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Introduction

Health and Personal Saocial Services (HPSS) areadetl in a constantly changing
environment and policy makers and delivery bodae® fongoing challenges to develop
services that keep pace with public expectationgeased demand and technological
change.

In recent years, major reviews have been initiaiealmost every area of HPSS and work is
underway to implement change in:

Primary Care Building the Way Forward in Primary Carereviewing primary care
and developing the Local Health and Social Careu@sp

Community Care — th€ommunity Care Reviewreviewing the health and social
services provision available in the community;

Public Health investing for Health reducing inequalities and improving public
health;

Acute Care Developing Better Servicedollowing the review of acute hospital
services a strategy for modernising hospital sesvis under development; and

Quality StandardsBest Practice Best Carean initiative focusing on ensuring
guality standards across the HPSS.

Successful implementation of these changes anprtvision of appropriate support and
care to all those using HPSS services depends &SISRff. It needs a workforce that has
the skills and flexibility to deliver the right eaat the right time to those who need it — a
workforce which has the right number of staff dgplhin the right places and working to
the maximum of their ability.

In May 2002, the Department launched a new humsourees strategy Fhe Employer of
Choice The strategy aims to ensure that the peoplewdr& in the HPSS can make the
best possible contribution to promoting health sodal care, and that the HPSS is
recognised as employer that cares for both it ataf its service users.

Consistent with the objectives in this strategg, Brepartment has adopted a strategic
approach to workforce planning. It commissionediitg review of workforce planning for
the dental professional workforce in 2002. Thissaquent review is important to ensure
that the data in relation to the workforce is ugéde and accurate.

Terms of Reference

Purpose of Review

The purpose of this review is to provide the DHSS8#R8 comprehensive current
information on the Dental Professional workforceoas Northern Ireland. This will
inform the Department’s planning in the provisidrtraining for this profession to
facilitate service provision over the next10 years.
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The review investigates, within the context of wiorke planning and deployment,
current and future supply and demand factors thibimpact on the delivery and
development of dental services.

A key aim of this work is to enable the developmafritrategies that can assure the
correct number of these professionals are in @adeworking in the most effective
way to offer maximum benefit to the overall headttecteam and optimal patient
outcomes.

The review takes into account professional issaelsiding developments in service
design and provision along with the needs of spdietelation to provision of
service.

The review takes into account the dental workfandde hospital, community and
independent practitioner contexts and will addresses for the overall dental care
team.

Requirements
The specific terms of reference for the review were

provide an analysis of the current dental workfarcElorthern Ireland,
including:

- size, composition, sectoral distribution, age gedder;

- working conditions and patterns (including iret&n to gender),
whole time equivalent data for primary and secoyndare

- postgraduate qualifications and continuing psitesal development
commitments;

- specialist service commitments;

provide an analysis of current and future recrurtt@nd retention issues,
including:

- pay;

- career development and specialisation;

- impact of career breaks/individuals leaving thefgssion;

- returnees;

- working arrangements;

- impact of private dentistry;

provide a prediction of future demand, including:

- number of dental professionals required to meetis demands;

- assessment as to whether the current numbeosrohissioned
dental student places are appropriate to meet diman
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- sectoral distribution including specialisation;

- services demanding the skills of these professscand the context
in which these services are delivered;

- skill mix options;

provide recommendations whereby services couldberissioned and
delivered optimally:

- in secondary care;
- in primary care;
- across primary and secondary sectors; and

- multidisciplinary working.

Outcome of Review
The main outcome of the review was to report orfetHewing key elements:

a prediction of the number of dental professiotizds will be required over the next
10 year period;

a model that can be applied to project trendsérstipply and demand of dental
professionals. The model should identify the patensehat will impact on the
supply and demand of these professionals withirctimext of developments both
within the professions and in the wider operatingiemnment including economic
context and society’s requirements; and

identify current and indicative future trends ie tthevelopment of these services.

Report Structure
The remainder of the report is structured as fatow

Section 3 — a review of the policy context;

Section 4 — review of the current provision of @&stin the HDS, CDS and GDS;
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Section 5 - the key themes that arose from theuttati®n exercise, including staff
views on workforce issues;

Section 6 - predictions of supply and demand ferrtéxt 5-10 years across the three
staff categories; and

Section 7 - conclusions and recommendations foresddhg the issues raised in this
review.

Review of Policy and Contextual documents

An important element of this workforce planningiesv was to understand the context and
environment in which the DHSSPS has to plan itgadgmofessional workforce. To do this,
we assessed the impact of key policies being impihted, those planned for roll out, and
other relevant assessments carried out in thédasyears.

The identification of these policies and stratatpicuments was through a number of
methods:

those identified by the project Steering Group;
our own understanding of the drivers in workfortanping; and

other strategy and policy documents that were tggtéd by consultees and by the
research carried out during the assignment.

The policies and strategies identified during thigdl stages of the project were used to
inform and direct the consultation and data gatigeriSubsequent literature review provided
additional understanding to the work.

It is important to note, that this section refleitts views of the individual authors of each
document, and does not attempt to draw or inferpamgicular conclusions. Additionally,
although some of the documents included in thitiGgecefer to developments in other
jurisdictions, it is worth highlighting these chasgas they may potentially influence
thinking or developments in Northern Ireland.

One of the most significant documents that wileeftfthe provision of dental health care in
Northern Ireland will be the Primary Dental Carea&tgy. This is a ten year strategy for the
delivery of primary dental care which will meet tlegjuirements set out the Oral health
Strategy for Northern Ireland. This document watsavailable for review for this report,
however it is accepted that this will significansliyape the delivery of dental health service
in Northern Ireland in the next ten years.

Regional Strategy for the Health and Personal Socia | Services
2005-20051

Following widespread consultation, the DHSSPS sette regional strategy ‘A Healthier
Future — A 20 year Vision for Health and WellbeindNorthern Ireland 2005-2025’ in
December 2004.

The Strategy concentrates on workforce issuestivitte specific Policy Directions:

1 A Healthier Future — A 20 year Vision for HealthdaWellbeing in Northern Ireland 2005-2025
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“we must ensure that health and social servicesleyeps become ‘employers of
choice’ in order to recruit and retain adequate rhars of staff”;

“we will promote the development of shared learnamgl common competencies
throughout the health and social services includimgHPSS, the private sector, the
independent sector and the community and volurgacyor”; and

“we will build integrated workforce plans which @ professional, organisational
and sectoral boundaries. These will provide foaradiing roles and competencies
across the health and social services over the wgryears.”

The ongoing reviews of workforce planning are apamant mechanism through which to
address these objectives, and the provision ofcgenacross the independent, statutory and
private sectors is a key issue for the dental ggadm which this workforce review explores.

Priorities for Action 2004/2005 2

Priorities for Action takes the outcomes and tazdgetm the Government’s Priorities and
Budget 2004/06and translates them into the agenda for the HPSS.

Areas for improvement were identified in the repast

improved access to services. Includes addressaiting lists, trolley waits, and
delayed discharges;

reform, modernisation and service improvementlushesDeveloping Better
Services, Community Care Review, Best Practicest ®are andinvesting for
Health

promoting effective integrated working across thenpry, secondary and
community care sectors. Recognises the interabgbmeen sectors, organisations,
professions and individuals;

getting the balance right. Balancing investmenhindifferent care sectors; and

improving efficiency and performance. Using resegrto full effect, whilst
maximising quality of care. Boards and trusts Ww#lexpected to meet a service
improvement target of 2% of budget by March 2006.

The Employer of Choice 3

In The Employer of Choice, the DHSSPS recognisesitfied to have an effective Human
Resources Strategy to enable the delivery of a madBSS. The strategy aims to present
the HPSS as an Employer of Choice — through b&oggnised as caring for both its staff
and its service users.

The Strategy recognises the Programme for Governfoe2002/2005, and sets out the
priorities for addressing issues and improving joulkalth. In order to meet these

2 Priorities for Action 2004/2005. Planning Prig# and Actions for the health and Personal S&savices.
DHSSPS March 2004

3 The employer of Choice. A strategy for managind developing people in the Health and PersonabSoc
Services. DHSSPS May 2002
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challenges, the Strategy recognises the importaicger-relationships between areas and
issues. It also sets out six strategic areas:

workforce planning;

retention, return, recruitment and reward;
improving working lives;

equality and fairness;

education and training; and

employee relations.

By identifying these six strategic areas, the DHS8RBs recognised the need to focus
specifically on these areas.

Specifically on workforce planning, the Strateggtes:

“there are widespread shortages of skilled stafkéy areas, across both health and
social care occupations. The HPSS is finding itéasingly difficult to recruit staff
with the right skills, knowledge and experience.

Effective workforce planning aims to provide a $uspof supply, sufficient to absorb
changing workforce patterns, roles and developmelttsalances the training needs
of staff with the demands of the service they workt is an exceptionally complex
task, yet one that the HPSS must embrace withintagrated framework. The
Strategy aims to:

implement effective workforce planning arrangemémtsll groups within
the HPSS;

ensure workforce planning is an integral aspegblahning for service
delivery, service developments and strategic datisiaking;

strengthen capacity and capability within the HR&Sustain effective
workforce planning arrangements;

enhance team working across professional and osgditinal boundaries
through greater integration of pre and post-regagion training.”

This recognises the need for the whole HPSS tdraomto develop its capability in
workforce planning and team working across diffestakeholders.

On retention, return, recruitment and reward, ttnat&gy states:

“the HPSS depends upon the skills and knowledgeisfing staff, and the
availability of suitably qualified people to matttie increasing demands placed on
it.

As the HPSS reshapes itself to meet the needssafritice users it will require the
best, appropriately skilled staff in practice atlavels. The Service needs
individuals who are looking for new positions taoke the HPSS. As services
develop, the demand for skilled staff rises andetiean ever-increasing need for
the HPSS to:
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reduce the turnover of scarce staff;

make it easier and more attractive for staff tauratto practice;
attract the right people into the HPSS; and

implement a modernised pay system.”

The element of the Strategy thus recognises the toefecus effort on retention and the
working environment staff experience.

The third element is that of education and trainifigpe key elements of this recognised by
the Strategy, include:

“we want to consolidate a culture where manageiomnise the benefits of
education and training and where investment infsta¥elopment is seen as an
investment in an improved service. The Strategg &om

promote learning for all staff, with an equal empisaon groups who do not
hold professional qualifications;

develop, maintain and support a culture of lifeldagrning throughout the
HPSS;

ensure that there is a business focus to all trajrand development
programmes; and

strengthen capacity within the HPSS to manage ohaiffgctively.”

An Oral Health Strategy for Northern Ireland 4

Northern Ireland’s oral health is the worst in theited Kingdom. The Oral Health Strategy
aims to close this gap and to improve the qualityf® of people in Northern Ireland by:

improving the oral health of the Northern Irelarapplation; and
reducing the inequalities in oral health within gociety.

The strategy urges oral health professionals tod@n prevention, to link with other
complimentary health promotion programmes in otdanaximise efficiency and to further
develop partnerships with those outside the heaittor including schools, community
groups and local councils.

The strategy advocates an approach which encounegéth professionals to work together
where oral and non oral conditions share commdnfaistors in order to maximise resources
and ensure that a consistent preventative messageen to the public. The strategy also
recognises that to improve health, reduce inegesl#nd make gains sustainable other
sectors must be engaged including education, teainapd pharmaceutical.

There are significant inequalities with respedbi¢alth in general in Northern Ireland.
Health — oral and general — varies across sooilgings. In general poorer individuals
tend to have poorer health than those who arerlwgtteln addition there is a negative
correlation between the groups most needing atods=alth services (including dental) and
utilisation levels — those most needing treatmeatoften those least likely to access it.
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The major focus of the Strategy is on preventiBrevention can occur at the community,
group or individual level. One of the most sigesfint interventions is community water
fluoridation which as yet is not available in Nath Ireland. The strategy states that in
some trusts there are no dedicated oral healthgiromstaff and as a result oral health
promotion programmes are suffering. There is godpnity for a preventative focus
within the GDS however for this to be fully effaaiGDS remuneration must support it.

The strategy also makes recommendations arounéssaidg inequalities faced by children
and adults with disabilities. Incidences of peopith disabilities are likely to increase over
the coming years. There are higher levels of unmaed in this group and in addition
services (treatment and preventative) are not #dsdexeeloped. In addition legislation such
as the Disability Discrimination Act ensures thastgroup of patients are more protected
than before.

Some of the key recommendations set out in therdentiinclude the following:

Oral Health should be represented on the Healtm®tion Forum so that
partnership working, operational efficiency and glation health gain are
maximised;

there should be a minimum of one whole time eqgeiviperson per Community
Trust committed exclusively to the organisation andrdination of oral health
promotion activities;

to improve both general and oral health the DHS&®&rds and Trusts should
work with educational authorities to ensure thbhsehools, including special
schools, are free from vending machines sellinggugnacks and drinks;

as it is the most effective, cost-effective anditdpe way of improving population
dental health the DHSSPS will work in partnershithwther stakeholders to
examine the feasibility of fluoridating Northerreland’s public water supplies;

the new Primary Dental Care strategy should engaudantists and DCPs to
provide, where appropriate:

- one-to-one dietary advice and teaching of orgidne skills;
- fissure sealants; and
- topical fluoride.

the boundaries of orthodontic treatment for hedtdsons and orthodontic treatment
for purely cosmetic reasons should be clearly @efim the strategies for the GDS
and CDS;

the training of dentists, dental nurses, hygierasis therapists should include
practical experience in the management of thode syiecial needs. Appropriate
postgraduate training should be available for tivase wish to develop their skills
in the treatment of people with disabilities;

the philosophy of lifelong prevention of dentalatise should be adopted by all
dentists;

4 An Oral Health Strategy for Northern Ireland — ArBultation Document DHSSPS September 2004
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as older adults have the poorest levels of detteh@ance, innovative approaches
should be employed by the DHSSPS, Health Board$sameral Dental
Practitioners to increase dental service utiligatimong this group;

Dentists should opportunistically screen ‘at rightients for oral cancer; and

in modernising primary dental care services, colm@nsive access to appropriate
dental care should be safe guarded.

The strategy sets out a number of key targets todieover the coming years including:

Area Recommendation
Children’s Oral |- By 2013 at least 60% of 5 year olds should be frem dental
Health decay experience (45% in 2002)

- By 2014 reduce the gap between the best and wciisbl decay
scores for 5 year olds by 30%

- By 2013 at least 50% of 12 year olds should be from  dental
decay (36% in 2002)

Adult Oral - By 2008 reduce the proportion of adults withooy aatural teeth
Health to 8% or less (12% in 1998)

- By 2007 reduce the proportion of dentate aduitk at least
one tooth with active root decay to 10% (12% if&9

- Reduce the proportion of adults with attachmess lof 4mm
or more on at least one tooth from 39% to 34% @362

- Reduce the proportion of adults reporting attleas
problem related to oral health from 47% to 4092b98.

A Review of the Community Dental Service 5

The review of the CDS was carried out in 2003. fEmms of reference of the review
required:

an assessment of the current status of the CDS;
the future role of the service to be set out; and
an action plan to take the service forward.

The CDS was established as part of the 1974 rersag#n of public services. Since then
the range and variety of client groups seen byab& has widened considerably. A mid
term evaluation of the 1995 Oral Health Strategyjated the driving force behind the CDS
review. The core recommendation of the review tlias a corporate plan should be
developed for the CDS so that clear aims and algector the CDS are produced. The
review found that the service is fragmented andithacked clarity in its key aims and
objectives. It found that there was variationhia activities undertaken across trusts and
how these were recorded.

The review identified sixteen core issues that iregaction. These were grouped under
three headings:

5 A Review of the Community Dental Service — A Cdreibn Document. DHSSPS. December 2003.
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the future role of the CDS;

the public health function; and

support systems.

Against each of the sixteen issues identified renendations were made to address the
issue. In some cases this involved more than ec@mmendation. The issues and
recommendations identified included the following:

Key Heading

Issue

Recommendation

Future Role
of the CDS

Lack of a clear long term
direction or vision for staff
in the CDS.

Establishment of a working group
responsible for formulating a corporate
plan which will include a definition of the
role of the service and quantifiable aims
and objectives.

Wide variation in
programme of care activity
between trusts.

Inappropriate referrals fromneeds to be laid out.

the GDS due to lack of
clarity on the role of CDS.

Requirements of special needs patients
should be prioritised. Agreed definition @
what is covered under the term special

Examination of how community-based
dental consultants and clinical attachmer
schemes should be organised and the liK
costs involved in each.

The Public
Health
Function of
the CDS

With respect to school
dental screening there is
considerable variation in
relation to the age groups
seen, equipment used, link
with the child health systen
and consent procedures
used.

Boards and trusts should make every eff
to agree and implement regional school

=)

screening guidelines as soon as possible.

—

ely

DIt

Some CDS staff are
involved in research
projects; however this has
developed in the absence
any formal research policy

Compilation of a register of all CDS staff
with an interest in research. Developme
of a formal CDS research policy which
obddresses funding, relationship between
research and training and CDS research
links with local and national research
institutions.
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Support
Systems for
the Future
Role of the
CDSs

There is considerable
variation on the type of
information recorded and
the method of collection.

Establishment of a Dental Information an
ICT systems project which initially aims t

activity data.

All CDS units to be suitably equipped an
staff adequately trained to efficiently use
the Health and Care number.

IT links to be developed between CDS
areas and with HDS and GDS in the long
term.

of CDS and DHSSPS personnel to
undertake the Dental Information and IC]
systems project.

|®)

standardise definitions for the collection of

=

Development of a working group made up

The CDS is operating undé
increasingly difficult
circumstances which is
leading to low morale and
increased levels of sicknes
absence.

2rA job evaluation exercise is required to
ensure standardisation and equality of
opportunity for staff. A skills survey
should be undertaken to identify any gap
sin expertise. Individual staff appraisal
should be introduced which will link with
the strategic aims and objectives of the
CDs.

[72)

Out of the key recommendations the review prodsdedction plans which collated the
recommendations into logical areas:

The Corporate Plan;

Information Management;

Staff Development and CPD;

Research and Identification of Best Practice;

Clinical Governance; and

Oral Health Promotion.

Finally the review recommended that a dedicategeptananager be appointed to coordinate
and ensure delivery of the agreed action planalsdt suggested an alternative approach
which would involve assigning functional responidipifor key areas to the Board Dental

Directors.
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The Future of Dentistry in Northern Ireland — A Sur  vey of All Dental
Practitioners 6

This survey was carried out on general dental pi@otrs across Northern Ireland.
Responses were received from 476 GDPs. The sgreey included practice owners,
associates and vocational trainees. The majdritgsgpondents were male (62.8%) and
working in multiple handed practices. The key fimg$ from the survey include:

45% of respondents carried out 10 sessions per;week

75% of respondents devoted more than 80% of déntalto the Health Service, this
is projected to fall considerably over the nexeang;

the most significant issues faced by GDPs inclh@er¢muneration system (33.8%),
maintaining quality of treatment (18.9%) and paels (13%);

45.6% of respondents reported that they were dfisat with general practice
dentistry in Northern Ireland, 28.2% reported tialy were very satisfied,;

94.3% of GDPs surveyed felt that they have a wlgay in preventing oral disease
but reported that remuneration for and attendandecampliance levels were
significant barriers to preventative work;

over 80% of practitioners saw a role for dentaliégists and therapists in
preventative dentistry;

most practitioners felt that improving oral heaktlmphasis on treatment quality and
pay were very important issues for any new printimgtal care system;

over 60% of respondents felt that not everyone Ishioave access to health service
dental care on the GDS;

over 75% of respondents thought that the rangeeafrhents offered under the
health service system should be revised,;

the majority (66.6%) of respondents indicated dguemce to work in privately
owned premises;

most respondents felt that HSS boards should nat bantrol over where privately
owned practices are situated; and

57/8% of practitioners surveyed reported that tidynot employ a hygienist/
therapist.

Better Opportunities for Women Dentists 7

This survey examined the need for improvementléamployment opportunities for
women dentists in the NHS for England. It was wtadken in the light of the widespread
perception that women find it difficult to returm dentistry after taking a career break and
that 50% of women in dentistry work no more tham elquivalent of two days per week for
the NHS.

6 The Future of Dentistry in Northern Ireland — Ay of All Dental Practitioners. DHSSPS March 200

7 Better Opportunities for Women Dentists. Dame Magt) Seward. September 2001.
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The review had wide reaching aims including ingsging the experiences of women
dentists in VT, finding posts as associates ostsis and in establishing themselves as
practice owners in GDS, establishing the reasohsbtléhe decision to work part-time,
examination of the obstacles to part-time workind mspecting the challenges women face
in returning to dentistry after career breaks.

The survey reported on issues including workingcas of female dentists, difficulties
faced by female dentists seeking flexible employtngaining opportunities, representation
on professional dental bodies and work life balaesees.

The report sets out a number of recommendationesasidg working patterns, returning to
dentistry, practice ownership, career satisfactiod advice and other relevant issues e.g.
accounting for increasing diversity in the workm@ac

Workforce Planning for Dentistry in Scotland 8

This report, the most recent in a series of wokdgslanning reports, aims to explore the
number and shape of the workforce required to tieeneeds of the oral health care system
in Scotland. The report is set in the context obatinuous approach to workforce planning.

An updated supply model is provided which incorpesahe most recent data including the
continuing rise of GDPs in years 2001 — 2003 aedrhreasing percentage of female GDPs
entering the profession. The utilisation modeinestes the future number of GDPs required
for the utilisation of dental services. The uéitisn model is made up of sub models which
consider population projections, participation saggtendance figures, treatment rate and
dentist activity.

The report suggests that the demand for dentali€aigng. Some of the factors attributed
to this rise in demand include increased oral heaitreased affluence, increasing numbers
of GDPs, societal changes, consumer preferencedeandgraphic changes. The report
concludes that an integrated approach which roytocwlates data is necessary for
workforce planning.

8 Workforce Planning for Dentistry in Scotland. NiE8ucation for Scotland. June 2004.
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The Private Dentistry Market in the UK ¢

This was an investigation carried out by the Offi€€air Trading (OFT) in response to a
‘super complaint’ from the consumers associatibhe OFT sought to examine the nature
and structure of the market, impact of regulatideel of consumer information and choice
and complaints and redress procedures. The kdinfis from the market study included the
following:

the private dentistry market has expanded rapidjyowing over 60% between 1997
and 2001 and currently valued at £1 billion;

most private dentistry is provided by practiceg #iso provide NHS treatment;

there is a significant information gap. It is ditflt to get information about the
differing price and quality of services offered\mrious practices and it is not
always clear what procedures are available undeNtS. In addition there is a lack
of quality assurance procedures;

unlike the NHS there is no universal complaintseairess procedure for private
dentistry; and

there are regulations on the supply of dentistryises for DCP’s and corporate
bodies which are not helpful.

The OFT set out a number of recommendations aimipsoving customer information,
addressing the lack of complaints and redress dwwes, helping customers change dentists
and lifting unnecessary restrictions on the busidslentistry. The study predicts that the
demand for private dentistry will continue to gramd concludes that the recommendations
should be taken as a whole.

Department of Health/ Faculty of General Dental Pra  ctitioners (UK)-
implementing a Scheme for Dentists with Special Int  erests
(DwSils) 10

This framework document provides guidance for ggstaind PCTs on the concept of
dentists with special interests (DwSIs). Servigewided by GPs, nurses and Allied Health
Professionals (AHPs) with special interests areaaly well established in the NHS, and are
making a real difference to patients, and to theise as a whole.

DwSI's provide a service which is complementargégondary services as a whole, but they
do not replace those dentists who have undergaengaiming required for entry to the
specialist lists.

The document states that special interests magimeuistrated by dentists through the
completion of formal training programmes or expecie based evidence.

9 The Private Dentistry Market in the UK. Office féair Trading. March 2003

10 pepartment of Health/ Faculty of General DentaldBtioners-Implementing a Scheme for Dentists with
Special Interests (DwSls). Department of Healthy @04
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NHS Dentistry: Options for Change 1t

This report sets out proposals and suggestiona feew NHS dental service for England.
Options for Change began as a Department of H&#Htirking Group. Representatives of
the dental profession, including the BDA, and patgroups were invited to participate in its
work. The report was designed to build upon exgsthitiatives aimed at modernising NHS
dentistry. The Working Group's purpose was to hgvédeas about how primary care
dentistry could be modernised. The three mairc®ponsidered were:

a new deal for patients;
systems of delivery of dental care; and

education, training and development of the deptint

The report sets out a number of priorities for@cin the areas of local commissioning and
funding, methods of remuneration for general demtattitioners, prevention and an oral
health assessment for patients, clinical pathwafggration and communication

technology, practice structure, development ofdinelopment team and patient experience.

In essence the principles of the reform are:
local commissioning and remuneration of GDPs;

improved service and care for patients throughrebeitcess to care, better
information to patients and the development oficlihpathways based on best
practice and available evidence base; and

practice structure and organisation and team dpusiot.

The reforms were scheduled to commence in Aprib28ih the financial year 2004/ 5
being a ‘shadow year'.

A Survey of Dental School Applicants’ Career Intent  ions and the
Balance with Family Life. 12
This survey carried out on applicants to DundeeMadchester dental schools assessed the

career plans of prospective dental students andtheyvsee their work life balance. The
key findings from the study include:

majority (91.3%) see themselves working full timeem they enter the workforce;

65% planned to enter the GDS on qualifying, 15%rided to work in the HDS and
4.1% entering the CDS;

of those planning to enter the GDS only 2.8% ofipigeants reported that they
would work in an exclusively NHS practice with thejority (89.7%) expressing a
wish to work in a mixed NHS/ Private practice;

nearly half (44.5%) reported that they would takestout of their career to
concentrate on childcare when children were ofsutesol age, with 7.1% planning

11 NHS Dentistry: Options for Change. Department efikh. August 2002.

12 A survey of dental school applicants’ career ititers and the balance with family life. F.M.J. StetyJ.R.
Drummond, L. Carson and G. Hoad Reddick. Britismt2eJournal, Volume 198. June 2005.
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to take time out until children completed primadueation and 3.7% until children
were fully independent;

overall, 90% of females and 70% of males repotteg anticipated taking time out
of varying lengths before children started schaaol

72.9% of respondents felt that a postgraduate fegpaion would advance their
career prospects.

While the authors conceded that the sample grogpowie young and therefore maybe
somewhat naive they drew a number of conclusionthyof note, especially in the context
of workforce planning:

if both females and males are going to take cdmesaks in the future, this will
exacerbate the problems of shortages in the dewotddforce;

although women may be taking shorter breaks wheylthve children, it would
appear that many would still return on a part-tlmasis, again affecting the available
workforce;

even at this early stage, most applicants recoghést is unlikely that they will
work exclusively in the NHS; and

given the large proportion of respondents whotfedt a postgraduate qualification
would help their career, the implications of thisuld have a profound effect on the
present capacity for postgraduate education. wdtidres to the traditional study
route within the hospital setting need to be dgwetbto create pathways for GDPs
and CDS dentists.

Key Findings from Literature Review
The review of the literature above can be summaiis¢he following key points:

there are a number of national and local strategespolicies which will impact on
the work of dentists through a greater focus owgmtéon, increase the number of
dentists required and increase the demand for Idesrizces;

locally the Oral Health Strategy sets out challagdargets for improving oral
health over the coming years. Also, the forthcaptnimary Dental Care Strategy
will shape the delivery of dental care in the cagnyears;

the increasing focus on preventative dentistrikedy to have a significant effect on
the type of work carried out by dentists, leadim@ treduction in restorative work in
the future - the benefits of this are likely todsen over a longer time frame;

the CDS review sets out a dedicated set of aclemmspaimed at addressing issues
affecting the CDS;

the profession will continue to attract a high nembf female professionals and
provisions need to be put in place to accounttiincrease and for the particular
needs of the female workforce;

workforce planning reviews conducted in England Sndtland point to an
undersupply of Dentists to meet the demand in thesas;
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the private dentistry market continues to grow aaitlikely be subject to more
rigorous monitoring; and

initiatives such as DwSils are being introducedamloat the skills shortage and
provide a career path for GDPs and salaried demtighin the CDS.

Recent Contractual Changes

It is important to reflect on recent contractuadieges currently impacting on certain parts of
the dental workforce and likely to affect workfordgnamics in the coming years. This
section focuses on key developments since thequsveview was undertaken in 2002.

New Consultants Contract

The New Consultants’ Contract was introduced in2280d offered consultants in
post prior to 15 January 2004 the option of takipghe new contract or remaining
on their existing terms and conditions of employmeXll posts advertised after the
15 January 2004 are offered under the terms afi¢ieconsultants’ contract. The
new contract changes the measure of consultantk,wod attaches a time value to
programmed activities.

The new consultants’ contract is designed to pmwadnuch more effective system
of planning and timetabling consultants’ duties antivities for the HPSS and thus
delivering patient outcomes. For HPSS employéis will mean the ability to
manage consultants’ time in ways that best meel kgrvice needs and priorities.
For consultants, it will mean greater transpareatmyut the commitments expected
of them by the HPSS and greater clarity over tippstt that they need from
employers to make maximum effective contributioimmproving patient services.

The basic salary for whole-time consultants releccommitment of ten
Programmed Activities per week. Salaries for panttappointments are paid on a
pro-rata basis. Extra programmed activities caarbenged by agreement between
the consultant and the employer. It is also inéehithat the new consultant contract
will provide the necessary flexibility for thosertultants who wish to work part-
time.

European Working Time Directive

The European Working Time Regulations were intredlicto Northern Ireland in
1998. These regulations created measures to ptbeehealth and safety of workers
and aim to ‘improve health and safety at work dyoducing minimum rules for
employees relating to daily and weekly rest periogst breaks, annual leave
entitlements, length of working week, and on nigbtk’.

The main provisions of the European Working Timeebiive (EWTD) are:
no more than 48 hours work per week (averaged aveference period);
11 hours continuous rest in 24 hours;
24 hours continuous rest in seven days (or 481htg idays);

20 minute break in work periods of over 6 hours;
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four weeks annual leave; and

for night workers an average of no more than diglirs work in 24 over the
reference period.

Summary

The changes in working patterns and contractualigdsdiscussed above are aimed
at improving some aspect of ‘quality’. The quaattite impact of these changes is
not as yet clear. The magnitude of the effect@emahd for dentists is difficult to
assess since the benefits in terms of patientvadireffset part of the extra time
involved in activities aimed at improving quality.

The structure of the DEntal Workforce

Workforce Structure
The dental workforce is split into three areas:

General Dental Service (GDS);
Community Dental Service (CDS); and
Hospital Dental Service.

This section sets out a brief description of theasas along with the career structure for
dentists and should be reviewed in conjunction Witjure 4.1.

Figure 4.1
Career Pathways for Dentists in Training
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* In the majority of cases, on completing VT Detttiwill take a post in a general practice as arogisse
Dentist, in a small number of cases some go diréatbeing practice owners.

** The position of Assistant Dentist is often take by those people who have not being able toreec¥T
post and is not normally an option on the careénvpay.

*** For those who wish to work as an Oral and M#fcial Surgeon a medical degree must be complated
to or alongside SHO grade.

Vocational Training and General Professional Traini  ng

Vocational Training (VT) is a mandatory pre requeisb working as a Dentist. This is a one
year programme which most Dentists will completectly on graduating from their Dental
Degree. The VT programme involves the Dentist dp@ilaced in a general practice and
working alongside an experienced Dentist and atemding a number of day release
sessions and producing three projects.

The VT programme is geared to providing Dentistihskills relevant to general practice.
The programme is coordinated by the Northern lietlsliedical and Dental Training Agency
(NIMDTA). There are usually 24 VT places offeredNorthern Ireland each year. Most

Vocational Trainees will enter a career in the Gir&NS< an completion of their VT.
Consultant
General Professional Training (GPT) is a two /ering general, community

and hospital dentistry. There are four GPT pla..__....._ __. , 2ar in Northern Ireland.
Typically the format is three days per week in gahpractice and two days in community/
hospital. It is not a two year VT programme. GBRlso coordinated by NIMDTA and
trainees must attend a number of day release ssssio
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General Dental Service

The majority of the dental workforce is employedhe GDS. Dentists in the GDS are
independent contractors who work under the NH$&dtem system. Some dentists in the
GDS work exclusively under the fee per item systéniie others undertake a mixture of
NHS and private work.

Dentists working within the GDS are either practieeners or associate dentists. There are
also a separate group — assistant dentists whoiwdnke GDS. This group of dentists
encompasses those dentists who have not completied/bcational Training. The position
of assistant dentist is not one which is tenabkhénlong term. It creates increased risk for
practice owners and it is difficult for the DHSS#Strack’ these individuals.

Community Dental Service

The CDS is the salaried arm of the primary dergalises and employs 189 whole time
equivalent staff across the 11 community and mikects in Northern Ireland. The CDS
makes up approximately 10% of the overall dentishgliment in Northern Ireland. It has
been in existence for over 20 years and developedfdhe old school dental service.

The CDS provides care for individuals who:
would not otherwise seek treatment under the GDS;
are unable to seek treatment under the GDS; or
require treatment not generally available in theSGD

CDS is commissioned by Directors of Dental Servioesach of the Boards, or in the case
of the SHSSB and NHSSB a Consultant in Dental Bwbdialth. Within each trust the
service is managed by Clinical Directors and ded#deSenior Dental Officers, Dental
Officers and DCPs.

Hospital Dental Service

The HDS in Northern Ireland encompasses a grogpefialists working in oral and
maxillofacial surgery, oral medicine, oral pathglpgrthodontics, restorative and paediatric
dentistry. Hospital dentistry has close links withmedical specialities to treat dental
disease that must be eradicated before complexcalddéatment e.g. pre-cardiac surgery,
prior to radiotherapy or bone marrow transplanthose patients who are not suitable for
treatment in general dental practice due to thedioal condition.

Dentists choosing to work in the HDS must comptbe&sr primary dental degree and the VT
(or GPT) before applying to become a Senior Houi$ieed within a hospital where they

will gain general experience of the range of h@dipecialties. Trainees wishing to enter
specialist training must obtain an MFD/S (Membepsifithe Faculty of Dental Surgery) of

a Royal Surgical College. Further training in thesen specialty is undertaken as a
Specialist Registrar within the hospital setting #nis combined with study enables the
individual to gain appropriate membership of a R@@llege and work towards becoming a
consultant. The exception to this is those chapsrwork in Oral and Maxillofacial

Surgery where completion of a medical degree iesgary. This has to be completed before
specialist training.

Staff working in the HDS in Northern Ireland areséd at five sites:
The Royal Victoria Hospital, Belfast;

The Ulster Hospital, Dundonald;
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United Hospitals;
Craigavon Hospital; and
Altnagelvin Hospital.

Regional Service clinics are also held in AntrinreAmHospital, Coleraine Hospital, Daisy
Hill Hospital, Erne Hospital, Mid-Ulster Hospitahd Tyrone County Hospital.

Analysis of Current Position

Introduction

This section details the current level of provisafrdental professionals, in the Hospital
Dental Service (HDS), the Community Dental Ser¢€BS) and the General Dental Service
GDS). It also details other dental professiondis work within or related to the HPSS.

The following characteristics of the current wond® are detailed in this section:
Service;
Trust;
Age;
Gender; and
Part-time/Full-time working.
For the purposes of this report, the three maiviceareas are detailed separately.

All of the information is based on the HRMS annlirn to the DHSSPS as at March
2005, or information provided by the Central Seegid\gency (CSA). In addition, due to
gaps or inconsistencies in the data, a small nuigpdates have been provided by
members of the project steering group. Given thallssize of the workforce, steering group
members have been able to derive data from thewledge of individual staff working in
the profession.

Whilst it is recognised that there may be minocipancies in the payroll data e.qg.
differences between trusts in classification offstaspecialties, and that some changes will
have occurred since March, the overall data isidensd robust enough for the level of data
modelling required.

Unless otherwise stated the numbers represent diaiticot whole time equivalents
(w.t.e.). Note thatlue to data protection sensitivity, groupings of fie persons or less
cannot be detailed This is indicated by an asterisk (*) where ajppiate.

Summary headcount figures for each element of #natd profession are shown in Table
5.1 below:

Table 5.1
Overall Dental Profession Headcount by Service Area

Headcount
Hospital Dental Service 58
Community Dental Service 94
General Dental Service 726
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Others* 18

Total 896
Source DHSSPS
* - the Others group shows dental professionalsl@yep by Boards and the Department
and are not included in workforce planning givesittlsmall number and very specific role.

The key workforce trends are outlined in the sutiges below:

Hospital Dental Service
Table 5.2 shows the total number in each gradepgro@005:

Table 5.2
Hospital Dental Service by Grade Group as at 31st krch 2005

Headcount WTE
Consultant 13 13.00
Joint Appointments 12 6.00
Associate Spec * *
Staff Grade * *
Special Reg 8 6.80
SHO 19 19.00
Total 58 49.90

Source DHSSPS & QUB (* 5 persons or less)

It can be seen that the largest element of theitabsyorkforce comprise the SHO group,
followed by the consultants’ group. Joint Appoietms are Consultant members of staff
who hold a half-time NHS appointment and a halfeti@ueen's University appointment.

These are basically academical appointments witmizal service commitment, and are
defined as 6 wte by the project steering group.

Table 5.3 expands the headcount figures aboveotw #e gender breakdown by grade
group:

Table 5.3
Hospital Dental Service by Grade Group & Gender asit 31st March 2005

Hospital
Female Male Total

Headcount| WTE | Headcount| WTE | Headcount| WTE
Total 21 19.70 37 30.20 58 49.9(
Percentage of
workforce 36% 64%
Headcount to WTE
ratio 94% 82%0** 86%0**

Source DHSSPS & QUB (* 5 persons or less)

** Note that the headcount to WTE ratios for mstiaff include Joint Appointments and
therefore do not reflect the true ratios. WhemtlAppointments are discounted, the ratios
change to 97% for male staff only and 95% for tthel HDS.
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The gender mix of the consultant grade is predontipanale. Moving down the grades, the
female population grows, and becomes the predormgranping at staff grade through to
SHO grade.

Figure 5.1 shows the breakdown of gender by agedoh grade group:

Figure 5.1
Hospital Dental Service by Grade Group and Age Prale as at 31st March 2005
HDS Headcount by Age Group
65+
60 - 64 ‘ J
55 - 59 ‘
o 50-54 O Consultant
§ | @ Joint Appointments
B 45-49 .
o \ O Associate Spec
(2]
< 40-44 I O Staff Grade
35-39 I B Special Reg
3034 @ PRHO/SHO
\
25-29 P
0% 20% 40% 60% 80% 100%
Totals

Source DHSSPS & QUB

Data protection limitations do not allow genderdme breakdowns to be displayed.
However, breaking the hospital workforce down bgdgr shows a split of 36 per cent
female and 64 per cent male. The age profile @f¢male element of the workforce is
significantly lower than that of male staff.

Analysis would also show that in the lower age Isané. 25-29 and 30-34 there is a higher
proportion of female staff, thus indicating thag thverall ratio of 36/64 per cent is changing
to give a much higher proportion of female staftha future.
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Table 5.4 shows the breakdown of grade group bgtTru

Table 5.4
Hospital Dental Service Staff by Trust as at 31st ldrch 2005
Total

Trust H/C WTE
Altnagelvin Group HSS Trust 8 8.00
Craigavon Area Hospital Group HSS Trust * *
Royal Group of Hospitals HSS Trust 36 29.10
Ulster Community & Hospitals Group HSS Trust 11 9.80
United Hospitals Group HSS Trust * *
Total 58 49.90

Source DHSSPS & QUB (* 5 persons or less)

The Royal Group of Hospitals Trust has the highestber of dental staff, reflecting its size
and teaching role.

Table 5.5 shows the joiners and leavers for thefilgs years. (A joiner or leaver is an
addition or removal of a National Insurance nunfbem the HRMS system, and therefore
includes graduate joiners):

Table 5.5
Hospital Dental Service Joiners and Leavers as atl8t March 2005

March March March March March

00/01 01/02 02/03 03/04 04/05

H/C | WTE |H/C | WTE |H/C [WTE |H/C [WTE |H/C |WTE
Total
Joiners 15 | 1450 12| 1200 12 1140 18 1659 12 10.68
Total
Leavers 12 | 1150 11| 1000 13 1159 1D 9.09 16 1359

Source DHSSPS & QUB

Joiners and leavers “churn” is highest in the SHaup, reflecting the movement of staff
into and out of the workforce to gain training aperience outside the HPSS, and to return
to the HPSS. Annual numbers average around terreand ten joiners.

Other staff groupings show between one and twecelsaand joiners annually.
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Community Dental Service

The data for the Community Dental Service was pradately supplied by the project
steering group through personal knowledge of thekfsoce. The HRMS data supplied by
the Department contained obsolete grades, and riaggital dental and community dental
staff together. Thus the steering group felt iswaore appropriate to use more up to date
grade data and definitions. (However, the numbepplied for the dental officer grade by
each data source were of similar magnitudes.)

The steering group were unable to supply whole tiopgivalent data for the dental officer
grade group, just headcount figures. However,rgthe close correlation between the
headcount figures from the Departments HRMS andi#ta provided by the steering group,
the whole time equivalent data from HRMS was ajpigethe headcount data from the
steering group. This was felt to be an appropagieroximation for workforce planning
purposes.

Table 5.6 shows the total number in each gradepgro@005:

Table 5.6
Community Dental Service by Grade Group as at 31d¥larch 2005
CDS WTE
Clinical Director 9 8.90
Senior Dental Officer 20 16.11
Dental Officer 65 44.89
Total 94 69.90

Source DHSSPS & Project Steering Group

The largest proportion of the workforce is maddrom the dental officer grade.
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Figure 5.4 shows the gender breakdown by gradepgrou

Figure 5.4
Community Dental Service by Grade Group & Gender ast 31st March 2005

Community Dental Service by Gender

Dental Officer

Senior Dental
Officer o Female CDS

m Male CDS

Grade

Clinical Director

0% 20% 40% 60% 80% 100%
2
o

Source DHSSPS & Project Steering Group

The CDS dental workforce is predominately femaligh &n overall ratio of 74 per cent to 26
per cent female to male. This ratio is also reélddn the senior dental officer and dental
officer grades, with the split in clinical directbeing relatively balanced.

the headcount to whole time equivalent ratio fomical director is 98%;
the headcount to whole time equivalent ratio forigedental officer is 81%;
the headcount to whole time equivalent ratio fartdkofficer is 69%; and

the composite headcount to whole time equivaldrd far the community dental
service is 74%.
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Figure 5.5 shows the breakdown by age for eachegyeaup:

Figure 5.5 (a)
Community Dental Service Age Profile as at $1March 2005

Dental Officer
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

‘D25-29l30-34|:|35-39|:|40-44I45-49El50-54l55-59|:|60-64l65+‘

Source DHSSPS & Project Steering Group

As might be expected, the age range of those i s®@mior CDS positions is higher than for
those in the Dental Officer group. Small cell sid® not allow us to present data on gender
by age. However, analysis of this data showsttiehigh proportion of female staff in the
workforce is representative in each age band, atitig that this high ratio of female staff

will be maintained in the long term. Indeed, ie tbwer age brackets, i.e. 25-29 and 30-34
groupings, there are currently no male staff, iatiigy that the workforce is likely to

continue to be female dominated.

Table 5.7 shows the breakdown of grade group bgtTru

Table 5.7
Community Dental Service Staff by Grade Group & Trust as at 31st March 2005
Total

Trust Headcount WTE
Armagh and Dungannon HSS Trust (whole SHSSB) 14 394
Causeway HSS Trust 6 4.90
Down Lisburn HSS Trust 13 8.21
Foyle Community HSS Trust 9 6.86
Homefirst Community HSS Trust 17 13.51
North & West Belfast HSS Trust 10 8.55
South & East Belfast HSS Trust 10 7.00
Sperrin/Lakeland HSS Trust 8 5.60
Ulster Community & Hospitals Group HSS Trust 7 5.84
Total 94 69.90

Source DHSSPS & Project Steering Group
General Dental Service
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The data for the general dental service was supplighe Central Services Agency (CSA)
who maintain GDS contracts. The data availablendidallow analysis of whole time

equivalents. Although the CSA system does allawis data, in reality, the whole time
equivalent data supplied by GDS staff to the CSéeismed to be unreliable and not kept up

to date.

Table 5.8 shows the gender breakdown for the G2 15:

Table 5.8

General Dental Service as at 30 June 2005

Percentage of Total

Female
Male

307
419

42%
58%

Grand Total

726

Source CSA

Figure 5.6

General Dental Service by Gender and Age as at'3Qune 2005
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It can be seen that the workforce is male oriedtatehe higher age groups, with the
proportion of female staff steadily getting higlasrage reduces. This would indicate that
the GDS workforce will become predominately femalientated in the longer term.
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Table 5.9 and Figure 5.7 show the breakdown of2B& by places of study:

Table 5.9
General Dental Service Places of Study by Percenea@plit as at 38 June 2005

Age Range Percentage Studied in| Percentage Studied Outside
Northern Ireland Northern Ireland
24-29 58 42
30-34 50 50
35-39 62 38
40-44 67 33
45-49 77 23
50-54 82 18
55-59 86 14
60-64 65 35
65-69 0 0
Total 64 36
Figure 5.7

General Dental Service Places of Study by Quantitys at 3¢' June 2005
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It can be seen from Table 5.9 and Figure 5.7 teatists who studied outside Northern
Ireland make up a significant percentage of the @&force. This is particularly
prevalent in the lower age bands, with Dundee, DuBdinburgh (dental school now
closed), and Glasgow being notable sources of Herggessionals in the GDS. Of the 726
dentists currently practicing, these four univéesitaccount for 20 per cent of the total
workforce.
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This analysis would therefore indicate that a nunadé@ther universities could be
considered to be traditional sources of HPSS rescrdi is considered most likely by the
project steering group that the staff who trainetsidle Northern Ireland are Northern
Ireland people who were unable to secure a plauiens University. (Note that place of
study refers to place of primary dental degreeraid/T place of study).

Analysis of contracts shows there is a signifigannber of staff with multiple contracts
including with one or more Boards.

Table 5.10 summarises the number of contractsishei Dental Professionals hold with
each Board:

Table 5.10
General Dental Service Dental Surgeries as at 3@une 2005

Total
2 places of work 96
3 places of work 11
4 places of work *
10 places of work *

(* 5 persons or less)

Figure 5.7 shows the number of dental surgeriassadiorthern Ireland:

Figure 5.7
General Dental Service Dental Surgeries as at 3@une 2005

Source CSA

Analysis shows the highest concentration of desugderies in the Greater Belfast area, with
a number of geographical gaps in the west of tbheiRce.

Graduate Dentist Supply
Table 5.11 and Figure 5.8 shows projected gradusfiem Queens University:

Table 5.11
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Projected Graduations from Queens University as aB0" June 2005

Male | Female | Totals Due to graduate
1% year 14 28 42 2008/09
2"%year 16 24 40 2007/08
3 year 11 29 40 2006/07
4" year 21 17 38 2005/06
5" year 18 23 41 2004/05
Source QUB
Figure 5.15
Projected Graduations from Queens University as aB0" June 2005
35
30
25
20
@ Male
15 | @ Female
10 -
5 m
O _
2008/09 2007/08 2006/07 2005/06 2004/05
Source QUB

Analysis of projected QUB graduations shows thatgraduate output will remain constant
for the next five years. However, it can be séw the trend of a higher female proportion
in the workforce is set to continue into the futuméh 2005/06 being the only exception.
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Predicted Supply & Demand Issues

Introduction

In this section we present a series of workforce@m®that estimate the number of dental
professionals required to meet service demand®ithiirn Ireland over a ten-year period
from 2006 to 2015. The workforce models have liansed in conjunction with the
Steering Group established for the project andased on analysis of recent patterns within
the workforce. Models have been developed fofdhewing three main groups of dental
professionals:

Hospital Dental Service. Table 6.1 shows the keydading the projection table
and Table 6.2 shows the HDS projections;

Community Dental Service. Table 6.3 shows thefkeyeading the projection table
and Table 6.4 shows the CDS projections; and

General Dental Service. Table 6.5 shows the keyelading the projection table,
Table 6.6 shows more detail on the service demactdrfs for the GDS planning
assumptions, and Table 6.7 shows the GDS projection

Hospital Dental Service Projections

Table 6.1 overleaf explains the supply and demantbfs used in the HDS model and notes
the basis for each projection and the impact omtbdel. Reliable quantitative data was not
always available as a basis for projecting the chpheach supply and demand factor
included in the models. Where it was not availabimates were derived from
consultation with key informants. All assumptiamsre agreed by the project Steering
Group.
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Table 6.1

Supply and Demand Factors — Hospital Dental Service

Demand Factors

Source

Impact on Model

Leavers

Average number people leaving the HDS gar ycluding retirements, and are indicated bindividual's
National Insurance number leaving the system. &@based on snapshots of HRMS taken in March each
year. Leavers may return to HPSS employment atiea $tage Source HRMS data

Increases number of posts to be
filled

Vacancies

Current number of vacancies in each bgraap spread over first three years of modelur(éntly five in the
HDS) Source - project steering group

Increases number of posts to be
filled

Skill Mix Benefits

Estimate based on DHSSPS guigangccounts for expected transfer of activity ferty undertaken by dentg
professionals to other health professionals (eatal hygienists). Due to small numbers of PCihing places
in NI no real impact is projected for thiSource - project steering group

| Reduces demand for dental

professionals to deliver services
(shown in models as a negative
demand)

Work-life Balance

To account for movement into fldg working practices. A factor of 2% of the camt workforce is added for,
years 1-5 and 4% for years 6-18ource — project steering group

Increases demand for dental
professionals to deliver services

Service and
Demand Change

To account for new / expanded services and otherldements that place increased demand on the arakf
Models show 30% increase in current workforce spmeer 10 years, as well as 40 % and 60% options.
Accounts for factors such as working time directwel new consultant’s contract.

Source — project steering group

Increases number of posts to be
filled

Supply Factors

Source

Impact on Model

Productivity Estimate based on DHSSPS guidancecoduats for targeted increase in output with exigstiorkforce = 2% | Provides supply of dental
of current workforce spread over 10 yeaSmurce - project steering group professionals to help meet Net
Demand
Vocational This is the number of graduates completing vocatitnaining expected to enter the dental professibinis Provides supply of dental
Training number is based on the views of stakeholders ii@&rd through the assignment. It is based on their professionals to help meet Net

historical experience, and shows different levélgraduate entry into the three professional ardasal
number of VT places is 28. Interviews suggested 925) of VT completions go to GDS, with the rentEn
going to the HDS (2) and CDS (1yource — stakeholder interviews

Demand

Joiners from
outside the HPSS

Average number people joining HPSS per year (basesiirveys for 2001-05). Surveys based on snapsiio
HRMS taken in March each year. Joiner surveyslghoat include movement between grades or Trusfs.

figures have been extracted and presented separ8@@lirce - HRMS

Provides supply of dental
professionals to help meet Net
Demand
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Table 6.2 shows the estimated supply, demand aptusu shortfall for the HDS:

Table 6.2

Workforce Projections — Hospital Dental Service

Leavers 14 14 14 14 14 14 14 14 14 14
Vacancies 2 2 1 0 0 0 0 0 0 0
Skill Mix Benefits 0 0 0 0 0 0 0 0 0 0
Work Life Balance 1 1 1 1 1 1 1 1 1 1
Service and Demand Change at 30% 2 2 2 2 2 2 2 2 2 2
Total Demand 19 19 18 17 17 17 17 17 17 17
Productivity 0 0 0 0 0 1 1 1 1 1
Vocational Training 2 2 2 2 2 2 2 2 2 2
Direct entry from out side the HPSS 15 15 15 15 15 15 15 15 15 15
Total Supply 17 17 17 17 17 18 18 18 18 18
| Over Supply/ Shortfall (-ve) [ -2 -2 -1 0 0 1 1 1 1 1
Service and Demand Change at 40% 2 2 2 2 2 2 2 2 2 2

Over Supply/ Shortfall (-ve) -3 -3 -2 -1 -1 0 0 0 0 0
Service and Demand Change at 60% 3 3 3 3 3 3 3 3 3 3

Over Supply/ Shortfall (-ve) -4 -4 -3 -2 -2 -1 -1 -1 -1 -1

Source: Deloitte
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Hospital Dental Service Summary

Based on the most recently available data fronDIHESPS’ HRMS system, there are
currently 58 staff in the HDS. The key dynamicstfis group are explained in Table 6.2.

The net result of these factors is a small undg@igumoving into a slightly higher
undersupply should service and demand change sedaa higher rate than the 30 per cent
used for planning purposes.

Community Dental Service Projections

Table 6.3 below explains the supply and demanafactsed in the CDS model and notes
the basis for each projection and the impact omtbéel. Reliable quantitative data was not
always available as a basis for projecting the thpheach supply and demand factor
included in the models. Where quantitative data m@ available, estimates were derived
from consultation with key informants. All assumopis were agreed by the project Steering
Group.
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Table 6.3

Supply and Demand Factors — Community Dental Servee

Demand Factors

Source

Impact on Model

Leavers

Average number people leaving the CDS gar ncluding retirements, and are indicated by an
individual’s National Insurance number leaving siystem. Surveys based on snapshots of HRMS tal
in March each year. Leavers may return to HPSS@ampent at a later stag&Source HRMS data

Increases number of posts to be filled
en

Vacancies

There are no current vacancies in the -Gib§ect steering group

Neutral

Skill Mix Benefits | Estimate based on DHSSPS guigan&ccounts for expected transfer of activity feriy undertaken by | Reduces demand for dental professionalg to
dental professionals to other health professiofi@sdental hygienists) and is calculated as &00.5 deliver services (shown in models as a
increase per year for 10 yeaBource - project steering group negative demand)

Work-life To account for movement into flexible vikimg practices. A factor of 1% of the current whorice is Increases demand for dental professionals to
applied across the 10 years, as the move towarkiblit work patterns has already had a significant | deliver services
impact on the CDS workforceSource — project steering group

Service and To account for new / expanded services and othezldements that place increased demand on the | Increases number of posts to be filled

Demand Change

workforce. Models show 30% increase in current iande spread over 10 years, as well as 40 % and
60% options. Includes issues such as the impdetiofary Dental Care Strategfource — project
steering group

Supply Factors

Source

Impact on Model

Productivity Estimate based on DHSSPS guidancecoduats for targeted increase in output with exgstiorkforce = | Provides supply of dental professionals tg
2% of current workforce spread over 10 yed®surce - project steering group help meet Net Demand

Vocational This is the number of graduates completing vocatitnaining expected to enter the dental profession | Provides supply of dental professionals tq

Training This number is based on the views of stakeholdeesviewed through the assignment. It is basethein | help meet Net Demand

own historical experience, and shows different lewé graduate entry into the three professionehsr
Total number of VT places is 28. Interviews suge@®0% (25) of VT completions go to GDS, with th
remainder going to the HDS (2) and CDS ($purce — stakeholder interviews

Joiners from
outside the HPSS

Average number people joining HPSS per year (basesiirveys for 2001-05). Surveys based on
shapshots of HRMS taken in March each year. Jaimeeys should not include movement between

grades or Trusts. VT figures have been extragtedpresented separatelyource - HRMS

Provides supply of dental professionals tq
help meet Net Demand
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Table 6.4

Workforce projections - Community Dental Service

Leavers 5 5 5 5 5 5 5 5 5 5
Vacancies 0 0 0 0 0 0 0 0 0 0
Skill Mix Benefits 0 0 0 0 0 0 0 0 0 0
Work Life Balance 1 1 1 1 1 1 1 1 1 1
Service and Demand Change at 30% 3 3 3 3 3 3 3 3 3 3
Total Demand 8 8 8 8 8 8 8 8 8 8
Productivity 0 0 0 0 0 1 1 1 1 0
Vocational Training 1 1 1 1 1 1 1 1 1 1
Direct entry from out side the HPSS 6 6 6 6 6 6 6 6 6 6
Total Supply 7 7 7 7 7 8 8 8 8 7
| Over Supply/ Shortfall (-ve) [ -1 -1 -1 -1 -1 0 0 0 0 -1
Service and Demand Change at 40% 4 4 4 4 4 4 4 4 4 4

Over Supply/ Shortfall (-ve) -2 -2 -2 -2 -2 -1 -1 -1 -1 -2
Service and Demand Change at 60% 6 6 6 6 6 6 6 6 6 6

Over Supply/ Shortfall (-ve) -4 -4 -4 -4 -4 -3 -3 -3 -3 -4

Source: Deloitte

DHSSPS - Review of Workforce Planning for the Détriafessional Group




Community Dental Summary

Based on the most recently available data suppletie steering group supplemented by
data from the DHSSPS’ HRMS system, there are cilyréa staff in the CDS. The key
dynamics for this group are explained in Table 6.4.

The net result of these factors is a small undgidgumoving into a slight greater
undersupply should service and demand change sedaa higher rate than the 30 per cent
used for planning purposes.

General Dental Service Projections

Table 6.5 below explains the supply and demanafaatsed in the GDS model and notes
the basis for each projection and the impact omtbdel. Reliable quantitative data was not
always available as a basis for projecting the chpheach supply and demand factor
included in the models. Where quantitative data m@ available, estimates were derived
from consultation with key informants. All assutiopis were agreed by the project Steering
Group.
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Table 6.5

Supply and Demand Factors — General Dental Service

Demand Factors | Source Impact on Model
Retirees Projected retirees based on actual agéeproRetirement age is assumed to be $6urce CSA data Increases number of posts to be filled
Vacancies Number of vacancies projected in the GBBen the difficulties in deriving data to projgeDS Increases the number of posts to be
vacancies, the vacancies data used to plan wokkfinajections is based on the experience of therigte | filled
Group. Source project Steering Group
Service and Projected demand changes to the GDS Details ofabisr can be seen in the supplementary tabldeTab| Increases number of posts to be filleg

Demand Change

6.6 overleaf. Set at 15% with options at 20% abith &lso shownSource — stakeholder interviews and
steering group

Skill Mix Benefits

Estimate based on DHSSPS guigan&ccounts for expected transfer of activity ferty undertaken by
dental professionals to other health professiofi#sdental hygienists and therapists) and is depet on
the availability for fundingSource — stakeholder interviews

Reduces demand for dental
professionals to deliver services
(shown in models as a negative
demand)

Work-life To account for movement into flexible vkimg practices. Given the increasing proportioffienfiales in the| Increases demand for dental
GDS workforce, the headcount to WTE ratio is prigddo move to 75% in the next 10 years, equating t professionals to deliver services
an additional 90 dentists, or 9 per year for 10ye8ource — project steering group

Move to CDS Accounts for the number of GDS dentigt® move to the CDS annuallgource — stakeholder interviews Reduces the number of dentists

available to the GDS

Supply Factors

Source

Impact on Model

Vocational
Training

This is the number of graduates completing vocatitnaining expected to enter the dental professibinis
number is based on the views of stakeholders iierd through the assignment. It is based on their
historical experience, and shows different levélgraduate entry into the three professional ardasal
number of VT places is 28. Interviews suggested $95) of VT completions go to GDS, with the
remainder going to the HDS (2) and CDS ($purce — stakeholder interviews

Provides supply of dental professiong
to help meet Net Demand

Direct entry from
outside NI

Estimated number of GDS dentists moving to worklarthern Ireland. Generally comprises overseds g
Source — stakeholder interviews

taProvides supply of dental professiong

to help meet Net Demand
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Table 6.6

Specific Service and Demand Change Factors — Genéfental Service

Supply and Planning and Assumptions Impact on Model
Demand Factors
Increasing Assumption data used: Increases demand

Registrations

50% of the Northern Ireland population registergdates to 800,000 patients

1400 average patients per dentist

800,000/1,400 gives a whole time equivalent (WTE) @l dentists

Actual headcount is 726 giving a WTE ratio of 79%

Registrations assumed to increase at 5% per Yeguates to 40,000/1400 giving 29 WTE or 36
headcount

Move to Private

Steering group advises that 1,000 patients moyeitate practice per month or 12,000 per year

Net supply and demand changes

Practice 12,000/1,400 equates to 9 WTE or 11 headcount

Although the move of patients and dentists to peyaactice reduces the supply of dentists, it also

reduces the demand from patients who are no lmegeiving treatment through the NHS
Increase in An increase in preventative dentistry will imprabe dental health of the population and reducalémand| Assumed to be a net reduction in
Preventative for restorative dentistry. overall demand
Dentistry
Oral Health The oral health of the population is generally @aging through greater awareness and more self care | Reduction in demand
Improvements

Ageing Population

An ageing population who alsairetheir teeth longer is increasing the demanddstorative dentistry.
This is also compounded by the more complex resverdentistry needed for this population

Increases demand on dentistry

Patient Demand
Increases

Patients are requesting a wider range of dentaicgsy, for example orthodontic and cosmetic procesiu

Increase in demand
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Table 6.7

General Dental Practitioners

Retirees 10 10 10 10 10 10 10 10 10 10
Vacancies 7 7 6 0 0 0 0 0 0 0
Service and Demand Change at 15% 11 11 11 11 11 11 11 11 11 11
Skill Mix Benefits -1 -1 -1 -1 -1 -2 -2 -2 -2 -2
Work Life Balance 9 9 9 9 9 9 9 9 9 9
Move to CDS 2 2 2 2 2 2 2 2 2 2
Total Demand 38 38 37 31 31 30 30 30 30 30
Vocational Training 25 25 25 25 25 25 25 25 25 25
Direct entry from outside NI 3 3 3 3 3 3 3 3 3 3
Total Supply 28 28 28 28 28 28 28 28 28 28
| Over Supply/ Shortfall (-ve) | -10 -10 -9 -3 -3 -2 -2 -2 -2 -2
Service and Demand Change at 20% 15 15 15 15 15 15 15 15 15 15
Over Supply/ Shortfall (-ve) -14 -14 -13 -7 -7 -6 -6 -6 -6 -6
Service and Demand Change at 30% 22 22 22 22 22 22 22 22 22 22
Over Supply/ Shortfall (-ve) -21 -21 -20 -14 -14 -13 -13 -13 -13 -13

Source: Deloitte

DHSSPS - Review of Workforce Planning for the Détriafessional Group




General Dental Service Summary

Based on the most recently available data suppioed the CSA system, there are currently
726 staff in the GDS. The key dynamics for thisugr are explained in Tables 6.5 and 6.6.

The net result of these factors is a small undgigugf approximately 10 dentists assuming
a service demand growth factor of 15%. This mdwes undersupply of around 20 dentists
should service demand change increase greateatband 25%.

Conclusions

The conclusion for the overall Dental Professiothat based on the data available and its
subsequent analysis, the supply and demand fdotattse profession are in relative balance.

Maintaining this balance will depend upon the festdriving supply and demand remaining
the same, and that the assumptions used to makedjeetions are kept under close review.

Feedback from consultations

Introduction

This section details the main themes as expressedgh the key stakeholder interviews and
focus groups. Most key stakeholders and focuspgrotere nominated by the project
steering committee to give a broad representatidineokey themes that impact workforce
planning in the dental workforce. Participantsevdrawn from the GDS, CDS and HDS.

The common themes that have emerged from the analythe interviews and focus groups
are detailed below. Themes specific to each aeeawtlined also, including themes specific
to academia.

Key stakeholders and focus group composition iaildet in Appendix .
Common Supply Issues
7.2.1 Gender Balance

There are an increasing number of females enténmgental workforce.
Historically, female dentists would have only acatmd for a small proportion of
dentists however, currently 70% of graduates froenSchool of Dentistry are
female. Females have different expectations, naedslesires which need to be
factored into workforce planning. It is likely thia the future a large proportion of
the dental workforce (both dentists and DCPs)ttieag wish to work on a less than
full time basis.

7.2.2 Dental Care Professionals (DCPs)

There is widespread agreement across the GDS, HBDEBS that DCPs
(hygienists and therapists) have an increasingbontant role to play within
dentistry. With the increasing focus on preventeatistry there is a belief that
much of the work in this area can be carried oubyPs which allow for more
effective deployment of dentists’ specialist skillSurrently only 5 hygienists are
trained per year in Northern Ireland and thereoigraining course provided for the
training of therapists.
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Traditionally dental nurses have entered the pstdeson leaving school and have
been trained within the practice. Despite takingmnificant levels of
responsibility remuneration of this group remaionsip Many of the people who
would have traditionally been attracted to thesstgoould now earn more money
working in a large retail outlet. The registratisidental nurses is viewed by many
practitioners as being problematic. While mosktaghat it will increase the status
of dental nurses many believe that the issues @sedavith registration (including
CPD and registration fees) will increase the pressu dentists from a financial and
workload perspective.
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7.2.3

7.2.4

Vocational Training

Currently there are 24 VT and 4 GPT places in Northreland. These are open to
graduates from all universities (not only gradudtesr QUB, however these make
up the bulk of applicants). There is widespregabsut for increasing the number of
places available to at least 40 to account foinbeease in numbers of
undergraduates in the School of Dentistry, howéweplaces would not be
guaranteed to QUB graduates.

Many professionals see the advantages in introduxia year VT programme that
would expose graduates to GDS, HDS and CDS. Tikerdéeeling that this would
allow graduates to acclimatise to different envinemts and make a more informed
choice about their future.

Stress and Workload

There are consistent reports of high levels of workload and
associated stress most notably among practitioners in the
HDS and GDS. In the GDS waiting lists and staff shortages
are contributing to high levels of stress. This is particularly
pertinent for practice principals who not only have a full
clinical workload but also have to run and manage a
business. There is a feeling of ‘treadmill’ or ‘production line’
dentistry where the dentist does not have the time to focus
on things like prevention.

Themes Specific to each area

GDS

Theme Discussion

Increasing The evidence from the key informant interviews &oalis groups
Private Market | points strongly to an increasing trend in the amadiprivate work that

GDPs are undertaking. Most GDPs spoken to asopé#rts review
reported an increase in private treatment ovep#st few years and
predicted that this would continue to increase ¢lercoming years.

Denplan, a private Dental Insurance Company opayatiroughout the
UK, report that on average there are 15 — 20 caives in Northern
Ireland per year. Four years ago 14 practiceshaderted to provide
private dentistry via Denplan — this has now rigse60 and is
increasing year on year. The average Denplandddras 500 — 700
Denplan patients and 250 NHS. Most dentists wthin their children
and ‘exempt’ patients. Denplan reports that tHeintists don’t earn
substantially more money than NHS dentists but teehave a better
guality of life — less stress, more time to treatignts etc.

Most of those consulted feel that it is easieretruit a dentist to a
practice which has a fairly even split between Nif private
dentistry.
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Practice
Ownership

The traditional route of ultimately owning a praetiafter completing
VT and developing experience as an associate anfiag less
attractive for younger dentists coming through. nM&DPs feel that
the stress associated with practice managemefftpsitting.
Remaining as an associate is more attractive as ihéss stress
associated with the role plus the salary is adequisiany are unwilling
to take the entrepreneurial risk and deal withdémands associated
with a practice.

This problem is likely to be exacerbated with thereasing number of
females entering the profession as practice owieislikely to be an
even less attractive option due to reduced flexjdnd potential for
part time work.

Many younger dentists feel that the uncertaintiedantistry at the
present time would deter them from buying a practithey are unsure
what the new dental contract will bring and marg ‘aitting tight’ until
they see what emerges from the new contract.

Staff Shortages

There is a significant shortage of associate dsntiBypically there are
more practices looking for associates than assclabking for
practices. This problem is exacerbated by geoggaplocation with
practices in the western board struggling to filtant associate posts.
Many GDPs reported that there is an ‘umbilical ceodhe School of
Dentistry and many younger dentists do not waitdwe the Belfast
area.

Morale

There is a strong feeling of low morale within BBS group. Many
feel that the monitoring and regulation requirerseadpected of them
are excessive and this is leading to people fedisijusioned with
NHS dentistry. While most people see that momgand regulation is
necessary, some feel that currently it is excessive

Workload

Many practitioners have reported a very high waakllo Many feel that
the nature of the item of service system is suahitfencourages
‘production line’ dentistry.

There are increasing demands on dentists’ timerapéete monitoring
and regulation demands as mentioned above. Thisesdhe amount ¢
time they have available for clinical work.

Geography

The WHSSB has reported specific problems aroundettgstion of

dentists in the board. The Director of Dental 8mw for the area stated

that typically 2/3 dentists are ‘lost’ each yearas the border with the
republic of Ireland. The situation was particuyldrad in the past year
when 7 dentists were lost. The perception istthetystem of dentistry
(predominately private) in the ROl is much bettert NI.

In addition dentists along the border have repadttatithey treat a
number of patients from ROI. Most feel that tlisiot at significant
levels however.
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Dentists with
Special
Interests
(DwsSis)

The notion of dentists with special interests igeutly being
developed. Essentially these are qualified GDRs take further

training in a specialism e.g. orthodontics. Thisra feeling that there is$

merit in this approach as it could potentially ®obome of the
workforce problems. However there are concernisuhigss it is
properly administered and the appropriate levahivastructure (e.qg.
training) is in place, the HDS will end up pickiog the pieces. There
is evidence from our consultations to suggestytbanger dentists wish
to be more specialist than generalist.

Non-UK
Dentists

In the last 6 months the EHSSB have signed up §eese, Latvian,
Greek and Polish Dentists — this is the first tiimie has happened.
There is uncertainty whether this is the start wead. This raises somg¢
issues around matching up of training (non UK gedelsi do not have tg
do VT) and potential language barriers that magtexi

HDS

Theme

Discussion

Recruitment
Difficulties

There are significant difficulties recruiting stédfthe HDS at the
consultant level. There are a number of vacansutemt posts
currently in the HDS and this is likely to increaseer the coming
years. Recruitment from the existing training pagill not address the
problem. This is a UK wide problem and therefdre potential for
recruitment from other parts of the UK is low.

The HDS at Altnagelvin has secured funding fromitrs
Government to develop a HDS that will serve pasiéram the
WHSSB in Northern Ireland and the NWHB in the Rdjmubf Ireland.
To deliver this service the current compliment afddsultants is due t
be increased to 4 consultants (along with increg$ia junior staffing
levels). These posts were advertised extensindWarch but no
applications were received.

Vulnerabilities
in service
Provision

There are shortages in all of the specialisms iHRGDue to these
shortfalls in consultant numbers and difficultingeplacing consultant
who leave for various reasons the HDS is incre&swgnerable.

192}
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Joint
Appointments

There are significant concerns around the JA pBsstly, there is a
shortage of JA's. It is extremely difficult to i€t people to JA roles.
This is a UK wide problem.

Stress and workload is a huge issue for JA's. JFeole is supposed
to comprise two halves, instead many feel that Hreyworking one an
a half if not two roles. They serve three master?SS, Trust and
QUB. There appears to be poor cooperation bettveethree groups
on occasion which is contributing to further temsidor JA’s.

Many people feel that younger dentists are attdaiidHPSS consultan
posts more so than JA or other academic dentisisismas they will
have a better blend of work and work under sigaiftty less pressure.

L

New Consultant
Contract

There appears to be a level of frustration fromespnofessionals as
regards the new consultant contract.

There is a feeling that the time limited natureéhaf contract could
result in longer waiting lists. Currently consultsiwork between 52 —
60 hours a week, therefore with the introductiothef new contract
there may be a risk of consultants having to worknbthing or waiting
lists for treatment will get longer.

Training
Pathways

The training pathways in place in the HDS do nattech up’ with the
positions available. For example in one specidlitgtorative dentistry|
there are currently three open posts however thiestaa trainee will
finish will be 2009.

CDS

Theme

Discussion

Recruitment
Difficulties

Recruiting dentists into the CDS can be very diftic This is primarily
due to the predominately temporary nature of thgtjpms currently on
offer which are generally less attractive.

The problem is particularly bad in certain partshaf province, for
example the WHSSB. Often a post may be adverf@mador five times
here and no applications may be received. Oftendifficult to attract
people to CDS positions in the West unless theyrare there or have
links to the area.
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Staff Retention

In general retention of staff is not a problemhia €DS. Generally
people who join the CDS tend to stay. The qualitlfe, salaried
position, lower stress load, variety of work antuna of patient group
tend to be motivating factors for people. Turnovestaff is generally
due to retirements or movement between trusts.

While in general stress does not appear to bendfisant problem in
the CDS it does appear to be an issue at the rearerdevels in the
CDs with some of the CD’s retiring/ leaving on sgeelated grounds.
CD’s in dentistry tend to differ from colleaguespirofessions like
physiotherapy, podiatry etc. in that they haveandy to perform the
full people management aspect of the role butfaiiba full clinical
role.

Flexible
Working

There is evidence that flexible working may noffldélling all of the
aims that it should. In some areas there appedrave been poor
planning. For example dentists who have interastside the clinical
side of dentistry (trade union, department actsittc) who attend
events associated with these on days that they domhally work
taking time in lieu at a time when it may not gbi service.

Career
Pathways

There is a feeling that there are no career patbdaydentists working
in the CDS. There is a feeling of a lack of SD@dgr posts. This is
causing a level of frustration for people workinghin the CDS. There
is a feeling that senior roles are becoming inangig specialised and
more and more qualifications are required to pregyrevet if a CDS
dentist does complete further qualifications theeeno guarantees that
they will progress.

Morale

Morale in the CDS is not high at the current tiffdnere is a feeling of
uncertainty due to various reviews and strategieliding the CDS

review, primary dental care strategy and oral hestitategy. In addition
there is a level of frustration for the perceivadK of activity following
the recommendations set out in the CDS Review.reTisealso a feeling
of being asked for opinions and taking part in sys/and focus groups
with little happening as a result.

Increasing
Safety Net Role

The CDS report that they are performing an increpsafety net role
for patients who are unable to access a GDP. ifwaets in the CDS
are increasingly concerned that this will have gatiee impact on their
other service offerings.

Absenteeism

There have been some reports of high levels ofradssm within the
CDS. This varies between boards e.g. in the SHE®8Btists have
exemplary sick leave records while dental nursee lasignificant
percentage of sick days. There have been repodsntists on long
term sick leave e.g. WHSSB.

Perceptions of
CDS

There is a belief that the traditional perceptibthe CDS as being the
‘Cinderella’ of dentistry, a place to retire andeasy option is no longe
true. There is a feeling that in the past therg have been elements @
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truth in some of the perception.

However, the traditional perception of the CDS rgmman other areas.
There is a belief that there needs to be claribogbrovided on what the
CDS is responsible for.

Academic
Theme Discussion
Entrance Currently the entry requirements to study dentiatr@Q)UB are 3 A’s at
requirements | A level and 9 A’s (including 4/5 A*) at GCSE leveQUB state that it i$
to study becoming more and more difficult to select studelois to the high
dentistry volume of applicants (39% increase this year).

Some practitioners feel that the entry requiremshtsild not
necessarily be so high as it attracts highly acadpeople who may no
necessarily be suited to a highly practical jole lilentistry. Many
believe that students should complete an interaed/possibly an
aptitude test as well as achieve a certain staratakdevel.

D

Teaching Staff

There are a number of vacancies in the acadentbitepstaff. The
number of undergraduate places offered to denidksts was increase
to 40 from 25 a number of years ago. At the tim@ssurance was
given that this could be done with the existingtéiag compliment.
However, this is causing significant risks. Altlgbuthe school is
continuing to receive excellent reviews and is ngethe standards se
by the GDC the feeling is that it is a tenuous {i@si There are
significant difficulties in recruiting people to @ademic posts.

d

Quality of
Teaching

QUB School of Dentistry has got consistently pesitieaching reviews
with respect to the quality of teaching of undedurates.

However, many GDPs feel that graduates are illgmexpfor working
within general practice. They feel that theresgaificant differences
in the quality of graduates. Both sides feel thatity needs to be
provided as regards the teaching/ training respditisis of each.

DHSSPS — Review of Workforce Planning for the Ddthafessional Group



Demand Issues

7.4.1

7.4.2

7.4.3

7.4.4

7.4.5

7.4.6

Patient Expectations

Patients are becoming more demanding. They are aware of their entitlements
and the type of treatment available than beforeaadnuch more prepared to
guestion dentists than they have done in the past.

In addition there has been a significant increagbé demand for aesthetically and
cosmetically driven dentistry procedures such a®ees and tooth whitening within
the GDS. Some of these treatments are not avaitabthe NHS however patients
are willing to pay for them. However some patiearts demanding this type of
treatment when they require more basic treatmenfiings first.

Service Flexibility

Patients are demanding an increasingly flexiblgiser Many people take time off
work to attend the dentists themselves or accompaigpendant to the dentist.
There are increasing demands that surgeries opdoniger at times that are more
convenient for patients.

Aging Population

The population is getting older. By 2014 therd i 55,000 more people aged 65
and over living in Northern Ireland. Dentists aeing a lot more elderly patients.
In addition people are keeping their teeth for EmgCurrently one in eight adults in
NI have no teeth. In the future the likelihoodhat people will retain their teeth for
longer and these teeth are likely to be at an as@é risk of decay and periodontal
disease. The practice of removing teeth and refgabem with dentures is
increasingly rare. In addition a lot of older patis would have had extensive
restorative work completed so this leads to moregex treatment at a later stage
also.

Young Population

Dental decay in children is a significant publi@hie problem in Northern Ireland.
60% of children in NI have tooth decay before te&rt school. Northern Ireland
has one of the highest rates of general anaesttietidental reasons in Europe.
There is massive disease level, therefore thexg/@ging population with a high
need.

Regulation and Monitoring

Many dentists across the GDS, HDS and CDS feeltliggtare spending increasing
amounts of time away from the clinical side of theb and spending more time on
administrative duties such as clinical governapeey review, positive assurance,
and other audits.

Prevention

There will be an increasing focus on preventiorhimithe GDS in the coming years.
Currently there is a feeling that the pay struc(itesn of service) in place does not
reward preventative treatments.
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7.4.7 Primary Dental Care Strategy

This strategy is not as yet out in the public deamahlthough there appears to be a
general acceptance that this will have an impaatesmand for services, there is an
uncertainty as regards the magnitude of this impact

7.4.8 Access for those with special needs

Individuals with special needs have met signifiagifficulties in accessing

treatment including long waiting lists for dentadatment under general anaesthesia
in certain areas. The clinical staff complemeeating patients in this group has not
been increased despite increasing numbers of patrethe group. The main issue
is lack of anaesthetic cover, few anaesthetiste iraterest in dental special needs in
some areas. In addition competing pressures éatith space often means that
dental care under general anaesthetic is sidelimsome trusts.

In addition there is a fear among the CDS that wWithincreasing ‘safety net’ role
they are performing this may reduce further theetthat they have to treat these
patients.

Summary

the workforce composition is changing dramaticaliyom what was traditionally a
male dominated profession there are increasing etsndf females entering the
workforce;

the impact of demographic trends is likely to hav&gnificant impacts on the
demand for dental services and the supply of staff;

trends in oral health such as people keeping teeth for longer, increasing focus
on prevention and cosmetic dentistry will effea trature and frequency of dental
interventions sought by the public;

there are changes in the demands on dentists tgnthe increasingly regulated
environment they operate in means that they anedépg less time on clinical
activities;

DCPs can make a significant contribution to thdgssion. By allowing them to
undertake some of the more basic dental activitigl free up time for dentists to
focus on higher value work; numbers of DCPs, howese currently very low with
no immediate prospect of increased numbers plararet];

workloads are high across the profession and4Hikely to be contributing to
reports of stress, poor morale and absenteeism;
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conclusions and recommendations

The models for the CDS, GDS and HDS do not poivatds a significant undersupply of
dentists over the next ten years. Analysis ofvdmous supply and demand factors would
point towards a relative balance for the professitimough there are uncertainties around
demand and service development which may restldrger shortfalls than those projected.

From both the qualitative analysis and the detailkeé modelling the following conclusions
and recommendations can be drawn:

Graduate Places

From our analysis we feel that it would be pruderihcrease the numbers of undergraduate
places available in QUB School of Dentistry by fplaces. This will not only address
demand issues identified within this review bubassure that Northern Ireland can
consolidate its self sufficient position, i.e. ergsthat it does not have to rely on provision
from dental schools outside Northern Ireland toptpdental graduates.

Vocational Training

8.3

8.4

8.5

Funding should be made available to increase thatiamal training places to at least 40 as
soon as possible. While this would account fonhthe QUB graduates the places should
not be exclusively for graduates from QUB. A conedreffort should be made to establish a
large number of training places in the Western Baarorder to encourage graduates to this
area.

If recommendation 8.1 is actioned we would alsom@mend that funding for vocational
training be made available for the additional Mdgietes coming out of the School of
Dentistry. At the earliest (based on an assumghianthe five extra undergraduate places
are made available from the next academical ybaget graduates will be completing their
studies in 2011

Recruitment

A more creative approach to recruiting dentistsand to fill posts needs to be addressed.
Simply creating extra posts (particularly in the &0will not solve the problem as the
shortage of staff is a UK wide problem. This mayalve offering local incentives to deal
with geographically problematic areas or adoptinigeadhunting’ approach to recruiting
senior staff to the HDS.

Reward and terms and conditions of employmentdtarged dentists should also be
reviewed in order to address recruitment and retewlifficulties.

Retention schemes such as those operating in 8datleould be considered to reward
ongoing commitment.

Career Pathways

Consideration needs to be given to the ‘matchirigotipareer paths in the HDS. A planned
approach to populating training posts needs tadoptad. Consideration needs to be given
to projected retirements and other leavers whemnphg for training posts. This may be
similar to Specialist Advisory Committees that gderwithin the medical profession.

Considerable work has already been done in thslayeNIMDTA through the existing and
previous Postgraduate Dental Deans, the Chaitsedflospital Dentistry Committee and
Chairman of the HSSC. This work needs to be caatimand progressed further.

Dental Care Professionals
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8.7

Further work needs to be undertaken on the conimibwf DCPs to dentistry to ensure an
accurate representation of the future supply antade picture. The impact of the potential
contribution of this grouping needs to be factdread future workforce planning exercises.

This is particularly important considering the chas in the context of provision of dental
services and the changes to the work of Dentistsould be prudent to ensure that the
development of the DCP group is in line with thenfaé Professional Group. This work
should be conducted sooner rather than later.

In addition consideration needs to be given tdtineling of additional training places for
hygienists and the establishment of a training sedor therapists.

Dental Data

Workforce planning should be seen as a continuocasegs whereby data is added on a
regular basis to ensure that models of supply @ntadid are kept up to date.

For the purposes of accuracy in workforce planitimgll be necessary to address the
inaccuracies and gaps in the current sources afmrtion as identified during this review.
A regular work force census should be conductezhure accuracy of information for all
staff in the profession.

Trusts need to be held accountable for collectorgrehensive and consistent data that is
comparable across trusts. GDPs should compilesalmehit an annual return with all
relevant data.
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APPENDIX A
STEERING GROUP MEMBERS



Membership of Steering Committee

Chair: David Bingham  HR Director DHSSPS

Steering Donald. Burden  Head of School QUB — School of Dentistry
Committee  Joyce Cairns Deputy Director of HR DHSSPS

Members: John Farrell Primary Care Directorate DHSSPS

Philip Henderson GDP/ BDA Representative

Richard Kendrick NHS Consultant Ulster Community and Hospitals Trust
Janet Moore Assistant Deputy Director of HR DHSSPS

Will Maxwell Dental Director EHSSB

Bobby Murphy PSAB

Deirdre Murphy PSAB

Donncha Dental Officer Policy DHSSPS

O’Carolan

Michelle Oliver Clinical Dental Service Manager DHSSPS

Chris Wallace Assistant Deputy Director of HR DHSSP
Doreen Wilson Chief Dental Officer DHSSPS
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