Commitment Allowance was phased out over a 2-year period, completely ceasing in 
2016. 
  
Table 6: Commitment payments 2011- 2016 

 
Year  Commitment payments 

2016/17 £238,464 

2015/16 £1,166,775 

2014/15 £2,226,614 

2013/14 £3,375,085 

2012/13   £3,260,868 

2011/12  £3,156,088 
Source: HSCB  

 
The commitment allowance throughout 2014/15 and 2015/16, delivered between £3.1 and 
£3.3million directly to dentist pay.  
 
The ceasing of the commitment allowance has penalised those practitioners who have 
remained committed to the Health Service. The commitment payment was an extremely 
important source of Health Service turnover for practitioners providing a source of 
investment for Health Service care and patient benefit. This has dealt a psychological blow 
to GDPs, particularly those who have traditionally been most committed to delivering Health 
Service dentistry. They question the reciprocity of the commitment at this time.  
 
For the vast proportion of GDS contractors, the significant individual payments are item of 
service, registration and commitment payments (until they were withdrawn). For individual 
dentists the valuable remuneration represented by the Commitment allowance must be 
reinstated as an incentive to remain committed to the Health Service.  
 
NI DPC asks that the commitment payments are reinstated urgently as a means of 
arresting the pay gap which dentists in NI have seen over the period 2008/09 to 
2016/17  
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QIS funding 
 
During 2010/11 the HSCB withdrew the dedicated funding stream of Quality Improvement 
Scheme (QIS). This dedicated funding was previously available to practices to assist with 
decontamination capital costs. Its removal has been very damaging for practices and has 
made ongoing investment in practice improvement much more challenging.  
 
Dental practices must have dedicated facilities for instrument decontamination. 
Decontamination requirements, which are in excess of the rest of the UK, place mandatory 
capital and revenue costs on practices. There is simply no revenue stream within Health 
Service dentistry which can manage this very significant additional element of expenses.  
  
In order for dentists to provide quality patient care with technological change and innovation 
in dental equipment and meet patient expectations, equipment and machinery needs to be 
updated on a regular basis. Clearly this is a substantial cost which must be met through the 
remuneration system. Practice owners have voiced their concerns in the most recent NHS 
Digital Survey which revealed that that only 37.1% of Practice owners ‘strongly agreed’ or 
‘agreed’ with the statement that they have all the equipment and resources needed to do 
their job properly- a notable drop of 10.4% since 2015/1616.  
 
As the NHS Digital report notes, since Practice owners are responsible for the equipment 
provided within a practice, it is perhaps surprising that this motivation question has seen 
such a decrease. However, anecdotal evidence suggests that replacement of dental 
equipment has been less frequent in recent years, particularly following the ending of the 
Quality Improvement Scheme (QIS) funding from 2010/11 onwards. This funding supported 
improvements in the delivery of General Dental Services. The thrust of the scheme was to 
improve working practices that, in turn would lead to service improvements and ultimately 
benefit patients.  
 
We call for the reinstatement of an annual Quality Improvement Scheme to enable 
ongoing investment in practices and enhanced patient care.  
 
 

Reinvest underspend back into dentistry  

We are not in a position to say whether the health budget is capable of meeting all its 
demands; however, we do consider that dentists in Northern Ireland have been subject to 
historic pay cuts as evidenced by the severely declining incomes. General dental practices 
have been under unprecedented financial pressure over recent years, and this has also 
negatively impacted on their ability to invest in practice. 
 
In 2017/18, the net cost of primary care dental services in Northern Ireland was just under 
£97 million; in addition, patients in Northern Ireland paid a further £25 million for treatments. 
Patient charge revenue has been increasing year on year. Patient charges form part of the 
payment system, and it is only right that this revenue is reinvested back into dentistry.  
 
The total cost of primary care dental services had been increasing year on year, but over the 
last two years it has fallen to, and remained at, around £121 million per year17. 
 

                                                           
16NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and 
Social Care Information Centre, pages 52-53. Available at: report  (Accessed 27 November 2018)  
17 BSO, Family Practitioner Services Statistics for Northern Ireland 2017/18 October 2018 (accessed 05 November 2018) 

https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
http://www.hscbusiness.hscni.net/pdf/FPS%20Official%20Statistics%202017-18.pdf
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Table 7: Cost of the GDS and patient charge revenue 

£million 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

Net cost of 
service  

87.7 93.7 97.7 101.7 101.6 100.4 97.8 96.7 

Patient 
payments  

17.4 18.1 19.4 20.2 20.9 22.5 23.6 24.5 

Total cost 105.1 111.9 117.1 121.9 121.9 122.9 121.4 121.2 
 

Source: BSO Family Practitioner Services Statistics for Northern Ireland 2017/18 October 2018  
 

Table 8: patient registrations  
At April 2011 2012 2013 2014 2015 2016 2017 2018 

Patient 
registrations  

1,019,702 1,122,376 1,147,398 1,169,179 1,159,431 1,172,306 1,187,184 1,203,338 

Source: BSO Annex 2: Dental Statistics 

 
Underspends were reported against the GDS budget in 2015/16, 2016/17 and 2017/18 of 
approximately £2m18, £1.5m19 and £3.9m20 respectively. In addition, the patient charge 
revenue proportion of the GDS budget has increased. Patient charge revenue forms an 
important part of the GDS budget providing a legitimate expectation, not to mention, an 
opportunity to reinvest the underspend into improving dental services. Considerable sums of 
money initially allocated to dental services have been diverted to other sectors. Indeed, a 
year end surplus of £6.5m21 is forecasted for the 2018/19 GDS budget however, this forecast 
surplus has been earmarked to help offset the Pharmaceutical Services deficit. It is this sort 
of accounting practice which makes dentists of how they are regarded by the Department of 
Health and commissioners. 
 
We do not consider it appropriate to withdraw money from an already underfunded and high 
need service. Patients and dentists need adequate government investment in dentistry.  
 
In January 2018, part of the underspend in the 2017-18 GDS budget was utilised and a 
£1million non-recurrent Revenue Grant Scheme22 was established. We would urge the 
Department of Health and HSC Board make funds available from the forecasted underspend 
and reinvest back into general dental services.  
 
Patients and dentists need adequate government investment in dentistry particularly in the 
absence of no government, no decision on uplifts and recurring delays of up to 12 months in 
implementing pay awards.  
 
It is only right that money earmarked for dentistry within the GDS should be retained 
within dentistry. Reinvest the underspend back into dentistry and establish a grant 
scheme similar to the Revenue Grant Scheme in January 2018.  
 
  

                                                           
18 Health & Social Care Board Finance Report 2015-16 Month 12 - March 2016 (accessed 05 November 2018) 
19 Health & Social Care Board Finance Report 2016-17 Month 12 - March 2017 (accessed 05 November 2018) 
20 Health & Social Care Board Finance Report 2017-18 Month 12 - March 2018 (accessed 05 November 2018) 
21 Health & Social Care Board Finance Report 2018-19 Month 6 - September 2018 (accessed 29 November 2018) 
22 BDA blog Revenue Grant Scheme (RGS): How does it work and how can I claim 26 February 2018  

http://www.hscbusiness.hscni.net/pdf/FPS%20Official%20Statistics%202017-18.pdf
http://www.hscbusiness.hscni.net/pdf/Annex%202%20Dental_Tables_Formatted.xlsx
http://www.hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/Board-Meetings-2016/may_2016/Item-06-01-HSCB-Finance-Report-Mth-12.pdf
http://www.hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2017/may_2017/Item-7-01-HSCB-Month-12-Board-Report.pdf
http://www.hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2018/may_2018/Item-06-01-HSCB-Mth-12-HSCB-Report.pdf
http://www.hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2018/november_2018/Item-06-01-HSCB-Board-Report-September-2018.pdf
https://www.bda.org/news-centre/blog/Documents/HSCB-Revenue-Grant-Scheme-28-Feb-18.pdf
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Table 8:  Underspend in the GDS budget 2015-2018 

Year  Amount  Reason for underspend  

2018/19 £6.5m 
(forecast)  

At the end of September 2018, a £3.2m underspend is 
reported, mainly due to lower than anticipated demand. As 
noted in the previous report, the budgetary position for GDS 
has continued to be assessed, resulting in an 
increased year-end forecast surplus of £6.5m.  
This forecast surplus will help address the current 
Pharmaceutical Services deficit. 

2017/18 £3.9m At year end a £3.9m underspend has been reported. This is 
due to a number of reasons including lower than expected 
activity in higher value treatments, an over recovery of 
statutory charges, lower than expected practice allowance 
payments.  

2016/17 £1.5m At the year end, there is a £1.5m underspend in the GDS 
budget.  This is due to lower than expected activity and an 
increase in statutory charges recovered. 

2015/16 £2.0m The General Dental Services budget for 2015/16 reports an 
underspend of £2.0m (1.9%).  Statutory Charges income was 
in excess of that budgeted due to an increase in the number 
of fee-paying adults.  Also, Paid Treatments/Registration 
costs were less than expected, mainly due to the ending of a 
block contract arrangement for one provider.  

 

The ageing population   
 
The context of dental care in Northern Ireland is one of a population with high dental needs.  
Patient registrations continue to increase and the growth in the need for dental services is 
continuing as the general population increases in size with significant increases in the 
number of older persons remaining dentate.  
 
People are living longer, but are more likely to have complex health problems, and treatment 
options may be compromised by other medical factors. Teeth are often heavily restored and 
require complex maintenance by restorative treatment. In Northern Ireland, all treatments (x-
rays, fillings, crowns, extractions and orthodontic work) have seen an increase over the last 
five years for those aged 45-74 and all treatments, except orthodontic work have seen an 
increase for those aged 75 and over23.  
 
Table 9:  Health Service Patient Registrations  
 

 Patients registered  Over 65s  

April 2018 1,203,338  161,767 

April 2017 1,187,184  155,606 

April 2016 1,172,306 149,675 

April 2015  1,159,431 141,855 
Source: Business Services Organisation  

 
The ageing population itself creates a significant increase in workload with regards to 
treatment complexity and time spent per patient. It is one of the greatest challenges facing 
the oral health services and it is therefore vital, that there is a sufficiently large, trained and 

                                                           
23 BSO, Family Practitioner Services Statistics for Northern Ireland 2017/18 October 2018 (accessed 05 November 2018) 

http://www.hscbusiness.hscni.net/pdf/FPS%20Official%20Statistics%202017-18.pdf
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motivated range of professionals available to meet their care demands. The costs associated 
with servicing a high needs population will be high in respect of the materials used and 
laboratory work generated and must be more adequately met through the GDS system.  
 
Explore ways to enable practitioners to treat older patients e.g. continuing care 
enhancements for older adults while addressing significant gaps in oral care among 
the elderly.  
 
 

Conclusion  
 
A massive drop in income and no prospect of meaningful improvements in pay will serve to 
compound feelings of negativity within the profession towards delivering Health Service 
dentistry and these cannot be understated.  
 
Distress arises through additional costs not met through the payment system, the loss of 
commitment payments, the need to undertake non-clinical work which cannot be delegated 
and is not remunerated, the existing system and unrelenting regulation, as well as pay 
pressures with take home pay and the prospect of further falls.  
 
Dentists have taken pay cuts far beyond the prevailing circumstances as evidenced by the 
severely declining incomes. The situation where GDS dentists have suffered a real term 
38%24 decline in income levels over the past 8 years, to the point where over two thirds25 
26question their future in the profession, is as serious as it gets, and threatens the future 
sustainability of Health Service dentistry. 
 
Perpetual declines in income and low awards are simply not sustainable for dentists in the 
Health Service. Dentists are working within a system which expands through the catering for 
additional patients, but at the same time, pursues measures to constrain GDS expenditure; 
this is untenable and unsustainable. 
 
Dentists have shown enormous commitment and goodwill to the Health Service over the 
past decade, to their detriment. Practices can no longer afford to subsidise Health Service 
dentistry, and without adequate remuneration and investment, Health Service dentistry will 
be the loser. 
 
Already dentists in Northern Ireland have seen a notable drop in the percentage of time they 
spend on Health Service work over the last six years. Since 2011/12, the percentage of time 
spent on Health Service work in Northern Ireland has fallen by 12.9 percentage points for 
Principal dentists (73.4% in 11/12 compared to 60.5% in 17/18) and 4.8 percentage points 
for Associates (80.8% in 11/12 compared to 76.0% in 2017/18).  The more that the 
government neglects to invest in GDS dentistry, the more likely this trend will continue, and 
dentists will have no choice but to walk away. 
  

                                                           
24 Using NHS Digital figures, calculations for real income by the BDA, using the Retail Price Index (RPI) as the deflator and 
measure of inflation; with 2008/09 as the base year, we get real falls in taxable income between 2008/9 and 2016/17 of 38 per 
cent for practice owners and 28 % for Associates.  
25 NHS Digital (2018). Dental Working Hours - 2016/17 and 2017/18: Working Patterns, Motivation and Morale Health and 
Social Care Information Centre, page 60. Available at: report  (Accessed 27 November 2018)  
26 Nearly two-thirds of Practice Owners (64%) and over half (52.1%) of all Associate dentists often think of leaving dentistry 
(either ‘strongly agree’ or ‘agree’ with the statement ‘I often think about leaving general dental practice’) and the percentages 
agreeing with the statement have increased since the previous survey. 

https://digital.nhs.uk/data-and-information/publications/statistical/dental-working-hours/2016-17-and-2017-18-working-patterns-motivation-and-morale
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In summary BDA calls for:  

 

• Full implementation of the DDRB recommendation 2018/19 immediately backdated 
to 1st April with an additional uplift to address the non-payment in 2015/16. 

 

• Reinstatement of commitment payments as an important psychological step to begin 
to address the low morale and motivation of dentists committed to the Health Service 
and arrest arresting the pay pressures which dentists in Northern Ireland have 
experienced over the period 2008/09 to 2016/17. 

 

• Reinstatement of an annual Quality Improvement Scheme to allow practices to re-
invest in patient care. 

 

• Simplification of the practice allowance to enable practices get the money they are 
due without unnecessary barriers being put in place. 
 

• Money earmarked for dentistry within the GDS to be retained within dentistry for 
example, a suite of measures including  
 

o Reinvest the underspend back into dentistry via a grant scheme similar to the 
Revenue Grant Scheme January 2018.  

o Practices have to ensure they have emergency dental kits and life support 
equipment. Equipment essential to Health Service dentistry must be fully 
funded for all practices delivering Health Service dental care.  

o A mechanism put in place aimed at ensuring GDP remuneration is adequately 
protected from all essential costs of delivering Health Service dentistry, 
including the cost of any new regulation.  

 
 
 
 
 
BDA Northern Ireland  
November 2018  


