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EXECUTIVE SUMMARY

Oral health is of vital importance to general health and overall well-being. Despite this, many in our country experience unnecessary pain and suffering. The Irish Dental Association welcomes the opportunity to brief the Joint Committee on Health and Children on the reasons and also the solutions for this crisis in oral health. 

Diseases of the mouth and oral cavity have a significant impact in terms of pain, suffering, impairment of function and reduced quality of life. To a large extent, these diseases are entirely preventable. Yet when they occur, they can be among the most expensive to treat. Prevention and early treatment substantially reduce the overall cost to the State and the individual patient. 
The mouth is a gateway to the body and is an early warning system for health practitioners. Signs in the mouth indicate trouble in other parts of the body. An oral examination can reveal diseases, general health status and habits such as tobacco and drug use. 

Oral diseases share common risk factors with chronic diseases such as heart disease, obesity and diabetes. The Government has stated that tackling chronic diseases is a priority. The evidence to date highlights the need for greater integration of oral health preventive programmes with general health promotion. Dentists are in an ideal position in the community to diagnose health problems and offer patients advice on reducing the risk factors. 
Key messages for Good Oral Health 

· Maintaining good oral health is easy 
· Without treatment dental problems do not go away or get better 
· Dental check-ups include oral cancer checks
· Gum (periodontal) disease affects your overall health 
· Dental cleanings and check-ups are extremely important
Over the past three years, the cuts to the State dental schemes have had a devastating effect on the oral health of the population. The withdrawal of care from the PRSI Dental Scheme leaves Ireland out of line with the European norm where ordinary workers can access basic dental care based on their social insurance contributions. The current Medical Card Dental Scheme is failing to provide the most basic treatments for those in most need.

The Moratorium on the Recruitment and the cuts in the public service have led to huge pressure being placed on the HSE’s Public Dental Service and Orthodontic Service. As a result, many in the target patient groups are not receiving the treatment they are entitled to. 

We believe the role of the dental profession is underutilised in Ireland and dentists are well-placed in the community to play an important role in the management and prevention of chronic disease. 

The long-outstanding Oral Health Policy and the long-overdue filling of the post of Chief Dental Officer in the Department of Health need to be tackled urgently in order to ensure proper cohesion of oral healthcare. 

The imminent drafting of the new Dental Bill represents an opportunity to make a meaningful difference to the lives of patients by ensuring oral health is made a priority in this country. 

Irish dentistry in context

Oral healthcare is provided through a complicated mix of publicly funded schemes and fully private provision. 

Dental Treatment Benefit Scheme (DTBS)

This scheme is operated by the Department of Social Protection. Private dentists contract with the Department to provide the treatment to eligible patients. Currently, 2 million taxpayers are currently entitled to the scheme. The scheme is funded by the Social Insurance Fund which all taxpayers contribute to. 
In the Budget of December 2009, this scheme was restricted to one item only – the annual oral examination. The contracting dentist is paid €33 for this treatment. There is no charge to the patient. 

Prior to these cuts, the range of treatment consisted of routine preventive and restorative dental treatment required to achieve and maintain good oral health. 

Dental Treatment Services Scheme (DTSS)

This scheme is operated by the HSE. Similar to the Dental Treatment Benefit Scheme, private dentists contract with the HSE to provide care in their own self-funded dental practices. Currently, there are 1.4 million adults entitled to treatment under the scheme. 
This scheme was dramatically altered in April 2010 when the HSE suddenly announced the crippling restrictions to the Scheme. 
Up to then, a range of routine treatment was available and studies showed the oral health of patients availing of the scheme had significantly improved since its introduction in 1994. 
HSE Public Dental Service 

The HSE Public Dental Service operates the Schools Screening Service which aims to provide targeted screening to children at three intervals during national school (in 2nd, 4th and 6th classes). In addition, this service provides care to patients with special needs. 

The Moratorium on Recruitment has had a severe effect on this service with a 20% reduction between May 2009 and November 2012 in the number of dentists operating the service. As a result, the Schools Screening Service does not reach all of its target classes. In some areas, children are lucky if they are seen once in national school. 
The services for patients with special needs are similarly under severe pressure. Many of these patients require treatment to be delivered under general anaesthetic. In some areas, the waiting list for treatment under general anaesthetic is two years or more. 
Private Care

The cuts to the State schemes as detailed above have meant that oral healthcare is now almost completely privatised. 

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.

Absence of State Support for Dental Care
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Dentists are one of the only health professionals that do not receive any financial support from the state. Dentists rely solely on their own self-generated funds to set up in practice and adhere to increasing regulatory costs.  

Whereas the State spends €3.6 billion annually building, staffing and equipping hospital medicine within the HSE, no such assistance is provided for dental care in the community. Likewise, before a penny is spent on caring for medical card patients, GMS doctors in general practice can receive up to €100,000 per annum in grants towards employing nurses, secretaries, practice managers and where they are located in remote rural locations while pension payments are also available to doctors. 
Massive state support is provided to dentists in Northern Ireland in the form of grants and pensions which leaves dentists in this state, particularly those close to the border, at a significant disadvantage. To reiterate, dentists in the Republic of Ireland do not receive a single cent toward the running of their practices. We have set out in Appendix One examples of the financial support available to medical doctors participating in the GMS and dentists in Northern Ireland. 
Given that dentists have to rely entirely on generating attendance and income to cover costs (and most of these costs are fixed or state controlled), it is no surprise in these difficult times that with falling attendances dental practices are closing and we estimate there have been 1,500 redundancies in the sector in the past couple of years. Again this won’t be noticed in the same way as the closure of a high profile multinational but the effects are just as real. Equally, entire classes of dental graduates are forced to emigrate for the lack of viable opportunities (and not because of any professional control on numbers which simply does not exist). Yet evidence also shows that dentists are continuing to reduce or freeze their fees in a highly open and competitive market.

Contribution of the Dental Profession to Employment in Ireland 
We calculate that, by conservative estimates, there may be as many as 8,000 persons employed or whose employment is directly associated with the practice of dentistry in Ireland. We believe it is critical that the difficulties which are already apparent are not exacerbated further.
State Dental Schemes and the crisis in oral health

The need for a new approach

Dental Treatment Benefit Scheme (DTBS)

The Dental Treatment Benefit Scheme was established in 1952 and is funded though the Social Insurance Fund. The Scheme is managed by the Department of Social Protection. Private dentists are contracted to provide the treatment in their own self-funded practices and are paid on a fee per item basis, not on a capitation basis. 

Under the Scheme, taxpayers and retirees (with sufficient number of PRSI contributions) were entitled to a range of preventive and restorative care and treatment (please see table below). In the Budget for 2009, this scheme was restricted to one item– the annual oral examination. This has resulted in an 87% decrease in expenditure on the scheme from €69 million in 2008 to €9 million 2011.
While the benefits available under the scheme decreased, the rate of PRSI has actually increased. It is particularly unfair for workers, who have been contributing PRSI all of their working lives, to now find they are unable to available of dental treatment. 

Currently, over 2 million PRSI contributors and their dependant spouses remain eligible for the free annual dental examination. 
The table below shows the curtailment of treatment under the DTBS.

	Treatment available prior to 2010
	Treatment Available 2010 Onwards

	Annual oral examination  
	Annual oral examination  

	Biannual Scale and polish 
	No longer available 

	Extended gum cleaning 
	No longer available

	Fillings 
	No longer available

	Extractions 
	No longer available

	Root Canal Treatment 
	No longer available

	X-rays 
	No longer available

	Dentures 
	No longer available

	Denture repairs 
	No longer available

	Miscellaneous items 
	No longer available


Dental Treatment Services Scheme (DTSS)
Under Section 67 of the Health Act, 1970, the HSE is obliged to provide dental treatment and dental appliances to medical card holders. The Dental Treatment Services Scheme (DTSS) allowed the Government fulfil this statutory obligation. Currently, there are 1.4 million medical card holders eligible for this scheme. 
The Scheme is managed by the HSE. Medical cards holders receive treatment free of charge. Private dentists are contracted to provide the treatment in their own self-funded dental practices and are paid on a fee per item basis, not on a capitation basis. 

The treatment available under the scheme consisted of basic routine dental treatment which ensured medical card holders received pain relief, preventive care (e.g. cleanings, fillings etc), restorative care (e.g. fillings, root canal treatment) and emergency care (e.g. extractions, treatment of abscesses etc). It also provided a very important service for patients who require dentures and denture repairs. 

Despite the surge in recent years in the number of medical card holders, in the Budget for 2010 the scheme was capped at the 2008 level of expenditure (i.e. €63 million). 
	Year
	No. of eligible persons
	% Difference 

	2009
	1,112,738
	

	2011
	1,304,675
	17.25% Increase


	Year
	Total Expenditure 
	% Difference 

	2009
	€87 million
	

	2011
	€51 million 
	41.4% Decrease



The cap on expenditure fundamentally altered the scheme from a demand-led scheme to a budget-led scheme. This was done by shifting the scheme from a restoration and prevention-based scheme to an emergency and extraction-based scheme. 

	Treatment available prior to 2010
	Treatment Available 2010 Onwards

	Biannual Scale and Polish 
	Suspended 

	Extended gum cleaning 
	Suspended

	X-rays 
	Suspended 

	Fillings 
	2 per annum in an ‘emergency situation’ 

	Root Canal Treatment 
	In ‘emergency circumstances’ only

	Dentures 
	In ‘emergency circumstances’ only

	Denture repairs 
	In ‘emergency circumstances’ only

	Miscellaneous items 
	In ‘emergency circumstances’ only

	Extractions 
	Unlimited number provided! 


Public Health Implications of the Budget Cuts to Dental Schemes 

Medical card patients have lower oral health levels, a greater need for treatment and a lower access rate to care and treatment. Therefore it is extremely worrying that the preventive and restorative aspects of this scheme have been removed without any warning to patients. The withholding of this type of treatment goes against everything a student is taught at dental school. 

It is disconcerting that almost three years since the restriction of treatment , the HSE has failed to actually inform medical card holders of the changes and has failed to give any warning with regard to the implications for their oral health. The Irish Dental Association and its members deal with queries on a daily basis from patients who are trying to figure out what they are entitled to. Patients and even treating dentists are unsure of what is provided and the availability of treatment is extremely subjective depending on the individual opinion of the local HSE Principal Dental Surgeon. For example, a patient in Kerry may receive dentures; while his / her counterpart in Donegal may have to endure life without teeth and not knowing where to turn for help. 
In many cases, the reason for the refusal of treatment is based on the level of current expenditure on the scheme, rather than any clinical reason. The HSE’s changes to the scheme have been designed in this way to keep the scheme within budget however a scheme where the availability of care is based on how much money is left in the pot has a huge potential for unfairness for patients. A patient may receive approval for care in January however his or her counterpart may not receive approval for similar treatment in December solely due to lack of funding, however the HSE is not honest with patients as it does not provide this as a reason. 

In addition to the unfair nature of the scheme, the cuts do not make economic sense. Research has shown that the costs of poor dental health are largely borne by the most disadvantaged in society. In some cases, this means people are living with painful and possibly unsightly dental issues which can cause or exacerbate other illness and reduce the capacity to get employment. Poor dental health and the inability to afford private healthcare undermines a person’s ability to participate in the social and economic aspects of life. 

The rationale behind a scheme that places a limit on fillings (i.e. saving a tooth) while allowing an unlimited number of extractions are extremely worrying. On a pure financial basis, the state will ultimately have to pay not only for the extraction but for the cost of a denture in the future. For the patient it means a lifetime of embarrassment, decreased nutrition and loss of wellbeing. 

Missing teeth has a negative effect on the quality of a patient’s life and wellbeing. Not only do they have to limit food choices because of chewing problems, which may result in nutritionally poor diets, they also feel embarrassed and self-conscious which results in reduced social interaction and communication. 
The latest Irish Dental Association survey (November 2012) shows the impact of these cutbacks on patients
. The survey found that:

Survey Results re Effect on Patients 
· 77% of dentists reported an increase of patients presenting in pain;

· 92% of dentists reported an increase in patients presenting with gum disease;

· 88.8% of dentists reported an increase in patients presenting as emergencies;

· 88% of dentists reported an increase in patients presenting with dental infections;

· 84.6% of dentists reported an increase in patients presenting with multiple decayed teeth.

This is evidence of the infliction of unnecessary pain and suffering on the public at large. It is outrageous and unacceptable that pain that could be prevented is being inflicted on patients. Clearly these cuts are resulting in the deterioration of oral health for the Irish nation. Can Ireland afford this? 

An Ombudsman’s Perspective
In 2010, the Ombudsman investigated a refusal by the HSE to provide dental treatment to a medical card holder and surmised that it is “a sad reflection on a system where a person with decaying teeth, who has no resources to fund private treatment, has to put up with decaying teeth until his annual entitlements recommence”.

Survey Results re Results re Operation of the Scheme
The results of the survey further revealed that: 

· 56.4% of dentists reported that the HSE does not provide an emergency dental service in their area;

· 98% believe the DTSS does not provide adequate preventive treatment for patients; 

· 89.4% do not have confidence in the HSE operating the DTSS;

· 87.7% of dentists do not believe the DTSS to be an effective scheme.

Survey of Public Entitlements to Dental Care
Behaviour and Attitudes, an independent research company, carried out a separate survey in November 2012 on the general public in relation to public entitlements to dental care. The results of the survey reveal that: 

· 29% of medical card holders (population estimate: 472,000) postponed dental treatment in the previous year due to the restrictions to dental benefits; 

· 26% of medical card holders (population estimate: 123,000) or a member of their family have missed time from work due to a dental problem;

· 38% of medical card holders (population estimate: 604,000) said they would visit their dentist less frequently from now on due to the restrictions (this compared to 14% in 2010). 

Cost-Benefit Analysis of Cuts to the State Dental Schemes 

On a pure financial basis, the cuts to the schemes do not make sense. Dental disease does not get better or go away without treatment. Every cost of delayed treatment will increase the cost to the State in the long-term. In the context of dental health ‘prevention is cheaper than cure’.

The Irish Dental Association is keenly aware of the economic realities we face today; however these cuts simply do not make economic sense. Every case of delayed treatment will require more expensive treatment in future years. Independent analysis has shown that that abolition of the Dental Treatment Benefit Scheme would result in a real cost to the State of twice the amount of its cost. We have no doubt that the same findings would result from an analysis of the cuts to the DTSS. Emergency dental treatment costs more; untreated dental difficulties lead to more complications that might require specialized care or even hospitalisation.
The price of an extraction is not just the €39.50 the HSE pays the dentist to take out a tooth. Patients who undergo multiple extractions lose supporting bone and tissue causing them to appear older beyond their years and confining them to a lifetime of denture-wearing; possibly at a greater cost than the treatment required to save the teeth in the first instance. 

The typical profile of patients is female, over 40 and wearing dentures, very often with poor diet and gum disease. Try to imagine, if in the morning, you lost your teeth, what would that mean in terms of not being able to eat, converse, smile or talk to people. The scheme has the benefit of tipping the balance between a healthy lifestyle and ostracisation and poor health. 

Examples of the direct and indirect costs faced by both patients and the State as a result of the cuts to the medical card scheme are set out in Appendix Two.
Proposed Solutions
1. Increase funding to at least €80m in next Budget to cope with extra Medical Card Holders;
2. Restore the key preventive treatments on a phased basis, prioritising return of scale and polish (for both DTSS and DTBS) and periodontal treatments;
3. Explore ways to resolve the current dispute to enable both sides to begin discussions on a new scheme and contract. We have already set out our principles on what a new scheme should entail when we wrote to the Minister in January 2012 advising we could no longer endorse the DTSS. 

HSE Dental ServiceS

The HSE Public Dental Service operates the Schools Screening Service which is tasked with screening children at three intervals in national school (in 2nd, 4th and 6th classes) and looking after the oral health of patients with special needs. 
The HSE Orthodontic Service aims to provide orthodontic treatment to children under the age of 16 based on their clinical need for the treatment. 

Unfortunately, many in these target patient groups are not being treated. In some areas children only receive their first dental screening in 6th class. This is due to the effect of the Moratorium on Recruitment and other cuts in the HSE.

Statistics on the full effect of these cuts on the oral health of the relevant patient groups is not available because the most recent national survey of children’s oral health
 is long out of date as it is now 11 years old. 

Staffing Statistics of Dentists working in the HSE 

Since March 2009, the number of dentists working in the Public Dental Service has reduced by nearly 20%. (From March 2009 to November 2012, the number of Whole Time Equivalents (WTE) reduced by 67.4 from 360.1 to 292.7). This reduction in headcount, coupled with an increase in the target population has led to huge pressure on the service, evidenced in the results below. 

	
	Actual WTE Mar 2009
	Actual WTE Dec 2011
	Actual WTE Nov 2012
	Change Mar 2009 to Nov 2012
	% Change Mar 2009 to Nov 2012
	Change Dec 2011 to Nov 2012
	 % Change Dec 2011 to Nov 2012

	Totals 
	360.1
	312.3
	292.7
	-67.4
	-18.72%
	-19.6
	-6.28%


Evidence of Pressure on the Public Dental Service 
The following information has been revealed by way of answers to Parliamentary Questions in the Dáil: 

Clinic closures
Clinics have closed in the following areas: 

· Athy and Kilcullen, Co. Kildare 

· Caherciveen, Listowel, Kenmare and Dingle, Co. Kerry 

· Carnew, Co. Wicklow 

This places an extra barrier to care for children in those areas who are now required to travel extra distances for any appointments they might receive. 

Restrictions on School Screenings 
· Currently in Laois/Offaly, Galway, Kerry and part of Cork (North Lee) the priority is emergency care, special needs and screening of children aged from 11 to 13 years.

· According to the Area Manager in the Midlands Area “80% of 6th class children in Primary Schools in County Laois have had their first dental check for the academic year 2011-2012. It is estimated that all 6th class children in Laois will have their first dental check complete by the end of August 2012.”
· According to the Operations Manger in Cork, the waiting times for treatment in Youghal are such that 6th class children are called in secondary school. 

· According to the General Manager in Co. Offaly: 

· All children up to 16 years will receive emergency dental care.

· Eligible Special Needs and Medical Compromised patients will be given priority for dental examination, preventative and primary care treatment. 

· Children in 6th class will receive a dental examination. 

· Children in 1st class will receive a dental examination when 6th class children are complete. 

It is obvious from the above that children are falling through the cracks, so to speak. As dentists, we witness the effect of this every day. 

Waiting lists for treatment for patients with special needs 
Certain patients with special needs often require a general anaesthetic in order to receive the dental care and treatment they require. There are difficulties in the service acquiring theatre hours in order that the procedures may be carried out. At present in Cork, the waiting list is two years long. 

Proposed Solutions 
1. We are involved in talks on reforms of the Public Dental Service however the Moratorium on Recruitment must be lifted to allow the sufficient number of dentists. 
2. Consideration should also be given to developing public-private partnership models of service delivery in a manner which makes best use of resources while not undermining essential public service provision.

HSE Orthodontic Service 

Similarly, the Orthodontic Service in the HSE is suffering as a result of the cutbacks and the Moratorium on Recruitment which have led to the creation of long waiting lists for screening and for treatment. In some areas such as Dublin Mid-Leinster, the waiting list is as long as 3 years! 

	Orthodontic Treatment Waiting List 2012

	Area
	Grade 5 
(formerly Category A)
	Waiting Time 
(Months)
	Grade 4 
(formerly Category B)
	Waiting Time 
(Months)

	South Western
	505
	n/a
	693
	n/a

	Mid-Leinster
	441
	n/a
	456
	36

	Midland
	175
	16
	980
	n/a

	Northern/North Eastern
	1,375
	5
	1,519
	 n/a

	South Eastern
	n/a
	n/a
	n/a
	n/a

	Southern
	381
	n/a
	1,496
	18

	Western
	n/a
	n/a
	n/a
	n/a

	Mid Western
	1,252*
	24*
	 
	 

	North Western
	332
	12
	219
	21


Proposed Solutions 
We can offer some suggestions for your consideration with a view to addressing the orthodontic waiting lists, as follows:
1.
In line with cross-party support for the idea at the Public Accounts Committee of the outgoing Dáil, can we commend the idea of diverting some of the €85m assigned to the NTPF towards shortening the maxillofacial and orthodontic waiting lists?;
2.
Secondly, we believe there is a case for restoring marginal rate tax relief for orthodontic and other selected specialist dental treatments in order to afford greater numbers access to such treatments;
3.
Thirdly, we believe the anomaly whereby those without an income are unable to claim tax relief for orthodontic treatments should be investigated and consideration given to a voucher system. This would be of considerable benefit in addressing public waiting lists given the profile of patients awaiting assessment / treatment;
4.
Fourthly, we believe the dental schools should be assisted in developing training places for orthodontic therapists to complement the work of orthodontists in accordance with recognised scope of practice;
5.
Finally, we believe funding for training of orthodontists in Cork and Dublin Dental Schools also needs enhancement to meet the requirements of the Dental Council and relevant EU directives available to treat orthodontic patients.
Oral Health Policy and Chief Dental Officer in the Department of Health

The Irish Dental Association calls on the Minister for Health to introduce a National Oral Health Policy which provides equitable access to a range of treatments required to achieve and maintain optimal oral health for all citizens.

Oral health has been largely excluded from the policy of the Department of Health for nearly two decades. 
The National Oral Health Policy is 19 years old and has not been updated despite the huge changes in the state dental schemes. The Irish Dental Association is willing to take part in a consultation programme with the Department of Health to review the National Oral Health Policy. 
To further exacerbate this vacuum of input from an oral health perspective in the Department, the post of Chief Dental Officer has been vacant for almost a decade. We once again ask the Government to fulfil its commitment of appointing a Chief Dental Officer. The principal function of a Chief Dental Officer has been to advise the Department of Health on the general operation, development, organisation, adequacy and improvement of oral health services in Ireland. The ongoing vacancy has resulted in an unfortunate delay in the development of oral health policy and the setting of oral health goals, at a time when we have an unprecedented evidence-base on which to develop oral health services in Ireland.

Structure of the Post
It is the position of the Irish Dental Association that the development of oral health policy to include all areas of oral health provision within the health care service will require a Chief Dental Officer who is a single full-time appointee. 
Role & Tasks of the Post
The primary role of the Chief Dental Officer, in keeping with that of the Department of Health, should be to support the Minister in the formulation and evaluation of policies for oral health services, and for the strategic planning of oral health services, in consultation with the HSE, other government departments and interests. One of the key roles of the Chief Dental Officer will be to ensure that oral health policy is based on current best evidence and that it addresses inequalities in oral health. 

In summary the primary role of a Chief Dental Officer should be as follows:
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 Schools, Universities, Government Departments, 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 of 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 extract 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 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.

Senior HSE management have previously acknowledged in correspondence with the Association that ‘national co-ordination of issues relating to dental and oral health requires 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 post-holder should act as the primary liaison between the HSE and the Department of Health; 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.  

Level of the Post
The Irish Dental Association 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. 
We believe 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 in the Irish health care sector as well as internationally.

To Conclude
The ongoing vacancy is having a detrimental effect on the development of oral 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.

It is vital that the Department of Health 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. 

Role of dentists in health promotion and prevention

Dentists can play an important role in the management of chronic disease and we urge the Government to explore this potential.  

The mouth is a gateway to the body and is an early warning system for health practitioners. Oral diseases impact on general health and systemic diseases show symptoms in the oral structures. 

Oral diseases share common risk factors with chronic diseases, such as diabetes and heart disease. Research has shown links between poor oral health and chronic diseases. Cardiovascular disease, a leading killer of men and women, is a major public health issue. Research has shown that people with gum disease are almost twice as likely to suffer from coronary artery disease. Periodontal disease (gum disease), a chronic inflammatory disease that destroys bone and gum tissues that support teeth is a major case of adult tooth loss. Both periodontal disease and cardiovascular disease are inflammatory diseases, and inflammation is the common mechanism which connects them. Managing one disease may reduce the risk of the other. 

Research has also shown that periodontal disease may increase a woman’s risk of delivering a baby prematurely. Premature babies are at greater risk or long-term health problems, and those who are born before their lungs have fully developed may not survive. 

As oral health is an integral part of general health and well-being, it must be integrated in general health prevention and promotion at national and EU level. Tackling oral diseases separately from general diseases is neither medically effective nor cost-efficient. Prevention and early treatment will substantially reduce the overall costs of oral diseases for the State and the patient. 

The Platform for Better Oral Health in Europe recently issued the following key policy recommendations: 

· Recognise the common risk factors for oral disease and other chronic diseases;

· Develop the role of oral health professionals in generic health promotion to address risk factors such as cigarette smoking, poor diet, high alcohol consumption, and sedentary lifestyles. 

The World Health Organisation recommends, that when looking at the role of the dental profession in the management of chronic disease, particular emphasis should be placed on the following elements:

· Promotion of a healthy diet, particularly lower consumption of sugars and increased consumption of fruits and vegetables;

· Prevention of oral and other diseases related to tobacco use by involving oral-health professionals in tobacco cessation programmes;

· Prevention of oral-cavity cancer and oral pre-cancer by training oral health professionals in screening, early diagnosis and referral for care, and appropriate interventions on the risks of tobacco use and excessive consumption of alcohol;

· Building of capacity in oral health systems oriented to disease prevention and primary healthcare, with special emphasis on meeting the needs of disadvantaged and poor populations;

· Promotion of oral health in schools, aimed at developing health lifestyles and self-care practices in children and young people;

· Promotion of oral health amongst older people, aimed at advancing oral health, general health and wellbeing into old age.

According to the Central Statistics Office, 43% of adults visit a dentist once a year. The highest incidence of visits occur in the age groups 34 to 44 (48% attendance rate) and 45 to 54 (47% attendance rate).
 Dentists are therefore well in an ideal position in the community to play an important role in chronic disease management. 

Dentists are usually the first to see the effects of tobacco in the mouth. Dentists are therefore in an ideal position to reinforce the anti-tobacco message, as well as being able to motivate and support smokers willing to quit.

Dentists can also play a valuable role in health promotion campaigns with respect to the following conditions: osteoporosis, diabetes, renal disease as well as the fact that dentists are often in a position to detect symptoms of many other general health conditions, drug use and a variety of disorders when examining patients.

Mouth Cancer Awareness Day 

Prevention and early detection are potent weapons in the fight against oral cancer. As part of an oral examination, the dentist checks the patient’s mouth for signs of oral cancer. Oral cancer can be a particularly debilitating disease. Surgical treatment may result in permanent disfigurement as well as functional limitations affecting speaking and eating. 

Mouth Cancer Awareness Day is a voluntary initiative where dentists provide advice free of charge in an effort to raise awareness of mouth cancer. It is striking that 13 cases of mouth cancer were discovered in Mouth Cancer Awareness Day 2011. (The results for 2012 are currently being collected.)
New Dental Act

We support the introduction of the types of changes introduced for medical, pharmacy and nursing professions. However, lessons need to be learned from the changes introduced for the medical profession and the mistakes evident in the legislation introduced for other professions should not be repeated.

We would emphasise that urgent attention is required to address the following:-

· CPD – To enhance patient protection we call for the introduction of a mandatory CPD Scheme – with appropriate supports and protected time - similar to most other professions. 

· Inspection and standards – we support the introduction of licensing of dental practices. Support for practices will be needed and the model of inspection should be the subject of extensive discussion with the profession. We believe that the power of any inspections to be introduced should be held by the Dental Council rather than having a second regulatory body given regulatory authority to uphold and enforce standards.

· Foundation Training – we call on the Minister for Health to support a properly resourced Foundation Training Scheme in Dentistry. This needs to be afforded priority to ensure graduates from the Irish dental schools are not disadvantaged in seeking access to practice in the UK where a Foundation Scheme is being introduced and which will be a pre-requisite for NHS practice. Preparatory work is well advanced in discussions which have commenced within a group comprising representation from the Dental Council, the Irish Dental Association, the dental schools, the HSE etc.

· Incorporation – we support the repeal of the current prohibition on the incorporation of dental practices. This would allow a level playing pitch with dentists in Northern Ireland. 

· New roles for Hygienists and Therapists – we recognise the role that can be played by hygienists and therapists but we believe that clear understandings must be set out as regards the scope of practice for hygienists and therapists. Direct access to hygienists does not make sense. 

Conclusion

We have shown that oral health is essential to general wellbeing. Oral diseases have a significant impact on individuals, communities and health systems. 

The main aim of Government intervention in oral health should be to improve the overall oral health of the population, and to allow access to everyone to oral examinations and basic treatments. 

It is intolerable that in 2013 the State is failing to provide the most needy and vulnerable in society with the level of care they are entitled to receive. Older people are entitled to receive care which ensures they can enjoy optimum oral health and live happy lives free from pain. Workers who have lost their jobs in the recession and their families are entitled to receive a standard of care which allows them to maintain their oral health. 

We are calling on the Government to reverse the cutbacks to the state schemes, and to engage with the IDA on the issues raised in this submission. We are not a third world country. Our patients deserve better.

APPENDIX ONE

Dentists in Northern Ireland 
Notwithstanding the lack of support for dentists in Ireland, the cost of dental treatment in is often unfairly compared by Government commentators to the cost of dental treatment in Northern Ireland.

On average NHS committed practices receive approximately €37,000 p.a. in practice allowance grants alone. Recent research found that this support could impact on the relative competitiveness of general dental practitioners in the two parts of the island and have implications for dental tourism.
 Practice costs for principals in the Republic are €102,000 per annum more than the costs faced by principals in the North. In Northern Ireland in 2007/2008 practices received between them €3.77 million in decontamination grants and €5.023 million in practice allowance grants. Dentists in Northern Ireland operating under the NHS also receive capitation payments for patients. This affords them a greater degree of certainty regarding their income stream which may in turn bring advantages when planning investments, obtaining loans or insurance. They are also reimbursed their non-domestic local authority rates which are a major contribution towards the running of a dental practice. 

The dental profession in Northern Ireland may incorporate dental practices thus enjoying the resulting significant tax and pensions benefits which offer dentists in Northern Ireland a significant cost advantage over their southern counterparts who are advised that they are not authorised to introduce such business arrangements according to the provisions of the Dentists Act, 1985.

Medical Practitioners participating in the GMS

Medical practitioners in the Republic receive state support in the form of practice support grants, rurality payments, locum cover during periods of sickness, holidays, maternity/paternity etc. under the GMS Capitation Agreement, eligible practices can claim annually between €32,904 and €25,592 for secretarial support, €32,904-€40,216 for nursing support and €32,904 in practice management support. Practices in rural areas may claim up to €19,066 per annum. There is no suggestion that such support is not wholly appropriate, the difference in public funding between general and oral health is evident.  

We believe this state support is of course 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.
APPENDIX TWO

Potential Cost for Elderly Patients under the Medical Card Scheme 

Medical card holders face a significant cost for the loss of their benefits under the medical card scheme. We have set out below cost estimates, based on the two most common scenarios: 

1. Assuming a person is completely edentulous (has no natural teeth); the estimated cost of treatment over 5 years is €1,160.

This is an annual cost is €232.

This covers one exam per year, full dentures initially and contingency to allow for two fractures of the prosthesis and or/treatment of denture stomatitis etc. 

2. Assuming a person has some missing teeth, the estimated cost over 5 years is €2,060.

This is an annual cost of €412.

This covers one exam per year, one course of periodontal treatment, four maintenance cleanings, four restorations and one partial denture. 

Patients who require specialist treatments e.g. gum treatments prior to knee and/or hip operations would expect to pay more. 

As people age their health costs increase also and the same is true here, e.g. a person with reduced manual dexterity and/or dry mouth requires more fillings and gum treatments to prevent disease.

Older people tend to require more root canal treatment to save teeth and the cost of this has not been accounted for in any of the above.

As people age, the cumulative effects of a lifetime of the two main dental diseases namely caries (decay) and chronic periodontal disease (gum disease) require complex restorative or surgical interventions. Also many older people due to age and medications tend to produce less saliva which can accelerate the progress of dental disease and they often suffer root caries which can result in tooth loss if not dealt with at an early stage. Their functional ability to adequately clean their own teeth is often impaired giving rise to greater periodontal treatment need.

Difficulties with accessing routine treatment and periodontal treatment under the DTSS will affect the systemic health of those who suffer with heart conditions, diabetes etc. The elderly also tend to have higher than average treatment requirements due to older, heavily restored teeth and histories of gum disease, as well as practical difficulties in terms of inability to be as dexterous during cleaning. 

Economically/Socially Disadvantaged Patients 

The socio-economic status of patients has an effect on their oral health and their treatment needs. Medical card holders have significantly poorer dental health, have little prospect of being able to seek private treatment and are likely to suffer a significant worsening in their dental health due to non-attendance. The measures proposed by the HSE will hit the most vulnerable in our society the hardest, causing them unnecessary pain and suffering as well as setting back the dental health of the nation by decades
� Survey carried out November 2012. Response Rate 33% of general dentists. Total number of respondents 312. 


� Ombudsman Annual Report 2010


� ‘North South Survey of Children’s Oral Health in Ireland 2002’ Department of Health and Children 


� Central Statistics Office, Quarterly National Household Survey, 2010 Health Module 


� The O’Neill Report 2010 Professor Ciaran O’Neill
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