[image: image1.png](1A

irish dental association




Primary Medical Care in the Community

Submission by the Irish Dental Association 
to the
Oireachtas Joint Committee on Health and Children.

November 2008

TABLE OF CONTENTS

Executive Summary
3
Introduction
9
Overview of Oral Health in Ireland
10
Chapter 1, Building Capacity to Deliver Optimum Oral Health
12
Section 1.1 Funding
12
Section 1.2 Manpower
13
Section 1.3 State Involvement in Oral Heath
15
Subsection 1.3.1 DTBS
15
Subsection 1.3.2 DTSS
15
Subsection 1.3.3 Medical Cards
16
Subsection 1.3.4 Tax Relief
16
Section 1.4 Public Dental Service
19
Section 1.5 Orthodontics
23
Subsection 1.5..1 Benefits of Treatment
23
Subsection 1.5.2 Population Need
23
Subsection 1.5.3 Population Demand
23
Subsection 1.5.4 Providers in Ireland
23
Subsection 1.5.5 Delivery Structures
24
Subsection 1.5.6 The HSE Orthodontic Service
26
Chapter 2, Quality & Patient Safety
31
Section 2.1 Regulatory reform
31
Section 2.2 Dental Tourism
31
Section 2.3 Alternative Dispute Resolution
35
Chapter 3, Public Policy & Regulation
36
Section 3.1 Health Service Reforms
36
Section 3.2 Encouraging Competitiveness
38
Section 3.3 Chief Dental Officer
39
Conclusion
43
Appendices

Appendix 1

Irish dental associations report to Council of European Dentists on Dental Practice in Ireland 08
Executive Summary

· Investment in dental practice facilities derives solely from funds generated by dentists and with no state funding being made available. Dentists are unique in this regard, i.e., no other profession is expected to develop and enhance practice facilities without any state funding or assistance. The Association is keenly aware of the deteriorating state of the public finances.  However, we feel equally that the case for investment in oral health remains greater than ever.
· Despite the crucial role of the dental profession to the health of the population, there is evidence of a shortage of dentists at primary care level, especially in the Public Dental Service, and at secondary and tertiary care level, most notably in the areas of oral surgery and orthodontic services. Also, the number of training places for dentists has remained static and there are no plans to increase them. The limit on training places in Irish universities could lead to a serious shortage of dentists in the future and put further upward pressure on prices. Therefore the IDA is calling for the establishment of a forum to review dental manpower to facilitate the development and implementation of a comprehensive manpower policy relating to training, career structure, and service delivery, designed to address the problems that have been identified.
· The administration of the DTSS (Department of Health and Children Dental Treatment Services Scheme) , in contrast to the DTBS (Department of Social and Family Affairs Dental Treatment Benefit Scheme), has major difficulties under a range of headings, including reclaim lists, validity of medical cards, validation requirements, administration of claims where ‘clinical necessity’ is involved, etc. This is apart from the fact that the scheme is seriously under-funded and, at the time of writing, on the verge of collapse in many areas. As many as one in seven dentists, treating an estimated 30,000 patients, has resigned from participation in the DTSS over an eighteen month period.  

- Immediate steps need to be taken to enable a comprehensive review, involving the HSE and the Irish Dental Association, of the DTSS scheme. 
-Meaningful confidence building measures need to be introduced to deal with the wholly unsatisfactory administration of claims / payments by the GMS Payments Board to participating dentists.

· In regard to health reforms and engagement with the dental profession, discussion on long overdue reforms of publicly funded dental services have been stalled because of a belief that such discussions would contravene the Competition Act, 2002.  The Association, however, has been advised by Senior Counsel that no such concerns should prevent talks continuing. The Government’s recent decision to “pursue appropriate amendments to Section 4 of the Competition Act 2002 to enable the representative body of GPs, the IMO, to represent its members in negotiations with the HSE and the Department of Health and Children in respect of the services provided to the public health service” (Government statement of October 21st). The Government also stated that it was “satisfied that the scope of the engagement by General Practitioners in the delivery of primary healthcare, and the significance of primary healthcare for the overall efficacy of the public health system, makes a more direct form of engagement with the representatives of General Practitioners both necessary and desirable. Accordingly, it is the intention of the Government to pursue appropriate amendments to Section 4 of the Competition Act 2002 to enable the representative body of GP’s, the IMO, to represent it’s members in negotiations with the HSE and the Department of Health and Children in respect of the services provided to the public health service in a manner consistent with the public interest. This will not affect in any way the status of the IMO or other representative organisations in respect of medical services other than those delivered by agreement with the public health service.  The legal provision to be made will be subject to consistency with EU competition rules”
The Association believes that the same principle of partnership ought to apply to enable direct engagement with the Association, as the representative of general practitioners in dentistry, which the Government sees as “both necessary and desirable” in improving primary care “for the overall efficacy of the public health system.” We believe that the Association should have its role recognised in the same way as the IMO when amendments to the Competition Act are considered. 
· Adult medical card holders have poorer oral health than non-medical card holders and this fact needs to be reflected in the resources allocated the dental care of this cohort and was not reflected in this years budget. We believe that the move to means test adults over the age of 70 from January 1st next year will have a detrimental effect on Oral Health within this age profile.

· The availability of tax reliefs for patients attending for dental treatment (as prescribed and detailed in the Revenue Commissioners’ Med 2 form) is essential to maintaining and promoting better health for the population. The government’s decision to restrict tax relief on dental work in this year’s Budget is short-sighted and will result in poorer levels of oral health among the public, the population. At present, tax relief can be claimed at the standard, 20 per cent, or higher, 41 per cent, rates of tax depending on a person's earnings. However, from January tax relief on all medical expenses is to be capped at 20 per cent. This will deter and unfairly penalise patients who require dental work. We believe that the reliefs should not only be maintained but enhanced in order to better promote oral health while alleviating the costs incurred by patients and not restricted as what has happened within the Budget.
· A properly resourced Public Dental Service should continue to provide dental care to children, adolescents, and special needs patients. The provision of dental services by the 350 dentists employed by the HSE has been significantly and adversely affected by the restrictions on the employment of dental staff on a temporary basis as well as the filling of vacancies on a permanent basis.  
-The Irish Dental Associations asks that an explicit commitment be given to   prioritising the employment of front-line clinical staff such as dentists and for the immediate filling of all current vacancies.
-The Association also calls for the immediate appointment of a senior dentist within the Directorate of Clinical Care and Quality announced by the HSE in July 2008 in order that dental services can be managed and planned in a patient-focussed and systematic manner.
-The Association calls for publication of a full patient impact assessment of any changes proposed in the delivery of dental services by the HSE.
· Oral health should be part of every care plan for children and adults with special needs. Primary care services need to be expanded and secondary care services for these patients need to be developed across the country, to ensure equitable access to high-quality services. The key issues that need to be addressed in the area of special-needs dentistry are:
-Training in the area of special needs dentistry
-Access to general anaesthesia
             -Access to a wide range of care 

-Manpower to deliver services

 
-Central planning

-Under-developed services for older adults who are nursed at home and / or in long

  stay institutions

-Need for development of domiciliary services

-Focusing services on the needs and preferences of patients

-Acceptance of the specialty of Special Care Dentistry
· Oral Health promotion activities need to move beyond the dental education model and to concentrate on tackling the main determinants of oral disease, which are largely socio-economic and cultural. The evaluation of oral health promotion interventions requires increased investment so that effective interventions can be identified and expanded.
· We have a number of recommendations to make in regards to orthodontics and these are detailed in section 1.5.
· The Association recognises the need to review regulation of the profession and is fully supportive of reforms which promote the highest standards of professional care and treatment and protecting the public. We stand ready to engage constructively with the Oireachtas in framing and developing such legislation to ensure that changes are appropriate, relevant and enjoy the confidence of society and the dental profession.
· An issue which attracts media attention and which deserves serious scrutiny by the Committee is the practice of commercial enterprises advertising to attract citizens to travel outside the state for dental treatment. The Association believes that not only is the assumption of cost savings open to serious challenge but more worryingly, we are concerned that increasing numbers of patients are presenting to Irish dentists having travelled abroad for treatment and had adverse outcomes or been over-treated.

Furthermore, the profession is seriously troubled by an emerging trend whereby commercial enterprises are arranging to examine prospective patients in hotels within Ireland and arranging to have these patients treated outside the state.

We are concerned that from a patient safety perspective, there are not sufficiently resourced safeguards to ensure that those carrying out these consultations (and such consultations are an integral part of dental practice) are registered with the Dental Council of Ireland and subject to its validation, oversight and disciplinary procedures.  Equally, we believe that a properly resourced public education campaign is required, and the Association sees that it has an integral part to play in educating and informing the public, so that patients are fully informed about the risks as well as the perceived benefits of being treated outside the state.
· Recognising the need to enhance the strong support of the public for dental services and the profession in Ireland, the Association is committed to developing a system of alternative dispute resolution to ensure that patient concerns are addressed in a timely, fair and comprehensive manner and also with a view to offering an alternative to costly and time consuming litigation.  Such a system will obviously require the support and confidence of dentists and patient representatives. The Association has commenced discussions on such a system with the world’s largest indemnity provider, Dental Protection, which has assisted in developing successfully similar alternative dispute resolution systems across the world.  
· In response to of the main recommendations of the Competitiion Authority’s report on the Dental Profession in Ireland, the Dental Council has now produced a Code of Practice on Public Relations and Communications which enables dentists to advertise their prices and the services they provide. While the Association will consider the endorsement of any responsible proposals to encourage competitiveness within the profession, such changes should not prioritise competitiveness to the detriment of professionalism.
· The appointment of a Chief Dental Officer within the Department of Health embodies the Government’s commitment to dentistry as an independent but integral component in public health policy. The ongoing vacancy has resulted in an unfortunate delay in the setting of oral health goals and the role needs to be filled as a matter of urgency. The association also notes the recent appointment of Chief Pharmacist.
· One possible area for future development of the service is the development of specialist care services in areas such as paediatric dentistry, special care dentistry, oral surgery and dental public health, which must be done on a nationwide level. This would lead to simpler journeys for patients as they would not need to leave the service for continued care. It would also improve the status and profile of the service and aid in the recruitment and retention of staff by providing career pathways in many areas of dentistry. The current burden on the dental schools would also be alleviated, and referral to dental schools could be reserved for the management of more complex cases requiring tertiary care.
· Dentistry in Ireland should be led by ‘best-practice’ and ‘evidence based’ principles and these principles must not be compromised by economic pressures.
Introduction

According to the World Health Organisation (WHO), oral health is integral to general health and essential for well-being.  The interrelationship between oral and general health is proven by evidence.  Severe periodontal disease, for example, is associated with diabetes, heart disease, strokes and respiratory aliments. Many general disease conditions also have oral manifestations that increase the risk of oral disease, which, in turn, is a risk factor for a number of general health conditions
. Dentists have to deal with health care issues well beyond traditional oral healthcare and contribute to saving lives by detecting diseases at an early stage when treating their patients
. The scope of dentist’s practice extends beyond an exclusive focus on the teeth and supporting structures, and so should be equipped with the necessary resources, knowledge and training. 
The IDA is the representative body for, general dental practitioners, private practitioners, public dental surgeons, consultants, specialists, hospital dental surgeons, army dental surgeons, vocational trainees and dental students and as an organisation, our aim is to improve and protect the oral health of our population and to ensure access to high-quality primary, secondary and tertiary oral health services. 
In a 2000-2002 review of Oral Health in Ireland, it is found that the number of 35-44 year olds who had all of their own teeth was 25%. The presence of no natural teeth at 65 is 41%
. Our dentist to population ratios are well over European average and it’s essential that we strive to improve Oral Health at national level.

For this submission, the Irish Dental Association has opted to give a general overview of Oral Health in Ireland and then present current general principles in relation to PRIMARY CARE in the WORKPLACE supported by the Association under the following headings;
I. Building Capacity to Deliver Optimum Oral Health
II. Quality & Patient Safety

III. Public Policy and Regulation
Overview of Dentistry and Oral Care in Ireland

Most dentists in Ireland work in one or more of the following dental services: general dental (i.e. private) practice, hospital dental services or Health Service Executive (HSE) public dental services. Some dentists work in two or all of these services. In addition, a small number practice in academia (based at Cork or Dublin dental hospitals and schools), the armed forces and/or in industry. 

Provision of dentistry in Ireland
· Dentists in private practice for fee-paying patients (some re-imbursed by insurance companies).

· Dentists in private practice who have contracts with the Department of Social Welfare to provide services for patients who are insured under the Social Welfare Acts. The majority of dentists in private practice undertake this work to a greater or lesser degree.

· Dentists in private practice who have contracts with HSE to provide services for patients with medical card eligibility.
· HSE orthodontic and oral surgery staff treat patients referred by HSE dental surgeons.

· HSE primary care dental staff.

· Army Dental Officers for Army personnel.

· Dental staff in dental hospitals treat patients attending these hospitals.

· Consultants and other staff attend at general and special hospitals.

· Dentists operating various occupational schemes.
Public health insurance
Dental health care for almost all adults is provided mainly by general dental practitioners, who are mostly self-employed and working in their own premises. There is also a public dental service for children up to the age of sixteen, and others who cannot afford private care or have restricted access to dental services and have special needs. For general practitioners care is mostly charged on a fee per item basis, but there are two ways in which patients are eligible for state subsidized treatment and the total cost of treatment is calculated differently under each. These are the DTSS and DTBS.
 
Private Care
There are very few private insurance schemes to cover dental care costs. Those that do exist tend to be employer based, for example those for the police service. Under these schemes the patient pays for treatment and then claims a partial subsidy. There are currently no free-standing private dental care plans in Ireland - schemes where the dentist or a group of dentists bear most of the risk. The cost of paying privately for a limited number of items of dental care or via insurance premiums is tax-deductible under current taxation law.
The Quality of Care
For treatments where some or all of the cost is shared with the State, the standard of dental care is mainly monitored by the funding body. The Central Payments Boards of the Department of Social and Family Affairs and the HSE do this in two ways. Firstly, the claims patterns of dentists are monitored to see if they differ significantly from existing practice norms. Secondly, the Department of Social and Family Affairs uses examining dentists to check the quality and quantity of dentists’ work. These checks are done at random or in response to particular complaints, but the dentist has to be contacted beforehand and the examination arranged by mutual agreement. In addition each dentist’s work is routinely monitored at least once in a 5 to 7 year period in order to assure the quality of the treatment carried out.

In the case of private work not covered under either of the State Schemes the only other control on the quality of care is through patient complaints. In the first instance complaints are normally addressed to the dentist directly. If the complaint or misunderstanding cannot be resolved, it might become necessary to instigate civil litigation. 
The Irish Dental Association often acts as an advisory body when such complaints arise. Ultimately, the Irish Dental Council
 has a statutory responsibility to promote high standards of professional education and to ensure high standards of professional conduct amongst dentists.

Chapter 1, Building Capacity to Deliver Optimum Oral Health
1.1 Funding
	
	
	Year      Source

	% GDP spent on oral health
	0.33%
	2004      OECD

	% of OH expenditure private
	47%
	2004      CECDO


(IDA report to CED on Dental Practice in Ireland 2008)
This country already has one of the poorest levels of state support for dental health of any European country
. The level of investment in dental practice facilities by the state can best be described as chronically under-funded, in absolute terms, relative to public investment levels internationally and relative to grants and allowances available to medical GPs in the Republic of Ireland and to dentists in Northern Ireland.
Investment in dental practice facilities derives solely from funds generated by dentists and with no state funding being made available. Dentists are unique in this regard, i.e., no other profession is expected to develop and enhance practice facilities without any state funding or assistance.
Unlike doctors in general practice treating medical card patients, dentists receive no grants or allowances for the employment of practice managers, nursing or secretarial staff.  Neither are dentists entitled to pension benefits or paid annual, sick, maternity or adoptive leave in the same manner as doctors.
1.2 Manpower

Demand for general dental services has grown substantially over the past ten to fifteen years. Over this period, the number of training places for dentists has remained static and there are no plans to increase them. The limit on training places in Irish universities could lead to a serious shortage of dentists in the future and put further upward pressure on prices.
	Year of data                                            2008

	Total Registered                                       2,578

	In Active Practice                                      1,990

	Dentist to Population Ratio                       2,221

	Percentage Females                                   33%

	Qualified Overseas                                      634


(IDA report to CED on Dental Practice in Ireland 2008)
The Dental Profession in Ireland is an independent profession and is vital to the maintenance of the overall oral health and wellbeing of the Irish population. The profession aims to achieve optimum oral health through the provision of a range of preventive, diagnostic and restorative dental services delivered via both the private and public sectors.

Despite the crucial role of the dental profession to the health of the population, there is evidence of a shortage of dentists at primary care level, especially in the Public Dental Service, and at secondary and tertiary care level, most notably in the areas of oral surgery and orthodontic services. The manpower requirements for primary care services, (including skills-mix) should be based on the needs of the population served, rather than on arbitrary dentist:population ratios. This would make for a more equitable service to both children, adolescents and special needs patients. The shortage of both public dental service professionals and specialists in Ireland is negatively impacting on the provision of these services with supply failing to meet need, particularly in the less urbanised areas.
Therefore the IDA is calling for the establishment of a forum to review dental manpower in Ireland similar to the ‘Forum on Medical Manpower’ which was established in 1998 to develop a programme of action to deliver the necessary changes in the medical manpower arena. The purpose of the Forum was to: “facilitate the development and implementation of a comprehensive manpower policy relating to training, career structure, and service delivery, designed to address the problems that have been identified.”
The IDA believes this approach is wholly appropriate, necessary and applicable to the issue of dental manpower in order to address these compounding problems, including the difficulties in the recruitment and retention of dentists within Public Dental Service, and the limited number of training places available to students. It could also consider issues such as skills-mix, including the recognition and future expansion of the role of auxiliary dental professions and the identification of appropriate training needs.
1.3 State Involvement in Oral Heath

There are a number of ways in which the State has an impact on the demand for dental services. These include the number of medical cards, subsidisation of dental treatments through the Pay Related Social Insurance (PRSI) system and also the availability of tax-relief on non-routine dental treatments. Please see below for more detail.
1.3.1 Department of Social and Family Affairs Dental Treatment Benefit Scheme (DTBS)
All employees who make Pay Related Social Insurance (PSRI) contributions, and their spouses, may receive subsidized dental treatment. This scheme is run centrally by the Department of Social and Family Affairs. The number of adults entitled to claim benefit under this Scheme was about 1.5 million in 2008 (+approx 400,000 dependent spouses) – 45% of adults.
Prior approval from the Department to treat is not required under this Scheme. In 2008, 1441 dentists held a contract with the Department of Social and Family affairs to operate the DTBS. The number of people who used DTBS scheme based on number of claims received in 2007 was 648,682 (+ 43,138 dependant spouse claims). The DTBS works well and efficiently. Dentists are paid appropriately and on time for all claims, and any claims that present with a query are followed up by department officials with the dentist, thereby enduring a negligible reclaim list.
1.3.2 Department of Health and Children Dental Treatment Services Scheme (DTSS)
Whereas the dental care benefits from the Department of Social and Family Affairs are available on demand, dental care provided under this HSE Scheme is budget-limited. This means-tested Scheme was introduced in 1994, as part of the national Dental Health Action Plan 1994-98, and covers about 30% of adults. A range of basic treatment items is available for eligible adult under this Scheme. 
Prior approval for treatment is required from the HSE for complete endodontic, prosthetic or periodontal treatment. In 2007 approx 267,000 patients were treated with approx €59m in fees being paid to contracting dentists. There is a shortfall in the budget allocation, practitioners often have prioritise the treatment needs of patients. There is also limited domiciliary (home) care, provided mainly by the public service. 
Public (Community) Dental Service Children and adults with Special Needs are also treated by the HSE Dental Service. They work, in the main, with children and special needs groups. All children up to 16th birthday are entitled to care from the HSE Dental Service. However, preschool children receive what amounts to an advisory service with emergency dental care available on demand. Schoolchildren are targeted in schools in certain classes each year for preventive advice and are screened or examined depending on the resources available to that Local Area Service. Their outstanding treatment need is addressed at that point. The overall strategy is based on this targeted approach together with the application of fissure sealants on first and second permanent molar teeth.
The administration of the DTSS, in contrast to the DTBS, has major difficulties under a range of headings, including reclaim lists, validity of medical cards, validation requirements, administration of claims where ‘clinical necessity’ is involved, etc. This is apart from the fact that the scheme is seriously under-funded and, at the time of writing, on the verge of collapse in many areas.
1.3.3 Medical Cards

Adult medical card holders have poorer oral health than non-medical card holders and this fact needs to be reflected in the resources allocated the dental care of this cohort and was not reflected in this years budget. We believe that the move to means test adults over the age of 70 from January 1st next year will have a detrimental effect on Oral Health within this age profile. 
1.3.4 Tax Relief

The availability of tax reliefs for patients attending for dental treatment
 is essential to maintaining and promoting better health for the population. The government’s decision to restrict tax relief on dental work in this year’s Budget is short-sighted and will result in poorer levels of oral health among the public.

Currently tax relief at the marginal rate of 41% is allowed for a range of medical and dental treatments.  Budget 2009 proposes to cut tax relief on dental treatment from the higher to the standard rate of tax.  This will have extremely serious consequences for patients of all ages.  It will significantly increase the cost of treatment.  Higher costs will cause patients to postpone treatment or to leave the state in search of treatment at great inconvenience to themselves and at increased risk to the safety and quality of their treatment.  

In purely budgetary terms, there will a resulting loss of income to dentists leading to a diminution of activity in recessionary times and the resulting consequence of a false economy in the health care of our country.
In the case of children falling outside the HSE guidelines and requiring privately delivered orthodontic treatments (whose average costs could amount to €5,000 for a two year course of treatment), this change could mean the relief available being reduced from €2,050 to €1,000. Similarly significant increases in net cost to patients would be apparent for all other procedures for which tax relief is available.  The consequences in terms of extra costs for patients and their families will be extremely significant and in addition to the obvious health effects faced by patients.

Equally, these changes will bring very real consequences for dentists, their staff and for ancillary services.

MedAccount (an independent specialist accountancy practice for dentists and doctors which prepares accounts for over 100 dental practices) has recently published research which suggests that over the past 12 months there has been a 10-15% reduction in dentist’s income (up to 20% in the worst case scenario). This proposed change (cutting tax relief from the higher to the standard rate) will further reduce the incomes of dental practices and the tax raised from the profession. Budget 2009 accentuates rather than remedies a downward trend. 
The move will also result in a reduction in the numbers employed providing dental services.  It will severely compromise the many dental laboratories dependent on work from dental clinics. It will result in a reduction of the numbers employed as dental technicians. 
It will result in increased dental /medical tourism with a subsequent loss of taxation and employment to the economy as well as the risk to safe and quality outcomes for patients.
For practitioners in full-time private practice and specialists in limited practice such as endodontics, orthodontics and periodontics, tax relief to patients on their bills is the only state support the essential health service they provide is afforded.  

The dental practices of members participating in the PRSI and medical card schemes do not receive any state support other than receipt of fees which is intended to cover the cost of treatment or (in the case of the PRSI) contribute to the cost of treatment.  The IDA believes that the number of dentists actively participating in the medical card scheme has fallen to just over 830 dentists (well below the 1,300 officially claimed to participate).  This reflects the facts that dentists believe the medical card fees are already insufficient to cover their costs. 

Dentists were the only health professionals who received no extra remuneration or supports from the state when agreeing to take on all over 70s in 2001. Unlike doctors in general practice treating medical card patients, dentists receive no grants or allowances for the employment of practice managers, nursing or secretarial staff.  Neither are dentists entitled to pension benefits or paid annual, sick, maternity or adoptive leave in the same manner as doctors.

Cutting the Med 2 tax relief on essential dental services to the standard rate is an immediate disincentive to patients to take up non routine dental care in Ireland in an unsubsidised private practice environment. Already, patients are clearly expressing their dismay at the loss of the tax incentive for their treatment plans.

The Association believes that this proposal will have far-reaching consequences for patients and dentists.  We believe the proposed restriction of tax relief to the standard rate should be re-examined or failing which significant ameliorating changes need to be introduced to offset the dire consequences which will otherwise follow.  
1.4 Public Dental Service

A properly resourced Public Dental Service should continue to provide dental care to children, adolescents, and special needs patients. Eligible adults should have access to dental services through private practitioners.

A properly funded public dental service has the potential to provide excellent value for money in delivering dental care to children and vulnerable adult population.  It is essential however that the best staff can be recruited and retained and an attractive career structure provided.

Pre School Children 

The oral health of preschool children was not addressed in the Dental Action Plan in 1994, and integration with primary care services such as the child health service and disability services offers an opportunity to redress this deficiency. The failure to reach the oral health goals for 5 year olds (85% free of decay in fluoridated areas and 60% free of decay in non-fluoridated areas) highlight the need for early prevention. There is huge scope to involve primary health care workers such as public health nurses, dieticians, social workers and general practitioners in programmes to identify high caries risk children, long before dental services traditionally have access to these children, and to develop referral pathways from primary and secondary care institutions for high caries risk children into the dental service.

School Children 

Although the oral health of children and adolescents has improved since the 1980s, there remains a considerable proportion of the population who experience high levels of disease. A great strength of the school dental service which is delivered by the Public Dental Service is that it is a population strategy aimed at improving children’s oral health, which is well accepted by schools and parents, as evidenced by the high uptake of the service, where it is available. However, due to historical and current manpower issues, the service has not been able to develop its full potential. This has led to inequitable service delivery across the country.  Improved access for children to the school dental service, at a younger age and at recall intervals that are determined by the child’s caries-risk would go a long way to standardising service delivery and improving oral health outcomes for children and adolescents

Services for children and adults with Special Needs
 

Oral health should be part of every care plan for children and adults with special needs. Primary care services need to be expanded and secondary care services for these patients need to be developed across the country, to ensure equitable access to high-quality services. 

The key issues that need to be addressed in the area of special-needs dentistry are:

· Training in the area of special needs dentistry 
· Access to general anaesthetic
· Access to a wide range of care 
· Manpower to deliver services

· Central planning 

· Under-developed services for older adults who are nursed at home and / or in long 

stay institutions 

· Need for development of domiciliary services 

· Focusing services on the needs and preferences of patients

· Acceptance of the specialty of Special Care Dentistry 

HSE Staffing
The provision of dental services by the 350 dentists employed by the HSE has been significantly and adversely affected by the restrictions on the employment of dental staff on a temporary basis as well as the filling of vacancies on a permanent basis.  

1. The Irish Dental Associations asks that an explicit commitment be given to prioritising the employment of front-line clinical staff such as dentists and for the immediate filling of all current vacancies.

2. The Association also calls for the immediate appointment of a senior dentist within the Directorate of Clinical Care and Quality announced by the HSE in July 2008 in order that dental services can be managed and planned in a patient-focussed and systematic manner.

3. The Association calls for publication of a full patient impact assessment of any changes proposed in the delivery of dental services by the HSE.

Adult Services

State Funded Dental Schemes 

Based on current dental manpower, it would seem logical for a properly resourced public service to continue to supply treatment to children, adolescents, and special needs patients and for dentists in general practice to supply treatment to the general adult population of the country. 

Approximately 70% of dental manpower is devoted to general practice and to the treatment of adults on a private basis, and under two state administered schemes - the DTBS and the DTSS. 

The DTBS works well and efficiently. Dentists are paid appropriately and on time for all claims, and any claims that present with a query are followed up by department officials with the dentist, thereby enduring a negligible reclaim list. The administration of the DTSS, in contrast, has major difficulties under a range of headings, including reclaim lists, validity of medical cards, validation requirements, administration of claims where ‘clinical necessity’ is involved, etc. This is apart from the fact that the scheme is seriously under-funded and, at the time of writing, on the verge of collapse in many areas. 

As many as one in seven dentists, treating an estimated 30,000 patients, has resigned from participation in the DTSS over an eighteen month period.  

1. Immediate steps need to be taken to enable a comprehensive review, involving the HSE and the Irish Dental Association, of the DTSS scheme. 

2. Meaningful confidence building measures need to be introduced to deal with the wholly unsatisfactory administration of claims / payments by the GMS Payments Board to participating dentists.

Oral Health Promotion
Oral Health promotion activities need to move beyond the dental education model and to concentrate on tackling the main determinants of oral disease, which are largely socio-economic and cultural. There is a need to incorporate oral health into large-scale health promotion interventions promoting healthy consumption, as these are likely to have a positive impact on oral as well as general health.  

The evaluation of oral health promotion interventions requires increased investment so that effective interventions can be identified and expanded.
1.5 Orthodontics
Orthodontics is the branch of dentistry that deals with abnormalities in the development and position of the teeth, jaws and face. For most people this involves some type of brace to move teeth or to modify jaw growth. The average course of orthodontic treatment takes 2 years to complete and the result needs to be retained and followed up for several years afterwards. Patients are usually seen at 4-8 week intervals during treatment.
1.5.1 Benefits of Treatment
The main benefit for most patients is improved dental alignment and aesthetics. These have been shown to have a positive effect on a person’s psychological well-being, self-esteem, career prospects and on the way that they are perceived by others. A relatively small group of orthodontic patients also has improved dental health or function following treatment.
1.5.2 Population Need
A number of different systems have been developed for objectively measuring orthodontic needs but the system that is most commonly used throughout the world is the Index of Orthodontic Treatment Needs (IOTN), which was developed in the UK in the 1980’s (Brook & Shaw, 1989). Population studies using this index suggest that approximately one third of 11-12 year olds need orthodontic treatment (Burden & Holmes, 1994).

1.5.3 Population Demand
The demand for orthodontic treatment is continuously increasing with improved standards of living, increasing affluence and increased exposure to images in the media showing the “perfect smile”. As early as 1990, Helm found that two thirds of Norwegian adolescents would demand orthodontic treatment if it was readily available and free.  There has been a huge increase in the number of adults seeking and prepared to pay for orthodontic treatment in Ireland over the past 10 years. The demand for orthodontic treatment is potentially limitless.

1.5.4 Providers of orthodontic treatment in Ireland
Traditionally orthodontic treatment has been provided by both general dentists and by orthodontists who have completed specialist training programs. In the past most Irish orthodontists received their specialist training abroad as the first formal training programs were only established here in the 1990’s. The dental schools in Cork and Dublin now run specialist training programs in orthodontics but approximately half of the new orthodontists providing treatment in Ireland still receive their specialist training abroad.
In 2000 the Dental Council of Ireland established a register of specialist orthodontists. This made it easier for the public to differentiate between general dentists providing orthodontic treatment and orthodontists who had received specialist training. It is  difficult for the public to access this register and the Dental Council still has not published it online. 
Some fully trained orthodontists have not bothered to register as specialists with the dental council because being registered is of no benefit to them if the public can’t access the register easily. This makes it difficult to establish how many orthodontists are in the country at this time.

The Orthodontic Society of Ireland represents most but not all Irish orthodontists. The society currently has 135 members but some of these are still in training and a few practise in Northern Ireland. It is estimated that there are now 130 orthodontists providing treatment in Ireland. This has increased from 30 in 1992 (Moss, 1992) and from 69 in 1998 (Blake et al).

Most orthodontic treatment Ireland is now provided by specialist orthodontists.

1.5.5 Delivery Structures for orthodontic treatment Ireland
Orthodontic treatment is provided by both the HSE orthodontic service and by private practitioners.
All children are assessed while attending national school by the HSE dental public service and those with the highest need for orthodontic treatment (measured objectively using the IOTN index) are referred to the HSE orthodontic service for treatment. (see detailed report on the service later) 
The HSE Orthodontic Review Group report (2007) recommended an expansion in the eligibility criteria so that children not previously eligible for treatment will be eligible. The HSE orthodontic service is entirely state funded and its patients are selected on the basis of their orthodontic treatment need only without reference to any form of means testing.
Private Practice
Orthodontists and dentists in private practice provide orthodontic treatment outside the HSE. 

Their patients include children whose need is not severe enough to qualify for treatment from the HSE, children whose need is severe enough but who opt instead for private treatment and adults. Almost 50% of the patients now treated in private practice are adults. 
Fees vary among private orthodontists but the average fee for a 2 year course of treatment and follow up afterwards is currently €5,000. 
The rules regarding advertising in dentistry were liberalised this year by the Dental Council so that dentists and orthodontists in private practice are now encouraged to advertise their services and fees. This is welcomed by the profession in general and it should benefit the consumer overall. Caution needs to be exercised however to protect the public against over-zealous advertising and incorrect claims made by some practitioners. The profession is particularly concerned about this as the Dental Council has for many years failed to take any action against practitioners who persistently and openly broke its previous set of guidelines on advertising. The profession and the public at this time need a strong dental council which will adequately police its own guidelines and which will make itself and its specialist registers easily accessible to the public.
Private orthodontic fees are eligible for tax relief using the Med 2 system. It was announced in the 2008 budget that the amount of tax relief available is to be reduced from the marginal rate to the 20% rate from 1st January 2009. This move effectively halves the subsidy that many patients who fall outside the HSE eligibility guidelines receive from the state and it has angered a great number of orthodontic patients and their parents. 

1.5.6 The HSE Orthodontic Service 

1. The HSE Orthodontic Review Group Report (2007)
The HSE Orthodontic Review Group Report (ORGR) sets out a national framework and road map for the provision of HSE orthodontic care. The report was compiled in 2006 and accepted by Professor Brendan Drumm, HSE Chief Executive Officer in January 2007. This document should be read in conjunction with the ORGR for an updated position on national HSE orthodontic services
. 
2. Current HSE Orthodontic Units
There are 10 HSE Orthodontic departments within the Republic of Ireland providing orthodontic care for children eligible for treatment (Figure 1 below). Consultants and specialist orthodontic practitioners deliver the service, although from a historical perspective, some HSE regions still employ dentists to provide orthodontic care. In the future orthodontic auxiliaries may support the orthodontic workforce to facilitate practice efficiency. Dentists working in HSE orthodontic units who do not have orthodontic qualifications will be encouraged to obtain the necessary qualifications. 

It is planned to develop a new orthodontic service in the South Cork, Kerry region to improve the local situation, an orthodontic consultant was recently appointed. 

The infrastructure of many HSE orthodontic units are in need of upgrading, many housed in temporary accommodation. Planning for the timely replacement of old facilities should be addressed where local needs dictate and resource is available. The report also recommended the option of extended orthodontic opening hours to maximise infrastructure use. To date this has not happened but is under discussion in some areas pending the implementation of the new consultant contract and the availability of resources to meet the additional workload.

· HSE West: Donegal, Sligo & Leitrim; Mayo, Galway & Roscommon; Clare,

· Limerick & North Tipperary.

· HSE South: Cork, Kerry ,Tipperary S.R.; Waterford, Carlow,

· Kilkenny and Wexford.

· HSE Dublin Mid-Leinster: Dun Laoghaire, Dublin South City; Dublin South East,

· Dublin South West, Dublin West, Kildare West Wicklow,

· Wicklow, Laois/Offaly, Longford/Westmeath.

· Dublin North East: Dublin North Central; North West Dublin; Meath, Louth,

· Cavan/Monaghan.

Figure 1. ORTHODONTIC SERVICE CATCHMENT AREA 
3. Position of Orthodontics within the HSE Organisation.
From an organisational perspective the majority of HSE Orthodontic departments fall under the Primary, Community and Continuing Care (PCCC) arm of the HSE. Historically the orthodontic units were managed via the acute (hospital) arm of the former health administrations, however following health service reform a decision was made to move orthodontic departments into PCCC. Sligo, Letterkenny and Galway still adopt the historical position and are managed outside the PCCC. 

The future management framework within the HSE orthodontic departments is currently under review and dependant on the establishment of clinical directorates as outlined in the new 2007 consultant contract. Whatever the final structure, it is vitally important that named, accountable HSE managers and adequate resources are made available to HSE orthodontic consultants to allow the recommendations of the ORGR to be implemented. Furthermore, that the HSE facilitates inter-agency working to support the development of multidisciplinary teamwork. This is particularly important between the HSE orthodontic units, acute hospitals that provide surgical services and the dental schools in Dublin and Cork. The Irish Orthodontic Consultant group believe that the positional of Chief Dental Officer needs to be re-established in the Department of Health and Children to facilitate the ORGR recommendations and coordinate the delivery of dentistry throughout the country. 

4. Eligibility for orthodontic treatment in the HSE 
Currently to access orthodontic treatment in the HSE, children are assessed at the appropriate age in HSE primary care dental centres using a modification of ‘The Index of Orthodontic Treatment Needs’ (outlined in the ORGR). The final decision on eligibility for orthodontic treatment rests with the consultants and specialist orthodontists and not with the referring dentist. Should the child be eligible for treatment they are added to nationally monitored orthodontic waiting lists. Most departments subdivide their waiting list so that children with the most urgent problems access treatment earlier. The ORGR recommended an expansion in eligibility criteria so that children with severely crowded dentitions with poor dental cosmetics (IOTN 4d with AC of 8-10) are now included. This will place a greater demand on orthodontic services to meet this additional work and will likely result in longer orthodontic waiting lists. It is hoped that additional resources will be made available to meet the additional public expectation. Should resources not follow this decision then the extension of eligibility will need to be reviewed.

Children who fail to qualify for publically funded orthodontic treatment and who would benefit from treatment are advised to seek private orthodontic treatment. 

5. National Orthodontic waiting lists
There are regional disparities in the length of waiting times for different regions and treatments completed reflecting the size of population, the resources committed and regional inconsistencies in delivering statistics to the national database. Figure 2 (below) represents the most up to date national figures. The ORGR recommends that regional HSE management teams make local arrangements to improve and address their own local situation.
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Figure 2. National Orthodontic Waiting List Return 1st Quarter 2008
6. Multidisciplinary specialist dental care
The majority of orthodontic patients who are treated in the HSE units, require only orthodontic treatment, however about 33% of children on our highest priority waiting list (the most dentally challenged children) often require care from multidisciplinary teams, involving consultants and specialists in Oral and Maxillofacial Surgery and Restorative Dentistry. There is often a road-block to deliver a timely, first class service to this group of patients. The organisation of multidisciplinary teams in general throughout the country is poorly resourced in terms of manpower and funding. There is insufficient integration between health organisations to facilitate optimal multidisciplinary team working and receives particular attention in the orthodontic review group report. As outlined in the ORGR, It is hoped on a HSE regional basis that specific appointments at consultant level will be made in the disciplines of restorative dentistry and oral and maxillofacial surgery. This would help facilitate multidisciplinary dental care to rehabilitate our most dentally challenged patients.

7. Orthognathic Surgery and the National Treatment Purchase Fund (NTPF)
An area of great concern relates to accessing public surgical beds to allow orthognathic surgery to take place. There appears to be a shortage of surgical beds dedicated for oral and maxillofacial surgery in the country. The national treatment fund has been used on many occasions to ease this problem, however, while welcome; it also serves to mask the true funding and infrastructural deficit in the public oral and maxillofacial services. Currently the HSE orthodontic units cannot directly access the NTPF for their orthodontic patients. The outcome of this anomaly results in a doubling up of waiting time for patients. Firstly a wait on the orthodontic waiting list, then on a public surgical waiting list to access the NTPF. Direct access to the NTPF by the orthodontic units would eliminate the second wait and facilitate the patient care journey. Direct access to the NTPF was recommended in the ORGR but no progress has been made to date.
8. Orthodontic Postgraduate Speciality Training 
The Dental schools in Cork and Dublin are both training postgraduate orthodontic students. These are full time, three-year, courses leading to a professional qualification in orthodontics that allows entry to the Dental Council Orthodontic Specialist List. Cork took an intake of four students in 2006 and Dublin has taken two students in 2008. In Cork all the training is provided in the Dental Hospital, in Dublin the responsibility rests between the Dental Hospital and the HSE Orthodontic unit in St. James’s Hospital. Since the publication of the ORGR the return of service to the HSE expected following completion of training has been increased to four years.

There are a number of trainees who are receiving their orthodontic training in the UK, some funded by the HSE and a number funded by the NHS (who have no commitment to the HSE but may opt to return on their own vocation). The HSE has arrangements with some of the UK trainees who have made a commitment to return to work in Ireland at the end of their training to work in the public sector. Further to the ORGR recommendations it is hoped to maintain a funding stream to maintain postgraduate orthodontic training in Ireland, subject to national needs. 
9. The HSE public dental service
The HSE public dentists act as gatekeepers to the HSE orthodontic service. They undertake orthodontic screening during their routine dental checks of children. They use the HSE modified Index of orthodontic treatment needs (IOTN) to assess children. In 2007 HSE consultants provided a number of teaching days to up-skill the public dental service in the use of this index. Children if deemed eligible, are referred to the orthodontic units for a definitive assessment of eligibility. This process ensures fairness, equity and consistency across the population.

The HSE public dental service also provides basic interceptive orthodontic, restorative, periodontal and oral surgical services to HSE orthodontic patients. This work places an additional burden on the public dental service. Further more with the expansion of eligibility criteria (including IOTN 4d AC 8-10) there will be a greater demand on the HSE public dental service

Chapter 2, Quality and Patient Safety 
2.1 Regulatory Reform

The Committee will be aware that legislation has been enacted in recent years with the intention of overhauling regulation of health professions such as pharmacy, medicine and allied health professions and the Government has confirmed its intention to have similar legislation published for dentistry and other professions.

The Association recognises the need to review regulation of the profession and is fully supportive of reforms which promote the highest standards of professional care and treatment and protecting the public.  

We stand ready to engage constructively with the Oireachtas in framing and developing such legislation to ensure that changes are appropriate, relevant and enjoy the confidence of society and the dental profession.

2.2 Dental Tourism

An issue which attracts media attention and which deserves serious scrutiny by the Committee is the practice of commercial enterprises advertising to attract citizens to travel outside the state for dental treatment.

Very often, expensively produced advertising suggests that it is cheaper to have such treatment carried out elsewhere.  

Consumers need to be aware that the headline costs used for comparisons between specialist treatments undertaken in Ireland and those undertaken in other countries are often not comparing like with like. One of the reasons why there can sometimes be a disparity between costs in Ireland and elsewhere is the fact that the quality of materials used in treatments such as crowns can be significantly different. For example, a €40 Crown versus a €250 state-of-the-art Crown which will last up to 20 times longer are not the same “product” and will not deliver the same result for the patient. The time a procedure takes can also vary dramatically.
By a way of example, a patient attended a surgery in Ireland and required dental treatment which involved approx 22 crowns and 3 root treatments. The dentist offered an estimated price for the treatment. The dentist also estimated the treatment would take approximately 46/47 hours. The patient wasn’t happy with the estimated quotation and stated that he could achieve same result abroad ‘far cheaper’. The patient returned to the same surgery approx 4/5 months later having had the treatment carried out abroad. The appearance and the occlusion were acceptable but the fit biologically ‘was disastrous’ resulting with a subsequent periodontal condition (i.e. bleeding gums). The patient stated that he was approx 11 hours on the chair and indicated the price he paid. In fact the patient concerned ended up paying a higher hourly fee abroad and not only was the benefit of the treatment going to be limited to a short span of approximately 2/3 years (as opposed to a benefit lasting 15/18 years as estimated by the Irish dentist) but, in order to correct the situation, the patient will need periodontal treatment and the crowns re-done at a significant additional cost and inconvenience to the patient.
The Association believes that not only is the assumption of cost savings open to serious challenge but more worryingly, we are concerned that increasing numbers of patients are presenting to Irish dentists having travelled abroad for treatment and had adverse outcomes or been over-treated.

Our main concern is that patients who travel outside of Ireland for treatment are undertaking significant risk by travelling abroad for such treatments and are often unaware of exactly what professional care they are receiving or the quality of the work that is being undertaken.  

A study, published in 2007, carried out by Professor Brian O’Connell and Dr Michael O’Sullivan of Dublin Dental School and Hospital concludes that pain and trauma are the real consequences of botched work in a variety of foreign destinations. Their conclusion is telling: “Based on accepted standards of care and anecdotal evidence to date, it seems that there is a substantial risk to patients travelling abroad for treatment.”

There are many examples of patients having travelled abroad for dental work having to subsequently attend their normal dentist here in Ireland to have corrective or repair work done on the work initially done abroad.

Furthermore, the profession is seriously troubled by an emerging trend whereby commercial enterprises are arranging to examine prospective patients in hotels within Ireland and arranging to have these patients treated outside the state.

We are concerned that from a patient safety perspective, there are not sufficiently resourced safeguards to ensure that those carrying out these consultations (and such consultations are an integral part of dental practice) are registered with the Dental Council of Ireland and subject to its validation, oversight and disciplinary procedures.  Equally, we believe that a properly resourced public education campaign is required, and the Association sees that it has an integral part to play in educating and informing the public, so that patients are fully informed about the risks as well as the perceived benefits of being treated outside the state.

Irish people enjoy one of the highest quality dentistry regimes in the world and is recognised as being second to none in Europe. Students of dentistry come to study in Ireland from all over the world. 

Patients attending dentists here are typically lifelong patients and dentists are therefore focussed on providing high quality, personal advice which they can stand over within their communities.  Dentists in other countries can be much more focussed on the number of patients they can see and treat every day. They are unlikely to see/deal with them again so there may not be the same commitment to long term dental health issues.

The first thing anyone should do when considering going to the dentist is to check their eligibility for State funded dentistry. Some 82% of people are eligible for free or subsidised treatment under the State dental schemes from their local family dentist. .

Naturally, the Irish Dental Association encourages patients to attend their local family dentist.  This make it easier to check out some important issues such as hygiene in the surgery, cross infection control procedures, emergency services available and whether the surgery is easy to access.

Clearly the consumer has the ultimate choice to decide where they want to seek dental treatment but people should always do their research and ensure they are happy they are getting the same quality of service outside of Ireland as they would get form their local dentist in Ireland. 

However, we do believe that greater resources need to be made available to regulate the practice of inviting patients to consultations rooms here and thereafter to arrange treatment abroad and separately a significant public education and awareness programme should be organised to ensure patients are fully informed in deciding on how to optimise their oral health.

The profession’s concerns in regard to dental tourism are perfectly encapsulated in the following letter, published in the Irish Times on December 13th 2006, from Professor Robert McConnell, Professor of Restorative Dentistry, University Dental School and Hospital, Cork.

	“The internet has made overseas dentistry an option for an increasing number of Irish patients. Attractive "deals", including holidays and pick-ups by chauffeur-driven cars, are on offer.

My experience over the past 10 years suggests that patients should be extremely cautious about accepting treatment from any dentist without first understanding exactly what is involved. 

I have seen patients who received dental treatment outside the State and subsequently had serious problems. A recent patient at my clinic in the Cork Dental School and Hospital, who had extensive dental treatment carried out in Hungary, is a good illustration of my point. 

She was referred to me following a number of episodes of severe pain, just two weeks after her treatment in Hungary was completed. Radiographs showed that the patient had been over-treated and had inappropriate treatment carried out by an incompetent dentist. 

She had had some implants placed and every tooth in her mouth had been crowned. No attention had been paid to the normal biological requirements (correct shape of crowns, etc) or to the normal occlusion (bite). As a result she developed acute facial pain, requiring medication and the placement of a splint to correct the facial dimension. Some crowns will have to be replaced immediately.

In the longer term, this patient will require all of the crowns to be removed and replaced with either new crowns and implants or false teeth, involving further cost and discomfort.

If such treatment had been carried out in Ireland, the patient could have returned to the treating dentist, had recourse to civil action, or had the dentist's fitness to practise investigated by the Dental Council.

In my experience as a teacher of restorative dentistry for the past 30 years, complex crowns, bridges and implants cannot be carried out over a holiday trip of a week or two but require detailed planning, careful delivery and appropriate aftercare by suitably qualified dentists.

Yours, etc.
Prof ROBERT J McCONNELL


2.3 Alternative Dispute Resolution

Recognising the need to enhance the strong support of the public for dental services and the profession in Ireland, the Association is committed to developing a system of alternative dispute resolution to ensure that patient concerns are addressed in a timely, fair and comprehensive manner and also with a view to offering an alternative to costly and time consuming litigation.  Such a system will obviously require the support and confidence of dentists and patient representatives. 

The Association has commenced discussions on such a system with the world’s largest indemnity provider, Dental Protection, which has assisted in developing successfully similar alternative dispute resolution systems across the world.  

We understand the Dental Council is also supportive of this approach and we hope that support can also be forthcoming from the Department of Health and Children

Chapter 3, Public Policy & Regulation 

3.1 Health Service Reforms

In regard to health reforms and engagement with the dental profession, discussion on long overdue reforms of publicly funded dental services have been stalled because of a belief that such discussions would contravene the Competition Act, 2002.  The Association, however, has been advised by Senior Counsel that no such concerns should prevent talks continuing.

The committee will be aware of the Government’s recent decision to “pursue appropriate amendments to Section 4 of the Competition Act 2002 to enable the representative body of GPs, the IMO, to represent its members in negotiations with the HSE and the Department of Health and Children in respect of the services provided to the public health service” (Government statement of October 21st)
The Government also stated that it was “satisfied that the scope of the engagement by General Practitioners in the delivery of primary healthcare, and the significance of primary healthcare for the overall efficacy of the public health system, makes a more direct form of engagement with the representatives of General Practitioners both necessary and desirable. Accordingly, it is the intention of the Government to pursue appropriate amendments to Section 4 of the Competition Act 2002 to enable the representative body of GP’s, the IMO, to represent it’s members in negotiations with the HSE and the Department of Health and Children in respect of the services provided to the public health service in a manner consistent with the public interest. This will not affect in any way the status of the IMO or other representative organisations in respect of medical services other than those delivered by agreement with the public health service.  The legal provision to be made will be subject to consistency with EU competition rules”

The Association believes that the same principle of partnership ought to apply to enable direct engagement with the Association, as the representative of general practitioners in dentistry, which the Government sees as “both necessary and desirable” in improving primary care “for the overall efficacy of the public health system.” We believe that the Association should have its role recognised in the same way as the IMO when amendments to the Competition Act are considered. 
The IDA believes that the number of dentists actively participating in the medical card scheme has fallen to just over 830 dentists (well below the 1,300 officially claimed to participate).  This reflects the facts that dentists believe the medical card fees are already insufficient to cover their costs.

3.2 Encouraging Competitiveness 

A report by the Competition Authority into competition within the dental profession was published in October 2007.

The thrust of the report’s recommendations are clearly aimed at the regulatory framework governing the profession which is the responsibility of the Dental Council rather than individual dentists.

The IDA broadly welcomed the thrust of the report’s recommendations. However, it warned that policymakers could not apply a purely economic approach to healthcare issues; while we will endorse any responsible proposals to encourage competitiveness within the profession, we must ensure that any changes do not prioritise competitiveness over professionalism.

The IDA welcomed the finding that the Department of Health and the Dental Council should better inform consumers of their entitlements to dental care. The IDA pointed out that 80% of the population are entitled to free or subsidised dental care from their local dentist but because of the lack of promotion of this by Government, that only a fraction of those entitled to actually took advantage of this faciltiy

The IDA reiterated that oral healthcare in Ireland is an entitlement and not a luxury. The best way to ensure consumers are protected is to make them aware of their entitlement to free routine dental care. When it comes to oral health, prevention is better than cure and annual oral examinations, which most people are entitled to free of charge, can help avoid the need for higher end dental treatments.

The IDA also welcomed the recommendation that more dentists and orthodontists need to be trained each year. However, in respect of specific proposals regarding expanding the services offered by dental hygienists and dental technicians, the IDA said that while the move to broaden their areas of practice is welcome, any changes should be matched with appropriate technical qualifications and training to ensure patient safety and standards are maintained.

In response to of the main recommendations of the Competition Authority’s report on the Dental Profession in Ireland, the Dental Council has now produced a Code of Practice on Public Relations and Communications which enables dentists to advertise their services. 
.

The Code means that:

• Dentists are now free to advertise their prices and the services they provide
• Consumers will be better able to shop around for dental services and this will encourage price competition among dentists
• Consumers will be more aware of their entitlements and the availability of services in their area
• Dentists will be encouraged to offer new and innovative services
• Dentists trying to establish a new practice will find it easier to promote awareness of their practice among the local population

 While the Association will consider the endorsement of any responsible proposals to encourage competitiveness within the profession, such changes should not prioritise competitiveness to the detriment of professionalism.

Dentistry in Ireland should be led by ‘best-practice’ and ‘evidence based’ principles and these principles must not be compromised by economic pressures. The State should be looking for the best way to treat a problem, not necessarily the cheapest; as the best way will always have a better outcome for the patient and will ultimately be cheaper for the State.
3.3 Chief Dental Officer
The appointment of a Chief Dental Officer within the Department of Health embodies the Government’s commitment to dentistry as an independent but integral component in public health policy. The ongoing vacancy of over four years has resulted in an unfortunate delay in the setting of oral health goals despite ministerial assurances that the role would be filled as a matter of urgency. The Association would like to point out the recent appointment of the Chief Pharmacist and would like to emphasise the importance of filling the role of Chief Dental Officer.
The following is a summary of the main functions of the role of a Chief Dental Officer;
Advisory
To advise the Minister(s) and Government Departments in relation to public policy on oral health as it is affected by, or incorporated in (a) The Dentists Act, 1985; (b) EU directives affecting the dental profession (c) existing and future legislation on the financing and delivery of health and social welfare services; (d) existing and future legislation on public health provisions, e.g. fluoridation, health education, cross infection control, etc

To advise on trends in oral health and on service development in areas of identified need.   The Chief Dental Officer will also be required to advise the Minister on current best practice in all areas of dentistry. 

Representational
To represent the Minister in policy matters at negotiations with the dental profession and on joint working parties and committees, in scientific matters, at international dental conferences, meetings of the World Health Organisation, FDI and EU Committees.  The Chief Dental Officer should also be the main liaison with the Health Service Executive, the Dental Council, the Dental School, Universities, the Postgraduate Medical and Dental Board, Government Departments and agencies and hospital authorities on the Minister’s behalf.
Manpower & Education
To ensure that an adequate workforce consisting of appropriately trained staff is available to service the needs of the country and that planning and coordination of this function is done with the Dental Schools, Dental Council and Department of Education
The Chief Dental Officer also has particular responsibility for the evaluation, introduction and integration of auxiliary personnel into oral health services. The role of the Chief Dental Officer is to set priorities for oral health in Ireland, to recommend and support evidence-based interventions/programmes that will achieve the policy goals, to develop a core data set for the public dental services that will allow both process and outcome evaluation of the services, and to support and advocate for funding for research that will allow services to become more effective and efficient.

Scientific/Research/Information

The Chief Dental Officer should lead the analysis and dissemination of scientific and statistical information on every aspect of oral health, but particularly in relation to the organisation and usage of the public dental services, and the implementation of prevention and epidemiological programmes.  The ability to abstract information of clinical, economic and social significance is particularly relevant in this context as is familiarity with legal, management and documentary procedures as they apply to dentistry.  

The Chief Dental Officer should also be responsible for establishing a reference/information resource within the Department.

Support Mechanism for the Role
As the new role for the Chief Dental Officer develops, it is envisaged that additional resources will be necessary to support the role within the department. This may include Deputy Chief Dental Officers, access to health economists, health researchers etc.

The other area of support for the development of oral health services is the appointment of a senior clinical position within the HSE. Senior HSE management have already acknowledged in correspondence with the Association that ‘national co-ordination of issues relating to dental and oral health require a level of co-ordination, i.e. service planning and linkages with the Department of Health & Children’.  
In this regard, the need to evaluate the performance of each sector in implementing national oral health policies would best be met by one person with an overview of the impact of each service on the other.  

The responsibilities of such a post-holder within the HSE would be to report to the HSE at an senior corporate level; be the primary liaison between the HSE and the Department of Health & Children; ensuring cohesive linkages between oral health service providers in all areas of the HSE - primary secondary and tertiary care, advising on oral health services within the HSE; overseeing and coordinating implementation of national strategies/policies; managing implementation of Dental Health strategies; defining performance indicators and overseeing performance management nationally of all oral health services.  

Where such an appointment within the HSE is put in place, it would ensure:

(1) The continued development of oral health services to deliver better oral health care to patients

(2) Integration of oral health policies/strategies within and between  the pillars of the HSE

(3) Integrated dental teams who will facilitate seamless patient journeys between primary, secondary and tertiary oral health care services.

Level of the Post

The IDA believes that the appropriate reporting relationship is with an Assistant Secretary General of the Department with a working relationship with other officers in the Department on the formulation and execution of public oral health policy.  The IDA believes that the Chief Dental Officer appointment should be made at the level equivalent to that of Consultant. The Chief Dental Officer should also maintain working relationships with other relevant personnel both in the Irish health care sector as well as internationally.
It is vital that the Department of Health & Children proceeds to fill the vacancy of Chief Dental Officer at the earliest opportunity in order to advance the development and implementation of oral health policy in Ireland. The early appointment of a Chief Dental Officer will allow the new post holder to be directly involved in the oral health policy development process that is currently underway.
The ongoing vacancy is having a detrimental effect on the development of dental policy in Ireland which has given rise to a vacuum and as such a lack of direction and focus on the future development of oral health services.
Conclusion
The Association strongly believes that insufficient attention has been paid to developing the Oral Health of the population and hopes that the committee can play an active role in addressing any concerns raised in this paper.
� (� HYPERLINK "http://www.who.int/oral_health/policy/en/" ��http://www.who.int/oral_health/policy/en/�).  


� The word Oral Health Report 2003


� CECDO


� Please see appendix 1, for the IDA report to the Council of European Dentists report on Dental Practice in Ireland 2008  www.eudental.eu


� Please see ‘State Involvement in Oral Health’ for details on DTSS and DTBS programmes 


� The Dental Council of Ireland was established in 1985 to ensure the highest of standards of dental education and practice. In this way an essential role is to protect the public. The Council elects from amongst its membership a President and Vice-President. The Council maintains registers of dentists and hygienists. Unless listed in one of these registers, it is illegal for anyone to provide any form of dental care.





� OECD


� As prescribed and detailed in the Revenue Commissioners’ Med 2 form


� Including geriatric adults in nursing homes and long stay residential units


� �HYPERLINK "http://www.hse.ie/eng/Publications/Children_and_Young_People/Orthodontic_Review_Group_Report.html"��http://www.hse.ie/eng/Publications/Children_and_Young_People/Orthodontic_Review_Group_Report.html�
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