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“The moment you know  

Who you really are, 

 All the secrets of the world 

Will be an open book  

To you.” 

~Sri Chinmoy~ 
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PREFACE 

The idea for this Ph.D. project on migrant dentists in Australia began in mid-2010. I 

had then completed an Australian Government Department of Foreign Affairs and 

Trade Fellowship on ethical issues related to the migration of dentists across the 

Commonwealth of Nations. During this period, I was also involved in dental labour 

force work in the Australian Research Centre for Population Oral Health (ARCPOH) 

and had gained some knowledge in the design and conduct of surveys. A Ph.D. on 

the migration of dentists seemed a logical pathway to develop my research skills, and 

sustain my interests in health policy, health services and global organisations. I was 

hopeful that dentist migration research will intersect these three broad interests.  

Little did I realise at the start of my Ph.D. that I will have the patience to write nine 

gruelling articles. These articles were based on a qualitative-quantitative study 

conducted during my Ph.D. candidature in the University of Adelaide. Three 

research articles were based on the qualitative study and four research articles based 

on the quantitative study (national survey).  

• Original research article 1 (published; qualitative) explored the factors that

motivated dentists to migrate to Australia.

• Original research article 2 (published; qualitative) provided insights into the

cultural adaptation process of migrant dentists in Australia.

• Original research article 2 (published; qualitative) examined the experiences

of migrant dentists on the qualifying examination process in Australia.

• Original research article 4 (published) provided a better understanding of the

characteristics and practice profiles of migrant dentists in Australia.
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• Original research article 5 (accepted) assessed the level of job satisfaction of

migrant dentists in Australia.

• Original research articles 6 (submitted) and 7 (publication style) developed a

scale to measure the migration and settlement experiences of migrant dentists,

and later assessed the variation of dentist experiences by characteristics.

Two further articles (a commentary article and an opinion article) that contributed 

towards the development of, or tackled issues arising from, the original research 

work was also written during the Ph.D. candidature. 

• The commentary article (submitted) provided a global overview of the dentist

migration issue and contributed to the rationale and development of the study.

• The opinion article (published) based on the learnings from the study,

provided a framework to address the challenges associated with the

international migration of dentists.

Overall, the last five years has been a life changing experience. First, it was 

demanding to organise and conduct the fieldwork (for both the qualitative and 

quantitative studies). I had travelled to five states/territories in Australia, visiting 

migrant dentists for interviews in many locations. In 2010, all state dental boards 

were abolished, and a national dental registration scheme came into practice. As new 

players and organisations emerged, we found it harder to conduct a national survey. 

Second, it was personally challenging to maintain a work-life balance. I am grateful 

to my colleagues in ARCPOH, for motivating me towards completion of this Ph.D. I 

expect that the work contained in this thesis will make a small contribution to the 

global community, and stimulate further research in the issue of migration of 

dentists, and health professionals. 
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ABSTRACT 

Dentists from over 120 countries migrate to Australia. Migrants constitute a 

significant proportion of the Australian dental workforce, and it is estimated that one 

in four practising dentists is a migrant dentist (qualified from an overseas institution). 

The purpose of this thesis (by publication) is to provide a better understanding on the 

migration and settlement experiences of migrant dentists in Australia. The thesis 

utilises both qualitative and quantitative methods to address the purpose.  

The qualitative study included in-depth interviews of 49 migrant dentists (from 22 

countries) conducted between July and December 2011. Semi-structured interviews 

elicited the narration of participants’ life stories over time. The analysis mainly 

supported two superordinate themes: global interconnectedness (explaining the 

reasons for dentist migration to Australia) and the newness-struggle-success 

continuum (describing the cultural adaptation process of migrant dentists in 

Australia). Further, participation in the qualifying examination process appeared to 

influence the settlement experience of migrant dentists.  

The quantitative study included a national survey of all migrant dentists in Australia 

(n=1977), conducted between January and May 2013. Migrant dentists were asked to 

complete a self-administered questionnaire. A broad range of data including 

demographic, migration and residence characteristics, practice profiles, job 

satisfaction and life story experience were collected. A total of 1022 participants 

(response rate 54.5%) were classifiable into three mutually exclusive migrant dentist 

groups: direct recognition (n=491); examination pathway (n=411); and alternative 

pathway (n=120). The direct recognition group were mainly from high-income 

countries and had their qualifications directly recognised for practice in Australia. 
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The examination pathway group included migrants having successfully completed 

the three-stage qualifying examination process. All other migrant dentists were 

classified into the alternative pathway group (including students, academics, 

specialists and special registration candidates). Overall, 41.8% of migrants were 

female. More than half of the examination pathway group (54.1%) were from lower-

middle income countries. A majority of the examination pathway group migrants 

(65.0%) were under 45 years of age, and a larger proportion (12.4%) worked in the 

most disadvantaged areas in Australia compared with other groups. In general, 

migrant dentists reported high levels of job satisfaction in Australia. However, 

dentists who migrated through the examination pathway had a lower probability of 

being satisfied with the area and type of practice (OR=0.71; 0.51 – 0.98), compared 

with the direct recognition group. Based on migrant dentists’ life story experience, 

there was a greater appreciation of the Australian way of life if migrants had lived at 

least ten years in Australia (OR=1.97; 1.27-3.05).  Migrants through the examination 

pathway (OR=9.32; 3.51-24.72) and alternative pathway (OR=7.38; 2.04-26.73) also 

showed greater challenges associated with home country systems when compared 

with the direct recognition group.  

The work contained within the thesis provided evidence to suggest that migrant 

dentists from developing countries face greater challenges both in their country of 

origin and in Australia. This thesis offers suggestions towards targeted policies for 

migrants facing settlement issues in Australia. A further recommendation is to adopt 

a more inclusive approach and greater consensus for an international agenda to 

address challenges posed by dentist migration.  

Number of words: 498/500 words 
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STRUCTURE OF THESIS 

The thesis is divided into three parts: 

PART ONE offers an introduction to the dentist migration issue. First, a commentary 

(article) on the international migration of dentists (examined at a global level) is 

provided. Later, the issue of migration of dentists into Australia is discussed, which 

leads to the rationale and aims of the study. Further, an overview of both the 

qualitative and quantitative methods used in this study is provided.  

PART TWO provides the list of original research articles (1-7) arising from the 

qualitative-quantitative study.  

PART THREE provides a general discussion on the results arising from the 

qualitative-quantitative study. This part also includes an opinion article that tackles 

some issues arising from the original research work.  

Published articles are provided in pdfs. Accepted articles are provided in the form 

they were accepted. Submitted or draft articles are provided in the form they have 

been submitted or drafted respectively.  

For purposes of this thesis examination, all articles included in this thesis have been 

printed in a light blue tinted paper.  

Referencing for the articles (published or submitted or accepted) included in the 

thesis is based on the format it was required for the respective journal. All 

supplementary material for this thesis is provided in the Appendix.  

This thesis is structured based on the guidelines provided for a thesis by publication 

in the University of Adelaide. 
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PART ONE 
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1 INTRODUCTION 

This chapter provides an introduction to dentist migration, mainly to support the 

original research articles arising from this doctoral work. First, the dentist migration 

issue is examined at a global level (commentary paper), following which, the 

Australian context for dentist migration is provided. The rationale, aims and methods 

used in the study are also discussed.   
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1.1 Commentary article: International migration of dentists 

Balasubramanian M, Brennan DS, Spencer AJ, Short SD. The international 

migration of dentists: directions for research and policy. Community Dentistry and 

Oral Epidemiology [Submitted 29 Apr 2015, Under Review].  

Highlights 

• This article provides a commentary on the international migration of dentists, 

examined at a global level.

• We point towards the shortcomings in dentist migration research and policy 

and provide arguments towards the role of developed countries (such as 

Australia) in responding to this global challenge.

• Minimum data required to support dentist migration research and policy is 

discussed.

• The WHO Global Code on the international recruitment of health personnel is 

introduced, and its relevance to the dental profession is discussed.

• Dental workforce data from 185 WHO member countries, obtained from the 

Global health observatory database, is used to substantiate the arguments 

raised in the article.

• This article currently has a minor revison status (received 17 Aug 2015) 

following the initial peer review process in Community Dentistry and Oral 

Epidemiology (see Appendix Two: B1). 
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1.1.1 Statement of authorship
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1.1.2 Linkage of article to body of research 

The migration of dentists is a global issue that extends beyond national borders and 

affects a broad range of countries. Leading researchers in the migration of physicians 

and nurses have argued that a global overview of the migration problem is necessary 

to appreciate the relevance of the issue to a broad range of countries. The purpose of 

this commentary article was to discuss key issues on the international migration of 

dentists, highlight gaps in current knowledge, and offer recommendations for future 

research and policy directions. This article helped to establish the necessity of dentist 

migration studies, and provide avenues to develop such research in developed 

countries, such as Australia.  

The work contained in this article was first written as part of a chapter that 

accommodated a review of literature for this thesis work. Later, we found this work 

could be refined into a stand-alone piece, and act as a contribution towards the global 

agenda on international migration of health professionals.  
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1.1.3 Submitted article 

Pages 7 to 38 include the commentary article. The article is provided in the form it 

has been submitted to the journal.  
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1.1.3.1 Abstract 

In 2010, the World Health Organization Global Code of Practice for International 

Recruitment of Health Personnel (the WHO Code) was adopted by the 193 Member 

States of the WHO. The WHO Code is a tool for global diplomacy, providing a 

policy framework to address the challenges involved in managing dentist migration, 

as well as improving the retention of dental personnel in source countries. The WHO 

Code recognizes the importance of migrant dentist data to support migration polices; 

minimum data on the inflows, outflows and stock of dentists are vital. Data on 

reasons for dentist migration, job satisfaction, cultural adaptation issues, geographic 

distribution and practise patterns in the destination country are important for any 

policy analysis on dentist migration. Key challenges in the implementation of the 

WHO Code include the necessity to coordinate with multiple stakeholders and the 

lack of integrated data on dentist migration and the lack of shared understanding of 

the interrelatedness of workforce migration, needs and planning. The profession of 

dentistry is also somewhat unique and requires coordination with a number of private 

and non-governmental organisations. Many migrant dentist source countries, in 

African and the South Asian WHO Regions, are in the early stages of building 

capacity in dentist migration data collection and research systems. Due to these 

shortcomings, it is prudent that developed countries take the initiative to pursue 

further research into the migration issue and respond to this global challenge. 

Keywords: dentists; global organisations; health policy; international cooperation; 

migration 
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1.1.3.2 Introduction 

“Mobilisation and strengthening of human resources for health, neglected yet 

critical, is central to combating health crises in some of the world’s poorest 

countries and for building sustainable health systems in all countries.” 

Chen et al., Lancet: 2004 

In recent years, there has been a renewed interest in the international migration of 

health personnel both at a country and global level. The Joint Learning Initiative 

(JLI), an enterprise engaging over 100 global health leaders, established the 

unprecedented nature of brain drain in the developing and poorer regions of the 

world (1). The JLI report stressed the importance of a global effort in positively 

harnessing transnational flows of labour, knowledge and finance (1,2). Further, it is 

believed that the report influenced the adoption of a series of World Health 

Assembly (WHA) Resolutions on health personnel migration (3). The WHA 

Resolutions (No. 57.19 and 58.17) urged for strategies and mechanisms to mitigate 

the adverse effects of migration of health professionals, and minimize its negative 

impact on health systems (4,5). In 2006, the World Health Organization (WHO) 

called for “a decade of action” on human resources for health (6). 

An important outcome due to the attention to migration of health personnel and 

health workforce was the formation of the Global Health Workforce Alliance (the 

Alliance), considered by many as the focal point for consolidated action in relation to 

the health workforce and health systems development (3). The Alliance has over 300 

collaborators including academic/research institutions, foundations, national 

governments, non-governmental organisations, professional associations, United 

Nations agencies and other networks (7). Nevertheless, much of the interest in health 
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personnel migration has been on physicians and nurses. The migration of dentists is 

an issue that has received very little attention.  

In general, dentists aim to improve the oral health of people in accordance with 

the ethics of the profession, and within the scope of their education, training and 

experience (8). The profession of dentistry is an attractive career option and 

continues to interest the top percentile of school leavers (9,10). In many countries, 

students require at least five years of dental education before they can seek to register 

and practise as a dentist. The high education investment and complex technical skill 

sets of dentists possibly make them an attractive group of health personnel to take 

part in international migration (11). Countries facing shortages in oral health 

personnel welcome migrant dentists. In addition, dentists also migrate for a variety of 

reasons (e.g. professional development, family, financial); the development of the 

desire to migrate could dwell deep into a migrant dentist’s life-story (11). While 

migration appears to bring improved knowledge flows across borders, and contribute 

towards global development (12), it also offers several challenges for the migrating 

dentist and destination countries.  Migrant dentists could face considerable delays in 

settling down in a new country that could in many ways affect their personal and 

family circumstances (13). On the other hand, destination countries face ethical 

challenges contributing towards brain drain in the developing and poorer regions of 

the world (14). Destination countries are also required to understand how well 

migrant dentists adapt to the new environment, so as to offer assistance in their 

cultural adaptation and integration process in the new country. As the dentist 

migration issue affects many countries, it requires a global effort to address the 

challenges associated in international migration of dentists.  
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The purpose of this paper is to discuss key issues on the international migration 

of dentists, highlight gaps in current knowledge, and offer recommendations for 

future research and policy directions. 
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1.1.3.3 The global dental workforce 

The availability of dentists to provide necessary care is paramount in an oral health 

system. The global dental workforce is made up of around 1.5 million dentists (15). 

Dentists comprise nearly 80 percent of all oral health personnela (15). Over one-third 

of the world’s dentists (35 percent) are based in the American Region of the WHO, 

followed by European Region (30 percent), Western Pacific Region (16 percent), 

South-East Asian Region (10.3 percent) and Eastern Mediterranean Region (7.2 

percent). Only two percent of the world’s dentist population is based in the African 

Region (see Table 1). Further, the largest proportions of dentists’ continue to be 

based in the World Bank (WB) high-income countries (40 percent), followed by the 

upper-middle (33 percent) and lower-middle income countries (26 percent). Only 

about one percent are based in the low-income countries. 

Table 2 lists the top 30 countries that contribute to the global dentist workforce. 

Nearly a quarter of the world dentists’ are based in Brazil and United States of 

America (USA). India, Thailand and Indonesia are key contributors in the South-East 

Asian WHO Region; Egypt, Syria and Iran in the Eastern Mediterranean Region. In 

the Western Pacific WHO Region, Japan, China, Philippines and Australia have the 

largest proportion of the dentist workforce. Countries listed in the European Region 

are mainly high-income-countries, with the exception of Ukraine and Turkey. 

The global distribution of dentists shows a larger proportion of dentists in the 

higher income group countries. Several low and lower-middle income countries 

continue to face a significant global burden of oral disease, yet face constraints to 

meet the required supply of dental practitioners (16). There is a substantial scarcity 

of dentists in the African Region, where in about 40 countries there are less than five 
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dentists per 100,000 people (15,16). The Sub-Saharan African countries appear to be 

the most affected (17). The prominent oral health problems among low-

socioeconomic communities in Africa include nomab, acute necrotizing gingivitisc, 

oral cancer, oral manifestations of human immuno-deficiency virus and acquired 

immuno deficiency syndrome, orofacial trauma and dental caries (18). The inability 

to provide dentists has stretched the capacity of oral health systems in African 

countries to function effectively, and in many scenarios treatment is limited to pain 

relief, emergency care and tooth extraction (19).  

Some lower-middle income countries in the South Asian WHO Region have 

dramatically upscaled the production of dentists. In India, for example, the number of 

dental colleges grew from 145 in 2002 to 294 in 2012 (20). Much of this 

improvement is due to the increase in number of private dental colleges (21). Over 

85 percent of the dental colleges in India are private establishments that share about 

90 percent of the overall student enrollment (21). Nevertheless, with over 20,000 

dentists graduating every year, India still faces the most significant scarcity of 

dentists in rural areas and villages (22,23). Nearly 70 percent of the Indian 

population lives in these rural areas (24). A sharp increase in the number of dentists 

was found in Thailand, where 3038 new dentists were added to the workforce 

between 2006 and 2010 (25).  However, about 80 percent of all dentists practised in 

the urban areas, and nearly half of the dentists in Thailand worked in the Bangkok 

region (25). In Indonesia, 10,693 new students enrolled in a dentistry program during 

2009/10 (26). Further, the dental workforce is projected to increase to nearly 30,000 

dentists by the end of 2020 (26).  

Low- and middle-income countries in the Eastern Mediterranean Region of the 

WHO are facing significant challenges in health workforce development, including 
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shortages and maldistribution of dental personnel (27,28). Despite a strong public 

sector in countries like Jordan, 98% of the dentists work in the private sector (27). 

Pakistan, a Group 3 countryd in this Region, faces severe health personnel workforce 

shortages in both public and private sectors (27). Pakistan has 40 dental colleges; 29 

of them are private colleges (29). In 2010, Pakistan reported to have around 10,500 

registered dental practitioners and ranked 31st in the global dental workforce (15). 

Syria had invested significantly in scaling up the dentist workforce: dentist numbers 

increased from 1,975 to 20,005 between the years 1981 and 2008 (30,31). 

Nevertheless, the percentage of untreated dental caries, extent of periodontal disease 

and the number of decayed, missing and filled teeth remains unchanged (30–32). 

Egypt and Iran, though major contributors of dental workforce in this Region, still 

face several challenges in the provision of dentists in the rural areas and public 

sectors (27,33,34). In Iran, only 10 percent of the dentists work in the public services 

(33).  

Philippines, in the Western Pacific Region, has adopted a strategy of educating 

health personnel (including dentists) both for the local market and export to high-

income countries (35,36). Many Pacific Island countries in this Region struggle to 

produce enough dentists to meet population requirements: Papua New Guinea, 

Kiribati and Vanuatu have some of the lowest dentist to population ratios in the 

world (37). In China, the geographic distribution of dentists is reported to be very 

uneven; more dentists practise in the major cities and few in rural areas (38). Further, 

the shortage and uneven distribution of dentists limits access to oral health services 

for the Chinese people (38).  

Most countries in the poorer or developing regions of the world also do not 

have suitable dental workforce surveillance systems, such as a workforce censuses or 
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surveys (19,39). Very little useful data exist concerning workforce distribution, or 

practice activity patterns of health personnel, including dentists (1,6). Very little is 

known if a dentist works in her/his home country or migrates altogether to a different 

country. In a survey of all FDI World Dental Federation member countries, 

migration to high-income countries seems to have emerged as a trend among dentists 

in developing countries (40). High-income countries such as the United States of 

America, United Kingdom, Canada, and Australia have faced an increased demand 

for dental care, making recruitment of dentists from poorer regions of the world a 

viable option to meet the local shortages in dental workforce. 
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1.1.3.4 Migration flows and patterns 

Dentists migrate for several reasons. While research on factors that drive the 

migration of dentists has been limited, it can be argued that health professionals, in 

general, mainly migrate for better-remunerated job opportunities, professional 

development, career growth, and better working and living conditions (6,40–43). 

Broader political and economic forces also influence migration flows and patterns. 

For example, the 1997 handover of Hong Kong to the People’s Republic of China led 

to a mass emigration of dentists from Hong Kong, mainly due to freedom and 

stability concerns (44). Political uncertainties and internal conflicts that exist in many 

parts of world (e.g. Africa or Middle Eastern countries), contribute towards 

emigration of people, including health personnel (45–48). Economic policies coexist 

with broader political agendas influencing movement of personnel and goods, 

serving for enhanced growth, prosperity and demands of the participating countries 

(49,50).  

 The European Union (EU) is a “unique economic and political partnership” 

between 28 European countries that facilitates EU nationals to work for an employer 

or as a self-employed person in any EU country without needing a work permit (51). 

A primary dentist qualificatione obtained in an EU country is automatically 

recognised for practise across the EU (52). Following the 2004 and 2007 EU 

enlargements, it is argued that while the overall mobility of dentists is moderate, 

there is an increased movement from newer to older EU member countries (53). 

Austria, Belgium, Denmark, Finland, Germany, Sweden and the United Kingdom 

have reported an increase in the number of dentists migrating from the 2004/07 EU 

Accession States (53). For example, between 2007 and 2009, the number of the 
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dentists from Bulgaria and Romania (2007 EU Accession States) contributed to the 

largest increase in EU dentists registered in the United Kingdom (54). This 

movement can have considerable impacts on the poorer and underserved regions of 

source countries (53).  

The Association for South East Asian Nations (ASEAN)f  Economic 

Community (AEC) is a recent initiative in the area of skills mobility undertaken in 

Asia (55). It is expected that the creation of an ASEAN skills recognition framework 

will promote mutual recognition of dental qualifications in this region (56). Similar 

arrangements also exist within the Gulf Cooperative Council (GCC) countries, an 

association of six Gulf nations that include United Arab Emirates, Bahrain, Kuwait, 

Oman, Saudi Arabia and Qatar (57). Bilateral or focussed regional agreements exist 

between some countries that facilitate skills recognition and thereby the movement of 

health personnel (58,59). A prominent example is the Trans-Tasman Agreement 

between Australia and New Zealand (60,61).  

 The changes in the political atmosphere and civil disturbances, for example in 

some Eastern Mediterranean WHO Region countries, can contribute to forced 

migration of people, including dentists. In Iraq, following the 2003 US invasion, it is 

estimated that 15% of the population and over 3000 doctors left the country (62–64). 

It is not known how many dentists left the country. Civil war in Somalia resulted in 

mass emigration of health personnel, bringing serious consequences to the local 

population (65). Chronic instability and internal conflicts in countries such as 

Lebanon, Palestine, Somalia, Sudan, Egypt, Syria and Yemen can contribute to mass 

movement of people, either internally to other neighbouring countries in the Region 

or to other popular migrant destinations (66).  
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 The Philippines and more recently India can be viewed as modern 

commercial hubs for dental education and dentist export (11,58,67,68). As discussed 

earlier, both countries have faced a significant increase in the number of dental 

colleges. Government policies in these countries support migration, as a pathway to 

economic growth and knowledge circulation (58,59,69). Figure 1 provides an 

illustration of the migration flows and patterns discussed in the above paragraphs. 

Popular migration flows are superimposed on dentistry personnel per population 

ratio to provide a clearer view of the loss of dental personnel in source countries. 
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1.1.3.5 Global organisations and agendas 

The migration of dentists is a global issue that extends beyond national borders and 

affects a broad range of countries. Few international organisations are actively 

involved in policy and advocacy on the migration of health personnel, including 

dentists. The Commonwealth of Nations (the Commonwealth) is argubly one of the 

first international organizations to deliberate on ethical problems caused due to 

migration of health personnel from developing to developed countries (14,70,71). 

The Commonwealth is a unique partnership among 53 countries, brought together by 

ties of history, language and institutions (14). In 2003, a detailed code of practice of 

international recruitment of health workers (mainly for physicians and nurses) was 

adopted by the Commonwealth (72). The Commonwealth Code, however, has a 

‘developing country bias’ that focussed mainly on the loss of health personnel in 

source countries and very little on loss of (potential) opportunities for dentists and 

students in host countries (14). Further, the role of Britain was central to the 

Commonwealth (14). The dramatic shift (in the post-cold-war era) in Britain’s 

foreign policy from being Commonwealth centric to European and transatlantic has 

affected leadership in the Commonwealth (73–75). Prior research concluded that the 

role of the Commonwealth in dental migratory ethics is limited, mainly due to 

indifferent priorities, lack of funds and rise of other international organisations such 

as the WHO and FDI World Dental Federation (14).      

The WHO is a highly focussed public health arm of the United Nations, 

providing leadership on international health issues (76). The WHO provides 

solutions to address the challenges involved in managing migration, as well as 

improving the retention of health personnel in source countries (77). In 2010, the 



Commentary article | The international migration of dentists                                                                                                   

19 

WHO Global Code of Practice for International Recruitment of Health Personnel (the 

WHO Code) was adopted by the 193 Member States of WHO (78,79). The WHO 

Code can be considered as a tool for international advocacy, providing a global 

context on health workforce development, and is relevant to both source and 

destination countries (78).  

The WHO Code (Articles 4-10) make up a detailed framework for dialogue 

and cooperation with multiple stakeholders at local, national, regional and global 

levels (78,79). Article 4 of the WHO Code provides guidelines for employers in 

destination countries on fair recruitment and contractual practices of migrant health 

personnel, and encourages practices that are respectful of workers’ rights and 

responsibilities (79). Article 5 advocates effective domestic workforce planning and 

retention strategies to sustain a workforce that is appropriate to the specific 

conditions of each country (79). Improving data gathering and research activity 

(Article 6) and enhancing information availability and exchange between countries 

(Article 7) are itemised as essential aspects towards better understanding health 

personnel mobility (79). Member States are encouraged to publicize and implement 

the WHO Code (Article 8), and guidance is to be readily available from the 

concerned authorities in the WHO, along with mechanisms towards monitoring and 

reporting (Article 9) the migration of health personnel (79). In addition, the WHO 

Code also emphasises the importance of partnerships between state and non-state 

organizations and for improved technical collaboration (Article 10) in the 

implementation of the WHO Code (79). This becomes particularly relevant in the 

dental profession, where a majority of the practitioners practise in private clinics.  

The FDI World Dental Federation is a key global dental organisation that has 

adopted the WHO Code actively in its international advocacy agenda. Together with 
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the International Association for Dental Research (IADR), the FDI is one of the two 

dental organisations with an official relation with the WHO (80,81). The FDI is a 

federation of national dental associations in about 135 countries; represents over a 

million dentists worldwide, and acts with a unified voice for dentistry in international 

advocacy (39,82). The FDI has acknowledged that the maldistribution of dental 

personnel both within and between countries, and migration of dental personnel are 

key issues to tackle in the future (36,39,67). The FDI statement on ethical 

international recruitment of oral health professionals calls upon national dental 

associations to collaborate with governments to assist in: dental workforce 

development; improving sustainability of the dental workforce; and lessen adverse 

effects of migration (83). While the FDI provides an overarching ethical statement 

and supports the WHO Code, there exists very little understanding of national efforts 

particular to dentist migration.  

The IADR is a non-profit corporation, comprising of nearly 11,000 members 

worldwide (84). The IADR promotes research activities in the field of dentistry, and 

assists researchers in the communication and dissemination of research findings (84). 

Dentist migration research, though in the early stages, can be considered as a part of 

the broader IADR dental health services research agenda. The International 

Federation of Dental Educators and Associations (IFDEA) is a partnership of key 

country-based and regional dental educators. The partnership has stressed the need 

for a collaborative approach to tackle the issue of academic and student migration, 

and it is believed that such migration can promote cross-border flows of knowledge 

and experience (85,86). The impact of such migration in developing and poorer 

regions of the world is an area that requires attention.  
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 The World Bank recognizes migration as a “defining issue for global 

development.” (87) The focus of the World Bank has mainly been on improving data 

on migration and remittance flows (87). The World Bank along with the WHO are 

also members of the Global Migration Group (GMG), an inter-agency groupg  that 

promotes wider application of international norms, and encourages more inclusive 

and better coordinated approaches to international migration (88). As discussed 

earlier, the Global Health Workforce Alliance is a new global partnership created in 

2006, mostly to address the health workforce crisis (89). The Alliance provides a 

platform for interdisciplinary collaboration on migration related issues (89). 

Nevertheless, the Alliance needs to strengthen its research and advocacy agenda on 

dentist migration issues. 
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1.1.3.6 On Reflection: research and policy directions 

The international migration of dentists introduces several policy questions for source 

countries, destination countries and global organisations. Source countries need to 

have a better understanding about the emigration of dentists, which leads to brain 

drain or contributes to knowledge circulation and development (12,43). Destination 

countries are required to focus on sustainable workforce solutions, reduce their 

reliance on migrant dentist workforce, and improve the number and capacity of the 

local dental workforce (6,43). Global organizations need to develop mechanisms to 

collaborate with national governments and facilitate international cooperation (1,43). 

Migration data are primary to support the policy analysis of health personnel 

migration, and minimum data on the inflows, outflows and stock of dentists are 

essential (43). Data on reasons for leaving a source country or coming to the 

destination country, career plans, career history, job satisfaction and cultural 

adaptation issues in the destination country are important for any policy analysis on 

health personnel migration (43). Figure 2 (adapted from nurse migration) provides an 

illustration of the minimum data required to support policy analysis in dentist 

migration. 

Following the adoption of the WHO Code in the 63rd World Health 

Assembly, Member States were encouraged on regular reporting and information 

exchange of migrant health personnel (90). A National Reporting Instrument (NRI) 

was developed to collect minimum data on migrant health personnel, with each 

country also required to designate a National Authority for facilitating information 

exchange on health personnel migration and the implementation of the WHO Code 

(91).  Recent reports point out that only 56 countries had reported on the status of the 
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WHO Code implementation (91). The key challenges in the implementation of the 

WHO Code were the necessity to coordinate with multiple stakeholders, lack of 

coordinated comprehensive data on health personnel migration and the lack of a 

shared understanding of the interrelatedness of workforce migration, workforce 

needs and workforce planning (91). The report concluded that greater collaboration 

is required between the state and non-state organisations, mainly to reinforce the 

importance of the WHO Code as a potent global advocacy and diplomacy tool (91). 

The profession of dentistry requires coordination with a number of private 

and non-governmental organisations. Migrant dentist source countries, most 

especially in African and the South Asian Region, are in the early stages of building 

capacity in dentist migration data collection and research systems. In this context it is 

both timely and prudent that developed countries take the initiative to strengthen 

research into the migration issue in order to respond to this global challenge.   
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1.1.3.8 End notes 
a The other dental workforce mainly includes dental therapists, dental hygienists, dental prosthetists, 

denturists, dental technicians and oral health therapists.  
b Noma is an opportunistic infection promoted by extreme poverty. It evolves rapidly from gingival 

inflammation to grotesque oral facial gangrene. Acute noma is predominant in children aged 1-4 

years (92) 
c An acute bacterial infection of the gingiva characterised by interdental necrosis, punched out 

ulcerated papillae, gingival bleeding and pain (93).  
d WHO has classified countries in the Eastern Mediterranean Region (22 countries) into three groups 

based on health system performance and level of health expenditure: Group 1, Group 2 and Group 3. 

Group 1 includes countries with major socioeconomic progress and high income (Bahrain, Kuwait, 

Oman, Qatar, Saudi Arabia, UAE).  Group 2 include middle income countries with extensive public 

health service delivery infrastructure, but face resource constraints (Egypt, Iran, Iraq, Jordan, 

Lebanon, Libya, Morocco, Palestine, Syria and Tunisia) Group 3 countries (Afghanistan, Djibouti, 

Pakistan, Somalia, Sudan, Yemen) face major constraints in population health outcomes, and are 

mainly low income countries. They also face lack of resources for health, political instability and 

internal conflicts (94).  
e The automatic recognition of EU basic dentist qualifications is as listed in Directive 2005/36/EC. 

Qualifications that meet basic criteria for automatic recognition include at least 5 years of full time 

study, and basic coverage of knowledge and skills (52).  
f ASEAN countries include Brunei Darussalam, Cambodia, Indonesia, Laos, Malaysia, Myanmar, 

Philippines, Singapore, Thailand and Vietnam. 
g Other members of the GMG include Food and Agricultural Organization, International Labour 

Organization, International Organization for Migration, Office of the High Commissioner for 

Human Rights, United Nations Conference on Trade and Development, United Nations Department 

of Economic and Social Affairs, United Nations Development Programme, United Nations 

Educational, Scientific and Cultural Organization, United Nations Population Fund, United Nations 

High Commissioner for Refugees, United Nations Children’s Fund, United Nations Institute for 

Training and Research, United Nations Office on Drugs and Crime, United Nations Regional 

Commissions, United Nations Entity for Gender Equality and the Empowerment of Women, and 

United Nations University (95) 

 .
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Table 1: The global dentist workforcea 

  Number Percent 
WHO Regions 

  African Region 21,833  1.44 
American Region 531,492  35.13 
Eastern Mediterranean Region 108,264  7.16 
European Region 453,711  29.99 
South-East Asian Region 156,448  10.34 
Western Pacific Region 241,207  15.94 
Total 1,512,955  

 
   WB Income Groupsb 

  Low income countries 22,182  1.47 
Lower-middle income countries 388,343  25.67 
Upper-middle income countries 498,683  32.96 
High income countries 603,740  39.90 
Total 1,512,955  

       

Note: (a) Estimates include dentist numbers obtained from the Global 
Health Observatory database of the World Health Organization 
(WHO). (b) Cook Islands, Niue and Nauru (including 7 dentists) were 
not classified into any World Bank (WB) Income Group.  
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Table 2: Number of dentists ranked by countriesa (Top 30)  

Rank Country WHO Region WB Income Gp. Year Number Percentb 
1 Brazil American Upper Middle 2009 231,399  15.29 
2 USA American High  2000 134,245  8.87 
3 India South-East Asian Lower Middle 2012 120,897  7.99 
4 Japan Western Pacific High  2010 101,576  6.71 
5 Germany European High  2011 65,502  4.33 
6 China Western Pacific Lower Middle 2005 51,012  3.37 
7 Philippines Western Pacific Lower Middle 2004 45,903  3.03 
8 Russia European Upper Middle 2006 45,628  3.02 
9 Colombia American Upper Middle 2010 44,858  2.96 

10 France European High  2012 41,740  2.76 
11 Argentina American Upper Middle 2004 35,592  2.35 
12 United Kingdom European High 2012 33,653  2.22 
13 Egypt East. Mediterranean Lower Middle 2009 33,476  2.21 
14 Italy European High  2004 33,000  2.18 
15 Ukraine European Lower Middle 2012 30,688  2.03 
16 Korean Rep.  Western Pacific High  2012 21,888  1.45 
17 Turkey European Upper Middle 2011 21,099  1.39 
18 Spain European High  2003 20,005  1.32 
19 Canada American High  2008 19,433  1.28 
20 Syria East. Mediterranean Lower Middle 2008 16,169  1.07 
21 Venezuela  American Upper Middle 2001 13,680  0.90 
22 Mexico American Upper Middle 2011 13,451  0.89 
23 Iran  East. Mediterranean Lower Middle 2005 13,210  0.87 
24 Poland European High  2011 13,033  0.86 
25 Greece European High  2001 12,394  0.82 
26 Australia Western Pacific High  2011 12,154  0.80 
27 Cuba American Upper Middle 2010 12,144  0.80 
28 Thailand South-East Asian Lower Middle 2010 11,847  0.78 
29 Algeria African Upper Middle 2007 10,621  0.70 
30 Indonesia South-East Asian Lower Middle 2012 10,566  0.70 

Note: (a) Estimates include dentist numbers obtained from the Global Health Observatory database of the 
World Health Organization. (b) Percent is based on the overall dentist number (n=1,512, 955 dentists) 
reported from all member countries. WHO is World Health Organization; WB is World Bank.  
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Figure 1: An illustration of international migration of dentists 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: Estimates include aggregated global dental workforce data obtained from the Global Health Observatory database of the World Health Organization. Available country estimates 
ranged from 1997 to 2013. This original map was prepared using ArcGIS (ESRI Arc Map 9.3; Cartogram) 
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Figure 2: Minimum data required to support policy analysis in dentist migration 
 

 
 

 

 

 

 

 

 

 

Note: This figure is adapted from Buchan & Sochalski 2004 on policy challenges facing nurse migration.
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1.2 Migration of dentists to Australia 

The purpose of this section is to provide an overview of the dentist migration 

situation in Australia, so as help us better understand gaps in research and policy. 

This section also leads to the aims of the study.  

1.2.1 Setting the scene 

“You feel free in Australia. There is great relief in the atmosphere - a relief from 

tension, from pressure, an absence of control of will or form. The skies open above 

you and the areas open around you.” 

D H Lawrence, English poet and author 

The migration of dentists into Australia is an emerging policy issue both in Australia, 

and in many source countries that lose dentists to Australia. According to the FDI 

World Dental Federation (FDI), Australia has the largest proportion of migrant 

dentists amongst the Organisation of Economic Cooperation and Development 

(OECD) countries (1–3). It is estimated that one in four of every dentist in Australia 

is a migrant dentist, with a primary dental qualification (such as a BDS, BDSc or 

DDS) obtained from an overseas or foreign institution (4). Prior research in the 

1980’s, has pointed out that the majority of the migrant dentists in Australia hail 

from the United Kingdom, New Zealand and Republic of Ireland (5). Over the last 

decade, however, the number of dentists migrating from the developing and poorer 

regions of the world has considerably increased (6, 7). Much of this increase is due to 

dentists migrating from India, Philippines, South Africa, Egypt, Iran, Iraq, and 

Indonesia (6).  

As highlighted in the commentary article (see previous section), many 

developing countries lack suitable workforce planning and surveillance systems. As a 
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consequence, the extent of the dentist migration problem is largely unknown. 

Migration of dentists into Australia also contributes to brain drain; source countries 

lose their educational investment made on the migrating dentists, and migration 

affects their ability to meet adequate dental workforce requirements (8, 9). On the 

other hand, migration of dentists to Australia is also argued to restrict opportunities 

for school leavers and locally-practising dentists in Australia (10–12). The current 

wave of migration, caused by the inflow of dentists from developing countries, is a 

new phenomenon and is envisaged to have considerable impact on workforce 

planning and development in Australia. 

1.2.2 The Australian dental workforce 

In 2011, the Australian dental workforce was made up of 18,803 registered dental 

practitioners (13). Around three-quarter (75.4 percent) of the registered dental 

workforce were made up of dentists; 12,734 dentistsa were employed (13). Around 

one-third of employed dentists mainly practised in the state of New South Wales, 

followed by Victoria (24.3 percent), Queensland (19.8 percent), Western Australia 

(10.5 percent), South Australia (7.9 percent), Australian Capital Territory (1.8 

percent), Tasmania (1.5 percent) and Northern Territory (0.75 percent).  The average 

age of employed dentists was 43.5 years and they worked on an average of 37.4 

hours per week. In addition, just over a third of the dental workforce in 2011, was 

made up of women. Between 2000 and 2011, the number of employed dentists in 

Australia increased at the national rate of 41.6 percent. Queensland (61.5 percent), 

Northern Territory (60 percent), Tasmania (57.1 percent) and Western Australia 

(45.8 percent) had increases greater than the national rate. The representation of 

women in the employed dentist workforce increased from 22.9 percent in 2000 to 

35.6 percent in 2011. A slight decrease in the average age of the employed dentist 
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workforce was noticed (44.4 years in 2000 and 43.5 years in 2011). The average 

hours worked by dentists consistently reduced from 39.3 hours in 2000 to 38.5 hours 

in 2006 to 37.4 hours in 2011 (see Table 2). 

Nearly 80 percent of the dentists in Australia mainly practise in the 

state/territory major city regions, where 70 percent of Australian population is 

concentrated (13, 14). Only about one percent of the dentist workforce practised in 

the Remote and Very remote areas (see Figure 4). Over four-fifths (83 percent) of the 

employed dentist workforce worked in private practices (13). Only about 15 percent 

of the dentist workforce worked in public practices (see Figure 5).  

Dentistry in Australia has traditionally been practised in private clinics (15). 

Public dental services are provided by teaching dental hospitals, school and 

community dental clinics (16). Dental services are not covered under the Universal 

Health Insurance scheme (Medicare program) in Australia, and treatment generally 

incurs out-of-pocket payment, unless the patient is covered by private health 

insurance (17). Dental training was first provided in Melbourne Dental Hospital in 

1897, and later as part of the Faculty of Dentistry in the University of Melbourne 

(18).  Over the next 50 years four other dental faculties were established in the 

Universities of Sydney, Adelaide, Queensland, and Western Australia (19–22). 

Overall, these five dental schools produced around 200 graduates each year (23).  

Projections of the supply and demand of dentists in Australia run on the 

baseline year 2003, estimated a supply shortfall of 2.8 million dental visits by 2020, 

equating to an undersupply of 1,000 to 1,100 dental practitioners (24). This supply 

shortfall could be argued due to the limited local production of dentists, or changes in 

work patterns and geographic practice tendencies of a dentist or changes in health 

seeking behaviour of patients. Until 2003, there were only five dental schools in 
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Australia producing around 200 graduates each year (25). Further, dentists seemed to 

be working for shorter hours and the average hours per week continued to decrease 

over the last decade (13, 26, 27). The increase in the female participation in dental 

labour force could also have partly contributed to the reduction in available dentist 

hours. Prior research has suggested that females work more part-time and take more 

career breaks (28–31). Moreover, geographic distribution of dentists has an urban 

bias, with proportionally more dentists practising in the major cities (27, 32). An 

ageing adult population with a more informed public also contribute to increasing 

demand for dental services (33, 34). Australia faced similar challenges as 

experienced by many developed countries in regard to dental workforce shortages, 

private-public and geographic maldistribution of dentists. 

Over the last decade, several measures have been taken to alleviate the 

projected undersupply of dentists in Australia. Four new dental schools have been 

established in the Universities of Griffith, Charles Stuart, James Cook and La Trobe 

(25). These schools provide more opportunities for local Australians to pursue a 

career in dentistry, and improve the capacity to provide dental services to the 

Australian public. Changes in service provision have occurred through the increase 

in the oral health practitioner workforce (13). The migration and recruitment of 

overseas-qualified or migrant dentists has also been encouraged to reduce the 

growing gap of dental services in Australia (35). 

1.2.3 Migration pathways into Australia 

Since the early to mid-1900s, the migration of dentists into Australia was regulated 

by the state/territory dental boards (36). In the early 1970s, a formal legislation on 

migrant dentists was uniformly accepted across all dental boards (37). The 

Committee for Overseas Professional Qualifications (COPQ) was established in 1969 
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by the then Minister for Immigration, B. M. Snedden, and this was adopted by the 

other state and territory immigration ministers (38). The Committee helped create an 

Expert Panel in Dentistry in 1971, with key members drawn from dental boards and 

associations and who provided advice with respect to overseas qualifications (37–

40). Based on the panel’s recommendations, dental boards were given discretionary 

power to further assess migrant dentists via a national screening examination 

conducted by the COPQ (38). This modus operandi remained largely unchanged, but 

became more structured under the Australian Dental Examination Council (ADEC)b  

and later by the Australian Dental Council (ADC) in 1996.  

The ADC is an independent national accreditation authority that is 

responsible for the examination of the suitability of migrant dentists to practice in 

Australia (41). The ADC has a well-established organisational structure; the 

governing body includes members from dental education providers, peak national 

bodies for dental professionals, dental specialist education bodies and dental boards 

(41). A range of committees and working parties also provide advice and support to 

the governing board (41, 42). The ADC is registered under the Cooperations Act 

2001 as a non-for-profit company (41, 42).  

Migrant dentists are examined by the ADC in four main steps: an initial 

assessment of qualifications, an English language examination, a preliminary written 

test and a practical clinical test (6, 41, 43). All documentation on migrant dentist’s 

education and experience is verified during initial assessment, so as to determine the 

level of further assessment required (43). The English language is mainly tested 

through the Occupational English Testc  (OET) (43). The preliminary written test 

includes multiple choice questions and short answers that mainly examine the 

candidates fundamental knowledge in dentistry and technical knowledge on 
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contemporary dental practices (43). The practical clinical test examines the 

candidate’s clinical skills and judgement (43). According to the ADC, the standards 

for examination are set at a level of knowledge, skills and professional attributes of a 

newly qualified graduate of an Australian dental school (6, 43).  

Migrant dentists from the United Kingdom, New Zealand, Republic of 

Ireland and Canadad can have their qualifications directly recognised for practice 

without having to go through the ADC examination process (44). However, all other 

country candidates are required to successfully complete the ADC examination 

process (43). Candidates from recognised dental programs from South Africa, Hong 

Kong, Singapore, Malaysia and the United States can work in the public sector dental 

workforce schemee that allows them to seek conditional registration and practice 

under supervision (6, 43). These candidates can bypass the English language and 

theory test, but must complete the practical clinical test if they seek to practice 

independently in the private sector in Australia (43).  

Migrant dentists can also choose to enter through the University pathway as 

students, academic and research staff (6). Candidates can enrol in graduate clinical 

dental programs (Doctor of Clinical Dentistry, Master of Philosophy and Graduate 

Diploma in Clinical Dentistry). Candidates involved in teaching or research can be 

given limited registration to practice under supervision, depending on the duration of 

their contract with the concerned teaching institution (6). Migrant dentists involved 

in a research degree (PhD) or research work can obtain limited registration for 

clinical activity based on the duration of their program (6). Nevertheless, in order to 

obtain full registration status, all university pathway candidates are required to 

successfully complete the ADC four-stage examination progress. Dental specialists 
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can seek to gain entry through their specialist qualificationf – the ADC assesses this 

on a case by case basis (6).   

All migrant dentists are also required to obtain a valid visa to live and work in 

Australia (7). Dentists from New Zealand can migrate and work in Australia based 

on the Trans-Tasman visa arrangement. Generally, obtaining a visa to work in 

Australia is somewhat easier for dentists from developed countries (45). However, 

dentistry has often been listed in the demand list of professions, and additional points 

have been provided towards immigration and permanent residency (46), encouraging 

suitably qualified dentists from developing and poorer regions of the world to also 

migrate to Australia.  

1.2.4 Roles of governmental and non-governmental organisations 

A few organisations are actively involved in migrant dentist activities in Australia. 

The Department of Immigration and Border Protectiong offers visas for migrants to 

live and work in Australia (45). All migrant dentists are required to fulfil necessary 

immigration requirements and maintain a valid visa during their stay in Australia 

(45). Migrant dentists can move to Australia with a permanent visa or temporary visa 

(mainly work visa, sponsored visa, student visa or spouse visa). The Immigration 

Department is also a good source for information on life in Australia, and maintains a 

web portal with links for job seekers and new migrants (45). State immigration 

departments also offer arrival support and information sessions to assist new 

migrants.  

 The Australian Dental Council (ADC) is an assessment authority for migrant 

dentist qualifications (43). All migrant dentists wanting to practice as a dentist in 

Australia are required to meet the necessary requirements (English test, preliminary 

written test and practical clinical test) set forth by the ADC (41). The ADC conducts 
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the preliminary written test in 28 national and international locations (41, 43). These 

written tests are held twice a year. Practical clinical tests are held only in Australia, 

and up to 18 times in a year. Major clinical facilities in Australia are utilised to 

conduct these tests. The cost to candidates of the entire assessment process is about 

$8500 (43). Candidates retaking the examinations are required to pay an additional 

fee. All migrant dentists must maintain a valid registration to practice with the 

Australian Health Practitioner and Regulation Agency (AHPRA), a national 

regulating agency for all health practitioners in Australia including dentists (44).   

Public dental services in Australia are mainly run by the State/Territory 

Health Departments (47). Registered migrant dentists can choose to work in the 

public sector, providing services in dental hospitals, community or school dental 

clinics. Certain schemes run by the state dental services, such as the Public Sector 

Dental Workforce Scheme, offer appropriately qualified migrant dentists an 

opportunity to work in the public sector (48,49). Migrant dentists can be provided 

conditional registration in this Scheme, and carry a temporary obligationh  to work in 

areas of workforce shortage (such as the rural and remote areas in Australia) (6,43). 

State dental service departments offer support services for migrant dentists, mainly 

through induction seminars, supervision and continuing education programs (48). 

The private dental sector is the largest component of the dental sector in Australia 

(27). The private sector mainly includes solo practices or group practices (27). 

Migrant dentists choosing to practise in the private sector should have obtained full 

ADC registration.  

University dental schools and hospitals provide opportunities for 

appropriately skilled migrant dentists to work in academic, teaching, research or 

management positions. Migrant dentists can also enrol as students in graduate and 
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research programs in dental schools. All migrant dentists involved in clinical work in 

a university-based environment are required to meet the ADC criteria, and have 

either have full registration or conditional registration (43). A fully registered senior 

academic or clinician in the University is required to provide necessary supervision 

and support (6). Universities also provide support for new staff and students, ranging 

from induction seminars, accommodation support, medical and counselling services. 

Employment opportunities in the public or private sector can be obtained 

from job search portals provided by the Australian government, private employment 

agencies and online based search engines. In addition, each state/territory health 

department and university provide a list of current openings available.  

The Australian Dental Association (ADA) is a national body representing 

organised dentistry in Australia (50). More than 90 percent of all practising dentists 

in Australia are members of the ADA (51). The primary objectives of the ADA are to 

“encourage the improvement of the oral health and general health of the public, 

promote the ethics, art and science of dentistry, and support members to provide safe, 

high quality professional oral care” (51). The national body is supported by state 

branches. The ADA actively participates in policy, advocacy and research on issues 

concerning the dental profession in Australia. Migrant dentists can choose to become 

ADA members, and make use of the professional development programs run by the 

ADA.  

Some organisations are actively involved in the collection and reporting of 

aggregated dentist data in Australia. These data mainly include demographic 

characteristics, geographic distribution and practice activity patterns in Australia. 

Key stakeholders include: Australian Bureau of Statistics, Australian Institute of 

Health and Welfare (and collaborating units) and Health Workforce Australiai  
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(7,27,52). Data collected by these organisations assist in dental workforce policy and 

planning in Australia. However, limited data exists on migrant dentists. Surveillance 

data collections from the immigration departments, population census and workforce 

agencies (such as the Australian Bureau of Statistics and Australian Institute of 

Health and Welfare) offer limited data on migrant dentists so as to support policy 

analysis. Immigration departments collect data on arrivals and departures, and 

provide visas for migrant dentists to work in Australia. The Australian Dental 

Council (ADC) provides numbers on migrant dentist assessments and examination. 

Data on migration flows (from immigrations and ADC) merely offers insights into 

the number of dentists migrating to Australia. Population censuses are argued to 

underestimate the number of migrant dentists, and also do not provide information 

such as dentist practice patterns. Further, most dental workforce surveys in Australia 

do not have sufficient migrant dentist numbers to allow us to differentiate migrant 

dentist demographics or geographic location or practice activity patterns.  

1.2.5 Rationale for the thesis 

As established earlier, there exists very little independent research on migrant 

dentists both globally and in Australia. Minimum data to support dentist migration 

policy analysis (see Figure 2 in Commentary paper; Page 46) point towards the 

importance of understanding the attitudes, behaviour, and demographics of migrant 

dentists (60). In this regard, an understanding on the reasons for migration, as well as 

their cultural adaptation process in Australia is essential. To date, there also exist no 

dedicated surveys on migrant dentists that collect or have collected such information. 

A systematic understanding of demographic, migration and residence characteristics, 

practice profiles, job satisfaction and other experiences is vital for dental workforce 

and migration policy, not just in Australia but in countries that lose dentists to 
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Australia. This will support Australia’s global responsibility and assist in efforts to 

tackle dentist migration issues. 
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1.2.6 Endnotes 

a Please note that this number is based on the Australian Institute of Health and Welfare’s dental 

workforce collections, and is likely to vary with the World Health Organization estimates on 

disaggregated dentist workforce (12,254 dentists) data reported in the previous section Table 1.   
b ADECs role in accessing overseas dentists was transferred to ADC in 1996.  Prior to this the ADCs 

role mainly was to accredit dental schools and maintain standards for dental education in Australia.  
c Since 2012, the International English Language Testing System (IELTS) has also been used as an 

alternative English Language Test for OET. Currently, candidates require a B level for the OET test 

and a minimum band of 7 in all IELTS Listening, Reading, Writing and Speaking components.  
d Dental graduates from Canada were accepted for direct entry and practice in Australia since March 

2010. (1) 
e Variations in the public sector dental workforce scheme exist in different states. For example in New 

South Wales and Victoria a broader list of country candidates can qualify for the scheme. (2,3). 

However detailed assessment is involved in selecting candidates for the public sector scheme.  
f There are historical variations in the recognition of specialist qualifications for practice. Currently, 

only specialists with a primary dental degree acceptable by the ADC (or) successfully completing 

the ADC examination can seek specialist registration.    
g The Department of Immigration and Border Protection was formerly known as the Department of 

Immigration and Citizenship between 2007 and 2013, and prior to 2007 as the Department of 

Immigration and Multicultural Affairs.   
h The contractual obligation varies depending on the state dental service running the public sector 

dental workforce scheme. In South Australia the usual term is for three years. However, if the 

overseas-qualified dentist is able to achieve full registration, s/he can choose to work in the private 

sector. New South Wales and Victoria have different versions of the scheme, where the period of 

necessary obligation under the scheme is usually a year.  
i Health Workforce Australia ceased to exist from 2014. 
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Table 1: Employed dentists in Australia - selected characteristics 2000, 2006 and 2011 

NSW Vic Qld WA SA Tas ACT NT Australia 

 
2000a 

Number 3,126 2,204 1,564 913 821 119 184 60 8,991 
Average age 44.4 44.3 43.8 44.3 45.3 46.1 44.5 n.a. 44.4 
Women (per cent) 22.7 25.5 20.6 21.6 22.7 16.8 25.7 27.5 22.9 
Average hours worked 40.4 38.2 39.8 39.6 37.4 38.6 38.5 38.2 39.3 

2006a 
Number 3,561 2,449 2,028 1,071 826 172 218 78 10,404 
Average age 45.4 44.4 44.7 44.8 46.3 47.6 47.5 47.6 45.1 
Women (per cent) 27.6 32.3 27.9 27.7 28.5 24.1 30.2 45.3 29.0 
Average hours worked 40.5 37.0 38.2 37.3 36.1 37.5 40.5 41.4 38.5 

2011b 
Number 4,252 3,098 2,526 1,331 1,000 187 231 96 12,734 
Average age 44.6 42.8 42.1 42.3 44.7 45.2 44.5 44.1 43.5 
Women (per cent) 34.1 40.4 33.6 36.7 34.7 15.4 35.1 n.p. 35.6 
Average hours worked 38.4 36.5 37.8 36.6 36.0 36.7 39.6 39.7 37.4 

Note: (a) The 2000 and 2006 dental workforce estimates are based on published data from the AIHW Dental 
Statistics and Research Unit collections based in the Australian Research Centre for Population Oral Health. 
(4,5) (b) The 2011 data collections was carried out directly by the AIHW (6). n.a: not available; n.p: not 
publishable
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Figure 1: Employed dentist workforce in Australia by remoteness areas, 2011  
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Figure 2: Employed dentist workforce in Australia by type of practice, 2011  
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Note: Public included dentists working in public health services, hospital/residential health care services, 
educational facility, defence force and other government department or agency.  
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1.3 Aim of the thesis 

The broad aim of the thesis (by publication) is to provide a better understanding on 

the migration and settlement experiences of migrant dentists in Australia. This thesis 

utilises a qualitative-quantitative strategy and includes a series of original research 

articles (listed here as sub aims).  

The purpose of the qualitative study was to gain a preliminary insight into the dentist 

migration issue, by exploring meanings that dentist brought to describe the migration 

phenomena. The sub aims of the qualitative study included: 

1. To explore the reasons for the migration (or migration desire) of migrant 

dentists into Australia. 

2. To explore the settlement experience (or cultural adaptation process) of 

migrant dentists in Australia.  

3. To offer insights into the experiences migrant dentists have towards the 

qualifying examination process in Australia.  

The quantitative study was designed as a national survey so as to provide an in-depth 

understanding, as well as establish precise statistical estimates towards the migration 

phenomena. The sub aims of the quantitative study included: 

4. To obtain a systematic understanding on the demographic, migration and 

residence characteristics and the practice profiles of migrant dentists in 

Australia.  

5. To assess the level of job satisfaction of employed migrant dentists in 

Australia, and to examine the association between various migrant dentist 

characteristics and job satisfaction.  
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6. To develop scales to assess migrant dentist experiences both in home

countries and in Australia, and assess variations in the migrant dentist

experiences with migrant dentists characteristics.

.  
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1.4 Overview of research methods 

The purpose of this section is to provide an overview of the qualitative and 

quantitative methods used in the study. More detailed description of the study 

methods is included within the original research articles supplied in Part B.   

1.4.1 Qualitative-Quantitative research strategy 

This thesis utilises a qualitative-quantitative research strategy, mainly to bridge the 

strengths and address weaknesses of both methods. Qualitative methods (such as in-

depth interviews) are primarily exploratory and assist in gaining a preliminary 

understanding on the phenomena of interest (1). The use of qualitative methods are 

usually justified when there is very little evidence available on the phenomena of 

interest, and/or the researcher intends to explore the meanings participants attribute 

to the phenomena (1, 2). Dentist migration is a relatively new area of research, and it 

was important first to understand the meanings migrant dentists attribute to the 

migration process. Qualitative research will develop original insights into the dental 

migration phenomena in Australia. Nevertheless, evidence from qualitative research 

is usually subjective, and it is difficult to demonstrate rigor in qualitative methods 

(2). On the other hand, quantitative research (such as population surveys) is more 

objective in nature and provides more precise statistical tools towards the 

measurement of the migration phenomena (2, 3). Therefore, we argue that the use of 

both methods was useful in addressing the thesis aim more elaborately. 

1.4.2 Ethical approval 

Ethical approval for the qualitative and quantitative studies was obtained from the 

Human Research Ethics Committee of the University of Adelaide (see Appendix A).  
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1.4.3 Qualitative study 

The qualitative study included in-depth interviews of 49 migrant dentists in Australia 

(47 face-to-face and two telephone interviews). Selection of participants was based 

on purposive “snowballing” that included a maximum variation approach so as to 

enrich the quality of data (4). The sampling strategy accounted for the heterogeneity 

of migrant dentist characteristics vis-à-vis gender, mode of entry into Australia and 

country of training. The participants were identified by networking with professional 

colleagues based in dental schools, professional associations and public dental 

services. Invitations were sent to participants (see Appendix B1), followed by 

detailed information about the study (see Appendix B2). Written informed consent 

was obtained from all participants prior to the interview (see Appendix B3). 

The interviews were conducted between July and December 2011. All 

interviews were conducted by the Ph.D. candidate, travelling to the location of 

participant’s choice based across five states and a territory in Australia. The majority 

of the interviews were completed in one hour or less. A semi-structured interviewing 

technique was used to facilitate the diachronic narration of participant’s life story (5). 

Participants were asked to revisit key events in their life story. Interviews were 

mainly in two parts: first on home country events that led to migration to Australia, 

and second on settlement experiences in Australia. Prompts were used sparingly, but 

to enable detailed discussion (see Appendix B4 for interview guide).  

The analysis of the interviews was guided by a hermeneutic 

phenomenological approach (6, 7). Detailed description on the sampling, data 

collection procedures, analysis and ethical considerations are provided in the 

respective qualitative papers (see Part B: Original Research Articles 1 to 3).  
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1.4.4 Quantitative study 

The quantitative study included a national survey of migrant dentists (n=1977) 

resident in Australia. All migrant dentist members of the Australian Dental 

Association (ADA) (n=1872) or enrolled as a graduate student (n=105) in any of the 

dental schools in Australia were included in the survey. These surveys were 

conducted in collaboration with the ADA, and the Australasian Council of Dental 

Schools (ACODS). The ADA component included three postal mailouts and one 

online follow-up. A unique identified barcode was used, and only non-respondents 

were followed. The ACODS component included a handout followed by an online 

survey.  

Both components of the quantitative surveys were conducted between 

January and May 2013. Appendix C1 provides the cover letter, and information sheet 

as used the survey material. The ADA component also included a support letter 

supplied by the ADA Federal President (see Appendix C2). The survey package also 

included an independent complaints form (see Appendix C3).  The main survey 

was printed as a booklet in eight A4 sized pages (see Appendix C4). The online 

survey was designed using COGNIX ViewFlash (8). This was done in collaboration 

with the Unified Adelaide University Online Portal team, and was administered 

through a local server based in the University of Adelaide (see Appendix C5).  

In general, the survey collected a broad range of information that included 

demographic, migration and residence characteristics, practice profiles, job 

satisfaction and life story experience of migrant dentists. More detailed information 

on data collection, data preparation and linkage, analysis techniques and ethical 

considerations are provided in the respective quantitative papers based on the 

national survey (see Part B: Original Research Articles 4 to 7) 
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1.4.5 Integration of qualitative and quantitative methods 

Our approach towards the integration of qualitative and quantitative methods was 

rooted within a pragmatic philosophical position (9, 10). We choose to preserve the 

methodological uniqueness of both methods, and the point of integration was limited 

to two areas: 

1.  Harvesting a list of migrant experience items for use in the survey 

questionnaire (see original research article 6). 

2. Qualitative findings presented in the original research articles 1, 2 and 3 are 

compared while discussing the quantitative findings in original research 

articles 4, 5 and 7. 
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2 RESEARCH ARTICLE 1: GLOBAL INTERCONNECTEDNESS 

Balasubramanian M, Brennan DS, Spencer AJ, Short SD. The “global 

interconnectedness” of dentist migration: a qualitative study of the life-stories of 

international dental graduates in Australia. Health Policy and Planning. Oxford 

University Press; 2015;30(4):442–50.  

 

Highlights: 

• This paper was accepted for publication in Health Policy in Planning in 

March 2014, and first published online (early view) on May 2014.  

• Health Policy and Planning has an Impact factor of 3.442, and is consistently 

ranked among the “top tier” journals in Health Policy and Health Services.  

• Both reviewers had positive comments, and particularly the first reviewer had 

noted: “Good article that will make a significant contribution to a very 

important matter that of migration of health professionals” 

Readers are advised on the use of the term “international dental graduates” in this 

article as opposed to a more generic term “migrant dentists” (as adopted for this 

thesis write up). These terminology issues are discussed in Part C.  
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2.1 Statement of authorship
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2.2 Linkage of article to body of research  

The purpose of this article is to explore the reasons for migration (or migration 

desire) of migrant dentists in Australia. This emerges from the qualitative analysis, 

based on the home country experiences of migrant dentists: “global 

interconnectedness” was the first of the two superordinate themes that emerged from 

the qualitative analysis.  
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2.3 Published article 

Pages 72 to 80 include pdfs of the published article in Health Policy and Planning. 



 
 
 
 
Balasubramanian, M., Brennan, D.S., Spencer, A.J. & Short, S.D. (2015). The ‘global 
interconnectedness’ of dentist migration: a qualitative study of the life-stories of 
international dental graduates in Australia.  
Health Policy and Planning, 30(4), 442-450.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 72 - 80 in the print 
copy of the thesis held in the University of Adelaide Library. 

 
It is also available online to authorised users at: 

 
http://dx.doi.org/10.1093/heapol/czu032 
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3 RESEARCH ARTICLE 2: NEWNESS-STRUGGLE-SUCCESS 

Balasubramanian M, Brennan DS, Spencer AJ, Short SD. The ‘newness-struggle-

success’ continuum: a qualitative examination of the cultural adaptation process 

experienced by overseas-qualified dentists in Australia. 2015. Australian Health 

Review. [3 August 2015; Early view].  

Highlights 

• This article was submitted to Australian Health Review as it was considered

more relevant to an Australian audience. The article was accepted for

publication on 28 June 2015 and was first published online (early view) on 3

August 2015.

• The Australian Health Review is the official journal of the Australian Health

and Hospital Association and is considered as the premier health policy

journal in Australia. The journal has an impact factor of 1.00.

• Both the reviewers provided positive feedback for the paper. In the words of

one reviewer: “The paper tries to shed light on some of the aspects that have

not been explored before and are quite relavent to both the dental community

and the policy makers.”

Readers are advised on the use of the term “overseas-qualified dentists” in this article 

as opposed to a more generic term “migrant dentists “(as adopted for this thesis write 

up). These terminology issues are discussed in Part C.  
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3.2 Linkage of article to body of research  

The purpose of this article is to explore the cultural adaptation process of migrant 

dentists in Australia. This emerges from the qualitative analysis, based on the 

settlement experiences of migrant dentists: “newness-struggle-success continuum” 

was the second of the two superordinate themes that emerged from the qualitative 

analysis.  
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3.3 Published article 

Pages 85 to 90 contain the pdf of the article in Australian Health Review. The article 

is an online early version, and is yet to be assigned to an issue.   

 



 
 
 
 
Balasubramanian, M., Brennan, D.S., Spencer, A.J. & Short, S.D. (2015). ‘Newness-
struggle- success’ continuum: a qualitative examination of the cultural adaptation 
process experienced by overseas-qualified dentists in Australia. 
Australian Health Review, 40(2), 168-173. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 85 - 90 in the print 
copy of the thesis held in the University of Adelaide Library. 

 
It is also available online to authorised users at: 

 
http://dx.doi.org/10.1071/AH15040 

 



 

91 

4 RESEARCH ARTICLE 3: ADC EXAMINATION EXPERIENCE 

Balasubramanian M, Brennan DS, Spencer AJ, Watkins K, Short SD. Overseas-

qualified dentists’ experiences and perceptions of the Australian Dental Council 

assessment and examination process: the importance of support structures. Australian 

Health Review. 2014;38(4):412–9. 

 

Highlights:  

• This article was accepted for publication in the Australian Health Review on 

Feb 2014, and first published online (early view) on 8 July 2014.  

• The Australian Health Review is the official journal of the Australian Health 

and Hospital Association and is considered as the premier health policy 

journal in Australia. The journal has an impact factor of 1.00. 

• The reviewers had some encouraging comments about the article and one 

reviewer in particular stressed the importance of this work: “This excellent 

work shades light [sic] on an area often forgotten: Overseas trained dentists 

and their experiences. There has not been much research undertaken in this 

area. Indeed, this publication will be very much appreciated by policy makers 

and stakeholders” 

Readers are advised on the use of the term “overseas-qualified dentists” in this article 

as opposed to a more generic term “migrant dentists “(as adopted for this thesis write 

up). These terminology issues are discussed in Part C. 
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4.2 Linkage of article to body of research  

During the qualitative fieldwork migrant dentist narrations on the Australian Dental 

Council (ADC) examination process formed a substantial aspect of their discussion 

on the settlement experience of migrant dentists in Australia. Though this aspect 

wasn’t planned in detail before the study commenced, the ADC examination 

experience was found to affect a large part of the settlement experience of migrant 

dentists. We strongly felt that this issue required special consideration, and decided 

to pay attention to the subtheme “ADC examination experience”, presented in this 

paper.   
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4.3 Published article 

Page 95 to 102 include the pdfs of the published article in Australian Health Review.  



 
 
 
 
Balasubramanian, M., Brennan, D.S., Spencer, A.J., Watkins, K. & Short, S.D. 
(2014). Overseas-qualified dentists’ experiences and perceptions of the Australian 
Dental Council assessment and examination process: the importance of support 
structures.  
Australian Health Review, 38(4), 412-419. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 95 - 102 in the print 
copy of the thesis held in the University of Adelaide Library. 

 
It is also available online to authorised users at: 

 
http://dx.doi.org/10.1071/AH14022 
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5 RESEARCH ARTICLE 4: NATIONAL SURVEY 

Balasubramanian M, Spencer A, Short S, Watkins K, Chrisopoulos S, Brennan D. 

Characteristics and practice profiles of migrant dentist groups in Australia: 

implications for dental workforce policy and planning. International Dental Journal. 

2015. 65 (3):146-55.  

Highlights:  

• This article was accepted for publication in the International Dental Journal 

on November 2014, and first published online (early view) on 11 February 

2015.  

• The International Dental Journal is the journal of the FDI World Dental 

Federation (the peak body for the dental profession). The journal has an 

impact factor of 1.195, and is widely read by the dental profession and oral 

health policy makers across the world.  

• This article presents findings from the first national survey of migrant dentists 

(overseas-qualified dentists) in Australia.  

• The article currently has an altmetric score of 17, and is ranked No 1 among 

172 articles of the same age in the journal. Please refer link: 

http://www.altmetric.com/details.php?domain=aurora.adelaide.edu.au&citati

on_id=3614374 

• The article has gained considerable media attention both in Australia and 

globally. Link to media release in the University of Adelaide on the lead up to 

the World Oral Health Day on 20 March 2015: 

http://www.adelaide.edu.au/news/news76862.html 

http://www.altmetric.com/details.php?domain=aurora.adelaide.edu.au&citation_id=3614374
http://www.altmetric.com/details.php?domain=aurora.adelaide.edu.au&citation_id=3614374
http://www.adelaide.edu.au/news/news76862.html
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5.1 Statement of authorship
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5.2 Linkage of article to body of research  

The purpose of the article is to report findings based on the first national survey of 

migrant dentists in Australia. The article provides a systematic understanding on the 

demographic, migration and residence characteristics and practice profiles of migrant 

dentists in Australia. This is the first sub-aim of the quantitative study.  
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5.3 Published article 

Pages 107 to 116 include the published article in the International Dental Journal, 

provided in pdf format.  



 
 
 
 
Balasubramanian, M., Spencer, A.J., Short, S.D., Watkins, K., Chrisopoulos, S. & 
Brennan, D.S. (2015). Characteristics and practice profiles of migrant dentists groups 
in Australia: implications for dental workforce policy and planning.  
International Dental Journal, 65(3), 146-155 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 107 - 116 in the print 
copy of the thesis held in the University of Adelaide Library. 

 
It is also available online to authorised users at: 

 
http://dx.doi.org/10.1111/idj.12154 
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6 RESEARCH ARTICLE 5: JOB SATISFACTION 

Balasubramanian M, Spencer AJ, Short SD, Watkins K, Chrisopoulos S, Brennan 

DS. Job satisfaction of migrant dentists in Australia: implications for dentist 

migration and workforce policy. 2015. Australian Dental Journal. [Accepted 14 Aug 

2015; doi: 10.1111/adj.12370. In press] 

 

Highlights:  

• This article was submitted to Australian Dental Journal on 9 May 2015 and 

was accepted on 14 Aug 2015. The pdf of the accepted version was made 

available online by the journal on 22 Aug 2015.  

• As migrants arrive from diverse cultural and professional backgrounds, they 

are at risk of several settlement problems in the new country that in turn can 

affect their work. This article provides evidence on the job satisfaction of 

migrant dentists in Australia. 

• The reviewers had constructive feedback, and this article received a minor 

revision following the initial review process. 
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6.1 Statement of authorship
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6.2 Linkage of article to body of research  

The purpose of the article is to assess the level of job satisfaction of employed 

migrant dentists in Australia, and to examine the association between various 

migrant dentist characteristics and job satisfaction. This is the second sub-aim of the 

quantitative study.  
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6.3 Accepted article 

Pages 121 to 148 include the article in the accepted form (in pdf) as published in the 

Australian Dental Journal.   
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7 RESEARCH ARTICLES 6 AND 7: LIFE STORY EXPERIENCE 

ARTICLE 6: Balasubramanian M, Spencer AJ, Short SD, Watkins K, Chrisopoulos 

S, Brennan DS. Development of life story experience scales for migrant dentists in 

Australia: a sequential qualitative-quantitative study. Community Dental Health 

[Submitted 24 Aug 2015]. 

ARTICLE 7: Balasubramanian M, Spencer AJ, Short SD, Watkins K, Chrisopoulos 

S, Brennan DS. The life story experience for migrant dentists in Australia: new 

agendas for dental workforce planning, migration policy and international 

cooperation. [Draft article]. 

Highlights: 

• These articles build a suite of five sub-scales around migrant dentists’ life 

story experience.

• Based on this research, we provide suggestions for a more inclusive approach 

on dentist migration in Australia, and greater consensus towards an 

international agenda to address the dentist migration issue.

• Article 6 has been submitted to Community Dental Health (see Appendix 

Two: B2). 
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7.1 Statement of authorship
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7.2 Linkage of articles to body of research  

In these two articles, we first develop a suite of measures (sub-scales) for migrant 

dentist experiences in Australia, and later assess the variation between migrant 

dentist experiences in Australia and migrant dentist characteristics. This is the final 

sub-aim of the quantitative study.  
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7.3 Submitted article 

Pages 154 to 181 include the article that develops a suite of measures (sub-scales) for 

migrant dentist experiences in Australia. This article has been submitted to 

Community Dental Health, and is provided in the form as submitted to the journal.  



 
 
 
 
Balasubramanian, M., Spencer, A.J., Short, S.D., Watkins, K., Chrisopoulos, S. & 
Brennan, D.S. (2016). The life story experience for migrant dentists in Australia: new 
agendas for dental workforce planning, migration policy and international 
cooperation. 
Community Dental Health, Submitted. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 154 - 181 in the print 
copy of the thesis held in the University of Adelaide Library. 
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7.4 Draft article  

Pages 183 to 212 include a draft article that provides an assessment on the variation 

of migrant dentist experiences by migrant dentist characteristics. This article is 

planned for submission to a health policy journal, once the previous article (Article 

6) is accepted in a journal. This article is of 3111 words in length and the abstract is 

of 260 words. 
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7.4.1 Abstract 

Introduction: Dentists from over 120 countries migrate to Australia, and it is 

estimated that one in four of every practising dentist in Australia is a migrant. The 

aim of the study was to assess variation in migrant experiences in Australia by 

migrant dentist characteristics.  Methods: A national survey of all migrant dentists 

resident in Australia was conducted in 2013. Migrant experiences were assessed 

through life story experience (LSE) scales, comprising 38 items. Respondents rated 

experiences using a five-point Likert scale.  Results: A total of 1022 migrant dentists 

responded to the survey (response rate=54.5%). LSE1 (health system and general 

lifestyle concerns in home country), LSE2 (appreciation towards Australian way of 

life) and LSE3 (settlement concerns in Australia) scales varied by migrant dentist 

groups, gender, and years since arrival to Australia (Chi-square, p<0.05). In a logistic 

regression model, migrants mainly from developing countries (ADC Successful 

group) had a higher odds ratio for LSE1 (9.32; 3.51-24.72) and LSE3 (5.39; 3.51-

8.28), and a lower odds ratio for LSE2 (0.66; 0.46-0.96), when compared to migrants 

from well-developed countries (Direct Recognition group). Migrants also seem more 

appreciative towards the Australian way of life if they had lived at least ten years in 

Australia (1.97; 1.27-3.05), compared to migrants who have lived for less than ten 

years.  Conclusion: Migrant dentists from developing countries face challenges, both 

in their home and in Australia. This study offers recommendations towards targeted 

policies for migrants facing settlement issues in Australia. A further suggestion is to 

adopt a more inclusive approach and greater consensus for an international agenda to 

address dentist migration.  

Keywords: dentists; health policy; international cooperation; migration. 
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7.4.2 Introduction  

The migration of dentists is a major challenge affecting both the developing and 

well-developed countries. Dentists, similar to physicians and nurses, form a highly 

skilled group of health professionals involved in international migration (1). In a 

recent survey of all FDI World Dental Federation member countries, migration to the 

well-developed countries has emerged as a growing trend among dentists in 

developing countries (2). While migration appears to bring improved knowledge 

flows across borders and contribute towards global development (3), it can also lead 

to brain drain in poorer regions of the world (4–7).  

Australia is a popular destination for migrant dentists, trained from an 

overseas dental institution (7,8). Dentists from over 120 countries migrate to 

Australia (9), and it is estimated that one in four practising dentists in Australia is a 

migrant (10). A large proportion of migrant dentists arrive from countries with a 

similar historical and cultural proximity to Australia, such as New Zealand, United 

Kingdom, Republic of Ireland and Canada (7,11). Dentists from these countries can 

have their qualifications directly recognised for practisea and can register fully as a 

dentist in Australia (12,13). A concern in recent years is the dramatic increase in the 

number of dentists arriving from developing countries, such as India, Philippines, 

South Africa, Indonesia, Egypt, Iran, and Iraq (9). These dentists are usually required 

to undergo a detailed examination process to gain entry into dentistry in Australia 

(13). Migrants can also choose to enter as students or academics and be associated 

with an Australian University, or obtain public sector employment in regional/remote 

areas in Australia with limited registration. 

The reasons for dentist migration are complex, and it is believed that a broad 

range of factors influences a dentist’s decision to migrate to Australia (1). Prior 
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research suggests that dentists from the well-developed countries migrate to 

Australia for slightly different reasons (such as adventure) than dentists from 

developing countries, who migrate seeking better opportunities (7). Developing 

countries in South Asia and the Middle East are facing several health system 

challenges and political uncertainties that can affect dentist experiences, and thereby 

influence migration (1). Oral health systems in these countries seem largely 

unresponsive to dentist expectations on work conditions or better career 

opportunities (14–17). Migrant dentists arriving Australia also face various 

settlement issues (18,19). The examination process is resource intensive, and can be 

tough on newly arrived dentists, or migrants with a family to support (18). As 

suggestive in other migration studies, migrants are also at the risk of discrimination, 

isolation, stress and loss of identity in Australia (20,21). Migrant dentists face several 

cultural issues and require support for understanding the Australian way of life (19). 

To date, very little has been done to gain a thorough understanding on the 

migration and settlement experiences of migrant dentists in Australia. Prior studies 

were mainly qualitative (1,18,19), and failed to provide any conclusive evidence. 

National dental labour force collections (22–24), dentist practice activity (25,26) and 

job satisfaction (27,28) studies in Australia have not presented disaggregated data on 

migrant dentists. An understanding of their experiences (both in home countries and 

in Australia) can help us uncover events that are more likely to affect migrant 

dentists.  Further, as experiences are unlikely to remain similar to all migrants, an 

assessment based on various migrant dentist characteristics, such as background and 

country of origin is vital. This will enable us to develop more focused migration 

policies, and provide evidence to support international cooperation. Therefore, the 
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aim of the study was to assess the variation between migrant dentist experiences in 

Australia and migrant dentist characteristics.   
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7.4.3 Methods  

Data collection 

A national survey of migrant dentists resident in Australia was conducted between 

January and May 2013 (7). All migrant dentists registered with the Australian Dental 

Association (n=1872) or enrolled as a graduate student in the nine dental schools 

(n=105) in Australia were included in the survey. Dentists were asked to complete a 

self-administered questionnaire; postal mailouts, handouts, and online approaches 

were used in the surveysb . A wide variety of data including demographic, migration 

and residence characteristics, practice profiles, job satisfaction and life-story 

experience were collected. Further details on study design, data collection, and data 

preparation procedures are described elsewhere (7). The focus of this study is limited 

to understanding the life story experience of migrant dentists. 

Data items 

The life story experience of migrant dentists was assessed through a battery of 38 

items, comprising five empirical scales, designed through a qualitative-quantitative 

sequential studyc  (29). Three scales (LSE1, LSE4, and LSE5) brought out the home 

country experiences of migrant dentists that led to migration into Australia; two 

scales (LSE2 and LSE3) captured settlement experiences in Australia. The list of all 

items included in each scale is presented in Supplementary Table 1. “Health system 

and general lifestyle concerns” scale (LSE1), included 10 items that highlighted 

misgivings associated with migrant dentists home country health systems and living 

conditions. Two additional home country scales LSE4 (four items) and LSE 5 (five 

items) highlighted the attraction towards “society and culture” and “career 

development” respectively. “Appreciation towards Australian way of life” scale 
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(LSE2), included 12 items and “settlement concerns” in Australia (LSE3) scale, had 

seven items. All survey participants were asked to indicate their level of agreement 

with each life story experience item, using a five-point Likert scale with ‘1’ 

indicating strong disagreement and ‘5’ indicating strong agreement.  

Data analysis 

Migrant dentists were classified into three mutually exclusive groups based on their 

country of primary dental qualification and route towards registration in Australia: 

Direct Recognition, ADC Successful and Alternative Pathway (7). Migrants with a 

primary dental qualification from New Zealand, the United Kingdom, Republic of 

Ireland and Canada were classified as Direct Recognition; primary qualifications 

from these countries were recognised for practice in Australia, without any further 

examination. Migrant dentists’ having participated and successfully completed the 

Australian Dental Council (ADC) examination process were categorised as ADC 

Successful. This group of migrant dentists were mainly from the low- and middle-

income countries. The Alternative Pathway group included dentists working in the 

public sector dental workforce schemed , or as academics/researchers/students or 

specialists or having migrated to Australia at a time when mutual qualifications from 

other countries were recognised.  

The year of birth was used to derive average age and age groups. The 

postcode of main practice location was linked with Australian Standard Geographic 

Classification (ASGC) Remoteness Areas (30) data in order to provide a new 

variable relevant to the relative remoteness of practice location.  

All the life story experience scales were dichotomized into two groups using mean 

scores less than four as the cut-off point and coded as indicator variables. This 

approach was based on prior studies that have used a similar cut-off point (31,32). 
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Values greater than or equal to 4 coded as 1 (indicating strong agreement) and values 

less than 4 coded as 0 (other). Later, these dichotomised life story scales were 

examined by selected characteristics of migrant dentist using chi-square tests, and a 

level of significance set at p<0.05. Migrant dentist characteristics were later entered 

as covariates in a series of logistic regression models. The dichotomised life story 

experience scales were treated as dependent variables. Entry of variables in the 

model was conceptually based to establish the most parsimonious model (33) - fewer 

terms as possible, but both conceptually relevant and able to explain the predicted 

life-story experience of migrant dentists. Adjusted odds ratios were generated. All 

data were analysed using IBM SPSS Version 20 (34).  

Ethical considerations 

Ethical approval for the study was obtained from an approved Human Research 

Ethics Committee in Australia. The survey was conducted as mailed self-complete 

questionnaire; consent was therefore implied by the return of the completed 

questionnaire. 
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7.4.4 Results  

A total of 1022 migrant dentists responded to the national survey, resulting in an 

overall response rate of 54.5%.  

Sample characteristics 

Table 1 presents the number and percentage of respondents by selected 

characteristics of migrant dentists. The Direct Recognition Group comprised of the 

largest proportion of migrants (48.0 %), followed by the ADC Successful (40.2 %) 

and the Alternative Pathway (11.7 %) Groups. The majority of participants were 

male (58.2%), and over half of all participants (53.6%) had children less than 18 

years of age. Further, over half of the respondents (51.2%) were aged 45 years or 

older, and a larger proportion (58.0%) had arrived in Australia 10 or more years ago. 

Over three-quarter of the participants (76.2%) practised in major cities in Australia, 

and a large majority reported to work in private practices (88.4%).  

Life-story experience scales by migrant dentist characteristics 

Table 2 presents bivariate associations between the dichotomised life-story 

experience scales and migrant dentist characteristics. The total number of 

respondents (n) and proportion in agreement with each scale are presented. “Health 

system and general lifestyle concerns” home country scale (LSE1) varied by migrant 

dentist groups, gender, age group, years since arrival in Australia and having children 

less than 18 years of age. Both Australia based life-story experience scales (LSE2 

and LSE3) were associated with migrant dentist groups, gender, age group and years 

since arrival to Australia. Further, “appreciation towards Australian way of life” 

(LSE2) scale varied by type of main practice; “settlement concerns” (LSE3) scale 

also varied by having children less than 18 years of age. LSE4 (society and culture) 
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home country scale varied by remoteness area of main practice location, and LSE5 

(career development) was associated with age group and years since arrival to 

Australia.   

Logistic regression analysis between the dichotomised life-story experience 

scales and migrant dentist characteristics is presented in Table 3. Adjusted models 

for selected characteristics are presented for each scale. Compared with the reference 

category (Direct Recognition group), the odds ratio for the ADC Successful group 

(9.32; 3.51-24.72) and Alternative Pathway group (7.38; 2.04-26.73) were 

significantly higher for concerns on “health system and general lifestyle concerns” 

home country scale (LSE1). Both the home country based scales - “society and 

culture” (LSE4) and “career development” (LSE5) - varied with the remoteness area 

of main practice.  Migrant dentists practising in the rest of state had lower odds ratio, 

0.59; 0.40-0.85 for LSE4 and 0.64; 0.43-0.94 for LSE5, when compared to the 

reference category (major city). Further, the odds ratio for the LSE5 scale varied for 

migrant dentists aged 55+ years old (2.15; 1.06-4.38), when compared to the 

reference category (less than 35 years old).  

The ADC Successful group also had a lower odds ratio (0.66; 0.46-0.96) in 

the “appreciation towards Australian way of life” scale (LSE2), when compared to 

Direct Recognition group. The odds ratio in the LSE2 scale was higher with years 

since arrival in Australia, and compared to the reference category of less than 10 

years, being in Australia for 10 to 29 years, and 30+ years both had a higher odds 

ratio (1.97; 1.27-3.05 and 2.90; 1.40-5.99 respectively). Further, the odds ratio of the 

LSE2 scale varied for migrant dentists working in private practice (2.31; 1.31-4.06), 

when compared to the reference category, public dental practice. The “settlement 

concerns” scale (LSE3) in Australia, showed a higher odds ratio for the ADC 
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Successful group (5.39; 3.51-8.38) in comparison with the reference category, Direct 

Recognition group. The odds ratio for the LSE3 scale (settlement concerns in 

Australia) was lower with years since arrival in Australia, and the 30+ year group 

had the lowest odds ratio (0.23; 0.07-0.74). Further, the odds ratio for the LSE3 scale 

was lower for migrant dentists having no children under 18 years old (0.50; 0.31-

0.80), when compared to the reference category of having children under 18 years 

old. 
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7.4.5 Discussion  

The study assessed the variation between migrant dentist (migration and settlement) 

experiences in Australia and migrant dentist characteristics, using life story 

experience (LSE) scales. The scales include five experience domains: three based on 

home country events and two on settlement experiences in Australia. As the scales 

were designed through a grounded qualitative approach, including the actual 

narrations of migrant dentists, it is likely to reflect sentiments of migrant dentists in 

Australia (29). The five LSE domains were intended to be assessed separately, so it 

could offer in-depth information on the experiences associated with each domain; a 

single composite measure of life story experience was not essential or informative 

(29). The interpretation of results to each of the five LSE domains also required 

attention. The “health system and general lifestyle concerns” home country scale and 

“settlement concerns in Australia” scale brought out concerns or misgivings 

experienced by migrant dentists; other scales (Australian way of life, society, and 

career related issues at home country) brought out appreciation or affinity towards 

the underlying concept of each of the scales.   

The adjusted logistic regression model for the “health system and general 

lifestyle concerns” home country scale (LSE1) found associations that were 

prominent only for migrant dentist groups and years since arrival to Australia. The 

ADC Successful and Alternative Pathway group of migrant dentists were more likely 

to have experienced difficulties and seemed less satisfied with home country systems 

and living conditions, compared with the Direct Recognition group (from well 

developed countries) A vast majority of participants from the ADC Successful and 

Alternative Pathway groups are from middle-income countries, witnessing major 

shortcomings in dental workforce policy and planning (7). Countries such as India 
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(14,15), Philippines (35,36), Thailand (16) and Indonesia (17) have dramatically 

upscaled the production of dentists, yet with little consideration towards the 

organization and delivery of dental services (37,38). Much of the contribution to this 

increase in dentists is from private dental colleges. Dentists from many developing 

countries also are more involved in private practices (37); the rise in the number of 

dentists has increased competition in the metropolitan areas that appear already well 

supplied with dentists (39). Public dental services and rural areas are the most 

affected (37). Broader issues such as corruption and bad living conditions also seem 

to coexist with health system deficiencies and affect dentist experiences. Some 

countries in the African and Middle Eastern Regions have been experiencing 

unstable political environments and more complex issues such as racism and 

discrimination (40,41). Dentists seem to migrate, as they feel let down by home 

country systems (1). Further, many countries in the poorer regions of the world do 

not have suitable workforce surveillance systems, and very little is known on the 

migration flows of dentists so as to support policy making decisions (42). Similar 

concerns also exist in physician and nurse migration (43,44). Policies developed to 

address health professional migration as a whole, will also need to take in regard the 

predominant privatized nature of dental education and dental practice.  

The ADC Successful group of migrant dentists (mainly from developing 

countries) appear to have a lesser “appreciation towards the Australian way of life” 

scale (LSE2), and have experienced more settlement concerns (LSE3) in Australia. 

Migrant dentists involved in the qualifying examination process have expressed 

sentiments on the tough and stressful nature of the examination, and the impact of the 

examination on one’s finances and time. This study supports prior qualitative studies 

that called for support structures for migrant dentists involved in the examination 
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process (18,45). Further, migrant dentists seem more appreciative towards life in 

Australia if they have lived longer in Australia. Our finding provides new evidence 

to an argument that current policies and programs directed at recent migrants to 

facilitate their integration to the Australian way of life could be ineffective, and need 

reconsideration. Currently, support for migrants is offered by immigration 

departments or more specifically by universities and the public dental sector (19).  A 

large proportion of migrant dentists might not avail themselves of these services. 

Migrants might face broader challenges such as seeking work or improving their 

financial position or settling down with a family– therefore gaining an understanding 

towards the Australian way of life might not seem an immediate priority. Migrants 

also appear to cherish work in the private dental sector. The limitations of public 

sector in terms of scope of practice of a dentist (27), and/or better financial returns of 

working in the private sector, could have contributed towards migrant dentist 

experiences in Australia.  

In the adjusted analysis, participants living in non-metropolitan areas were 

less likely to have expressed affinity to home country “society and culture” scale 

(LSE4). Prior studies lend support to an argument that migrants closely knit to family 

and friends, are more likely to be socially active (1,46), and possibly aim to preserve 

such culture. While there is not enough evidence to suggest that this attraction will 

make emigration to home countries imminent, we can at least argue that such 

migrants will tend to live in areas where they can experience closeness to their native 

cultures. Metropolitan areas in Australia have vibrant multicultural hubs, providing a 

similar community experience (47). More attention is required towards migrant 

dentists living in non-metropolitan areas gain to better understanding of their cultural 

adherence, and assimilation of Australian values. Younger migrant dentists in 
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Australia were less likely to be in agreement with the “career development” in home 

country scale (LSE5). The dental education systems in some developing countries 

(e.g. India and Philippines) are producing surplus graduates with a possible intention 

to make them available to a global market (42,48). Current dental education is more 

technology-driven and less problem-centric (49). As a consequence, migrant dentists 

do not seem to realise the potential for career development in home countries and 

appear to relish a desire to practice high-end dentistry (1).  Therefore, policies that 

address dentist migration need also to focus on the emerging workforce, so as to 

identify clues to cultivate new dental education and practice philosophies.   

Limitations 

The sampling frame for the study was based on migrant dentist registrations in the 

Australian Dental Association and enrolment information provided by the 

participating dental schools (7). A more exhaustive list of migrant dentists, based on 

the national register of dentists (50), was not available for research purposes. 

Nevertheless, over 90% of all practising dentists in Australia are also members of the 

dental association (51). The inclusion of graduate students in dental schools 

improved representativeness of the study sample (7). We did not survey migrants, 

who were involved in a non-dental job (or) non-dental university study program (or) 

who were unemployed. The identification of this group of migrant dentists would 

require integration of several data sources such as immigration, dentist registration, 

dental association membership, student enrolment and possibly taxation and social 

service information (7,42). Linkage between these systems is not in place in 

Australia.  The study included only migrant dentists, who were residing in Australia 

at the time of the survey. It is possible that migrants living in Australia could exhibit 

a different set of experiences, compared to those who have left Australia. Prior 
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studies in general population movement offer various explanations (52–54); return 

migration to home country or emigration to a third country seems more common 

among migrants who have experienced severe failure or among the more successful 

migrants who have accumulated considerable financial wealth. In order to include all 

migrant experiences (those who emigrate or returned), would require an international 

effort first addressing challenges in migrant dentist immigration and surveillance 

systems (42). Future studies could benefit from a multicountry approach to better 

account for global mobility, so as to offer a more detailed assessment on the 

experiences of the mobile migrant dental workforce. 
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7.4.6 Conclusion  

Migrant dentists from developing countries (mainly the ADC Successful Group) face 

broader challenges, compared to other migrant dentist groups, both in their country 

of origin and in Australia. Migrants appear to be let down by home country systems 

and have reported shortcomings in the structure, organization and delivery of dental 

services. Broader issues such as corruption and bad living conditions seem to coexist 

with health system deficiencies and influence dentist experiences. Migrant dentists, 

who have migrated to Australia more recently, and migrants with children, have 

experienced greater settlement concerns in Australia. Migrants also seem to cherish 

working in the private sector. This study offers recommendations towards targeted 

policies for migrants facing settlement concerns in Australia. A further suggestion is 

to adopt a more inclusive approach and call for greater consensus towards an 

international agenda to address the dentist migration issue. This approach will assist 

developing countries to understand the extent of the problem, and assist dental 

workforce planning and migration policy.   
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7.4.8 End notes 

a The assessment and examination process is conducted by the Australian Dental Council (or ADC). Dentists 
from New Zealand, Ireland, United Kingdom and Canada do not require a detailed examination. 

b The Australian Dental Association component included three postal mailouts followed by an online survey. The 
dental school component included one handout followed by an online survey. 

c The qualitative-quantitative sequential approach included 82 items harvested through a qualitative study that 
were later deployed in the national survey. The wider list of items was reduced through factor analysis into 38 
items comprising of five empirical scales, used in this study. 

d The public sector dental workforce scheme is offered by various state public dental services. This includes 
supervised dental practice in Areas of Need such as rural and remote areas. Migrant dentists who usually 
qualify for this scheme go through a selection process, and mostly have contractual obligation to work in public 
services for a certain period of time. 
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Table 1: Sample characteristics 

    Study sample 
Variable Count  Percent 
Migrant dentist groups (n=1022) 

  
 

Direct Recognition 491 48.0 

 
ADC Successful 411 40.2 

 
Alternative Pathway 120 11.7 

Gender (n=1021) 
  

 
Male 594 58.2 

 
Female 427 41.8 

Age group (n=1018) 
  

 
Less than 35yrs 226 22.2 

 
35 to 44 yrs 271 26.6 

 
45 to 54 yrs 237 23.3 

 
55 to 64 yrs 201 19.7 

 
65+ yrs 83 8.2 

Years since arrival to Australia (n=885) 
 

 
Less than 5 yrs 158 17.9 

 
5 to 9 yrs 214 24.2 

 
10 to 19 yrs 222 25.1 

 
20 to 29 yrs 139 15.7 

 
30+ yrs 152 17.2 

Children (n=895) 
  

 
Have children under 18 yrs 480 53.6 

 
Do not have children under 18 yrs 415 46.4 

Remoteness area of main practice (n=932)  

 
Major City 710 76.2 

 
Inner Regional 148 15.9 

 Outer Regional 65 7.0 
 Remote/Very Remote 9 0.9 
Type of main practice (n=921)   

 
Public 107 11.6 

 
Private 814 88.4 

        
Note: Sample characteristics are based on full sample (n) =1022 
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Table 2: Bivariate analysis of the life story experience (LSE) scales by sample characteristics  

  LSE1 LSE2 LSE3 LSE4 LSE5 

  
N Strongly Agree / 

Agree (%) N Strongly Agree / 
Agree (%) N Strongly Agree 

/ Agree (%) N Strongly Agree 
/ Agree (%) N Strongly Agree 

/ Agree (%) 
Migrant dentist groups  *  *   *       
Directly Recognition 458 1.3 452 60.2 408 15.2 474 51.1 464 41.4 
ADC Successful  369 18.2 364 50.8 361 57.6 380 57.4 371 41.5 
Alternative Pathway 111 7.2 109 49.5 94 28.7 114 58.8 112 52.7 
Gender  *  *   *       
Male 550 7.1 542 58.5 501 31.5 568 52.1 555 44.7 
Female 387 10.9 382 50.8 362 38.4 399 57.9 391 40.2 
Age group  *  *   *     * 
Less than 35yrs 205 14.1 204 47.1 190 46.8 213 53.5 210 35.2 
35 to 44 yrs 254 12.6 249 45.8 241 49.8 256 57.8 252 41.3 
45 to 54 yrs 213 4.7 209 63.2 198 22.7 221 54.3 216 44.4 
55 to 64 yrs 185 3.2 184 64.7 162 19.8 192 54.2 185 50.8 
65+ yrs 78 3.8 76 63.2 70 12.9 82 46.3 80 45.0 
Years since arrival  *  *  *      * 
Less than 5 yrs 144 8.3 143 37.1 132 39.4 148 55.4 146 50.0 
5 to 9 yrs 200 16.0 196 46.4 193 49.2 204 52.9 201 32.3 
10 to 19 yrs 202 5.0 198 58.6 193 32.1 208 56.7 204 44.6 
20 to 29 yrs 129 4.7 128 65.6 117 24.8 134 55.2 131 48.1 
30+ yrs 138 2.9 137 70.8 118 5.9 145 49.0 138 42.8 
Children  *     *       
Have children under 18 yrs 437 10.5 428 54.9 414 44.4 447 53.7 438 42.0 
No children under 18 yrs 386 5.4 384 57.6 347 25.1 401 54.6 390 45.4 
           

Note: Shaded areas represent home country based scales on experiences that contributes to dentist migrating to Australia; Unshaded represent scales based on settlement experiences in Australia; 
LSE1 is Health system and general lifestyle concerns scale; LSE2 is Appreciation towards Australian way of life scale; LSE3 is Settlement concerns scale; LSE4 is Society and culture scale; LSE5 is 
Career development scale. *p<0.05; Chi-square test  
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Table 2: Bivariate analysis of the life story experience (LSE) scales by sample characteristics (Cntd. 1) 

  LSE1 LSE2 LSE3 LSE4 LSE5 

  N Strongly Agree / 
Agree (%) N Strongly Agree 

/ Agree (%) N Strongly Agree 
/ Agree (%) N Strongly Agree 

/ Agree (%) N Strongly Agree 
/ Agree (%) 

           
Remoteness area of main practice         *     
Major City 665 8.0 660 55.0 607 32.3 689 58.1 674 45.0 
Inner Regional 142 14.1 137 58.4 132 37.9 143 46.9 140 35.7 
Outer Regional 62 6.5 61 50.8 61 41.0 63 39.7 63 41.3 
Remote/Very Remote 9 11.1 9 77.8 8 12.5 9 55.6 9 33.3 
Type of main practice    *       
Public 96 6.3 94 39.4 92 42.4 98 61.2 97 37.1 
Private 755 9.3 744 57.5 693 32.3 780 53.6 763 43.3 

 
                    

Note: Shaded areas represent home country based scales on experiences that contributes to dentist migrating to Australia; Unshaded represent scales based on settlement experiences in Australia; 
LSE1 is Health system and general lifestyle concerns scale; LSE2 is Appreciation towards Australian way of life scale; LSE3 is Settlement concerns scale; LSE4 is Society and culture scale; LSE5 is 
Career development scale. *p<0.05; Chi-square test  
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Table 3: Logistic regression analysis (adjusted model) of the life-story experience (LSE) scales by sample characteristics 

   LSE1  LSE2  LSE3  LSE4  LSE5 
   OR 95% CI  OR 95% CI  OR 95% CI  OR 95% CI  OR 95% CI 
Migrant dentist groups                                
Directly Recognition  Ref.      Ref.     Ref.     Ref.      Ref.     
ADC Successful  ** 9.32 3.51 24.72 * 0.66 0.46 0.96 ** 5.39 3.51 8.28  1.36 0.95 1.94  0.94 0.65 1.35 
Alternative Pathway ** 7.38 2.04 26.73  0.83 0.48 1.43  1.88 0.91 3.90  1.63 0.96 2.74  1.45 0.86 2.44 
Gender                                
Male  Ref.      Ref.     Ref.     Ref.      Ref.     
Female  1.28 0.67 2.42  0.76 0.53 1.10  0.84 0.56 1.28  1.30 0.92 1.83  1.04 0.73 1.48 
Age group                                
Less than 35yrs  Ref.      Ref.     Ref.     Ref.      Ref.     
35 to 54 yrs  0.96 0.44 2.10  0.64 0.38 1.09  0.66 0.36 1.20  0.83 0.50 1.39  1.28 0.76 2.17 
55+ yrs  0.66 0.14 3.18  0.59 0.29 1.22  0.59 0.25 1.37  0.87 0.43 1.75 * 2.15 1.06 4.38 
Years since arrival to Australia                                
Less than 10 yrs  Ref.      Ref.     Ref.     Ref.      Ref.     
10 to 29 yrs ** 0.32 0.14 0.74 ** 1.97 1.27 3.05  0.63 0.39 1.02  1.14 0.74 1.74  0.92 0.60 1.41 
30+ yrs  0.32 0.04 2.34 ** 2.90 1.40 5.99 * 0.23 0.07 0.74  0.98 0.49 1.95  0.54 0.27 1.08 
Children                                
Have children under 18 yrs  Ref.      Ref.     Ref.     Ref.      Ref.     
No children under 18 yrs  0.87 0.42 1.81  0.79 0.53 1.18 ** 0.50 0.31 0.80  1.07 0.73 1.56  0.95 0.65 1.38 
Remoteness area of main practice                                
Major city  Ref.      Ref.     Ref.     Ref.      Ref.     
Rest of state  1.37 0.70 2.68  1.19 0.80 1.78  0.977 0.61 1.56 ** 0.59 0.40 0.85 * 0.64 0.43 0.94 
Type of main practice         

  
   

  
                

Public  Ref.      Ref. 
 

   Ref. 
 

   Ref.      Ref.     
Private  1.84 0.61 5.55 ** 2.31 1.31 4.06  0.87 0.47 1.64  0.75 0.44 1.28  1.05 0.62 1.79 

Note: Shaded areas represent home country based scales on experiences that contributes to dentist migrating to Australia; Unshaded represent scales based on settlement experiences in Australia 
LSE1 is Health system and general lifestyle concerns scale; LSE2 is Appreciation towards Australian way of life scale; LSE3 is Settlement concerns scale; LSE4 is Society and culture scale; LSE5 is 
Career development scale. *(P<0.05), **(P<0.01); 
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Supplementary Table 1: List of items in the life story experience (LSE) scales 

Scale/ 
Item Description of scale/item 

LSE1 Health system and general lifestyle concerns  
1 I was affected by corruption in my day to day practice life in my home country. 
2 I thought the health service infrastructure in my home country was very good. * 
3 Patients did not receive quality care in public clinics/hospitals back home. 
4 There was too much competition between dentists in my home country. 
5 Dentistry was not seen as a priority for policy makers in my home country. 
6 The quality of dental practice was not good in my home country. 
7 There are too many dental colleges/schools in my home country. 
8 The oral health service system in my home country needs improvement. 
9 The living standards in Australia are better than my home country. 

10 Australia is somewhat similar to my home country. * 
LSE2 Appreciation towards Australian way of life 

11 I like the cultural diversity in Australia. 
12 Australians have been very kind to me. 
13 I found it easy to settle down in Australia. 
14 I haven't felt any issues of discrimination in Australia. 
15 I have made very good friends here in Australia. 
16 The quality of life is better in Australia. 
17 Australia is a safe place to live. 
18 The standards of dentistry in Australia are very high. 
19 Professional life in Australia is enjoyable. 
20 Working in private practice is enjoyable. 
21 There are good professional development opportunities in Australia. 
22 I find myself very comfortable in the place I am staying right now in Australia. 
23 I love Australia very much. 

LSE3 Settlement concerns 
24 The ADC exam process is very long. 
25 Support structures to prepare for the exam are very important. 
26 It takes lot of hard work to start a private practice in Australia. 
27 Specialist registration requirements in Australia are difficult. 
28 In future, I would like to see myself a bit higher in professional status. 
29 I want my children to understand the culture of my home country. 
30 I am planning to spend more time with my family in the future. 

LSE4 Society and culture 
31 I had a very active social life in my home country 
32 I come from a tight-knit family. 
33 I loved the lifestyle back in my home country. 
34 I did not have enough time for social activities in my home country. * 
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Note: Shaded areas represent home country based scales on experiences that contributes to dentist migrating to 
Australia; Unshaded areas represent scales based on settlement experiences in Australia. 
 

LSE5 Career development** 
35 I felt I had good hand skills, so I opted for dentistry. 
36 I was very happy with my professional career in my home country. 
37 I had very good mentors in my home country. 
38 I had adequate professional development opportunities in my home country. 
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PART THREE 
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8 GENERAL DISCUSSION  

The purpose of this thesis was to provide a better understanding of the migration and 

settlement experiences of migrant dentists in Australia. Original research conducted 

through qualitative and quantitative studies is presented through the seven articles 

included in Part B. This general discussion summarises key outcomes arising from 

the qualitative-quantitative study. This Part mainly includes an opinion paper that 

offers several recommendations arising as a result of the thesis work. Terminology 

issues in the naming of migrant dentists are also discussed. Also, future research 

directions are provided.  

8.1 Migrant dentist terminology 

In this thesis the term “migrant dentists” was used as a generic term to indicate 

dentists in Australia with a primary dental qualification (such as BDS., BDSc., or 

DDS.) obtained from a foreign institution. We have also used this term in all the 

quantitative research articles 4 to 7. However, migrant dentists were named as 

“international dental graduates” in original research article 1, and “overseas-qualified 

dentists” in original research articles 2 and 3. We were unable to discern a single 

position in the naming of migrant dentists and our usage reflected the primary target 

audience and previous (or similar usage) in a journal.  

The use of a common global terminology in naming migrant dentists will be 

useful in this current era of improved cross-border mobility. However, owing to the 

newness of dentist migration research, and differences in the contemporary usage by 

policy makers in various country contexts (1–4), it is unlikely a common 

terminiology will emerge in the near future. Nevertheless, we do not see terminology 

issues affecting research or policy on the migration of dentists.  
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8.2 The qualitative study 

The aim of the qualitative study was to gain a preliminary understanding on dentists’ 

migration and settlement experiences in Australia. We examined the life stories of 49 

migrant dentists in Australia (5–7). Nevertheless, we interviewed only migrant 

dentists resident in Australia. It is possible that the qualitative findings might not 

represent the views of dentists who are yet to migrate to Australia, or those who had 

subsequently left Australia. The maximum variation sampling approach provided 

rich qualitative data for analysis (8). However, we were unable to find participants 

for the study from low-income countries. We used a two-phased interviewing 

approach, with the first focussed on home country stories and second on settlement 

experiences in Australia. Though this approach limited the interview duration 

available for each phase, we argue that data saturation was achieved during the 

qualitative analysis. All interviews were conducted in 2011. Since then, there have 

been some changes in the immigration and registration processes for migrant dentists 

in Australia. Our study might not be reflective of any newer concerns.  We improved 

the credibility of findings through peer debriefing (9), aiming to reduce the 

subjective bias. However, as with most qualitative studies, findings are to be seen as 

exploratory and suggestive, but not conclusive.  

Original research article 1 provided insights into the origins of the dentist 

migration problem through a qualitative analysis of the reasons for dentist migration 

(migration desire or why dentists migrate) to Australia. We argue that the origins of 

the migration desire emerge very early in a migrant dentists life story and 

accumulates due to a broad range of factors, some unique to the dental profession 

(5). The key drivers for dentist migration (mainly in developing countries) seem to 

be: technology intensive dental training and a vastly privatised dental education and 
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practise system (5). These drivers also appear to coexist with the broader health 

system, social and political issues (5). The first superordinate theme “global 

interconnectedness” from the qualitative study suggests that the origins of the 

migration phenomena are complex and involve a historical aspect stimulated by a 

priori knowledge (and interactions) of people, place and things (5). We mainly argue 

that policy efforts to address dentist migration should first begin with an 

understanding on the complexity of the migration phenomena, and require a 

commitment from all dentist migration sources and destination countries. The 

findings of this qualitative study also complemented the ongoing efforts of the World 

Health Organization for international cooperation on the migration issue (5,10,11).  

Original research articles 2 and 3 provided insights into the settlement 

experiences of migrant dentists in Australia. The second superordinate theme 

‘newness-struggle-success’ highlighted the vital roles played by family, friends and 

organisational structures (such as universities and public sector organisations) in the 

cultural learning process of migrant dentists in Australia (6). We argued that 

supportive migration policy will need to focus mainly on these enabling factors, so as 

to facilitate integration of migrant dentists into the Australian way of life, and 

improve their contribution to the Australian health care system, economy and society 

(6). The Australian Dental Council (ADC) examination process also influenced the 

settlement experience of a large majority of migrant dentists (involved in the ADC 

process). We argued that appropriate support structures (such as improved 

information, training facilities and counselling support) for migrant dentists are 

essential to prevent potential exploitation of migrant dentists (7). In this regard, we 

noticed that public sector schemes, successful in providing such support, could offer 

alternative policy options for limited recruitment of migrant dentists in Australia (7).  
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8.3 The quantitative study 

The purpose of the quantitative study was to provide in-depth understanding on 

migrant dentists in Australia, as well as offer precise statistical estimates towards the 

measurement of the migration phenomena. We surveyed all migrant dentists 

registered with the Australian Dental Association (ADA) or enrolled as a graduate 

student in any one of the nine dental schools in Australia (12). The national 

registration data from the Australian Health Practitioner Regulation Agency (13) was 

unavailable for research purposes. However, over 90 percent of all dentists in 

Australia were also ADA members (14). We did not survey non-employed migrant 

dentist or those in non-dental jobs or study programmes (12). Identification of these 

groups would require integration of several sources of data, such as immigration, 

registration, social security, taxation and association membership data (12,15). 

Unfortunately, these systems are not yet in place in Australia. Further, we only 

surveyed migrant dentists resident in Australia. Similar to the qualitative study, the 

quantitative study might not also be representative of the concerns of migrant 

dentists who have left Australia.   

Original research article 4 provided a systematic understanding on the 

characteristics and practice profiles of migrant dentists in Australia. Migrant dentists 

were classifiable into three groups: Direct Recognition; ADC Successful and 

Alternative Pathway (12). The Direct Recognition group (from high-income 

countries) migrated for slightly different reasons than the ADC groups (mainly from 

middle-income countries). We also noticed a large proportion of migrant dentists in 

Australia were from lower-middle income countries, pointing towards deficiencies in 

oral health systems both for the source countries and Australia (12). Further, the 

ADC group migrants were younger and worked more in the disadvantaged areas in 
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Australia (12). This study was able to establish a clear view on the profile of migrant 

dentist profile in Australia, and thereby able to offer recommendations for dental 

workforce policy and planning.  

Original research articles 5 assessed the level of job satisfaction of migrant 

dentists in Australia and examined the association between various migrant dentist 

characteristics and job satisfaction. We argued that high levels of job satisfaction of 

migrant dentists in Australia suggested migrant dentists enjoy practising dentistry in 

Australia and can realise their aspirations in work and life. However, younger 

migrant dentists were more likely to face additional demands in dental practice, and 

ADC Successful group migrants were least satisfied with the area and type of 

practice. Similar to the qualitative study, this article offered recommendations for 

policies, programs and services that aim to improve support structures for migrant 

dentists in disadvantaged areas in Australia. We argued that this would improve 

retention of migrant dentists working in Australia.  

Original research article 6 and 7 developed a suite of sub-scales to measure migrant 

dentists overall experience (both in the home and in Australia) and used this scale to 

assess variations in migrant dentist experiences. The discussion provided in article 7 

also compared the qualitative and quantitative findings. We argued that a large 

majority of participants from the ADC Successful and Alternative Pathway groups 

appear less satisfied with home country systems, and have experienced difficulties in 

Australia. Migrant dentists seem to be more appreciative of the Australian way of life 

if they have lived longer in Australia. This finding provided new evidence suggesting 

that policies and programs directed at recent migrants would require more thought, 

so as to facilitate their integration to Australian life. A main suggestion was to adopt 
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a more inclusive approach, and a call for an international agenda to address dentist 

migration issues. 
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8.4 Opinion article 

Balasubramanian M, Brennan DS, Spencer AJ, Watkins K, Short SD. The 

importance of workforce surveillance, research evidence and political advocacy in 

the context of international migration of dentists. British Dental Journal. 2015. 

208:329-331. doi: 10.1038/sj.bdj.2015.195. 

 

Highlights:  

• This work was accepted in the British Dental Journal on Feb 2015 and was 

published on Mar 2015. 

• The British Dental Journal is part of the Nature publishing group, and one of 

the longest serving journals in the dental field. The journal has wide 

readership in European countries. 

• The article was selected as an “Our Pick” article in the Nature Asia. The pick 

is usually made on articles published among the Nature group of journals: 

http://www.natureasia.com/en/nindia/our-picks  

 

http://www.natureasia.com/en/nindia/our-picks
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8.4.1 Statement of authorship
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8.4.2 Linkage of article to body of research  

The purpose of this article is to discuss the importance of three ingredients that we 

consider vital for policy making on the international migration of dentists: workforce 

surveillance, research evidence and political advocacy. The article emerges as an 

outcome of the thesis work, and adds to the argument that tackling the migration of 

dentists requires a global effort.  
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8.4.3 Published article 

Pages 224-226 contain the pdf of the published article in British Dental Journal.  

 



 
 
 
 
Balasubramanian, M., Brennan, D.S., Spencer, A.J., Watkins, K. & Short, S.D. 
(2015). The importance of workforce surveillance, research evidence and political 
advocacy in the context of international migration of dentists.  
British Dental Journal, 218, 329-331. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NOTE:   

This publication is included on pages 224 - 226 in the print 
copy of the thesis held in the University of Adelaide Library. 

 
It is also available online to authorised users at: 

 
http://dx.doi.org/10.1038/sj.bdj.2015.195 
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8.5 Future directions 

The articles contained in this thesis offer several recommendations for future 

research and policy on the migration of dentists. A major challenge is the lack of 

workforce surveillance and research evidence from many developing countries that 

are key source locations of migrant dentists. In Australia, there exist several 

challenges in the identification of migrant dentists. Future research will benefit from 

the integration of several data sources such as immigration, dentist registration, 

association membership and possibly social security and taxation. This will help us 

identify migrant dentists not currently in the dental workforce, and possibly 

determine reasons for ‘brain waste’. An interesting parallel is to compare migrant 

dentist practice profiles to that of Australian trained dentists. This will help us 

understand if migrant dentists differ in any way to Australian trained dentists, 

offering valuable policy suggestions towards migrant dentist assessment and training 

programs. In general, dentist migration research is arguably in its early stages. We 

suggest that political advocacy and an international effort is essential to tackle the 

dentist migration problem as a whole. 



 

228 

8.6 References 

1.  ADA (Australian Dental Association). ADA Policy Statement on Overseas 
Qualified Dentists. Sydney: Australian Dental Association Inc.; 2012. p. 1–2.  

2.  Boorberg NB, Schonwetter DJ, Swain VL. Advanced Placement, Qualifying, 
and Degree Completion Programs for Internationally Trained Dentists in 
Canada and the United States: An Overview. J Dent Educ. 
2009;(March):399–415.  

3.  Hawthorne L. Health workforce migration to Australia. Health Workforce 
Australia; 2012.  

4.  New South Wales Health. The Public Sector Dental Workforce Scheme in the 
New South Wales [Internet]. www0.health.nsw.gov.au. NSW Health; 2013. 
Available from: 
http://www0.health.nsw.gov.au/countrycareers/oral_health/public_sector_wor
kforce_program.asp 

5.  Balasubramanian M, Brennan DS, Spencer AJ, Short SD. The “global 
interconnectedness” of dentist migration: a qualitative study of the life-stories 
of international dental graduates in Australia. Health Policy Plan. Oxford 
University Press; 2015;30(4):432–41.  

6.  Balasubramanian M, Brennan D, Spencer A, Short S. Newness-struggle-
success continuum: a qualitative examination of cultural adaptation process 
of overseas-qualified dentists in Australia. Aust Heal Rev. 
2015;3Aug15(Early view):http://dx.doi.org/10.1071/AH15040.  

7.  Balasubramanian M, Brennan DS, Spencer AJ, Watkins K, Short SD. 
Overseas-qualified dentists’ experiences and perceptions of the Australian 
Dental Council assessment and examination process: the importance of 
support structures. Aust Heal Rev. 2014;38(4):412–9.  

8.  Patton MQ. Qualitative Evaluation and Research Methods. London: Sage 
Publications; 1990.  

9.  Collingridge DS, Gantt EE. The Quality of Qualitative Research. Am J Med 
Qual. 2008;23(5):389–95.  

10.  Siyam A, Zurn P, Rø OC, Gedik G, Ronquillo K, Joan Co C, et al. 
Monitoring the implementation of the WHO Global Code of Practice on the 
International Recruitment of Health Personnel. Bull World Health Organ. 
2013 Nov 1;91(11):816–23.  

11.  WHO (World Health Organization). WHO Global Code of Practice on the 
International Recruitment of Health Personnel. Sixty-third World Heath 
Assembly - WHA 63.16, editor. Geneva: World Health Organisation; 2010. 
p. 1–12.  



 

229 

12.  Balasubramanian M, Spencer A, Short S, Watkins K, Chrisopoulos S, 
Brennan D. Characteristics and practice profiles of migrant dentist groups in 
Australia: implications for dental workforce policy and planning. Int Dent J. 
2015;  

13.  AHPRA (Australian Health Practitioner Regulation Agency). Dental Board of 
Australia [Internet]. Melbourne; 2010. Available from: 
http://www.dentalboard.gov.au/ 

14.  ADA (Australian Dental Association). ADA - About us - Membership 
[Internet]. 2015 [cited 2014 May 29]. Available from: 
http://www.ada.org.au/About/default.aspx 

15.  Buchan J, Sochalski J. The migration of nurses : trends and policies. Bull 
World Health Organ. 2004;008326(03):587–94.  

 



 

230 

APPENDIX ONE: METHODS
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A ETHICAL APPROVAL [1 TO 4]
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2 – APPROVAL FOR MODIFICATION TO PROJECT DESIGN



234

3 – UNIVERSITY OF ADELAIDE ETHICS RENEWAL 2011
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4 – UNIVERSITY OF ADELIADE ETHICS RENEWAL 2013
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B QUALITATIVE STUDY [1 TO 4]
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C QUANTITATIVE STUDY [1 TO 5]
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4 – POSTAL SURVEY 
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5 – ONLINE SURVEY 
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APPENDIX TWO: ACCEPTED/SUBMITTED ARTICLES [1 TO 2]
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B1 COMMUNICATION FROM COMMUNITY DENTISTRY AND ORAL 

EPIDEMIOLOGY 

 
 

 
(Reviewer comments not included) 
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B2 COMMUNICATION FROM COMMUNITY DENTAL HEALTH 
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 APPENDIX THREE: RELATED PUBLICATIONS [1 TO 2]
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C1 MEDIA ARTICLE 

This media article was due to an invitation from the Editor of Dental Tribune 

International (the Worlds Dental Newspaper). We were asked to specifically 

comment on the issue of dentist migration in Australia, and also discuss issues of 

dentist migration in the Asia Pacific Region. This is a big picture article, written 

mainly to showcase our work. In addition, it sets the pace for future work and was in 

line with the advocacy message arising from the thesis.  

 

Balasubramanian M,  Brennan DS. Dentist migration: a forgotten 

perspective. Dental Tribune International. 2014. http://www.dental-

tribune.com/articles/news/australia/20708_dentist_migration_a_forgotten_perspectiv

e.html  

 

http://www.dental-tribune.com/articles/news/australia/20708_dentist_migration_a_forgotten_perspective.html
http://www.dental-tribune.com/articles/news/australia/20708_dentist_migration_a_forgotten_perspective.html
http://www.dental-tribune.com/articles/news/australia/20708_dentist_migration_a_forgotten_perspective.html
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Dentist migration: a forgotten perspective 
Balasubramanain M and Brennan DS 

The migration of dentists is an emerging policy issue that requires attention. Much of the 
current policy debates on dentist migration tend to evolve from one of these two dominant 
perspectives: 1. Free trade, free capital flows and free labour mobility 2. National interests 
including concerns of the ‘local’ population.  

Free movement of labour is considered as an eventual objective of globalisation.(8) 
Regional trade agreements such as the European Union free movement of personnel (or) the 
Trans-Tasman agreement between Australia and New Zealand, provide avenues for health 
professionals including dentists to take part in international migration. Nevertheless, 
movement of labour between countries of different economic levels of development such as a 
low-income country to a high income OECD country makes brain drain prominent, also raising 
ethical questions on international migration. 2, (9)  

Many well-developed countries continue to face an increase in the demand for dental care. 

(10) The inability to meet this demand through the local supply of dentists has in some way 
contributed to policies that encourage dentist migration (Eg. public sector schemes that 
provide a pathway for migrant dentists to work in areas of need, or additional points for 
immigration as a means for permanent residency). Nevertheless, dentists who arrive from 
countries with diverse cultural and professional backgrounds are likely to differ in their dental 
treatment philosophies and competencies, raising the necessity to examine their suitability to 
practice in a new country.  

A major shortcoming in both these broad policy perspectives is the lack of understanding 
on migrant dentist experiences, mainly on their reasons for migration and settling experiences 
in a new country. Such an understanding can provide us with a ‘human aspect’, 
complementing efforts by the World Health Organization (WHO) on the international 
recruitment of health personnel.(11)  
Migrant dentists’ study 
Our research on migrant dentists’ based in the Australian Research Centre for Population Oral 
Health, the University of Adelaide has explored this policy issue from the perspective of the 
individual – the migrant dentist themselves.  

We focussed on the experiences of migrant dentists’ in Australia, mainly to understand 
their motivations behind migration and settling experiences in Australia. We have also 
explored practice activity patterns of migrant dentists’ (home country, Australia and 
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elsewhere), and other key issues such as ‘push-pull’ factors, job satisfaction and future 
intentions.  

This study included a qualitative field work on the life stories of migrant dentists in 2011-12, 
followed by the first national survey of all migrant dentists in Australia.  
Migration of dentists into Australia 
Australia has the largest proportion of foreign dentists in the world. (12) Historically, Australia 
has been an attractive destination for dentists from high-income OECD countries (mainly 
United Kingdom, Republic of Ireland and New Zealand). (13) In recent years, however, the 
number of dentists migrating from low and middle income countries (mainly India, Egypt, 
Philippines, Iran, Iraq, South Africa, and Malaysia) has increased. (14) Currently, one in every 
four dentists in Australia is a migrant dentist (both born and trained overseas). (15) Prior 
research suggests that that nearly 30% of the migrant dentists in Australia are from the 
Western Pacific Region, followed by the European Region (28.8%).(15)  Many countries in the 
South East Asian and African Region have very low dentist to population ratios, and the 
increase in the number of dentists migrating can prove detrimental to health systems 
development in this region.  
Migrant dentists seeking to practice dentistry in Australia are examined for their suitability to 
practice by an assessment authority called the Australian Dental Council (ADC). This is 
usually a four stage process that includes an initial assessment, English test, written test and 
clinical test. (16)  

Migrant dentists from the United Kingdom, Republic of Ireland, New Zealand and Canada 
can obtain direct registration to practice in the public or private sector in Australia. Migrant 
dentists from approved institutions in South Africa, Hong Kong, Malaysia, Singapore and the 
United States of America are permitted to practice in the public sector scheme, mainly in 
regional/remote areas, where there is a recognised need for dental care. Study and work 
based migration in the University sector can provide migrant dentists with limited registration 
to practice. In order to independently practice in the private sector, these migrant dentists 
need to fulfil the requirements of the ADC.  
Understanding the origins of dentist migration 

Our research on the life stories of migrant dentists in Australia provided some important 
insights into the origins of migration. Migrant dentists’ exhibited a desire to be involved with 
the latest technology. Many dentists from low- and middle-income countries were also 
disappointed by the lack of opportunities in their home countries. Dentists also carried prior 
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travel learnings and unforgettable memories contributing to their coming to Australia. Family 
members and peers also influenced their desire to migrate.  

The conceptual framework of the study was driven by four subordinate themes: “Being good at 
something,” “Feelings of being let down,” “A novel experience” and “Influenced by someone.” 
(17) 

We also noticed that these themes coexist for most migrant dentists. We named this 
superordinate theme or world view as “global interconnectedness’” and we describe the 
development of migration desire as a historical process, stimulated by a prior knowledge (and 
interactions) of people, place and things. (17) 

Our study adds to the argument that the issue of dentist migration dwells deep in a dentist’s 
life-story and has several interlacing factors that contribute to the dentists’ desire to migrate to 
a foreign country. Therefore, we suggest that policy efforts to address the dentist migration 
problem begin from this very basic understanding. (17)  

Settling experience in Australia and the importance of support structures 

Our research on the settling experience of migrant dentists in Australia (mainly on the 
assessment and examination process) has pointed towards the importance of support 
structures for migrant dentists in Australia. This study described support in three parameters 
“information, training and counselling.” (16) Similar findings have also been reported in nurse 
migration studies. More importantly migrant dentists highlighted how a streamlined mentoring 
program (such as the public sector scheme or training in a University) improved their settling 
experience in Australia. (16) Further research was recommended to understand more about 
different programs that can improve the settling experience of migrant dentists, and 
simultaneously also address the concerns of regional population and the Australian dental 
workforce. (16) 

Contributions to 21st century policy on dentist migration 

Overall, the qualitative component of the migrant dentists study has made a modest 
contribution by providing evidence to streamline dentist migration policy alongside the 
mainstream health professional migration dialogue.  

We argue that due to the nature of complexity in transnational flows, successful country 
strategies will also depend on appropriate international reinforcement. Tacking dentist 
migration policy at a national or local level also requires similar international commitment. 
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While low- and middle-income countries can aim to address individual issues such as dental 
education, oral health service delivery, professional and social ethos; policies that address the 
problem as a whole requires a global effort. (17) 

We also raise the importance of improving surveillance data collections (on migrant dentists) 
at different levels of national data collections systems (immigration, registration and census). 
Potential integration of these systems is a possible way forward, but requires further research.  

Political advocacy to improve the research evidence base – so as to contribute to policy 
making is extremely important – mainly due to the reason that migrant dentist research (as 
compared to other physician and nurse migration research) is at its infancy. 

The WHO global code for international recruitment of health personnel has stressed the need 
for partnerships in addressing health professional migration. Considering the vastly private 
nature of the dental industry in many countries, partnerships with non-state players and 
organisations such as the FDI World Dental Federation is vital. 
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C2 PREQUEL ARTICLES 

These two prequel articles were based on my Australia-India Council Fellowship 

work in 2009-10. The fellowship was supported by a consortium of five leading 

Australian Universities – University of Queensland, University of New South Wales, 

University of South Australia, Australian National University and Monash 

University. The fellowship research examined dental workforce governance issues in 

the Commonwealth countries. This led to a government report, two peer review 

journal articles and a conference presentation. The work was supervised by Professor 

Stephanie Short. During this fellowship period, I first travelled to the Australian 

Research Centre for Population Oral Health, the University of Adelaide. This visit 

probably proved to be a turning point for dentist migration research. My meetings 

with Professors John Spencer, Kaye-Roberts Thomson and David Brennan set the 

pace for further research into the dentist migration issue. Closer to the submission of 

the fellowship report to the Australian Government Department of Foreign Affairs 

and Trade, I received a scholarship to commence my Ph.D. in the University of 

Adelaide.  

Balasubramanian M, Short S D. The Commonwealth as a custodian of dental 

migratory ethics: views of senior oral health leaders in India and Australia. 

International Dental Journal. 2011; 61(5). 281-286. Article 

link: http://www.ncbi.nlm.nih.gov/pubmed/21995377  

Balasubramanian M, Short SD. Is the concept of ethics misplaced in the migration of 

Indian trained dentists to Australia? The need for better international co-operation 

in dentistry. Indian J Dent Res.  2011; 22: 866-8. Article 

link: http://www.ncbi.nlm.nih.gov/pubmed/22484889  
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