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Desmond O'Malley, Esq, TD, 
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Dublin2. 

1 October, 1982. 

Minister for Trade, Commerce·and Tourism. 

Dear Minister, 
I have the honour to submit to you, on behalf of the Restrictive 

Practices Commission, the report of their enquiry into the effects of 
sections 45 and 46 of the Dentists Act, 1928 which restrict competition 
in the provision of dental services. The enquiry was undertaken by 
the Commission at the request of the Examiner of Restrictive Practices 
under section 5(1) of the Restrictive Practices Act , 1972. 

Yours faithfully , 
(sgd.) Nial MacLiam, 

Chairman. 
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GLOSSARY OF TECHNICAL TERMS 

Articulator: 

Bridge: 

Chrome-Cobalt 
Denture: 

Crown: 

Denture: 

Full Denture: 

Partial Denture: 

Impression: 

Inlay: 

Orthodontics: 

An instrument for supporting models of the 
jaws and simulating jaw movements to act as a 
guide in arranging artificial teeth. A hinge 
articulator reproduces movement in the 
vertical plane only: an adjustable articulator 
reproduces movement in three planes. 

A partial, non-removable denture affixed to 
the adjoining natural teeth. 

A partial denture made with an alloy of cobalt 
and chromium with small additions of other 
substances. 

A permanent metal, porcelain, or plastic 
replacement for part of a tooth. 

A removable set of artificial teeth. 

A denture replacing the full number of natural 
teeth in one jaw. 

A denture replacing less than the full number 
of natural teeth in one jaw. 

An impression of the jaw and teeth taken in 
some plastic substance from which a cast is 
made to produce a model of the jaw. 

A filling corresponding to the form of a cavity 
and cemented into the tooth. 

Correction of deviations from the normal in 
teeth and jaws. 



Prosthesis: 

Prosthetics: 

In dentistry, an artificial replacement for one 
or more teeth and/or associated structures. 

The art and science of providing (dental) 
prostheses. 



CHAPTER! 

INTRODUCTION 

Background to the Enquiry 
1.1 In 1978, the Irish Association for Dental Prosthesis (IADP), an 
organisation of dental mechanics, submitted a memorandum to the 
Minister for Health in which they outlined, as they saw it, the position 
then obtaining in relation to the provision of dental health care in this 
country, and made suggestions as to how this could be improved. 

1.2 In their view, the amount of dental disease in our society requires 
the dental profession to devote their efforts to prevention and treat
ment, and time spent on prosthetic work reduced the time spent on 
prevention and treatment. In addition, they submitted that under the 
present system and because of the overall shortage of dentists, the 
cost and quality of dentures were not likely to improve. They indicated 
that in other countries, notably Canada, the denture problems had 
been solved by creating a new denture care system known as dentur
ism. Under this, full and removable partial dentures are constructed, 
altered and repaired directly for the public by denturists specifically 
trained and educated to perform this service. This, they claimed had 
led to an improved quality and fit of denture, freed the dentists to 
concentrate on preventive treatment, and reduced the cost of dentures 
by 50 per cent. 

1.3 The IADP claimed that many oftheir members had been trained, 
both formally and by experience, in all the procedures, processes and 
skills required to design and fabricate prosthetic appliances and that, 
despite its prohibition by law, a number of their members had pro
vided their services direct to the public for some time. Nevertheless, 
the IADP submitted that it was not in the public interest that such a 
practice should continue without certain controls and regulations, and 
in their submission to the Minister for Health, they made recommen
dations in this regard. 

1.4 In September, 1979 a working party composed ofrepresentatives 
of the Department of Health, Health Boards and the Irish Dental 
Association (IDA) submitted a report on various matters relating to 
dental care and treatment. In the light of the other recommendations 
in the report, they recommended against t:te introduction of denturists 
in Ireland. This report was accepted in principle by the Minister for 
Health. 
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1.5 In March, 1980 the IADP requested the Examiner of Restrictive 
Practices1 to investigate "the restrictive practices currently protecting 
the monopolistic position of the dental professi~n .in this co~ntr(. 
What the association had in mind were the restnct10ns contamed m 
sections 45 and 46 of the Dentists Act , 19282 which restrict, with 
certain limited exceptions, the practice of dentistry , including the 
provision of dentures, to registered dentists. I~ May, 1980 the Exam
iner wrote to the Department of Health, askmg the reasons for the 
restrictions which in particular prohibited qualified dental mechanics 
providing their services direct to the public, and why their retention 
was justified. 

1.6 The Department, in a detailed reply, indicated that the restric
tions imposed by the 1928 Act reflected an approach adopted in many 
European countries around that time to regulate the practice of 
dentistry, which they said had previously been practised to a significant 
extent by unqualified and incompetent people. They added that such 
an approach had been adopted in other areas of health care, e.g., 
provision of optical or pharmaceutical services, and indicated that the 
Department would have serious reservations on allowing dental 
mechanics provide prosthetic appliances to the public as they are not 
trained to provide this service. 

1.7 A further exchange of correspondence ensued between the 
Examiner and the Department. For his part, the Examiner suggested 
that a properly organised and supervised system of dental prosthesis 
would be of benefit to the public, and that having regard to the 
qualifications of the members of the IADP, he could see no convincing 
reason why they should not be able to provide their services to the 
public. Such a system, he felt, would be more efficient and less costly. 
In their reply of November, 1980 the Department said that their 
understanding was that essentially the IADP were advocating the 
creatio!l of a new grade of health professional, a denturist, and 
proposmg that existing dental mechanics could achieve recognition as 
denturists by satisfactorily completing a shortened course of training. 
The J:?epa~ent que.stione~ whether such an approach was the most 
effective, gtven ~he mcreasmg and improved emphasis over recent 
years on preventive treatment and the reduction in dental decay due 
to ftuorida~o~, and suggested that the introduction of grades such as 
de~t~l hygtemst or dental therapist, grades which would require lesser 
trammg, would be more beneficial. 

1.8 ~n .30 ~ctobe.r, 1981. th~ Examiner furnished a report to the 
Comnnsston, m w~tch he mdtcated that in his opinion, sections 45 
and 46 of the ~entists.Act, 1928 restrict competition in the provision 
of dental servtces and m accordance with section 16(1) of the Restric-

1Hereafter in this Report referred to as the Examiner. 
1See paragraph 2.2. 
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tive Practices Act, 1972, the Examiner recommended that the Restric
tive Practices Commission hold an enquiry in order to ascertain 
whether or not this restriction is unfair or unjust or in any other 
respect operates against the common good. It was evident from his 
report, and he subsequently confirmed, that the reference was con
cerned solely with the restrictions imposed in relation to the supply of 
dental prostheses. 

Conduct of the Enquiry 
1.9 Notice of our intention to hold the enquiry was published in the 
daily press and announcements were made on radio and television on 
7 April, 1982. The notice quoted the terms of reference for the 
enquiry, stated that copies of the Examiner's report were available on 
application to the Commission and invited interested parties to make 
written submissions in the matter not later than 7 May, 1982. The 
period for making submissions was extended where this was 
requested. 

1.10 In all 49 submissions were received; a list of those from whom 
submissions were received is set out in Appendix 1 to this Report. 
The Irish Dental Association, representing the dentists profession, 
included in its submission a copy of a letter dated 24 May, 1982 sent 
to the Examiner (also made available to the Commission at that time) 
asking that he withdraw his request for an enquiry principally on the 
grounds that he had not carried out a sufficiently detailed investiga
tion, that a statutory provision cannot be regarded as a practice as 
defined in the Restrictive Practices Act, 1972, and that as the pres
ervation and improvement of the health of the community is the 
responsibility of a Government Minister, intervention in this area by 
the Examiner and Commission was inappropriate. The Examiner 
wrote to the association on 8 June, 1982 indicating that he did not 
intend to withdraw the request. 

1.11 Although the Irish Dental Association did not pursue sepa
rately with the Commission the argument which it bad made to the 
Examiner that a statutory provision cannot be regarded as a practice 
as defined in the Restrictive Practices Act, 1972, the Commission felt 
it nonetheless necessary to consider the association's argument. We 
concluded that the matters referred to us did in fact involve restrictive 
practices, and further that (in the way explained more fully in Chapter 
2 and particularly in paragraph 2.4) the detail of these practices was 
determined not by the 1928 statute but rather by the dental profession 
with the support of the statute. We therefore saw no reason to doubt 
our obligation under the 1972 Act to comply with the Examiner's 
recommendation that we enquire into whether or not these practices 
are unfair or unjust or operate against the common good. 
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1.12 The Commission's attention was also drawn by the Department 
of Health to the announcement made by their Minister on 24 April , 
1982 that work was at an advanced stage on the preparation of a new 
Dental Bill which would supersede the 1928 Act, and that it was 
planned that this would be introduced in the Oireachtas later in 1982. 

1.13 The enquiry commenced on 11 June, 1982 in the Land Court, 
Dublin, and extended over eight days, concluding on 2 July , 1982. 
Evidence on oath was taken from 22 witnesses. A list of witnesses and 
names of the representatives of certain interests are shown in Appen
dix 2. We wish to place on record our sincere appreciation of the 
assistance given to us by those who made submissions, the witnesses 
who gave evidence, their representatives and all those who supplied 
us with information. We also wish to thank those individuals who 
facilitated the members of the Commission during their visits to the 
Dublin Dental Hospital and to the dental surgeries, dental laboratory 
and dental repair premises visited. 
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CHAPTER2 

THE STATUTORY POSITION 

2.1 We were told in evidence that, prior to the enactment of the 
Dentists Act, 1928, a number of unqualified persons had been engaged 
in the practice of dentistry, and a certain amount of damage to the 
health and well-being of members of the public had resulted. The 
principal object of the 1928 Act was "to make provision for the 
registration and control of persons practising dentistry or dental 
surgery" with the purpose of preventing unqualified or otherwise 
unsuitable persons from practising. The Act provided for the setting 
up of a Dental Register of Ireland in which a person with specified 
qualifications could have his name inscribed, thus becoming a "reg
istered dentist", and sections 45 and 46 of the Act, which are the 
subject of the Examiner's reference to us, prohibited the practice of 
dentistry by unregistered persons and by bodies corporate respec
tively. The maintenance of the register, and the prosecution of off
ences under the Act, were entrusted by the Act to the Dental Board, 
a nine-man body of which one member was nominated by the Govern
ment, three nominated by the Medical Council and five elected by 
registered dentists resident in the State. 

2.2 Sections 45 and 46 of the Dentists Act, 1928 are as follows, 
omitting sections 45(2) and 46(2)(a) which were of merely transitional 
effect: 

45.(1) Subject to the provisions of this section it shall not be 
lawful for any person on or after the date of the passing 
of this Act to practise or to represent or hold himself out 
whether directly or by implication as practising or being 
prepared to practise dentistry or dental surgery unless 
such person is a registered dentist. 

(2) ········································································· 
(3) The provisions of the foregoing sub-sections shall not 

operate to prohibit-

( a) the practice of dentistry or dental surgery by a 
registered medical practitioner, or 

(b) the extraction of a tooth without the application of 
any local or general anaesthetic by a duly registered 
pharmaceutical chemist, chemist and druggist, or 
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druggist or a licentiate apothecary in dental ~ses 
which are urgent and where a regtstered denttst or 
a registered medical practitioner i not available for 
the purpose of such extraction, or 

(c) the employment of mechanics or apprentice .bY a 
registered dentist to ca~ry out under th~ upervtston 
of such registered dentist any work whtch ts usually 
done in a dental workshop. 

(4) Every person who acts in contravent.ion o~ this section 
shall be guilty of an offence under thts section and shall 
be liable in respect of each such offence on summary 
conviction thereof to a fine not exceeding one hundred 
pounds. 

46.(1) Subject to the provisions of this section, it shall not be 
lawful for any body corporate to engage in the practice of 
dentistry or dental surgery. 

(2) The provisions of the foregoing sub-section shall not 
operate to prohibit the practice of dentistry or dental 
surgery-

( a) .. ················· ······························ ················ 
(b) by any hospital or by any dental school which is 

authorised by the Board to engage in the practice 
of dentistry or dental surgery, or 

(c) by any two or more registered dentists in 
partnership. 

(3) Every body corporate which engages in the practice of 
dentistry or dental surgery in contravention of the provis
ions of this section shall be guilty of an offence under this 
section and shall be liable on summary conviction thereof 
in respect of each such offence to a fine not exceeding one 
hundred pounds and not less than fifty pounds. 

(4) The manager and also every director of a body corporate 
which engages in the practice of dentistry or dental surgery 
in contravention of the provisions of this section shall be 
guilty of a misdemeanour and shall be liable on summary 
conviction thereof to a fine not exceeding one hundred 
pounds and not less than fifty pounds. 

Section 1 of the Act provides that 

"the expression 'practice of dental surgery' means the perform
an~. of any operation and the giving of any treatment, advice, 
optmon or atte~dance. usually performed or given by a dental 
surgeon or dentist and mcludes the performance of any operation 
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or the giving of any treatment, advice or attendance on or to any 
person preparatory to or for the purpose of or in connection with 
the fitting, insertion or fixing of artificial teeth". 

2.3 For the sake of simplicity, we shall throughout this Report 
(except where a contrary intention is indicated) use the word "den
tistry" to mean the practice of dentistry or dental surgery as defined, 
and "dentist" to mean a registered dentist. There is a wide range of 
terms in use to designate those, other than dentists, who actually 
manufacture dentures, but we shall refer to them in the terminology 
of the Act as mechanics, or dental mechanics, until it becomes 
necessary in the course of the Report to introduce special terms to 
designate particular categories. 

2.4 It will be seen that, in defining dentistry, the Act does not specify 
the functions which are to be comprised in this term but provides 
instead that it covers any operation, treatment, advice, opinion or 
attendance usually performed or given by a dentist. The result of this 
is that the definition may vary its coverage from time to time: if the 
practice in dentists' surgeries were to change so as to include some 
things not formerly usually done there, or so as to leave to others 
things which formerly had usually been done there, then the area 
reserved to dentists would expand or contract accordingly. (It may be 
observed that section 45 would tend to operate to prevent contraction, 
but there is no legal deterrent to expansion.) It is of particular 
significance to our enquiry to recognise that section 45 of the Act does 
not itself lay down lines of demarcation, but gives statutory support 
to demarcation rules established by practice which is capable of 
varying with time. Despite the remarkable advances in dental tech
niques since 1928, however, there was no suggestion that the dividing 
line between what a mechanic might do and what was reserved to 
dentists had been altered in any significant way since the statute was 
enacted, although a highly conjectural exception to this is mentioned 
as a possibility in paragraph 2.7. 

2.5 Section 46 prohibits the practice of dentistry by a body corporate 
other than a hospital or dental school or a partnership of registered 
dentists. It is restrictive in quite a different sense from section 45 in 
that it is concerned with the legal formula under which work may be 
carried on rather than with the individuals who may carry it on. It is 
parallelled in other professions which may legally be practised only 
by natural persons and not by corporate bodies. 

2.6 The effect of sections 45 and 46, then, is to provide that any 
work which is usually done by a dentist may be done only by a dentist , 
with the exceptions made at section 45(3). The exception at (a) , in 
favour of a registered medical practitioner, protects the position for 
example of the oral surgeon who undertakes work in the mouth which 
most dentists would not claim to be competent to do but part of which 
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may involve, say, the. extraction of ~eeth or o~her ~ork falling within 
the province of dentistry. In practice, a patient m .need of .n?rmal 
dental care will not think of having recourse to a medical practitiOner, 
and obviously it is only in a severe.emergency that.he w~:mld turn. to 
a chemist to have a tooth drawn without anaesthetic as m exceptiOn 
(b). We shall therefore throughout t~is R~port refer_to ~he practice 
of dentistry as being reserved to denhsts without feehng It neces~ary 
to advert each time to the legal existence of these two exceptions 
which are of no relevance to the average person seeking dental care. 

2.7 It is difficult to see the point of section 45(3)(c) , which purp~rts 
to exempt from the operation of section 45 as a whole th~ carrymg 
out in certain circumstances of "work which is usually done m a dental 
workshop". Since work usually done in a workshop is not, at least in 
current practice, "usually performed . . . by a dental surge?n <;>r 
dentist" it does not appear to come within the scope of the section m 
any event, and therefore purporting to exempt it in certain circum
stances is not only pointless but misleading. The Department of 
Health representatives at the enquiry were unable to throw any light 
on the purpose of this provision. One possibility is that 1928 was a 
stage of transition from a time when it was common for dentists to 
fabricate dentures themselves, and that the provision was inserted for 
the removal of doubts. Whatever about that, it appears to have no 
meaning in the circumstances of today. There appears to have been 
an impression that what may loosely be called clinical work was 
confined to the dentist, and workshop work to the dentist or mechanic, 
whereas if our reading of the section is correct there is no legal 
restriction at all on who may do workshop work. The difference 
between the two interpretations is more apparent than real, however; 
confining certain work to a mechanic when anyone is free to call 
himself a mechanic and act as one is not confining it at all. However, 
the drafting peculiarity needs to be borne in mind. 

2.8 The Department of Health has taken the line over the years that 
the Act pe~ts a mechanic to deal direct with the public in relation 
to the r~pau of dentures. There is no specific provision in the Act on 
the subject (the word "fixing" in the definition of dentistry was agreed 
to have a ~~ewhat uncertain meaning akin to provision, and not to 
mean repamng)! and the Department's understanding is presumably 
based on the belief that the repair of dentures is not something usually 
c~ed out by a dentist or dental surgeon. The Dental Board agreed 
~th the Department's understanding, but they and certain IDA 
Witnesses expressed the view that this situation should not be allowed 
to. continue, principally on the grounds that the breaking of a denture 
m!ght be due to cau~s such as a change in the wearer's mouth which 
IDJght ~for re-desig~ rather than merely repair. On the other hand, 
mechamc representatives, who naturally supported the existing sys
tem, were unhappy that permission for them to repair directly for the 
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public rested on an arguable interpretation rather than an explicit 
provision in the Act. 

2.9 It will be seen from a comparison of sections 45(4) and 46(3) 
that while the same maximum penalty was fixed for offences against 
both sections, a minimum penalty was fixed in respect of section 46 
but not in respect of section 45 . The amounts fixed as maximum and 
minimum fines, £100 and £50, have of course a very different signifi
cance now from 1928 when the legislation was enacted. The dimin
ished value of the fine and the absence of a minimum penalty may 
have had something to do with the ineffectiveness of prosecutions 
under section 45- see paragraph 3.10. 

2.10 As will have been seen, sections 45 and 46 are very broadly 
drawn, and prohibit the carrying out of certain things by any persons 
outside the excepted categories. The Examiner's reference to us 
relates to this prohibition only in so far as it affects the provision of 
prosthetic aids, and our enquiry is not concerned with other aspects 
of dental practice. Before looking in Chapter 4 at what is involved in 
the giving of prosthetic care and at the claims made by the mechanics' 
associations for extended competence in this respect, we look briefly 
in the next chapter at the current organisation of dental practice in 
Ireland. 
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CHAPTER3 

CURRENT PRACfiCE IN IRELAND 

The Dental Profession 
3.1 Dental care in Ireland is provided primarily by a corps of dentists 
whose numbers currently stand at about 1,030. The majority of 
dentists carry on their practice individually, but some operate as 
partnerships. As seen in Chapter 2, corporate bodies are not permitted 
to carry on dentistry. Most dentists operate as general practitioners, 
but there are also specialist practices to which unusual or particularly 
difficult cases are referred. There is no clear dividing line between the 
dentist, the orthodontist and the oral surgeon, but this does not 
appear to give rise to any practical difficulties and because of the saver 
for registered medical practitioners contained in section 45(3)(a) of 
the Dentists Act, 1928 (paragraph 2.2) no legal difficulties arise either. 

3.2 The typical dentist's premises consist of a surgery (or separate 
surgeries in the case of a partnership) and a reception or waiting 
room, and may be situated in the dentist's private residence. An 
estimate of £17,000 to £22,000 was given by the Irish Dental Associ
ation as the cost of surgery equipment in a typical case, but some 
practitioners have additional equipment which may cost much more. 
A dentist will usually employ one or occasionally more persons to act 
variously as secretary/receptionist/chairside assistant, but he may 
perform these functions himself. 

3.3 In order to be entered in the Dental Register and so authorised 
to practice as a dentist (paragraph 2.1), a person is required to have 
a university-level qualification in dentistry. Courses of five and a half 
years' duration leading to qualifying degrees are provided by the 
Royal College of Surgeons in Ireland, Trinity College Dublin and 
University College Cork. (Courses provided up to recently by Uni
versity College, Dublin have now been discontinued as part of the 
ra.tionali~ation of thir~-lev~1 education). There is provision for persons 
wtth ~qutvalent qu~hficahons obtained in the United Kingdom and 
certam other countnes abroad to be admitted to the register. 

3.4 The majority of dentists are members of the Irish Dental Asso
~iation (IDA), ~hi~h is generally regarded as representing the profess
Ion. Membership IS voluntary, and there are no legal disabilities 
attaching to non-membership. 
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3.5 The 1,030 or so dentists in the country are regarded by the IDA 
as adequate to the country's needs. The figure represents one dentist 
~o appro~im~tely 3,300 of t~e population, and compares with approx
Imate ratios m other countnes as follows: 

Country 

Australia 
Denmark 
France 
Germany 
Holland 
Italy 
Norway 
United Kingdom 

Ratio 

1: 1,964 
1: 1,100 
1: 2,000 
1: 2,000 
1: 3,700 
1:5/6,000 
1: 998 
1: 2,900 

Year 

1978 
1982 

c 1974 
c 1974 
c 1974 
c 1974 

1980 
1981 

There is no general consensus as to what constitutes a desirable ratio. 
Witnesses also suggested in any case that the situation in Ireland 
(notably, the fluoridation of water supplies) meant that we needed 
proportionately fewer practitioners than did many other countries. It 
was admitted, however, that because of the tendency for dentists to 
practice in the cities and larger towns, some rural areas, mostly in the 
West, were not well served. There was up to the time of the enquiry 
a problem in staffing the dental side of the public health service in 
Mayo. 

3.6 The dental services provided by the various regional Health 
Boards either free or at much reduced rates, were available in 1980 
to just on 1.8 million people, made up principally of primary school
children and Medical Card holders and their dependants. There are 
also about 826,000 insured persons eligible for free or reduced-charge 
services under the Dental Benefit Scheme operated by the Depart
ment of Social Welfare. The Department of Health representatives 
who supplied these figures estimated that roughly 70 per cent of the 
population of the country qualified for help under one or other of 
these schemes {there is some overlapping). The cost of dental services 
(other than hospital treatment and the treatment of injuries resulting 
from accidents) to the remaining 30 per cent cannot be insured against 
with the Voluntary Health Insurance Board (VHI), but we were told 
that the VHI had been considering the possibility of extending its 
scheme to cover the expense of dental treatment. 

The Provision of Dentures and other Prosthetic Appliances 
3.7 The procedures which should be followed where dentures or 
other prosthetic appliances were provided by dentists were explained 
to us by witnesses from the IDA. They are described in detail in the 
following chapter, and it will suffice for the moment to describe 
recommended practice as falling into five stages, as follows: 

(i) the dentist examines the patient's mouth for evidence of any 
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disease which may call for treatment (by the dentist or other
wise) before a prosthesis is fitted ; 

(ii) he may decide to re-sha~e (re-contour) th.e teet~ , gums or 
other tissue so that the mtended prosthetic appliance may 
give a better fit; 

(iii) he designs the appliance, for this pu~ose t~king an. impres
sion of the patient's mouth and. sendmg the 1m~ress10n (or a 
cast taken from it) with instructiOns to a mechamc; 

(iv) the mechanic mak~s a cast .(where the dentist does not hi~self 
supply it) from the 1mpressH~n ~~d manu~actures the appliance 
in accordance with the dentists mstruct10ns; and 

(v) the dentist fits or fixes the appliance in the patient's mouth. 

The two stages at (iv) and (v) break down into components which 
alternate one stage with the other. As we shall see when we come to 
a more detailed description in Chapter 4, evidence was given that the 
recommended procedures were not always adhered to in full. 

The Role of the Mechanic 
3.8 We have seen that the dental mechanic has two recognised 
functions to perform. He fabricates and adjusts dentures and other 
prosthetic appliances at the behest of a dentist (paragraph 3.7). H.e 
also may deal direct with members of the public who bring him therr 
appliances for repair (paragraph 2.8). 

3.9 The Department of Health said that it had no means of estab
lishing the number of mechanics in the country and no other witness 
suggested a figure, but a National Prices Commission consultant has 
estimated the total as in the region of 200. Training as a mechanic is 
primarily on-the-job training as apprentice to an established 
mechanic. In the past the recognised period of apprenticeship was five 
years, but there was a great deal of laxity in the apprenticeship system. 
Mechanics to whom youths were apprenticed were not always suitable 
as masters, and there was no way of ensuring that the apprentice was 
trained to do work of a proper range and standard. Few apprentices 
completed the courses of theoretical training provided by the voca
tional education system. Since the intervention of AnCO several years 
ago, there has been an improvement. The period of apprenticeship 
has been reduced to four years but AnCO now ensures that only 
suitable. m":ste':S are allowed to take on apprentices, and that each 
appre~ttce IS give~ a proper range of experience. Arrangements for 
releasmg. apprentices for theoretical instruction in VEC colleges or 
the I?ubhn or Cork ~en~al Schools are still very incomplete, however, 
and 1t appears ~hat. It will be at le":st some years before the inclusion 
of such mstrucbon m each apprentice's course of training will become 
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routine. Only a small proportion of apprentices have sat for the 
London City and Guilds examinations which could testify to their 
having reached a degree of proficiency in their craft. There is no 
clinical element whatever in the course of training. 

Illegal Practice 
3.10 It was freely admitted, and indeed stated to be common know
ledge, that the law is widely broken by mechanics who, often quite 
openly, provide dentures direct to members of the public without the 
intervention of a dentist. The IADP offered an estimate of 15 mechan
ics throughout the country whq were solely or mainly engaged in 
dealing with the public in this way, but it appears that there is a larger 
number who deal direct with the public from time to time and one 
witness felt that hardly any mechanics would finish their careers 
without having occasionally made a denture for some member of the 
family or a friend. The Dental Board, which is given the power of 
prosecuting offences under the Dentists Act , 1928, in the past initiated 
some 25 prosecutions for this illegal practice, but in 1975 it concluded 
that prosecution was not proving an effective deterrent , largely 
because of the absence of a minimum penalty and the limitation of 
the maximum penalty to £100 (paragraph 2.9), and it decided not to 
take further legal action. Since then the practice has continued openly 
and without legal challenge. A Joint Working Party representative of 
the Department of Health, Health Board officers and the IDA (and 
not including representatives of mechanics) set up to consider the 
state of dental services in general recommended in 1979 that the 
practice should be brought speedily to an end by such legislation as 
might be necessary. 

Standards 
3.11 It was evident that the attitude of the IDA and others to the 
mechanics' claims was coloured by their perception of the respective 
standards of performance of dentists and mechanics. We were 
impressed by the high standards of professional competence achieved 
by present-day dentists. At least since an improvement was made in 
the arrangements in the Dublin Dental School almost 20 years ago, 
graduates of the Dublin and Cork schools (representing over one half 
of the present corps of dentists) have been trained to a high standard. 
For those who graduated earlier when the facilities were not fully 
satisfactory, continuing education facilities are available and we were 
informed that they were widely availed of. (Not every dentist makes 
use of them, however, and the Dental Board would have wished to 
make attendance at continuing education courses compulsory had it 
not felt that this might be unconstitutional .) We were told that , in the 
context of EEC harmonisation, the standard of the Irish profession 
was recognised as up to what was required whereas the standards in 
at least two other countries were not. Statistics were given us showing 
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a quite striking improvement in the dental health of the population 
over the past couple of decades and a fa~o~rable comparis_on with 
neighbouring countries. While some of th1s IS no doubt attnbutable 
to fluoridation and improved public attitudes to dental care and 
hygiene , much of the credit must be given also to improved standards 
of service by the dental profession. 

3.12 Unfortunately, a less favourable picture is presented in the case 
of mechanics. While there are some who are acknowledged to have 
reached a high level of competence in their craft, there are many 
others whose apprenticeship experience was narrow and whose the
oretical training off-the-job was minimal or non-existent. Only a small 
proportion sat for the examinations which could establish their attain
ment of proficiency in their craft. They have no clinical training. 
Despite these shortcomings, the IDA found that there was general 
satisfaction with the quality of routine work done by the better Irish 
laboratories but not with work which is less frequently required. The 
fact that it is believed that a substantial volume of work, especially 
orthodontic work, has to be sent abroad would appear to indicate 
limitations on the part of Irish laboratories as a whole , but both the 
IDA and the laboratory owners suggested that this might be due at 
least in part to factors other than deficiencies in product quality. It is 
not our task to apportion responsibility for the shortcomings of many 
mechanics between the mechanics themselves who may have been 
insufficiently motivated to raise their own standards, their employers 
who may similarly have lacked motivation and who appear to have 
been reluctant to release them for off-the-job instruction, the dentists' 
profession who since the time of the 1928 Act (when a mechanic often 
worked on the premises of and in close contact with a dentist) appear 
to have progressively distanced mechanics from contact with the 
patient, the dental schools who do not appear at least until recent 
years to have done much to fulfil their statutory function of teaching 
and training dental auxiliaries and mechanics and AnCO who have 
not as yet (apparently because of special difficulties) established as 
sound a training system for apprentice dental mechanics as for most 
?ther designat~~ apprentic~s~p trades. It is to be hoped that the 
1IDproved provlSlon for trammg mechani~ in conjunction with the 
VEC system already installed in the Cork Dental School and being 
planned in the Dublin School, together with the full implementation 
~f the_ An~O scheme f?r pro~rly supervised and controlled appren
tice h1p w1lllead to a d1stmct Improvement in the standards of future 
trainees. Meanwhile it must be recognised that the skills of a large 
number of present-day mechanics are either insufficiently high or 
insufficiently broad, or both. 

3.13 One point must be made clear about the status of mechanics. 
Where3:s ?nly a J>C?rson ~ho h_as g~ined _entry to the Dental Register 
by obtammg certam qualifications ts entitled to call himself a dentist 
it eems that anyone. qualified or not , who works on the fabricatio~ 
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of dental prostheses can claim to be regarded as a mechanic. The term 
"mechanic" is used in this Report therefore to mean a person who 
engages in a particular kind of work, without any implication as to the 
degree of qualification he may have for that work except where the 
contrary is indicated. 
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CHAPTER4 

EVIDENCE CONCERNING THE MECHANICS' CLAIMS 

The Three Associations 
4.1 The claims made on behalf of mechanics were presented by 
three associations. These were: 

the Irish Association for Dental Prosthesis (IADP) whose 35 or 
so members engage to varying degrees in supplying de~tur~s 
direct to the public: it claims that there are others engaged m th1s 
practice who would be members were it not for fear of the law 
which makes the practice illegal; 

the Dental Laboratories Association of Ireland Ltd (the Labo
ratories Association) which represents some 32 laboratories, 
mostly one-man, manufacturing prostheses to the order of den
tists; and 

the Irish Dental Repair Services Association Ltd (the Repair 
Association) which includes in its membership some 12 firms 
employing about 20 repair mechanics out of perhaps some 50 
repair firms in the country as a whole. 

There is no hard and fast line between the three divisions of the trade, 
and a person or laboratory specialising in one may more or less 
regularly do work arising in another. Several members of the IADP 
are represented also in one or other of the other two bodies. 

Denturists and Denturism 
4.2 The three associations claimed that the right to do certain 
prosthetic work for the public should be open to their mechanic 
members , but they all agreed that the majority of mechanics were not 
at present competent to undertake these new functions and that a 
further period of training would be necessary to equip them to do so. 
While their ideas on the subject had not crystallised, all three envis
aged that before being admitted to work direct for the public a 
mechanic should be required to have obtained a recognised qualifi
cation at advanced level as a dental technician and in addition should 
have undergone a period of clinical training. Certain other countries, 
where mechanics with such qualifications are recognised as a separate 
class with the right to do work not open to mechanics in general, use 
a variety of terms to designate the special grade, and one of these 
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terms, "denturist" , having been used in this sense during the course 
of the enguiry, we hav~ a~opted it for the purposes of this Report. 
!he practice of a dentunst IS referred to as denturism. It must be kept 
m mmd, ~owever, that these terms have no precise meanings in this 
country, smce the concept of denturism is not recognised in Irish law, 
and we offer no opinion at this stage as to whether, if it were to be 
defined and recognised, any of those who at present illegally supply 
dentures to the public would be likely to qualify as denturists. The 
claims of the associations are made not on behalf of mechanics at 
large but on behalf of denturists, 3 that is, specially qualified mechanics, 
and the distinction must be kept in mind. We use the terms mechanic 
to cover all mechanics, both denturists and others, unless a different 
intention is indicated. 

The Associations' Claims 
4.3 The most far-reaching claim was made by the IADP. In their 
written submission to us they claim that dental mechanics 

"with adequate training, should be entitled to make and fit full 
and partial dentures, take impressions of crown, bridge and inlay 
preparations and fit same; to take impressions and fit orthodontic 
appliances prescribed by qualified persons". 

Their spokesman did not agree that it should be necessary that patients 
should have been clinically examined by a dentist before resorting to 
a denturist provided that he had been trained to recognise the presence 
of (not necessarily to diagnose) disease symptoms, and he considered 
that this training could be given to existing mechanics as part of a 
supplementary training course of say six months. He envisaged that 
full and partial dentures would be provided by the denturist without 
the intervention of a dentist except where the denturist concluded 
that it was desirabie to treat some diseased condition or to reshape 
the teet,h or other living tissues before the dentures were supplied, in 
which event he would refer the patient to a dentist. In the case of 
crown, bridge and inlay work the initial preparation of the mouth 
would be done by the dentist, who would then refer the patient to the 
denturist; the denturist would fabricate and try-in the crown, bridge 
or inlay involving two sittings with the patient, and would then return 
the appliance to the dentist for fixing in the patient's mouth. Remove
able orthodontic appliances would be designed and prescribed by a 
specialist, and the patient referred to the denturist to have impressions 
taken and the appliance fabricated; it would then be fitted by the 
specialist. At no stage in any of the procedures would the denturist 
interfere with teeth, gums or any living tissue. 

'There is however, as will be seen later, a claim that mechanics at present supplying 
dentures to the public sh,:mld "<: admitted as denturists su~j~ct to passing satisfactory 
tests but without necessanly havmg to undertake further trammg, 
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4.4 The claims of the Laboratories Association and the Repair 
Association related only to full and partial dentures, which they felt 
mechanics with suitable training should be permitted to provide to 
the public without the supervision _of a dentist. The Laborator~es 
Association, however, accepted that 1t would be reasonable to reqmre 
that a specially qualified mechanic, or denturist, sh~uld deal wi_th a 
member of the public in this way only where a dentist had certified 
that the patient's mouth was fit to receive the intended appliance or 
where there was evidence that the patient had received attention from 
a dentist within a given period beforehand. The spokesman for the 
Repair Association accepted with some reluctance that a provision of 
this kind might be required but only for a few transitional years. 

4.5 An interesting limitation to their claim made by the Repair 
Association was that a denturist should be allowed to deal direct only 
with a patient over the age of 16 or possibly 18. They gave two reasons 
for this. First, as long as the mouth of a patient is still growing 
additional understanding is needed in designing a denture for it (a 
similar point was made by a representative of the Department), and 
secondly, since young patients could not be said to be equipped to 
choose for themselves between a dentist and denturist the decision 
should be taken for them. No doubt the number of people under 16 
or 18 requiring a denture would be small. 

4.6 Despite the differences described above, the cases made by the 
three associations are in essentials the same. They claim, using the 
terms of the Examiner's reference to us which in turn echoes the 
wording of the Restrictive Practices Act, that the restrictions which 
deny their members the right to work direct to the public are unfair 
and unjust and that they operate against the common good. They 
support this claim by referring in turn to the effects of the restrictions 
on mechanics who would like to be free to equip themselves to work 
direct to the public, the effects on the public who would like to be 
freely able to resort to them and the effect on the public health at 
~~- ' 

4.7 They complained that the legal system left a mechanic in a 
position of complete economic dependence on a few client dentists. 
If these dentists for one reason or another decided to withdraw their 
custom, the mechanic would be debarred by law from seeking to deal 
direct_ with th~ ult~ate user, and_ his right to earn his living by the 
ex~rctse of his skills _would be tm~erilled. The principal witness 
clatmed that he had himself at one time lost much of his livelihood 
when the ':llajo~ty of his dentist customers had simultaneously ceased 
t~ deal ~1th htm, ~pparently because he was also illegally dealing 
direct w_tth the_pubhc. As a re~u~t of his position of dependence, the 
mechamc was m a weak bargammg position vis-a-vis his clients, and 
this was reflected in the disproportionate financial return which it was 
claimed he received compared with the dentist. There was also a real 
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loss of job satisfaction in not having any personal contact whatever 
with customers for whom the mechanic was performing such a partic
ularly personal service. 

4.8 The present legal restriction was also disadvantageous, they 
claimed , to persons wanting to obtain dentures. Mechanics who at 
present dealt direct with the public charged much lower prices, it was 
claimed, than did dentists whose charges had to allow for two sets of 
overheads. One witness suggested that a mechanic's charges tended 
to be from one-half to two-thirds of the charges made by a dentist. 
The associations claimed that a better fit , and in particular a better 
appearance, could be obtained if the person fabricating a denture was 
able to work direct with the person who was to wear it instead of 
having to fashion a denture for a mouth he would never see. There 
would often be a time saving for a customer in cutting out the time 
during which a commission had to pass backward and forward between 
dentist and mechanic. The waiting time for appointments, which with 
some dentists could run up to several weeks, would be reduced if 
some of the load of prosthetic work were taken off dentists' shoulders. 
The associations claimed that the widespread resort throughout the 
country to mechanics illegally supplying dentures was proof that large 
numbers of the public preferred their services to those of dentists for 
one reason or another. 

4. 9 Finally the three associations argued that the public health would 
benefit if denturism were to be legally permissible. If more of the 
work of providing dentures were to be left to denturists, it would to 
that extent free dentists to attend to dental problems which only they 
were competent to deal with, and it was argued that there was a large 
volume of such problems in the country still unattended to. Many 
people whose health, comfort and appearance would be improved by 
dentures put off getting them because, however irrationally, they 
associated a visit to the dentist with suffering pain, but such people 
would have no such fears about going to a denturist, and the denturist 
might in fact be able to persuade them to also visit a dentist if this 
were necessary. If denturists dealt direct with the public, the names 
of those who did better work would become known and more work 
would be attracted to them, whereas at present dentists acted as a 
screen which prevented the public, who did not even know the names 
of the mechanics concerned in their own cases, from being able to 
assess their relative merits. 

Defence of the Existing Statutory Restrictions 
4.10 The existing statutory restrictions on mechanics were, however, 
defended by the Department of Health, the Dental Board and the 
IDA. While the IDA in particular contested many points of detail 
made by the mechanics' associations, essentially the defence of sect
ions 45 and 46 of the 1928 Act rested on the claim that they were 
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necessary in order to protect public health .. It was argued that .oral 
ailments were numerous and could be senous, that only quahfied 
persons were equipped to recognise and deal with them and to 
recognise other diseases , and that in Ireland at present the only 
persons who were qualified were in fact dentists. A number of author
ities eminent in their field gave evidence in support of different aspects 
of this case. 

4.11 The Department of Health made it clear that it was not wedded 
to the proposition that only a fully qualified dentist could ever supply 
prostheses direct to the public. It accepted that in principle any 
qualified person should be free to do so , but as a practical matter it 
saw no prospect that any group of persons other than dentists would 
attain an adequate level of qualification in the foreseeable future. The 
Dental Board adopted a generally similar line, but it laid particular 
stress on the argument that it would be a gross waste of resources to 
direct scarce funds into the training of mechanics to the point where 
they would be competent to act as denturists. It maintained that the 
incidence of loss of teeth had been falling for some time as a result of 
the fluoridation of water supplies, better dental care generally and a 
much greater reluctance on the part of both patients and dentists to 
accept extraction as an alternative to treating endangered teeth. The 
trend was continuing, and it could be confidently expected that by the 
end of the century the demand for dentures would be substantially 
less than at present. The Board argued strongly that it would be 
pointless to create a new grade to deal with a declining demand, and 
that the limited resources available should go instead into the creation 
and training of a new profession of dental hygienist about which it 
had made proposals to the Minister for Health and for which it 
foresaw a very effective role of preventive care at community level. 
The Department agreed that, should additional funds for training in 
dental care become available, the most fruitful use to which they 
could be put would be the training of hygienists. The attitude of both 
Department and Board to the mechanics' proposals could be sum
marised as being that they would be unnecessary- since the services 
the mechanics wished to offer were already available from dentists 
- and expensive- since extensive further training would have to be 
provided- and that therefore they were undesirable, at least at the 
present time. The IDA went further, in that they maintained that the 
danger o.f .allowing anyone but a fully qualified person to undertake 
the provlSlon of prostheses was so great that at no time would it be 
safe . to commit the responsibility to anyone but a fully qualified 
dentist. 

4.12 . ~side from its . main conten!ion that the present statutory 
restnctJons are necessttated by the tmperative of protecting health, 
the ID~ ~halle~ge~ se~eral of the arguments put forward by the 
mechamcs assoctatlons m favour of a change in the law. They denied 
that there was any shortage of dentists nationally, or locally with the 
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exception of limited areas in the West, which would lead to undue 
delays in obtaining a dentist's attention.4 They said that the charges 
~ade by de?!ists were not as greatly in excess of those charged by 
Illegal practitioners as had been suggested, and that if the illegality 
were to be removed it might be expected that, as had happened in 
other countries, the charges of denturists would rise close to those of 
dentists. They said that some 70 per cent of the population received 
dental care either free or heavily subsidised under Department of 
Health or Department of Social Welfare schemes, and that standard 
rates of charge had been negotiated by dentists with the Departments 
which were not far above the rates charged by mechanics to the 
public, despite the superior service the dentists were giving. On the 
question of the cosmetic advantage of a denture's being fashioned by 
a mechanic who would deal face to face with the person who was 
going to wear it, the IDA said any advantage of this kind was 
outweighed by the dentist's detailed knowledge of the structure and 
functions of the different parts of the face. They suggested it was 
unrealistic to speak of training existing mechanics to become dentur
ists since often they were not equal even to existing demands on them 
(as witnessed by the substantial amount of prosthetic work which had 
to be sent abroad for completion) and many did not have the general 
educational qualifications for admission to the third-level type of 
training which in the IDA's view would be required of anyone per
mitted to provide dentures direct to the public. The IDA pointed out 
also that the dentist as a professional man bore a higher degree of 
responsibility to his client than a non-professional would. The big 
majority of dentists carried professional indemnity insurance 
(although the possession of such insurance was not a condition of 
registration) so that in the event of a claim arising out of professional 
negligence the client of a dentist would have a much better chance of 
redress than the client of an uninsured non-professional of perhaps 
limited means could hope for. 

4.13 The mechanics' associations rejected the idea that their pro
posals would involve any danger to patients' health and claimed that 
the experience of illegal practice over the years proved that a highly
trained mechanic could do work for the public without danger to 
health. To examine the conflicting views, it is necessary to look in 
detail at the various procedures involved. We look first at the provision 
of dentures, which all associations claimed should be legally open to 
mechanics with special training, and then in turn at crown, bridge and 
inlay work and at orthodontic work which only the IADP claimed. 
We repeat that in talking about denturists we are talking about a class 
of mechanic not legally recognised in this country, and about a type 
of person which may or may not exist in small numbers here but 
certainly does not exist in large numbers at present. 

O'fhe Department of Health said that there had been long delays in obtaining dental 
care under the social welfare code up to some years ago, but delays had now been 
eliminated apart from short, unavoidable administrative waiting periods. 
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Procedures in the Provision of Dentures 
4.14 A detailed statement of the procedures involved in the provi
sion ·of full and partial dentures was given to us by the IDA, and we 
have foi: convenience broken it down into five stages, as follows: 

(a) initial examination of the patient's mouth; 

(b) preparato~;y re-shaping of the mouth; 

(c) design of the denture; 

(d) fabrication of the denture; and 

(e) fitting the denture in the patient's mouth. 

The procedures do not, of course, fall into water-tight compartme~ts. 
The job of design at (c), for instance, may depend on some re-shapmg 
of the mouth done at stage (b), and again may be modified during the 
course of the fabrication and fitting procedures described as stages 
(d) and (e). This inter-relation of the stages must be borne in mind. 
In the following paragraphs we describe briefly what is involved in 
each stage and summarise the views of witnesses as to how far if at all 
they might be entrusted to denturists. Lest a summary should do less 
than justice to the degree of skill and care required, we give in full in 
Appendix 3 the IDA's description of the procedures involved in a 
case where a complete set of dentures has to be supplied. In stating 
the views of those opposed to the legalisation of denturism, we quote, 
in the case of stages (b), (c) and (e) only the views of the IDA since 
it was they who discussed these stages in detail, but the evidence of 
the Department and the Dental Board was broadly supportive of the 
IDA position. 

Stage (a)- Initial Examination of the Mouth 
4.15 The Department, the IDA and the expert witnesses whom they 
called all attached the greatest importance to the initial examination 
of the patient with the object of determining whether there was any 
diseased condition present, in the mouth itself or elsewhere in the 
body, requiring treatment. Estimates were given that there were from 
50 to 100 diseases of the mouth, and up to 200 systemic diseases whose 
first or clearest manifestation was in the mouth. A number of these 
diseases could be fatal, and the possibility of successful treatment 
could depend on early diagnosis. In a phrase quoted by one of the 
witnesses, "the mouth is the mirror of general health" and it was 
argued that it was important that a patient should be ;xamined by 
someone trained to detect and diagnose even the incipient stages of 
a _disease. 0~1~ the q~a~fied dentist had this training. As a result of 
his lengthy climcal tra1mng he was equipped, not only through exam-

' ining the mouth but by observing the patient's physical condition and 
putting a number of questions on general health as he was trained to 
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do, t~. detect and !n the majority of cases diagnose any abnormal 
condthon reflected m the mouth. (In some cases even the experienced 
general practitioner dentist would be obliged to refer a case for 
diagnosi_s to. a specia~ist.) Den~urists ~ould not hope to achieve equiv
alent sktUs m detectiOn and dtagnosts. It was therefore necessary, it 
was argued, to reserve to dentists the initial examination of the 
patient's mouth. 

4.16 The IADP spokesman did not deny the importance of early 
diagnosis, and agreed that even a trained denturist would often not 
be able to effect a diagnosis. He maintained, however, that it was 
quite unnecessary that a denturist should be able to do so. AU that 
was necessary was that he should be able to recognise that there was 
an abnormal condition present in a particular case, which he would 
then refer to a dentist or medical practitioner for diagnosis and 
treatment. A trainee denturist could be taught to do this in a relatively 
short time (in the course of a six-month supplementary course for 
existing mechanics, the spokesman suggested). 

4.17 The IADP contention was rejected by the IDA, however. They 
maintained that many mouths showed some slight abnormality or 
other, and that it could never be expected that all cases of departure 
from a text-book norm would be referred for further examination. It 
was necessary therefore to be able to distinguish the benign from the 
harmful, what was clinically significant from what was not. What 
might appear to the untrained eye as a harmless lesion or protuberance 
calling for no attention might in fact be the first signs of a serious 
condition which a dentist would have detected and treated or sent for 
treatment. It would be only human, also, if denturists felt a certain 
reluctance in referring their clients to dentists. These witnesses 
pointed to the evidence (paragraph 5.7) that in Denmark the number 
of patients actually referred by denturists to dentists was only a 
fraction, at the highest one-fifth, of the number which might statisti
cally have been expected had all the cases calling for examination 
been referred. They therefore rejected the proposition that patients 
should be allowed to have recourse in the first place to denturists on 
the understanding that those with symptoms which might indicate a 
need for treatment were referred to qualified dentists or doctors. 

4.18 A different solution was proposed by a representative of the 
Laboratories Association to the problem of the initial examination of 
the mouth. He proposed that, as in certain circumstances in Denmark 
(paragraph 5.5), a denturist should be permitted to work for a patient 
only when the patient produced evidence that his mouth had been 
examined by a dentist or doctor within the preceding six months. The 
Repair Association representative also accepted that this would be a 
reasonable requirement in the early eyears after denturism was legal
ised, but felt that after a few years, as denturists became experienced, 
it would cease to be necessary and it would be possible to rely on an 
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obligation on the denturist to refer diseased cases fo~ ~xa~ination and 
treatment as in the IADP proposal. However, ans10g 10 particular 
from the evidence regarding the Danish experience, it was argued by 
those recommending the status quo that the obligation that a denturist 
should insist on evidence of expert examination within the preceding 
six months would be unenforceable in practice and likely to become 
a dead letter. 

Stage (b)- Preparatory Re-shaping of the Mouth 
4.19 Often where partial dentures are to be supplied, and occasion
ally in the case of full dentures, it is desirable (in extreme cases even 
essential) that the teeth or gums should first be re-shaped or "re
contoured" so that a firm and comfortable fit may be obtained. A 
tooth might need to be re-shaped or even extracted to allow a denture 
to be inserted and removed easily, or cut so as to receive a clasp or 
rest steadying a denture, or gum tissue might need to be removed or 
to be built up to provide a suitable denture base. The IDA maintained 
that only a dentist would be competent to intervene in living tissue in 
this way. The three associations accepted this, and agreed that where 
alterations to teeth or other living tissue arose the patient should be 
referred to a dentist for the purpose, but on the understanding that 
when the alterations were complete he would be referred back to the 
same denturist for the supply of the dentures. 

Stage (c) -Design of the Denture 
4.20 The IDA considered the design of a denture to be very impor
tant. Sometimes a dentist will take an impression of the patient's 
mouth and have a cast made by a mechanic merely for the purpose of 
studying it and arriving at the design which would be most suitable. 
A badly designed denture could do damage to remaining natural 
teeth, causing their premature removal later, or to periodontal tissues. 
In extreme cases, the gum ridge could be so impaired by a bad design 
that the wearer became a "denture cripple" unable to wear a denture 
at all. A faulty design could cause abrasions or lesions which could 
give rise to infection of the mouth. A knowledge of the anatomy and 
physiology of the bead was necessary if a denture was to be cosmeti
cally satisfactory. The re-shaping of the mouth described in stage (b), 
which was agreed by all to be the preserve of dentists, was an integral 
part of the process of designing, and the IDA contended that it would 
be impractical and undesirable to divide responsibility for the process 
between two operators. The design should be the responsibility of the 
dentist, who would convey to the mechanic by drawings, angular 
measurements and other indications what he wanted. 

4.21 For the mechanics, it was accepted that there could be a few 
partic~larly difficult cases which a d~nturist would prefer to leave to 
a dent1st, but apart from such rare mstances they considered that a 
de.nt':'rist shoul~ be able to.design a denture satisfactorily. In proof of 
thiS 1t was clawed that 10 the great majority of cases a dentist 
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commission~~ a denture from a mechanic left the designing of it to 
the mechamc m any event. The two representatives of the Labora
tories Association, whose respective laboratories catered between 
them for a large number of dentists, estimated that only about 10 per 
cent of commissions received there carried a full set of instructions. 
~o~etimes no more than the colour of the teeth to be supplied was 
md1cated. One thought that only a handful of dentists' surgeries, 
perhaps 30 or so, were equipped to take a full set of jaw movement 
measurements which could be passed on to the mechanic to set his 
articulator and that the rest had only the comparatively primitive 
hinge articulator which gave only a single measurement. For 
chrome-cobalt partial dentures, for which the dentist is supposed to 
supply a cast of the patient's mouth with the design of the denture 
marked on it, the two witnesses agreed that in perhaps 75 per cent of 
cases not even a cast, but only an impression from which a cast could 
be made, was suppplied. They agreed, however, that it was open to 
a dentist to reject the mechanic's design as unsuitable, and that this 
did occasionally happen. 

Stage (d) -the Fabrication of the Denture, and Stage (e), Its Fitting 
in the Patient's Mouth 
4.22 These are two separate procedures, (d) being done by the 
mechanic and (e) by the dentist, but they alternate in such a way that 
it is necessary to describe them together. We summarise the descrip
tion given by the IDA of the procedure to be followed in the case of 
complete dentures, the procedures in the case of partial dentures 
being broadly comparable. Where a complete denture is (equired, 
and when the earlier stages have been completed, the dentist takes an 
impression of the patient's mouth which he sends to the mechanic. 
The mechanic pours a cast from the impression, fabricates wax rims 
on it in accordance with the dentist's instructions and returns it to the 
dentist. The dentist recalls his patient and uses these rims to establish 
the distance apart of the jaws and their position in relation to one 
another in all three dimensions. Establishing a correct jaw relation is 
claimed by the IDA to require a knowledge of dental anatomy and 
physiology and clinical training in their application to the patient. The 
dentist selects the colour and mould (shape) of the teeth to be 
provided, and returns the work to the mechanic. The mechanic 
attaches the casts to an articulator, adjusts it and sets up the denture 
teeth in wax, all in accordance with the dentist's instructions. He 
returns these trial dentures to the dentist for the "try-in" stage, at 
which the dentist checks them for function, their effect on the patient's 
phonetics and appearance and comfort. The dentist writes instructions 
to the mechanic, which may involve a further "try-in" or may proceed 
straight to "processing". In processing, the mechanic, having made 
such changes as directed, replaces the wax with a permanent plastic 
denture material, cleans and polishes the dentures and returns them 
to the dentist for fitting. The dentist fits the denture in the patient's 
mouth and makes some minor adjustments to achieve comfort. It is 
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usually necessary for the patient to return a few times to the dentist 
for further minor changes to relieve discomfort, but these changes 
can usually be made by the dentist himself and seldom require that 
the denture be returned to the mechanic. 

4.23 There is no controversy about the carrying out of stage (d) by 
mechanics. The IDA claims that stage (e) by contrast calls for a 
degree of theoretical and clinical training no less high than that of a 
dentist. Their comments on the various stages are given in the course 
of their description of the procedure in Appendix 3. It was suggested 
that a knowledge of the physiology of vomiting was necessary to 
anyone doing work inside a patient's mouth. The mechanics' repre
sentatives on the other hand held that dentist-type training was 
unnecessary for this purpose. As one of them put it "the skill and the 
art of denturism is mainly in manual dexterity, not in academic 
ability". They could not accept the reality of the picture to the extent 
that it conveyed that the mechanic's work was done to detailed 
instructions from the dentist having regard to their experience as 
described in paragraph 4.21. They thought it obviously preferable 
that the fabrication and fitting should be done by the one person who 
knew exactly what he was trying to achieve rather than that there 
should be to-ing and fro-ing with the dentist trying to convey his 
wishes clearly to the mechanic and the mechanic trying to interpret 
them correctly. There would be a saving of time also if the work had 
not to be passed from one to the other so often. They believed a 
better cosmetic result could be achieved if the fabricator were able to 
work direct with the person who was to wear the dentures. 

4.24 The attitude of the three mechanics' associations to the actual 
production and supply of complete dentures, that is, the stages fol
lowing on the initial examination of the mouth, might be summarised 
by saying that they agreed that in any case where prior re-shaping of 
the teeth or gums was necessary this work should be done by a dentist 
but that otherwise they considered that a qualified denturist should 
be equally fitted to carry out the procedures involved. It is unnecessary 
to go into the procedures involved in the case of partial dentures 
which differ in some details but are generally similar in type, and 
sufficient to say that the views of the IDA and the associations in 
relation to partial dentures followed the lines of their views on 
complete dentures. 

Procedures in Crown, Bridge and Inlay Work 
4.25 Only the IADP claimed that denturists should be "entitled to 
... take impressions of crown, bridge and inlay preparations and fit 
same". Their representative spelt out in evidence exactly how they 
envisaged the system should operate. He indicated that the dentist, 
and he alone, was competent to undertake the preparatory work on 
the teeth for the crown, bridge or inlay. Once prepared, the patient 
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~ould ~e referred !o. ~he de~turist who would take the necessary 
ImpressiOns, do the n~Itial castmg, recall the patient for a try-in, carry 
out any necessary adJus~ments and then prepare the final glazing in 
the laboratory. The patient would then be recalled for a final fit-in 
and once satisfactory, the patient would go back to his dentist to have 
the wor~ checked and, wh_en satisf~ct?ry, cemented into position by 
the de~tist. The Laboratones AsSOCiation and the Repair Association 
made It clear that they had no claims in relation to crown bridge and 
inlay work. ' 

4.26 Crown, bridge and inlay preparations differ from partial den
tures in two principal respects. First, they always require the shaping 
of a tooth or teeth to receive them and, secondly and more impor
tantly, they are fixed permanently into place by cementing or other
wise joining them to existing teeth or roots. 

4.27 Since by definition the teeth will have been prepared and 
shaped in advance by a dentist, it follows that the initial examination 
of the mouth by a dentist will have already taken place, and the 
objection raised to the intervention of a denturist on the grounds that 
this examination might be omitted does not arise. When it came to 
the actual carrying out of the work, the IDA were if anything even 
firmer in their rejection of the IADP claims. They regarded the 
proposals as going beyond what was claimed let alone conceded in 
any country in the world. The work of shaping the teeth to prepare 
them to receive the prosthesis (work which the IADP itself accepted 
should remain the preserve of the dentist) was so intimately bound up 
with the other procedures involved that they could not reasonably be 
separated. The advantages which the !ADP had claimed would result 
from having design, fabrication and fitting in a single pair of hands in 
the case of dentures told against their proposals in the case of crown, 
bridge and inlay preparations. The IDA regarded the claim as com
pletely unsustainable. 

Procedures in tbe Promion of Ortbodontk Appliances 
4.28 Here again it was only the IADP which made a claim. They 
wanted denturists to be entitled "to take impressions and fit ortho
dontic appliances prescribed by qualified persons". This their repre
sentative saw as primarily arising in relation to the work carried out 
by the Health Authorities. He envisaged that the examination and 
assessment of a patient's requirements would be made by a dentist, 
who would then prepare a prescrip~on of ~hat was required _to be 
done. The denturist would take the lDlpressiOn, make the appliance, 
which would be fitted by the dentist, who would also carry out 
subsequent checks. 

4.29 As in the case of crown, bridge and inlay work, no objection 
could be raised to these proposals on the grounds that the initial 
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examination by a dentist would be omitted since the as_sociation's 
proposal envisages that work would be done by a dent~nst only on 
the prescription of a "qualified person", an o_rth?d?ntlst who h~d 
already examined the patient. The IDA ~~re dismtss~ve of the claim 
that denturists could carry out the addtttonal functions , however, 
They maintained that the work claimed was recognised ~~the preserye 
of the specialist orthodontist; that the general practitioner ~enttst 
himself would ordinarily not be prepared to undertake any of tt; and 
that in all countries the use of fixed orthodontic appliances was taught 
solely at post-graduate level. In the circumstances they saw no merit 
at all in the IADP claims. 

Hygiene 
4.30 One important feature which the IDA stressed as arising on all 
dealings direct with the public was the absolute necessity of hygiene. 
Oral infections could very easily be spread from one patient to another 
unless the strictest hygiene was enforced. The IDA representatives 
agreed that sterilising equipment was not particularly expensive, and 
that its use was easy to learn, but nevertheless they appeared to feel 
that standards of hygiene could be endangered if mechanics were 
allowed to deal direct with the public. Possibly they were thinking of 
a number of laboratories or repair shops to which the public is not at 
present admitted and which would require a lot of expenditure to 
bring them up to the clinical standards of a dentist's surgery, or 
possibly they felt that while hygiene procedures can be quickly taught 
it could take time to inculcate the ingrained habits of the strictest 
cleanliness which the dentist acquires as second nature during the 
years of his training. 

General 
4.31 For their part the mechanics' representatives by way of general 
comment made the point that the very fact that the illegal production 
of dentures by some of their members had been going on, on an 
appreciable scale, for many years was proof that there was a demand 
for this service. No evidence existed to show that damage to the 
puJ;>lic's health h~d resulted from this practice. On the contrary, they 
claimed that thetr me~bers had often provided satisfactory dentures 
for people who had faded to obtain satisfaction from dentists whom 
they ~ad previously attended. It is a fact that the Commission, 
followmg the announcement of the enquiry, received some two dozen 
letters ~om. individu~ls praisil!g the service they had received from 
mechamcs (m some mstances 10 contrast to that received from den
tists) and n?ne compla~ning of_ unfortunate experiences. The signifi
cance of thts must be judged 10 the light of the fact that evidently 
~any at least of the letters resulted from an organised campaign and 
It could be that people who were dissatisfied with dentures obtained 
from a mechanic may have felt that it was out of place to complain to 
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an official enquiry about their dissatisfaction with something which 
they knew to be illegal. Nevertheless, the letters cannot be altogether 
dismissed . 

.J 
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CHAPTERS 

THE POSITION IN OTHER COUNTRIES 

5.1 Before assessing the position put before us in the light of the 
principles of competition policy, it is useful to take_a bri~f loo~ at the 
position in other countries. We were fortunate m bemg gtven an 
account of the operation of a system of denturism in Denmark where 
it has been legal since 1979 by a denturist, Mr Pilh Jansen, who had 
served on the committee which had advised the government on the 
preparation of the relevant legislation and Professor Pindborg, Pro
fessor of Oral Pathology and Oral Medicine at the Royal Dental 
College, Copenhagen, and an expert recognised throughout the world 
in epidemiology. During the course of the enquiry, published inform
ation and copies of the relevant legislation was submitted to us by 
various parties on the legal position in a number of other countries or 
states. In addition, we circulated a questionnaire in respect of certain 
countries through diplomatic channels, through contacts we have with 
competition authorities in other EEC countries, and through the 
Department of Health, Dental Board and IDA. We describe the 
Danish experience in the first part ofthis chapter. In the second part, 
we summarise the statutory position of denturism in the other coun
tries on which we obtained material. 

Denmark 
5.2 Arising from a Court decision in 1843, the making and insertion 
of removeable dentures in Denmark was a practice not controlled 
under any health regulations. Many attempts to regularise the position 
were made since 1843, culminating in the enactment of the Clinical 
Denturists Act, 1979 (No 100). This was passed following a report of 
a Commission which was established in 1974 and which in its report 
in 1976 had recommended the establishment of such a grade. 

5.3 J?t~ Act, in fiv~ parts, deals with authorisation, rights and duties, 
supervtston,_~na_lbes a~d transitional and commencement arrange
m~nts. ~rovtston IS also mcluded for the making of Ministerial Regu
lations m regard to such matters, inter alia as the education and 
training of ~linical den~urists_, and whether so~e tasks should only be 
performed m cooperation With or under the supervision of a dentist. 
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5_.4 ~t can be seen, the!efore, that rather than liberalising an existing 
Situation , the 1979 Act mtroduced regulation into a situation that was 
theretofore free . 

5.5 Under the new legislation, the practice of a clinical denturist 
comprises " the fitting and correction of fuU removeable dentures for 
adults" . Repairs of dentures can also be undertaken. Partial dentures 
may also be provided by clinical denturists, but in such cases, the 
proposed dentures would have had to be approved by a dentist. 
However, if the denture was a replacement for an existing one, it 
would be sufficient if the patient had visited a dentist in the preceding 
six months. Moreover, if any preparatory work either of the teeth or 
gums is required, the clinical denturist must refer the patient to a 
dentist to have this work carried out. 

5.6 Mr Pilh Jansen explained that in practice , when a denturist 
proposes to make a partial denture for a patient whose teeth or gums 
require some clinical work by a dentist, he will usuaUy send the patient 
to the dentist with an indication of what he considers needs to be done 
and the design of partial denture he proposes to supply but if the 
dentist disagrees with his proposal, perhaps pointing out some design 
problems, they will discuss the situation and resolve the difficulties. 
A denturist who had doubts as to whether a patient seeking the 
replacement of a partial denture had been with a dentist within the 
preceding six months can check by telephone with the dentist whether 
it was so. 

5.7 In the course of his evidence, Professor Pindborg produced 
statistical information which seemed to show that the level of referrals 
to dentists from clinical denturists in the period since the passing of 
the 1979 Act was surprisingly low, ranging from only 14 per cent to 19 
per cent of the numbers which might have been expected to be 
referred based on the general prevalence of patients suffering path
ological conditions of the mouth. The implication of this was that 
denturists either did not recognise the diseased conditions or observed 
only very incompletely their statutory obligation to refer for examin
ation all those patients who exhibited symptoms calling for investi
gation by a dentist. 

5.8 Since 1979, to qualify as a clinical denturist in ~enmark , a 
student spends two years a~ a govemm~nt school stu~I;'Jg to be a 
technician (this involves mainly mechanical work). This IS followed 
by two further years at the R~yal Den~al ~ollege school, where 
clinical study is undertaken. Subjects stud1ed mclude anatomy, mor
phology, bite functions, biochemistry, oral histopathology, path?log
ical anatomy, dentology and pharmacology. (In reply to questions, 
however, Mr Pilh Jansen agreed that the degree to wh1ch these 
subjects were studied was not as great as that undertaken by student 
dentists.) Before commencing practice as a clinical denturist , a newly 
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qualified student must spend one year practising under the supervision 
of a dentist or a clinical denturist. 

Other Countries 
5.9 As already mentioned, we obtained some general information 
on the legal position in a number of jurisdictions. This showed that in 
all cases without exception the practice of dentistry in general was 
restricted by law to dentists. In the majority of cases, no exception to 
this rule was made for prosthetics, but in a minority, as an exception 
to the general rule, it was provided that as well as dentists per~ons 
with other qualifications might provide dentures (but not other kmds 
of prostheses) direct to the public. No country permitted the supply 
of dentures by unqualified persons. 

5.10 In the following countries, only qualified dentists are permitted 
to supply dentures direct to the public: 

Belgium 
Germany (Federal Republic) 
Italy 
Japan 
Luxembourg 
Netherlands 
New Zealand 
South Africa 
Sweden 
United Kingdom 

5.11 The law of the following countries or states reserves the practice 
of dentistry in general to dentists, but as an exception to this general 
rule permits persons with specified qualifications less than those of a 
dentist to supply dentures to the public: 

Australia- two states 
Canada- five provinces 
Denmark 
Switzerland- one canton 
USA- four states. 

The non-denturists who are thus permitted to provide dentures are 
referred to by different names in different states but we shall for 
conve!lience .refer to thei_D .all a~ denturists (although the use of the 
term IS ~pectfi~ally prohibited m one Canadian province). Of the 
above th1rteen mstances, the date of legalisation of denturism in one 
case was not ascertained, in three it was from 1957 to 1961 and in the 
remaining nine cases b~tween 1?7~ and 1979. This might suggest that 
the number of countnes penmttmg denturism is likely to increase 
further, but on the other hand there has been determined opposition 
to the spread of denturism elsewhere. In the USA, some 98 bills 
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proposing to legalise it were introduced in 25 state legislatures but 
were successful in only four of the smaller states. 

5.12 The qualifications required of denturists and the conditions 
under which they may practice vary from state to state. Some of the 
more important features may be summarised as follows. In all cases 
a minimum period of practical experience or training (sometimes 
equating to the normal apprenticeship period) is prescribed. In all 
cases it requires to be supplemented with academic training which is 
usually provided on a part-time basis. Two US states permit the 
denturist to supply only full dentures, but in all other cases he is 
permitted to supply both full and partial dentures. In most cases the 
right to carry out repairs is added. In some cases the denturist is 
permitted to operate only under the supervision of a dentist, in others 
he may act only on the prescription of or on referral by a dentist, in 
others again only on production of a certificate that the patient has 
received attention from a dentist within a given time (seven days in 
one case, six months in another) and in some there is no information 
as to whether there is any requirement of this nature. In each of the 
Canadian provinces there is provision for a supervisory body with 
power to make regulations in relation to such matters as educational 
qualifications, the maintenance of a register and discipline. Our 
information does not indicate how far there are similar arrangements 
in other states. 

5.13 One caveat must be added. While we are impressed by the 
information obtained in respect of such a large number of countries, 
we did not obtain detailed information in respect of social conditions 
in the countries concerned, which might explain the reasons for their 
respective regimes, nor were we informed as to the way in which the 
relevant enactments are enforced by the authorities'. The extent to 
which circumstances in these countries are comparable with those in 
Ireland may therefore be limited. 

Proposed EEC Resolution 
5.14 A draft resolution has been tabled in the European Parliament 
by a Belgian member proposing the extension to all EEC coun~ries of 
a system of denturism similar to that in Denmark. The resolution has 
not yet come to be debated. Even if adopted by the Parli~_ent , t~e 
resolution would have no binding force on the EC Comnusston wtth 
which the initiative for any action in the matter would lie. 
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CHAPTER6 

COMMISSION'S CONCLUSIONS AND 
RECOMMENDATIONS 

6.1 Our remit is to consider, pursuant to the Restrictive Pra~tic~s 
Act 1972 whether the restrictions imposed on dental mechamcs m 
relation t~ the supply of prostheses to the public, and given the force 
of law by sections 45 and 46 of the Dentists Act, 1928, are unfair or 
unjust or in any other respect_ operate against the ~mmo~ good. 
These sections reserve to dentists or others statutonly quahfied all 
aspects of the practice of dentistry. The only matter however, that 
falls to be considered within our terms of reference is prosthetics. 

Prostheses other than Dentures Excluded 
6.2 As the reservation of dentistry in general to dentists is to be 
treated as a datum we can quite summarily dispose of the question 
before us as far as certain prostheses are concerned. The IADP, alone 
of the three mechanics' associations, claimed that certain work arising 
in connection with crown, bridge and inlay preparations and ortho
dontic appliances and at present reserved to dentists should be per
mitted to be done by mechanics "with adequate training" (paragraph 
4.3). All other witnesses, including the two other mechanics' associ
ations, accepted that this work was proper to dentists only, and as we 
have seen in Chapter 5 no country permits it to be done by anyone 
but a dentist. Even the IADP's own claim accepts that the procedures 
in each case must be begun and ended by a dentist, with only the 
intermediate stage entrusted to a mechanic. We can find no grounds 
practically or professionally to support the IADP's claim. 

6.3 The balance of this chapter is therefore concerned with the 
remaining kinds of prostheses, namely, full and partial dentures. All 
three asso~iations claimed the right, subject to conditions, to supply 
denture~ Without refere~ce to a dentist. It is possible to have a denture 
fitted_ WI~hou~ approachmg a dentist at all, as is evidenced by illegal 
practice m this country and legalised practices in certain others. The 
question therefore of whether the present restriction should continue 
must be ~x.a~ned on its merits. While we feel it necessary to examine 
the poss~b_tl~ty that dentures might be provided by non-dentists, and 
!he possibility_that a new grade of operative might engage in this work 
m harmony With the ~ental profession, we may say even at this stage 
that we would regard It as most unsound and undesirable that anything 
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resembling a rival prof~ssi~n should come into being. If such a new 
grade ~~re to emerge m time, we would see it as coming under the 
superv1s1on of the Dental Board, on which no doubt it would be 
represented. 

Administrative Discouragement 
6.4 The principal claim of the mechanics is for the legalisation of 
denturism, that is, the practice of denturists (as we defined them in 
paragraph 4.2) supplying dentures direct to the public. Not only are 
there no denturists as such in Ireland at present, but the training 
arrangements which could produce them are not in existence or even 
in contemplation. This claim therefore does not relate to the present 
day or to the near future: it would be at least a number of years before 
denturism as defined could operate even if it were to be legalised. In 
the meantime, what the mechanics want is that those of their number 
who are illegally engaged in the provision of dentures should, subject 
to their passing a test, be legitimised and recognised as providing a 
satisfactory service. Having regard to the dangers to the public which 
could result from the supply of dentures by people who are not fully 
trained for the purpose (we go into this in paragraphs 6.8 et seq.) we 
cannot recommend that any short-cut to recognition should be 
adopted or that this trade be facilitated in any way. If the various 
authorities concerned, such as those responsible for the administration 
of health care, the social welfare code or (to the extent that it is 
applicable) the Voluntary Health Insurance scheme, should take the 
view that work done by mechanics is not of a standard suitable for 
recognition under their respective schemes (a view with which the 
Commission would fully agree) it is not possible to question their right 
to withhold that recognition. Given that the public health and social 
welfare schemes are estimated to apply for dental care purposes to 
some 70 per cent of the population, non-recognition by them must act 
to narrow the market open to mechanics and must greatly reduce the 
volume of trade which they can carry on with the public. 

Statutory Prohibition 
6.5 But while we do not question the right of the responsible 
authorities to discourage the trade in this way, our concern is not with 
administrative discouragement but with legal proscription. The denial 
to mechanics of the right to provide dentures to the public is by its 
nature a restrictive practice, and. is object~on~ble. unless it can be 
shown that it offers advantages which outweigh 1ts d1sadvantages. An 
even greater preponderance of a~vantage ~v~r disadvantage must be 
demonstrable to justify the pract1ce when tt 1s enf?rced by law _than 
when it is pursued merely ~s a matter of commercial or pro~ess10nal 
policy. It is evident that if there were a free market qutte large 
numbers of people would choo~ for one reason o~ another. t? obta~ 
their dentures from a mechamc, and the law whtch prohibitS therr 
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doing so represents an incursion of State power. into th~ ~eld of 
private choice. The proponents of the law defend I! by clamung t~at 
it is necessary to protect the oral healt~ of the pub_lic; the mecha!11~s 
do not accept this. To assess the weight of their arguments It IS 
necessary to look at the dangers which it was stated would r~sul_t ~f the 
protection of the present law were to be removed and the mdlVldual 
were to be left free to act at his own discretion. 

Prohibition of Misrepresentation 
6.6 We preface our examination with the thought that the dangers 
of leaving the average person free to act at his discretion are probably 
much less now than they were in 1928. The public today are in general 
much more sophisticated and better educated than 50-odd years ago. 
The average person, if protected against misrepresentation, is unlikely 
to be misled into thinking that a non-dentist practitioner has skills or 
qualifications comparable to those of a dentist . Although there are 
general provisions against misrepresentation and false or misleading 
holding out in the Consumer Information Act, 1978 which we assume 
apply to dentistry as to other commercial and professional activities , 
we recommend that the specific provision in section 45 of the Dentists 
Act , 1928 which forbids a non-dentist "to represent or hold himself 
out whether directly or by implication as practising . . . dentistry" 
should be continued. 

6.7 It may in fact become necessary to refine the prohibition. For 
instance, we use the term "denturist" in this Report with a certain 
connotation because that was the term used by witnesses , but if 
denturism were to be legalised it might be thought necessary to 
prohibit the use of the title "denturist" (as has been done in one 
Canadian province) because of the danger of confusion with the word 
"den~i~t: ' . It is ~ot our affai_r, however, to suggest what form the 
prohibitiOn of misrepresentation should take, and we assume in what 
follows that there will continue to be such prohibition and that it will 
be effective. 

Dangers to Health 
6.8 The first thing to bea~ in mind about the dangers to health which 
could be . posed ~y al!o~g people other than dentists to supply 
dentures IS that,_ If an mdlVldual should choose to acquire a denture 
from a non-~ent_tst, !he only one ~h?s~ heal~h or oral well-being may 
~ put at nsk IS himself .. The mdlVldual IS being protected from 
himself, therefore. According to the evidence summarised in Chapter 
4, the dangers from which the law seeks to protect him may be 
grouped under three headings: 

(i) d~gers ~rising from the omission of the preliminary examin
ation which a dentist would give; 
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(ii) dangers arising from inexpert work in the production of 
dentures; and 

(iii) dangers of infection through faulty hygiene. 

We consider first a situation in which any mechanic is free to supply 
dentures regardless of his qualifications or lack of them. 

6.9 (i) The Preliminary.Examination (paragraphs 4.15 to 4.18). As 
we h~ve ~een, very great Importance was attached to the preliminary 
exammahon of the mouth by a dentist since it can often lead to the 
early diagnosis of oral or systemic diseases and thus increase the 
possibility of successful treatment. We accept the evidence given as 
to the value of this preliminary examination, and the evidence that a 
mechanic could not give a comparable examination and that little 
reliance could be placed on an obligation to refer for expert examin
ation all cases exhibiting suspicious symptoms. Clearly the argument 
relates only to a patient who is seeking prosthetic care but not any 
other form of dental treatment which would bring him to a dentist in 
any event. The evidence stressed the value to such a person of having 
a thorough examination by a dentist, but it did not suggest that he 
was more likely to be in need of one than the average person, and to 
a person seeking a denture the danger of not having an examination 
by a dentist is no more than the danger of not having one is to the 
average person. Not only in oral care generally but in the wider area 
of medical care at large there is no obligation on the individual to 
present himself for examination. 

(ii) The Quality of Dentures (paragraphs 4.19 to 4.24). It was also 
argued that dentures supplied by a mechanic would be liable to 
damage the wearer's oral health or well being. IDA witnesses main
tained that inexpertly designed or fitted dentures could lead to the 
loss of remaining natural teeth, and to temporary or even permanent 
damage to gums which in extreme cases could make it impossible for 
the patient to continue to use a prosthesis at all. Ill-fitting dentures 
could cause continual discomfort, impairment of function with pos
sibly some ill effects on general health, and disimprovement in the 
wearer's appearance. By causing lesions or abrasions they could give 
admittance to diseases of the mouth. Some references were made to 
the possibility that badly-fitting prostheses could at least hasten, if not 
cause, the onset of cancer of the mouth, but it was agreed that such 
cases occurred at most rarely and that there was no experiential 
evidence to link them with work done by non-dentists. It was also 
agreed that prosthetic materials were chemically inert, and the. pos
sible use of unsuitable substances was not regarded as presentmg a 
danger. 

(iii) Hygiene (paragraph 4.30). The dentists' representatives 
stressed the danger that oral infections cou~d be spread fi:o":I one 
patient to another unless the person who earned out work Within the 
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oral cavity observed strict hygiene procedures, but again they did not 
establish how far mechanics generally would be liable to fall below 
the levels observed by dentists. Since mechanics may or may not have 
a thorough training and may or may not have the necessary basic 
facilities, it would not be possible to expect any particular level of 
practice, and standards would vary from one to another. 

Denturism 
6.10 The preceding discussion has dealt with the dangers that might 
arise from permitting mechanics in general to supply dentures to the 
public. What difference it would make if permission were extended 
only to denturists is a matter which need not be considered except in 
relation to the second alternative set out in paragraphs 6.16 to 6.21 
and is there discussed. 

Conclusions and Recommendations 
6.11 Of the three reasons given for insisting that dentures should be 
provided only by a dentist, the Commission rejects the first, the 
supposed need to have an examination by a dentist,-since as pointed 
out in paragraph 6.9 an examination is no more necessary for persons 
seeking dentures than for the population at large. It is necessary for 
us therefore to weigh up the question whether the dangers which 
might result from the faulty quality of dentures or from carelessness 
in hygiene procedures are sufficient to justify the prohibition. Two 
alternative views of this question were considered at length. 

First Alternative 
6.12 In one point of view, the ailments which might arise from faulty 
dentures or careless hygiene (with the exception of extremely rare 
and perhaps even doubtful possibilities) are usually of a minor nature 
affecting comfort and appearance, occasionally of a more serious kind 
giving rise to infection and hardly ever of such a grave nature as to 
represent a threat to life. Moreover, with the exception of the pre
mature loss of teeth, these ailments are in most cases remediable. 
Even if it were to be established that these ill effects would be liable 
to result from the provision of dentures by non-dentists, they are not 
sufficiently serious in themselves to justify treating the practice as an 
act of wrong-doing for which a penalty should be exacted. (The fact 
that penalties imposed in the case of past convictions were low seems 
to suggest that the offence was not regarded as serious.) Given the 
ban on misrepresentation whose continuance has already been rec
ommended (paragraph 6.6) and having regard to the level of education 
and sophistication of the public in general, there is no longer a need 
to protect the public by penal legislation from dangers of this sort. It 
was suggested that the average person needed the protection of the 
law because he could not know the precise nature or magnitude of the 
risks he runs in going to a non-qualified person, but ignorance of the 
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risks. c~nnot be. more serious ~han the risks themselves, or justify a 
restnct1ve practice where the nsks themselves do not justify it. 

6.13 According to this view, the individual should be left free to 
mak~ .his own choice of the person to whom he would go for the 
provision o~ dentures, not because he is the best judge of his own 
mterests - m fact , the Commission consider it would be most unwise 
of anyone to get an unqualified person (who in all likelihood would 
be a mechanic) to supply him with dentures- but because the reasons 
for denying him his right of choice are not adequate. There are of 
course so~e limited .cat~gories of people who ~e not in a position to 
make thelf own chmce m the matter, such as mmates in some insti
tutions and dependent relatives who do not come within the state 
social welfare and health schemes, but with one exception they are 
small in numbers. The exception is children who would seldom be 
able to make their own choice and who are particularly at risk since 
inexpert treatment we were told can cause greater damage to a 
growing mouth than to a mature one. It may be noted that one of the 
mechanics' associations, the Repair Association, proposed the exclu
sion of children's dentures from their scheme of denturism for similar 
reasons. No doubt the number of children requiring dentures will 
always be small. 

6.14 This view leads to the conclusion that prohibiting the supply of 
dentures by non-dentists is a restrictive practice not justified by any 
advantages it may offer and particularly that (in the terms of (a) and 
(g) of the Third Schedule to the Restrictive Practices Act, 1972 which 
lists things which are to be regarded as unfair practices) it unreason
ably limits free and fair competition and unjustly restricts the freedom 
of choice of mechanics as to what services they will provide. This 
conclusion leads to the recommendation that section 455 of the Den
tists Act, 1928 be amended so as to provide that the general prohibition 
on the carrying on of dentistry by a non~dentist does not apply to the 
provision of dentures to a person of eighteen years of age or over 
provided it does not involve work being done on living tissue. It is 
true that this would represent a degree of l~beralisation w~ich does 
not seem to exist in any other country, but clfcumstances d1ffer from 
one country to another and the recolll:men~ation is based on the .be~ef 
that for the reasons stated earlier lnsh Circumstances do not JUStify 
making the supply of dentures by non-dentists an offence punishable 
bylaw. 

6.15 It must be emphasised that this first poin~ of view accepts as 
being entirely correct the statement that the vanous aspects of den
tistry, including prosthetics, must be . conducte~ u~der a common 
professional and administrative authonty. The v1ew JS dependent on 
the belief that the supply of dentures to the public by unqualified 

. 'The validity of this section in principle has not been examined by us by reason of the 
hmits which our terms of reference 1mpose. 
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persons must be vigorously discouraged. In this regard the vari~us 
health and social welfare authorities and the VHI Board should gtve 
the practice no support whateve~. Neverthele~s, for the reasons stated, 
it is not necessary, in this vtew, to contmue the present penal 
legislation. 

Second Alternative 
6.16 The alternative view considered by the Commission was that it 
was legitimate for section 45 to make it an offence for unqualified 
persons to provide dentures if th~ authorities considered that ~he 
practice was dange_rous and that thts ~as the_b~st 'Yay of preve~t!ng 
it but that the sect10n was unnecessanly restncttve m not recogmsmg 
the possibility that persons other than dentists could become qualified. 

6.17 According to this view, the generality of ailments which might 
result from inexpert care are fairly described in paragraph 6.12 as 
being of no more than moderate seriousness and at the same time 
remediable, although perhaps not enough weight is given to the 
possibility of occasional more serious consequences. But, even if these 
occasional cases are omitted from the reckoning, the damage which 
could be caused by faulty dentures seems quite sufficient, when 
compared with some other laws which operate by creating an offence 
punishable by penalty, to justify the health authorities in using the 
same sanction to discourage what they clearly regard as a dangerous 
practice. That they are not unreasonable in looking on the provision 
of dentures by unqualified persons as a dangerous practice to be 
prohibited is borne out by the fact that all other countries as far as is 
known to us take a similar line and prohibit it by law also. 

6.18 According to the alternative view, where Irish law goes too far 
is in equating qualification for the provision of dentures with the status 
of dentist. A little more than twenty years ago this seems to have been 
the position in most countries, presumably because there had not 
developed at the time an intermediate grade between the highly 
qualified dentist and the often poorly qualified mechanic. As we have 
seen in Chapter 5, there has been a gradual spread since then in the 
recognition of denturism as a distinct discipline calling for qualifica
tions less dem_andi!lg _than those of a dentist. The Department of 
Health accept m pnnctple, though not seeing it as either a likely or a 
p~icularly_ desirable developme_nt, that there could be a grade of 
htghly quahfied personnel authonsed to provide dentures - in other 
words denturists. Denturists could in theory qualify in any of several 
differe~t ways (for exam~le, t~eir training might largely overlap that 
of dentts~s), but we have tdenttfied de~turists for the purposes of this 
Report (m paragraph 4.2) as mechamcs who have obtained a recog
nised technical qualification at advanced level and who have under
g~ne a period of clini~al trainin~, since our enquiry is concerned only 
wt~ types of dentunsm to wbtch mechanics qua mechanics could 
asptre. 
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6.19 The supp?sed need for a preliminary examination having 
alre~dy been reJected as a reason for reserving prosthetic work to 
quahfied persons, any case for denying denturists the right to provide 
dentures needs to be supported by showing that dangers to the patient 
~uld arise from the quality of denture they would supply or from 
failure to observe proper standards of hygiene. As regards the quality 
?f. the wor~ done, a ~areful analysis of the evidence given as to what 
IS mvolved m the vanous stages fails to convince that a dentist's work 
would in general be significantly superior to a denturists's. One 
exception to this must be made; it is probable that in the big majority 
of cases where preparatory re-shaping of the mouth would be desir
able , a denturist would not refer the patient to a dentist for the 
purpose and the denture would be less well-fitting, and possibly 
placing more strain on existing teeth, than it might otherwise be. On 
the other hand, a better fit might often be obtainable where the 
denturist had direct contact with the patient; for example, he could 
judge just how far allowance had to be made for loosely-seated teeth, 
something which a cast and a set of written instructions could not 
convey. In short, it is to be expected that denturists' work would on 
the whole be little if at all inferior to that of dentists, and this, if not 
positively borne out, is at least not contradicted by the experience of 
illegal practice. Taking the unlikelihood that injury would be caused 
to the patient in conjunction with its comparatively minor nature and 
probable remediability if it should occur (paragraph 6.12), the dangers 
arising from faulty work by denturists should not be appreciable. As 
to dangers arising from insufficient attention to hygiene, recom
mended procedures are simple and sterilising equipment inexpensive, 
and no doubt hygiene discipline would be inculcated during the period 
of clinical training. All in all, the conclusion is that a denturist of the 
kind envisaged in this Report, even if he could be considered to be 
less .qualified than a dentis\- to provide dentures, should not be 
considered to be unqualified to the extent that the law should prohibit 
his doing so. -

6.20 This second alternative view leads then to the conclusion that 
section 45 should reserve the provision of dentures to qualified per
sons, not as at present solely to dentists; that dentists ~h?~ld be 
automatically included as qualified pe~ons and the possibil~ty left 
open of the future recognition of dentunsts, whether_ of the kind we 
have been considering or of another acceptable kind should !he 
occasion for recognition arise. ~e consequent recommendation 
would be that section 45 of the Dentists Act, 1928 should be amended 
so as to provide that the general prohibition on th~ ~ing on of 
dentistry by a non-dentist shoul~ not apply to the provLsion of den~res 
by a denturist to a person of eighteen.yeru:s of age or ove~ proVIde_d 
it does not involve work done on livmg tissue, a dentunst for thiS 
purpose being the holder of qualifications reco~nised ~y regul~ti?ns 
which the Minister for Health may make from time to tlme. Th1s IS a 
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flexible formula allowing for gradual evolution, and would accom
modate the difficulty that neither the planning of a course of training 
nor ministerial recognition could advance very far independently of 
each other. It also leaves open the possibility of a separate form of 
qualification being designated for existing, illegal, practitioners if this 
should be thought to be desirable, but an adequate qualification 
should be insisted on in all cases. 

6.21 It is necessary to make clear at once that this recommendation 
proceeding from the second view is indeed no more than a recom
mendation that the practice of denturism should not be prohibited by 
law. It is emphatically not a recommendation that steps should be 
taken to create a grade of denturists. The Department and the Dental 
Board in particular were most insistent that scarce resources of money, 
manpower and facilities should not be diverted from more worthwhile 
tasks in order to train mechanics to the stage where they could be 
regarded as denturists. They produced expert opinions (which were 
not however accepted by the mechanics' representatives) that with 
improving dental health the demand for dentures should have fallen 
off sharply by the end of the century, and argued that it would be a 
misuse of resources to expend them on training additional people to 
meet a declining demand. They maintained that prevention rather 
than cure held out the best hope of an improvement in oral health 
and that any resources that became available for training new cate
gories of operative would be far better devoted to the training of 
dental hygienists (whose introduction incidentally would seemingly 
require a change in section 45 of the 1928 Act) than denturists who 
could not be regarded as serving a useful purpose. It is of course 
entirely a matter for the health authorities to determine their own 
priorities and there are no grounds for questioning their intention to 
devote their resources to training hygienists rather than denturists, 
but there is no logic in prohibiting denturism by law merely because 
they do not themselves intend to facilitate it. Having regard to the 
improvements foreseen in the training of mechanics (paragraph 3.9) 
and the claim that a number of mechanics would be prepared to 
arrange further training at their own expense, there is a possibility 
- and it is unnecessary to go further - that some would attain 
denturist standards even if the health authorities make no specific 
provision for the purpose. Such a development may be improbable 
but the law has no business preventing it. 

Recommendation 
6.22 Having considered these two alternative views, the majority of 
the Commission favour the first alternative and accordingly recom
mend that section 45 of the Dentists Act, 1928 be amended as 
proposed in paragraph 6.14. The recommendation is made on the 
understanding that the health and social welfare authorities and the 
VHI Board should give no support whatever to the provision of 
dentures by unqualified persons. 
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Section46 
6.23 The discussion so far has dealt almost entirely with section 45 
of the Dentists Act, 1928, which is at the root of the problem referred 
to us . The reference covered also the restrictions created by section 
46, which prohibits the carrying on of the practice of dentistry by a 
corporate body with stated exceptions. 

6.24 This section need cause no difficulty. It is not restrictive in the 
sense of section 45, since it does not prevent any individuals from 
engaging in dentistry or dental prosthetics, but merely regulates the 
manner in which they should do so. A number of other professions 
have a corresponding requirement, which is regarded as desirable in 
clearly attaching professional responsibility to a particular individual 
rather than having it obscured in the ramifications of some corporate 
entity. The Laboratories Association, who represent the only corpo
rate bodies (other than excepted ones) active in the area of dental 
prosthesis saw no problems in this provision, and said that if their 
members were authorised under section 45 to do prosthetic work they 
would constitute themselves as partnerships to comply with section 
46. We do not recommend any change in section 46 of the Act. 

Resale Price Maintenance 
6.25 We are specifically required by section 7(b) of the Rest~ct~ve 
Practices Act, 1972 to say whether we encountered any restncttve 
practices involving resale price maintenance. We came across no 
instance of this practice. 

(Sgd) 
NIAL MacLIAM, (Chairman). 

PATRICKM. LYONS, (Member). 

CHARLES McCARTHY, (Member). 

Restrictive Practices Commission, 
50 Upper Mount Street, 
Dublin2. 

1 October, 1982. 
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APPENDIXl 

Submissions were received from the following: 

(a) Government Bodies, Organisations and Associations 
Association for Dental Prosthesis (UK) 
Dental Board · 
Department of Health 
Dublin Dental Hospital- Student Body 
Dental Laboratories Association of Ireland Ltd. 
International Federation for Dental Prosthesis (IFDP) 
Irish Association for Dental Prosthesis (IADP) 
Irish Dental Association (IDA) 
Irish Dental Repair Services Association Ltd 
Orthodontic Section, Irish Dental Association 
School of Dental Science, Trinity College, Dublin 

(b) Individuals 
Professor B E Barrett 
DrWPBourke 
DrCBrogan 
MrMBums 
Dr ZCashell 
Dr MP Caulfield 
MsKConlon 
MrsMConlon 
Dr P J Creaven 
MrPCreaven 
MrsCDargan 
MrPElmore 
Mr K A Fitzpatrick 
DrDMFoy 
B Ui Fhuarisce 
Professor J Heywood 
MrTHorkan 
MrsNKeane 
MrE Kelly 
MrAKidd 
Professor W A Lawson 
MrsFLee 
Mr S 6 Liosain 
Mr D J McCarthy 
KMcGwane 
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DrJMMcHugh 
MrCMMadsen 
Mrs M Markhams 
Mr JNorton 
Mr R O'Connell 
Mr J F O'Connor 
EVRea 
Mr J Regan 
MsMRooney 
MsMSheehy 
Mr L Spainneach 
DrDGWeir 
Anonymous (M A J). 
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APPENDIX2 

A LIST OF WITNESSES 

An CO 
MrGRyan 

City and Guilds of London Institute 
MrGWhite 

Dental Board 
Professor L Buckley 
MrTFarren 
Mr D McAuliffe 

Dental Laboratories Association of Ireland Ltd 
MrDMadsen 
Mr C Plunkett 

Department of Health 
Dr J Clarkson 
MrGDevey 
Dr M O'Mullane 

Irish Association for Dental Prosthesis (IADP) 
MrFHoward 
MrPWatters 

Irish Dental Association (lAD) 
Professor R B Dockrell 
Dr B Harrington 
Dr L McDevitt 
Dr C A O'Sullivan 

Irish Dental Repair Services Association 
MrPBoylan 

Individuals 
Mr K Fitzpatrick 
Mr Bent Pilh Jansen (Denmark) 
Professor W A Lawson 
Dr F Nally (London) 
Professor J Pindborg (Denmark) 

54 



B APPEARANCES 

Irish Dental Association Mr D St A Atkins 
Professor N Butler 

Department of Health Mr G Devey 
Dr J Clarkson 
Dr M 0 Mullane 

The Dental Board Mr D Mitchell 
instructed by Mr D McAuliffe, Solicitor 

Irish Association for Dental 
Prosthesis Mr B Fahy S C 

instructed by Mr P Watters, Solicitor 

C PLACES VISITED BY THE COMMISSION MEMBERS 

(i) Dublin Dental Hospital 

(ii) Dental Surgeries 
Dr CA O'Sullivan 
DrPLHeslin 
Dr N Cosgrave 
DrJWTGough 

Group Practice 

(iii) Dental Laboratories 
Simon Laboratories Ltd (Prop: Mr C Plunkett) 

(iv) Dental Repair Premises 
Rathfarnham Dental Repairs (Prop: Mr L O'Meara) 
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APPENDIX3 

Extract from Irish Dental Association Submission 

ROLE OF DENTIST AND MECHANIC IN THE DELIVERY 
OF DENTAL SERVICES 

Introduction 
1. Fundamental to a proper understanding of the qualifications, 
training and experience needed in the delivery of dental services and 
the design and fabrication of artificial teeth to replace damaged or 
missing teeth is the knowledge of the different roles the dentist and 
mechanic must play, in the delivery of these services under consid
eration by the Commission. 

The Responsibilities of the Dentist 
2. The dentist is firstly responsible for the overall dental and asso
ciated general health of his patient. 

3. The dentist is also ultimately responsible for treatment he may 
prescribe and for the function and effect of the appliances provided. 

The General Method of Operation in Arriving at the Diagnosis and 
Treatment Plan · 
4. Before any dentist is in a position to prescribe suitable treatment 
for any patient the dentist must firstly examine the patient to 
determine: 

(a) The medical status ofthe patient. 

(b) The dental attitudes and dental status of the patient. 

(c) The expectations and desires of the patient. 

(a) The Medical Status of the Patient 
5. At the initial visit of any patient seeking dental treatment the 
dentist must first take a meaningful medical history of the patient. 
This medical history is usually achieved by the patient either filling 
out a standard health questionnaire and then being closely questioned 
by the dentist on the answers provided, or answering specific questions 
directly. Depending on the answers given and on the observations of 
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the dentist further investigations may be instigated, or medical status 
may be accepted. 

(b) The Dental Attitudes and the Dental Status of the Patients 
6. This involves three parts: 

(i) Eliciting the patient's complaint. 

(ii) Extra-oral (outside the mouth, neck and head) examination. 

(iii) Intra-oral (inside of mouth and start of throat) examination. 

(i) Patient's Complaint 
Elici~ing the p~ti~nt's reasons for attending the surgery is very impor
~ant m deter:rmrung t~e overall treatment plan, as it gives an insight 
mto the patient's attttude to dental treatment, as we11 as his initial 
complaint. Experience, backed up with training, can often assist in 
bringing into the open a deeper and more significant reason for 
seeking professional advice than is apparent from first appearance. 
Unless these deeper and more fundamental reasons for attendance 
are dealt with it could be that the treatment plan presented will not 
satisfy the patient. 

(ii) Extra-oral Examination 
This involves the dentist looking for any external signs which might 
signify some underlying medical or dental problem. 

In conjunction with his evaluation of the intra-oral and extra-oral 
tissues, and in order to determine if relevant systemic factors exist, 
the dentist must consider the following: Does this patient suffer from 
nutritional deficiency? Does he have a systemic disease? 

Both of these factors can cause subtle changes in the tissues that only 
a dentist or physician is trained to recognise. 

If the above factors exist, the first priority may be to refer the patient 
for corrective treatment rather than prescribe treatment to fit unheal
thy tissues. The need for dental treatment may be secondary to the 
existing medical problem. 

The examination includes observing the posture of the head and neck, 
the texture of the skin, whether the face is symmetrical or not, and 
the presence or absence of enlarged salivary or lymph glands. Note is 
also taken of the fullness of the lips, both at rest and in movement, 
the position on anterior teeth and the smile line of the lips in relation 
to the teeth. 

The movement and relations of the lower jaw to the upper jaw in the 
dimensions are noted. Any roughness of movement or presence of 
pain in either the muscles or the joint during movement are noted. 
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(iii) Intra-oral Examination . . . 
Intra-oral examination involves the exammat10n of all the hard tissues 
(bone and teeth) and soft tissues (gums, cheek, etc) of the mouth . 

The associated soft tissues of the mouth and jaws are examined first. 
In this respect the lips , cheeks, hard and soft palate , tongue and floor 
of the mouth are examined for form, texture , colour, and state of 
health. These vital (i.e. living) tissues can, and often do , show signs 
of underlying more significant medical and/or dental conditions. 

The final part of the intra-oral examination is then commenced. This 
is divided into two separate parts: 

Firstly, an examination of the mouth, noting the absence or presence 
of teeth and of new or recurrent decay, as well as the status of any 
existing restoration present. 

Secondly, the presence or absence of disease in the supporting struc
tures , mainly the gum and jaw bone, is noted. This would include 
whether the disease is still active or is in a remission stage. 

It is often very difficult to determine the exact disease status without 
performing some special tests, such as X-Rays, tooth mobility and 
vitality tests. 

Sometimes as an adjunct to the above and prior to the formulation of 
a treatment plan, study models (exact models of the mouth) are 
necessary. This would necessitate the dentist taking impressions of 
the teeth and supporting structures and sending these impressions to 
the mechanic. 

(c) The Expectations and Desires of the Patient 
7. From the above information the dentist would then be in a 
position to discuss with the patient the options, if any, which the 
patient migh! have in relation to treatment. In following this proce
dure, the pattent has then become an "informed patient" . 

The _res~ltant inf?rmed patient is then in a position to join with the 
dentist m selectmg the treatment most suitable for him as an 
individual. 

Mechanic 
8. The m_echanic t~en casts these impressions in dental stone (plas
ter) matenal and tnms the models which are then returned to the 
dentist. ' 

Dentist 
9. The dentist must th~n assess all the information so far gathered, 
that may affect the techmques employed to effect treatment , including 
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both physical J?roblems in the patient's mouth and an evaluation of 
the. psychological problems that treatment might present to the 
patient. 

He must assess all these factors as they may affect the potential success 
of the treatment. 

The dentist should now, with the accumulation of all the above 
i-':lformatio~, be i~ a position to formulate a treatment plan or plans 
(If such options exist) and present them to the patient. 

Types of Treatment 
10. Patients presenting for treatment may be divided into four 
distinct groups: 

(a) Those without any teeth at all. 

(b) Those who have some of their teeth. 

(c) Those who have all (or nearly all) of their teeth. 

(d) Those who have problems with growth and/or development 
of the teeth or jaws (these require orthodontic treatment). 

(a) Those Without Any Teeth At All 
Such patients require new full (i.e. complete) dentures and are now 
thankfully, a diminishing section of the community, owing to better 
oral hygiene, fluoridation and a greater emphasis on preventive 
treatment. 

DENTIST 
However, the average age of such patients is increasing which brings 
special problems which are associated with the ageing process and 
which require a special understanding. 

Successful restoration of the masticatory system with complete den
tures necessitates a full examination because complete dentures con
stantly interact with all the structures of the living tissues of the 
mouth. Each denture must function biologically in harmony with the 
denture in the opposing jaw. It must be fabricated and fitted to replace 
the lost natural tissues. 

Special attention must be paid to the: 

(i) Type of ridge (the gum on which the .d~nture r~sts): 
-narrow or broad, optimal or mmimal height, sharp or 

rounded. 

(ii) Tissues covering the ridge: 
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-thin or thick, soft or dense, flabby tissue that might neces
sitate surgery. 

(iii) Muscle attachments: . . . 
-are they high on the ndge? Will they displace the denture? 

(iv) Saliva: . . . . 
-is it abundant and viscous thus mterfenng With retentiOn? 

Is it moderate and watery contributing to a good seal , or is 
it sparse and dry, therefore encouraging irritation? 

(v) Bony protuberances on the denture bearing area: 
-are they present? Can relief areas in the impression tech

niques minimise discomfort on these areas, or does good 
judgment dictate prior surgery of these areas? 

(vi) Tongue position: 
-where is it in relation to the lower jaw and denture? The 

dentist must evaluate whether the tongue position is favour
able or unfavourable to the final prognosis. 

(vii) Tongue habits: 
--does the patient swallow in such a way as to unseat the 

lower denture? The dentist should be able to prepare the 
patient for problems of this nature , by showing the patient 
how to correct this habit or preparing him to accept the 
resultant limitations. 

The dentist must make an evaluation of the psychological factors 
which may affect the successful wearing of dentures. In this context, 
he must evaluate the patient's attitude to dentures and the potential 
level of his adaptability and adeptness in learning to use dentures. 
Having decided to commence with treatment the dentist takes impres
sions (i.e. imprints) of the patient's mouth. When the dentist deems 
these to be satisfactory, they are passed to the mechanic. 

MECHANIC 

The mechanic pours stone casts (i.e. models) from these master 
impressions as directed and following instructions, fabricates wax rims 
on the models which he returns to the dentist. 

DENTIST 

The dentist uses these wax rims to establish the distance apart of the 
jaws and their position in relation to one another in all three dimen
sions. This record is then transferred to the models. The dentist may 
e~tablish the corr~ct support for the lips by shaping the upper wax 
nm. The centre hne of the face is marked on the rims which will 
correspond to the centre of the upper and lower front teeth on the 
fini hed denture . 

60 



In ord~r to function properly , ~he lower jaw must be positioned the 
~ame distance from the upper Jaw, with the denture in place, as the 
Jaws were when the natural teeth were present. This distance must be 
accurately determined. We know from scientific evidence that if the 
dentures separate the jaws too much the remaining bony ridge will 
shrink rapidly , causing the jaws to get smaller and smaller and to 
settle closer and closer together (overclosure) . This can be disastrous 
to the mouth because loss of this precious bone causes loose dentures 
discomfort , and loss of function and has a detrimental effect o~ 
appearance. Overclosure causes creases at the sides of the mouth 
(that age? artificial denture look) loss of muscle length and impairment 
of function and may cause salivary leakages resulting in skin 
irritations. 

The dentist is trained to determine the correct amount of vertical 
opening (called "vertical dimension" ) for each individual patient so 
that proper function , aesthetics and speech are preserved and most 
importantly without damage to the ridges. An improper vertical 
dimension is often the cause of pain and other discomfort in the jaw 
joints and in other areas. Establishing a correct jaw relation record 
requires knowledge of dental anatomy and physiology and clinical 
training in its application to a patient. 

The jaw relation record involves the relationship of the dentures to 
each other in a horizontal plane. This is known as centric jaw relation. 
For the teeth and jaws to function properly this must be recorded 
very accurately so that when the lower jaw swings up toward the 
upper jaw, all the teeth will meet evenly and at one time. Failure to 
obtain correct centric jaw relation can cause continuous pain which 
cannot be reduced by grinding the denture base because this leads to 
loss of retention and support. 

The colour and mould (shape) ofthe artificial teeth to be used on the 
new denture are then selected. The mould must be in harmony with 
the facial features of the patient and the shade must blend with the 
complexion of the patient in order to provide an individualised denture 
with a suitable appearance. 

MECHANIC 
Using the registrations obtained so far from the pa~ent and_ supplied 
by the dentist and with any further neces~ary mstructio~s , the 
mechanic attaches the casts to an articulator (an mstrument to simulate 
jaw movements). The mechanic adjusts t~e a~iculator_ t? duplicate 
the patient's jaw movement in co~ormio/ w1~h a chrucal reco~d 
supplied by the dentist. When the articulator IS adJ~sted, the mech~n!c 
sets up the denture teeth in wax, on bases accor?ing to the dentist s 
instructions. When this is completed the mechamc returns the set up 
(i .e. trial dentures) to the dentist. 
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DENTIST 
The wax trial dentures are then used by the dentist at the "try in" 
stage. At this stage: 

(i) The dentist confirms the accuracy of the jaw relation record 
and corrects this if required. 

(ii) The dentist checks ?~ the phonetics of the p~tient with t~e 
trial denture in positiOn. He moves the position of teeth m 
the wax trial denture if necessary to enable the patient to 
speak correctly. 

(iii) The dentist evaluates the appearance. of the dentur~s and 
makes certain that the teeth appear m harmony with the 
mouth and face of the patient and alters the arrangement of 
the teeth in whatever way is necessary to achieve this. 

(iv) The dentist assesses the positions of all upper and lower teeth 
in relation to the muscles of the lips, cheeks and tongue and 
makes or prescribes whatever changes are necessary to allow 
the dentures to function in harmony with these muscles. 

( v) The dentist assesses whether the height and angulation of the 
occlusal plane (biting surfaces of the teeth) are suitable to 
ensure satisfactory appearance and favourable conditions 
under which the tongue can perform its complicated move
ments without hindrance. 

(vi) The dentist writes instructions to the mechanic specifying any 
necessary correction which must be carried out prior to a 
further "try in" appointment and the "processing" of the 
dentures. (This involves the replacement of the wax by a 
plastic denture material.) 

MECHANIC 

After any necessary corrections and further "try-in" stages have been 
completed by the dentist the waxed up dentures are processed in a 
plastic material by the mechanic. The dentures are cleaned, polished 
and delivered to the dentist for fitting in the patient's mouth. 

DENTIST 

The dentist first checks the processed dentures. If seemingly satisfac
tory he places them in the patient's mouth for further inspection. 
Adjustments are made if necessary to harmonise and conform to all 
the mouth structures, in order to prevent chaffing of tissues or dis
placement of the dentures. The borders of the dentures must not be 
over- or under-extended. 

The patie~t mu t be prepared for a period of adjustment and informed 
of potential .h.ort term problems which may be encountered under 
normal conditiOns, such as bulkiness. slight temporary change in 
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appearance, increased saliva flow, minor speech difficulties and a 
period of decreased chewing efficiency. The patient must be instructed 
regarding any changes in eating habits necessitated by the dentures. 
The patient must be instructed in home care such as removing the 
appliance for at least a few hours during each 24 hour period, cleansing 
and massaging the oral tissues and rinsing the mouth. Instruction will 
also cover cleansing, brushing and storage of the dentures including 
post-insertion care and adjustment. 

The dentist must always be alert for pathological changes in the oral 
tissues , including pre-cancerous and cancerous lesions. Recall 
appointments are also used to re-inforce past instruction in continuing 
oral hygiene and care of dentures . The patient is encouraged to note 
possible signs of difficulty and to return to the dental surgery for 
examination of oral tissues. 

Summary of Roles of Dentist and Mechanic 

DENTIST 
1. Examination, diagnosis and 

treatment planning. 

2. Master impression. 

3. Jaw relation record and tooth 
selection . 

4. Try-in denture and making 
corrections. 

5. Insertion of dentures , func-
tional and aesthetic 
adjustments. 

6. Post insertion adjustments 
and follow-up treatment. 

DENTAL MECHANIC 

1. Pour cast and make special 
tray. 

2. Pour master cast and make 
occlusal rims. 

3. Mount models in articulator 
and set up teeth. 

4. Process, finish and polish 
dentures. 

The above short description of the roles of dentist and mech~nic 
distinguishes their duties and responsibilities .. The primary provtder 
of care is the dentist , whose knowledge and sktlls enable him to carry 
out the intra-oral procedures, the most important. aspect of the de~ tal 
team's delivery of dental services to the pubhc. The mechamcal 
aspects of the denture care, the actua~ construction of t~e, denture 
may be delegated to the dental mechamc becau~e the denttst s exper
tise in health care is not essential for the mechamcal procedures. 

However the dentist must be able to understand all the procedure 
required ~f the mechanic in order to give corr~ct instruc~ions ~or the 
various mechanical stages in dental constructton , for tht he 1 fully 
trained. 
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Dentures when necessary add considerably to the quality of life and 
are aids to life and health and are therefore part of the total care of 
an individual. This care is best provided by the dental team approach, 
with the dentist having ultimate responsibility for the oral health of 
the patient. 

Wt.-. 142090. 600. 3/83. Cahill. (1960). G.Spl. 
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