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Change Plan: NHS Dentistry—Workforce Shortages and Retention
Introduction to NHS Dentistry
NHS dentistry remains a core part of oral‑health care in England. Its role is to provide all treatments that are clinically necessary, including routine check‑ups, fillings, urgent care for pain and infection, and dental emergencies. Adults pay charges through three treatment bands, from Band 1 (assessment and basic care) to Band 3 (more complex care such as crowns and bridges). Several groups are exempt from charges, including children, pregnant women, and people on qualifying benefits.
Unlike GP services, NHS dentistry does not use a permanent patient‑registration model. Patients can attend any practice with an NHS contract if the practice has capacity. Most NHS activities are delivered by independent practices that often provide both NHS and private care. These practices usually operate under the 2006 Unit of Dental Activity (UDA) contract. The contract is widely criticised for being rigid and for failing to support patients who need complex or time‑consuming care. This has contributed to dentists reducing the amount of NHS work overtime.
Integrated Care Boards (ICBs) now commission NHS dental services, but historic activity baselines and real‑terms funding pressure limit flexibility. In several areas, shortages have created "dental deserts." Although government initiatives have tried to improve urgent care and reform parts of the contract, there are ongoing concerns about long‑term sustainability. (Garratt and Harker)
[bookmark: _Toc162282180]Overview of NHS Dentistry
NHS dentistry operates as a mixed public–private system that provides essential services ranging from routine checks and preventive advice to fillings and urgent treatment. Some groups do not pay charges. Patients do not register permanently; they seek care at practices with available NHS capacity. Most NHS care is provided by independent practices that also do private work.
While NHS dentistry does not have its own mission statement, it acts in line with the NHS Constitution: fair access based on clinical need and accountability to the public. NHS dentistry therefore contributes to prevention, reduces pain and infection, and supports wider public health.
However, the sector faces pressure. There are reports of increasing dental deserts and widening inequalities in access. Much of this pressure comes from outdated funding systems, workforce shortages, and rising costs, alongside expectations for better digital access and faster appointments.
The key contract is the 2006 unit of dental activity (UDA) contract, often viewed as inflexible, especially for patients who need complex care. Although ICBs took over commissioning in 2023, funding remains tied to old activity levels and does not match current demand. Activity rose to about 34 million treatment courses in 2023/24 but remains below pre‑pandemic levels. The 2024 Dental Recovery Plan introduced actions such as payments for new patients, mobile dental vans, and incentives for recruitment. Yet scrutiny from the NAO and the Public Accounts Committee suggests these steps are not enough, and further consultation toward 2026 is expected, particularly for urgent and complex care.

Workforce shortages are now a major constraint. Reports suggest thousands of vacancies and reduced NHS commitment because of financial pressure, workload, and recruitment difficulties in rural and coastal areas. This reduces capacity and pushes more people into private care. Although the number of dentists doing some NHS work increased slightly in 2023/24, it is still too low for population needs, reinforcing the challenges of retention within a mixed public–private system. (Health) (NHS website)
[bookmark: _Toc1506146633]External and Internal Environment: Digital Disruption, AI, and Changing Expectations
Public expectations are shaped by wider digital experience: instant booking, online support, and app‑based journeys. NHS dentistry’s non‑registration model and fixed contractual activity make real‑time digital triage and flexible online scheduling difficult. Private providers can adopt digital tools and adjust workload more easily, increasing competition. 

AI is being adopted across the NHS, from admin automation to clinical decision support. In dentistry, a 2025 General Dental Council review highlights possible uses such as radiograph analysis, caries detection, and remote monitoring. National guidance emphasises data protection and clinical safety standards. If implemented responsibly, AI could reduce workload and strengthen prevention, provided systems meet DTAC/DCB requirements and show benefits.
Access to NHS dentistry is uneven, and rural and deprived areas face the greatest shortages, contributing to so‑called dental deserts. These inequalities reflect funding constraints and commissioning challenges. (NHS website)
[bookmark: _Toc225806049]Evaluating Strategic Change in NHS Dentistry: Change‑Management Models and External Environment Analysis
NHS dentistry has experienced sustained pressure from limited access, workforce shortages, and a contract design that does not reflect modern clinical realities. Applying recognised change frameworks (Lewin, Kotter, ADKAR) helps explain why reforms have been slow and how to guide future action.
[bookmark: _Toc1562322077]Change‑Management Perspective
Recent national initiatives, including the 2024 Dental Recovery Plan and debate over replacing the UDA contract, signal a shift from a rigid approach to a more flexible model. However, published analysis suggests that the measures have been incremental rather than transformative. For example, commentary indicates that 2024 actions did not fix the underlying structural weaknesses or improve access at the scale required.

Using Lewin’s model, the system attempted to unfreeze the status quo by announcing policy steps and incentives. The change phase stalled because incentives did not fully realign behaviour and workforce engagement was limited. Kotter’s lens points to weak professional coalitions, insufficient urgency for frontline clinicians, and a lack of a compelling long‑term vision. Workforce data—vacancies and reduced NHS commitment—suggests limited buy‑into reforms.
ADKAR shows high awareness of the need for reform but weaker desire among many dentists to participate, reflecting financial pressure and dissatisfaction with the contract. Embedding and reinforcement have been inconsistent across regions. (Harris et al.)
[bookmark: _Toc217038792]External Environment Analysis
PESTLE and Porter’s Five Forces show why transforming NHS dentistry is difficult. Policy decisions, funding, regulation, and competition from private providers all shape delivery. Outdated funding mechanisms and limited commissioning flexibility meet rising private competition and wider political and economic pressures. Meaningful change therefore requires more than adjustment to the existing contract; it needs attention to the wider environment. 
[bookmark: _Toc890161931]PESTEL Analysis – NHS Dentistry (Visual Diagram)
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	POLITICAL
- Government funding; NHS dental contract; regulatory oversight (CQC/GDC).
	ECONOMIC
- Declining real-terms funding; rising patient charges; workforce shortages.
	SOCIAL
- Public expectations for digital access; inequalities in care; demographic pressures.
	TECHNOLOGICAL
- AI tools, digital systems; governance gaps; limited UK-specific evidence.
	LEGAL
- Strict regulation; outdated 2006 contract; compliance requirements.
	ENVIRONMENTAL
- Energy costs; sterilisation impacts; sustainability priorities.


[bookmark: _Toc1406724819]PESTLE Evaluation of NHS Dentistry 
A pestle analysis helps NHS dentistry anticipate challenges and opportunities from external forces like government policy, economic pressures, Political influences are central to how NHS dentistry operates. Decisions made by government—particularly around funding levels, regulatory priorities, and long‑term policy direction—directly shape the scope and quality of dental services. Through a PESTLE perspective, it becomes clear that ongoing political uncertainty, combined with years of insufficient investment, has placed sustained pressure on an already fragile system. (Thomas, D.J.E)
[bookmark: _Toc663848751]Economic Factors
Real‑terms spending on NHS dental services has steadily declined since around 2014–15, limiting the sector’s ability to meet rising demand. Financial constraints have driven many dentists to shift their focus toward private work, widening existing inequalities in who can access timely, affordable treatment. 
[bookmark: _Toc664316206]Social Factors
Public expectations have shifted significantly, with people now accustomed to rapid digital access, online bookings, and on‑demand services. NHS dentistry, however, is restricted by structural capacity issues and contract limitations, meaning it cannot fully match these expectations. This mismatch adds to growing patient dissatisfaction and contributes to the perception that NHS dental access is deteriorating. 
[bookmark: _Toc890186369]Technological Factors
Digital innovation and AI offer substantial opportunities for improving diagnostics, record‑keeping, and care pathways. Yet progress remains slow because governance frameworks, UK‑specific evidence, and regulatory standards are still evolving. Current national guidance acknowledges both the potential benefits and the risks, prompting a cautious and uneven adoption across the sector. 
[bookmark: _Toc420917749]Legal and Regulatory Factors
Strict regulations govern NHS dental practice, including contractual rules, CQC inspections, and wider public‑health obligations. A major barrier is the outdated 2006 dental contract, which no longer reflects the needs of modern service delivery and restricts meaningful reform. 
[bookmark: _Toc513348809]Environmental Factors
While less prominent, environmental considerations still influence dentistry through energy use, waste processes, sterilisation, and the shift toward more sustainable procurement. As the NHS moves toward greener operations, these factors are becoming increasingly important. 9Thomas, D.J.E)
[bookmark: _Toc1039225435]Porter’s Five Forces and NHS Dentistry 
Porter’s model helps explain the competitive pressures currently shaping NHS dentistry:
	 
	Threat of New Entrants
	 

	Degree of Rivalry
	Porter's 5
Forces
	Threat of Substitutes

	Bargaining Power of Suppliers
	 
	Bargaining Power of Buyers


· Competitive Rivalry: Private practices have expanded their role by offering greater flexibility, competitive pricing, and easier digital access, leading to stronger market competition.
· Supplier Power: Ongoing workforce shortages give dentists significant influence, affecting the NHS’s ability to recruit and retain staff.
· Buyer Power: Patients hold considerable power because rising dissatisfaction often pushes them to seek treatment privately when NHS appointments are unavailable.
· Threat of Substitutes: Private cosmetic dentistry, corporate chains, and other alternative providers can attract both patients and clinicians, reducing reliance on NHS services.
· Threat of New Entrants: The private sector has fewer barriers to entry, enabling rapid growth of corporate dental groups and increasing fragmentation in the market.
Understanding these competitive forces makes it clear why contract reform, improved workforce incentives, and stronger digital infrastructure are essential for building a sustainable future for NHS dentistry.
Internal Environment Analysis (SWOT / McKinsey 7S / RBV)
SWOT Analysis – Most Useful for High‑Level Internal Environment Assessment SWOT is especially effective for examining NHS Dentistry’s internal environment because it offers a straightforward snapshot of what the service does well and where it struggles, while also linking these internal factors to external opportunities and risks. This is particularly valuable in a system as complex and resource‑pressured as NHS Dentistry.
SWOT Analysis – NHS Dentistry 
	Strengths
- Skilled clinicians; essential public service; strong trust.
	Weaknesses
- Workforce shortages; outdated contract; limited digital capacity.

	Opportunities
- AI-enabled diagnostics; digital triage; prevention expansion.
	Threats
- Private competition; funding constraints; increasing demand.



· Strengths highlight the areas where the service performs well, such as strong public trust and a highly trained clinical workforce.
· Weaknesses expose ongoing structural issues, including workforce shortages and the limitations of the current contract.
· Opportunities show realistic areas for improvement, like adopting AI‑based tools or expanding digital triage.
· Threats capture wider risks, such as competition from private providers or financial pressures on public funding.
Because SWOT is simple to understand and easy to communicate, it is often the preferred choice for policymakers, commissioners, and NHS leaders who need a clear internal overview without relying on complex theoretical models.
[bookmark: _Toc191341927]McKinsey 7S Model – Most Suitable for in‑Depth Organisational Diagnosis 
[bookmark: _Toc1693816296] The McKinsey 7S framework goes deeper by analysing how different organisational elements—strategy, structure, systems, staff, skills, style, and shared values—fit together. This is helpful in NHS Dentistry because many of its challenges are interconnected: for example, the way the dental contract is structured directly affects recruitment, retention, and access.
It also draws attention to misalignments, such as the mismatch between NHS values (universal, equitable care) and the operational constraints of the UDA‑based contract. The model captures the broader complexity of the NHS as a whole, offering insights that a simple SWOT may overlook.
However, because 7S is more detailed and less intuitive, it is not always the best option when a quick or high‑level overview is needed.
[bookmark: _Toc1622843281]Resource‑Based View (RBV) – Best for Long‑Term Capability Thinking 
RBV focuses on the resources and capabilities an organisation relies on—both tangible and intangible. Applied to NHS Dentistry:
· It highlights practical constraints like limited staffing and ageing clinical infrastructure.
· It recognises the NHS brand and high public trust as valuable intangible resources.
· It helps identify capability gaps that need long‑term investment, such as digital infrastructure and workforce development.
Although RBV is highly effective for long‑term strategic planning, it is less helpful for diagnosing immediate operational challenges. 
Overall, SWOT is appropriate framework for analysing the internal environment of NHS Dentistry strength and weakness, as it provides a straightforward and easy‑to‑understand summary of the service’s strengths and weaknesses, while also recognising the external factors that influence performance. Its clarity and simplicity make it especially well‑suited to public‑sector settings, where effective communication, practicality, and concise insight are essential.
[bookmark: _Toc370665157]SWOT is an effective model for a clear, high-level Internal Environment Analysis.
Here’s why:
	Model
	Strengths
	Limitations
	Suitability for NHS Dentistry

	SWOT
	Simple, strategic snapshot; highlights internal/external alignment
	Less detailed
	Best for internal environment assessment

	McKinsey 7S
	Deep organisational insight; shows misalignment
	Complex, harder to summarise
	Useful for reform design, not first-step diagnosis

	RBV
	Focuses on long-term capability building
	Narrower lens; not ideal for structural problems
	Good for strategic capability planning



[bookmark: _Toc1246952818]Leadership styles and their impact on change
Transformational leadership Leaders communicate a compelling vision, role‑model values (idealised influence), inspire purpose (inspirational motivation), stimulate improvement (intellectual stimulation), and support people individually (individualised consideration). In healthcare, transformational leadership is associated with engagement, quality, innovation, and retention—capabilities that NHS dentistry needs to stabilise access and redesign care pathways. It can mobilise teams around contract reform pilots and workforce redesign by aligning clinicians to a shared purpose.
Implications: Co‑create a clear case for change linking prevention and equity to incentives; sponsor improvement collaboratives across Integrated Cared Boards (ICBs); protect learning time for adopting digital tools.
Situational leadership: Leaders adapt their style (directing, coaching, supporting, delegating) to team readiness. This is practical in healthcare: be directive for urgent access surges and participative for redesign or skill‑mix planning. Matching style to competence and commitment supports satisfaction and goal attainment.

Transactional leadership: Contingent reward and management‑by‑exception help with compliance and throughput (e.g., unit of dental activity (UDA) activity, urgent targets). But over‑reliance can harm culture. Best results pair transactional clarity with transformational motivation. (Garratt and Harker)
[bookmark: _Toc111907125]Organisational culture and change
Schein’s three levels: Align artifacts (visible metrics and practices), espoused values (equity, prevention), and basic assumptions (beliefs about workload, value, and risk). Without alignment, change will not last. Replace UDA mechanics while also shifting assumptions about value and team‑based prevention. Use listening and co‑design to surface assumptions and adjust incentives and pathways. (Schein’s 1984) (Hogan, S.J. and Coote, L.V., 2014)

Hofstede’s cultural dimensions: Dental teams are internationally diverse. Paying attention to power distance, uncertainty avoidance, and individualism–collectivism helps leaders reduce unnecessary hierarchy, clarify ambiguity, and support shared decisions, improve integration of overseas clinicians and targeted prevention. (Hofstede, G. and Bond, M.H., 1984)

Handy’s cultural types: Commissioning often shows role culture (rules and process); improvement collaboratives thrive in task culture (project teams); associate‑heavy practices may show person culture (professional autonomy). Leaders should streamline bureaucracy, empower cross‑functional teams, and align autonomy with system goals. (do Carmo Silva, M. and Gomes, C.F.S., 2015)

Bringing leadership and culture together: Evidence across the NHS supports collective, compassionate leadership—align purpose, engage staff, and foster psychological safety—to enable improvement. This complements transformational leadership and the need for alignment when tackling workforce shortages and structural reform. (do Carmo Silva, M. and Gomes, C.F.S., 2015)
[bookmark: _Toc1448550038]NHS Dentistry – Change Management Plan
The trigger for this change is to make improvements and improve productivity overall in the NHS Dentistry.
[bookmark: _Toc1615626735]Proposed Change: Access and Prevention Transformation Program (APTP)
To respond to limited access, waiting times, workforce shortages, financial instability, and unmet need, I propose a national Access and Prevention Transformation Program (APTP). The program would expand access in dental deserts, modernise the contract to reward urgent, complex, and preventive care, support and retain the workforce—especially in hard‑to‑recruit areas—scale preventive interventions (supervised brushing, fluoride varnish, sealants), and adopt flexible care models (mobile clinics, digital triage) this proposal aligns with recent calls for structural reform and increased national capacity in dentistry. (Keller, A., Hellerstein, J.L., Wolf, J.L., Wu, K.L. and Krishnan, V., 2004)
[bookmark: _Toc695618493]Objectives of the Change
Strategic objectives include: (1) increasing access so that within two years at least 60% of adults and 70% of children can secure an NHS dental appointment (up from ~40% adult access), (2) delivering more urgent dental care, building on commitments for 700,000 extra urgent appointments annually, (3) implementing a sustainable contract that rewards complex and urgent care and avoids widespread claw back, (4) reducing regional and socioeconomic inequalities, and (5) strengthening prevention with early‑years focus.
[bookmark: _Toc1111125836]Financial Plan
Current challenges: Annual spending on NHS dentistry is about £3 billion; around £900 million has been lost back to the system in two years through claw back as practices miss targets; and many procedures are delivered at a loss in NHS settings.

Activity-based payment/Target-based payment model: (APTP financial mode) Redirect an estimated £450m annual claw back into expanding capacity and contract reform; use the existing £200m Dental Recovery Fund for prevention and workforce incentives; introduce workforce incentives such as £20,000 "Golden Hello" payments for three‑year commitments in underserved areas and a £15–£50 "New Patient Premium" to restart routine acceptance; expand mobile services; and support the rollout of water fluoridation to reach more people.

Expected impact: Fewer hospital extractions for children (a cause of school absences), reduced A&E use for dental emergencies, and improved retention that lowers recruitment costs. (Owen, C., Seddon, C., Clarke, K. and Bysouth, T., 2019)
[bookmark: _Toc1156662088]Communication Plan
Internal: Integrated Cared Boards (ICBs) receive monthly briefings on contract updates, access targets, and urgent‑care priorities; practices join quarterly workshops; professional bodies (e.g., British Dental Association (BDA) receive twice‑yearly updates.
Public engagement: A national campaign to highlight urgent‑care availability and prevention programs (e.g., "Smile for Life"); real‑time updates to NHS.uk "Find a Dentist" on practice availability.
Targeted outreach: Campaigns in deprived regions to explain exemptions, entitlements, and how to access extra appointments.
Schools and families: Oral‑health learning packs for nurseries and schools, aligned with national early‑years delivery. (Leggett, H., Vinall-Collier, K., Csikar, J. and Veronica Ann Douglas, G., 2023)
[bookmark: _Toc1778561780]Evaluation Plan
KPIs – Access: Increase adult and child access by at least 20% within 12 months; deliver 700,000 urgent appointments annually.
KPIs – Workforce: Track dentists retained via "Golden Hello" and practice participation; note recent growth in practices accepting new NHS patients (e.g., +488 between Jan–Apr 2024).
KPIs – Financial: Cut claw back to below £200m; ensure the national minimum unit of dental activity (UDA) value of £28 is functioning.
KPIs – Quality & Prevention: Reduce hospital extractions for children and increase uptake of varnish, sealants, and supervised brushing.
KPIs – Patient experience: Improve satisfaction with NHS access (currently around 20%) and reduce the proportion of avoiding dentistry because of cost (around 21%).
Evaluation schedule: Quarterly reporting by Integrated Cared Boards (ICBs) and NHS England; annual independent review similar to National Audit Office (NAO) scrutiny; and public‑facing progress reports for accountability. (Pavitt, S.H., Baxter, P.D., Brunton, P.A., Douglas, G., Edlin, R., Gibson, B.J., Godson, J., Hall, M., Porritt, J., Robinson, P.G. and Vinall, K., 2014)
[bookmark: _Toc1196619101]Conclusion
NHS dentistry is now at a point where meaningful and sustained change is not only necessary but unavoidable. The pressures facing the system—rising unmet need, widening inequalities, workforce shortages, financial instability, and increasing expectations from the public—show that the current model can no longer deliver the level of care required. My analysis throughout this assignment demonstrates that the challenges are deep‑rooted and interconnected. They span funding structures, workforce capacity, contract design, culture, leadership, and the overall strategic direction of dental services in England. Because of this complexity, small adjustments or short‑term interventions will not be enough. The system needs a clear, long‑term and values‑driven transformation program that puts access, prevention, and workforce wellbeing at its core. (Garratt and Harker, “NHS Dentistry in England”) (Health)
The proposed Access and Prevention Transformation Program (APTP) offers a practical and realistic way forward. Its strength lies in the fact that it is grounded in current policy priorities, real workforce challenges, and the experiences of patients who struggle to access NHS dental care. By focusing on expanding access—especially in areas labelled as “dental deserts”—and by redirecting resources towards prevention, the program aims to shift NHS dentistry from a reactive model to a proactive one. This matters because prevention not only reduces the long‑term burden on the health system but also improves the quality of life for individuals and communities. Prevention‑first care aligns with the wider NHS commitment to tackling health inequalities and improving population health outcomes.
However, achieving this level of change requires more than a new program. It depends on leadership that can motivate, guide, and support people through transition. In this assignment, I discussed how transformational and situational leadership approaches can create the right environment for change. Transformational leadership provides a shared vision, inspires commitment, and encourages innovation—qualities needed to rebuild trust and morale within the dental workforce. Situational leadership allows leaders to adapt their approach depending on staff readiness, ensuring that teams feel supported rather than overwhelmed. When combined with a compassionate culture and selective transactional oversight, these leadership styles can help create a stable environment where change is not only implemented but sustained.
The success adaptation of Access and Prevention Transformation Program (APTP) will also rely on transparent evaluation, realistic financial planning, and a strong focus on communication. Clear KPIs, regular monitoring, and honest reporting will help maintain momentum and enable the NHS to adjust to the program when challenges arise. Financial measures—such as reinvesting claw back funds and supporting recruitment with targeted incentives—can help stabilise the workforce and reduce the risk of practices withdrawing further from NHS commitments. Communication with patients, dental teams, and local communities will also be essential to building confidence in the program and ensuring people understand what support is available.
In conclusion, the future of NHS dentistry depends on decisive action, collaborative leadership, and a commitment to prevention and equity. If delivered consistently and evaluated with integrity, the APTP offers a realistic pathway to stabilising the workforce, improving patient access, and reducing long‑standing inequalities. With the right leadership, culture, and investment, the NHS can move confidently toward a dentistry model that is sustainable, fair, and genuinely prevention‑focused ensuring that oral health remains a core part of public health for generations to come. (Garratt and Harker, “NHS Dentistry in England”) (Health)
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