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Executive Summary 
Introduction 

The terms of reference and the stated needs of the Expert Group focus on:

· strengthening the planning process;
· integration of health service delivery; and 
· addressing specific issues in the acute hospital sector. 

The concept of oral health has moved from simply the absence of disease to a more holistic appreciation of health and wellbeing.  The functional, social and psychological impact of oral disease and disorders are often not adequately considered by healthcare authorities.  Oral diseases are major public health problems owing to their high prevalence throughout the world.  The greatest burden being suffered by disadvantaged populations.  Oral health forms an integral part of general health and wellbeing.  The risk factors involved are to most other diseases and disorders and are generally modifiable.  The approach to prevention and treatment of oral and ‘general’ healthcare should therefore be closely connected and should be achieved through individual, professional and community-level approaches.  Early diagnosis as with most disease is important for a successful outcome.  Investment in timely and effective oral healthcare results in the enhancement of general health and wellbeing and a reduction of the financial burden on healthcare systems.  Where investment is low resources are primarily allocated to emergency oral care and pain relief with under-privileged groups being the most vulnerable. 
1.
Overview of Oral Health in Ireland 
In 1979 a report issued by a Joint Work Party on Dental Services was the first of many to identified a shortcoming in the delivery of dental services to “eligible adult health board patients” (medical cardholders).  
A Working Group established in 1988 considered it “imperative that a solution be found to the problems which are occurring in regard to the lack of provision of dental services to eligible adults” having found “the health boards [are] failing in their statutory obligation to provide dental treatment for eligible adults”.   It was a strong desire of the Group to “see a marked improvement in accessibility to dental services for eligible adults”. 
In 1994 the Government published the Dental Health Action Plan in response to the Department of Health’s Health Strategy.  The introduction of the Plan pointed out that “For the first time in the history of the state, a clear statement about the aims and health objectives of the dental services is being formally promulgated.  The aim of the public dental services is to improve the level of oral health of the whole population.”  The Plan provided for the “introduction of new arrangements for the provision of adult dental services with the participation of private dental practitioners”.  

1.1
Public Dental Service 
The HSE is required to provide free dental services to children under the age of 16 and to adults and children with special needs.  The salaried Public Dental Services delivers these services.  Schoolchildren are screened or examined by the School Dental Services and receive preventative or restorative treatment.  Pre-school children however receive what amounts to an advisory service with emergency dental care available on demand.  The School Dental Service also operates as a gatekeeper for the HSE orthodontic service.
A properly resourced Public Dental Services should continue to provide services to these priority groups and has the potential to provide excellent value for money.  In order to achieve this level of service the IDA advocates the following: 

· An exemption for dental services from the HSE moratorium on recruitment.   

· The recruitment and retention of the best staff available.   

· The enhancement of services through investment in the existing underperforming electronic patient records systems.

· Improved access and fair and equitable delivery of the service.
· The involvement of primary healthcare workers prior to dental intervention in children.  

· The development of referral pathways from primary and secondary care institutions for high risk children.  

· The expansion and development of primary care services for children and adults with special needs.   

In Ireland approximately 70% of dentists operate in general practice and treat adults on a private basis and under the two state administered schemes, the DTBS and the DTSS. 

1.2
DTBS
The DTBS is run by the Department of Social and Family Affairs.  All employees (and their spouses) who make the required number of PRSI contributions receive subsidised dental treatment.  In 2008 about 1.5 million people (+ approx. 400,000 dependent spouses) – 45% of adults - were entitled to claim benefit.  The DTBS works well and is administered efficiently.   
1.3
DTSS

The DTSS is provided by the HSE and offers dental care to adult medical cardholders.  This scheme is limited by budget.   This is means-tested scheme and covers approx. 30% of adults.  
1.4
The administration of the DTSS has major difficulties.  The scheme is seriously under-funded and on the verge of collapse in many areas. At the end of 2008 there were 830 dentists participating in this scheme with 700 dentist claiming payment for treating at least 10 eligible patients per month.  This research shows 34% of general practitioners are not participating in the scheme.  This is at variance with the official figure of 1,300 participating dentists as regularly cited by the HSE.   The HSE Service Plan for 2009 provides for a 4.3% increase in dental treatments against a projected increase in medical cardholders of over 6%.  This number is expected to increase further.  This will result in a further cutback in services for patients.  There is a high degree of regional disparity in the scheme.   The current situation has resulted in huge disruption for patients, great dissatisfaction among dentists and intolerable pressure on public dental services. 
Any restructuring of the state schemes needs to take into account the fact that medical card holders suffer from poorer oral health than non-medical card holders and this fact must be reflected in the allocation of resources.  There are indications that the Government intends streamlining the administration of the two schemes under the auspices the HSE.   The IDA is concerned that due to dentists’ dealings with the HSE/PCRS which have been significantly less favourable than their dealings with the DSFA and any move to transfer the administration of the DTBS to the HSE/PCRS would result in a loss of confidence by dentists in the DTBS.  
2.
Resource Allocation 
2.1
Principles and proposals for consideration 

Most publicly funded healthcare systems share common objectives but differ in the precise definition of their objectives, the weight attached and the methods employed.  Models from other countries cannot be simply transported to Ireland without (at a minimum) adaptation to an Irish context to take into account the financial and delivery arrangements for health and social care in Ireland.  

2.2
Measuring Need
In order to allocate resources to defined populations under a model similar to the one employed in the UK, the information base and the allocation formulae must be fit for purpose.  In the UK resources were allocated based on defined needs in identified populations.  There was considerable debate however regarding the measurement of need.  For Ireland the chosen method of measuring need must be credible and must estimate need in a valid, reliable and transparent manner and consensus must be reached regarding the measures as well their subsequent formulae.  Measure for child oral health must reflect the prevalence and distribution of disease as well as its severity.  The IDA calls for an internationally accepted index to be considered as part of any measure to determine the allocation of funds.

2.3 
Scarce Resources/New Technologies
Resources are scarce and should not be allocated to new technologies without an evidence base indicating value for money.   New technologies adopted into the publicly funded care system must therefore be evaluated accordingly to include a budgetary impact assessment.  HIQA or a similar body should be required to monitor emerging technologies, identify those with a likely significant resource implication and carry out a health technology assessment as part of the approval process.  Where a significant threat to efficient use of public funds does not exist a scaled down assessment could be employed. 

2.4
Incentive Payments
Incentives that encourage the delivery of care in a manner consistent with the goals of the public healthcare system should be built into process.  The new dental contract in Northern Ireland has made such an attempt at aligning incentives with goals.  We propose specific incentives for specific activities similar to the Quality Outcomes Framework for general practitioners in Britain. Incentives relating to the upgrade of premises would encourage practitioners to provide publicly-funded services thereby widening access. 

The IDA is prepared to discuss the incorporation of such a scheme into contracts for dentists funded and/or employed by the public sector to focus on prevention rather than restoration and to encourage continuity of care. 

The IDA points out that the Competition Act, 2002 has been cited for many years as a reason for refusing to engage with the IDA on negotiations regarding contracts/fees.  This stance is long overdue reform and has exacerbated the difficulties faced by dentists who have suffered significant losses associated with the treatment of medical card patients while professional fees have failed to keep pace with inflation.   The IDA notes the Government intends amending the Competition Act to enable the IMO represent its members in negotiations with the HSE and the Department of Health and Children.  The IDA believes the same principle should apply to enable the direct engagement of the IDA and its role should be recognised in the same way as the IMO in the amendments to the Competition Act.  

2.5 Information Technology 

Appropriate governance arrangements should exist in the system of resource allocation.  Investment in information and communication technology  (ICT) for the DTSS and DTBS could allow for harmonisation of payments thereby facilitating speedier payment, more effective oversight and the development of a more complete picture of need and unmet need. 
However the IDA does not propose or in any way advocate an amalgamation of the two state schemes.  The schemes cater for different sectors of the population and are financed and funded on entirely different bases. 
There would have to be agreement with the IDA in relation to any IT investment to enable any such change due to the under-funding of facilities and equipment for general dental practitioners to date.  The operating procedures for such systems would also require detailed discussion.  The IDA submits that the harmonisation of payments under both schemes and a publicly funded upgrade of ICT would encourage greater scheme participation.  
Improvements would follow in: 

· cooperate and clinical governance
· the information base upon which resources are allocated
· access by reducing the participation costs of dentists.  
· The effectiveness of treatment of care would also be measured.  

The efficient and oral health surveillance capacity of the Public Dental Services could be significantly enhanced by proper investment and support in the exiting electronic patient records systems EXACT and BRIDGES.   EXACT in particular is suffering from ongoing neglect and risks the irretrievable loss of patient data.  

3.
Funding for Dental Care 
There is huge scope to involve the primary care team in programmes to identify high caries risk children and to develop referral pathways for such children into the dental services.  This approach is cost-effective and evidence-based. 

3.1
Special Needs Service 

Oral health should form part of every care plan for adults and children with special needs.  Primary and secondary care services need to be developed and expanded throughout the country ensuring equitable access to high-quality services.  The key issues that need to be addressed in this area are highlighted later in this submission.  

The IDA submits that the HSE moratorium on recruitment should not apply to the Public Dental Service because the work of the Service deals mainly with the priority groups of children and people with special needs. 

3.2
Publicly-funded services – DTSS/DTBS
Unlike their medical counterparts, dentists in private general practice receive no state funding.  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. 

For the purposes of illustration the average payment to each participating doctor in the GMS is over €207,000 when the average payment to dentists is €55,000.  The state offers allowance and grants of €60,000 approx. to each doctor in general practice; nothing is offered to dentists in general practice.   

The IDA believes this funding for general medical practitioners is entirely appropriate and calls for similar levels of funding for dentists in order to enhance services and widen the range of treatments. 

3.3
Private Practitioners’ Capacity to Deliver 
Independent research shows dentists have incurred significant practice costs and have suffered financial difficulties caused by a rising cost base and inadequate levels of fees under the DTSS.  Comparing the first two months of 2009 and 2008 the overall income for dentists has declined by 11% on average.  There are significant regional variations in the figures.  The introduction of compulsory amalgam separators in 2009 will increase costs further.  No state support is available for this new statutory requirement.  The research shows dentists have suffered significant losses on the DTSS and DTBS for many years.  The DTSS fee income has not kept up with medical inflation. It would seem logical for a properly resourced public service to continue to supply treatment to children and special needs patients and for dentists in general practice to supply treatment to the general adult population. 
3.4
Med 2 Tax Relief 

The tax relief available on dental work has been capped at 20%.  This decision affects all dentists in private capacity.  The cutting of tax relief on dental work will result in poorer levels of oral health because it will deter and unfairly penalise patients who require dental work and effectively halves the only state support offered to patient and dentists who receive no other support or funding.  
The Department of Finance has estimated that in a full year savings of €150m for the Med 1 (medical) and Med 2 (dental) tax relief schemes will be achieved.   The most recent full year figures available to the Revenue Commissioners (2005) estimates the costs of relief for dental treatment at €25.5m, 19% of the overall health expenses relief of €134m claimed by 260,700 persons.   On the basis of dental reliefs maintaining the existing share (i.e. 19%) this would represent a massive reduction of €28.5m p.a. in the subsidy/support to dental patients and practices.  The IDA believes that the elasticity of demand is greater for the Med 2 scheme than the Med 1 and stands to face a disproportionately greater fall in support and reduction in demand.  This represents irrefutable evidence that a large measure of state support is being withdrawn and again patients and dentists are suffering as a result.  The IDA believes the reliefs should be restored to enable relief at the higher rate in order to promote better oral health while alleviating costs of the patients.  
4.
Building Capacity 

The IDA submits that the State can offer support to build capacity within the private oral healthcare system by offering targeted tax reliefs which would enable health gains without causing a heavy burden on the Exchequer.
Consideration should be given to the introduction of accelerated tax reliefs on capital spending and grant support for support staff and a move towards computerised records.  

The IDA advocates the extension of tax reliefs for dental treatment to align them with the relief available for medical treatment commencing with preventative items and providing for a timetable of further extension of this relief to other routine items.  

The IDA supports the call to have primary care facilities considered industrial buildings and capable of availing of relief under section 268 of the Taxes Consolidation Act.  The capital allowances should only be available against the income of the medical and dental practitioners involved in the development of these projects.  The practitioners should be capable of utilising the allowances either as owner-occupiers or in a co-ownership where the building is leased to practices where the personnel of the practices may change.  
The IDA calls for the recognition of Paedodontics, Endodontics, Prosthodontics, Periodontics and Public Health as distinct specialities.  This recognition was agreed by the Dental Council but never implemented.  The dental schools are providing training programmes for these specialties.  Recognition of these specialities would result in enhanced oral health standards in Ireland and maximisation of resource allocation.  
4.1 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.  
At present there are huge waiting lists and significant barriers to access to oral surgery services and restorative care under general anaesthetic for children.  In addition, there are enormous problems in Consultant Paediatric dental services in Our Lady’s Hospital, Crumlin.  

4.1.1 Pre-School Children 

This category was not addressed in the Dental Action Plan in 1994.  Integration with primary care services offers an opportunity to redress this deficiency.  There is huge scope for primary care workers to identify high caries risk children, long before these children traditionally access dental services.  Referral pathways may also be developed from primary and secondary care institutions for high risk patients. 
4.1.2 School Children

There is a high uptake of the services provided by the Public Dental Services however the service has not developed to its full potential and there is inequitable service delivery across the country.  Improved access at a younger age and at recall intervals would contribute to the standardisation of service delivery and improvement of oral health.  

4.1.3 Services for children and adults with Special Needs

Primary and secondary care services should be examined to ensure equitable access to high-quality services.   The key issues to be addressed are set out in full in this submission. 
4.2 
HSE Staffing 

The provision of dental services has been significantly and adversely affected by the restriction on the employment of dental staff on a temporary basis as well as the filling of general and promotional vacancies on a permanent basis.  
The IDA calls for the following; 

1. An explicit commitment that the employment of front-line clinical staff such as dentists will be prioritised and that all current vacancies will be filled immediately,

2. The immediate appointment of a senior dentist within the Directorate of Clinical Care and Quality,

3. Publication of a full patient impact assessment of any changes proposed in the delivery of dental services by the HSE,
4. A move towards national governance structures which are dental clinical led. 
5.
Orthodontics 
5.1 Benefits of Treatment 

The main benefit of treatment is improved dental alignment and aesthetics which have a positive effect on psychological wellbeing and self-esteem.  A relatively small group of patients have improved dental health or function. 

5.2 Population Need 

A number of different systems have been developed for objectively measuring orthodontic needs.  The most commonly used method is the Index of Orthodontic Treatment Needs (IOTN).  Population studies using this index suggested one third of 11-12 year olds require treatment. 

5.3 Providers of Orthodontic Treatment in Ireland 

Traditionally treatment has been provided by both general dentists and specialist trained orthodontists.  Training was not available in Ireland until the 1990s.  Now the dental schools in Cork and Dublin run specialist training programs in orthodontics.  However half of all new orthodontists practising in Ireland received their training abroad. 
In 2000 the Dental Council established a register of specialist orthodontics which would allow the public to differentiate between general dentists providing orthodontic treatment and orthodontists who received specialist training.  It is difficult for the public to access the register however.  It is not available online. Some fully trained orthodontists have not registered as specialists because of the lack of benefit due to the poor access.   Therefore it is difficult to establish the exact number of orthodontists in Ireland.  The Orthodontic Society of Ireland estimates there are now 130 orthodontists providing treatment in Ireland.  

5.3.1 Delivery Structures for Orthodontic Treatment in Ireland 

Orthodontic treatment is provided by both the HSE orthodontic services and by private practitioners.  All school children are assessed by the HSE dental public services and those with the highest need for treatment are referred to the HSE orthodontic service.  The HSE Orthodontic Review Group Report (2007) recommended an expansion of the eligibility criteria.  This recommendation was not matched by increased funding or staffing.  The HSE orthodontic services is entirely state funded and patients are selected on the basis of orthodontic treatment need only without any form of means testing.  A full time specialist can treatment a caseload of 300+ patients.  This is dependent on the efficiency of the clinical and the support staff.  Maximisation of the use of DSAs and Auxiliaries for clinical and other duties would increase efficiency of the service.  The Dental Council recently approved the introduction of 10 extended duties for qualified DSAs who had completed additional training.  Increased waiting times, complex cases, poor access to oral surgery and other auxiliary services all reduce efficiency by increasing the length of time of treatment.   A good working relationship exists between the public orthodontic and the public dental services.  In some areas both services are computerised but not linked and a block is placed on the size of emails which means radiographs and photographs have to be printed and posted, increasing the costs and the need for both a paper and a digital record. 
5.3.2 Private Practice
Patients who avail of this service include:

1. Children whose need is not service enough to quality for HSE treatment.

2. Children whose need does quality for treatment but opts instead for private treatment to avoid waiting lists, and 
3. Adults. 

Tax relief for private orthodontic fees has been capped at 20%.   This effectively halves the subsidy that many patients receive.  

The IDA made a detailed submission to the Review of Primary Medical Care in the Community which is enclosed.  The IDA calls for the implementation of the Orthodontic Review Group’s recommendations as stated in the submission. 
6. Planning Process

6.1
Chief Dental Officer
This post has been vacant for 6 years despite Ministerial assurances that the role would be filled urgently.  The appointment of the Officer within the Department of Health embodies the Government’s commitment to dentistry as an independent but integral component in public health policy.   The effective allocation of resources to and within dentistry requires a person with detailed knowledge of dentistry who can plan and debate with relevant parties in respect of resources.  

The main functions of the role are as follows: 

6.1.1
Advisory 

· To advise the Government in relation to public policy on oral health. 

· To advise on trends in oral health and on service development in areas of identified need.

· To advise the Minister on current best practice. 

6.1.2
Representational 

· To represent the Minister in policy matters at negotiations.

· To act as the main liaison with the health, dental authorities and education authorities. 

6.1.3
Manpower & Education 
· To ensure that an adequate workforce consisting of appropriate trained staff is available to service the needs of the country. 

· To be responsible for the evaluation, introduction and integration of auxiliary personnel into oral health services. 

· To set priorities for oral health in Ireland, to recommend and support evidence-based intervention/programmes.  

· To develop a core data set for the public dental service. 

· To support and advocate for funding for research. 

6.1.4
Scientific/Research/Information

· To 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 service, and the implementation of prevention and epidemiological programmes. 

· To be responsible for establishing a reference/information resource within the Department. 

6.1.5
Support Mechanism for the Role 

As the role develops, it is envisaged that additional resources will be necessary to support the role. 

6.1.6
Level of Post

The IDA believes:

· The appropriate reporting relationship is with an Assistant Secretary General of the Department with a working relationship with other officers.  

· The appointment should be made at the level equivalent to that of Consultant.  

· The post holder should maintain working relationships with other relevant personnel both in the Irish healthcare sector and internationally. 

The IDA seeks support for the appointment of a Chief Dental Officer with the appropriate team. 

6.2
HSE – Senior Clinician 

The appointment of a Senior Clinician in the HSE is another area of support for the development of oral health service.   The HSE has already acknowledged that national co-ordination of issues relating to dental and oral health requires a level of clinical and non-clinical co-ordination.
The need to evaluate the performance of each sector in implementing national oral health policies would be best met by one clinical person with a leadership role and an overview of the services.  
The responsibilities of the post-holder would be as follows: 

· To report to the HSE at a senior corporate level. 
· To act as the primary liaison between the HSE and the Department of Health.
· To ensure cohesive linkages between oral health services providers in all areas of the HSE.
· To oversee and co-ordinate implementation of national strategies/policies.
· To manage implementation of oral health strategies.
· To define performance indicators.

· To oversee performance management nationally of all oral health services.
· To set professional standards.
The appointment would ensure: 

1.
The continued development of oral health services.
2.
Integration of oral health polices/strategies.
3.
Integrated dental teams. 

The IDA calls for the urgent appointment of Senior “Dental” Clinician in the HSE senior management structure to: 
· co-ordinate current public services,
· improve existing efficiencies, standards of care, and 

· progress patient focussed links with DTSS practitioners. 

7.
Integration of Oral Health  in the Wider Healthcare Delivery System 
Oral health is integral to ‘general health’ and essential for wellbeing.  There is a proven interrelationship between oral and general health.  The IDA calls for the integration of oral health into the wider healthcare delivery system.  The independence of the profession however should be noted and maintained.  This independence should not prevent co-operation with other health services in tackling oral health issues.  The IDA welcomes the opportunity to consider any proposals put forward in relation to the integration of oral health in the wide healthcare delivery system, in particular in relation to those with special needs. 
8.
Dental/Acute Hospital Services 

Both the Public Dental Service and dentists in private practice are involved in the delivery of primary care services but due to ‘barriers’ between primary and secondary care, patients are experiencing problems and delays in accessing services.  These barriers must be eliminated. 
The vast majority of Public Specialist care is only available in the area of orthodontics.  Other specialist services are delivered to varying degrees but there are severe difficulties in delivering these services due to lack of resources.  Patients requiring these services are usually referred to the dental schools where there are lengthy waiting lists.  
A report in 2002 conducted on behalf of the health boards and the Department of Health and Children identified a role for specialists within the Public Dental Service in the following areas: Dental Public Health, Special Care Dentistry, Oral Surgery and Paediatric Dentistry.  Such a development would obviate the need for patients to leave the service for continued care. 

The current burden on dental schools would also be alleviated and referral to the schools could be reserved for the management of more complex cases requiring tertiary care. 

For the private patients access to specialist services needs to be improved.  The IDA suggests that the number of specialists and specialties needs to be considered as part of a dental manpower review.   

Areas such as paediatric dentistry, special care dentistry, oral surgery and dental public health could be developed as specialist care services and should be done on a nationwide level.   This measure would improve the status and profile of the service and aid in the recruitment and retention of staff.   The current burden on dental schools would be alleviated.   Referral to dental schools could be reserved to complex cases requiring tertiary care.

Introduction to our submission
The Association is cognisant of the stated terms of reference for the Expert Group and the stated intention in the invitation to submit (letter from Mr. Chris Fitzgerald, June 3rd 2009) wherein he states that the Expert Group plans to focus on strengthening the planning process, integration of health service delivery and addressing specific issues in the acute hospital sector.

We endeavour to tailor our submission to the terms of reference and the stated needs of the Expert Group.  We begin by offering an overview as to why oral health matters and how it is currently delivered.

Why Oral Health Matters

The concept of health has moved from simply the absence of disease to a more holistic appreciation of the physical, mental and social dimensions of health.  Oral health means more than just good teeth and a white smile: it is a standard of health of the oral and related tissues which enables an individual to eat, speak and socialise without active disease, discomfort or embarrassment and which contributes to general well-being. The functional, social and psychological impact of oral diseases and disorders, while often not adequately considered by healthcare authorities, significantly diminishes quality of life. 
Oral diseases qualify as major public health problems owing to their high prevalence and incidence in all regions of the world, including Ireland.  For example, over one third of 5-year-old children in fluoridated areas and over half in non-fluoridated areas have experienced decay. Among 15-year-olds, approximately three quarters have experienced decay, and 2 out of every 5 in this age group have untreated decay.  As with all diseases, the greatest burden of oral diseases is on disadvantaged and socially marginalised populations. 

Oral health is integrally linked to and essential to our general health and wellbeing.   Many chronic diseases such as cardiovascular disease and diabetes, which are the main cause of morbidity and mortality in developed countries, have risk factors in common with several oral conditions. These risk factors include diet, tobacco, alcohol and hygiene. 
The approach to the prevention and treatment of disease in oral and ‘general’ healthcare should be closely connected, due to the interrelationship between both. National health promotion programmes addressing common risk factors using “upstream” as well as individual, professional and community-level approaches will maintain and enhance oral and general health and quality of life. 
It is well established that early diagnosis is important for a successful outcome of most diseases.  Unfortunately children who consume frequent sugary snacks and drinks put themselves at risk of decay and are setting themselves up for an expensive dental future, whether that be at their own expense or that of the HSE. 

We would suggest health warnings on confectionary and fizzy drinks, similar to those on cigarettes, warning of the risk of health problems such as diabetes and obesity and dental health problems such as pain, decay and poor dental appearance, as many of the oral health messages available are not getting through to the consumers, or are certainly not changing their habits. Parents, patients and schools in addition to health professionals all have to take responsibility for this.  The public health system cannot be expected to cope with such high levels of preventable disease and still fund other essential services.

Investment in timely and effective oral healthcare results in the enhancement of the general health and wellbeing of the entire population and lessens the financial burden on healthcare systems and reduces the costs to the economy as a whole.   Where investment in oral health is low resources are primarily allocated to emergency oral care and pain relief with under-privileged groups being the most vulnerable in such circumstances.  

As the risk factors are modifiable, national programmes that include health promotion and measures at individual, professional and community levels can be cost-effective in preventing oral and indeed many other diseases.  As well as being cost effective, such programmes and strategies will maintain and enhance oral health and quality of life and should be an integral part of health promotion in general.   

Chapter 1 
Oral Health in Ireland – A Short Introduction

The 1979 Joint Working Party, Dental Services Report was the first report of many to identify a shortcoming in the delivery of dental services to ‘eligible adult health board patients’, now more commonly referred to as medical cardholders.

In March 1988, the then Minister for Health, Dr Rory O’Hanlon established a Working Group which would report on ways in which the delivery of dental services should be improved.  
The Working Group considered it ‘imperative that a solution be found to the problems which are occurring in regard to the lack of provision of dental services to eligible adults’.  This was against a background of the Working Group concluding that ‘the health boards are failing in their statutory obligation to provide dental treatment for eligible adults’. 
Up until 1988, some dentists in private practice treated some eligible adults on behalf of the Health Boards under the ‘Ad Hoc Scheme’.  The Working Group recommended that the ‘health boards should establish a similar type of scheme as the most appropriate method for delivering routine dental treatment to eligible adults’.  It was the strong desire of the Working Group to ‘see a marked improvement in accessibility to dental services for eligible adults’.

In May 1994, the Government’s Dental Health Action Plan was published in response to the Department of Health’s Health Strategy.  In its introduction, it pointed out that:

‘For the first time in the history of the State, a clear statement about the aims and health objectives of the dental services is being formally promulgated.  The aim of the public dental service is to improve the level of oral health of the whole population’. Part of the Dental Health Action Plan provided for the ‘introduction of new arrangements for the provision of adult dental services with the participation of private dental practitioners’.  A new Dental Scheme for eligible adults was proposed.
Today, approximately 70% of dental manpower is devoted to general practice and to the treatment of adults on a private basis, and under the two state administered schemes - the Dental Treatment Benefit Service (DTBS) and the Dental Treatment Services Scheme (DTSS). 
1.1
Public Dental Service 
Under the Health Act 1970 and subsequent amendments, the HSE is required to provide free dental services to children under the age of 16. These services are provided in the main by the salaried Public Dental Service, which is part of the HSE. Schoolchildren in certain classes are targeted each year for receipt of dental care. Children are screened or examined depending on the resources available to that Local Area Service, and preventive and restorative treatment is provided. As part of the School Dental Service, the Public Dental Service plays an important role as gatekeeper to the publicly-funded orthodontic service, providing orthodontic assessment of children according to HSE guidelines (2006). 
However, preschool children receive what amounts to an advisory service with emergency dental care available on demand. The other key role of the Public Dental Service is the provision of oral healthcare services to children and adults with Special Needs.  

1.2
Dental Treatment Benefit Service (DTBS) 

All employees who make Pay Related Social Insurance (PSRI) contributions, and their spouses, may receive subsidised 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. 
1.3
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, i.e. the Dental Treatment Services Scheme (DTSS) 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. Since 1994, patients eligible for dental treatment from the Health Boards are provided with services under the DTSS.  The eligible patients are adult medical cardholders (over the age of 16) and all aspects of the DTSS contract are managed by the HSE.  Dentists still in the employment of the HSE also provide this cohort of patients with dental services.  

New research, published in the December 2008 edition of the Journal of the Irish Dental Association, shows that the number of dentists actively treating medical card patients is down at just over 830. In fact only just over 700 dentists claim payment for treating at least ten medical card patients per month. All of this is a long way below the official figure of over 1,300 participating dentists regularly cited by the HSE. In fact, this research shows 34% of general practitioners are not participating in the DTSS.


Unfortunately, the HSE Service Plan for 2009 provides for a 4.3% increase in dental treatments (routine and non-routine) against a projected increase in medical card holders of over 6% and in fact the number of medical card holders is expected to increase by significantly greater than this estimate. The net result will be a further cutback in services for patients.


In many areas of the country there are a greater number of dentists outside the scheme than within it. In Meath, for example, the number of participating dentists has fallen from 36 to 7 in a very short period of time. Sixteen dentists have resigned from the DTSS in Wicklow and there have been significant numbers of resignations in Kerry and other parts of the country. 
Given the levels of regional disparity in terms of DTSS participation by dentists so that “by 2006 there were now almost three times as many dentists available per medical card holder in the most advantageous area (which was the former Southern Health Board), compared to the least advantageous (the North Western),” (PQ 4438 – Dental Services in the Sligo Region, reply by the HSE to Deputy James Reilly, February 24th 2009), the Association would urge particular caution and the need to avoid any greater disparity.


Inevitably, this has caused huge disruption for patients, great dissatisfaction among dentists and intolerable pressure on the public dental services. 

1.4
Administration of the DTBS and DTSS

The DTBS works well and efficiently. Dentists are paid in a timely fashion 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. 

Any restructuring of the state schemes needs to take account of the fact that adult medical card holders have poorer oral health than non-medical card holders and this fact needs to be reflected in the resources allocated to dental care of this cohort. It is the understanding of the Irish Dental Association that it is the intention of Government to consider streamlining the administrative aspects of both the DTSS and the DTBS under the auspices of the HSE. 
The IDA has an overall concern that because the experience of dentists in dealing with the HSE/PCRS has been significantly less favourable than their dealings with the DSFA, any move to transfer the administration of the DTBS to the HSE/PCRS would be seen as a backward step and would result in a loss of confidence by dentists in the DTBS.

Chapter 2
Resource allocation 
2.1
Principles and proposals for consideration

Most publicly funded health and social care systems share common goals while differing in terms of the precise definition of them, the weight they attach to different aspects of them and the methods they use to pursue them. Most, for example, aim to deliver appropriate care, in a cost effective and equitable fashion to those for whom the state accepts responsibility. What is deemed appropriate, what is cost effective, what is meant by equitable does vary though, reflecting in part differences in the constraints within which delivery and finance systems operate as well as the value systems in the societies concerned.  

The finance and delivery arrangements for health and social care in Ireland differ from those in other countries reflecting these differences and the different evolutionary path of publicly funded health and social care in Ireland. While the goals of efficiency in delivery, equity in access and fairness in finance are shared with other countries and lessons can be learned from experiences elsewhere, it would be wrong to assume that other models can simply be transported without (at a minimum) adaptation to an Irish context and achieve the same result.

2.2
Measuring Need

If resources are to be allocated to defined populations in a fashion similar to that which was used in the UK, the information base and allocation formulae used need to be fit for purpose. In the UK resources were allocated based on defined needs in identified populations. Considerable debate, however, existed regarding the measurement of need - based as it was largely on current patterns of utilisation. Clearly for Ireland if the method used is to be credible, it must estimate need in a valid, reliable and transparent manner and a consensus must be built regarding the measures as well as their subsequent use in formulae.  

Measures of child oral health, which reflect the prevalence and distribution of disease within the population as well as its severity, are a fundamental requirement for evaluating need. Moreover, these oral health measures may provide a sentinel measure of health in later life and thus be of value as a measure beyond dentistry. 
This being the case we submit that measurement of oral health status, using a valid, internationally accepted index, be considered as part of any measure used to determine the allocation of funds in respect of dentistry and more broadly for illness prevention and health promotion interventions. 

2.3
Scarce Resources/New Technologies

Resources are scarce and should not be allocated to new technologies in the publicly funded system in the absence of an evidence base indicating value for money. The corollary of this is that new technologies adopted into the publicly funded care system should be the subject of evaluations that include a budgetary impact assessment. 

However we submit that such assessment needs to be commensurate with the potential welfare loss associated with an unguarded adoption of new technologies. HIQA or a similar authority should be required to “horizon scan” emerging technologies, identify those likely to have a significant resource implication and require a health technology assessment (HTA) as part of the approval process for use in Ireland. 

Where emerging technologies would not appear to present a significant threat to the efficient use of public funds (either because the sums involved were small or strong evidence of cost effectiveness relevant to Ireland from elsewhere existed), we contend a “lighter touch” could be used to assess cost effectiveness until evidence emerged of concerns with regard to this.    

2.4
Incentive Payments

The manner in which public funds are allocated should embed incentives that encourage the delivery of care in a manner consistent with goals of the public healthcare system. Payments should for example, attach widening access, prevention of illness, health promotion and curative activity as well as the ongoing management of existing illness. Examples where an attempt has been made to align incentives with goals include the new dental contract under negotiation in Northern Ireland. Here it is envisaged specific incentives will attach to specific activities – analogous to the Quality Outcomes Framework for general practitioners in Britain – for example, with respect to prevention. 
Other incentives in regard to the upgrade of premises are used to encourage practitioners to provide publicly-funded services and thus widen access. 
The Association is prepared to discuss the incorporation of incentives into contracts for dentists funded and / or employed by the public sector (thus widening access), to focus greater effort on prevention rather than restoration and to encourage continuity of care between dentist and patient over time. 
However, the Expert Group needs to be aware that for many years the official side has chosen to cite Competition Act, 2002 reasons in refusing to engage with the IDA on contract / fee negotiations, a stance which has delayed overdue reforms and which has exacerbated the difficulties faced by dentists who have seen significant losses associated with treating medical card patients while professional fees have failed to keep pace with rising practice cost inflation for these dentists. 

We note the Government recently decided 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.” 

The Irish Dental 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, a principle 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.
2.5
Information Technology

Any system of resource allocation that is to enjoy public confidence requires appropriate governance arrangements to exist within it. With appropriate investment in information and communication technology (ICT) for activity in the DTSS and DTBS dental schemes, reimbursement could be harmonised to allow for speedier payment, more effective oversight and development of a more complete picture of need and unmet need amongst the populace.

However, to be clear, we believe there is no case or appetite amongst dental practitioners for amalgamating the DTSS and DBTS schemes which cater for different sectors of the population and which are financed and funded on entirely different bases.

In addition, given the complete under-funding of facilities and equipment for general dental practitioners to date, there would have to be agreement with the Association on a massive IT investment package for dentists to enable such change.  
The operating procedures for such systems would also require detailed discussion with the Association as the representative of the dental profession.

We submit that harmonisation of payments under these schemes and a publicly funded upgrade of ICT that would encourage dentists to participate in them be considered. 
This would serve to improve corporate and clinical governance, improve the information base upon which resources are allocated and improve access by reducing the cost to dentists of participating in DTSS and DTBS. It would also measure the effectiveness of treatment and care provided.  

The efficiency and oral health surveillance capacity of the Public Dental Service could be significantly enhanced if the existing electronic patient record systems (EXACT and BRIDGES) received proper investment and support. The ongoing neglect of the EXACT system is putting both patients and dentists at risk through irretrievable loss of patient data. 

Chapter 3
Funding for dental care
There is huge scope to involve the primary care team in programmes to identify high caries risk children, and to develop referral pathways for high caries risk children into the dental service. This approach is both cost-effective and evidence-based.

3.1
Special Needs Services
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 

Given that the work of the Public Dental Service deals in the main with the priority groups of children and people with special needs, the IDA strongly advocates that dental services be included among the exempted professions in the HSE moratorium on recruitment. 
3.2
Publicly-funded services – DTSS/DTBS
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. It is instructive to set funding for medical card patients treated by dentists alongside the funding available for these same patients seen by their medical general practitioner colleagues. 

The average payment to each participating doctor in the GMS stands at over €207,000 Euro compared to an average payment of €55,000 to each dentist (see table overleaf). 

Whereas the state offers allowances and grants of just under €60,000 to each doctor in general practice, it offers zero to dentists in general practice – in fact, the sum total of just over €55 million paid to dentists is equivalent to the amount paid for the employment of secretarial and nursing staff by general practitioners.  

We believe this funding for general medical practitioners is entirely appropriate; what we seek are steps to bring funding for dentists to at least a similar level to enhance services for patients in better facilities and offering a wider range of treatments.

HSE – Primary Care Reimbursement Service

Annual Report 2007



Number of participating professionals

Dentists

1,041

Doctors

2,129

	Payment Heading
	Doctors
	Dentists

	Total Payments

(average per participant)
	€440,756,505

(€207, 025)
	€58,145,888

(55,856)

	Fees

(average per participant)
	€316,240,000

(€148,539)
	€58,190,000

(€55,898)

	Allowances 

(average per participant)
	€124,520,000

(€58,488)
	zero

	Annual Leave
	€8,642,868
	zero

	Locum and Practice Expenses
	€5,575
	zero

	Sick Leave
	€1,338,100
	zero

	Maternity Leave
	€672,392
	zero

	Rural Practice Allowance
	€3,783,821
	zero

	Secretarial / Nursing
	€61,860,146
	zero

	Study Leave
	€1,494,141
	zero

	Medical indemnity insurance
	€2,273,997
	zero

	Rostering / OOH
	€11,559,982
	zero

	Practice Development
	€4,354,067
	zero

	Practice Support Grant
	€2,668,954
	zero

	IMO Agreements

One in one rotas

Third year trainees

Trainers


	€952,000

-

-
	zero

zero

zero

	Salaries

Former DMOs

Benefits to retired DMOs
	€1,888,474

€5,926,608
	zero

zero

	Superannuation Fund contribution
	€22,975,769
	zero


3.3
Private Practitioners’ Capacity to Deliver
The Association has commissioned independent research to show the significant practice costs incurred by dentists and the difficulties caused by a rising cost base and hopelessly inadequate levels of fees paid to DTSS-participating dentists.

The accountancy practice, MedAccount, which specialises in preparing accounts for medical and dental practices and numbers 150 dentists (located throughout the Republic, in urban and rural settings and representing practices of all sizes) amongst its client base, was commissioned to survey income trends and treatment costs amongst dentists.  Comparing the first two months of 2009 and 2008, they found that overall income for dentists declined by 11% on average. 

In addition, they found significant and large variations across the country - for example, income in one practice in the Midlands was down by 42% while another in Kerry saw income fall by 30%.

Finally, they also drew attention to the fact that amalgam separators are not standard features in dental practices and will be required by legislation to be fitted in the coming year and will cause significant further expenditure to dentist – no state support has been made available to meet this cost.

In an article published in the Journal of the Irish Dental Association (Volume 53 (2): Summer 2007), Mr. David McCaffrey of MedAccount shows that dentists have been suffering significant losses on DTSS and DTBS treatments for many years and concludes that “DTSS fee income has not kept up with medical inflation over the last number of years.”

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. 

3.4
Med 2 Tax Relief

The government’s decision to restrict tax relief on dental work in this year’s Budget was short-sighted and will result in poorer levels of oral health. Previously, tax relief could be claimed at the standard, 20 per cent, or higher, 41 per cent, rates of tax depending on a person's earnings. 

This decision affects all dentists in private capacity whether they are in general practice or limited practice (specialising for example in endodontics (the treatment of diseases or injuries that affect the root tip or nerve of the tooth, the most common procedure is a root canal treatment., orthodontics (concerned with the growth and development of the dentition and the treatment of irregularities which can occur), paedodontics (the practice of dentistry on children), periodontics (the treatment of diseases of the gum or bone (supporting structure) or prosthodontics (dealing with the replacement of missing teeth).

However, from January, 2009 tax relief on all medical expenses is now capped at 20 per cent. This will deter and unfairly penalise patients who require dental work and effectively cuts in half the only support offered by the state to patients and dentists who receive no other support or funding. 

The Department of Finance (Summary statement, October 15th 2009) has estimated that in a full year this will produce savings of €150m for the Med 1 (medical) and Med 2 (dental) tax relief schemes.  

Information obtained by the Irish Dental Association from the Revenue Commissioners estimates the savings likely to accrue to the Exchequer, and expenditure / support denied to dental patients and dentists, arising from the decision to restrict Med 2 relief to the standard rate with effect from January 1st, 2009.

The Revenue Commissioners estimates that according to the most recent year for which full figures are available (2005), the cost of relief for dental treatments amounted to €25.5m, representing 19% of the overall health expenses relief of €134m claimed by a total of 260,700 persons.  
The Department of Finance estimates (Summary Statement of October 15th, 2009) that restricting reliefs (Med 1 and Med 2 schemes) to the standard rate will achieve savings in a full year of €150m.  

On the basis of dental reliefs maintaining the existing share (i.e. 19% of the overall total), this would represent a massive reduction of €28.5m per annum in the subsidy /support to dental patients and practices. Furthermore, it is our belief that the elasticity of demand is probably greater for the Med 2 scheme (than the Med 1 scheme which covers other medical treatments) and accordingly dentistry stands to face a disproportionately greater fall in support and reduction in demand.
We believe this represents irrefutable evidence that a large measure of state support for dentists is being removed and again patients and dentists are suffering significantly as a result of this decision.  

We believe that the reliefs should be restored to enable relief at the higher rate in order to better promote oral health while alleviating the costs incurred by patients and not restricted as what has happened within the Budget.

Chapter 4
Building Capacity

We believe the State can offer support to build capacity within the privately delivered oral healthcare system through targeted tax reliefs which will enable significant health gains without causing a heavy burden on the Exchequer in these difficult economic times. 
Specifically, we suggest that consideration be given to the introduction of accelerated tax reliefs on capital spending as well as considering grant support for support staff and moving towards computerising records.

We would also advocate extension of tax reliefs for dental treatment to bring these more into line with medical treatment commencing with preventative items including examinations, fissure sealants, mouth guards and hygienist treatments / maintenance programmes and laying out a timetable for further extensions to this relief to other routine treatment items. 

With regard to the development of primary care centres, we support the call to have primary care facilities considered as industrial buildings similar to private hospitals, nursing homes, palliative care units, for relief under section 268 of the Taxes Consolidation Act.  

We believe the capital allowances should not be available against other income to anyone who is providing finance to the project but medical and dental practitioners involved in developing these projects should be capable of utilising the allowances either as owner-occupiers in running their practices or, in a co-ownership where they lease the building to practices where the personnel of the practices may change.
There are other specialities that should receive the same level of recognition that Orthodontics received i.e. Paedodontics, Endodontics, Prosthodontics, Periodontics and Public Health.  This recognition was agreed by the Dental Council but never implemented.  The dental schools are providing training programmes for these specialties.  Recognition of these specialities would result in enhanced oral health standards in Ireland and maximisation of resource allocation.  
4.1
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.  
The public dental service also plays an important role in developing clinical excellence through guidelines and standards which are evidence based, governance and audit, ICT for patient records (national database)

The Review Group should be aware of existing models developed and working for many years in the Eastern (former Eastern Health Board) region of governance for procurement of equipment & consumables, CDE, radiation safety, Infection, Prevention and Control.
We would also draw particular attention to the requirement for oral surgery services and restorative care under general anaesthetic for children. However, there are huge waiting lists at present and significant barriers to access. In addition, there are enormous problems in Consultant Paediatric dental services in Our Lady’s Hospital, Crumlin where there are excessive waiting times for even urgent cases, only 1 Consultant is employed and only high priority cases are accepted for referral

It is essential however that the best staff can be recruited and retained and an attractive career structure provided.

4.1.1
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 healthcare 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.

4.1.2
School Children 

Although the oral health of children and adolescents has improved since the 1980s, there remains a considerable proportion of the population who experienced 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 targeted 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

4.1.3
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 hospital general anaesthetic and relative analgesia
· Manpower to deliver services

· Central and integrated planning 

· Under-developed services for older adults who are nursed at home and / or in long stay institutions / hospital care of the elderly and palliative care
· Need for development of domiciliary services 

· Focusing services on the needs and preferences of patients / families / carers
· Acceptance of the specialty of Special Care Dentistry 
· Increased links with teaching hospitals

· Integration with other HSE disability services such as speech and language services, child psychology, public health nursing.
4.2
HSE Staffing

The provision of dental services by the 350 dentists (full time wte) 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 general and promotional 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 the publication of a full patient impact assessment of any changes proposed in the delivery of dental services by the HSE.
4. We also contend that a move towards national governance structures, which are dental clinician led, can provide high quality care safely to patients and meet standards of clinical excellence in an efficient manner.
Chapter 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.

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.

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. Population studies using this index suggest that approximately one third of 11-12 year olds need orthodontic treatment.

5.3
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 1990s. 
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. (Since 2001, the HSE has funded specialist orthodontic training in Dublin, Cork and the UK for 23 Specialist Orthodontist who are now working within the service. There are currently 6 SpR Orthodontists in Ireland 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 estimates that there are now 130 orthodontists providing treatment in Ireland. This has increased from 30 in 1992 and from 69 in 1998.  Most orthodontic treatment in Ireland is now provided by Specialist Orthodontists.
5.3.1
Delivery Structures for Orthodontic Treatment in Ireland

Orthodontic treatment is provided by both the HSE orthodontic service and by private practitioners.  All children are assessed while attending primary 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. 

The HSE Orthodontic Review Group Report (2007) recommended an expansion in the eligibility criteria so that some children not previously eligible for treatment will be eligible. 
The expansion in the guidelines and eligibility was not met by increased funding or staffing.  
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.

A full time specialist can treat a caseload of 300+ patients, but this depends not only on the specialist, but on the efficiency of the clinic and the support staff.  For example, one specialist in the Midlands reports that her nurse has a different “base” to her, so her clinical day is cut short by 2 hours as the nurse is allowed travelling time. In addition to the costs of mileage and allowances, this significantly shortens the working day and potential caseload. 
This is not an isolated situation. Maximising use of DSAs and Auxiliaries for clinical and other duties could also increase efficiency of the service and the case load of clinicians.

We draw the attention of the Expert Group to the recent decision by the Dental Council in December 2008 to approve the introduction of 10 extended duties for qualified DSAs who had completed additional approved training. At present there is no training pathway in place for this. These duties include impression taking and intra-oral photography but do not include changing elastics or removing archwires.

Increased waiting times can decrease the efficiency of the service as some types of cases, such as buried teeth and very prominent front teeth can become more complex to treat with time. The IOTN guidelines in place aims to prioritise these cases, but how soon they can be seen depends on staffing levels and waiting times.  Poor access to oral surgery and other auxiliary services can also reduce efficiency by increasing the length of time a patient is in treatment.

The public orthodontic and public dental services have a good working relationship. In some areas, such as Wicklow, both services are computerised, but not linked and a block on the size of emails that can be sent means JPEG radiographs and clinical photographs have to be printed and posted, increasing the cost of photocopying, printing and postage and the need for a paper chart in addition to a digital record, which may get lost.

5.3.2
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 to avoid waiting lists and adults. 
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. 

The Association has made a detailed submission previously to the Review of Primary Medical Care in the Community being undertaken by the Oireachtas Joint Committee on Health and Children (November, 2008) which is detailed in Appendix 1 (pp 26-30) we make wide ranging recommendations in regard to orthodontics for consideration by the Expert Group. Specifically, the IDA calls for the timely implementation of the Orthodontic Review Group’s recommendations, as stated in our submission to the Oireachtas Joint Committee.

In addition, we draw the attention of the Expert Group to the recent decision by the Dental Council in December 2008 to approve the introduction of 10 extended duties for qualified DSAs who had completed additional approved training. These duties include impression taking and intra-oral photography but do not include changing elastics or removing archwires.

 
Chapter 6
Strengthening the Planning Process
6.1
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 six 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 effective allocation of resources to and within dentistry requires a person with detailed knowledge of dentistry who can plan and debate with relevant parties in respect of resources in dentistry.  The same holds true in regard to any changes in the administration of payments under the existing state-funded schemes.

The following is a summary of the main functions of the role of a Chief Dental Officer;

6.1.1
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, 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. 

6.1.2
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 successor to the Postgraduate Medical and Dental Board, Government Departments and agencies and hospital authorities on the Minister’s behalf.

6.1.3
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.

6.1.4
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.
6.1.5
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.
6.1.6
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 healthcare 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.

We seek support for the appointment within the Department of Health and Children of a Chief Dental Officer with an appropriate team (full & part-timers - dentists and non-dentists) to support his/her role of advising the Minister for Health and Children and the other government departments, providing evidence based dental policies, to provide international best practice links and partnerships, to liaise with all dental providers & sister professions in order to drive in a cohesive manner issues of research, manpower, specialisation, education, CPD, standards, governance etc 

6.2
Health Service Executive – Senior Clinician

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 requires a level of clinical and non-clinical 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 clinical person with a leadership role and 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 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 oral health strategies; defining performance indicators and overseeing performance management nationally of all oral health services and setting professional standards.
Where such an appointment within the HSE is put in place, it would ensure:

(1) The continued development of oral health services to deliver improved oral healthcare to patients

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

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

Accordingly, the Association calls for the urgent appointment of Senior "Dental" Clinician in HSE senior management structure to co-ordinate current public (children and special needs) services, to improve existing efficiencies, standards of care and to progress patient focused links with DTSS practitioners.  

Chapter 7
Integration of Oral Health in the Wider Healthcare Delivery System 

According to the World Health Organisation (WHO), oral health is integral to general health and essential for well-being. There is evidence to support the interrelationship between oral and general health, for example severe periodontal disease may be associated with diabetes and heart disease. Dental caries and periodontal disease have historically been considered the most important global oral health burdens. Both can be effectively prevented and controlled through a combination of community, professional and individual action. 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. 

However, it is also important to note that dentistry is an independent profession with dentists trained to diagnose, treat and refer to secondary and tertiary care services with the support of the wider dental team. 

Whilst it is important that dentistry forms part of integrated care planning, i.e. special needs etc., dental services have traditionally operated independently of medical and paramedical services. This independence however should not prevent co-operation with other health services in tackling oral health issues such as caries prevention in preschool children, disadvantaged groups and in developing services for special needs groups.  

The Irish Dental Association would welcome the opportunity to consider any proposals put forward in relation to the integration of oral health in the wider healthcare delivery system, in particular in relation to those with special needs.

Chapter 8
Dental/Acute Hospital Services
Currently both the Public Dental Service and dentists in private practice are involved in the delivery of primary care services but due to ‘barriers’ between primary and secondary care, patients are experiencing problems and delays in accessing services. An individual should be able to access as much treatment as possible in their local area and as such, more resources and funding must be directed to primary care services.

The vast majority of Public Specialist care is only available in the area of orthodontics. Other specialist services are delivered to varying degrees throughout the country, but there are severe difficulties in delivering these services (i.e. oral surgery, special needs dentistry etc) due to the lack of resources. Patients requiring other specialist services are usually referred to the dental schools where there are lengthy waiting lists. 

A report on oral and dental specialisation in Ireland, which was conducted on behalf of the health boards and the Department of Health and Children (Gelbier, 2002), identified a role for specialists in Dental Public Health, Special Care Dentistry, Oral Surgery and Paediatric Dentistry, within the Public Dental Service. Such a development, on a nationwide level, would lead to simpler journeys for patients as they would not need to leave the service for continued care. 
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. For the private patient also, access to specialist services needs to be improved, and the IDA would suggest that the number of specialists and specialities needs to be considered as part of a dental manpower review, as mentioned earlier. 

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.

� Excludes 202 dentists employed by HSE and who provide services under the DTSS scheme are included above


� Excludes 218 doctors who do not hold GMS agreements and were registered as providing service4s under the Primary Childhood Immunisation Scheme, Heartwatch and Methadone Treatment scheme
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