
  
*Corresponding author: Abdul Saheer 
Department of Public Health Dentistry, Al Azhar Dental College, Thodupuzha, Kerala

 

 
 
 

ISSN: 2395-5775 

DENTAL WORK FORCE IN INDIA

Abdul Saheer1

1Department of Public Health Dentistry, Al Azhar Dental College,
2,3Department of Public Health Dentistry

4Department of Pedodontics, Amrita 
5Department of OMR, Al Azhar 

ARTICLE INFO                                         ABSTRACT
 

 
 

 

India faces an acute shortage of health personnel. Together with inequalities in distribution of health 
workers, dental health workers also become a part contributing to it impeding the progress towards 
achievement of the 
progress in increasing the training capacity. This review shows that key finding regarding workforce 
production is the increase in training capacity because of the growth in priv
dental education.
 
 
 
 

 
 
 
 

 

INTRODUCTION 
 

In developing countries, health workers play a central role in 
providing the appropriate management of all aspects of the 
health system despite the availability of effective interventions 
for many health problems1. India is a conglomeration of states 
with diverse levels of socioeconomic status, governance, health 
systems and health situations. As elsewhere, India also has 
shortages and mal distribution within the health workforce that 
have contributed to inequities in health outcomes
 

India’s health workforce is a combination of both registered, 
formal health care providers and informal practitioners, the 
latter being the first point of contact for a large proportion of 
the population2, 3. Added to it, Oral health policy in India is still 
in an infant stage finding its way among the general health 
sector.  
 

According to the 2006, World, Health Report, India had 0.06% 
doctors, 0.80% nurses, 0.47% midwives, 0.06% dentists and 
0.56% pharmacists respectively per 1000 population indicating 
acute shortage of dentists4. In addition to the known shortage, 
there is a common perception that large in country inequalities 
exit in their distribution2. There have been efforts to increase 
the health workforce production to meet demand. However, 
these efforts have been hampered by increases in factors such 
as population size, purchasing power for health services within 
communities, life expectancy and prevalence of non 
communicable diseases and other chronic conditions
the evidence to support this proposition has been limited, owing 
to lack of reliable disaggregated data at the country and the 
state level.  Data regarding dental surgeons registered with the 
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ABSTRACT 

India faces an acute shortage of health personnel. Together with inequalities in distribution of health 
workers, dental health workers also become a part contributing to it impeding the progress towards 
achievement of the Millennium Development Goals. In the past two decades, there has been drastic 
progress in increasing the training capacity. This review shows that key finding regarding workforce 
production is the increase in training capacity because of the growth in priv
dental education. 

In developing countries, health workers play a central role in 
providing the appropriate management of all aspects of the 
health system despite the availability of effective interventions 

. India is a conglomeration of states 
with diverse levels of socioeconomic status, governance, health 
systems and health situations. As elsewhere, India also has 

distribution within the health workforce that 
nequities in health outcomes2. 

India’s health workforce is a combination of both registered, 
formal health care providers and informal practitioners, the 
latter being the first point of contact for a large proportion of 

al health policy in India is still 
in an infant stage finding its way among the general health 

According to the 2006, World, Health Report, India had 0.06% 
doctors, 0.80% nurses, 0.47% midwives, 0.06% dentists and 

er 1000 population indicating 
. In addition to the known shortage, 

there is a common perception that large in country inequalities 
. There have been efforts to increase 

o meet demand. However, 
these efforts have been hampered by increases in factors such 
as population size, purchasing power for health services within 
communities, life expectancy and prevalence of non 
communicable diseases and other chronic conditions1. To date, 
the evidence to support this proposition has been limited, owing 
to lack of reliable disaggregated data at the country and the 
state level.  Data regarding dental surgeons registered with the 

central/ state dental councils was obtained from the Indi
Ministry of Statistics and Programme Implementation’s 2011 
report on Health and Family Welfare 
state data on the number of dental educational institutions as 
well as the number of admitted students were extracted from 
the Dental Council of India (DCI) databases 
Public health dentists were obtained from t
Association of Public Health Dentistry information centre. 
Densities of health workers were calculated from the workforce 
data described above and census data on populations
 

Dental health worker availability
 

[Table/Fig-1] shows the absolute numbers and category
density (per 1000 population) of dentists at national and state 
levels. In 2009, India had 104603 dentists. There
inequalities in the availability of these health workers at the sub 
national level. 
 

Table 1 State Wise Availability of Dentists
 

States 
Population 

(per million)a

Andhra pradesh 83.11 
North east 49.84 

Madhya pradesh 70.28 
Bihar 100.94 

Chattisgarh 24.85 
Goa 1.37 

Gujarat 58.76 
Haryana 24.51 

Himachal pradesh 6.72 
Jammu kashmir 12.22 

Jharkand 32.06 
Karnataka 59.86 

Available Online at http://www.journalijcir.com 
 

International Journal of Current Innovation Research 
, Issue, 6(A), pp. 1237-1240, June, 2018 

 

. This is an open access article distributed under the Creative Commons Attribution License, which permits unrestricted 
distribution, and reproduction in any medium, provided the original work is properly cited. 

A SWOT ANALYSIS 

Anjali P.G4 and 

Thodupuzha, Kerala 
Dental Science, Bangalore 

Dental Science, Kerala 
Thodupuzha, Kerala 

India faces an acute shortage of health personnel. Together with inequalities in distribution of health 
workers, dental health workers also become a part contributing to it impeding the progress towards 

In the past two decades, there has been drastic 
progress in increasing the training capacity. This review shows that key finding regarding workforce 
production is the increase in training capacity because of the growth in private sector involvement in 

central/ state dental councils was obtained from the Indian 
Ministry of Statistics and Programme Implementation’s 2011 
report on Health and Family Welfare 5. In addition, national and 
state data on the number of dental educational institutions as 
well as the number of admitted students were extracted from 
the Dental Council of India (DCI) databases 6. Data regarding 
Public health dentists were obtained from the Indian 
Association of Public Health Dentistry information centre. 
Densities of health workers were calculated from the workforce 
data described above and census data on populations2,7 

Dental health worker availability 

] shows the absolute numbers and category-wise 
density (per 1000 population) of dentists at national and state 
levels. In 2009, India had 104603 dentists. There were gross 
inequalities in the availability of these health workers at the sub 

State Wise Availability of Dentists-20092 

Population 
(per million)a 

Health 
worker 

numbers 

Health worker 
density per 1000 

population 
6510 0.078 
944 0.019 

2002 0.028 
2807 0.02U8 
407 0.016 
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2684 0.046 
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772 0.115 

1090 0.089 
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Kerala 32.90 6655 0.202 
Maharashtra 109.27 18159 0.166 

Orrisa 41.20 537 0.013 
Punjab 27.07 7348 0.271 

Rajasthan 66.42 364 0.005 
Tamil nadu 71.20 11609 0.163 

Uttar pradesh 192.62 5572 0.029 
West bengal 89.65 2054 0.046 
Uttaranchal 9.82 451 0.397 

Delhi 15.83 6280 0.088 
India 1183.56 104603 0.088 

 

a - Population data and health-professional statistics for 2009 
 

Dental health work force production 
 

Review of the available data from [Table/Fig-2] on training 
dental students highlights three important developments. First is 
the recent rapid expansion in the training capacity of dentists. 
Between 1991 and 2013, the number of admissions to dental 
institutions expanded from 3100 to 23 800, i.e. by 66.8%6. 
There were clear inequalities in the distribution of these training 
institutions among states. Although the Empowered Action 
Group states account for almost half of the country’s 
population, they house approximately a quarter of the dental 
institutes2. 
 

Table 2 State wise production capacity of dentists – 2013 2 

 

States No of institutions a Annual production 
capacity 

 Government Private Government Private 

Andhra pradesh 3 17 180 1510 
North east 2 0 90 0 
Madhya 
pradesh 

1 14 40 1320 

Bihar 1 5 40 280 
Chattisgarh 1 5 100 500 

Goa 1 0 40 0 
Gujarat 2 12 140 140 
Haryana 1 9 60 60 

Himachal 
pradesh 

1 3 60 60 

Jammu kashmir 2 1 100 100 
Jharkand 0 3 0 250 

Karnataka 2 43 110 2990 
Kerala 3 20 120 1150 

Maharashtra 4 31 240 2760 
Orrisa 1 4 20 360 
Punjab 2 14 80 1210 

Rajasthan 1 13 40 1210 
Tamil nadu 1 28 100 2570 

Uttar pradesh 3 27 130 2650 
West bengal 3 1 220 100 
Uttaranchal 0 2 0 200 

Delhi 3 0 140 0 
Union 

territories 
2 3 140 300 

India 40 255 2190 21610 
 

a- Includes only recognized, approved or permitted institutes; b 
Includes Assam, Manipur, Meghalaya, Mizoram, Nagaland, 
Tripura, Arunachal Pradesh and Sikkim; c Includes Chandigarh, 
Puducherry, Daman and Diu, Lakshadweep, Andaman and 
Nicobar and Dadar Nagar Haveli; d includes societies, trusts, 
municipal corporations. Universities and private enterprises. 
Source: Dental Council of India, 2012 
 

Second, there has been a notable increase in the private sector’s 
involvement in Dental education. Before 1991, there were only 
49 dental colleges, of which 23 (47%) were government owned. 
As of 2013, 246 new dental institutions recognized or approved 
by the DCI have been added to the existing list, of which almost 
all (229) are in the private sector 2, 6. Third, despite the 
consistent increase in dentist’s production, posts in public 
health sectors/government are still questionable. 

Distribution of dentists 
 

Intra state differences in dentist’s availability, which may be 
associated with the urban-rural divide and corresponding 
economic disparities, could not be assessed owing to lack of 
access to district-level data. But, we could get data of public 
health dentist’s distribution state wise for assessment. 
[Table/Fig-3] shows an inter-state inequality among public 
health dentists from the data. 
 

Table 3 State wise distribution of Public Health Dentists, as per 
the records of Indian Association of Public Health Dentists, 

2013-14. 
 

Sl No State 
Dental 

Institutions 

Number of 
available 

Public Health 
Dentists 

1 Andhra Pradesh 22 50 
2 Assam 1 0 
3 Bihar 7 5 
4 Daman & Diu 1 1 
5 Chandigarh 1 0 
6 Chattisgarh 6 3 
7 Delhi 4 6 
8 Goa 1 2 
9 Gujarat 13 13 

10 Haryana 12 25 
11 Himachal Pradesh 5 4 
12 Jammu & Kashmir 3 0 
13 Jharkhand 3 0 
14 Karnataka 45 143 
15 Kerala 23 14 
16 Madhya Pradesh 16 20 
17 Maharashtra 35 28 
18 Orissa 5 7 
19 Pondicherry 3 5 
20 Punjab 16 15 
21 Rajasthan 15 35 
22 Tamil Nadu 29 50 
23 Uttar Pradesh 33 72 
24 Uttaranchal 2 0 
25 West Bengal 5 2 

Total  306 294 
Outside the 
institution 

  117 

Total Public 
Health 

Dentistsa 
  618 

 

As India strives to achieve universal health coverage, 
improvement in oral health care delivery with skilled and 
motivated dental health workforce is necessary. Human 
resource shortages hinder scale up of health services and limit 
the capacity to absorb additional financial resources 8. A clear 
understanding of the dental health-workforce situation is very 
critical to develop effective policies. And such an effort to draft 
or recommend the policy still striving to show the importance 
of oral health in the main stream and failed to correct the 
increasing mal distribution of the workforce 9.  
 

Oral health care is an integral part of overall health; however 
this remains the most neglected part in our country because 
most of the people visit a dentist only when it is unavoidable. 
With a very high prevalence of dental disease (approximately 
87 per cent), amongst the Indians population the oral healthcare 
sector is geared for a giant leap provided we generate awareness 
about dental disease and its consequences as well as about 
quality dental treatment facilities available in semi-urban and 
rural areas10. Unlike countries abroad, dental treatment is not 
covered by any of the insurance companies in India. Hence, 
every dental treatment has to be paid by the individual which in 
itself is quite dampening as people generally believe that unless 
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a ‘tooth is hurting’ why should they visit a dentist and ‘hurt 
their pockets.’10 

 

India’s healthcare sector is a combination of state-of-the-art 
healthcare providers to unregistered doctors and unqualified 
quacks. The situation is the same in dental healthcare too. In 
order to bridge this gap between healthcare providers and 
patients, there is a need for a massive increase in dental 
institutes and their productive capacity11. In total there are 310 
dental colleges in the country, of which only 40 are 
government, producing 30570 dentists annually. However, the 
problem arises when these dentists are not available to the 
masses at large and remain concentrated in certain regions, 
predominantly urban12. This situation gives rise to problems 
such as poor quality of dental treatment, ambiguity in dentists 
qualifications, increased demand in terms of economy and 
sustainability8. 
 

Strength 
 

In the past two decades, there has been drastic progress in 
increasing the training capacity9,10. This review shows that key 
finding regarding workforce production is the increase in 
training capacity because of the growth in private sector 
involvement in dental education4. This trend seems likely to 
increase, since incentives and regulation relaxations have been 
introduced to encourage private investment in dental 
education5. In Prime-minister Modi’s words, India’s population 
is its strength. Dental community should be able to use this 
staggering number to its advantage4. The country has 
exceptional avenues for advanced learning and dental 
professionals can keep themselves abreast with the latest 
advancements to give their patients the best dental care 
possible.  Further, dental treatment in India is affordable and 
there is a sharp rise in dental tourism, putting India and its 
dentists on the world map. The introduction of quality 
assurance certificates such as ISO, NABH by the Quality 
Control of India and formation of many dental corporates are 
helping in increasing the avenues for dentistry3. 
 

Weakness 
 

The primary data used in this review are the numbers of dental 
health personnel registered with the Dental Council of India and 
Dental Public Health Association and therefore have several 
limitations1. These councils do not maintain live registers, 
except for doctors in Delhi. The information they provide may 
be inaccurate owing to non adjustment for deaths, migrations 
and retirements, or double counting of workers registered in 
more than one state3. Furthermore, not all state councils follow 
the same procedure for registration, which may compromise 
direct comparisons. Data for dentists in some states (e.g. North 
East India) are not available because there is no state specific 
professional councils7. 
 

In spite of these limitations this review is an attempt to 
highlight some key issues that the Government of India and 
development partners should consider when addressing the 
health human resource crisis4. There is gross inadequacy in 
availability of the current stock of dentists9,11 and public health 
dentist’s and significant inequalities in their distribution 
between the different states, in terms of health outcomes, have a 
greater shortfall in the number of dentists6. 
 

The surprising question that looms large is, “Why does India 
still lag in channelizing dental professionals?” According to 
WHO Health Statistics in 2004, dentist – population ratio in 

India was 1:30000, and in 2014, the ratio was 1:10000. In the 
year 2004, India had one dentist per 10000 people in urban 
areas and one dentist per 1.5 lakh people in the rural areas. This 
demand and supply disparity causes excessive burden on the 
dental professionals practicing in the rural areas, forcing them 
to sharply decrease the quality of dental treatment. Quality 
comes with a cost and when the treatment versus cost is not 
met, the axe falls on quality first.12 

 

In 2014, NHS England tried to trace patients for blood borne 
disease and HIV treated by a dentist over a period of 32 years 
and had not followed proper sterilisation protocols. It was 
found that he was keeping dental equipment in the staff toilet9. 
In India, we yet do not have a body to keep a strict check on the 
quality of dental professionals and their work ethics. The 
guidelines are revised from time to time but there is no audit 
team to check.7 

 

Government job vacancies for dental professionals are very less 
in number. Records show that only five per cent of graduated 
dentists are working in the government sector. The government 
also often lags in providing basic amenities to doctors working 
in rural areas. Most set ups are not fully developed or do not 
have a specialist and hence the patients have to run to urban 
areas.6 Another major challenge is the number of post-graduate 
students or the seats available in dental colleges. The total 
number of post – graduate seats available are only around 3000 
compared to each year pass outs of nearly 25000 dental 
graduates. This imbalance between graduates and postgraduates 
causes concentration of dental surgeons in the urban areas8. 

 

Opportunity 
 

These shortages highlight the need to develop and implement 
high quality, evidence based workforce plans, especially in the 
poorest and most fragile states10. Similar to ROME 
(Reorientation of Medical Education), measures can be taken to 
utilize, motivate existing interns to work in the rural setting by 
adopting PHCs where it is functioning re-strengthening the 
functional measures can be done9. With multi-dental institutes 
and many private sector corporate chains emphasising on work 
ethics, many dental healthcare workers have a better 
opportunity6. However, much needs to be done in this area. 
Evidence–based workforce plans, especially in the poorest and 
most fragile states, to motivate existing interns to work in the 
rural areas and prevent the mushrooming of dental set – ups in 
one particular area or city is the need of the hour. Such 
practices have the opportunity to provide a platform for young 
dental graduates and post graduates to be gainfully employed5. 
 

Threats 
 

1. Privatisation of dental education has helped to overcome 
the shortcomings resulting from inadequate expansion of 
the training capacity in the public sector, but also raised 
questions on the quality of dental training. An example 
was an initiative to standardize the quality of medical 
and dental education by MCI’s decision to introduce a 
Single National Eligibility and Entrance Test for 
undergraduate at all government and private dental 
colleges. This test has not yet been implemented and 
there is scepticism as to how it might be transparently 
and fairly applied to the 800,000 students who would 
take the test each year2, 12. 

2. Gross inequality in the distribution of the training 
institutes among the different states. These institutes are 
primarily clustered in states with high GDPs, where the 
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issues related to shortages of dentists are relatively less 
acute.3 

3. Increased mismatch between dentists production and job 
opportunity in government hospitals/ public health 
sector. This finding suggests that increases in production 
and overall supply of dental graduates will not 
necessarily address the public sector shortages. Other 
strategies will need to be introduced to encourage dental 
health workers to save in the public sector8. 

4. Immigration and migration of dentists, changing disease 
pattern and treatment needs along with numerous 
challenges for expanding oral health care in India. The 
biggest challenge is the need for dental health planners 
with relevant qualifications and training in public health 
dentistry. There is a serious lack of authentic and valid 
data for assessment of community demands, as well as 
the lack of an organized system for monitoring oral 
health care services need to guide planners10.  

 

With the opening up of many private set ups, the threat of 
sustainability for each individual practice increases. However 
this does not affect a multi-practice chain as much4. Also, the 
examination system and the process of dental selection in the 
country need a few amendments. But with the government’s 
initiative of National Eligibility and Entrance Test (NEET), 
barriers in terms of quality will be met. The challenge will be 
for those who will not be able to meet the NEET criteria. 
However, the government will still not be able to prevent these 
fresh graduates from bee-lining towards the urban areas, until 
and unless they make working in semi urban and rural regions 
lucrative9. 
 

CONCLUSION 
 

While production of dental health workers in India has 
increases in recent years, it is at the cost of increased 
privatization of dental education. The rapid growth in the 
production of dentists has not helped to address the public 
health system. Further, the problems of imbalances in the 
distribution of these health personnel persist, with certain states 
remaining at a disadvantage. These findings suggest that mere 
increase in production in unlikely to resolve the issues related 
to dental health worker availability and distribution. 
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