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Summary 

Adults on low incomes have been entitled to free dental care since the enactment of the 
Health Act 1953. A series of policy documents advocated the implementation of adequate 
dental services to this group but competing forces for resource allocation delayed initiatives 
until 1994 when the Dental Treatment Setvice. Scheme (DTSS) began. The DTSS scheme is 
managed by health boards with the assistance of the General Medical Setvices (payments) 
Board. Setvices were provided to 900,000 eligible adult medical card holders by 858 private 
dental practitioners in 1998. The scheme was introduced on a phased basis and the age group 
35 to 64 is still not covered for the routine treatment. 

Objective of the DTSS 

• To improve the oral health of adult medical card holders and thereby reduce the equity 
gap between this population and the population as a whole, by providing a high quality 
dental setvice. . 

Although the dental health of younger adults has improved greatly and tooth loss below the 
age of34 years is nowadays unusual adults whose teeth erupted long before the advent of 
fluoride toothpaste and fluoridated water, suffered from high levels of dental decay and will 
continue to need restorative and repair treatments. The provision of primary dental care to low 
income adults is vital to improving the country's health gain and reducing the gap in health 
inequality. 

Outcomes 
The expenditure allocation for the DTSS in 1999 is £2lm. Based on projections of uptake, full 
coverage and excluding agreed fee increases costs will rise to about £36 million by 2002. The 
profile of treatments in the DTSS over the past number of years shows an increase in the 
number of restorations and an increase in more complex care. There has been a substantial 
increase in the ratio of restorations to extractions from 0.7: 1 in 1995 to 2.3:1 in 1998. This 
perfonnance indicator demonstrates health gain to the DTSS patients who are receiving more 
appropriate care and fewer traumatic interventions. 

Equity 
The recent increases in funding to the DTSS are highly equitable because resources are 
targeted to those in the community who need them most. However the extension of the 
Routine scheme to the 35-64 age cohort will be essential before the DTSS can become truly 
equitable. 

Recommendations 
• The DTSS should be expanded so that all eligible adults have access to the scheme. 
• Funding will need to increase to approximately £36 million plus fee increases by 

the year 2002 to ensure equity and quality of setvices delivered. 
• A comprehensive system of probity will be introduced before the scheme is 

extended. 
• The DTSS contract will be reviewed in tandem with the Dental Treatment Benefit 

Scheme contract of the Department of Social, Community and Family Affairs. 
Unification of the schemes will improve equity and accountability aod reduce 
adminisb ative costs as well as facilitate cost-contajnment through joint fee 
negotiations. 

u 
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Introduction 

In March 1997 the Department of Finance's proposal for expenditure reviews was approved. 
This review process is a key part of the reform of our financial management system which is 
central to the Strategic Management Initiative. The aims of the review are to detennine the 
value of a programme to see if it has been carried out as prescribed and discover whether the 
required perfonnance and objectives have been achieved. 

One of the initial services to be targeted for review was the dental services and, in particular. 
the provision of services to the adult eligible popUlation i.e. the Dental Treatment Services 
Scheme (DTSS). Evaluation and review ofthis service is particularly apt at this time because 
the service is well defined and has been evolving over the last number of years. A$ the service 
has developed and become more complex, it has demanded increased resources and this trend 
is likely to continue. This opportunity to evaluate and review the scheme is therefore 
welcomed. 

In this evaluation, it is intended to determine the value of the DTSS to see ifit has been 
carried out as prescribed and to discover whether the required performance and objectives 
have been achieved. 

The Dental Treatment Services Scheme 

The Dental Treatment Services Scheme was introdueed by the Department of Health in 1994 
in response to the need to provide more effective dental services to adult (over 16 years of 
age) medieal card holders. The responsibility for providing a dental treatment service to 
medical card holders was transfet t ed in 1994 from health board dentists to the private dental 
sector, under an agreematl between the Irish Dental Association, health boards and the 
DeplUtment of Health and Children. The Scheme is principally delivered by private dental 
practitioners and is administered by health boards. 

The Scheme was introdueed on a phased basis. In the initial phase, persons aged 65 years and 
older were identified as a priority group for routine denta1 treatment and an emergency scheme 
(fur the relief of pain) was introdueed for the remaining eligible population. The second phase 
of the scheme was introduced on the 1st of June 1996. This involved the extension of the 
scheme to provide routine dental treatment services to medical card holders in the 16 to 34 
year age group and the provision of full dentures to all medical card bolders without any 
natural teeth. Additionally, in exceptional cases, priority for routine treatment may be given in 
cases where there is a serious medical condition which could be aggravated by poor dental 
health. It is envisaged that routine treatment will be extended to the remaining age groups in 
accordance with the level of funding available for the further development of the Scheme and 
following the introduction of new procedures (which are discussed in Chapter 9). 



2 

Finance of the DTSS 

As was expected, the Department of Health's allocation to the DTSS gradually increased from 
£6.4 million in 1994 to approximately £17 million by the end of 1998. The DTSS accounted 
for about 45% of the total allocated funds to the public dental services by the Department of 
Health and Children in 1997. Because the scheme is relatively young and the demand for care 
is large, the total cost of the DTSS is predicted to increase steadily in the coming years. 

Outline of the Review 

It has been said that in order to understand the present, we must first understand the past, 
therefore, important background infonnation is set out in Chapters One to Five inclusive. The 
first chapter explains the genesis of the DTSS and previous attempts to provide dental services 
to low income adults. The DTSS is linked to, and is closely based on, the Department of 
Social, Community and Family Affairs Dental Treatment Benefits Scheme and this sister 
scheme is described in Chapter Two. 

In order to place the dental needs of the Irish medical card po!"Jiation in context, the next 
chapter descnbes various oral health care systems in Europe and also comparatively analyses 
dental epidemiological trends throughout the world. The dental epidemiology of Irish adults is 
addressed in Chapter Four, so that the specific needs of the DTSS cohort can be better 
undo stood. Chapter Five explains how the DTSS complements the DepwtlUent of Health and 
Children's overall stI ategy for the improvement of oral health in Ireland. 

Chapter Six outlines how the DTSS operates, i.e., its adminjsnation, manageJnent and 
legislative basis. Financial outcomes and projections are then descnbed in Chapter Seven 
which may be considered the core of the review because it addresses how the funds have been 
spent and distributed to the health boards, and attempts to predict the future costs of this 
important dental service. Chapter Eight seeks to explain what has been achieved through the 
nrss and how resources were used to improve health gain over the life span of the scheme. 

The Departlllent of Health and Children has set out its key principles for the Irish health care 
services in its strategy document nShaping a Healthier Future", as quality, equity and 
accountability. These aspects of the DTSS are analysed in some detail in Chapter Nine. 

Evaluation is an intregal part of the planning process and the results are the starting point for 
further examination of the need for change and the basis for the selection of future objectives 
and strategies. Therefore, to complete the review, future options for the DTSS are suggested 
and key recommendations for the development and improvement of the DTSS are prescribed. 

J 
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Chapter 1 

Historv and Background to Developing a Dental 
Treatment Service for Adults on Low Incomes 

1.1 The Beginnings - Health Act 1953 

Adults on low incomes have been entitled to free dental care under health care legislation since 
1953. They were defined in the Health Act (1953) as persons who are "unable to provide by 
their own industry or other lawful means the medical or surgical treatment or medicines, or 
medical or surgical appliances necessary for themselves or their dependents". Under Section 
14 of this Act dental treatment and such appliances as dentures may be provided free. In 
reality, access to care was restricted due to competing demands for the available resources at 
that time. 

Of an estimated 580,000 people eligible for free dental care in 1967, only 38,000 (6.5%) had 
a dental examination. The same group received 4,000 fillings, 80,000 extractions and 7,000 
dentures. There were long waiting lists, for instance 4,000 patients waited for dentures 
according to local health authority returns to the Department of Health. 

1.2 White Paper on The Health Services and their Further Development. 1966. 

The shortcomings of the dental service were referred to in a White Paper entitled The Health 
Services and their Further Development in 1966. This paper identified a shortage of 
personnel and the high incidence of dental caries in the low income section of the community 
as the main reasons for the inadequate delivery of dental services in the health authorities and 
for the failure to cater adequately for the needs of all the persons entitled to treatment. It also 
referred to the use of a system of priorities and highlighted unavoidable delays in the provision 
of dentures. Dental services were delivered to 580,000 low income adults and 290,000 
children by a combination offull time salaried public dental officers and private general 
practitioners that were contracted to local health authorities on a sessional basis. In 1967 
there were 105 salaried dental officers employed directly by health authoritries and a further 
94 private general dental practitioners contracted on a sessional basis. 

1.3 Health Act 1970 

A great air of optimism swept through the health services with the enactment of 1970 Health 
Act. It was felt that with the reorganisation of the health service great strides would be made 
in developing a modem dental treatment service for adults. The statutory basis for providing 
dental treatment to adults is contained within Section 67 oflhe Health Act, 1970. Free dental 
care is restricted to persons with full eligibility by Article 9 of the Health Services Regulations 
1972. Because of competing priorities, it would still be some time before eligibility for dental 
services for adults would be accompanied by sufficient resources to enable' universal access to 
basic dental care. 
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1.4 Review Of Health Services 1975 

Because of dissatisfaction expressed by professional groups about implementation of some 
aspects of the 1970 Health Act, the Minister for Health, Mr Brendan Corish requested a 
Review of the Irish Health Services in 1975. The repon which was published in September 
1975 made a special mention of the need for improvements in the dental services. 

"We are particularly concerned about dentistry. Large sections of the population are 
not receiving the services to which they are entitled. We recommend that the Dentists 
Act be amended as a matter of urgent priority to include the use of hygienists and 
other auxiliaries in the dental services. We believe a real improvement could be made 
in the child dental service if adults were treated by private dental practitioners and the 
Dental Panel dealt only with children. " 

1.5 Joint Working PartY Dental Services Report 1979 

By 1979, earlier optimism gave way to disappointment which was documented in the Joint 
Working Party Report on Dental Services 1979. The authors of this report stated that 
"While there is considerable dissatisfaction with the health board service as a whole, the main 
complaints and criticisms are directed at the level of service provided for eligible adults" . 
Returns from health boards for that period indicate that there were approximately 550,000 
individuals entitled to free dental care of which about 10% were in receipt of some form of 
dental care. It was also pointed out that treatments consisted mostly of extractions for the 
relief of pain and the provision of dentures. The report recommended that in a situation where U 
health boards are unable to provide an adequate primary care service for all eligible persons, 
any spare capacity in the private practice area should be availed of in order to improve the 
level of service for public patients. 

1. 6 Ad Hoc Dental Scheme 1980 

In response to the Joint Working Party report, health boards introduced an "Ad Hoc" dental 
scheme to utilise the spare capacity of private dental practitioners in providing dental care to 
adult medical card holders. This was essentially a fee-per-item scheme based on the 
Department of Social, Community and Family Affair's Dental Treatment Benefits Scheme 
(DTBS) and became the first attempt to establish a national dental scheme for low income 
adults 

At its peak in 1982 and 1983, about 32,000 adults received treatment annually under the Ad 
Hoc Scheme while a further 32,000 received routine treatment and 17,000 received 
emergency treatment from the health board dentists. Health Boards found the Scheme 
expensive to operate in comparison with the DTBS. This, as we shall see later, is a recurring 
problem when attempting to establish a dental treatment service for low income adults. That 
there should be such a disparity between the two schemes is no surprise at alL A relatively 
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high portion of the elderly medical card population were edentulous and the cost of denture 
provision is relatively high compared to restorative dental treatment such as fillings and 
extractions. There was also an accumulated backlog afunmet treatment need due to the 
unavailability of dental care for this group for long periods. The combination of higher 
treatment needs in lower income groups and the previous lack of routine dental treatment 
made the Ad Hoc Scheme expensive compared to the cost of the Social Welfare scheme. 

Health Boards, fearing escalating costs, began to curtail the scheme as early as 1984 so that by 
1988 it was operational in only a limited way in two health boards. This was to have a major 
impact on the delivery of other dental services provided by health boards, in particular, the 
community dental services. An examination of statistics returned by health boards for the 
period illustrates two important features, a sharp fall in the number of routine cases treated 
under the Ad Hoc dental scheme and a steep rise in the number of emergency cases treated by 
health board dentists between 1983 and 1988. 

Table 1.1 
Treatment Statistics for Ad Hoc Dental Scheme in 1983 and 1987 

1983· 1987· 

Emergencv Treatment 

Health Board Dentists 17,201 27,890 

Ad Hoc Scheme 363 461 

Routine Treatment 

Health Board Dentists 38,822 33,035 

Ad Hoc Scheme 31,698 5,830 

Total number treated 88,084 67,216 

1.7 Overview of Operation of Ad Hoc Dental Scheme 

In the larger cities where there were plenty of dentists the Ad Hoc Scheme worked reasonably 
welL In remote areas where there was a shortage of dentists the scheme worked less welL 
There was a lack of uniformity between health boards in the administration of the scheme. 
One of the main drawbacks of the scheme was the absence of structures to deal with problems 
as they arose. Because there was limited funding, health boards were not in a position to keep 
the scheme operational on a continuous basis. This caused mistrust among dentists which 
lingers today. The absence of an agreed monitoring system led to doubts about the probity of 
the scheme on the management side and the average cost per case was high in comparison 
with the Department of Social Welfare's Dental Treatment Benefits Scheme. As previously 
mentioned, this was not surprising given the different patient profile and the long period 
during which there was no care available except for emergencies for most eligible persons. 

The number of adults and adolescents treated on the Ad Hoc Scheme reached a peak in 19821 
1983. Thereafter, there was a steady reduction as the scheme was gradually withdrawn in 
most health boards. An analysis of the figures for 1983 shows uptake of approximately 10% 
for routine care amongst those eligible for care at that time. By 1987 the availability of 
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routine care was reduced to a figure close to 5.5% of those eligible_ The majority of those 
treated were from high priority groups such as the elderly, handicapped, and pregnant or 
nursing mothers. 

The uptake level on the Ad Hoc Scheme was low in comparison with the uptake under the 
Department of Social Welfare's Treatment Benefits Scheme which was close to 30% in 1988. 

1.8 Summary 

* The Ad Hoc Dental Scheme was discontinued because of a shortfall in funding. 

* The level of funding available was able to sustain an uptake of approximately 10%. 

* 

* 

* 

• 

The average cost per case was higher than the Dental Treatment Benefit Scheme. 

The high cost per case was attributable to the large number of edentulous cases 
and the prolonged period without treatment experienced by most eligible patients. 

There was lack of uniformity between health boards in the administration of the 
scheme. 

There was an absence of structures to deal with problems as they arose in the scheme . 

1.9 Working Group Appointed to Review the Delivery of the Dental Services 1988 

In March 1988 a working group was established by the Minister for Health Dr Rory UHanlon 
to report on ways in which the delivery of dental services could be improved. The report 
issued is known as The Leydon Report. At that time it was estimated that about 700,000 
adults and adolescents were relying exclusively on health boards as a source of dental 
treatment. 

In relation to dental services for adults the Working Group made a number of observations 
and recommendations. 

* 

* 

* 

* 

* 

The Working Group considered that the health boards were failing in their statutory 
duty to provide dental services for eligible adults. 

It was imperative that a solution be found to the problems which were occurring in 
regard to the lack of provision of dental services to eligible adults so that the services 
for children could, in turn, be improved by releasing the adults to the private sector. 

The contribution made by dentists in private practice to the treatment of eligible adults 
under the Ad Hoc Scheme was acknowledged. 

Health boards should establish an 'Ad Hoc' type scheme as the most appropriate 
method for delivering dental treatment to eligible adults. 

A special allocation should be made to clear the excessive waiting lists . 

J 

J 
J 

J 
J 
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An additional specific allocation should be provided to improve accessibility to dental 
services for eligible adults. 

1.10 State of Dental Services Creates Charged Political Atmosphere 

There is little doubt that the findings of the Leydon Report were delivered to Government in 
an atmosphere charged with anger and resentment that was being expressed to politicians at 
both local and national leveL It was clear that the public was unhappy about the state of the 
dental services. The plight of elderly medical card holders without dentures received particular 
attention in the media. A sense of urgency about improving the dental services especially for 
adults had been created and this impetus was to carry forward and deliver fruit in the 1990's. 

1.11 Initiative to Improve Health Board Dental Services March 1990 - 1994 

Following a detailed consideration of the Leydon Report and the comments made about the 
dental services in the Report of the Commission on Health Funding, a decision was made to 
improve Health Board Dental Services in the 1990 Budget. A sum of £3 million was 
allocated for the purpose. A ministerial decision of March 1990 asked that the bulk of this 
money, £2.3 million, should be spent on improvements to the adult dental services for medical 
card holders with the remainder used for treating additional orthodontic cases. The money 
was allocated on an incremental basis to enable performance to be assessed and monitored in 
relation to the funds available. 

1.12 Strategy for Improving Adult Dental Services 

The strategy used for improving the adult dental service was based on using elements of 
existing structures already in place in health boards. Health boards were given a certain degree 
of flexibility and autonomy in the manner in which they could put the arrangements in place, 
for instance: 

* Recruiting temporary dental surgeons to treat adults. 

* Health board dentists were asked to treat adult patients during extra evening sessions. 

* Using the Ad Hoc Scheme where available to treat additional patients. 

1.13 Treatment Statistics for Period 1989 to 1994 

An examination of health board returns for the period 1989 to 1994 (Table 1.2) gives an 
indication of the level of activity achieved by additional funding and the trend in treatment 
patterns. The period commenced with bigh levels of emergency treatment with an 
accompanying high extraction rate, reflecting the poor oral health status of this cohort and a 
considerable backlog of unmet treatment need. There was also continued high demand for, and 
increased provision of, dentures from 3,000 in 1989 to approximately 11,500 in 1994. A 
gradual improvement in the ratio of fillings to extractions occurred as more people gained 
access to routine care. 
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Table 1.2 
Treatment Statistics for Period 1989 to 1994 

Adult Dental Treatment Statistics 1989 1991 1992 1994 

Emergency Treatments 30,257 40,690 52,000 64,104 
Routine care 11,475 33,899 33,691 64,803 
Fillings 13,840 42,059 44,569 46,063 
Extractions 32,960 40,831 46,499 50,1 48 
Dentures 3,001 11,379 8,658 11,469 

1.14 Evaluation of Extra Spending On Health Board Services from 1990 

There was a definite improvement brought about by the additional spending introduced from 
1990. However the level of improvement was not unifonn across all health boards. Some 
boards had difficulty recruiting extra staff, especially in rural areas. There were also 
infrastructural difficulties in the health boards that were able to recruit staff. The Irish Dental 
Association (IDA) was not happy with the reactivation of the Ad Hoc scheme and was not 
willing to co-operate unless the scheme was restructured. A sman number of dentists did 
work the scheme but coverage was very patchy outside oflarge urban centres. 

While much was achieved by the additional funding, the strategy was unsustainable in the long 
tenn because: 

• The large increase in emergency patients at health board clinics disrupted the provision 
of care to children and to other high priority groups. 

*" Access to care was greater in large urban areas where health hoard resources were 
concentrated. 

It The largest failing of this initiative was the lack of geographical equity. 

The launch of the Health Strategy" Shaping a Healthier Future" in April 1994 with its 
emphasis on equity, quality and accountability and the need for a demonstrable health and 
social gain was to lead to a fundamental re-orientation of the health services. This involved 
taking a new approach to the delivery of dental services especially to adult medical card 
holders which was outlined in the Dental Health Action Plan of May 1994. Following this 
initiative, and in collaboration with the Irish Dental Association (IDA), the nTSS was set up 
in 1994. 

J 
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Chapter 2 

Department of Social, Community and Family AtTairs 
Dental Treatment Benefits Scheme 

2.1 History and Background 

The Dental Treatment Benefits Scheme (DTBS), operated by the Department of Social, 
Community and Family Affairs, has its origins in The National Health Insurance Act of 1911. 
This Act permitted approved societies to include dental treatment as a benefit in their schemes. 
Subsequent legislation, in 1942 and 1952, extended and redefined the benefits. The most 
important development at this time was the enactment of the 1953 Health Act. This statute 
made all hospital and treatment benefits excluding dental, ophthalmic and aural previously 
provided under the Social Welfare Act, available under the Health Act. 

The Commission on Social Welfare was unable to ascertain why these benefits were not 
transferred to the Department of Health under the 1953 Health Act. In 1986 both 
Departments continued that it was long tenu policy to have the benefits transferred to the 
Department of Health. The Department of Health reiterated this policy in a letter in 1988 to 
the Commission on Health Funding. There has been no policy statement since then by either 
party, but recent policy developments would appear to have deepened the commitment of the 
Department of Social, Community and Family Affairs to retaining the DTBS. 

2.2 Administration of the DTBS 

The Dental Treatment Benefits Scheme is operated and administered by the Department of 
Social Community and Family Affairs with a staffof24 from its offices in Letterkenny, County 
Donegal. There were 935 private dentists participating in the scheme in 1998. 

The DTBS gives cover for a number of different types of dental treatment such as free dental 
examination, free diagnosis and free scaling and polishing (dental cleaning). Patients must pay 
part of the cost of other types of treatment for example fillings, extractions and dentures. The 
amounts payable depends on the patient's annual income. Those earning under £35,000 per 
year pay fixed DTBS fees for simple fillings, extractions, x-rays and dentures and are balance 
billed for all other dental treatment covered in the scheme. Those patients who earn over 
£35,000 per year are balance billed for all dental treatments other than dental examination and 
mild cleaning. The DTBS schedule of payments can be found in Appendix A. 
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2.2.1 Eligibility 

The Dental Treatment Benefit Scheme entitles persons who were insured under the Social 
Welfare Acts and who satisfied specific contribution requirements to a range of dental 
treatments. Insured persons are aged over 16 years and are employees or former employees 
(retired or unemployed). In 1987 the scheme was extended to cover the spouses of insured 
workers. In November 1997, agreement was reached between the Department of Social, 
Community and Family Affairs and the Irish Dental Association to extend cover to new 
entrants to the public service who pay full pay related social insurance (PRSI). This had the 
effect of introducing 5,000 public servants into the scheme in 1997. The total numbers in this 
cohort will rise to 120,000 over 40 years. Another concession gained for insured workers, 
and included in the agreement with Irish Dental Association in 1997 was the abolition of the 
income ceiling of £35,000 following a decision in the Budget of 1995. 

The number of insured persons eligible for dental benefit is 900,000. In addition about 
300,000 dependent spouses are covered for dental benefit. It is estimated that 300,000 
persons have "dual eligibility" under the DTBS and the DTSS, i.e. they are eligible for 
treatment under the "Social Welfare" dental scheme and they are also entitled to medical 
cards. Research is currently underway to update statistics on the number of Irish people with 
dual eligibility for both state dental schemes. Unification of the administration of the DTSS 
and the DTBS using a single information system is one of the key recommendations of this 
Review. 

2.2.2 Evolution Of Policy 

The legislative basis for the DIBS is contained in the Social Welfare Act of 1952 and various 
amendments to the scheme were brought about by Governmental decisions such as the 
decision to extend eligibility to public servants in 1997. It is interesting to note that the most 
recent changes affecting eligibility had their origins in discussions involving the Social Partners 
under the various programmes agreed since 1987. These changes run counter to advice given 
in reports concerning the future of dental services. Partnership is likely, however, to be one of 
the dominant forces shaping policy in health and social services for the fo reseeable future. 
However, the lack of consultation with other stakeholders when making these decisions may 
be giving rise to further inequity in the delivery of dental care. The latest policy decision has 
also proven to be a source of administrative and political difficulties in dealing with the dental 
profession as it seeks financial compensation for the erosion of private practice. It is worth 
noting, therefore, that any changes agreed in the DTBS eventually have a follow-on effect for 
the Dental Treatment Services Scheme, because of the parallel structure of these schemes. 

2.2.3 Contract Agreement between Dentists and the Minister for Social Welfare 

The contract agreement for the Dental Treatment Benefits Scheme was updated and 
modernised in consultation with the dental profession in 1992 (Appendix A). The contract for 
the Dental Treatment Services Scheme (DTSS) is modelled on this agreement. The 1992 
contract was very well recieved by the dental profession. Some of the key features were; 
access to the scheme was improved especially for the wives of insured workers, application 
forms were updated to reduce administrative intrusion for the dentists, partial charges were 
increased including open 'grant in aid' (balance billing) for specific treatment items and a 

J 
J 
J 
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commitment was given that dental cover would not be extended to other population groups 
without prior consultation with the Irish Dental Association. 

The Dental Treatment Benefits Scheme is essentially a basic dental care scheme with an oral 
examination and dental cleaning free of charge to all patients. For eligible persons on salaries 
beneath £35,000, simple fillings, extractions, x rays and dentures have a fixed co-payment 
charge. More complex treatments, such as protracted gum treatments and root treatment are 
balance billed. For eligible persons on salaries in excess of £35,000, examination and 
prophylactic are free of charge but all other treatments receive a subsidy with open balance 
billing. 

2.2.4 Monitoring of the Scheme 

Monitoring of the Dental Treatment Benefit Scheme is confined mainly to checks and probity. 
An Examining Dentist was introduced to the scheme in 1992. The role of the Examining 
Dentist is to examine patients on behalf of the Department of Social Community and Family 
Affairs to determine probity and quality in respect of treatment provided under the Dental 
Treatment Benefit Scheme. 

Claims submitted by dentists are processed and subjected to a series of computer generated 
validation checks to prevent system abuse by providers or patients. A system of random 
examination and scrutiny of all claim forms is carried out by administrative staff at DTBS 
headquarters in Letterkenny. When unusual claiming patterns are discovered a senior officer 
conducts an initial investigation that may involve the dentist concerned. If the matter is not 
resolved to the satisfaction of the officer, an examining dentist may be called to do a clinical 
examination and report to the Minister. When wrongdoing is confinned a range of penalties 
are available including putting a dentist on prior approval before payments are made, financial 
penalties and complete removal from the scheme. When a dentist is placed on prior approval, 
he or she must submit in advance a treatment plan to the Dental Treatment Benefits Section 
Office in Letterkenny. The Treatment Plan must be approved before treatment can 
commence. There is no provision within the scheme for monitoring oral health status of 

• patients. 

2.2.5. Funding of the DTBS Scheme 

Treatment benefits are an element of the social insurance fund under the administration of the 
Department of Social Community and Family Affairs. The Social Insurance Fund is made up 
of contribution from employees, employers and more recently the self-employed. The 
government subvention varies between 30% and 40'% during periods of high unemployment to 
little or no subvention as at present. 

2.3 Treatment Statistics 

There has been a steady increase in the number of claims each year in the DTBS as Table 2.1 
illustrates 
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Table 2.1 : Number Of Claims_ 

Year Number of Claims 

1993 306,068 
1994 335,947 
1995 337,032 
1996 363,931 
1997 375,193 
1998 399,000 

Table 2.2 
Demand for Care - % Uptake for Age Cohorts 1997 

Age Group % Uptake 

o ·18 12% 
19 - 29 62% 
30 - 39 54% 
40 -49 50% 
50 - 59 44% 
60 - 69 30% 
70 -79 12% 
80 + 5% 

There has also been a steady increase in the level of demand or uptake of dental treatment 
benefit (Table 2.2). In 1997 the overall uptake for insured persons and dependent spouses 
was 39%. The pattern of uptake for various age groupings differs significantly. 

2.3.1 Cost of Dental Claims 

The total cost of claims to the Department of Social, Community and Family Affairs arising 
from the Dental Treatment Benefits Scheme in 1998 was £23,285,193. In addition, patient 
contributions (approximately 30%) amount to an estimated £7.76 m. The average cost of 
claims in 1998 was £57.17 per insured worker and £59.20 per dependent spouse. The trend in 
average cost of claims over the period 1989 to 1998 is one of incremental increases with the 
exception of92/93 when there was a 25% increase co-inciding with the introduction ofa new 
contract with fee increases. (Table 2.3). 
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Year 

1989 
1990 
1991 
1992 
1993 
1994 
1995 
1996 
1997 
1998 

Insured 
Persons 

£ 38. 53 
£ 38. 03 
£ 38. 97 
£ 43. 55 
£ 52. 12 
£ 52. 49 
£ 51. 09 
£ 53 . 85 
£ 54. 49 
£ 57. 17 
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Table 2.3 - Average cost per Patient 

Dependent 
Spouses 

£ 54.57 
£ 51.27 
£ 48.27 
£ 53.82 
£63.09 
£ 54.17 
£ 55.95 
£ 57.99 
£ 57.94 
£ 59.20 

2.4 Evaluation of Trend in Costs 

There are three notable features about the trend in costs over the ten year period from 1989 to 
1998. There was a 33% increase in costs over a two year period between 1991 and 1993. 
This coincided with the introduction of a new contract and an updated schedule of treatments. 
Dependant spouses were introduced into this Scheme for the first time in 1989 and brought 
with them a high initial average cost as they had a great deal of urunet treatment need. There 
was also a 30 % increase in costs for this group between 1991 and 1993. Since then there has 
been a convergence in costs between both groups as the treatment need pattern becomes 
similar and the gap in treatment need decreases. 

2.5 Conclusion 

The Dental Treatment Benefits Scheme provides a very valuable service to insured workers. 
Since 1988, the Scheme has continued to expand in its scope with wider coverage of spouses 
of insured workers, cover for new recruits into the public dental service and a reinstatement of 
cover for workers on salaries over £35,000. Access to care for all insured workers continues 
to improve with increasing levels of uptake for all age groups. These refonns and 
improvements have taken place in a background of restricted access to care for medical card 
holders. These developments are completely contrary to the recommendations of the 
Commission on Health Funding 1988 which advised that refonns of public dental, ophthalmic 
and aural services must take account of the needs of both medical card holders and insured 
workers and that refonns in either scheme cannot be made in isolation from the other. 
Furthennore, the Commission stated that the overall emphasis of the health services must be 
on improving the availability of services to the lowest income group. 
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There is a link between the DISS and the Social Welfare scheme in relation to fee increases as 
outlined in the DTSS contract paragraph 24 (Appendix B). This means that although Social 
Welfare pay negotiations may directly affect the Department of Health and Children's resource 
allocation plans, these negotiations and agreements currently take place without significant 
input from the Department of Health and Children. This poses considerable difficulties for the 
Department of Health and Children as the DISS scheme is a budget limited scheme while the 
DIBS scheme is effectively a demand led scheme. Unification of the schemes would facilitate 
cost-containment. Therefore it is recommomended that steps be taken to align the two main 
Irish public dental schemes, that is the DTSS and the DTBS. 
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Chapter 3 

Oral Health Care Systems and Comparative Epidemiology 

3.0 Comparing Oral Health Care Systems 

It is notoriously difficult to compare health care services and their outcomes internationally. 
Systems differ in both their finance and delivery of care and change over time. However> 
comparisons do help to give us insights into how health care can be improved by 
demonstrating which systems have improved health outcomes and are cost-efficient. We can 
also try to establish the impact of remuneration systems on the quality of care as well as the 
effective utilisation of services. 

Although these links between outcomes and systems can be complex, in the oral health sector 
we are aided by the fact that there is a reasonable likelihood of obtaining a consensus on oral 
health outcome measures. Outcome indicators are more accessible in the context of oral 
health care than in health care generally because of the existence of well-established measures 
of oral health status. These measures represent potential indicators of the impact of the design 
of an oral health care system on the content and outcome of interventions. They. therefore. 
represent an important tool for proceeding beyond process and cost evaluation to the level of 
effectiveness of system design. In this sense, oral health care represents a marker for policy 
development with regard to health care systems as a whole (O'Mullane, 1997). 

3.1 General Considerations 

Dental caries or tooth decay is the disease that has been the main preoccupation of the dental 
profession historically and it remains the predominant concern today. It accounts for the 
majority of expenditure in dental public he.alth care systems and the disease and its sequelae 
are the main causes of tooth loss (Downer, 1998). Caries, therefore, arguably the most 
important oral disease from the point of view of the DTSS. Although prevalence has 
markedly declined since the early 1970's, the aftermath of the early surge in the disease is still 
being felt in terms of continuous repair and replacement of failed restorations which is ongoing 
in today's adults. Therefore, although the dental health of younger adults has improved greatly 
and tooth loss below the age of 34 years is nowadays unusual, adults whose teeth had erupted 
long before the advent of fluoride toothpaste and fluoridation of the water supply suffered 
from high levels of dental decay and will continue to need restorative treatment. 

Due to the beneficial effects of water fluoridation in countries like Ireland and New Zealand, 
there has been a reduction in both simple and complex dental treatment requirements in the 
younger age groups. However, the older age group (approximately over 3S years in Ireland) 
are the "high-amalgam" generation and taken with the reduction in edentulousness, they are 
likely to require significant amounts of treatment for the next 20 to 2S years. 
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The caries experience and levels of edentuousness (having no natural teeth) in the adult 
populations of the developed world have declined. The prevalence of cari es in adults is 
remarkably constant with age but in older subjects root caries are becoming more prevalent. 

Nowadays, people aged under 25 tend to have quite good dental health. Some of them will 
have problems over the next fifteen to twenty years and will need dental treatment such as 
extraction or restorations. However, it is probable that they will have less restorative work 
provided to them than the cohort currently aged 35-44 (Blinkhorn and Davies, 1996). 

Attitude to dentist ry or satisfaction with the services is greatly influenced by the individual 
experiences that the patient has had. Cultural influences and traditions of the population also 
influence dental status. For instance, in more recent years it is generally accepted that the loss 
of natural teeth by extraction is an undesirable event and this has brought about a decrease in 
the percentage of the population with no natural teeth (edentulous). However, loss of natural 
teeth is as much a result of cultural influences of the population and dental personnel, as it is a 
result of disease. 

J 

J 

Three major factors have affected the patterns of dental disease in western society. First, there 
is the role that fluoride has played in reducing dental caries, both in the form of fluoride 
toothpaste and in some instances in the country's water supply. Second, concurrent with a 
reduction in caries, a social change has resulted in people choosing to keep their teeth. This 
has caused a reduction in edentulousness greater than might be expected from the reduction in 
dental caries. And thirdly, although disease has fallen, large groups in the community still J 
have high levels of disease. 

3.1.1 Oral Cancer and its Prevention 

Oral cancer (i.e. cancer of the lip, tongue, floor of the mouth, palate, gums, buccal mucosa or 
oropharynx) accounts for 2% - 4% of cancers diagnosed annually in western society (MMWR, 
1998). Oral cancer is an age-related disease, ninety-five percent of cases occur among adults 
over 40 years, and the average age of diagnosis is 60 years in the USA. It is also a disease 
which predominantly affects males but this trend is changing with the increase in smoking 
among women. Despite aggressive combinations of surgery, radiation therapy and 
chemotherapy the 5-year survival rate for oral cancer remains poor. However, diagnosing U 
cancers at an early stage is crucial to improving survival rates and reducing morbidity. 

The main risk factors for oral cancers are tobacco use and alcohol intake. Up to 90% of 
patients with squamous cell cancers of the oral cavity have a history of tobacco use. Alcohol 
has a powerful synergistic effect when combined with smoking for sites such as the oral cavity 
and pharynx. 

With such well known risk factors, it is theoretically possible to prevent the majority of 
cancers of the mouth, pharynx and larynx. Thus, all primary-care providers must assume 
responsibility for counselling patients about behaviours that put them at risk for developing 
oral cancer, examining patients who are high risk for developing the disease because of 
tobacco use or excessive alcohol consumption, and referring patients to an appropriate 
specialist for management of a suspicious oral lesion. 

o 

J 



-

r 

r 
r 

17 

Although persons at risk for the disease are more likely to visit a physician than a dentist, 
physicians may be less likely than dentists to perform an oral cancer examination on such 
patients. Therefore, responsibility should be primarily directed to dental practitioners who can 
treat initial visits by high risk patients as an opportunity to screen for early signs of oral cancer 
(MMWR, 1998). 

Increased incidence of tobacco smoking has been associated with lower socio-economic status 
(Slan, 1999) and because of the link between deprived groups such as the unemployed or the 
homeless and higher consumption of alcohol, these groups should be targeted for oral cancer 
screening services (Acheson, 1998). 

3.1.2 Periodontal Disease 

Periodontal or gum disease is a pathological inflammatory condition of the gum and bone 
support surrounding the tooth. A very high proportion of people living in Europe including 
Ireland have some inflammation of the gingival tissue at the neck of the teeth. This condition, 
known as gingivitis, was once seen as the first stage in a chronic degenerative process which 
resulted in the loss ofhoth gum and bone tissue surrounding the teeth leading to tooth loss. 
However this is no longer the case as this condition can be reversed by effective oral hygiene 
practices on the part of the individual. 

One large study in the United States of America found that only 13% of the adult population 
was susceptible to loss of tooth support structures. As yet it is not possible to predict who is 
at risk of periodontal disease. Until this is possible, it is necessary to screen patients for early 
signs of the disease so that appropriate management can be instituted when the first signs of 
the disease is found (Ismail et ai, 1990). 

3.2 Oral Health Care Systems 

3.2.1 The United Kingdom Health Care System 

In the UK the entire population is eligible to obtain treatment through the state scheme but 
there is a patient charge of 80% of the cost of some treatments. However, people on low 
incomes receive free treatment, 21 % of patients are in this exempt category and have their 
charges partly or wholly remitted. The UJ('s General Dental Service (GDS) came into being in 
1943 with the introduction of the National Health Service. It is a demand-based service 
staffed by general dental practitioners who are independent contractors to the NHS and 
receive over 90% of their remuneration for adult treatment under a fee-far-service system. 
Their remaining income is from private fees and, until recently, a capitation fee for children. 

Although the dental service is demand-based. there is budget limitation. If the overall budget 
exceeds the allocated funds in a particular year, dental fees to the provider are adjusted 
downward the following year. 

The great majority of dentists work their own privately owned practices. Their contracts are 
administered by local Health Services Authorities. The system of payment is managed 
centrally by a Dental Practice Board (DPB) which is a non-governmental body although 
accountable to government. Monitoring of the dental services provided in the UK is mainly 
the responsibility of a central agency which employs dentists, known as Regional Dental 
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Officers (RDO's) to examine patients, either before or after treatment, and report on the 
appropriateness and the quality of the care provided. The low rate of remuneration for 
fee-pef-item treatments decreased need and demand for dental care and an increase in the 
number of dentists in the UK has been linked to the provision of unnecessary dental 
treatments (HMSO, 1984). 

In the UK, there is a requirement of attendance within 24 months to maintain registration in 
the system. If the patient fails to attend within a 24 month period for an examination Of 

treatment the registration of that patient with the dentist ceases and the capitation fee for the 
dentist is withdrawn. 

3.2.2 The Netherlands 

On January 1, 1995 the Dutch health care system changed dramatically from a Sickness Fund 
system to a market-lead health insurance scheme. The policy of the Dutch government was to 
increase the influence of market forces in health care. The changes to the system greatly 
affected the financing and delivery of dental health care and most of these changes affect 
adults. Apart from check-ups, routine cleaning and oral hygiene instruction, dental treatment 
is no longer covered by National Health Insurance. Those who wish to become insured for 
restorative and prosthodontic care must do so through private insurance. Before the new 
system was implemented, a two tier system of remuneration applied, with lower fees for 
nationally insured patients (Appendix C). Now all dental fees are the same and based on the 
higher private fees, leading to an overall increase in the cost of dental treatment nationally. 
About 75% of the dentate adults have supplementary dental insurance which partially covers 
these new expenses. It is too early to assess the effects of these changes on the oral health of 
the community but there is evidence to show that the overall cost of dental treatment has 
increased. 

In 1992, the Netherlands began a debate into how health care could be rationed in a fair and 
equitable manner by developing a 'basic package' of essential health care which would be 
covered by health insurance (Dunning, 1992). It was decided not to cover dental treatment 
for adults in the new basic package, based on the fact that dental treatment need is strongly 
related to personal responsibility. The Dutch believe that good dental care and prevention for 
the young, which is provided free-of-charge by the system, makes it possible to leave dental 
care for adults to individual responsibility. In this way it is hoped that individuals will be more 
aware of, and take preventive action against, practices which lead to dental disease. 

In the Netherlands there is a requirement of attendance annually to maintain participants in the 
National Health Service scheme. Preventive care and care for children under 18 years is the 
responsibility of the local municipalities (peddemors, 1995). 

3.3 Remuneration for Prevention 

If a preventive philosophy of dental health is to be embraced, in order to promote better oral 
health, then it is necessary to assess how funding of services promote the use of preventive 
techniques. 
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In the UK, a capitation system replaced the fee-for-service scheme for remuneration of child 
dental care in 1990. The ethos of capitation was to encourage a move from purely restorative 
care to a more preventive-orientated approach in the primary dental services for children and 
adolescents. The results of a national survey in 1993 indicated a failure to decrease general 
caries levels and an increase in the amount of untreated caries in 'baby' teeth (O'Brien M). 
These results fuelled claims that such a method of remuneration had led to 'supervised neglect' . 
However a recently published capitation evaluation showed statistically significant reductions 
in the overall caries levels in those under 18 years and a rise in untreated disease which fai led 
to reach statistical significance (Blinkhom, Hassall and Holloway, 1996). Indeed, a further 
evaluative study shows that there has been a redistribution of General Dental Practitioner's 
(GDP) efforts from restorative care to newer treatment! preventive items, with a dramatic 
increase in the prevalence of fissure sealants (resin coating on the biting surface ofa tooth) 
between 1989 and 1994 (Hassall and Holloway, 1998). Earlier studies which failed to record 
preventive fissure sealant treatments, seriously under-estimated the steps taken by dentists to 
address dental disease in children. Nevenheless, a fee-for- service element has been 
re-introduced into the capitation payment system for children and adolescents. It is hoped that 
this measure will influence the balance of restorative care to decrease the amount of dental 
caries unmet need in this population. 

In Denmark, where the system includes preventive activities and comprehensive treatments 
free of charge, specific preventive services that have been included in the remuneration scheme 
since 1988, have been applied only on a limited scale (Koomen and Heuvel, 1998). 

3.4 Monitoring and Accountability in Oral Health Care Deliverv 

Accountability and monitoring are increasingly being regarded as important for the efficient 
working of a health care system. However. monitoring can take different fonns. Many 
countries use a second opinion from an examining dentist after obtaining the dentists approval. 
such as Switzerland, Iceland, Gennany, Israel, and the United Kingdom. Quality audits occur 
in Norway and statistical monitoring is used in the UK, Gennany, Finland, the Netherlands and 
in Ireland. Most European countries report new plans for extending or establishing 
monitoring systems. 

Guidelines for standard oral health procedures are becoming more important as a quality 
measure which increases accountability. These guidelines have been developed and 
implemented in Iceland, Germany, the United Kingdom, the Netherlands and Poland, although 
in many cases this process is in its early stages of development . (It has been shown that, 
because high costs are currently generated by treatment uncertainty, the establishment of a 
nation-wide database on best practice is the single most effective step government can take in 
the field of health care (OECD, 1997). Clinical audit and peer review are supported by the 
government in the United Kingdom as a way to improve overall health care standards and. in 
addition, prior approval for the provision of complex or expensive treatment under the 
National Health Service is required (Koomen and Heuvel, 1998). 
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3.5 Dental Personnel - Training and Employment 

Most European countries control the supply of dentists by fixing the number of students 
permitted to enter dental school each year. Exceptions include Israel, Switzerland and 
Belgium. However, the latter two countries are contemplating the introduction of such a 
measure. 

In Switzerland, the dental hygienist can be visited for a periodic oral health check, under the 
supervision of a dentist. Swiss hygienists may be allowed to set up their own practices in the 
future. In Portugal all patients can visit the hygienist for a regular oral health check and this 
has recently been authorised in Denmark. In Norway and Malta, children can visit the 
hygienist for regular check-ups and in Finland this is possible fo r pTe-school children (Koomen 
and Heuvel, 1998). 

3.6 Price Setting in Europe 

Most countries in Europe report that third parties (government bodieslinsurance companies) 
rather than individual customers/patients negotiate quality and price of dental services. 
Furthermore, negotiations take place on a collective rather than an individual basis. Although 
some freedom in setting tariffs is allowed in private practice, the possibility of introducing 
market-orientated incentives, such as productivity-linked contracts in the public sector, are not 
well-developed in general. 

3.7 Oral Health Care Inputs in Europe 

Table 3.1 
Demography and Oral Health Inputs 

Country Population 0/0 GNP spent on No. Registered Dentist Density 
(millions) Health (1996) Dentists (per 1,000 

persons 1994) 

Ireland 3.5 7.6 1,400 0.4 

England I Wales 51 6.9 27,068 0.4 

Netherlands 14.9 8.6 6,510 0.4 

Gennany 81.5 8.4 49,048 0.7 

France 58 9.6 41,840 0 .7 

Spain 38.9 7.7 11,600 0.3 

Denmark 5.1 6.2 3,768 0.7 

USA 263.8 14.2 

(DTSS) Ireland 0.9 858 1.05-

(ref: WHO oral health database) 
• in 1998 
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Table 3.2 

Percentage of Health Spending dedicated to Oral Health 

IRE 

0.25 

UK 
0.3 

Neth 

0.4 

Germany France 

0.8 0.9 

Denmark 

0.6 

The number of dentists registered to practise in Ireland is 1,400, however in many cases, 
retired dentists register with the Dental Council. It is estimated that there are about 1,250 
practising dentists in Ireland, about 950 in private practice and 300 working in the health 
boards. 

3.8 Oral Health Care Outputs 

The most commonly used indicator for dental caries is the DMFT score which is a well 
established summary statistic. DMFT stands for the average number of decayed, missing or 
filled teeth in a group or population. The D:MFT score can be broken down to describe the 
average number of decayed teeth (DT) i.e. the dental treatment need, the average number of 
missing teeth (MT) and the average number of filled teeth i.e. the dental treatment experienced 
by the community. 

Le!:end 

DMFI = mean number of decayed, 
missing or filled teeth 

Dr = mean number of decayed teeth 
MT = mean number of missing teeth 

In developed countries there has been a notable reduction in caries experienced in young 
adults and a decline in tooth loss across all age groups. However, evidence from several 
countries indicates that the mean number of decayed teeth (OT) is remarkably constant across 
all age groups. This indicates that dental caries is not on1y a disease of childhood but can be 
detected throughout the whole of adulthood (BJinkhom and Davies. 1996). 

The levels of untreated dental caries or the number of teeth with decay (OT) and the number 
of missing teeth (MT) provides a reliable indicator of the success or otherwise of a health care 
system in providing adequate care for the treatment of dental caries (see Table 3.3). 
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Table 3.3 
Caries Experiance in 35-44 year Cohort 

Country DMFT 35-44 years DT MT 

Ireland 19 1.1 10.6 

England and Wales 19 1 6.9 

the Netherlands 17.4 2.2 4.6 

Germany 16.3 1.1 6.6 

France 14.6 1.2 3 

Spain 10.9 3.3 4.7 

Denmark 22.9 0.7 7.1 

USA 13.6 0 .8 4.3 

(rer: WHO oral health database) 

High levels of untreated carious teeth indicate unmet need and may show deficiencies in a 
system such as in Spain, which has a poorly developed public dental service for adults. 

The DMFT for the Irish 35-44 year age cohort is relatively high at 19 but similar to that found 
in the UK and the Netherlands. However, the proportion ofDMFT in the adult Irish 
population which is attributed to MT (missing teeth) does give rise to concerns, because it 
indicates that disease is not being treated early and appropriately by restoration and instead a 
high proportion of the population rely on extraction for treatment of disease. This may be due 
to cultural factors, the ongoing expense related to saving the tooth, the extent of tooth 
damage due to delays in treatment or in the case of low-income adults, due to restricted access 
to treatment before 1994 when the DTSS was launched. 

A simple but fundamental measure of the dental health of an adult population is the proportion 
of individuals who retain any natural teeth. Table 3.4 presents the average number of teeth 
present and the percentage of adults who have lost all their natural teeth, in a number of 
European countries. 

Along with the reduction in tooth loss in dentate adults there has been a dramatic decline in 
the level of edentulousness (no natural teeth present). Although the proportion of adults with 
no natural teeth is declining rapidly among the young, levels in the elderly will remain high for 
some time to come indicating a continued need for denture provision and replacement 
(01\1ullane, 1997). 
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Table 3.4 
Tooth Mortality In Adults 

Country 35-44 yrs 35-44 yr' >65 yrs >65 yrs 
No. teeth present % edentulous No. teeth present % edentulous 

Ireland (1990) 21 4 7.3 48 

UK (1988) 25.4 3 14.5 66 

Neth. (1987) 21.1 12.9 4.6 70.4 

Germany (1990) 24.3 0.6 8.8 29.3 

Spain (1990) 26 0.2 12.5 31 

Denmark (1982) 23.5 6 5.5 60 

(ref: WHO oral health database) 

Since data on edentuousness say nothing about the number or condition of the remaining 
teeth. a more informative indicator is the proportion of individuals who retain at least 
two-thirds of their natural teeth since they are likely to have a fully functional dentition with or 
without the aid ofa prosthesis. Therefore, one of the key oral health indicators is the concept 
of Shortened Dental Arch (SDA) which is based on the fact that the teeth most likely to be 
extracted because of dental disease are the permanent molars. For most people both function 
and aesthetics are satisfactorily maintained even with the loss of molar teeth or, indeed, with 
the loss of one premolar and molar. In 1982 the World Health Organisation adopted as a goal 
for oral health "the retention throughout life of a functional aesthetic natural dentition of not 
less than 20 teeth and not requiring resource to a prostheses". Research has shown that in 
some cases older people could manage with fewer teeth, and that the dentist should provide 
prosthetic treatment only when the patient reported a complaint related to missing teeth 
(Kayser and Witter, 1985). Another study has concluded that in older patients there is little 
need to replace posterior teeth, until there were fewer than three posterior functional units 
(Leake JL et al. , 1994). 

Given this information it is important to know the proportion of the population which may 
have an existing SDA. The reports of the surveys of adult dental health in the Republic of 
Ireland and in the UK record the percentage of those who retain more than 20 natural teeth 
which are outlined in Table 3.5 (O'Mullane DM and Whelton HP, 1992: Todd JE and Lader 
D, 1991). It can be seen that dentate adults in the UK and Ireland have more natural teeth in 
sufficient numbers when the SDA approach is used. This is especially apparent in the 
middle-age groups. While this information does not indicate the quality of those teeth or, 
indeed, their position it does offer some insight into the potential demand for oral health care 

• sefV1ces. 
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Table 3.5 
Percentage of dentate subjects with more than 20 natural teeth 

in Ireland and the UK 

Age (years) Ireland UK 
(1989-1990) (1988) 

16-24 99 100 

25-34 89 96 

35-44 65 86 

45-54 41 72 

55-64 3 1 48 

>65 2 1 25 

. (from O'Mullane, 1997) 

Table 3.6 
Percentage of dentate subjects with 18 or more sound and untreated natural teeth in 

Ireland and the UK 

Age (years) 

16-24 

25-34 

35-44 

45-54 

55-64 

>65 

3.9 Inequalities in Dental Health 

Ireland 

1989-90 

79 

37 

17 

9 

8 

4 

(from O'Mullane, 1997) 

UK 
1988 

80 

40 

21 

12 

10 

5 

It is evident that certain sectors of society experience higher levels of dental caries than others. 
In the Netherlands, Get IIlany and Ireland, for example, although the prevalence of caries has 
declined in all socio-economic groups and the differences between groups have diminished, 
children in lower socio-economic groups still have higher levels of disease in comparison with 
children from high socio-economic groups. Children from certain ethnic minority groups such 
as very young Asian children in the United IGngdom and children from indigenous populations 
such as Native American Indians, Eskimos (Induits) and aboriginals tend to exhibit a higher 
prevalence of caries than children from other sectors of society. 
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The inequalities observed in the dental health of children and adolescents persists into 
adulthood. Trend data from most industrialised countries demonstrates that adults from low 
socio-economic groups have worse oral health than their high socio-economic counterparts. 
In the USA, black adults have not shown the reduction in DMFT that whites have exhibited. 
Adults from the lower social classes have higher levels of missing and decayed teeth and 
edentuousness than adults from high social classes. In New Zealand a comparison of data for 
adults aged 35-44 years in 1976 and 1988 indicates that whilst all groups have experienced an 
improvement during these years, adults from lower social class groups still have more 
decayed, missing and filled teeth than adults from upper social class groups (Blinkhorn and 
Davies, 1996). 

3.10 Future Costs of Oral Health 

The effect of population ageing throughout the developed world has been to increase the 
overall annual growth rate of national expenditure on health care. However, scenario analysis 
in Germany indicates that the rate of growth on dental related health care expenditure will 
slow in the next century. Overall costs may even begin to decrease by 2010 (OEeD, 1997). 

3.11 Important Trends for the Prevention of Oral Diseases 

Recent cross country comparisons of oral health care delivery have highlighted many 
important findings which have had, and are likely to have, important implications for the 
reorganisation of oral health care systems (WHO, 1997). These relationships can be used as 
guidelines for policy-makers and providers, for identifying target populations, designing new 
programmes, or re-designing old programmes. Some examples of these trends include: 

Females brush and floss more than males 
- Residents of urban or more aftluent communities brush and floss more than others 
- Adults with higher education and income brush and floss more than others 

Those with a 'usual' source of care such as a known dentist, visit oral health care 
providers more than others 

- Adults with a usual source of oral health care have lower decayed to total teeth ratios 
Prevalence of fluorides in a community predicts lower DMF I scores 

- Perceived general health is strongly correlated with oral health. 

The greater retention of teeth by an increasing proportion of the adult populations, combined 
with rising numbers of the elderly in society, have important implications for the delivery of 
care and the prevention of disease. In older age groups, root caries becomes more prevalent. 
Data from the USA indicates that the percentage of employed dentate adults with at least one 
decayed or filled root surface increased from 8 per cent in 20-29 year olds to between 60 and 
70 per cent for those aged 65 years and over. In two studies of randomly selected samples of 
adults aged 65 and over, an increment of root caries was experienced by 37 per cent and 43 
per cent over 3 years. These findings indicate that, in maintaining the priority of prevention, 
programmes which target the elderly, males, the less affluent and the less aware should be 
foremost in the minds of the profession, the providers of care, researchers and administrators 
(Blinkhom, 1993). 
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One of the main factors influencing both dental health and dental opinion is the dental ] 
attendance pattern that patients have established over their lifetime_ If they have attended 
regularly for a check up then they are likely to have had restorative treatment when it was 
necessary. For those who attended only when they had trouble with their teeth, it is more 
likely that teeth have been extracted. In turn, dental attendance patterns are related to 
socio-economic status. Those who are less well off are more likely to only attend the dentist 
when in pain. Naturally, the level of oral health care delivery in a country, influences this ] 
decision. Soda-economic status also affects knowledge and awareness of dental disease, for 
example, high social deprivation is associated with less awareness of the role of sugar in dental 
caries, the prevention of periodontal disease, the relationship between oral cancer and smoking J 
and so forth (O'Mullane, 1997). Therefore, as might be expected, the uptake rate and use of 
the DTSS by Irish medical card holders is relatively low compared to the use of the Social 
Welfare scheme (DTBS), as Table 8.14 (p 62) illustrates. 

One of the key trends in the epidemiology of dental disease is that, nowadays, oral health 
problems are much more segmented than in earlier years. Dental diseases are concentrated in 
specific groups of people, rather than the whole population. The major problems are : 

1. the high level of dental caries in areas of urban deprivation 
2. the failure to persuade non-attenders to visit a dentist for routine screening 
3. the high consumption of refined carbohydrates between meals 
4. the increased prevalence of oral cancer. 

The theme common to these problems is that clinical intelVention alone will not solve them. 
Only social and political changes will expedite an improvement, both of which may be altered 
over time by a process of infonnation and education. This process of educating and giving 
infonnation ranges from a service directed by health professionals to community development 
progranunes. However, when the improvements based on these approaches have reached 
their limits, policy-makers must turn their attention to the more general predisposing elements, 
particularly poverty and discrimination, which seem to make high-risk groups unreachable 
(Blinkhorn, 1993). 

Although perceived general health is strongly correlated with oral health, oral health care and 
general health care have flourished in "splendid" isolation. It has become clear, however, that 
new approaches for achieving health gain must focus more on empowering rthigh risk" sectors 

] 

] 

of the community and restructuring healthcare systems than on the discovery of better [J 
preventive agents or conventional care systems. 

The dramatic and welcome improvements in the dental health of populations in many countries 
of the world represent one of the most significant public health achievements of this century. 
It is important to maintain this momentum and encourage the wider use of proven preventive 
strategies and products in those populations, groups and individuals who currently do not 
receive them. 
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3.12 Conclusion 

In conclusion, caries and periodontal disease are more severe in financially disadvantaged 
adults. Dental caries has been shown to occur throughout life and there is a continued need 
for restorative treatment in adult populations despite the advances made in the prevention of 
dental caries in younger people. Although the proportion of adults with no natural teeth is 
declining rapidly among the young, levels in the elderly will remain high for some time to 
come indicating a continued need for denture provision and replacement. 

Dental diseases are concentrated in specific groups of people, rather than the whole 
population. The risk of oral cancer also increases in the low income population due to higher 
levels of smoking and alcohol intake. Since, dental caries, periodontal disease and oral cancer 
are largely preventable, treatment outcomes are greatly improved by early detection. 
Therefore, the provision of primary care dental services to adult, low income populations is 
vital to improving a country's health gain and reducing the gap in overall health inequality. 
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Chapter 4 

Epidemiology of Oral Health Care in Ireland 

4.0 Introduction 

In 1990 a survey of the oral health of Irish adults was published by the oral health services J 
research centre in University College Cork. The result of this comprehensive survey mirrored 
the experience in other developed countries. Dental disease is related to age, fluoride status 
and socio-economic status. However, the survey also highlighted particular problems specific 
to Ireland, for example, toothlessness in the over 65 age group showed a very notable 
improvement, especially when compared with the 1979 figures, but the level of improvement 
amongst females is much less than for males. This difference was particularly apparent in 
older age groups which is largely explained by cultural influences in past decades. (O'Mullane, 
1992). 

Apart from measuring levels of oral health of adults in Ireland, the aims of the survey were 
also to estimate the need for dental treatment among· Irish adults and to investigate the effects ] 
of sociological variables on levels of oral health . 

• 

Another comprehensive adult dental survey is planned to begin in 1999 and will shed valuable 
light on the impact dental services have made on oral health gain in Ireland over recent years. 
In particular, this important survey will allow us to measure key dental performance indicators 
in order to evaluate the nTSS for medical card holders. 

4.1 Epidemiology - the changing pattern of dental disease in Ireland 

The adult dental survey (1990) shows that edentulousness was generally lower among social 
classes 1 and 2 compared with social classes 4,5 and 6. Those in non-flouridated areas had 
more edentulousness, as did those outside the Eastern Health Board. For example, among 
those aged 65 years and older the percentage edentulous was 35 .4 per cent in the EHB 
compared with 53. 1 percent in other health boards (see table 4.1 ). 

Excluding wisdom teeth, the full complement of natural teeth in the mouth is 28. The mean 
number of natural teeth present decreased from 27.2 in those aged 16-24 to 7.3 in those aged 
65 years and older. Males tend to possess more natural teeth than females and there is 
evidence that the trend towards higher levels of tooth loss among females begins long before 
the state of edentulousness is reached. 

Subjects with medical cards tended to have fewer natural teeth than those who did not and this 
difference was more apparent in the older age groups. General health status was also 
associated with retention of natural teeth; those aged 55 years and older, classified as healthy, 
had on average 8.9 natural teeth present, compared with 5.9 in those with systemic conditions 
that limit activity and are a constant threat to life. 
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Table 4.1 
The % edentulous according to sex and to medical card status 

[ AGE Medical Card Eligibility 

yes yes no no 

Male Female Male Female 

16-24 0 0 0 0 

25-34 3.2 2 1 0.6 

35-44 3.2 7.8 2.7 3.4 

45-54 22.6 31.9 9.8 17.7 

55-64 42.4 64.2 22.6 39.3 

65+ 48.2 72.2 17 42.9 

The Dl\1FT index (decayed, missing or filled teeth) increases with age and is higher outside the 
Eastern Health Board. 

Table 4.2 
Mean number of DMFf by geographic location. Eastern Health Board (EHB) and 

Other Health Boards (OHB) 

Age E.H.B O.H.B 

16-24 7.3 7.5 

25-34 14.4 15.3 

35-44 18.6 19.2 

45-54 22.6 23 .5 

55-64 24.5 26.7 

65+ 25.9 27.9 

The 35-44 year age group is very important for international comparisons and it is very 
encouraging to see that the 1984 dental health goal of no more than 2% edentulous for this 
group has already been exceeded by 2% (see paragraph 5.5). As already mentioned, there is a 
definite pattern of higher levels of toothlessness amongst women emerging. A similar pattern 
was found in the 1979 survey of Irish adults. The reasons for this discrepancy have not yet 
been fully explored but it is thought that the traditional role of women in the family resulted in 
lower priority being given to womens' dental health needs. Women are also more likely to 
have perceived unsightly teeth extracted for cosmetic reasons. The introduction of the DTSS 
and eligible spouses into the Social Welfare scheme has helped to redress this imbalance. 
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4. 1.2 Oral and Pharyngeal Cancer in IreJand 

Oral cancer includes cancer of the lip, tongue, floor of the mouth, palate, gums, buccal J 
mucosa or oropharynx. The National Cancer Registry published its first statistics for the 
entire country in 1994 which produced data on the number of oral and pharyngeal cancers 
Deeuring in Ireland. In 1994, 254 cases of oral and pharyngeal cancers occurred, 188 in males 
and 66 in females. This accounts for 2% of the total number of cases in males and about 0.65 
% of the total numbers of cancers in females. This is comparable with the prevalence in other 
European countries. Tables 4.3 and 4.4 enumerates the occurrence of oral cancers confined to 
the oral cavity and surfaces which can be examined by a dental practitioner without specialised 
equipment. Other oral cancers, including laryngeal cancer, are not easily diagnosed by dental 
professionals. 

Table 4.3 
Oral Cancer in Ireland in 1994 

Number of Cases in 1994 

Males Females 

Lip 55 9 

Tongue 39 19 

Floor of the Mouth 29 7 

Salivary glands 25 13 

Mouth (other than floor) 24 13 

In 1995 the number of oral and pharyngeal cancers in males amounted to 234 or 2.3% of the 
total number of cases in Irish men. The total number of oral and pharyngeal cancers occurring 
in women in 1995 was 102. The number of cases and the specifically oral sites of the disease 
in Ireland is estimated to he between 1 and 2 in 100,000. 

Table 4.4 
Oral Cancer in Ireland in 1995 

Number of Cases in 1995 

Males Females 

Lip 34 6 

Tongue 57 19 

Floor of the Mouth 18 12 

Salivary glands 19 17 

Mouth (other than floor) 29 13 

As in other countries, oral and pharyngeal cancer in Ireland is primarily a disease of older men. 
In 1994 for instance, 156 cases or 61 % of all cases occurred in men over 50 years of age. 

J 
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The Health Strategy "Shaping a Healthier Fuzure", identified three major sources of 
premature mortality, namely cancer, cardiovascular disease and accidents_ It was noted that 
much of the premature mortality due to these causes was preventable, and set out 
medium-term targets for addressing the major causes. The medium-term target for cancer was 
to reduce the death rate from cancer in the under 65 age group by 15% in the ten year period 
from 1994. 

To provide a framework to achieve these targets, the national Strategy for Cancer was 
published in 1997. One of the key recommendations was to take all measures possible to 
reduce rates of illness and death from cancer. To this end, the Cancer Strategy calls for the 
development of effective prevention and appropriate screening services. 

As discussed in Chapter 3, oral cancer screening is most appropriately carried out by primary 
dental care services and should target those most at risk such as low income males. 

4.2 The Need for Dental Treatment 

As part of the Adult Dental survey (1990) analysis, each subject was evaluated for treatment 
requirement. The results can be summarised as follows; 

Over 60 per cent of Irish adults sUlVeyed were considered by the examiners to require 
some dental treatment. 

- Treatment needs were highest among medical card holders. 
- Over 50 per cent of adults aged 55 years and over needed some denture related 

treatment. The criteria for making this decision are not outlined but dentures should 
only be provided for aesthetic and functional purposes. 
Full upper and lower dentures were required by 24 per cent ofthose aged 65 years and 
over. 

- Medical card holders had the greatest need for dental treatment. 
Subjects eligible for PRSI dental benefit had the lowest need for denture treatments. 

- Fillings were more commonly required than extractions, except for the oldest age group. 
- Medical card holders had the highest number of extracted teeth and the greatest need for 

future extractions; they also had fewer fillings than other groups. 
- Subjects eligible for PRSI dental benefit scheme had lower treatment needs overall and 

would appear to have greater access to dental treatment. 

An indication of the extent to which dental caries are being treated, and of the pattern of 
treatment, can be obtained by an analysis of the components of the total decay experience 
(DMFT). It is generally accepted that the decayed (DT) component is an indication ofunrnet 
need, the filled component represents successful treatment, and the missing component (MT) 
represents failed treatment . 

The extent of health inequalities was shown, in that there was a larger problem with unmet 
need and failed treatment among the lower socio-econornic groups and a higher proportion of 
successful treatment among higher socio-economic groups. For instance, in social classes 1 
and 2 the percentages of total DMFT attributable to untreated decay (DT) and missing teeth 

.. 
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(MT) tends to be lower than in the other social groups, whereas the total attributable to the 
filled component tends to be higher in social groups 1 and 2 (Table 4.3). 

The decayed (DT) component of the DMFT, which shows unmet need was 19 per cent in 
those age 16-24, compared to less than 7 per cent in those over 25 years. This trend has 
obvious implications for utilisation of the dental services in the 16-35 year cohort of the 
DTSS. 

Table 4.5 

J 

Mean DMFT and percentage of total DMFT which are attributable to Decayed, Missing I') 
and Filled components by age ~ 

Social Class 

Age 16-24 

1 2 3 4 5 6 

DMFI 7 8.3 6.5 6.4 7.7 9.3 

%DT 13 15 14 25 22 27 

%MT 27 30 35 31 39 42 

%Ff 60 55 51 42 39 9.3 

Age 35-44 

1 2 3 4 5 6 

DMFI 18.7 18.3 19.7 19.3 19.4 17.4 

%DT 3 5 6 6 11 8 

%MT 41 51 54 63 66 64 

%FT 57 44 40 30 23 28 

4.3 Sociological Variables and Dental Health 

A questionnaire was completed by each subject examined in the National survey (1990), to 
assess dental attitudes and behaviours. The results are summarised below: 

Attitudes to wearing dentures tend to become more complacent with age. 
- Subjects in all age groups who opted for filling of a painful back tooth tended to retain a 

greater number of natural teeth than those who opted for extraction. 
- Edentulousness tends to be lower among subjects who claim to have had regular dental 

attendance patterns in childhood. 
In general, medical card holders tend to have lower expectations than subjects in 
PRSI or no cover groups. 

- Oral health awareness tended to be lower among medical card holders, fo r example, 
frequency of brushing, and regularity of attendance at the dentist, were lower among 
medical card holders than among those entitled to dental care through PRSI payments 

J 
J 
J 

J 
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4.4 Conclusion 

Although the oral health of the Irish nation has improved dramatically over the last twenty 
years, it is generally recognised that this is a heritage which can no longer be maintained 
without effort, but needs a carefully planned preventive and complementary curative national 
oral health programme. 

As dental caries have reduced in many developed economies, we have seen the emergence of 
risk groups and polarisation of disease along the lines of social inequalities. At the same time, 
older people are retaining their teeth, and maintaining a healthy dentition for life. This is one of 
the challenges we face in the new millennium. 

The continued need to maintain and support dental services to Irish adults is demonstrated by 
the need for care, the lack of access to routine services for the remaining core group, and the 
disadvantage to a low-income population by not receiving this care, because it has been shown 
that they can benefit most. 
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Chapter 5 

Health Strategy, Dental Health Action Plan and Oral Health Goals 

5.1 Shaping a Healthier Future 

The Health Strategy 'Shaping a Healthier Future' of April 1994 sets out a pathway for the 
reorientation of the health care system over a four year period to make it more effective and 
more responsive to the needs of users. Planning and delivery of services were reshaped to 
focus on achieving health and social gain by the provision of the most appropriate care with 
the best use of resources. The plan stressed that greater accountability must be brought to 
every level of health care delivery and greater consultation should take place with both 
providers and consumers to ensure that services are delivered in an equitable and quality 
driven manner. 

In the four year period since 1994 a number of important initiatives have been undertaken to 
implement the health strategy - these include: Plan for Women's Health, Cancer Action Plan, 
Dental Health Action Plan, and other significant developments in Health Promotion, Alcohol 
Misuse, Mental Health, Services for Persons with a Physical or Sensory Disability and a 
Management Development Strategy for the Health and Personal Social Services. 

5.2 Dental Health Action Plan 

The Dental Health Action Plan of November 1994 was one of the first major initiatives of the 
Health Strategy. It set out, for the first time, objectives for the dental services and more 
importantly a framework and timescale for achieving these objectives. 

5.3 Objectives of Dental Services 

I. Reduce the level of dental disease in children. 

2. Improve the level of oral health in the population overall. 

3. Provide adequate treatment services to children and to all medical card holders. 

It was recognised that all objectives must be subject to the criteria of equity, accountability 

and quality in the implementation of the Denal Action Plan. 

J 
J 
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5.4 Method to Achieve Objectives 

A combination of investigative, preventive and treatment strategies, supported by 

appropriate training were the methods chosen to achieve the objectives. 

5.4.1 Investigative Strategy 

Oral health goals for keyage groups were agreed and an oral health database for monitoring 

changes in oral health in health boards is to be established. 

5.4.2 P reventive Strategy 

• Increase efficiency of water fluoridation schemes through continuous upgrading of 

existing water fluoridation plants and appropriate increases in the number of water 

fluoridation plants. 

• Increased use of school-based fluoride mouth rinsing programmes in low fluoride 

areas. 

• Promotion of more frequent and regular use of fluoride toothpaste for adults and 

children. 

• Increase applications of fissure sealants to children. 

• Oral Health Education in media, healthcare and educational settings. 

5.4.3 Treatment Strategy 

• Phased extension of eligibility for public dental services to children under 

sixteen years beginning with an extension to those under 14 years in 1994 

• 

• 

Systematic screening and treatment of children in three classes in primary and 

post ·primary schools. 

Development of specialised dental services in orthodontics, oral surgery and 

paediatric dentistry through the establishment of regional consultant services. 
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• Phased introduction of new treatment services for one million medical card 

holders. 

5.4.4 Training Strategy 

.' Dental schools to produce appropriate mix and numbers of dentists, consultants, 

specialists and auxiliary dental workers to meet the needs of the dental services. 

• Dental schools, post graduate medical and dental board and health boards to provide 

opportunities for post graduate and continuing education including management 

training for all dental staff. 

5.5 Oral Health Goals 

A key feature of the dental health action plan is the setting of goals for oral health to be 
reached before the year 2000. This approach is very closely aligned to the focus on health and 
social gain in the health strategy. The aims of the Dental Plan is to achieve the following 
oral health goals by the year 2000 . 

... At least 85% offive year olds in optimalIy fluoridated areas and at least 60% of five-year 
oIds in less than optimally fluoridated areas will be free of dental caries (baby teeth only). 

* Twelve year-old children will have on average no more than 1 decayed, missing or filled 
permanent tooth in optimally fluoridated areas and on average no more than 2 decayed, 
missing or filled permanent teeth in less than optimally fluoridated areas. 

* The average number of natural teeth present in 16 - 24 year olds will be 27.7. This 
compares with a current average of27.2 and represents an average gain of one tooth for 
every two people in that age category. 

* No more than 2 per cent of 3 5 - 44 year olds will have no natural teeth. 

* No more than 42 per cent of people aged 65 years and over will have no natural teeth. 

5.6 Dental Treatment Services Scheme (DTSS) 

In 1994, the Dental Health Action Plan stated that; 

nA treatment strategy in the form of the Dental Treatment Services Scheme (DTSS) will be 
a critical factor in helping adults, especially medical card holders, to achieve the oral health 

goals agreed for adults. " 

J 
] 



r 

37 

Chapter 6 

Dental Treatment Services Scheme (DTSS) 

6.1 The Objectives of the DTSS 

• To improve the oral health of adult medical card holders and thereby reduce the equity 
gap between this population and the population as a whole by providing a high quality 
dental service. 

• To provide dental services to adult medical card holders in a cost-effective, and 
equitable manner. 

6 • 2 Description of the Dental Treatment Services Scheme 

Primary dental care services to adults (persons over 16 years of age) are mainly 
provided by private dental practitioners participating in the Dental Treatment Services 
Scheme (DTSS) under contract arrangements with health boards. 

Under this Scheme dental treatment services are provided to eligible adults (persons 
aged 16 years or over who have medical card entitlements under the Health Acts) by 
about 858 dental practitioners in private practice under contract arrangements with the 
8 health boards. Health board dentists also provide some services under the Scheme. 
About 900,000 adults are currently eligible . 

The Scheme was introduced on a phased basis and commenced on 1 November 1994. 

At present services are provided under three distinct schemes as follows: 

I • Emergency treatment I Available to all eligible adults ! 

• Routine treatment 

• Full denture scheme 

Available to 16-34 and >65 year 
age cohorts 

Available to all edentulous adults 
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Subject to agreement on new procedures with the Irish Dental Association and the 
availability of resources, the 35-64 cohort will become eligible for the Routine scheme 
later this year (see chapter 9, paragraph 9.3.5 for further discussion). 

Emergency treatment is available on demand. Routine treatment and full denture 
treatment is subject to prior approval by the health board. This is necessary because 
health boards are required by the Health Amendment Act 1996 to operate within 
budget. 

6.3 Structure of the DTSS 

6.3.1 Contract Agreement between Health Boards and Dental Practitioners 
for the Provision of Dental Treatment Services, 1994 

A contract agreement including a schedule of treatment selVices was negotiated 
and agreed between health boards and general dental practitioners in September 
1994 (Appendix B). The agreement is similar in fonnat and content to the agreement 
between general dental practitioners and the Minister for Social Welfare in 1992. The 
scale of fees has a similar basis. Because of the manner in which the scheme is being 
phased in there are some differences in the structure of the treatment schedules. 
This is especially so for the emergency scheme, which attracts premium fee rates 
for treatment items. A number of clauses inserted into the agreement by the dentists, 
reflect previous unhappy experiences with health boards in the running of dental 
schemes. The most important of these are clause 9( c) that commits the health board to 
approving or rejecting applications for treatment within 30 days and clause 34 that 
commits health boards, the Department of Health and the Irish Dental Association to 
establish a monitoring committee to monitor the implementation of the scheme. 

Renumeration for the DTSS is decided through collective negotiation with the Irish 
Dental Association (IDA). The Contract states that DTSS fees will be reviewed 
periodically in relation to those in the Dental Treatment Benefit Scheme, managed by 
the Department of Social, Community and Family Affairs (Appendix B : paragragh 24). 

6.3.2 Role Of General Medical Services (Payments) Board 

Claims for payment in respect of completed treatments are made to the General 
Medical Services (Payments) Board [GMS (P) Board] which acts as agent for the 
health boards. The GMS(p)Board enters details of oral health examinations and of 
treatments completed on individual patient files and should make available detailed 
infonnation on a monthly basis to health boards to enable the boards to monitor the 
Scheme. 

6.3.3 Statutorv Basis of Relationship between GMS (Pl Board and Health Boards 

The statutory basis of the relationship between the GMS (payments) Board and health 
boards is derived from The General Medical SeIVices (payments) Board 
(Establishment) Order, 1972 (S.L No 184 of 1972). Article 3 of that instrument 
reads as follows: 

J 
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"The health boards shall arrange jointly for the performance of the following functions 
in relation to: -

(i) the provision of services under sections 58 and 59 of the (Health) Act and 

Oi) the provision afdental services under section 67 (1) of the Act: 

(a) the calculation of payments to be made for such services or arising from the 
provision of such services; 

(b) the making of such payments; 

( c) the verification of the accuracy and reasonableness of claims in relation to such 
• servlces. 

(d) the compilation of statistics and other information in relation to such services and 
the communication of such information to persons concerned with the operation of 
such services." 

6.4 Operation of Contract 

For emergency care the patient may walk in off the street and get treatment immediately 
without any need of prior approval from the health board. When non-emergency routine care 
is required, the patient makes an application through the relevant health board and the 
application is validated within one month. 

A medical card holder may choose any participating contracted dentist from the published 
panel. Application is made through the relevant health board, who validate the claims within 
one month. Patients in the 16 to 34 and over 65 years cohorts can avail oftreatment under the 
Routine Scheme and patients of all age groups who are edentulous can apply for dentures. 
All eligible adults are able to receive treatment for the relief of pain under the Emergency 
Scheme without prior approval. The scale of fees under the Emergency Scheme is generally 
higher than that available under the Routine Scheme because the fee covers all necessary 
treatment to relieve pain, including oral examination and radiographs. 

Treatment available under the Routine scheme can be divided into two general groups, known 
as "above the line" treatments and "below the line" treatments. Above the line procedures, 
such as examination, prophylaxis and relatively simple restorations, can be completed without 
prior approval of the health board. Prior approval is required from the health board for all 
treatment procedures "below the line" and when dentures need to be replaced within five 
years. Treatment for any of these items cannot be provided until the contracting dentist has 
received authorisation from the health board. 
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6.4 Comparison of DTSS and DTBS 

Although both the DTSS and Dental Treatment Benefit Scheme (DTBS) are state run, 
have similar contracts which are financially linked and share the same dental providers, they 
developed separately with distinct legislation, administration and monitoring systems. The 
operation of separate schemes and duplication of administrative work for such similar schemes 
is not very cost-efficient and has given rise to inequalities of dental health between the 
populations who are eligible in each scheme. Therefore, it would seem wise to consider the 
amalgamation of the schemes to reduce administrative costs and complexity of dental care 
provision both for the patients and the dental providers. 

Table 6.1 
Comparison ofDTSS and D'I'BS 

• Commencement of the scheme 

• Patient charges 

• Oral health of the the population 

• Budget/cost of service (1998) 

• Number of dentists on the panel (1998) 

• Total number of treatments provided (1998) 

• Total numbers eligible 

• Average cost per patient 

"(excluding patient charges) 

6.5 The Role of the Health Board Dental Service 

• 

The implementation of the DTSS resuhed in fundamental changes to the overall role of the 
health board dental services who were no longer directly responsible for the provision of 
treatment to a large percentage of the adult medical card population. The new remit for the 
health boards' dental sections can be summerised as foHows. 

1. Monitoring and evaluating oral healtb status of population. 

2. implementing and evaluating preventive progranunes for the whole community. 

3. Providing all necessary dental care to children up to 16 years of age. 

4. Providing all necessary dental care to special need groups in the community such as the 
elderly, the handicapped, and long tenu institutionalised persons. 

5. Monitoring of tbe DTSS at a local level. 

J 
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6.6 Role of the Health Board Dentists 

Health board dentists may participate in all three strands of the service for adult medical card 
holders on an out-of~hours basis (night sessions). The initial priority was the provision offull 
dentures to edentulous eligible persons over 65 years of age. Due in part to the reluctance of 
private practitioners in some areas to provide this service, health board dentists became the 
main providers from 1995 onwards. In 1997 the Eastern Health Board contracted dentists to 
provide 16 sets of dentures within a set number of night sessions. F allowing this initiative in 
the EHB the waiting list for full dentures was greatly reduced. 

During night sessions, health board dentists also provide emergency and routine treatment to 
eligible adults, in particular to special needs groups such as travellers and those persons 
attending drug rehabilitation clinics. Productivity in relation to the provision of care under this 
scheme is subjected to on-going review by the Principal Dental Surgeons and Programme 
Managers. 

6.7 Monitoring the DTSS 

A monitoring framework has been developed to ensure accountability of the DTSS scheme. 
This process is being developed in close collaboration with the dental providers through the 
Irish Dental Association and will initially concentrate on improving probity followed by quality 
initiatives. 

The main strands of the accountability framework include~ 

I) Duties of the GMS (payments) Board 
2) National Monitoring Committee 
3) Local Monitoring Committees 
4) Examining Dentists 
5) Operational group - chiefly composed of health board Principal Dental Surgeons 
6) Principal Dental Surgeons with local OTSS management duties 

In addition, a Principal Dental Surgeon (PDS) will be identified in each health board area to 
co-ordinate and manage the monitoring of the DTSS on behalf of the Boards, known as the 
PDS Regional Duties. 

This important topic is dealt with in greater detail in Chapter 9. 

6.8.1 Key Performance Indicators 

The following perfonnance indicators will be assessed in preparation for the next DTSS 
perfonnance review: 

• 
• 

Maintenance of budgetary control at regional level 
Introduction of the 35-64 year age cohort to the Routine Scheme and abolition of the 
Emergency Scheme 
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• Introduction of the planned accountability structures as outlined in Chapter 9 (such as 
the appointment and training of "Examining Dentists") 

• A patient satisfaction survey is planned which will evaluate the DTSS from the 
patients' perspective 

• Clinical performance indicators 
- MTlDlYIFT (average number of missing teeth in the DTSS population) 
- DT/DMFT (average number of decayed teeth in the nTSS population) 
- % of the population who are edentulous and 
- % who have a Shortened Dental Arch (SDA) 
- Number of patients who receive "gum treatment" under the DTSS 
- Ratio of restorations to extractions 

(The last two performance indicators are discussed in Chapter 8) 

Assessment of the clinical performance indicators will be greatly facilitated by the planned 
Adult Dental Epidemiology Survey, due to begin in 1999. 

6.9 Conclusion 

In 1992 there were approximately one million adult persons who required access to dental 
care. Since the introduction of the DTSS in 1994, immense progress has been made. A large 
section of the population to whom little or no treatment was available in the past now receive 
relatively easy assess to care. There are some hurdles to be crossed in the future and much 
negotiating to be done but a strong structure is in place to allow the scheme to develop. 

J 

] 

] 

J 

J 



r 
r 

r 

43 

Chapter 7 

Financial Outcomes of Dental Treatment Services Scheme 
and Projections of Future Costs 

7.0 Introduction 

In 1998 the General Medical Services (payments) Board paid £14.3 million to private 
practitioners working on the Dental Treatment Services Scheme (DTSS). In 1995, 1996 and 
1997 contracted dentists received £5.6m , £6.4m and £11.3m respectively. Therefore, the 
total fees paid to providers in the DTSS, from its introduction in 1995 to the end of 1998, is 
over £37.6 million. 

The percentage of the total medical card holder population and the expenditure pattern on the 
OTSS in each of the health board regions is shown in Table 7.1. 

Table 7.1 
The Cost of the nTSS in each Health Board in 1998 

Percentage of T atal cost of Percentage of 
medical card DTSS in 1998 GMS payment for 
holders (%) (£ ,000) the DTSS (%) 

lEastern Health Board 27.7 3,023 21.1 

~Iand Health Board 6.4 1,097 7.7 

'd-Western Health Board 8.3 1,269 8.9 

~rth Eastern Health Board 9.9 1,497 10.5 

orth Western Health Board 8.1 1,079 7.5 

South Eastern Health Board 11.8 1,667 11.6 

Southern Health Board 15 2,632 18.5 

estern Health Board 12.6 2,026 14.2 

ational Total 100 14,300 100 

source*GMS(P)B 
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Table 7.2 
Expenditure on Three Divisions of the Scheme 

DTSS Expenditure Expenditure Expenditure Expenditure 
Scheme 1995 1996 1997 1998 

(£,000) (£,000) (£,000) (£,000) 
Emergency 3,497 4,950 4,270 4,911 
Routine 953 1,861 4,665 6,878 
Dentures 705 1,548 2,365 2,503 

source*GMS(p)B 

Table 7.3 
Pattern of spending on Three Divisions of the Scheme 

DTSS Expenditure Expenditure Expenditure Expenditure 
Scheme 1995- 1996- 1997- 1998-

Emergency 62% 58% 38% 34% 

Routine 17% 22% 4 1% 48% 

Dentures 13% 18% 2 1% 18% 

source*GMS{p)B 

7.1.1 Emergency Dental Treatment 

In 1998 Emergency Dental treatment amounted to £4,911,000 (34%) of the total expenditure. 
The corresponding expenditure in 1995. 1996 and 1997 on emergency dental treatment was 
£3,497,000 (62%), £4,950,290 (58%) and £4,270,000 (38%) respectively. Therefore, the 
trend emerging is that proportionately less of the total budget is spent on Emergency dental 
treatment (Table 7.3). 

The data from table 7.4 illustrates the diversity in the expenditure pattern on Emergency 
dental treatment between the health board regions varying from 42% in the E.H.B. to 26% in 
the W.H.B. This may be due to varying treatment needs. patient demand and administrative 
policy in the boards. 

In general the major proportion (900/0) of expenditure on emergency treatment was spent on 
either of the two main forms of treatment. extractions or fillings. 

u 
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7.1.2 Routine Dental Treatment 

Routine dental treatment cost approximately £6,878,000 in 1998, which represents 48% of 
total expenditure. The corresponding expenditure in 1995, 1996 and 1997 was £952,612 
(17%), £1,86 1,000 (22%) and £4,665,000 (41%) respectively. This represents a positive 
trend in the expenditure pattern, as a greater proportion of the total budget is being spent on 
Routine dental treatment. Again the data shows a different type of uptake pattern for Routine 
dental treatment in the different health board regions as evidenced in the Table 7.4. 

7.1.3 Dentures 

In the case of denture work undertaken within the Scheme in the various regions, expenditure 
amounts to approximately £2,503,000 (18%) in 1998. The corresponding expenditure in 
1995, 1996 and 1997 was £704,600 (13%), £1,548,800 (18%) and £2,365,000 (21%) 
respectively. From 1995 to 1997 there is a trend towards a greater proportion of the total 
budget being allocated to dentures; however, this now appears to have reached a plateau at 
approximately 20% of expenditure, which indicates that the reservoir ofunmet need has been 
treated and the demand for dentures has slowed down. The expenditure pattern on dentures 
is outlined in the Table 7.4 and reflects treatment need and demographics in the respective 
health boards. 

Table 7.4 
The Percentage Cost of each division of the Scheme in the Health Boards in 1998 

Emergency (%) Routine (%) Dentures (%) 

Eastern Health Board 42 43 15 

Midland Health Board 33 47 20 

Mid-Western Health Board 35 42 23 

North Eastern Health Board 30 51 19 

~rth Western Health Board 27 49 24 

South Eastern Health Board 36 50 14 

Southern Health Board 37 47 16 

Western Health Board 26 57 17 

so""'" GMS(p)B 
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Estimating the Future Cost of the DTSS 

7.2.1 Introduction 

The following figures for the uptake of treatment on the nTSS are based on GMS (Payments) 
Board statistics. In order to forecast the potential costs of the DTSS, various uptake rates are 
used, in conjunction with the calculated average cost of emergency, routine and denture 
treatment in the first quarter of 1998. 

7.2.2 The Importance of Uptake Rates on Total Costs 

There are three important determining factors when predicting future costs in a dental scheme; 
the number of clients in each cohort grouping, percentage uptake for each age cohort, and 
national average cost per case. The number in each age cohort changes from year to year by a 
small percentage, patient uptake is more difficult to predict, and the national average cost per 
case is easily quantifiable and varies marginally. The most important factor for estimating 
overall costs is predicting future uptake level in each of the age cohorts. Small percentage 
increases will have a major impact in increasing costs. 

A precise model of uptake for the DTSS is not easy to develop at this time because not all age 
cohorts are included in the Routine scheme and because of the complicated three stage 
participation in the Scheme (Emergency, Routine and Dentures). The number of dentists 
participating in the Scheme has a great influence on patient access to care and therefore on 11 
uptake levels and this variable is also difficult to predict. In the following model it is assumed U 
that the number ofDTSS providers will allow gradual increases in patient uptake over the next 
three years. 

7.2.3 Comparison of DTBS and DTSS Uptake Levels 

Under these circumstances, a model developed from the Social Welfare DTBS (Dental J 
Treatment Benefits Scheme) can be used as a guide to predicting uptake rates. The DTBS, as 
explained in an earlier chapter, is very similar to the DTSS in tenns of the structure and 
remuneration. 

The percentage of eligible persons who receive a course of treatment in a particular year, or 
the uptake level, has steadily increased in the DTBS as the Scheme has matured. In line with 
international experience, the pattern of uptake differs for each age cohort (as illustrated in 
Table 7.5). It is likely that the patterns of uptake in the DTBS and the DTSS will converge 
gradually over time. However, it is also likely that a differential between the two uptake levels 
will remain, due to lower participation rates generally in lower socio-economic groups (see 
paragraph 3.9). The key DTBS uptake rates relevant to the DTSS are contained in the Table J 
7.5 below. They are compared with the most recent available uptake figures for the DTSS. 
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Table 7.5 
Uptake Rates for the DTBS and the DTSS 

Dental Treatment Benefit Scheme 1998 Dental Treatment Sen'ices Scheme 1998 

-
Age Group % Uptake Age Group % Uptake 

Emergency Routine 
19 - 29 62% 16 - 34 20% 13% 
30 - 39 54% 
40 - 49 50% 34 -65 12.6% 7.0% 
50 - 59 44% 
60-69 30010 65+ 100/0 13.7% 

7.3 Future Outlook for Uptake Levels on both Scbemes 

The uptake level on the DTBS, administrated by the Department of Social, Community and 
Family Affairs, is comparable to schemes in other counLIies and is not liable to change much 
over the next few years. As the younger cohorts filter through the system they may give rise 
to slightly higher uptakes in later years. This wiU be a slow and gradual process. On the other 
hand the uptake on the DTSS is likely to grow steadily over the next ten to fifteen years until 
it approaches and stabilises somewhere beneath the levels of the DTBS. This will have major 
implications for the fimding of the DTSS. 

7.4 Factors affecting the Average Cost per Case in each Scheme 

The biggest difference between the two Schemes at present centres around the average cost 
per case. In the DTBS the average cost per case is less than £60 and stable. Whereas in the 
DTSS the average cost per case varies between about £40 for emergencies and £118 for 
routine cases (excluding dentures at £240 per case) . There are a number of reasons for the 
cost differential The DTBS has operated continuously for over 40 years, backlogs ofl!Omet 
treatment need have been overcome. This population is predominantly in a care and 
majntenance mode. There are also patient charges on the DTBS especially for the more 
expensive items. The net effect of these charges is to cushion the exposure of the 
social insurance fund to changes in demand for more expensive courses of treatment. 

The high average cost per case on the DTSS can be attributed to the high levels of unmet 
treatment need existing in medical card patients. This group of patients have been without 
access to organised dental care since national school. There is widespread acceptance that 
lower income groups suffer from higher levels of dental disease than their peers in the higher 
income brackets. The National Survey of Adult Dental Health 1990 confirms this finding (see 
chapter 4, table 4.1). The exchequer is also exposed to higher costs on the Emergency 
Scheme because of the premium payment element introduced to compensate dentists for the 
disruption caused by not introducing a comprehensive scheme including all age groups. 
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The long-term outlook is for the average cost per case to decrease in the DTSS over time as 
the backlog of treatment diminishes. The entry of the final cohort 34 to 65 year aids will lead 
to an initial increase in average cost but this will also decrease over time. 

The decrease in average costs will not necessarily lead to diminished overall spending on the 
DTSS because we are likely to see the level ofuptakeldemand increase over the years to 
approximate the levels of uptake on the DTBS. This will eventually result in most of this 
client population reaching a care and maintenance level for their oral health in the next decade. 

7.S Projection of Costs in the 16-35 Age Cohort 

7.5.1 Treatment Uptake of 16-34 Age Group 

The total number of eligible people in this cohort group is approximately 261.777 (Appendix 
D). In 1998 the uptake for emergency treatments for this group is running at 200/0 and for 
routine treatments 13%. The average cost of emergencies is £35 and routine cases £ 116. 
If the new procedures are adopted (eliminating the Emergency Scheme) an uptake rate of 
about 25% could be expected for this cohort in 1999 based on uptake rates in the DTBS 
(Table 7.5). 

7.5.2 Approximate Cost for 16 - 34 Age Cohort in 1998 

Using the uptake rates from 1998, we can attempt to make a realistic estimate of future costs. 

Table 7 6 • 

Scheme Number of Patients Average Cost Projected Cost 
(uptake rate %) • per patIent in 1999 (£ milL) 

Emergency 53,000 (20%) £35 2 

Non-Emergency 44,000 (13%) £ 116 5 

Using this information we can estimate the projected cost of the Scheme for a variety of 
uptake rates over future years. 

An analysis ofthe Dental Treatment Benefit Scheme operated by the Department of Social, 
Community and Family Affairs shows the following uptake on dental treatment for the various 
age cohorts; 

19-29 cohort group 62% 
30-39 cohort group 54% 

The average uptake on dental treatment for the combined cohort group is approximately 58%, 
for the DTBS, based on the Department's figures for 1997. We are assuming that the uptake 

-
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rate for this cohort in the DTS S is going to rise towards the level of the DTBS over a period 
of time and that the uptake for the Emergency Scheme will remain stable. 

7.5.3 Projected Costs for 16-34 Cohort 

If we assume the new procedures are not adopted and the Emergency Scheme remains the 
same, future costs can be calculated as follows; 

• Estimated total cost under the present scheme for the 16-35 cohort 

Year 

1999 .. 

2000 .. 

2001.. 

2002 .. 

Table 7.7 

Scheme I 
Number of Patients 

at various uptake rates 
(x average cost/patient) 

@ 15% (39.230)* £116 

@20% (52.300)* £116 

@25% (65,380)* £1 16 

30% £116 

Non-Emergency 
Scheme 

£ 4.55m 

£ 6.1 m 

£ 7.58m 

£ 9.1 m 

Emergency 
Scheme 

£2m 

£2m 

£2m 

£2m 

Total 
Estimated 

Cost 

£ 6.55m 

£ 8.1 m 

£ 9.58m 

£ l1.1m 

If, however. the new procedures are adopted and the emergency scheme is incorporated into 
the routine scheme the uptake rate for this cohort would be around 25% in 1999. Future costs 
would increase as outlined below . 

• Estimated costs after new procedures are implemented for the 16-35 cohort 

Table 7 8 • 

Year Number of Patients Total Estimated Cost 
x average cost per patient (£ million) 

1999 .. @25%(65,380)* £116 7.58 

2000 .. @ 30% (78,500)* £\ 16 9.1 

2001.. @ 35% (91,530)* £116 10.6 

2002 .. @4O"/o (104,600)* £116 12.1 

Therefore, the projected cost for this age cohort for 1999 with the new procedures and an 
increased uptake of25% is approximately £8.0 m. This will steadily increase over the next 
few years to reach £12.1m by the year 2002. 
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7.6 Projected Costs for the 35-64 Age Cohort 

The total number in this cohort group is 355,155 (Appendix D). At present this cohort is 
eligible for emergency dental treatment and full dentures for those who are edentulous. 
However, it is envisaged that the Routine Scheme will be extended to this cohort in 1999. 
Once again we can use data from the Dental Treatment Benefit Scheme in 1997 (Table 7.5), 
to estimate possible uptake rates for this cohort group. The following projected figures are 
again based on GM S (payments) Board statistics. 

Number of Patients 
(uptake rate (%) 

Average Cost 
per Patient 

£42 

£ 150 

£ 240 

Projected Cost 
in 1998 (£ million) 

2 

0.87 

1 

source·GMS(p)B 

7.6.1 Comparison of Uptake Rates with Dental T reatment Benefit Scheme 

The uptake on treatment in the Dental Treatment Benefit Scheme for comparable age group 
cohorts based on 1997 returns are as follows: 

30-39 cohort group 54% 
40-49 cohort group 50% 
SO-59 cohort group 44% 
60-69 cohort group 30% 

The average uptake for treatment by this combination of cohon groups within the age range of 
30-69 years is approximately 48%. 

7.6.2 Estimated Cost of Dentures for 35-64 Cohort 

Using data from the last adult dental epidemiology survey (1990), we can assume an 
edentulous rate of 20% in this cohort i.e. 71,000 patients. The projected cost of denture 
treatment (current average cost of £240) using incremental increases in uptake rates to a 
maximum of 20010 is shown below. 

u 

J 
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• Denture Scheme 
Table 7 10 • 

Year Number of Patients at Average Cost Estimated Cost 
Various Uptake Rates per Patient (£ million) 

1998 .. @5% - (3.550) £ 240 0.85 

1999 .. @ 10 % = (7.100) £ 240 1.7 

2000 .. @ 15% = (10.650) £ 240 2.56 

2001.. @ 20% = (14,200) £ 240 3.4 

2002 .. @20% = (17,500) £240 3.4 

7.6.3 Projected Cost for 35 to 64 year old Cohort 

The projected cost for non-emergency dental treatment for the dentate population in this 
cohort (n = 284.1 55) is calculated using incremental increases of 5% in the uptake rates and 
an average cost of £150 per case based on average figures for the first quarter 1998. The 
cost of dentures is calculated using a similar assumption of an incremental increase of 5% in 
the uptake rates. In this model the cost of emergencies remains stable at 14%, costing 
approximately £2m. 

• Estimated costs under the present scheme for the 36-64 cohort 

Table 7.11 
Non-Emergency Costs 

Year Number of Patients Non Total 
at various uptake rates -Emergency Emergency Dentures Estimated 
(x average cost/patient) Scheme Scheme Scheme Cost 

1999 .. @ 5% (14.200)* £150 £ 2. 13m £2m £ 1.7 m £ 5.83m 

2000 .. @ 10% (28,400)* £150 £4.3 m £2m £ 2.56m £ 8.86m 

2001.. @ 15% (42,600)* £150 £ 6.4 m £2m £34m £ 11.8 m 

2002 .. @ 20% (56,800)* £150 £ 8.5 m £2m £4.2 m £ 14.7 m 

When the new procedures and the additional cohort are introduced, the estimates could be 
calculated as shown in Table 7.1 2. In this model the uptake rate for dentures increases to 20% 
and remains stable. 
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• Estimate of costs after new procedures are implemented for the 36-64 cohort 

Table 7.12 

Routine Scheme I Denture Scheme 

Year Uptake Rate Cost Uptake Rate Cost Total Cost 
Routine Dentures (£) . 

1999 .. 10% £ 4.3 m 10% £ 1.7 m 6.0 m 

2000 .. 15 % £ 6.4 m 15% £ 2.56m 9.0 m 

2001.. 20% £ 8.5 m 15 % £ 2 .56m 11.0 m 

2002 .. 25% £ 10.6 m 15 % £ 2.56m 13.2 m 

7.7 Treatment Uptake of the Over 65 age group 

There are currently 278.304 medical card holders over 65 years of age (Appendix D). 
According to the survey of Adult Oral Health (1989- 1990), approximately 60% (167,000) of 
medical card holders over 65 years of age are edentulous, 48.2% of the men and 72.2% of the 
women. Therefore, the remaining 40% 011,300) of the population are dentate and eligible 
for routine dental treatment. It is important to bear in mind that the following figures do not 
include those edentulous patients treated by health board dentists and are solely based on 
patients treated by private dental practitioners . 

Table 713 • 

Scheme Number of Patients Average Cost per Patient 
(uptake %) 

Emergency 12,700 ( I 1.4 %) £ 39 

on-Emergency 13,000 (J 1.6 %) £ 130 

entures 6,400 (3.8 %) £ 240 

source"'GMS(p)B 

7.7.1 Projected Cost for the> 65's 

The figure from the Dental Treatment Benefit Scheme for uptake on treatment for the age 
groups 60-69 is 30% and for those in the age group 70-79 it is 12% (Table 7.5). The 
following are estimated costs for non-emergency treatment and dentures using various uptake 
rates for this cohort group. 

j 
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• Non-Emergency Treatment 

Table 7 14 • 

- Year Number of Dentate Patients Average Cost per Estimated Cost 
(uptake %) Patient 

1998 .. 12,700 (11.6%) £ 130 £ 1.65 m 

1999 .. 16,695 (15%) £ 130 £ 2.2 m 

2000 .. 22,260 (20%) £ 130 £2.9 m 

2001.. 27,825 (25%) £130 £ 3 .6 m 

• Dentures 

Table 7 15 • 

Year Number of Edentulous Average Cost per Estimated 
Patients Patient Cost 

(uptake %) 

1998 .. 8,350 (5%) £ 240 £2.0 m 

1999 .. 16,700 ( \0%) £ 240 £4.0 m 

2000 .. 25,000 (15%) £240 £6.0m 

2001.. 33,400 (20%) £240 £8.0m 

:n It is now possible to estimate total cost for this age group over a number afyears for each 
aspect ofthe scheme. 

Projected costs for over 65's for emergency, non-emergency and dentures for year 1998 to 
2002 are based on stable emergency costs at 11 % uptake and incremental increases in uptake 
for non-emergency and denture treatments of up to 20% by the year 2001 . 

• Estimated costs under the present scheme for the > 65's per year 

I Scheme I 
Year Emergency Non-emergency Dentures 

Total Cost 
Uptake Cost Uptake Cost Uptake Cost (£) 

1998 .. 11% 0.5 m 11.6 % 1.7 m 5% 2.0m 4.2 m 

1999 .. 11% 0.5 m 15% 2.2 m 10% 4.0m 6.7 m 

2000 .. 11% 0.5 m 20% 2.9 m 15 % 6.0 m 9.4 m 

2001.. 11% 0.5 m 20% 2.9 m 20% 8.0 m 11.4 m 

2002 .. 11 % 0. 5 m 20% 2.9 m 20% 8.0 m 11.4 m 
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. Estimated costs with the new procedures for the> 65's per year 

Table 7.17 

Scheme 

Year Routine Dentures Total Cost 
(£) 

Uptake Cost Uptake Cost 

1999 .. 15 % 2.2m 10% 4.0m 6.2 m 

2000 - 2002 20% 2 .9 m 15% 6.0m 8.9 m 

7.8 Projected Total Costs for the Entire DTSS Scheme 

Using the previous models we can now calculate the total estimated cost of the DTSS for all 
age grQups, assuming the new procedures are introduced (see 9.3.5) and that the 35-64 age 
cohort is included in the Routine scheme in 1999. 

Table 7.18 

Age Cohort 

16-34 35-64 65+ Total Cost 
Year 

1999 .. 7.58 m 5.83 m 6.2 m £ 19.6 m 

2000 .. 9.1 m 8.86 m 8.9 m £ 26.9 m 

2001.. 10.63 m 11.8 m 8.9 m £31.3 m 

2002 .. 12.1 m 14.7 m 8.9 m £ 35.7 m 

This model of projected costs is based on the best available information at the time of writing. 
The strength of the model is that it is realistic and predicts incremental increases in uptake 
level which are inevitable and the information used is based on GMS(P)B data collected from 
participating dentists. The incremental increases are based on a modified model developed 
from the DTBS . A weakness of the model is the uncertainty in predicting cohort numbers and 
uptake, future average costs and the number of providers in the scheme. Lack of certainty 
about when and at what level the patient uptake rates will stabilise for each cohort, is the 
primary limiting factor to precise forecasts. 

DTSS fees are subject to the Consumer Price Index (CPI) and the National Wage Agreement. 
Ao increase of2% in July 1997 and January 1998 have not yet been awarded. The Irish Dental 
Association is currently demanding parity of fees with those of the DTBS . These and future 
inflation related fee increases have not been factored into the calculations for future costs of 
the DTSS. 

J 
] 

J 



55 

-

ChapterS 

Health Gain: Treatment Prome of the DTSS 

8.1 National Profile 

The national pattern for items of treatment undertaken since the introduction of the Dental 

- Treatment Services Scheme (DTSS) is outlined in the following table. The decrease in the 

percentage of emergency items of treatment and the large increase in the number of routine items of 

treatment undertaken since the introduction of the Scheme is apparent. The source of data for this 

section is the GMS (payments) Board dental section. 

78% 

18% 

4% 

Table 8.1 

70% 

25% 

5% 

41% 

54% 

5% 

1998· 

35% 

60% 

5% 

The payments (approximate) made under the DTSS from 1995 to the cunent year are given in 

Table 8.2. It shows that expenditure on emergency treatment seems to have peaked in 1996 and 

now appears to be levelling off. The rate of increase in expenditure on dentures also appears 10 be 

showing signs of levelling off after the initial increases. The most dramatic increase in expenditure 

is in routine dental treatment and this continues. 

Table 8.2 

______ -!T""o"'ta"I..:E~!I!!'Dditure on each Scheme~=-rL y'ea=r ______ -, 

Cost of Treatment 1995- 1996- 1997· 

(£ ,(00) (£ ,(00) (£ ,(00) 

Emergancy 3,497 4,950 4,270 

Routine 954 1,861 4,664 

Dentures 705 1,549 2,364 

Lab.' 444 144 2 

Total 5,600 8,500 11,300 

• Laboratory fues • GMS (P) Board ceased payment in 1997 

1998-

(£ ,(00) 

4,912 

6,879 

2,503 

14,294 
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The total funds allocated to the health boards for the DTSS and the total funds subsequently paid 
by the GMS (payments) Board to private practitioners is outlined below in Table 8.3. 

Table 8.3 
Total Allocation vs. Total S ent on Treatment in the Private Sector 

Year Total Total Claims % Allocation Spent 
Allocation Paid to Private on Treatment in the 

Practitioners Private Sector 

(£ ,000) (£ ,000) 

1995- 6,799 5,600 82% 

1996- 8,300 8,500 102.4% 

1997- 15,500 11 ,300 73% 

1998- 17,223 14,294 84% 

The proportion of allocated funds which are not paid directly to the private practitioners in the 
Scheme are accounted for by health boards' administration costs, overheads and capital investment. 
DTSS funds are also used to pay bealth board dentists who beat adub medical card holders, 
primarily during after-hours night sessions. 

8.1.1 llealth (join 

The treatment pattern of the Dental Treatment Services Scheme has altered as the scheme has 
become more established. There has been a major shift in the pattern of expenditure away 
from eIDCIgency dental treatment and towards routine treatment. For example. 62% of the 
hudget was spent on emergency dental treatment in 1995 compnred to 35% in 1998, and 
similarly whereas 17% of the budget was spent on routine treatment in 1995 the 
corresponding figure in 1998 was 60"/0. 

The profile of dental treatments undertaken in the DTSS from 1995 to 1998 demonstrate an 
overall health gain in terms of the treatment undertaken, that is, there has been a major shift 
towards restoring and retaining teeth rather than extracting them. The following tnhle shows 
that the total number of restorations (emergency and routine) is increasing relative to the 
number of extractions each year, as evidenced by the ratio of restorations to extractions. The 
ratio of restorations! extractions is seen as a key performance indicator for health gain in tlW 
DTSS and will continue to be monitored in the future. 

Table 8.4 
Ratio of Teeth restored: Teeth extracted ~c::ea=-r,-_-:-::-:-:-__ 

1995- 1996- 1997- 1998-

Total Restorations 

Total Extractions 

Ratio Restor'lExt' 

50,000 

78,000 

0.7:1 

91,500 

85,400 

1.1:1 

156,000 

87,000 

1.8:1 

219,000 

95,000 

2.3:1 

-

-

J 
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Similarly, in terms of the total nwnber of treatments provided, the percentage of restorations 

is increasing (30%- 45%), while the percentage of extractions is declining (44%- 20%). 

Table 8.5 

, __________ ~P.:e.:.rc:::e::o::t::a e of Treatments 

1995- 1996-

% of treatments restorations 

% of treaUncnts extractions 

30% 

44% 

36% 

34% 

1997-

43% 

24% 

1998-

45% 

20% 

Further evidence ofheahh gain is seen by the large increase in "below the line" routine dental 

treatments. There has been a substantial increase in a nwnber oftbe more complex treatments 

provided to patients which are carried out to maintain aesthetics and :fjmction, such as partial 

dentures and endodontic (root canal) treatment. 

Table 8.6 

Number of "Below the Line" Treatments ~"e,,-r--,-, yee=a::.r _ _ ___ , 

Total nomber 1995- 1996- 1997-

Partial Dentures 

Endodontic treatments 

2,200 

1,000 

3,700 

2,100 

5,300 

2,400 

1998-

7,600 

3,200 

There has also been a steady increase in the number of full dentures provided under the 

scheme, but this increase is showing signs oflevelling off. 

or Lower 

1995-

5,800 

500 

Table 8.7 

1996-

7,100 

560 

1997-

8,800 

430 

1998-

10,000 

500 

Tberefore,!be profile ofneallUeuts in !be DTSS over the past number of years shows an 

emerging pattern of greater use of the routine treatment scheme, an increase in the number of 

restorations and more "below the line" tIcatments, a dCClcase in the need for emergency care 

and levelling off of demand for deotures. There has also been a substantial increase in !be 

ratio of restorations to extractions from 0.7:1 to 2.3:1 in !be years 1995 to 1998. This ratio is 

a reliable performance indicator which demonsnates the heahh gain to DTSS patients. 
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8.1.2 Average Treatment per Patient 

A national treatment profile can be calculated by dividing the total number of each type of 
treatment provided in the year by the total number of patients seen in that year. 

By examining the average treatment received by a patient, it is possible to glimpse how the 
DTSS has matured and how this is reflected in demand for treatment. For instance, a trend 
towards increased restorative treatment and decreased demand for extractions indicates that 
basic care for pain and abscess has given way to restoration of djseased teeth which will 
prevent unnecessary suffering in the future for many patients. 

Table 8.8 
Average nu m ber of Treatments per Patient 

Type of treatment Average Average Average Average 
1995 1996 1997 1998 

~amiDatioD ' 0.99 0.97 0.96 1.04 

Gum Treatment 0.22 0.31 0.37 0.42 

Fillings (AU types) 0.56 0.77 1.09 
-t 

1.3 

- Amalgam fillings 0.36 0.52 0.8 0.96 

- Composite fillings 0.2 0.25 0.29 0.34 

IExtractions 0.86 0.72 0.61 0.55 

Dentures 0.09 0.09 0.1 0.1 

The Department of Social, Collllllunity and Family AffiIirs has provided statistics which 
demonstrate the average treatrnent profile for each patient claim (using this system, a patient 
may be counted more than once. in some cases). That is. the total number of treatment claims 
are usM as a proxy measure for the total number ofpatients Oeated because the total numbers 
of patients are not captured in the Department of Social, Community and Family AffiIirs 
computer system. (Assuming relatively few patients attend more than once a year in the 
DTBS. this is a relatively accurate indicator). 

On the other hand, the DTSS patient profiles sbown in Table 8.8 are calculated for an average 
patient, using the data captured for actual number of patients seen. However it is possible to 
compare the respective systems' patient profiles because we can reasonably assume that the 
total nunibCIs of patients who are recorded more than once in the case of the DlBS statistics 
are relatively small and the use of an average figW"e dilutes the potential error. 

-
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Table 8.9 
A Comparison of the Treatment Profiles for the DTSS and DTBS 

!TYpe of treatment Average Average Average 
1995 1996 1997 

DTSS-DTBS DTSS -DTBS DTSS · DTBS 

Examination 0.99 0.75 0.97 0.73 0.96 0.74 

Gum Treatment 0.22 0.78 0.31 0.77 0.37 0.77 
. 

Amalgam fillings 0.36 0.92 0.52 0.87 0.8 0.83 

Corn posite fi llings 0.2 0.32 0.25 0.3 0.29 0.3 

Extractions 0.86 0.24 0.72 0.23 0.61 0.23 

Dentures 0.9 0.05 0.09 0.05 0.1 0.05 

The discrepancy in relation to examinations reflects the way the averages were calculated in 
each system. Almost every DTSS patient treated receives a dental examination each year 
whereas only about 75% of the DTBS claims every year include an examjnation. 1bis may be 
because more than one claim is sent in every year for up to 25% of the patients, but dentists 
can only claim one examination each year. 

One indication of the success of a dental treatment scheme is evidence of a move from 
extractions to restorations of teeth. Therefore, it is gratifying to see that the average number 
of fillings in the DTSS has reached that of the DTBS by 1997 aod that the ratio of 
fillings/extractions has steadily increased throughout the life of the DTSS. This shows an 
increase in function and health gain due to the provision of the service. We know, however, 
from the epidemiological data that the need for restorative care in the medical card holder 
cohort is higher than that of the Department of Social. Community and Family Affairs cohort 
(Table 4.4). Therefore it is likely that the average number of fillings per patient per year, in 
the DTSS, will outsnip that of the DTBS in the coming years wben the service is extended. 

The important reservoir oftreatrnent need in the DTSS cohort is indicated by the fuel that 
twice as many nTSS patients receive dentures as in the DTBS and three till leS as many DTSS 
patients require extractions. 

It is notable that the D1lrnbe:r of patients who receive "gum treal !lldItS" is significantly lower in 
the DTSS than in the DTBS. Therefore, patients covered under the DTBS are three times 
more likely to have a routine scale aod polish (or cleaning) of their teeth. This possibly 
reflects patient demand aod the need for dentists in the DTSS to prioritise treatment of pain 
and restorative treatment. The future trend in DTSS "gum ttealments" will be monitored to 
assess if this imhalance between public dental schemes is addressed aod if medical card 
holders receive more routjne dental draning to help prevent gingivitis (inflammation of the 
gums which leads to bleeding) aod periodontal disease As noted in Chapter 3 (paragraph 
3.1.2), it is necessary to screen patients for early signs of periodontal disease in order to 
prevent tooth loss in those who are vulnerable to periodontitis. 
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8.1.3 Increase in the number of Dentists in the DTSS 

.t.\.s the dental practitioners have gained confidence in the Scheme, there has been a steady 
increase in the numbers of dentists who are are contracted to treat DISS patients and there 
has also been a corresponding increase in the number of group dental practices (Table 8.10). 
This suggests that many private practitioners have employed associate dental colleagues to 
help meet the increase in the demand for dental treatment as a result of the DTSS. In the 
present economic climate, it can be expected that even more dentists will return from abroad 
in the future to begin working in Ireland. As any increase in the uptake of treatment under the 
DTSS is directly related to the availability of dentists in an area, this ..vill have financial 
consequences for the Scheme and will result in increased demand for treatment (possibly 
supplier induced demand in some cases). 

It may be noted at this stage also, that many salaried dentists have left employment in the 
health boards to take up the improved opportunities in the private sector which resulted from 
the introduction of the DrSS and the upturn in the economy. This has greatly impacted on 
the delivery of children's dental services and has contnbuted to an ongoing recruitment crisis 
related to dentists in the heahh boards. 

Table 8.10 
The Numbers of DeDtists in tbe DTSS 

1994- 1995- 1996- 1997- 1998-

Number of Private 513 609 671 768 858 
IPractioners 

Number of Group 142 184 212 263 363 
Practices 
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Of the 768 dentists who had signed the DTSS agreement in 1997, about 10% earned over 
£35,000 and many (7,8%, n ~ 59) received less than £1,000 in DTSS payments. It seems that 
in many geographical areas, the Western Heahh Board is most notable, only a small number of 
dentists are available to treat medical card holders. Conversely. many dentists who have 
signed the DTSS contract treat very few patients with medical cards under the Scheme, in 
practice. 

Table 8.11 endeavours to describes the distribution of dentists' earnings in each health board. 
It ",n be seen that the distnbution of remuneration (and by implication, the distnbution of 
care) is skewed, il'qllying that the burden ofm.eeting treatment need for medical card holders 
is tailing on a minority of dentists in some health boards such as the EHB aod WHB. In beaIth 
boards where there are fewer dentists relative to the total number of eligtble patients (see 
Table 8.12 below), such as the Midlands Health Board and the North Western Health Board, 
individual dentist's share of the treatment provided is more evenly distnbuted. 

Those in the profession who treat less than the average number ofmeJical card holders may 
do so for a variety of reasons. For example, there may be relatively low numbers ofmedieal 
card holders in the dentists' hinterland, such as may occur in the Eastern Health Board or in 
urban areas. Ahernatively the dentists themselves may ration the number ofDTSS patients 
they are prepared to see, based on the time available to them after seeing DTBS patients and 
private patients. 

Table 8.11 
Distribution of Dentists' Payments 

Earnings in 1997 

~ 
<£5000 >30,000 _:>40,(}()O >5O~O 

. % % % % 

11.8% 41% 6.1% 1.7% 0.4% 

11.4% 22% 22.7% 11.3% 4.5% 

5% 16.1% 20.9"10 9.7% + 3.2% 

22.7% 39.3% 27.2% 16.6% 10.6% 

7.3% 19.5% 14.6% 7.3% 2.4% 

9.4% 21.1% 24.7% 8.2% 4.7% 

6.4% 23% 5.7% 2.6% 1.3% 

15.4% 32.3% 33.8% 21.5% 12.3% 

8.1.4 Density afDentists in the DTSS in 1998 

Private dental practitioners who enteIed into agteements with health boards fur the pmvision 
of dental services to n.,Aieal rnrd holders increased in number from 708 to 792 in 1997. By 
the end of 1998, 858 private practitioners held contracts fur the DTSS (Appendix D). Health 
board delllists .are included in official GMS (P) B statistics but their contnbntion to the 
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Scheme is small compared to the majority of private practitioners. Therefore, Table 8.12 
compares the total number of contracted private practitioners in each heahh ooard area. (The 
number of registered dentists in Ireland is 1,713 but it is estimated that approximately 1,250 
practise dentistry full time, about 950 in private practice and 300 in the health boards. 148 
registered dentists are aged over 65) In 1997 and 1998 the numbers ofDTSS agreements 
increased in each health board area - the greatest increase occurred in the Southern Health 
Board. 

Table 8.12 
Nu mbers of Medical Card Holders per Contracted Dentists 

He8lth Board No. of Medical No. of Dentists Densitv of • 
Card Holders'" in the DTSS** Dentists 

Eastern 271,203 269 1: 1008 

'Midland 57,958 50 1: 1159 

Mid-Western 77,447 66 1: 1173 

Nortb Eastern 90,565 92 1 :984 
. 

North Western 70,931 42 1: 1689 
, 

South Eastern , 105,245 92 1:1144 

Soutbern 136,743 174 1: 786 

Western 11 4,22 1 73 1: 1565 

National (1998) • 900,000 858 1: 1049 i 
• . • • (otal number of adwt medical card holders In July 1998 (AppendlX D) 

•• refers to private practitioners only in December 1998 

Eastern 

Midland 

Mid-Western -
N orth-Eastern 

N orth-Western 

0 South-Eastern 

[i Southern 

Western 

Number of eligible medical card holders per contracted dentist in eacb health board 

J 
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8.1.5 Average Payment per Dentist 

The average payment to the dentists varies considerably in the health boards as shown in Table 

8.13. Average earnings are strongly related to the number of eligible patients and the number 

of contracted dentists. Health boards with fewer contracted dentists such as the Western 

Health Board show higher earnings per dentist . 

Table 8,13 

Average earning per Dentist in each Health Board in 1997 

Health Board Total Payments Mean Payment Median Dentists' 

per Dentist * payment 

£ £ £ 
, 

Eastern 2,347,871 8,325 6,767 

Midland 863,088 18,470 17,007 

Mid· Western 1,201,796 18,778 • 15,049 , 
North Eastern I 1,306,860 15,375 

• 
11,3 16 

North Western 676,278 16,907 12,622 

Sou th Eastern 1,565,638 17,591 15,816 

Southern 2,181,058 12,829 12,125 

Western 1,602,169 22,252 18,748 

Jliationa l (1997) 11,755,864 14,843 

National (1996) 8,613,090 12,165 

* this data relates to private practitioners only 

Eastern 

Midland 

ISK Mid-Western 

North-Eastern 

~orth-Westem 
, 

I 
iD South-Eastern 

! Southern 

I 
, 

Western 
I 

Median earning per dentist in each bealth board in 1997 
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8.1.6 Overall Uptake Rates 
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8.2 The DTSS in the Regions 

8.2.1 O perstion of DTSS in EHB 

Dental Treatment Services Scheme (DTSS) returns for the Eastern Health Board (1995 to 1998) 

show that this region appears to confonn with the national pattern. There is a steady decrease in the 

percentage of emergency treabnent items and a corresponding dramatic increase in the percentage 

of both the cost and the number of routine treatment items undertaken. 

The distribution of the items of treatment and the costs of treatment are as follows: 

Type of b.. 
Emergency 
Routine Tx. 
Dentures 

Cost ofT •. 
Emergency 
Routine Tx. 
Dentures 

1995 
83% 
14% 
3% 

1995 
£983,000 
£195,600 
£ 113,400 

• 
1996 
81% 
15% 
4% 

1996 
£1,361,800 

£326,000 
£236,000 

1997 
53% 
44% 
3% 

1997 
£1,145,600 

£779,800 
£308,500 

1998 
42% 
43% 
15% 

1998 
£1,134,000 
£1,184,000 

£404,600 

In relation to the operation of the DTSS in the Eastern Health Board, the following points are of 

intetest: 

The Eastern Health Board region has approximately 27% of the eligible population and has 

accounted for approximately 20 % of the DTSS budget in 1998 (20% in 1997). 

In 1998, from an allocation of £3,887,000 the total claims paid was £2,723,000, therefore the 

expenditure rate of the yearly allocation to date is 70010, (whereas the corresponding figure in 

'97 was 53%). 

The Eastern region had 190 dentists in the schente (Table 26.1 GMS(p)B Report 1997). The 

average amount paid to each dentist in this region was £12,400 in 1997, compared with a 

national average payment of £18,400. 

The total number of applications for treatment in 1997 was 11,118 and the total number of 

approvals issued were 15,433 (as in other bealth boards, a number of applications from the 

previous year were approved in 1997). The waiting list at June '98 stood at 1,434. 

Av .... ge cost ofper patient: EmergencyTx. @ £42 

Routirn: Ix. @ £132 

Denture @ £253 

(The total number of contracted DTSS dentists in each region is recorded in the GMS (P) Board 

1997 annual report. This data includes dentists in the bealth boards, wbereas the figures used in 

Table 8.12 above exclude health board dentists) 

• 
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8.2.2 Operation of DTSS in MHB 

In relation to the Midland Health Board, this region appears to conform with the national pattern 
and the treatment pattern distribution is as follows: 

Type ofTx. 
Emergency 
Routine Ix. 
Dentures 

Cost ofTx. 
Emergency 
Routine I x. 
Dentures 

1995 
83% 
14% 
3% 

1995 
£326,600 

£63,700 
£37,000 

1996 
65% 
30% 
5% 

1996 
£372,500 
£160,200 
£115,200 

1997 
42% 
54% 
4% 

1997 
£329,200 
£340,000 
£150,300 

1998 
32% 
48% 
20% 

1998 
£320,800 
£486,500 
£207,000 

In relation to the opetation of the DTSS in the Midland Health Board, the following points are of 
interest: 

The Midland Health Board region has 7% of the eligtble population for the DTSS and has 
received approximately 8% of the budget to date in 1998 (7.25% in 1991). 

By end ofl998, from an allocation of £1,137,000 the total claims paid was £1,014,000 which 
means that over 89% of the yearly allocation to date was spent, (whereas the corresponding 
figure in "97 was 86%). 

While the Midland region had 45 dentists in the scheme, the average amount paid to each dentist 
in this region was £22,700 in 1997, compared with a national average payment of £ 18,400. 

The total number of applications for treatment in 1997 was 2,861 and 4,584 approvals for 
boatment were issued. By August 1998 their were 1,264 people on the waiting list 

8.2.3 Operation of DTSS in MWH B 

In relation to the Mid-Western Health Board, this region appears to conform with the national 
pattern and the treatment pattern distribution is as follows: 

Type ofTx. 
Emergency 
Routine Ix. 
Dentures 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

1995 
71% 
22% 
7% 

1995 
£321,600 
£124,300 
£103,500 

1996 
66% 
26% 
8% 

1996 
£428,000 
£176,700 
£203,400 

1997 
43% 
51% 
6% 

1997 
£425,300 
£436,300 
£307,600 

1998 
35% 
42% 
24% 

1998 
£402,400 
£484,200 
£273,000 

-
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In relation to the operation of the DTS S in the Mid-Western Health Board, the following points are 
of interest: 

The Mid-Western Health Board region has 8% of the eligible population for the DTSS and has 
received approximately 9 % of the budget to date in 1998 (10% in 1997). 

By end of September 1998, from an allocation of £1,567,500 the total claims paid was 
£1,159,600 which means that over 740/0 of the yearly allocation to date was spent, (whereas 
the corresponding figure in '97 was 77%). 

While the Mid-West region had 56 dentists (5.84%) in the scheme, the average amount paid to 
each dentist in this region was £21,400 in 1997, compared with a national average payment of 
£18,400. 

The total number of applications for treatment in 1997 was 5,203 and the number of approvals 
issued was 5,934. The waiting list at July '98 stood at 152. 

Average cost of per patient: Emergency Ix. @ £42 
Routine Tx. @ £124 
Denture @ £248 

8.2.4 Operation of DTSS in NEHB 

In relation to the North Eastern Health Board, this region appears to confonn with the national 
pattern and the treatment pattern distribution is as follows: 

Type ofT);. 
Emergency 
Routine Tx. 
Dentures 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

1995 
86% 
11% 
3% 

1995 
£298,400 
£45,800 
£32,000 

1996 
72% 
20% 
8% 

1996 
£426,800 
£137,000 
£195,800 

1997 
33% 
60% 
7% 

1997 
£365,000 
£541,000 
£326,000 

1998 
29% 
51% 
19% 

1998 
£404,700 
£714,000 
£268,100 

Again there is evidence of a decline in the percentage of items undertaken on an emergency basis 
and a consequent increase in routine dental treatment. 

In relation to the operation of the DTSS in the North-Eastern Health Board, the following points are 
of interest: 

The North Eastern Health Board region has 10% of the eligIble population fur the DTSS and 
has received approximately 10 % of the budget to date in 1998 (11% inI997). 
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By end of 1998, from an allocation of £1,530,800 the total claims paid was £1,386,900 which 
means that over 90% of the yearly allocation to date was spent, (whereas the corresponding 
figure in '97 was 83%), 

While the North Eastern region had 56 dentists (8.7%) in the scheme, the average amount paid 
to each dentist in this region was £23,300 in 1997. compared with a national average payment 
of £18,400, 

The total number of applications for treatment in 1997 was 6,550 and the number of approvals 
issued was 9,859. The waiting list at July '98 was cleared. 

Average cost of per patient: Emergency Tx. @ £42 
Routine Tx, @ £122 
Denture @ £253 

8.2.5 Operation of DTSS in NW H 8 

In relation to the North Western Health Board the treatment pattern distnbution and the cost of 
treatment is as follows: 

Type ofTx. 
Emergency 
Routine Tx. 
Dentures 

Cost ofT>., 
Emergency 
Routine Tx. 
Dentures 

1995 
75% 
19% 
6% 

1995 
£186,600 
£51,600 
£56,800 

1996 
69% 
23% 
8% 

1996 
£291,000 
£108,000 
£123,600 

1997 
46% 
48% 
6% 

1997 
£247,300 
£238,500 
£161,000 

1998 
27% 
48% 
25% 

1998 
£265,700 
£470,200 
£241,100 

Again it is apparent that the expenditure on emergency trealilKnt has levelled offwhile 
expenditure on routine treat!!iL"Ot and dentures continues to increase. 

In relation to the operation of the DTSS in the North· Western Health Board, the fuUowing points 
are of interest: 

The North Western Health Board region has approximately 8% of the eligible population for 
the DTSS and has received approximately 8% of the budget to date in 1998 (6% inl997), 

By end of 1998, fiolll an allocation of £1,365,800 the total claims paid was £977,000 which 
means that over 71 % of the yearly allocation to date was spent, (whereas the conesponding 
figure in '97 was 49%), 

While the North· Western regioo had 32 dentists (5%) in the scheme, the average amount paid to 
each dentist in this region was £21,000 in 1997, compared with a national average payment of 
£18,400, 

J 
J 
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The total number of applications for treattnent in 1997 was 4,024 and the number of approvals 
issued was 5,285. The waiting list at August '98 stood at 610. 

Average cost of per patient: Emergency Tx. @ £35 
Routine Tx. @ £115 
Denture @ £247 

8.2.6 

The treatment pattern distribution for the South Eastern Health Board is as follows: 

Type ofT.. 
Emergency 
Routine Tx. 
Dentures 

1995 
76% 
19"10 
5% 

1996 
78% 
17% 
5% 

1997 
39% 
55% 
6% 

The expenditure pattern for the South East is as follows: 

Cost ofTl:. 
Emergency 
Routine Tx. 
Dentures 

1995 
£501,700 
£149,200 
£120,700 

1996 
£651,600 
£187,500 
£142,400 

1997 
£537,000 
£657,800 
£337,800 

1998 
37% 
50% 
14% 

1998 
£549,400 
£749,400 
£204,000 

In relation to the operation of the DTSS in the South Eastero Health Board, the following points are 
ofinteresl: 

The South-Eastern Health Board region has approximately 11% afthe eligible population for 
the DTSS and has received approximately 12 % of the budget to date in 1998 (14% inl997). 

By end of September 1998, from an allocation of £1,808,600 the tota1 claims paid was 
£1,502,800 which means that over 83% of the yearly allocation to date Was spent, (whereas 
the conesponding figure in "97 was 950/0). 

While the South Eastero region had 74 Dentists (11.5%) participating in the scheme, the average 
amount paid to each dentist in this region was £21,900 in 1997, compared with a national 
average payment of £18,400. 

The total number of applications for treatment in 1997 was 6,346 and the number of approvals 
issued was 6,975. The waiting list at April '98 stood at 771. 

Average cost ofper patient: Emergency Tx. @ £43 
Routine Tx, @·£140 
Denture @ £210 
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8.2.7 

In relation to the Southern Health Board, this region appears to confonn with the national pattern 
and the treatment pattern distribution is as follows: 

TypeofTx. 
Emergency 
Routine Tx. 
Dentures 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

1995 
72% 
23% 
5% 

1995 
£532,000 
£187,000 
£127,500 

1996 
57% 
38% 
5% 

1996 
£916,000 
£539,000 
£325,500 

1997 
40% 
55% 
5% 

1997 
£809,600 
£887,000 
£404,800 

1998 
36% 
48% 
16% 

1998 
£872,600 

£1 ,156,400 
£383,700 

In relation to the operation of the DTSS in the Southern Health Board, the following points are of 
interest 

The Southern Health Board region has 15% of the eligIole population for the DTSS and 
received approximately 19% of the budget in 1998 ( 19"/0 in 1997). 

By year end 1998, from an allocation of £2,484,200 the total claims paid was £2,412,800 
which meaDS that over 97% of the yearly allocation to date was Spent, (whereas the 
corresponding figure in '97 was 88%). 

While the Southern region had 169 dentists (22%) in the scheme, the average amount paid to 
each dentist in this region was £15,400 in 1997, compared with a national average payment of 
£18,400. 

The total number of applications for treatment in 1997 was 8,214 and the number of approva1s 
issued was 10,120. The waiting list at July '98 stood at 2,181. 

Average cost of per patient: Emergency Tx. @ £44 
Routioe Tx. @£115 
Denture @ £241 

8.2.8 Operation of DTSS in W H B 

In relation to the Western Health Board, this region appears to confurm with the national 
pattern and the treat" .,nt pattern distribution is as follows: 

Type ofTx. 
Emergency 
Routine Tx. 
Dentures 

1995 
72% 
22% 
6% 

1996 
65% 
28% 
7% 

1997 
27% 
67% 
6% 

1998 
25% 
58% 
17% 

J 

J 
J 
J 
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]be pattern for the cost of treatment shows that after an initial increase the expenditure on 
emergency treatment items is decreasing, however there has been a substantial increase in 
expenditure for routine treatment. 

Cost ofTx. 
Emergency 
Routine Ix. 
Dentures 

1995 
£347,000 
£135,000 
£133,300 

1996 
£502,400 
£225,800 
£206,600 

1997 
£410,600 
£783,800 
£368,300 

1998 
£468,000 

£1,069,900 
£317,000 

In relation to the operation oftbe DrSS in the Western Health Board, the following points are of 
interest: 

The Western Health Board region has 13%. of the eligible population for the DTSS and has 
received approximately 14% of the budget to date in 1998 (14% in 1997). 

By year end 1998, from an allocation of £2,007,500 the total claims paid was £1 ,854,900 
which means that over 93% of the yearly allocation to date was spent, (whereas the 
colIesponding figure in .... 97 was 81 %). 

While the Western region had 51 dentists (8%) participating in the scheme, the average amount 
paid to each dentist in this region was £31 ,400 in 1997, compared with a national average 
payment of £18,400. 

The total number of applications for treattnent in 1997 was 4,345 and the Dumber of approvals 
issued was 7,626. The waiting list figures for 1998 are not currently available. 

Average cost of per patient: Emer.gency Tx. 
Routine Tx. 
Denture 

@£41 
@£120 
@£232 

8.3 The Role of the Health Board Dent.l Surgeons 

Health Board dental surgeons provide care to adohs in • variety of ways outlined below; 

• Care is provided to special needs groups by Senior Clinieal Dental Surgeons (Special 
Needs). This new grade was establisbed after the Adoh Oral Health Survey 1990, 
discovered tbat the patients with "special needs", such as those with physical and mental 
handicaps and the Travellers' community, had greater need for dental treatm ... nt but 
poorer access than the rest of the population. 

• Hcalth Board dental surgeons treat adoh patients during after-nonnal hours night 
sessions in all health boards except the North Eastern Health Board. In most cases a 
fixed night session rate is paid to the dentist and dental surgery assistant. 

• 
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• Dentists in the Health Boards can provide any treatment required to an eligible patient 
who attends the night session but much of their work has been related to providing 
dentures, in particular, in rural areas. This is especially the case where the fee for 
dentures is thought to be unattractive to private practitioners. It may be said that the 
reservoir of patients who require dentures is steadily decreasing as treatment is provided 
to this cohort. This fact is causing concern to health board dentists who have been 
involved in providing dentures to these patients. 

• Some complex treatments, which private practitioners do not wish to complete, such as 
endodontics (root canal therapy) or treatments for medically compromised patients, can 
be referred back to health board dental surgeons. 

• In 1997, the Eastern Heahh Board cleared its waiting list for complete dentures by 
contIacting health board dentists to provide a set of dentures to a set number of 
patients, at a total cost to the board of £90,000. It has been reported that 
implementation of a contract system for providing dentures to adults through the health 
boards has many practical difficuhies. 

In 1998 the health boards reported that in total, approximately £2 million was spent on 
providing dental treatment to adults (Table 8.9). This aCCOWlts for about 12% of the total 
DTSS allocation in 1998. 

Some DTSS related information is not yet captured in a uniform or detailed manner in many 
health boards but a standardised format and IT system are being developed to fucilitate the 
development of relevant health board data on the provision of dental services to adults. 

Table 8.9 

Estimated expenditure on DTSS outside the GMS(P)B in 1998 

CO.t 
(£,000) 

HeahhBoard 455 

HeahhBoard 190 

Western Heahh Board 452 

Western Health Board 96 

HeahhBoard 56 

Board -
Board 50 

HeahhBoard 207 

-
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Conclusion 

Analysis of data from the GMS (payments) Board shows that the introduction of the DTSS 

has increased oral health gain in the target population. For instance, there has been a decline 

in the demand for dentures which indicates that this reservoir of treatment need is being met . 

A steady decrease in the ratio of restorations to extractions shows that late intervention has 

begun to give way to a more proactive phase of appropriate dental treatments. However. 

medical card holders are presently less likely to have their teeth cleaned than patients treated 

under the Social Welfure scheme. This trend will be monitored and it is hoped that as the 

DTSS matures, the amount of preventive care will increase. 

The stable increase in the number of private practitioners reflects a growing confidence in the 

Scheme among dental providers. As the economy grows, more resources are made available 

to the Scheme and the number of patients entitled to routine care increases, it can be expected 

that more dentists will become involved in the DTSS. An important consequence of this trend 

is that as more dentists are attracted to private practices, recruitment in the Public Dental 

sector has snffi:red. New re-structuring plans for the health hoard dentists (discussed further 

in the next chapter) will help to address this probleDL 
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Chapter 9 

Qualitv Aspects of the DTSS 

9.0 Introduction 

As part ofthe health strategy, "Shaping a Healthier Future" the Department of Health and 
Children identified three underlying principles as a foundation for its strategy and services, 
that is equity, quality and accountability. This chapter discusses the DTSS in relation to these 
key principles. 

The strategic principles are interrelated and support each other, for instance. the Department 
of Health and Children meets its accountability goal by working with the health boards and the 
General Medical Services (payments) Board to facilitate these organisations in their 
responsibilities in respect to the accuracy and validity of the financial transactions that take 
place within the DTSS. 

In this chapter, accountability structures in the DTSS are outlined in some detail. N ext, the 
other primary objectives of equity and quality are explored, and in Chapter 10, the 
Department's vision for a quality-centred adult dental scheme is discussed and 
recommendations are made about how this might be accomplished in the future. 

9.1 Accountability . 

One of the most prominent trends in health care today is the increased demand for 
accountability. As one academic put it "no longer given free rein, organisations which provide 
health care are being asked to provide information to justify their practices and demonstrate 
the quality of their seMces" (Emmanuel, 1996). At it s most general, accountability is about 
individuals, who are responsible for a set of activities being called on to answer for their J 
actions. Accountability should entail procedures to first evaluate compliance with criteria for 
specific services and secondly feedback and dissemination of the evaluation infonnation to the 
accountable parties. 

A constructive approach to accountability which is consistent with current public sector 
realities and management concepts sees it as motivational rather than control-based. This 
approach is more likely to be effective in implementing change without active resistance. 

A number of Irish legislative initiatives have been instigated to strengthen the framework of 
accountability. Their relevance to the delivery of a quality driven dental health care service for 
adults in Ireland is outlined below. 

• The Health (Amendment) Act, 1996 
The overall effect of this Act is to strengthen arrangements in relation to financial 
accountability and control of expenditure in health boards and to encourage the 
devolution of operational decision-making from the Department of Health and Children 
to the service units. The important elements for the management of the DTSS are that 
financial control at health board level must be adequate so that over-runs in the budget 
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do not occur and responsibility for the appropriate management of the Scheme rests 
with the individual health boards. The Department's role has shifted from operational 
control to facilitator and policy advisor. 

• The Comptroller and Auditor General (Amendment) Act 1993 
This Act gives the C&AG's new powers to audit the health boards accounts. This 
means that there is legislative requirement for local managers to ensure that DTSS 
resources are used in a cost-effective and economical way, This necessitates timely, 
reliable infonnation systems so that spending and service delivery can be adequately 
monitored. The health boards must also be seen to have in place appropriate procedures 
and practices to ensure the efficient management of the DTSS. 

9.1.1 Probity 

Probity is concerned with eliminating or identifying any occurrence which leads to improper 
use of resources due to clerical errors or inappropriate transactions. Measures to protect the 
probity of the DTSS can rely on either prevention, such as controls to avoid errors, or 
detection of errors through key reporting tools. The detection of probity issues may involve 
the use of statistical analysis of trends, sampling techniques and routine screening of the data 
collected. Both preventive and detection measures of probity are greatly enhanced by the use 
of suitable information technology systems (In. In the interest of accountability it is also vital 
that relevant information and reports are given to the key stakeholders including the 
Department of Health and Children, the health boards and dentists. 

9.2 Management of the DTSS 

The framework for the management of the DTSS is depicted overleaf in diagram form. It 
identifies the main bodies responsible for the management of the nTSS as well as other 
interested bodies, all of whom contribute to the present Scheme's operations and must be part 
of the evolving development ofDTSS quality and accountability structures. 

9.2.1. The Role of the Health Boards 

Health boards are accountable for monitoring all aspects of the Scheme at local level. The 
duties of the health boards are outlined in the DTSS contract which states; 

"The health boards shall arrange jointly for the performance of the following functions in 
relation to the provision of services under section 58 and 59 (1) of the Health Act (1970), 
according to Statutory Instrument no. 184 (1972);-

(a) the calculation of payments to be made for such services; 

(b) the making of such payments; 

(c) the verification of the accuracy and reasonableness of claims in relation to such 
• 

sefV1ces; 
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(d) the compilation of stati stics and other information in relation to such services and 
the communication of such information to persons concerned with the operation 
of the services," 

Similarly, Clause 7 of the DTSS Contract states that; 

li The (Irish Dental) Association acknowledges the statutory responsibility of the health 
boards for the provision of dental services under the Act and to ensure the 
management of such services" 

The action being taken by health boards in monitoring contracting dentists under the DTSS 
entails computer print-out analysis of practice and patient treatment profiles and subsequent 
verbal and written communication with the dentist concerned if discrepancies are found. The 
health board Principal Dental Surgeons (PDS) may seek explanations for treatments and 
treatment patterns which appear to vary from what might normally be expected. 

If, however, at the end of the initial process satisfactory explanation is not provided by the 
dentist, the health board CEO may wish to invoke the formal disciplinary procedures provided 
in the contract (Appendix B, clause 29(c». If after such deliberations, the CEO is satisfied 
that there has been a breach of contract and this can be proven, the CEO may: issue a warning 
to the dentist, request the payment of a fine andlor teluunate the agreement. 

In order to continue with this procedure, clinical examination of the patient would be required, 
in many cases. This examination should be completed by trained dental practitioners. It has 
been acknowledged that such examinations should, in ideal circumstances, be carried out by 
peers, known as "Examining Dentists", which is interpreted as meaning private practitioners (it 
is envisaged that most appointments will be made from dentists who are already contractors 
under the nTSS) and not salaried health board dentists, at least when clinical aspects of care 
are investigated. 

An agreed protocol for the appointment of Examining Dentists is currently under discussion 
between the IDA, the health boards and the Department of Health and Children. 

DTSS project officers have also been assigned in all health boards but their level of 
responsibility and liaison duties vary throughout the regions. In health boards where the 
project officer and Principal Dental Surgeons work closely. this contributes to good 
management. Reliable communication systems throughout the scheme and clear responsibility 
are vital for accountability and quality-led dental services. Initiatives are being put in place to 
strengthen and improve current communication structures and this will be discussed further in 
the section 9.3 below. 

9.2.2 The Role of the GMS!P)Board 

Under the Statutory Instrument no.182, the General Medical Services (payments) Board 
(GMS(p)B) was established for the perfonnance of the functions listed above (9.2.1), 
although a health board may, notwithstanding the establishment of the GMS (P) Board, itself 
carry out any of the functions referred to previously. In practice, the main role ofthe GMS 
(payments) Board is to act as the paying agent for the DTSS, on behalf of the health board. 
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The Payments Board also has a monitoring and control remit which involves submission of 
reports when requested and investigation of unreasonable claims. 

9.2.3 The Monitoring Committee 

In accordance with Clause 34 of the DTSS Contract, a national monitoring committee, 
consisting of representatives of the Department of Health and Children, health boards, 
IMP ACT and the Irish Dental Association was established to monitor the implementation of 
the Scheme. The committee's terms of reference include: to make recommendations to the 
Minister for Health and Children on matters relating to the operation of the DTSS; to liaise 
with health board management, Local Monitoring Committees and other organisations in 
relation to the operation of the Scheme; and to submit an annual report to the Department of 
Health and Children, the CEOs of health boards and to other organisations on the operation of 
the Scheme. 

Local Monitoring Committees were also formed in each health board to monitor the 
implementation of the scheme. The Committee is made up of health board management 
representatives including Principal Dental Surgeons and participating private practitioners. In 
relevant cases the health board's DTSS Project Officer can also be a member of the local 
monitoring committee. 

9.2.4 The Role of the Operational Group 

The Department of Health and Children anticipated the need to form an operational group at 
the inception of the Scheme in 1994, which would co-ordinate and implement the management 
duties of the health boards and the GMS (Payments) Board. It also became clear to top 
management in the health boards that such a body would be required to assist in fulfilling the 
health board's statutory duty to monitor and control the DTSS and to provide a unifying, 
supportive structure and forum for discussion. 

An Operational Group was formed and is chaired by Mr. Michael McGinley, Programme 
Manager of the North Western Health Board. The Department of Health and Children and a 
PDS from each health board is represented. 

The objectives of the Operational group can be outlined as follows: 

• To ensure accountability and quality of the Scheme at every level by improving the 
processes involved. 

• To manage, co-ordinate and facilitate the implementation of the DTSS with particular 
reference to new validation checks. 

• Oversee a smooth transition to new procedures, ensure uniform implementation of the 
procedures and dissemination of knowledge to the providers, patients and fellow PDS's. 

• Discuss and share Principals' experiences in managing the DTSS so as to develop best 
practice protocol in a participative way. 

• Develop standards and guidelines, and coach fellow Principals in their application. 
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• Identify and address key implementation issues_ 

• Facilitate and manage the necessary change. 

9.3 Methods to Strengthen Accountabilitv 

Being a relatively new Scheme, some of the quality structures in the DTSS are still evolving. 
It has always been the contention of those responsible for the development and management of 
the Scheme, chiefly the Department of Health and Children, the health boards and the GMS 
(Payments) Board, that the best way to instigate quality initiatives which strengthen 
accountability in the DTSS and are accepted and embraced by the profession, is through 
consentual management and negotiation. Experience in healthcare management has shown 
that incremental, planned change which has the active involvement of the providers, reduces 
resistance to change and builds strong foundations for funher improvements to the system. 
However, gaining consensus and building trust takes patience and time. This has meant that 
although the need to develop additional accountability structures has been identified, some of 
the measures needed to rectify these issues have been delayed by the negotiation process. 

A number of initiatives have been under development to strengthen accountability in the DTSS 
and they are at advanced stages of progress. These initiatives are discussed in further detail 
below: 

1. Examining Dentists 
2. Reform of the DTSS contract 
3. Introduction of a Probity and Investigations officer in the GMS (payments) Board 
4. New fonns and validations 
5. National restructuring of the Public Dental services 
6. Awarding of a national research contract which includes the opportunity to engage 

consultants with expertise in the development and implementation of accountability 
structures in dental schemes. 

9.3.1 The "Examining Dentist" 

The DTSS contract provides for the appointment of an Examining Dentist (E.D.). The duties 
of the E.D. in relation to accountability and probity of the DTSS are outlined in the contract 
(Appendix B - Sections 22.c and 28) which states that appropriate records shall be kept by the 
contracted dentist of all patient treatments and these records shall be made available to the 
dental adviser. Examining dentists can carry out clinical examination of patients either before, 
during or after the period of dental treatment and may recommend an amendment, alteration 
or adjustment of the dental treatment. 

However, historically health care professionals have been granted a large degree of autonomy 
on matters of discipline, standards of service and internal control and it may be difficult for 
them to take steps which are perceived to be a dilution of their autonomy. 
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At the same time, recent policy developments which call for more accountability in the 
delivery of public services have been welcomed by many who have become increasingly aware 
that self-regulation may need to be strengthened. This is reflected in "Shaping a Healthier 
Future" which states that: 

"Greater autonomy must be balanced by increased accountability at all levels and there 
must he independent monitoring and evaluation of the performance of the executive 
agencies. " 

Inevitable tensions can arise between the professionals, who wish to maintain status quo and 
the nation's regulators and public service managers who are charged with implementing 
appropriate accountability structures. The most feasible model for the resolution of these 
tensions is that of partnership and consensus between professionals and management which 
balances clinical freedom with the professionals' social obligations. 

The protocol for the appointment of the Examining Dentist was agreed by the Review Group 
of the National Monitoring Committee on 19th May 1997. At this time it was envisaged that 
the primary duties of the E.D. would be to assist health boards in achieving better 
accountability and probity in the scheme. However, it was seen as vital that the role of the 
E.D. should evolve so that, in the fullness of time, they would also become involved in the 
support and facilitation of quality assurance initiatives among the DTSS providers. At this 
time, implementation of a Quality Assurance role for the E.D. was deferred to allow further 
consultation amongst the contracted general dental practitioners. The IDA developed 
proposals in response to the agreed need for quality assurance but progress on this issue has 
been slow. It is hoped that an agreed system will be in place by the end of 1999. 

9.3.2 Reform of the DTSS Contract 

The main function of monitoring the DTSS is to maximise value-for-money. When 
mal-administration is detected, sanctions are required so that appropriate action is taken and 
discrepancies are dealt with efficiently and in a cost-effective manner. In relation to the DTSS 
contract greater clarification on various issues needs to be formulated and defined. 
Consequently, it has been recognised that the present DTSS contract should be evaluated and 
reformed, so that appropriate steps can be taken where necessary. Compliance of every 
professional in accountability and control mechanisms cannot be assumed: it has to be given 
support and direction through appropriate regulations and the adaptation of national service 
standards. The new DTSS procedures and forms which have been developed by the 
Department of Health and Children, the GMS (payments) Board and the Irish Dental 
Association will strengthen this process (see 9.3.5 below) as will the work of the Operational 
Group. 

9.3.3 Probity Officer in the Dental Section of the GMS(P)B 

Due to resource allocation pressures to date, the GMS(p)Board has had to prioritise the 
execution of its functions, that is the calculation of payments and making of such payments. 
These functions are performed in a very effective and efficient manner by the Board and its 
employees. Greater emphasis needs to be placed on other functions, at this time, such as the 
dissemination of important information and statistics to the key stakeholders. 
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The feedback of timely information to local managers is vital for the provision of an effective, 
efficient and accountable management of the DTSS. Therefore, it is recommended that a 
"Probity Officer" for the dental section of the DTSS be appointed in the GMS(P)Board at the 
earliest possible time. The chief duties of this officer would be to investigate irregularities in 
claims and facilitate the creation of reliable, timely information and reports which are 
disseminated to all interested bodies. 

9.3.4 An Investigations Officer in the GMS 

A denta11y qualified "investigations officeru is also required in the GMS (Payments) Board to 
carry out monitoring duties which require clinical knowledge such as, validation of 
radiographs, investigation of unusual claims and liaison with providers who make inquiries to 
the Board regarding clinical issues. 

Other important duties may include the following: 

• Conduct and facilitate statistical investigations and report to the Chief Officer of the GMS 
and CEO's in the respective health board (or a designated officer). 

· Work with the GMS (payments) Board, dentists' representatives and Operational Group to 
develop an appropriate, standardised monthly reporting format. 

• Develop a protocol to investigate a number of randomly selected claims as well as those 
which are identified as a cause for concern. This protocol should include appropriate 
sampling techniques so that claims are seen to be assessed in a statistically accurate and fair 
manner. 

9.3.5 The New Procedures and Forms 

As noted. in Chapter 6 of this report, the DTSS was implemented incrementally by developing 
three parallel schemes (Routine, Denture and Emergency). As the DTSS matured it became 
clear that the scheme needed to be rationalised and simplified to facilitate management of the 
Scheme. The contracted dentists also requested more streamline administrative procedures. 

Agreement was reached between the Department of Health and Children, health boards and 
the Irish Dental Association on operational amendments to the DTSS including the redesign of 
a claim fonn and a reduction of the number of claim forms from four to two. 

It was agreed that emergency treatment would be confined to non-cohort patients, prior 
approval would be necessary for treatment plans which exceed an oral examination and two 
items of treatment, and a series of improved IT-based validation checks would be introduced. 
In addition, a new tooth charting system would allow greater access to information about an 
individual patient's history of dental treatment, which in turn would allow for improvements in 
the monitoring of the quality of the services provided (see Appendix F). 

The introduction of these negotiated new procedures and forms address many of the current 
accountability and quality issues identified over the life span of the DTSS, and the Department 
of Health and Children, health boards and the GMS (payments) Board are anxious for their 
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implementation. However, agreement has nol been reached on implementation of the new 
procedures. 

There is a clear understanding by all participants that until these negotiated procedures are 
introduced or other appropriate mechanisms put in place, no extra funds can be released for 
the nTSS nationally. 

9.3.6 Re-Structuring of the Public Dental Services 

In response to the Department of Health's strategy set out in "Shaping a Healthier Future", it 
has been seen as necessary to restructure the community dental services so that an integrated 
approach to the promotion of oral health could be fostered and dental managers could be 
given support to become more pro-active in the planning and delivery of dental care. New 
structures, which allow for better career paths and promotional opportunities, are also 
believed to be an important response to problems of recruitment and staff retention. New 
structures are being negotiated between the health board dentists, the Department of Health 
and Children and the HSEA (Health Service Employers' Agency). 

New duties, related to the management and monitoring of the DTSS, greatly increased the 
already arduous managerial responsibilities of the Principal Dental Surgeons (PDS). 
Therefore, it was seen as essential that support systems be put in place to enable the PDS's to 
carry out their entire remit in an effective manner. To this end, it is expected that one PDS in 
each health board will be assigned to supervise the DTSS regionally and provide expertise and 
assistance to the PDS's who will continue to play an important role in the management of the 
DTSS in their own local area. The regional DTSS Principal will have adequate clerical 
assistance and the co-operation of a Senior Dental Officer, who will manage the respective 
community care area while he/she oversees regional DTSS affairs. 

9.3.7 Consultancy Contract for the Dental Services 

The Health Strategy and the Dental Health Action Plan identified the establishment of a 
standardised database and information collection system in each health board, for monitoring 
changes in oral health, as a priority goal for the dental services. J 
In this context the Department of Health and Children agreed to prepare a contract to support ., 
dental departments of health boards and other bodies in establishing a framework for J 
evaluating the oral health services, known as the 'Consultancy Contract'. Requests for 
proposals for tenders in epidemiology, oral health services research and specified consultancy ] 
services for the dental services in the health boards were received and the contracts are to be 
awarded shortly. 

Probity of the DTSS is dealt with under Lot 8 (paragraph 2.5. 1) of the "Proposal" document 
(Appendix E), which requests the tenderer: 

"In consultation with health boards and the GMS(p)B to: 
I . Develop indicators and a methodology to determine probity under the DTSS. 
2. Develop report formats at national, health board and dentist level to monitor 

probity under the DTSS" 

J 

J 
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Through this section of the Consultancy Contract, the mechanism for probity will be 
evaluated_ It is expected that one of the main aims of the successful consultancy group will be 
to eventually reduce external suppon through appropriate training programmes over a three 
year period. Appropriate standards will also be developed through collaboration with the 
relevant professional bodies, to support the efficient delivery of quality care (see section 3.4). 

When this part of the Consultancy Contract is awarded, it is envisaged that an independent 
agency will be retained to make annual reports on the health implications arising from the data 
available in the GMS (P) Board. The annual report will also focus on oral health gain and 
identify what is necessary to improve the oral health status of the adult population in 
collaboration with adult dental epidemiology research. 

One of the primary tasks for the successful applicant will be to develop standardised reporting 
systems including key monitoring information, in collaboration with the GMS (payments) 
Board and the health boards. Better accountability will be facilitated by better information 
systems and feedback to the managers. Developing a supportive IT system which meets the 
needs onoeal managers was identified as a priority by the Operational Group and will also be 
addressed by the awarding of this contract (under Lot 7 - Appendix E). 

It is envisaged that information will also be provided to the service providers so that they can 
monitor their own performance against that of their peers which in turn can motivate them to 
address discrepancies in their own performance and modifY their behaviour to ensure a more 
cost-effective use of resources. 

9.6 Equity in the DTSS 

Equity is an important criterion for the assessment of a healthcare system's performance 
which satisfies the moral obligation ofa responsible community. For ease of analysis, the 
equity of a health care service can be broadly defined by two separate aspects: the financial 
equity of the service and the equitable delivery of the service. 

In Ireland, traditionally, a fair system of payment for health care is one in which more weight is 
attached to vertical equity, that is where unequals, in terms of ability to pay, are treated 
unequally in terms of their contribution to the funding ofhea1th care, i.e. those who are better 
off pay more. Therefore, equity in the funding of the DTSS is achieved by tax·based 
arrangements. Likewise, the recent increases in the funding to the DTSS are highly equitable 
because resources are targeted to those in the community who need them most. OTSS funds 
are allocated to health boards based on the number of adult medical card holders in the region. 
This ensures that resources are distributed equitably to those who have been targeted for 
treatment. 

Equity of provision of care, in the Irish context, is generally accepted to be fairest where there 
is equal treatment for equal need (horizontal equity). This means that persons in equal need of 
dental care should be treated the same, irrespective of their incomes. Clearly, the inclusion of 
the 35-64 years cohort, anticipated by the latter part of this year, and the rationalisation of 
services to a standardised Routine scheme, will be essential before the nTSS can become truly 
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equitable. Funding will also need to be incrementally increased to continue to provide much 
needed dental care to this population whose dental health has been neglected in the past . 

The important dimension of "health gain" or equity of health outcome has been facilitated 
since the introduction of the DTSS in 1994 by the improvement in medical card holders' dental 
health status, as seen in Chapter 8. The DTSS ensures that the poorer and less healthy citizens 
have access to dental care and that care is provided with an appropriate standard of service, 
similar to the service provided to patients in the private sector. Thus, the DTSS closes the 
existing 'equity gap' in Irish oral health by improving the position of those at the lower end of 
the spectrum. 

Equity of access is best understood as being a situation where people with equal needs have 
equal opportunity to use services. In order to achieve equity of access, distances to facilities 
and waiting times for treatments should be minimised. However, because of the large 
discrepancies in the numbers of contracting dentists in each health board and between urban 
and rural areas, geographical equity cannot currently be guaranteed. Where there are fewer 
providers and long distances to services, increased waiting times fo r treatments are 
unfortunately inevitable. The contract stipulates that DTSS patients should not be treated 
differently to private patients. But, in practice it may be inevitable that busy dentists prioritise 
their private patients' appointment times and it may be difficult to legislate for this discrepancy 
with the result that some DTSS patients have to wait for up to 12 weeks for treatment in some 
health boards while others gain access almost inunediately after the health board approve their 
claims. 

As shown in Chapter 8 (table 8.14), the overall uptake rates for DTSS patients varies 
throughout the health boards. Reference to Table 8.12 indicates that where there are fewer 
dentists, access to the DTSS may be lower such as in the Midland Health Board. Uptake rates 
or access to dental care is also lower for medical card holders using the DTSS than for those 
who are covered by the DTBS, as described in Chapter 7. 

Relatively decreased access to dental services among less well-off members of society is an 
obstinate feature of health care systems throughout the world (Chapter 3, p 25) and is a major 
contributor to the oral health equity gap. As mentioned in Chapter 3, those w ho are socio
economically deprived are also less likely to brush and floss regularly, have a 'usual' source of 
dental care such as a known dentist, and are less aware of the causes of dental disease. 
Therefore, initiatives which encourage medical card holders to attend the dentist regularly, 
impact positively on health gain. There is little doubt that increased funding for the DTSS 
since 1994 has greatly contributed to increasing access to dental care for those who need care 
the most. 

At the same time, there are many factors which conspire to frustrate improvements in DTSS 
access that are beyond financial considerations such as: delayed attendance for dental 
restorations leading to negative experiences, the availability of dental appointments and dental 
phobias. These factors tend to be complex and interrelated, but it is important to understand 
them before steps can be taken to address inequalities in oral health. The Department of 
Health and Children fully supports research in this area. 

-
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The DTSS offers medical card holders a basic package of essential oral health care therapies. 
This type of priority-setting facilitates wider access to care for low income individuals and 
allows cost-effective use of resources while at the same time maximising health gain. 
Restricted access to advanced restorations such as crowns and bridge work, may mean that 
medical card holders lose more teeth due to advanced disease but oral rehabilitation is ensured 
where necessary by fitting dentures . 

Loca1 health board managers can facilitate a more equitable delivery ofDTSS care by 
implementing national policy and standards, communicating these standards to the providers, 
using focus groups and questionnaires to improve "patient voice" and by paying particular 
attention to the views of those patients who really need the services. Standardisation of 
service delivery through the Operational Group will also help to maintain equitable DTSS 

• sefV1ces. 

The Department of Health and Children plans to strengthen equity in the DTSS in the future 
by: 

1. Setting equity policy and communicating the explicit aims to the health board 
managers and providers. 

2. Facilitating the development of standards of care which ensure that services are 
delivered equitably. 

3. Allocating resources efficiently to meet identified need. 
4. Contracting with an outside agency, through the Consultancy Contract, for effective 

equity evaluation mechanisms such as annual equity reports. 
S. Support research and training on issues of equity. 

9.7 Quality of Care in the DTSS 

The DTSS is an effective means of addressing the dental health needs of medical card holders 
in Ireland because it targets those who are most in need. It is reportedly a very popular 
scheme among those patients who use it and is acceptable to them because of the ease of 
access to good quality dental care in the private sector. It is also appropriate that while the 
entire population is not yet covered by the Routine scheme. all patients have access to 
treatment for the relief of pain. Although the premium rate paid in the Emergency scheme 
can lead to a reduction in the efficient use of funds this will be addressed when the entire 
medical card population is assimilated into the Routine scheme. 

Irish dentists are relatively well remunerated for state-funded dental care. It is argued that this 
helps to ensure a quality service. For instance. there is less incentive to do unnecessary work, 
compared to a low remuneration. fee-per-item scheme such as the dental scheme in the UK. A 
survey of five European Union member states in 1993 (including the UK, France Denmark and 
the Netherlands), revealed that Irish dentists are the highest paid for state-funded dental care 
(see Appendix C for details. it is worth noting that since this survey was carried out. the 
Netherlands has cancelled its dental social benefit scheme as discussed in section 3.2.2). 

The reasons that Irish dentists are relatively well remunerated compared to other EU 
countries. especially the U.K. and Northern Ireland. are complex and currently not very well 
understood. However. the Department of Health and Children has commissioned an 
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economist to research this issue. His initial report is due by the end of May 1999 but progress 
vvill be hampered by lack of key infonnation and it is anticipated that an in-depth study, which 
accurately measures standards of care, volume of dental work, cost of living, overheads and 
dentists' incomes will be needed to fully address this issue. A research graduate is being 
sought to complete the study. 

The following quality initiatives are planned for development and will greatly enhance our 
understanding of how efficient and effective the Scheme is and also indicate how the service 
should evolve and develop in the future: 

• Patient satisfaction questionnaire will be developed. 
· Focus groups will be consulted, some in collaboration with existing community initiatives. 
• Continuous dental education, including clinical audit , will be available for those responsible 

for the management ofthe Scheme. It is envisaged that the consultancy contract holder 
will have a vital role to play in training and education. 

• Explicit protocols for breaches of the DTSS contract are being developed by the 
Operational Group 

• In future, the Examining Dentists role will be developed to include a quality remit, 
including support and education for contracted dentists. 

• The DTSS contract will be reformed to include quality control initiatives and encourage 
preventive therapies. 

• An adult oral health epidemiology survey is planned to begin in 1999. This will provide 
vital information on the oral health status of the Irish medical card holder population so that 
health gain can be calculated. 

9.S Conclusion 

Accountability is basically concerned with the structures and processes, controls and 
behaviours that support cost -effective health gain. The accountability framework requires 
clear identification and articulation of responsibility and a real understanding of the various 
relationships that exist between an organisations stakeholder's and those who are entrusted to 
manage resources and deliver required outcomes. Strengthening accountability structures also 
involves credible and timely infonnation and training to support good performance. This 
chapter has outlined accountability structures in the DTSS and recent initiatives which will 
continue to augment current procedures. 

The DTSS also provides an equitable, quality service to medical card holders. As discussed, it 
is envisaged that future developments will continue to reinforce and cement current practices 
and procedures related to equity and quality centred dental health care in the DTSS. Good 
procedures are required to achieve good outcomes. When the structures and processes 
described above are in place, improved accountability and, therefore, better perfonnance and 
outcomes will follow. 

As the DTSS has matured and received increased funding, patient care has begun to shift from 
"fire-fighting" procedures to maintenance of oral health. Future initiatives hope to bring the 
service further towards prevention centred care. To date, the DTSS has had success in 
reaching its primary goal to improve the oral health of medical card holders and steps are 
being taken to ensure that the Scheme continues to improve relevant, measurable outcomes in 
keeping with the Department of Health and Children's strategy. 
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Chapter 10 

Recommendations and 

Future Options 

10.1 General Conciderations 

Dental diseases are concentrated in specific groups of people, rather than the whole 
population. The medical card adult population has a greater need for access to a basic dental 
care scheme than any other section of the population due to poorer oral health and increased 
unmet need. At the same time, they generally lack the necessary resources to access dental 
care in the private sector. Oral health research findings indicate that, in maintaining the 
priority of prevention, programmes which target the elderly, the less affluent and the less 
aware should be foremost in the minds of the profession, the providers of care, researchers 
and administrators. 

Recommendation 1 

• The DTSS should be expanded so that all of those eligible have access to the full range 
of treatments. 

10.2 Funding 

The average cost of providing care to medical card patients is high in comparison to patients 
treated under the 'Social Welfare' scheme because the medical card population previously 
lacked continuity of care and generally have poorer oral health status than the rest of the 
population. The high average cost will decrease as the service matures. However, overall 
costs will increase as more medical card holders become eligible for routine treatment and 
access to care improves. 

Recommendation 2 

• Funding of the DTSS should be increased. The funding required will rise from 
approximately £19.8 million to approximately £35.7 million in 2002 (excluding 
additional fee increases). 

10.3 Quality 

The DTSS contract will be reviewed in tandem with the DTBS contract. The focus of a 
future contract will centre more explicitly on the promotion of oral health rather than 
exclusively on the delivery of dental treatment. 
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A comprehensive adult dental survey is planned to begin in 1999 and will shed valuable light 
on the impact dental services have made on oral health gain in Ireland over recent years . In 
particular, this important survey will allow us to measure key dental performance indicators in 
order to evaluate the DTSS for medical card holders. 

Appropriate research will be conducted so that all treatment processes within the DTSS 
contract are evaluated to ensure that they remain evidence based, cost-effective and contribute 
positively to oral health gain. 

Ongoing consultation with patients in each health board will be engaged so that the quality of 
the service can be monitored and evaluated from the patients' perspective. 

Recommendation 3 

• In order to strengthen accountability, a more comprehensive system of validation and 
probity checks, including "Examining Dentists" must be introduced before the DTSS is 
extended to all cohorts. 

Recommendation 4 

• A clerical officer should be appointed in the GMS (Payments) Board, with specific 
responsibility for probity in the DTSS. 

Recommendation 5 

• A dental officer should be appointed to the GMS (payments) Board, with specific 
responsibility for claims advice and investigations. 

10.4 Administration 

The DTSS and the DTBS are state schemes which provide dental care to adults in a very 
similar way although they are managed separately by the Department of Health and Children 
and the Department of Social, Community and Family Affairs respectively. This leads to 
duplication of administration and monitoring costs. The link between the DTBS fees and 
those of the nTSS means that negotiated pay increases on the part of the Department of 
Social, Community and Family Affairs have direct financial consequences for the Department 
of Health and Children. Approximately 300,000 people in Ireland are eligible for both 
schemes. Amalgamation of the schemes would decrease administration costs and strengthen 
the Department of Health and Children's control over fee increases. 

The development of a central administrative body for the DTSS may be considered following a 
cost-benefit analysis. An additional centralised approach would promote standardisation of 
service delivery and allow greater flexibility. 
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Recommendation 6 

• Following the extension of the DTSS to all age groups, a process should begin to bring 
together the administration of the DTSS and the DTBS. Unification of the schemes will 
improve equity and accountability and reduce administrative costs as well as facilitate 
cost-containment through joint fee negotiations. 

Conclusion 

The dramatic and welcome improvements in the dental health of populations in many countries 
of the world represent one of the most significant public health achievements oftms century. 
It is important to maintain this momentum and encourage the wider use of proven preventive 
strategies and products in those populations, groups and individuals who currently do not 
receive them. 

This review of the DTSS has shown that the provision of primary care dental services to adult 
low income populations is vital to improving a country's health gain and reducing the gap in 
overall health inequality. 

• 



Glossarv 

"above the line" - simple dental procedures which do not require health boards' prior approval. 
Indicated in the DTSS schedule of fees (Appendix B) as the first items of 
treatment which are above a dotted line in the schedule. 

"below the line" - complex or prolonged dental treatments which require health board 
approval before they can be completed. (see Appendix B) 

caries - dental decay which usually requires treatment 

DMFT - decayed, missing and filled teeth; a commonly used dental treatment index 

DTBS - Dental Treatment Benefits Scheme 

DTSS - Dental Treatment Services Scheme 

dual eligibility - having eligibility for both tbe DTSS and the DTBS 

edentulous - having no natural teeth 

endodontics - root canal treatment (see below) 

- a protective coating on the biting surface of the back teeth 

GMS re) B - General Medical Services (payments) Board 

IDA - Irish Dental Association 

molars - back teeth 

PDS - Principal Dental Surgeon 

restorations - dental fi11ings 

- treatment to repair a tooth when the nerve has died by placing an inert 
substance in the nerve canal. Often carried out to relieve the pain of 
tooth abscess Of "gumboil" 

scale and polish - dental cleaning 

~ - treatment 

-
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The Social Welfare Contract 
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DECLARATI ON 

Agreement made between the Minister for Social, Community and Family Affairs and 

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

of. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _ . . . 

i n the County of . ........ . . . . . .. . ..... ... . .... ...... . . . . .. . 

being a registered denta l practitioner in t hat name, r es ident 
and practising in the State, (hereinafter called "the 
contracting dentist") whereby the said 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
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........ . . ...... ................ . hereby agrees to provide "1 
dental t reat ment for qualified persons entitled to dental ~ 
treatment i n pur sua nce of Regula tion s made by the Mini ster for 
Social, Community and Fa mil y Affairs under Section 117 of the 
Social Welfare (Con so l idation) Act , 1993, on the followin g 
terms and condition s . This agreement ca ncels and super sedes 
any previou s agreement mad e by the above nam ed with the 
Minister for Social, Commun ity and Family Affairs for the 
provi s ion of treatment under the Dental Benefit Scheme. 

DEFIN ITIONS 

1. In this agreement the following expres sions shall have the 
meaning hereby assigned to them. 

"the As socia t ion" means the Irish Dental As soc i at i on, being a 
corporate body incorporated withi n the St at e; 

"dental l ette r and chart " means the form of de nta l l etter and 
chart prepared by the Minister ; 

"the dental panel" means the l ist of dentis ts prepared by the 
Minister pursuant to article 67P of the Social Welfare 
(Consol ida t ed Payments Provisions) (Am endment) (No. 13) 
(Trea tme nt Benefit) Regulations, 1997 . 

"dental t r eatment" has the meaning assigned t o t he expression 
"practi ce of dentistry" in the Denti st s Act, 1985; 

"Qualified person" means a pers on enti t led to dental treatment 
under the Social Wel fare Acts , and in Regulations mad e 
thereunder at the date of thi s agreement. 

"the sca l e of fees" means the sc hedule of agreed f ees for 
dental t r eatment for the time being in force; 
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··treatment Schedule" mea ns the agreed ra nge and t ypes of 
treatment avai l able to qua li fied persons who seek dental 
benefit. t he t reatment sc hedule being negotiated by the 
Minister and the Associat ion from time to time. 

MUTUAL OBLIGATIONS 

2. In relation to a "qua lifi ed person", any proposals to 
extend the definition of a "quali fied person" to dental 
benefit wi ll not be i ntroduced without prior consu l tat ion wi th 
the Association . In the event of agreement to an extension to 
the def i nition of a "q uali fi ed person" not being reached, t he 
Minist er will be at liberty to offer any proposed new 
agreement to individual members on the dental pane l . Panel 
members wi l l, however, retain the option of adheri ng to their 
existing agreement. Any dentis t applying to become a member 
of t he den tal panel for the first time subsequent to an 
extensi on of the definition of a "qualified person " will be 
given t he option of signi ng t he existing agreement or the new 
agreement. 

3. In considerat ion of the Minister including his name on the 
dental panel and employing his best efforts to ensure that the 
dental panel is accurate and up-to -date, t he contracti ng 
dentist hereby undertakes to provide dental treatment, on the 
terms and condition s here in after appearing , to qua li fied 
persons who ma y desire to avai l themselves of his /her 
services. Th e contracti ng dentist shall provide dental 
tr eatment to the best of his/h er knowledge and ability, using 
suitable premises, equ ipment and instruments and in suitable 
circumstances. Treatment and surgery arrangements for 
qualified persons under t he agreed schedule will be provided 
in the same manner and un der the same conditions as would be 
provid ed t o a private pat i ent. Th e contracting dentist 
undertakes to provide suc h treatment personall y or by way of a 
substitute who is a regis t ered dentis t and covered by 
appropriate medical protection insurance. Treatment will be 
provided unti l the treatment is completed . 

4. The Mini ster hereby acknowl edges that, for a registered 
dental practitioner , t he interests of patients and the 
satisfactory discharge of the practitioner's duties to his/her 
patients are of primary concern. In recognition of the 
discharge of these duties to his/her patients, in a way which 
satisfies the professiona l dut ies which are owed t o such 
patients, as well as cert ain obligations that are imposed upon 
the dental practitioner under this contract for services to 
the Minis te r, the Minister agrees to negotiate with the 



Association an agreed Treatment Schedule which will provide 
qualified persons with an agreed range of treatment and 
clinical proc edures . 

S. The contracting dentist undert akes to furnish the Minister 
with such details as he may require to allow the dental panel 
to contain necessary details about himself/herself and hi s/ her 
practice. 

PROVISION OF DENTAL TREATMENT 

6. Patients who are also qualified persons under this 
agreemen t shall comply with all reasonable demands of the 
contracting dentist as to appointment s and in the event of 
such person fai l ing, without suf fici ent cause, to keep an 
appointment, the contracting dentis t shall be entitled to 
recover from him a charge which shall not exceed t hat fixed 
for an examination and report as set out in the scale of fees, 
provided always that, for reasonable cause which t he 
contracting dentist shall submit to the Mi nister on his 
request, he/she may refuse to accept as a patient any 
qualified person. However, for reasonable cause, which the 
contracting dentist shall submit to the Minister on his 
request, he/she shall have the right to refuse to accept as a 
patient any qualified person who seeks to avai l himself of 
dental benefit when the contracting dentist has reasonable 
grounds to believe that a satis factory de ntist / patient 
relationship cannot subsist between himself/herself and that 
qualifi ed person. 

7. The Minister may on application by t he contracting dentist 
and after consultation with the Dental Adviser referred to in 
clause 28 authorise him/her on such terms as he thinks just to 
discontinue any treatment which ha s been commenced, but before 
doing so he shal l consider any representations which the 
qualified person may wish to make with respect to th e 
contracting dentist's application. 

8. Subject to claus es 5 and 6 above, the contracting dentist 
shall accept a dental letter and chart f rom any qualified 
person req uiring dental treatment f rom him/her and who is 
qualifi ed to receive dental benefit und er the regu lations, and 
the contr act ing dentist shall f ill up and complete thereon an 
estimate of the dental treatmen t requir ed under the dental 
benefit scheme. The contractin g denti st shall sign the 
certificate of acceptance of the dental letter and chart and 
forward it to the Minister withi n 28 days after the issue 
thereof or such longer period as the Minister may permit. 
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9. Th e est imate shall se t for th t he treatment wh i ch is 
req uir ed an d i s cover ed by th e treat ment sch ed ul e. I f t he 
qua l i fied pe r son is not wi lli ng t o underg o t he who l e of t his 
t r eatment t he contr ac ting denti st shall indicate on his de ntal 
chart such treatment as he opts to accept. If any 
excepti onal circumstances ar i se in relation t o the t r eatment 
t he contracti ng denti st shall furnis h an exp l anato ry report 
and, wher e necessary, a spec i al es tima te to the Mi nis t er. The 
contracting dentist sh al l de l et e from the numerica l chart 
included in the esti mate t he number relating to the natura l 
t oot h mi ss i ng from t he mout h. 

10 . Unless the cost of the whol e treatmen t does not exceed an 
amount to be f i xed in t he scale of fees ascertained under the 
terms of this agreement, or , in the case of repair s t o 
den ture s , a maximum amount to be fixed in t he sca l e of fees 
as ce rt ain ed under t he te rms of this agreement, the permanent 
treatment shall not be proceed ed with until the contracting 
dentist has received back f r om the Minister t he dental 
lette r and chart aut horis i ng th e proposed treatment. Where, 
however , t he cost of t he whole treatment or denture repairs 
does not exceed the said amount fixed by the sc ale of f ees , 
the contracting dent i st shal l be at liberty, bef ore f orwarding 
to t he Minis te r the denta l letter and chart containing the 
estimate, to compl ete t he trea tment and s ign 
the appropriate certifica t es . 

11. If, subs equ ent to the issue of t he dental l ette r and chart 
to t he qualified person and prio r to the dental let te r and 
ch art being sent back to t he contracting dentist wi th part 0 
th ereof complet ed, the necessi t y shall arise for carrying out 
any eme rg ency treatment, th en, the contracti ng denti st shall 
be entit l ed to ca rry out reasonable measures by way of 
emergency tr eatment and t o be entitled to fees under the scale 
of fees, wi thou t prejudice to enti tlement to subsequent fees 
under the dental lett er and chart. In t he case of repa irs to 
dentures emerg ency treatment will take place at a cost 
according to the scale of fees and shall not exceed t hat 
amount. Where eme rg ency dental treatment or dent ure repairs 
are necessary , the contra cting dentist shall without 
unn ecessary del ay, noti fy t he Minister of the treatment so 
provided and the nature of the emergency. The Minis ter shall 
be li ab le to make a payment in respect of such treatment as if 
part D of the dental lett er and chart had been completed. 

12. In t he event of unforeseen conditions ar ising after the 
contracting dentist has r eceiv ed back fr om the Mi nister the 
denta l letter and chart, wi th the esti mate approved 
nece ss itating any variat ion or addition to the t reatment 



in clud ed in the estimate, the contracting dentis t shall 
immediat el y no t ify th e Mini ster in wr iti ng of the 
circumstances and may , if such is appropriate, submit an 
additional estimate. Any such add i tional est imate shal l be 
subj ect to the provi s ion s of this agreement and sha ll be dealt 
with as if the treatment proposed t herein formed part of the 
original estimate. 

13. The contract in g dentist shall compl ete the treatment 
within nine months of the date upon which t he dental l etter 
and chart is returned to him/ her with part D thereof 
completed, or within such longer period as the Mini ster shall 
permit. 

14. If, owing to the death, or change of address, of the 
qualifi ed person, or other cause beyond the contro l of the 
contracting dentist, any treatment in respect of whi ch an 
estimate has been approved cannot be completed by him/h er, 
the contracting dentist shall fo rthwi th notify the Mi nister in 
writing of the amount of the treatment completed, of any 
payments already made by the qualified person and of the 
reason for hi s /her inability to complete the remainder of the 
treatment and shall be entitled to payment, according to the 
scale of fees, of the Minister's portion of the cost of such 
treatment as has already been provid ed. 

15. Wh ere treatment is not commenced within a period of three 
months from the da te on which the contracting dentist' s 
estimate has been approved. the approv al of the estimate shal l 
be deemed to be withdrawn and the contracting denti st shall 
return the dental letter and chart and shall be entit l ed to 
claim the examination fee. 

16. Within one month after the completion of t he treatment the 
contracting dentist shall sign t he certificate of completion 
of the treatment contained in the dental letter and chart and 
claim payment from the Minister. Before certifying that the 
treatment has been completed. t he contr acting denti st sha ll 
confirm t hat the details of the treatment are in accordance 
with the est imate and that. if any proper reduction has been 
made in the treatment provided. a corresponding reduction has 
been made in the amount claimed . 

17. For the purpose of this agreement and subject to clause 
13. the treatment as far as relating to dentures shall not be 
regarded as complete unless and un til the dentures are in the 
unrestricted possession of the qualified per son. 
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18. The Minister s hall at the same ti me as t he de ntal lette r 
and chart is returned t o t he contrac ting dentist notify the 
qualified person of the sum for which he i s liable in respect 
of the denta l treatment under this scheme and the Minis ter 
may, if he t hinks fit, furnish the qualified person with 
details of the treatment. 

19. The contracting dentist shall keep fo r a period of five 
years a record of all qual ifi ed persons treated by him/her 
und er t his agreement an d suc h record shall contain the names 
and Revenue and Soc ial Insurance Numbers of such qualified 
persons, the dates upo n which any treatment was gi ven, the 
na ture of such treatment, details of payments r ece i ved by the 
contracting dentist in respect thereof and the dates upon 
which any such payment was received and shall if so required 
produce such i nformation to any dental adviser appointed by 
the Minister whenever req uired so to do. 

SCALE OF FEES 

20. The contracting denti st shall be entitled to payment for 
dental treatment undertaken by him/her on the foot of this 
agreement, by reference to the agreed scale of fees which from 
time to ti me shall be negot i ated by the Minister with such 
per sons or bodies incl uding the Association, who are 
representative of t he interests of a significant number of 
persons on the dental panel. The Minister undertakes to 
engage in an annual review of the scale of fees payable for 
dental treatment so as to provide the contracting dentist with 
fair and reasonabl e l evel s of remuneration for the services 
provided by t he contracting dentist under this contract. 
This review will take cog nisance of movement in the Consumer 
Price Index, dental practice costs and dental procedures 
generally and any other matters which may have a bearing on 
the agreed scale of fees, incl uding recent 
developments in clinical practice and treatment procedures. 
Every effo rt will be made by all parties to have each annual 
review compl eted over a period not exceeding three months 
duration. 

21. Except as otherwise provi ded for in the agreed scale of 
fees, the contracting den t ist shall not be entitled to 
suggest, demand or accept from a qualified person or any other 
person on hi s behalf t he payment of any fee or remuneration in 
respect of dental treatment, available under the dental 
benefit scheme and provided under this Agreement, in addition 
to or over and above the charges set out in accordance with 
t he scale of fe es in t he dental letter and chart . 
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22. Except as herein before prov i ded the Minister sha l l not be 
respon s i ble for any fees or charges of the contracting dentist 
unless the estimate ha s been accepted and auth or ised on his 
behalf and in no case sha ll the Minis ter be liable f or more 
than the amount of the authori sed contributions. 

23. The following conditions shall apply in respect of 
materials used in connection with dental treatment provid ed by 
the contracting dentist under this agreement: · 

( a) All filling mat erials shall be of accepted quality and of 
a permanent nature and suitable for each indiv i dual cavity. 

(b) All denture mat eria ls shall be of accepted quality and 
standard in respect of strength and durability and shall not 
be harmful to supporting tissues. 

ALT ERNAT IVE TREATM ENTS 

24. In accordance with the provisions of this contract, and in 
particular clause 20 above, t he contrac t ing dentist reaffirms 
that he/she shal l not suggest, demand or accept from a 
qualified person or any other person ac ti ng on that person's 
behalf, the payment of any fee or remun eration in respect of 
dental treatment provided to that qualified person under the 
Social Welfare Acts. 

However, the contracting dentist shall be entitled to draw up J 
and offer to the qualified person, an alternative form of 
treatment which will provide tha t person with a degree of 
choice in r ega rd to the level and standard of treatment to be ] 
provided. The form of alternative treatment offered and to be 
provided wi ll secure for the patient bette r 
durability, improved comfort and function, ease of use, or 
substantially enhanced cosmetic featur es . Whenever t he 
contracting dentist offers a qua lifi ed person either the 
option of tr eatment under the dental benefit scheme under 
this agreement, or the alternati ve form of treatment envisaged 
under this clause, the qualified per son will be 
guaranteed that the form of treatment provided to that 
qualifi ed person under the denta l benefit scheme, will be in 
accordance with the Treatment Plan agreed between the Minister 
and the Association under Clause 3 of th is agreement. When the 
two methods of treatment are offered to the qualified person, 
the contracting dentist shall not 
endeavour to influence the decision of the qualified person 
other than on professional grounds under this clause, in 
respect of the form of treatment such person will decide upon. 



25. Wh enever a quali f ied person elects to choose a fo rm of 
dental treatment avail able un der the dental treatment scheme , 
as dist in ct from the form of alternative treatment provided 
for in the preceding cla use, the contracti ng de ntist s hall 
di sc harge hi s /h er duties t o provide that treatment i n exactl y 
the same manner and circumstances as if no form of 
alternative treatment had been offered to that qua l ified 
person. 

26. Wh enever a qua lified person chooses to accept the form of 
alternative treatment referred to in the preceding two cla uses 
of this contra ct, the Minister shall provide the contracting 
den t ist with the agreed sca l e fee that would have been payable 
in respect of that qualif i ed person had the qualified person 
opt ed to take th e form of treatment available under t he dental 
benefit sc heme. In consequence, 
the fee the contracting dentist will charge, in respect of t he 
alternative treatment made available to the qualified person, 
will be reduced by reference to the amount of the fee payable 
by the Min i ster, under the agreed scale of charges, in respect 
of the dental treatment off ered to that qualified person. 
There shal l be disc ussi on s between the Association and the 
Mini ster on the issue of al ternative treatments with a view to 
the formulation of an agreed code of practice in re l ati on 
thereto. Once drawn up, any alterat i on to t he agreed code of 
practice f or the provisio n of alternative treatments will only 
be made fo ll owing negotia tion and agreement during the course 
of the annual review provided for under Clause 18. 

EXAMINATION 

27. The Minister, in cons ultation with the Association, may 
appoint an Examining Dent i st who is registered within the 
meaning of the Dent i sts Act, 1985 to examine any qualified 
person in respect of whom a dental letter and chart has been 
lodged with the estimate ther eon completed by the contracting 
dentist and t he fo l lowing prov isions shall have ef fect: 

(a) The exami nation by the Examining Dentist may be made 
either before , during or afte r the period of dental t reatment . 

(b) The contracting dentist shall be at liberty t o attend the 
examinati on if he/she so desires and, whether the contracting 
dentist attends or not, he / she shall give to the Examining 
Dentist all such information and particulars in regard to the 
denta l treatment as the Exam ining Dentist may require. 



( c ) The Exa mining Den tist may recomm end an ame ndment, 
a l teration or adj ustment of the den t al treatment and may amend 
t he estimate on the den ta l lette r and chart acco rdingly . The 
contracting dentist shall carry out any amendment, alteration 
or adjustment of the dental treatment so recommended unle ss 
he/ she find himself/herself in conscience unab l e to do so. 
If suc h circumstance s should ar ise the contracti ng dentist 
shal l make a report in writing to the Mini ster who sha l l allow 
him/h er to withdraw from the case. The contracting dentist 
sha l l not make a charge in respect of alterati on or adjustment 
of any dental trea t ment whi ch has already been completed by 
him/h er. 

Cd) The fees of th e Examining Dentist shall be borne by the 
Minister. 

Ce) The contracting dentist s hall not charge any fe e for 
attending an examinat ion by t he Examining Dent i st or 
furnishing to the Examin ing Den tist information and 
particulars regarding the dental treatment . 

28. The Minister shall appoint a Den tal Advi se r who is 
registered within t he meaning of the Den tist s Act, 1985 to 
advise him on al l matters in r egard to the provision of dental 
treatment f or quali fied persons, and in relation to any 
qualifi ed person in respect of whom a dent al chart has been 
lodged wit h the estimate thereon compl et ed by the 
contracting dentist the following pr ovisions shall have 
effect: 

Ca) The contracting dentist sha ll give to the Dental Advis er 
all such i nformation and particu l ars rega rding the denta l 
treatment as the Dental Adviser may require. 

Cb) Unl ess the qu ali fied person is referred to the Examining 
Dentist fo r exa min ation, the Dental Adviser may recommend an 
amendment of the estimate, and t he contract ing dentist shall, 
subject to the same reservations and conditions as expr essed 
in cla use 27Cc) am end the esti mate accordingly. 

Cc) In respect of any dental treatment t o be given or gi ven by 
t he contr acting denti st for whic h a fee is not included in the 
scale of fees, the contracting dentist may acc ept th e fee 
fix ed by t he Mini ster, by reference to comparable work which 
i s includ ed in the scale of fees , and aft er consultation with 
the Dental Adviser by the Minister . 

TERMI NATION AND DISPUTES 
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29. Ei t her pa rty may termi nate this Agreement at any t ime by : 

(a ) Giving not less than 3 mon t hs previous notice in writing 
of its intention to do so to the other and immediately after 
such termination the Minis ter may delete the contracting 
dentist ' s name from the de ntal panel. Any dental l ette rs and 
charts held by the con t r ac ting dentist prior to the expirat ion 
of such notice in respect of which the dental treatment has 
not been comme nced sh al l be deemed t o have been ca ncelled. 
Tr eatment which has been sanctioned may be compl et ed. 

(b) Where the Minister has reason to believe that the 
contracting dentist ha s failed to give proper treatment to any 
qualified pers ons entitled thereto he shall notify the dentist 
by registered post of the reason s for such belief and inform 
him/her that he will consider any representations in regard to 
the matter which may be received by him from the dentist 
wi thin 21 days of t he issue of the notification. 
If, after consid eration of any representations which the 
contracting dentist may make, the Minister is satisfied t hat 
he/she has not comp li ed with the terms of the agreement or has 
failed to give proper treatmen t to any qualified person 
entitled t hereto, he sha ll as he thinks fit: 

(1) issue a warning to the contrac t ing dentist; 

(2) require the contracti ng dentist to pay to him a monetary 
penalty not exceedi ng £1, 000 which penalty sha ll be 
recov erable by reduction from any moneys payable or as a 
simple contract debt, or 

(3) term ina te the Agreement i n accordance with paragraph (a) 
of this clause. 

30. (a ) If t he contracti ng dentist is aggrieved by any action 
of the Minister in relati on to clause 29(b) of this Agreement, 
he/she may by giving notice in writing to the Minister, within 
twenty · one days of the receipt of notic e of such action, 
appeal aga inst suc h action. 

(b) As soon as pr acticab l e after receiving notice of the 
contracting dentist's appeal, a Dental Appeals Tribunal shall 
be convened, consisting of one person nominated by the 
As sociat ion and one person nominated by the Minister and an 
independent chairman who i s accept able to the Association and 
the Minister. This Trib unal shall have power only i n 
relation to appea ls arisi ng from action taken under Clause 
29(bl of t his agreement. 



(c) The Tribunal shall, having considered the submissions 
made by bot h parties, issue a decis i on whi ch may vary, alter 
or rescind the action proposed to be taken under c l ause 29(b ) 
and it s decision shall be final and conclu s ive and bi nd ing on 
both parties, 

DISCUSSIONS WITH THE MINISTER 

31. The Minister and the Association , as the professional body 
that is representative of Denta l Practitioners wit hin the 
State, shall, in order to ensure the effective operation of 
the dental benefit scheme, meet from time to t ime, and at 
least once a year, in order to discuss matters of mutual 
interest in respect of t he operat ion of the sc heme. The 
Association may bring before the Ministe r such matters as are 
of concern to member s of the dental profes s ion. 

IN WITNE SS WH ERE OF thi s Agreement has been signed by the 
parties 

this ................. day of .... ...... .. in the year 
19 ... ...... . 

By or on Behalf of the Minister 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

of. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

County of . . .................... ........... .... . ...... . 

By the Dental Practitioner 

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

of. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

County of ..................... . 
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DENTAL BEN EFIT SCHEME 

TREATMENT SCHEDULE AND SCALE OF FEES EFFECTIVE FROM JULY. 1999 

CODE TREATMENT DE SCRIPTION 

020 ORAL EXAMIN ATION 
A complete ora l examinat ion of 
hard and soft tissue, med ic al 
and dental history, reco r ding of 
mi ssi ng teeth, diagnosis and 
treatment plan . The fee for 
exami nation includes any necessary 
intra-oral radiographs. 

£18.85 

Except on grounds of exce ption al 
c l i nical necessity. a fee sha ll not be 
payable by the Departme nt un l ess a 
cl ear interval of not less than 12 
months has elapsed since such an 
exami nat ion was last compl et ed. 

030 PROPHYLAXIS £17.70 
Sca l i ng and treatment of mi l d gum 
condi tions , including any necessary oral 
hygiene instruction. 

This will include the removal of 
depos i ts on teeth, polishin g of teeth, 
recon touring of fillings and treatment 
of mi l d gum conditions ( th i s includes 
t he t re atment of gingiv i tis where 
pocket ing does not exce ed 3.Smm). 

051 PROTRACTED PERIODONTAL TREATMENT £17.70 
Thi s in c ludes treatment listed und er 
ProphylaxiS above and shall , as 
necessary, cove r the treatment of 
periodontal conditions where 
pocket·depths exceed 3. 5mm including 
root·pl aning , gi ngival cu rettage, 
gingi val surgery, and any othe r 
periodontal treatment (inclu ding the 
treatment of acute cond iti ons such as 
ANUG ) . 

CODE TREATMENT DESCR IPTION 

RESTORATIONS 

CLAIMANT 
UNDER 
£35.000 

No Charge 

No Charge 

Balance 

CLAIMANT 

071 SIMPLE/ COMPOUND AMALGAM FILLING £19.10 £9.40 

CLAIMANT 
OV ER 
£35, 000 

No Charge 

No Charge 

Bal ance 

Ba l ance 



irrespective of t he number of 
fi l l i ngs or surfcces in anyone 
tooth or the location of the 
tooth within the mou t h . 

~74 COMPOSITE FI LL INGS ON ANTERIOR TEETH £I9.8~ £9.75 Balance 

. including acid etch - irrespective 
of t he number of fillings or surfaces 
in anyone tooth 

~75 PIN RETAINED FILLINGS 

Irrespect iv e of the number of 
fi l lings, surfaces or pins on any 
one tooth or the l ocation of the 
tooth wi t hin t he mouth 

£17.70 Balance Balance 

~78 RESTORATION OF INCISAL ANGLE OR TIP £17.7~ Ba l ance Balance 

EXOOONTlCS 

~91 EXTRACTION OF A TOOTH UNDER LOCAL 
ANAESTHETl C 

including removal of roots, 
and, where necessary. suturi ng & 
control of primary bl eeding. 

~96 SURGICAL EXTRACTIONS 

* 

. Removal of tooth or root 
requ iring surgical incision of 
ove rl apping soft tissue. 
levation of flap and either 
remova l of bone and tooth or 
sectioning and removal of tooth. 
Fee to i nc l ude any necessary 
radiograp hs and visits required 
for post-operative care 

£14.85 £7.70 Balance 

Fee to be 
determined on a 
time basis. 
£2 0 .05 for each 
15 minute unit * 
up to a maximum 
of 45 mi nutes
fee thereafter 
set in cons ul tation 
with Dental 
Advi ser . 

The breakdown of t he fee for each 15 min ute unit is: 

£14. ~5 £6.~0 Balance 

CODE TREATMENT DESCRIPTION CLAIMANT 

PROSTHETlCS 

122 PARTIAL ACRYLIC DENTURE £64.85 £64.85 Balance 

J 



n 

(F rom 1 - 11 teeth) 

123 FULL UPPER DENTUR E £88.45 £88 .45 

124 FULL LOW ER DENTURE £88.45 £88 .45 

125 FULL UPPER & LOWER DENTURE £129.80 £129.80 

Fee i ncludes provi s ion for al l 
necessary post- i nse rti on visit s 
within 8 weeks of inse rtion . 

RELI NED DENTURES 

131 COMPLETE UP PER DENTURE £35.40 

132 COMPLETE LOWER DENTURE £35.40 

133 COMPLETE UP PER AND LOWER DENTURE £58.95 

Include s relining and re ·b asing 
den tu res wit h a material oth er than 
one polymerised in the mouth and, 
whe re necessary. replacement 
of pa l ate. 

140 DENTURE REPAIRS 

1) Cracks, Fi ss ures, Fr actures. 
2 ) Re plac ement of Teet h 
3 ) Rep)acement of band or wire 
4 ) Extension of Plate 

£35.40 

£35.40 

£58.95 

Fi rst item of repair f rom abov e l ist £12.95 £12.95 
. 

Eac h subsequent item £4.15 £4.15 

Max i mum £21.25 £21.25 

CODE TREATMENT DESCRIPTI ON DSW 

ENDODONTICS 
080 ROOT CANAL THERAPY £47.20 

Including where nece ssary 
inc i sion dra in ing of absce ss, 
treatment of in fect i on, removal of 
pu l p and root cana l contents, 
prepar ation & filling of root canals 
an d any necessary ra di ographs. 

CLAIMANT 

Balance 

Bal ance 

Ba lance 

Balance 

Ba lance 

Balance 

Balance 

Bal ance 

Balance 

Balance 

Ba l ance 

210 API CECTOM Y/AMPUTATION OF ROOTS £47.20 Balance Balance 

- including retrograde fill ing 



061 

062 

230 

240 

250 

290 

300 

310 

990 

an d any nece ssary root canal th e r apy_ 

X-RAYS 

Extra -oral 1 fi lm 
- 2 or more film s 

Panorami c 

MISCELLANEOUS 

Bi opsy • of soft - eXCl si on 

Haemorrhage - secondary 

Pul potomy 

Dry Socket 

Abscess ,pr e - treatment and 

Dressings 

tiss ue 

incising 

Other miscell aneous items not 
spec ified i n this sc hedule . 

£9.90 
£14.90 
£16.50 

£8.20 

£8.20 

£8.20 

£8.20 

£8.20 

£8.20 

£4.25 
£6.45 
£7.10 

Balance 

Bal ance 

Balance 

Balance 

Balance 

Balance 

Fee determined 
in accord an ce 
with Cl ause 

Balance 

Balance 

Bal ance 

Balance 

Balance 

Balance 

28 (c) of the 
Denta l Agreement 



-

• 

• 

AppendixB 

The DTSS Contract 



DEPARTMENT OF HEALTH 

DENTAL TREATMENT SERVICES 

-
AGREEMENT BETWEEN 

HEALTH BOARDS AND DENTAL PRACTITIONERS 

FOR THE PROVISION OF 

DENTAL TREATMENT SERVICES 
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Agreement for the Provision of Dental 

T reatment Services 

I .. ........... ..... .. having practice premises at ... ..... . .......... and being a registered dental practitioner, 

entered in the Register of Dentists maintained by the Dental Council in that name, resident and 

practising in the State and having medical protection insurance (hereafter called the "Contracting 

Dentist"), hereby agree to include my name and practice address on a list of contracting dentists 

to provide dental treatment services in accordance with the tenus and conditions in the Schedules 

to this Agreement to persons, for whom the ...... .... ..... Health Board is responsible for making 

dental treatment services available. 

Signed .... .. ...... ..... . (signature of the dental practitioner) 

Date of Birth . ./..1. .. . 

Signed ..... ..... ... .. ... .... C.E.D ... ..... .... ... Health Board 
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DEFINITIONS 

1. In this Agreement the following expressions shall have the meaning hereby assigned to 
them. 

"The Act" means the Health Act 1970. 

"the Minister" means the Minister for Health. 

"the Chief Executive Officer (C.E .O.)" means a person appointed under Section 13 (i) of 
the Health Act, 1970. 

"the Association" means the Irish Dental Association, being a corporate body incorporated 
within the State; 

"dental letter and chart" means the form of dental letter and chart prepared by the 
Minister; 

"the dental panel" means the list of contracting dentists maintained by the health board; 

"dental treatment" has the meaning assigned to the expression "practice of dentistry" in the 
Dentists Act, 1985; 

"eligible person" means a person aged 16 years or over entitled to dental treatment under 
the Health Act, 1970, as therein defined at the date of this Agreement; 

"qualified person" is an eligible person qualified for a course of routine dental treatment. 

"the scale offees" means the Schedule of agreed fees for dental treatment for the time 
being in force: 

"treatment Schedule" means the agreed range and types of treatment available to qualified 
persons. 

"Monitoring Committee ll is as defined in paragraph 34 of this document. 
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MUTIJAL OBLIGA nONS 

2. The Minister hereby acknowledges that, for a registered dental practitioner, the interests 
of patients and the satisfactory discharge of duties to these patients are of primary 
concern. In recognition of the discharge of these duties to patients, in a way which 
satisfies the professional duties which are owed to such patients, as well as certain 
obligations that are imposed under this contract for services to a health board, the Minister 
has negotiated with the Association Treatment Schedules which will provide qualified 
persons with an agreed range of t reatments and clinical procedures. 

3. Initially the Scheme will apply to quaJUied persons in age cohorts to be phased in on an 
agreed basis to be negotiated between the Minister and the Association. The Scheme shall 
be applied consistently on a National Basis. 

4. In consideration of the CEO including a dentist's name on the dental panel and employing 
his best efforts to ensure that the dental panel is accurate and up-to-date, the contracting 
dentist hereby undertakes to provide dental treatment, on the terms and conditions 
hereinafter appearing. to qualified persons who may desire to avail themselves of hislher 
services. The contracting dentist shall provide dental treatment to the best of hislher 
knowledge and ability and in accordance with currently acceptable professional standards 
in dentistry, using suitable premises, equipment and instruments and in suitable 
circumstances. Treatment and surgery arrangements for qualified persons under the 
agreed Schedule win be provided in the same manner and under the same conditions as 
would be provided to a private patient. The contracting dentist undertakes to provide 
such treatment personally or by way of a substitute who is a registered dentist and covered 
by appropriate medical protection insurance. Service will he provided until the treatment 
is completed. 

5. The C.E.O. may consider it appropriate not to include the name of an individual dentist on 
the panel of contracting dentists to provide Dental Treatment Services. In such cases, the 
CEO shall inform the dentist of the reasons for such non-inclusion. Where the name of a 
dentist is not included on the panel of contracting dentists, the dentist may appeal the 
decision under the Appeals procedure at paragraph 30 of the Agreement. 
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6. The contracting dentist undertakes to furnish the CEO with such details as the CEO may 
require to allow the dental panel to contain necessary details about himselflherself and 
his/her practice. 

7. The Association acknowledges the statutory responsibility of the Health Boards for the 
provision of dental services under the Act and to ensure the management of such services. 

8. Acceptance of the dentists application for a contract requires that the contracting dentist is 
available to provide any service agreed under the contract within the Health Board area. 

9. 

The Health Board will maintain a panel of contracting dentists contracted to provide 
dental treatments to qualified persons on their behalf 

OPERATIONAL PROCEDURES 

(i) Routine Dental Treatment 

(a) A qualified person may choose any participating contracting dentist from the 
published paneL 

(b) The qualified person shall apply to the Health Board to have hislher entitlement 
under the scheme validated. And shall have such validation approved or rejected 
within one month. 

(c) The Schedule of Routine Treatments available to qualified persons is attached at 
Appendix 1. Where a course of routine treatment is required within 12 months of a 
previous course of treatment the prior approval of the health board is required. In 
the normal course it is not expected that many patients would present for routine 
treatment more often then once in every two years and this aspect will be kept 
under review by the Monitoring Committee. 

(d) Where more than two teeth require restorations as part of a routine course of 
treatment prior approval shall be obtained from the health board. It has been 
agreed that this provision will be activated if the overall number of restorations are 
giving cause for concern. The matter will be raised in the first instance with the 
Monitoring Committee. 

(e) Treatment items numbered 1 to 6 on the Schedule at Appendix 1 may be provided 
by the contracting dentist to qualified persons. 
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10. 

(t) The Health Board may make arrangements with contracting dentists for the 
provision of treatment items 7 to lIon the Schedule at Appendix 1 . Fees payable 
for items 7 to 9 shall be subject to agreement between the health board and the 
contracting dentist, in each case. 

(ii) Dentures 

(a) Arrangements for the provision of dentures by contracting dentists may be made 
between the health board and those practitioners at loca1level in accordance with 
National Guidelines. See Appendix 3. 

(b) Dentures should not need to be replaced until at least five years after the initial 
insertion/replacement. If dentures are required more frequently, prior approval 
shall be obtained from the health board. 

11. (ill) Emergency Dental Treatment 

12. 

(a) In pursuance of their statutory obligations to provide dental treatment services to 
eligible persons under the Act, Health Boards shall arrange for the provision of 
Emergency services in accordance with the Schedule of Emergency Dental 
Treatment at Appendix 2. Under such arrangements the Health Board shall avail of 
the panel of contracting dentists to provide emergency services. 

(b) Arrangements for emergencies will be published and notified by the Health Board 
to eligible persons in its area. 

(c) Where an eligible person seeks emergency dental treatment, the contracting dentist 
shall satisfy himselVherself that such treatment is genuinely necessary on an 
emergency basis, and shall provide such treatment in accordance with the Schedule 
at Appendix 2 . 

(d) Other than in exceptional clinical circumstances e.g.an acute traumatic episode, 
Emergency Dental Treatment will be limited to treatment on one tooth and 
reimbursed on the basis of one of the treatment procedures set out in Appendix 2 

Access to the Routine Dental Treatment Scheme, through the Emergency Scheme, by 
non-qualified persons, will not be pellJlitted. In this context, payment of fees shall not be 
made by a Health Board in respect of Routine Dental Treatment canied out, unless the 
qualified person's entitlement has been validated initially by the Health Board. Regular 
emergency visits by both qualified and non-qualified persons will be monitored closely_ 
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13 _ The Emergency scheme will be monitored and reviewed with a view to ensuring 
operational efficiency and to ensure that expenditure on the Emergency scheme is within 
budget. 

PROVISION OF DENTAL TREATMENT 

14. The contracting dentist will ordinarily accept to provide dental treatment as outlined in the 
Treatment Schedule at Appendices 1,2 and 3 , for qualified persons authorised by the 
health board who request it. In the event of a contracting dentist not being willing to 
accept an authorised eligible person for treatment services, the contracting dentist, where 
so requested by the CEO of the Health Board, will give in confidence the reason for his 
decision to a dental practitioner acting on behalf of the health board. 

15. 

Where the CEO of the health board does not accept the reason for the refusal, the 
procedure laid down in paragraph 29(c) may be followed by the CEO. 

Where the Health Board is satisfied that a qualified person has not succeeded in obtaining 
acceptance by a contracted dentist the health board shall make appropriate alternative 
arrangements for treatment to be carried out. 

Repeated failure by a qualified person to present for treatment will be notified by the 
contracting dentist to the health board. Where a pattern of repeated failures to keep 
appointments is a cause for concern the matter will be addressed by the Monitoring 
Committee. 

The CEO may, on application by the contracting dentist authorise himlher on such terms 
as he thinks fit to discontinue any treatment which has been commenced, but before doing 
so he shall consider any representations which the qualified person may wish to make with 
respect to the contracting dentist's application. 

16. Subject to clause 14 above, the contracting dentist shall accept a dental letter and chart 
from any qualified person requiring dental treatment and who is qualified to receive dental 
treatment under the Scheme. In the case of any of the items 7 to 9 of the Schedule of 
Routine Dental Treatment, the contracting dentist shall complete an estimate of these 
items of dental treatment required under the Scheme and submit this to the health hoard 

17. With regard to items 1 to 6 on Appendix 1 the contracting dentist shall sign the certificate 
of acceptance of the dental letter and chart and forward it to the CEO within one month 
after the issue thereof or such longer period as the CEO may permit. 
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18. Treatment for any of the items 7 to 11 shall not be provided until the contracting dentist 
has received back from the CEO the dental letter and chart authorising the proposed 
treatment. 

19. The contracting dentist shall complete the treatment within nine months of the date upon 
which the dental letter and chart is returned to himlher or within such longer period as the 
CEO shall pennit. 

20. If, owing to the death, or change of address or change of eligibility status, of the qualified 
person, or other cause beyond the control of the contracting dentist, any treatment in 
respect of which an estimate has been approved cannot be completed by hirnlher, the 
contracting dentist shall forthwith notify the CEO in writing of the amount of the 
treatment completed, and of the reason for hislher inability to complete the remainder of 
the treatment and shall be entitled to payment, according to the scale of fees, of the cost 
of such treatment as has already been provided. 

21. Where treatment is not commenced within a period of three months from the date on 
which the contracting dentist's estimate in respect of items 7 to 11 has been approved, the 
approval of the estimate shall be deemed to be withdrawn and the contracting dentist shall 
return the dental letter and chart and shall be entitled to claim the examination fee if not 
already paid in respect of items 1 to 6 of Appendix 1. 

22. Within one month after the completion of the treatment the contracting dentist and the 
patient shall sign the cenificate of completion of the treatment contained in the dental 
letter and chan and claim payment from the Central Payments Agency. Before certifYing 
that the treatment has been completed, the contracting dentist shall confirm that the details 
of the treatment are in accordance with the Treatment Schedule and that. if any proper 
reduction has been made in the treatment provided, a corresponding reduction has been 
made in the amount claimed. 

23 . (al The contracting dentist shall keep a record of all qualified persons treated by 
himlher under this Agreement and such record shall contain the names of such 
qualified persons, the dates upon which any treatment was given, the nature of 
such treatment, details of payments received by the contracting dentist in respect 
thereof and the dates upon which any such payment was received and shall, if so 
required, produce such infonnation to any dental adviser appointed by the CEO 
whenever required to do so. 

(b l The contracting dentist shall keep other records appropriate to hislher practice, 
including those relating to current statutory requirements and shall if required by 
the CEO produce such records and I or permit access to such records by a 
nominee of the CEO. 
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SCALE OF FEES 

24. The contracting dentist shall be entitled to payment for dental treatment undertaken by 
hirnlher under this Agreement, by reference to a scale of fees agreed between the Minister 
and the Association. 

The agreed scale of fees shall be reviewed by the Minister and the Association to take 
account of movements in corresponding rates under the Department of Social Welfare 
Dental Treatment Benefit Scheme. The first such review will take place not later than 1st 
March 1995. 

25. The contracting dentist shall not be entitled to suggest. demand or accept from a qualified 
person or any other person on his behalf the payment of any fee or remuneration in respect 
of any dental treatment which is available under the scheme and can be provided under this 
Agreement. in addition to or over the above the charges set out in accordance with the 
scale of fees in the dental letter and chart. 

26. Except as herein provided the CEO shall not be responsible for any fees or charges of the 
contracting dentist unless the estimate has been accepted and authorised on his behalf. 

27. The following conditions shall apply in respect of materials used in connection with dental 
treatment provided by the contracting dentist under this agreement: -

(a) All restorative materials shall be of accepted quality and of a permanent nature and 
suitable for each restorative procedure. 

(b) All denture materials shall be of accepted quality and standard in respect of 
strength and durability and shall not be harmful to the patients tissues. 

EXAMINATION 

28. The CEO may appoint an Examining Dentist who is registered within the meaning of the 
Dentists Act, 1985 to examine any qualified person in respect of whom a dental letter and 
chart has been lodged with the estimate tbereon completed by the contracting dentist and 
the following provisions shall have effect: 

(a) The examination by the Examining Dentist may be made either before, during or 
after the period of dental treatment. 

(b) The contracting dentist shall be at liberty to attend the examination ifhelshe so 
desires and, whether the contracting dentist attends or not, helshe shall give to the 
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Examining Dentist all such information and particulars in regard to the dental 
treatment as the Examining Dentist may require. 

(c) The Examining Dentist may recommend an amendment, alteration or adjustment of 
the dental treatment and may amend the estimate on the dental letter and chart 
accordingly. The contracting dentist shall carry out any amendment, alteration or 
adjustment of the dental t reatment so recommended unless helshe find 
himselflherselfin conscience unable to do so. If such circumstances should arise 
the contracting dentist shall make a report in writing to the CEO who shall allow 
himlher to withdraw from the case. The contracting dentist shall not make a 
charge in respect of alteration or adjustment of any dental treatment which has 
already been completed by himlher. 

(d) The fees of the Examining Dentist shall be borne by the CEO. 

( e) The contracting dentist shall not charge any fee for attending an examination by 
the Examining Dentist or furnishing to the Examining Dentist information and 
particulars regarding the dental treatment. 

TERMINATION AND DISPUTES 

29. Either party may terminate this Agreement at any time:-

(a) by giving to the other not less than 3 months prior notice in writing of intention to 
do so to the other and immediately after such tennination the CEO may delete the 
contracting dentist's name for the dental panel. Any dental letters and charts held 
by the contracting dentist prior to the expiration of such notice in respect of which 
the dental treatment has not been commenced shall be deemed to have been 
cancelled. Treatment which has been sanctioned may be completed. 

(b) 

(c) 

or 

on the contracting dentist taking up full time employment with the State or a 
Health Board. 

or 

where the CEO has reason to believe that the contracting dentist has not complied 
with the tenns of the agreement or has failed to give proper treatment to any 
qualified persons entitled thereto. The CEO shall notifY the dentist by registered 
post of the reasons for such belief and infonn himlher that he will consider any 
representations in regard to the matter which may be received by him from the 
dentist within 21 days of the issue of the notification. In the case of a serious 
breach of the Agreement the CEO may suspend the Agreement pending 
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consideration of any representations which the contracting dentist may make. If the 
CEO is satisfied that he/she has not complied with the terms ofthe agreement or 

has failed to give proper treatment to any qualified person entitled thereto, he shall 
as he thinks fit: 

(1) issue a warning to the contracting dentist; 

and/or 

(2) require the contracting dentist to pay to him a monetary penalty of 
o fi 0 A fi fi which penalty shall be recoverable by reduction from any 
moneys payable or as a simple contract debt, 

andlor 

(3) terminate the Agreement 

and notify the contracting dentist accordingly 

If the contracting dentist is aggrieved by any action of the CEO in relation to 
clause 5 or clause 29(c) of this Agreement, he/she may, by giving notice in writing 
to the CEO, within twenty-one days of the receipt of notice of such action, appeal 
against such action. 

(b) As soon as practicable after receiving notice of the contracting dentist's appeal, a 
Dental Appeals Tribunal shall be convened by the CEO, consisting of one person 
nominated by the Association and one person nominated by the CEO and an 
independent chairman who is acceptable to the Association and the CEO. This 
Tribunal shall have power only in relation to appeals arising from action taken 
under Clauses 5 and 29( c) of this agreement . 

( c) The Tribunal shall, having considered the submissions made by both parties, issue a 
recommendation to the CEO which may confirm, vary, alter or rescind the action 
proposed to be taken under clauses 5 and 29(c). 

DRUG PRESCRIPTION 

31. Contracting dentists will provide, as required, prescriptions for medication to authorised 
eligible persons. In prescribing, the contracting dentist will have due regard to the need for 
economy but will have primary regard for the interests of the patient. 
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GENERAL 

32. Without prejudice to clause 24 this contract will be reviewed jointly by the Minister, the 
Health Boards and the Association not later than June 1996. 

33. This contract will not preclude dental service developments, including any legislative 
provisions, which may arise from time to time. 

MONITORING COMMITlEE 

34. A monitoring committee, consisting of representatives of the Department ofHea1th, 
Health Boards and Irish Dental Association shall be established to monitor the 
implementation of the scheme/agreement . Such monitoring conuninee will be constituted 
within two calendar months of the commencement of the scheme. 
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Appendix I 

Choice of Dentist Scheme 

Routine Treatment Schedule and Scale of Fees 

TREATMENT ITEM 

1. ORAL EXAMINATION -
A complete oral examination of hard 
and soft tissue, medical and dental 
history, recording of missing teeth, 
diagnosis and treatment plan. The fee 
for examination includes any necessary 
intra-oral radiographs. 

Except on grounds of exceptional 
clinical necessity, a fee shall not 
be payable unless a clear interval of 
not less than 12 months has elapsed 
since such an examination was 
last completed.( see paragraph 9(c)) 

PROPHYLAXIS 

Scaling and treatment of mild gum conditions, 
including any necessary oral hygiene 
instruction. 

This will include the removal of deposits on 
teeth, polishing of teeth, recontouring of 
fillings and treatment of mild gum conditions 
(this includes the treatment of gingivitis 
where pocketing does not exceed 3 .Smm). 

3. RESTORATIONS -
SIMPLE/COMPOUND AMALGAM FILLING 

- irrespective of the number of fillings 
or surfaces in anyone tooth or the location 
of the tooth within the mouth. 

13 
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016 

0 15 

015 



i1i 

ill 

COMPOSITE FILLINGS ON 6 ANTERIOR TEETH 

- including acid etch - irrespective of the 
number of fillings or surfaces in anyone tooth 

4. EXODONTlCS -
EXTRACTION OF A TOOTH UNDER LOCAL ANAESTHETIC 

- including removal of roots, and, where 
necessary, suturing and control of primary 
bleeding. 

5. SURGICAL EXTRACTIONS -
- Removal of tooth or root requiring 
surgical incision of overlapping soft 
tissue, elevation of flap and either 
removal of bone and tooth or 
sectioning and removal of tooth. 
Fee to include any necessary 
radiographs and visits required 
for post-operative care. 

0 24 

0 18 

Fee to be 
determined on 
a time basis. 
017.00 for each 
15 minute unit 
up to a maximum 
of 0 5 I 

Note - Pre operative radiographs to be submitted to Central Payments Agency when claiming fee 
payments. 

6. MISCELLANEOUS -
Biopsy - excision of soft tissue 0 10 

Haemorrhage - secondary 010 

Pulpotomy 010 

Abscess - pee-treatment and incising 01 0 

Dressings 010 

Dry Socket 010 

14 



7. ENDODONTICS 

ROOT CANAL THERAPY 

(6 upper and lower anterior teeth) 

- including where necessary incision draining of 
abscess, treatment of infection, removal of 
pulp and root canal contents, preparation and 
filling of root canals and any necessary 
radiographs! 

~ APICEcrOMY/AMPUTATION OF ROOTS 

- including retrograde filling and any necessary 
root canal therapy. 

9. PROTRACTED PERIODONTAL TREATMENT -

This includes treatment listed under Prophylaxis 
above and shall, as necessary, cover the 
treatment of periodontal conditions where 
pocket.depths exceed 3.5mm including 
root-planing. gingival curettage, gingival 
surgery, and any other periodontal treatment 
(including the treatment of acute conditions 
such as ANUG). 

10. RADIOGRAPHS 

Extra-Oral - 1 film 

- 2 or more films 

Panoramic 

15 

012 
018.05 

020 

J 
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11. PROSTHETICS (Contracting dentist responsible for Laboratory Fees) 

PARTIAL ACRYLIC DENTURE 
(From I - 11 teeth) 

FULL UPPER DENTURE 

FULL LOWER DENTURE 

includes provision for all necessary 
post-insertion visits within 8 weeks of 
insertion. 

RELINED DENTURES 

COMPLETE UPPER DENTURE 

COMPLETE LOWER DENTURE 

COMPLETE UPPER AND LOWER DENTURE 

Includes relining and re-basing dentures 
with a material other than one polymerised 
in the mouth and, where necessary. replacement 
ofpal.te. 

16 
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Appendix 2 

SCHEDULE OF EMERGENCY DENTAL TREATMENT SERVICES 

Emergency dental treatment is the provision of all 
necessary treatment to control pain, haemorrhage and 
the sequelae of trauma ( where urgent treatment is 
needed) (control of pain etc. ) 

Each emergency treatment item fee below includes all 
treatment as appropriate including any necessary 
diagnosis, radiographs etc. , or additional visits 
required to complete the procedures as outlined. 
Other than in exceptional circumstances , e . g. an acute 
traumatic episode, Emergency Dental Treatment will be 
limited to treatment on one tooth and reimbursed on 
the basis of one of the treatment procedures set out 
below 

1. EXTRACTION TO CONTROL PAIN ETC. 028 

2. SURGICAL EXTRACTION TO CONTROL PAIN ETC. 

- Removal of tooth or root requiring 
surgical incision of overlapping soft 
tissue, elevation of flap and either 
removal of bone and tooth or 
sectioning and removal of tooth. 
Fee to include any necessary 
radiographs and visits required 
for post-operative care. 

'Fee to be 
determined on 
a time basis. 
017 for each 
15 minute unit 
up to a maximum 
of Os 1 

Note - pre operative radiographs to be submitted to Central Payments Agency when 
claiming fee payments. 

3. RESTORATIONS TO CONTROL PAIN ETC. 

(i) SIMPLE/COMPOUND AMALGAM FILLING 
- irrespective of the number of fillings 
or surfaces in anyone tooth or the location 
of the tooth within the mouth. 
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(ii) COMPOSITE FILLINGS ON 6 ANTERIOR TEETH 

- including acid etch - irrespective of the 
number of fillings or surfaces in anyone tooth 

4. ENDODONTICS PROCEDURE TO CONTROL PAIN ETC. 
(6 upper and lower anterior teeth) 

0 36 

040 

Diagnosis including radiographs. Decide on treatment. Open up tooth (drill) clean 
out debris to relieve pain. Place dressing (e.g. to reduce inflammation). End afthis 
stage. Refer back to Health Board. 

5. DRYSOCKETmAEMORRHAGE 
(subsequent to treatment by another dentist) 

6. (A) ACUTE GUM CONDITION 
NECESSITATING I H F: RELIEF OF PAIN 

Diagnosis. Provide any necessary 
irrigation, mouthwash and prescription. 
Refer patient to Health Board. 

(B) TREATMENT OF ACU lE TOXICITY 
RESULTING FROM BONEY 
OR SOFf TISSUE INFECTION WHERE 
AN EXTRACTION DOES NOT FOLLOW. 

7. DENTURE REPAIRS 

1) Cracks, Fissures, Fractures 
2) Replacement of Teeth 
3) Replacement of band or wire 
4) Extension of Plate 

First item of repair from above list 
Each subsequent item 
Maximum 

18 
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Appendix 3 

Dentures 

Where the Contracting Dentist undertakes Treatment in his/her own 
Practice Premises 

FULL UPPER & LOWER DENTURE 

Fee includes provision for all necessary 
post-insertion visits within 8 weeks of 
insertion. 

FULL UPPER DENTURE 
OR 

FULL LOWER DENTURE 
(for edentulous persons) 

Note 

0 220 

£ 150 

In the case of dentures the fee above is in respect of all work including the 
laboratory fees which will be paid by the contracting dentist direct to the laboratory 
concerned. 

NAT - M- C\ cont-FEB. 
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Appendix C 

Survey of State Dental Care Costs 
in five E.U. countries 



'- j 

GOVERNMENT 3RD PARTY FUNDED DENTAL TREATMENT SCHEMES IN FNE E.U. MEMBER STATES IN 1993 . 
. f'ULL FEES .PAYABLE IN ECU AND PERCENT STATED FUNDED. . 

• Denmark Engtand & Wiles France Ireland Netherlands I 
'l'realmel1lltem Full State Full State Full State Full State FilII State • , 

Fee Funded Fee Funded Fee Funded Fee Funded Fee Funded 

Exam 13 45% 5.8 20% 14.2 75% 18.9 100% lA 100% , 

Scale and Polish 14.9 71% 9.3 20% 10 75% 17.7 100% 7.3 + lOoolo 

One Surface Filling 22.9 42% 6.2 2oolo 12 75% 28.4 7oo/. 13 lOoo/. 
in front tooth 

+ 
One Surface Filling 18.7 45% 6.2 20% 12 75% 17.7 70% 9.6 100% 
in back tooth 

, 
, 

Extractions 
One Tooth 18.2 45% 5.8 20% 11 75% 21.3 70% 5.9 lOoolo 
Two Teeth 9 45% 10.5 2oolo 14.9 75% 42.6 7oo/. 5.9 100010 

Three + Teeth 5.3 45% 16.3 2oolo 5.5 75% 2L3 7oolo 5.9 100010 
, 

Dentures • 

F / F 120 2oo/. 341 75% 360 5oolo 458 49% 
F I or I F 75 20% 170 75% 177 5oolo 240 49% 

P I or I P 50 20% 60 75% 130 50% 149 37% 
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HEALTH BOARD AND NATlONALAGEl'ROI'ILE QF ALLJiP PANEL PATIENTS BY GENDER WITHIN 10 AGE GRQUPS - JULY 1998 

0-4 years S~ lI years 12~ lS years 16-24 year.; 25-34 years 35-44 years 45-54 years 55-64 years 65-74 years Over 75 Total Total 
ye.1rs 

Health I300rd 'onol, Male .""'" M.le Female I Male I Female I M.le Female - Male .~" Male Female M,. Female Male ._" Male female Male t'"",ale ~h le TOlDI 

Eastern 14,643 U,12' 10,240 21,016 10,9.50 ll ,450 22,892 U,129 22,922 !.S,ORD 19,880 15,491 17,573 15,340 17,138 13,167 22,946 14,.m) 28,163 11 ,903 197,347 148,280 34~/i27 

Midland 2,740 2,". ',304 4,547 2,682 2,71] '.873 4.6>6 4,043 3, 110 4, 164 3,687 3,920 3,675 3,756 3,051 .5,416 3,94 1 '~29 3,275 42,227 J.5,H3 17,800 

Mid Western 3,399 l.st4 5,164 MOl 3,5]7 3,567 6,478 5,172 '.003 3,n3 5,249 4,794 5,293 5,162 '. 172 4,360 7,6.50 .5,620 8,6.52 4,919 B,S97 46,632 102,229 

North Eastern 4,016 4,167 6~" 6,8,SO 4,489 4.520 9,967 8,659 6,2'6 5,0417 6,364 '.716 6,193 5,848 :I,B4 4,6:10 7,427 ',662 8,239 :1,036 65,084 :16,225 121,309 

IN'orth Western 3,022 3,284 5,344 M86 3,696 3,913 5,'80 4,7$2 4,220 3,724 s,oot 4,643 5,346 5,369 4,6 12 4,580 6,146 ' ,1' 4 7,0'7 4,741 50,030 4' ,846 9S ,87G 

South Eastern 4,847 5,203 7,no '.009 4,798 4,878 9.836 7,536 7,718 5,577 7,833 7,047 7,292 7,119 7,327 6,205 9,:162 7,423 9,444 5,326 76,427 64,323 !40,nO 

Southern 5,710 5,830 8,535 8,869 ',587 5,749 11,757 9,131 9,280 7,076 9,699 8,5 14 9,2'7 8,800 9,464 7,605 13,260 9,507 15, 123 8.270 97,672 79,3~ 1 177,02) 

Western 4.464 4,651 1,593 7,989 4,739 '.099 10,483 8,795 6,634 5,528 7,763 7,221 7,5% 7,893 7,142 6,632 10,075 8,270 12, 192 7,997 78,681 70,075 148,756 

National 42,841 44,730 6'.$49 68,567 40,478 41,889 82 .... 63,830 66,076 49,085 65,959 57,123 62,470 ~9,206 60,145 ,o,252 82,482 60,1:16 94,199 51,467 663,063 '46,30' 1,209,370 

% of Iota I 6,46% 8,18% 9.88% IU5% 6,10% 7.66% 12,49"- 11.68% 9.96% 8.98' __ 9.94% 10.45% 9.42"Ao 10,83% 9.07% 9. 19% 12.43% 11.01 % 14,20% 9.42% 54,82% 45.17% 100% 
.. . . --

I 

r- I 1 r- , 
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Number of Private Dentists participating in the DTSS for 1998 

Healtb Board Number of 
Dentists 

~astern 269 

IMidland 50 

/Mid-Western 66 

lNorth Eastern 92 

lNorth Western 42 

South Eastern 92 

Southern 174 

Western 73 

Total Number of Dentists 858 
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December 1998 to November 2001 
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The Health Strategy ·Shaping a Healthier Future" (Department of Health and Children, April 1994) and 

the Dental Health Action Plan (Department of Health and Children, May 1994) identified the 

establishment of a standardised database and information collection system in each Health Board for 

monitoring changes in oral health as a priority goal for the dental services. 

The strategy document also proposed that the criteria of quality, accountability and equity as well as 

health and social gain be used to evaluate existing services and the need for new services. 

In this context the Department of Health and Children and the eight regional Health Boards have agreed 

to place a contract to support dental departments of Health Boards and other bodies in establishing a 

framework for evaluating the oral health services. 

The Eastern Health Board has agreed to act on an agency basis for the other Boards in managing the 

contrac~ and shall be the Contracting Authority. 

A Steering Group was established to assist the Contracting Authority in developing the original 

specification provided by the Department of Health and Children, and in overseeing the award and 

implementation of the contract 

The Steering Group received very useful advice from different interested groups, especially Principal 

Dental Surgeons and other Health Board staff, in drawing up this document. 

The initiatives and processes described in the contract shall be developed, co-ordinated and conducted 

by the tenderer(s) in conjunction with dental departments of Health Boards or other bodies or individuals 

as determined by the Contracting Authority in liaison with the Steering Group. 
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Brief 

1.1 Aim of Public Dental Services 
The Health Strategy ·Shaping a Healthier Future" and the Dental Health Action Plan states that 
the aims of the public dental services are to: 

• Reduce the level of dental disease in children. 
• Improve the level of oral health in the population overall. 
• Provide adequate treatment services to children and to medical card holders. 

Oral Health Goals were set for keyage groups in the population. 

1.2 Evaluation Framework for Monitoring Dental Services 
The Health Strategy identifies Health and Social Gain as being the ultimate aims of providing 
health services. It also stipulates that the criteria of accountability, equity and quality are to be 
used when establishing the need for new services and for evaluating existing services. 

1.3 Legislation and Administration 
Under the Health Acts persons eligible for Health Board dental services are: 

• Pra-school and national school children in respect of defects noted at child health 
examinations 

• Children up to age 14 years who have completed national school. 
• Persons INith medical card entitlement 
• Persons INith health card entitlement under the Health Amendment Act 1996 

Health Boards have a responsibility to promote oral health in the whole population. 

Health Boards have a duty to monitor the effects of water fluoridation as outlined in the Health 
(Fluoridation of Water Supplies) Act 1960. 

1.4 Programme for the Provision of the Public Dental Service 

1.4.1 Fluoridation 
Since 1963, there has been a national programme for the fluoridation of public piped water 
supplies. It is estimated that about 74% of the population at present benefit from fluoridation of 
the public supply. Alternative arrangements (e.g. fluoride mouthrinsing programmes for school 
children) are made avail able in some areas 'W'hich do not yet benefit from water fluoridation. 

1.4.2 Oral Health Promotion 
Oral Health Promotion activities are carried out by Health Board staff in the community and in 
schools. The Irish Dental Health Foundation plays a major support role in developing suitable 
oral health promotion projects. This work is carried out in close co-operation INith Health 
Boards, the Health Prorootion Unit in the Department of Health and Children and ~th the 
private sector. 

1.4.3 Children 
Health Boards provide a dental service for children up to 14 years through their own dental 
staff. The service for pre~school children is largely an educational one for the parents. 
Children in national school in certain classes (usually 2nd, 4th and 6th) and one class in post 
primary school are targeted for preventive measures. The children in these classes are 
screened and referred for treatment as necessary. The provision of fissure sealants for 
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vulnerable teeth is an important element of the preventive programme. The programme has 
been developed 10 ensure that children reach adolescence wilh an optimum level of oral 
health. 

1.4.4 Children with Special Needs 
The small number of children who have special needs and require more frequent attention are 
identified and the required level of advice, preventive care and any necessary treatment 
provided as necessary by Health Board staff. There is teritary care service provided for 
medically compromised children in two specialised units in Dublin and Cork and a dedicated 
consultant orthodontic service is provided for children with cleft palate at a national centre in 
Dublin. An emergency service is available on demand. 

1.4.5 Orthodontics 
Secondary care orthodontic services are provided by consultant led teams in seven Health 
Boards. In the remaining Health Board, services are purchased on a fee per item basis 
pending the appointment of a consultant. (Orthodontic services are also provided in the Dental 
Schools in Dublin and Cork.) 

1.4.6 Oral and Maxillofacial Surgery 
Secondary care oral surgery services are provided in a number of ways. A consultant service 
is established in two Health Boards. Other Health Boards have arrangements with specialist 
practitioners. Oral and maxillofacial services are provided through the Dental Hospitals in 
Dublin and Cork and through SI. James's and Beaumont Hospitals in Dublin and at Cork, 
Limerick and Galway Regional Hospitals. 

1.4.7 Dental Hospital Services 
A range of dental services including specialist services are provided through the Dental 
Schools and Hospitals in Dublin and Cork. 

1.4.8 Dental Treatment Services Scheme 
Primary dental care services to adults (persons over 16 years of age) are mainly provided by 
private dental practitioners participating in the Dental Treatment Services Scheme under 
contract arrangements with Health Boards. 

Description of Scheme 
Under this Scheme dental treatment services are provided to eligible adults (persons aged 16 
years or over who have medical card entitlements under the Health Acts) by about ns dental 
practitioners in private practice under contract arrangements with the eight Health Boards. 
Health Board dentists also provide services under the Scheme. About 935,000 adults are 
currently eligible. 

The Scheme is being introduced on a phased basis and commenced on 1st November 1994. 

At present services are provided as follows: 
• Emergency treatment available to all adults. 
• Routine treatment available to adults in the 16--34 age grouping and to adults aged 65 

years or over 
. • Full denture treatment available to all edentulous adults 

• Emergency treatment is available on demand. Routine treatment and full denture 
treatment is subject to prior approval by the Health Board. 

These procedures are currently under review. Routine treatment will be extended to the 
remaining age cohorts according as resources become available. 
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Claims for payment in respect of completed treatments are made to the General Medical 
Services (Payments) Board (GMS(P)B) which acts as agent for Health Boards. The GMS(P)B 
enters details of oral health examinations and of treatments completed on individual patient 
fi les. The GMS{P)B makes available detailed information on a monthly basis to Health Boards 
to enable Boards to monitor the Scheme. 

1.4.9 Dental Treatment Services Available under the Health Amendment Act 1996 
A dental service is available from general dental practitioners to approximately 1,600 persons 
under the Health Amendment Act 1996. The service is administered through Health Boards 
and the GMS (Payments) Beard. 

1.4.10 Adults with Special Needs 
Services to special need groups are provided by Health Board dental staff. These groups 
include people with disabilities, traveller community I refugees and persons in the long-term 
care of Health Boards. 

1.5 Oral Health Data Base 
There is a requirement under the Dental Health Action Plan that a standardised oral health 
databased information collection system be established in each Health Board in order to 
monitor changes in oral health and to measure the progress towards oral health goals for the 
whole population and for defined groups within the population 1Nh0 have special needs. 

1.6 Statistical Factors 
Total population of Ireland, 1996 census 
Number of births in 1996 
Dental services expenditure (overall) in 1997 (approx) 
Dental Treatment Services Scheme allocation for 1997 (approx) 

4 

3,626,097 
50,390 

£42 million (Punts) 
£17 million (Punts) 



Section 2 on of uirements .•• :..:c:.:.:..::..:....:.:..::...:.c--=-----,-, 

2.1 General 

2.1.1 The following initiatives shall be undertaken by the contractor(s) in co-operation with 
appropriate health board dental and other personnel and other relevant bodies or individuals 
as determined by the Contracting Authority. 

2.1.2 Should the contract be awarded to more than one contractor, as the initiatives are inextricably 
linked, it is considered essential that the contractors work in close co·operation with each 
other. 

2.1.3 All initiatives under the contract shall be undertaken on a national basis. The degree to which 
anyone initiative applies to each health board shall be agreed between the Contracting 
Authority and the contractor. 

2.1.4 In relation to each initiative undertaken by the contractor(s), special emphasis should be given 
by the contractor(s) to the up-skilling of the service staff with a view to developing their self 
sufficienc.y in promoting and evaluating the quality of the oral health services on an ongoing 
basis. 

2.1.5 Prior to the commencement of data collection, agreement shall be reached between the 
contractor(s) and health boards with respect to the variables to be recorded and the selection 
of coding systems. 

2.1.6 In many situations, it is expected that pilot studies may be required to be undertaken to 
determine the optimal way forward. 

2.1 .7 Where issues are identified in the course of conducting the work, contractors shall be expected 
to interpret their significance and advise the Contracting Authority accordingly. 

2.1.8 The contractor(s) shall advise and assist the Contracting Authority in disseminating the findings 
arising from the work undertaken. 

2.1 .9 All data, reports and recommendations etc. arising from any initiative under the contracts(s) 
shall remain the property of the Contracting Authority. No publication or dissemination of it 
shall take place without the prior written consent of the Contracting Authority. 
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2.2 Epidemiology 

2.2.1 The contractor(s) shall advise and assist health boards in developing a methodology and co· 
ordinate the implementation of a programme, compatible with international criteria (e.g. BASeD, 
WHO), and capable of retrospective comparisons nationally and internationally, 10 determine on 
an ongoing basis, and at an agreed frequency, both for the general population and special need 
groups, at local 0.8. small area), regional (i.e. health board) and national level: 

1. The oral health status 
2. Prioritisation of preventive and treatment needs 

2.2.2 The ages at which assessments are to be carried out shall include: 
1. Children at 5, 8, 12, 15 years of age 
2. Adults in the 16-24, 35-44 and the 65 years and older age groups 

2.2.3 The special need groups shall include (among others as agreed): 
1. Medical Card holders 
2. Persons with disabilities 
3. Persons in Iong.term care of health boards 
4. The traveller community 
5. Refugees 
6. The homeless 

2.2.4 Measurement parameters shall include (among others as agreed): 
1. Oral mucosa 
2. Caries induding the oomponents of the DMF 
3. Fissure sealants 
4. Tooth wear 
5. Enamel opacities 
6. Ruorosis 
7. Dental trauma 
8. Periodontal health 
9. Dente-facial anomalies 
10. other indicators for oral surgery and orthOOontic treatment need 
11. Attitudes, knowledge and behaviour of the general population and the special need 

groups relating to oral health. 
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2.3 Oral Health Services Research 

2,3.1 With respect 10 the promotion of oral health through the preventive and treatment measures 
listed below (among others as agreed), the contractor(s) shall advise and assist health boards in 
developing and co-ordinating the implementation of programmes to evaluate and promote the 
quality of service to the general population and special need groups at local, regional and 
national level both in both hospital and community environments. 

1. Fluoridation of public water supplies (to include optimising dosing and monitoring) 

2. Fluoride mouth rinsing 

3. Fluoride toothpaste 

4. Other forms of systemic fluoride supplementation 

5. Combinations of the above (including matters relating to intake) 

6. Fissure sealing 

7. Targeting approach to delivery of services to children 

8. Oral health promotion wi th an emphasis on health education initiatives and materials 

9. Orthodontic services 

10. Oral surgery services 

11. Paediatric dental services 

12. Restorative dental services 

Quality shall include the dimensions of efficacy, effectiveness, efficiency, acceptability, 
accessibility, relevance and equity, with regard to structure, process and outcomes. 

In undertaking the above, the following shall be included (to the degree that is appropriate to the 
particular preventive and treatment measure and as agreed with the Contracting Authority): 
review of the literature/accessing expertise to provide an up-to-date status report on the issue; 
the development of best practice guidelines; the selection of indicators, including performance 
indicators, to monitor the ongoing quality of service; target setting; review of waiting times and 
the management of waiting lists; prioriUsation; staff training and skill mix; the development and 
evaluation of quality initiatives such as reviewing current 10caVregional/national practice and its 
influence on quality, clinical audit, getting research into practice (GRIP) and evidence based 
health care initiatives, the preparation for external accreditation, determination of consumer 
satisfaction etc. 

2.3.2 To review the status of research (in its widest sense) in the oral health services and to advise 
and assist in the promotion and co-ordination of a research strategy throughout the services, e.g. 
training in research methodologies and the process of audit, critical appraisal skills, the 
establishment of ethics committees etc. 
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2.4 Information systems and data analysis and presentation 

2.4.1 To support the initiatives described in 2.2 and 2.3 above, with respect to both the hospital and 
community based services: 

1. To evaluate the existing manuaUcomputerised information systems in relation to oral 
health. 

2. To advise on the development and to co-ordinate the implementation of a standardised 
and integrated oral health information system(s), incorporating standardised minimum 
datasets across the agencies, to monitor the ongoing oral health status, service quality 
and the progress towards oral health goals for the whole population and special need 
groups, at local, regional and national level. 

2.4.2 To advise and assist health boards in developing an annual report format based on the above 
that reflects the oral health status, priority need, selVice quality and the progress towards oral 
health goals for the ......nole population and special need groups at local, regional and national 
level. 

2.5 Specified Consultancy Services 

2.5.1 In consultation with health boards and the General Medical Services (Payments) Board to: 
1. Develop indicators and a methodology to determine probity under the Dental T reatmenl 

Services Scheme. 

2. Develop report formats at national, health board and dentist level to monitor probity 
under the Dental Treatment Services Scheme. 

2.5.2 In consultation with health boards and the General Medical Services (payments) Board to: 
1. Assess service utilisation pattems of the general population and special need groups 

under the Dental Treatment Services Scheme. 

2. Assess the pattems of dental care provided under the Dental Treatment Services 
Scheme in comparison with the patterns of treatment need in the general population and 
special need groups at local, regional and national level, as established through the 
epidemiological initiatives described above. 

2.5.3 To quote for the provision of a consultancy service on an agreed basis (including per diem rates) 
as may be required from time to time. 
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2.6 Organisational Issues 

2.6.1 The Eastern Health Board, acting on behalf of all eight Health Boards and the Department of 
Health and Children, shall be the Contracting Authority. 

2.6.2 Nominees of the Chief Executive Officer of each Health Board and the Department of Health 
and Children shall form the Steering Group. 

2.6.3 A User Group shall be established in each Health Board to ensure the smooth implementation 
of the initiatives under the contract. This Group shall be comprised of the Principal Dental 
Surgeons and where appropriate a Consultant Orthodontist and a Consultant Ora! Surgeon 
and other officers or individuals as nominated by the Chief Executive Officer. The Chairperson 
of the User Group, nominated by the Chief Executive Officer, shall be a Principal Dental 
Surgeon and shall be the contact person with the contractor(s) and report to the Contracting 
Authority/Steering Committee as required . 

2.6.4 The contractor(s) shall report to the Authorised Officer(s) of the Eastern Health Board. 
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Section 3 Instructions fortenderirig 

3.1 General 

3.1.1 The Eastern Health Board (the Contracting Authority) acting on behalf of itself and the as 
agents for the Department of Health and Children and the seven regional Health Boards invites 
companies/organisations to submit a proposal to provide consultancy services for the Dental 
Services on a not-ta-exceed time and fIXed cost basis. 

3.1.2 The contract win be awarded initially for a maximum period of up to three years. 

3.1.3 The final dale for receipt of applications is, 26&1. September 1998 at 5.00 p.m. There will be no 
charge for the documentation. 

3. 1.4 The final date for receipt of tenders is 16~ November 1988 at 5.00 p.m. Tenders received after 
this dale and time for Whatever reason will not be considered. 

3.15 Completed tenders in English 0n the enclosed envelope) should be retumed to the Chief 
Executive Officer, Eastem Health Board, Or Steevens' Hospital, Dublin 8. This contract was 
adVertised in the OJEC (S166/266) on the 28'> August 1998. 

3.16 The Contracting Authority will evaluate the proposals based on the award criteria as specified 
in the contract documentation. 

3.17 The preparation, submission and presentation of proposals shall be at the expense of the 
tenderer. 

3.18 - The contract may be awarded to one tenderer or a number of tenderers for any item or group 
of items as specified under the division of lots desaibed below. 

3.19 Successful suppliers must submit a current Tax Clearance Certificate from the appropriate 
authorities of the country in which the company carries out its business. 

3.20 The Awarding Authority reserves the right to add to or delete from the list of locations 
administered by the Boards during the period of the contract 

3,21 The lowest or any tender may not necessarily be accepted. 

3.22 In the interests of providing our potential suppliers of service with the optimum information, in 
addition to this documentation, the Awarding Authority would encourage tenderers to visit the 

, relevant locations by appointment only, 

3.23 In the ongo;ng review of the quality of work undertaken by the oonlractor(s), the Awarding 
Authority may avail of the services of an independent advisor(s). 

3.24 At agreed intervals or points, the Awarding Authority shall review progress made to date by the 
conlractor(s) and determine: whether the wo"' should 

(a) Continue as before. 

(b) Or the work should be re-focused 10 meet the priori ty needs of the Health Boards 

or 

(c) All or part of the contract should be terminated within a specified tirneframe. 
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3.25 The Awarding Authority and the Health Boards reserve the right to retain (if required) selected 
consultants to provide additional professional services in relation to the dental services. 

3.26 The contract will not preclude the Awarding Authority or the Health Boards from implementing 
separate or parallel consultancy services regarding the dental services. 

3.27 Tenders submitted by fascimile or other electronic means will not be accepted. 

3.28 The tenderer shall provide all personnellresources to complete the professional services set 
forth in the specification of requirements. 

3.29 The tenderer must complete all financial and lechnicalfquality information requested and the 
attached documentation must be completed in full and accompanied by any further 
information/documentation indicated herein. Failure to complete the entire tender document as 
requested will render the tender invalid. 

3.30 The lenderer must stamp each document with their official Company Stamp. 

3.31 The Board will operate criteria for qualitative selection as outlined in chapter 2 of the Directive 
921SOIEEC. Evidence of financial and economic standing shall be required as set out in Article 
3.1.1 (a 10 c). Evidence of technical capability shall be required as set out in Article 3.2.2 (a to 
h). 

3.32 In the event that tenderers are unable to provide any item of information in the specific form 
requested their proposal will be considered provided that they contain the relevant information 
in a form which complies with the requirements of the above articles. 

3.2 Division into Lots 

3.2.1 T enderers may tender for one or more of the following : 

Lot 1 Epidemiology (Section 2.2). 

Lot 2 Oral Health Services Research - Ftuorides (Sections 2.3.1.1 to 5). 

Lot 3 Oral Health Services Research • Fissure sealing, targeted approach 10 service 
delivery (Sections 2.3.1.6 and 7). 

Lot 4 Oral Health Services Research . Oral health promotion/education 
(Section 2.3.1.8). 

Lot 5 Provision of orthodontic, oral surgery, paediatric and restorative dental services 
(Sections 2.3.1.9 to 12). 

Lot 6 Oral Health Services Research - Research strategy (Section 2.3.2). 

Lot 7 Information Systems, Data Analysis and Presentation (Section 2.4). 

Lot 8 DentaIT reatment Services Scheme - Probity (Section 2.5.1). 

Lot 9 Dental Treatment Services Scheme • Service utilisation and treatment need 
(Section 2.5.2). 

Lot 10 Provision of a Consultancy Service on an agreed basis. (Section 2.5.3). 
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3.2.2 In preparing their lender the supplier must set out clearly the lots fOf which they are tenderlng 
by specifying the sections/sub sections of the contract they are prepared to service, the 
price(s) they are prepared to offer and any combinations thereof. 

3.3 Award Criteria 

In deciding the award of the contract the criteriom shall be that of the Most Economically 
Advantageous tender wi ll be used having regard to the consideration of; quality of service; scope 
of proposal; technical backup and assistance; availabilityltime; motivation; cost and work hours; 
company capability; technical and performance standards; past experience; added value; 
conformance of proposal documentation 10 prescribed format; financial and economic standing; 
price. 

3.3.1 Contents of Administrative Proposal 
1. Evidence of expertise including a corporate biography, to include a description of 

the organisation's capabilities, especially with regard to previous similar or related 
projects undertaken in the pasl and currently underway. 

2. Curriculum vitae for each member of the tenderer's management team and any 
sub-consultants who may be used, to include all qualifications and relevant 
experience (particularly in oral health research), together with a general description 
of the expertise/qualifications of any other staff undertaking work in relation to the 
contract 

3. Project management arrangements with the Contracting Authority. 

4. Three references the Contracting Authority may contact concerning the tenderer's 
performance on current or recent projects over the last three years of a similar or 
related nature as those tendered, 

3.3.2 Contents of Technical Proposal 

1. A written description of the tenderer's understanding and assumptions of the 
required consulting services. 

2. For each section/subsection tendered for, a written description of how the terms of 
the contract would be met. 

3. For each section/subsection tendered for, a proposed timetable for reaching 
intermediate phases and the overall completion of the contrac~ including a 
description of the objectives and deliverables at each stage of the process. 

4. For each section/subsection tendered for, the resources the tenderer shall provide 
during both the intermediate phases and for the overall completion of the contract 

5. The anticipated resource inputs, including personnet, required by the tenderer from 
each Health Board to assist in the process of meeting the requirements of the 
contract. 

6. Commitment to provide written progress reports and/or other form of presentation at 
agreed intervals as and when required by the Contracting AuthOrity. 
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3.3.3 Contents of Cost Proposal 

1. A proposed timetable for the interim payments linked to achieving intermediate 
targets and the final completion of the section(s)/subsection(s) tendered for. 

2. Provision of a full cost breakdown involved in reaching the intermediate targets and 
the final completion of each section/subsection tendered for under the contract. 

3. A fee and cost schedule for the categories of personnel and sub-consultants 
required and an itemised listing of all direct and reimbursable costs, in relation to 
achieving the intermediate targets and final completion fOf each section/subsection 
tendered under the contract. 

4. A methodology for proposed payments. 

5. The price (in Irish Punts) quoted for each item is to be inclusive of delivery and all 
other charges and exclusive of VAT. and will remain fixed for twelve months from 
commencement of the contract and be reviewed on an annual basis set out herein. 

6. Payment will be made on a phased basis, based on reaching intermediate targets 
and the final completion of section(s)/subsection(s) under the contrac~ as agreed 
between the Contracting Authority and the contractor(s) . 

3.3.4 Review and Assessment 

Professional firms will be evaluated on the following criteri a. These criteria will be the basis for 
review of the written proposals and interview session. 

AWARD CRITERIA 

Sc~ of PrqJOsal 

Technical Back Up and Assistance 

Availabilitymme 

Motivation 

Cost and WorX Hours 

Company Capability 

STANDARD 

Does the proposal show an understanding of the project objective, 
methodology to be used and results that are desired from the project? 

Do the persons who will be worKing on the project have the necessary 
skills? Are sufficient people of the requisite skills assigned to the 
project? Is there sufficient resources available for the project? 

Can the worK be completed in the necessary time? Can the target 
start and completion dates be met? Are other quatified personnel 
available to assist in meeting the project schedule if required? Is the 
project team availabte to attend meetings as required by the Scope of 
Work? 

Is the company interested and are they capable of doing the work in 
the required time frame? 

Are the proposed cost and work hours competitive? Are the worK 
hours presented reasonable for the effort required in each project task 
or phase? 

Does the company have the support capabilities the assigned 
personnel require? Has the company done previous projects of this 
type and scope? Has the company the financial structure and 
management capability to meet the requirements of the contract? 
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AWARD CRITERIA 

T echnica! and Performance Standards 

Past Experience 

Quality of Service 

Added Value 

Price 

Conformance of Prqx>sal 
Documentation to Prescribed Foonat 

Rnancial and Economic Standing 

STANDARD 

Did the company' s proposal meet the specification requirements as 
specified and do they have the competence and capacity to meet the 
specification? 

Does the company have the necessary past experience, record of 
previous work of a similar nature and a high standard in the health 
field? 

As prq::lOSOO in the tender doct.ments. 

As detailed in company proposal. 

Competitiveness 

As stated in tender document 

As stated in the tender documents. 
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I Section 4 • Certificate of Bona Fide Tender. . . ....... . .....1 

The essence of tendering is that the client shall receive bona fide competitive tenders from all firms 
tendering. In recognition of this principle, we certify that this is a bona fide tender, intended to be 
competitive, and that we have not fixed or adjusted the amount of the lender by or under or in 
accordance with any agreement or arrangement with any other person. We also certify that we have not 
done and we undertake that we will not do at any time before the returnable time for this tender any of 
the following acts:· 

(a) communicating to a person other than the person calling for this tender the amount or 
approximate amount of the proposed tender. 

(b) entering into any arrangement or agreement with any other person that he shall 
refrain from tendering or as to the amount of any tender to be submitted. 

(c) offering or paying or giving or agreeing to pay or give any sum of money or valuable 
consideration directly or indirectly to any person for doing or having done or causing 
or have caused to be done in relation to any other tender or proposed tender for the 
said work any act or thing of !he sort described above. 

In this certificate the work 'person' includes any persons and any body or association, corporate or 
unincorporate, legal or natural and ' agreement or arrangemenr includes any such transaction, formal or 
informal, and whether legally binding or not, and the plural includes the singular. 

Signed: 

On behaffot. 

Date: 
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Section 5 Certificate as to Canvassing 

TO: THE EASTERN HEALTH BOARD 
((hereinafter called "The Board") 

IN/e hereby certify that IN/e have not canvassed or solicited any Member Officer or employee of the 
Board in connection with this Tender or any other Tender or proposed Tender for the Services and that 
no person employed by melus or acting on my/our behalf has done any such act 

INle further hereby undertake thallfWe will not in the future canvas or solicit any Member Officer or 
employee of the Board in connection with this Tender or any other Tender or proposed Tender for the 
Services and that no person employed by mefus or acting on my/our behalf will do any such acl 

SIGNED: (1). 

Status: __________ _ ______ _ 

(2) 

Status: _________________ _ 

lor and on behallol _______________ _ 

Date: 
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FORM OF TENDER 

TO THE CHIEF EXECUTIVE OFFICER 
EASTERN HEALTH BOARD 
OR STEEVENS' HOSPITAL 

DUBLIN 8 

Having examined the Invitation to Tender and accompanying documents and being fully satisfied as to 
my/our abilities and experience in all aspects to satisfy the requirements of the Conditions of Tender 
and the draft contract 

I/We hereby tender and undertake to provide to the Eastern Health Board: 

A Consultancy (Dental Services) Service as per details and the prices written in the attached 
Schedules and subject to the Board's attached Terms and Conditions. 

COMPANY 

ADDRESS 

TlELEPHONE 

FAX 

N.B. Company seal or stamp must be on each tender document before it can be accepted as a 
valid tender. 

Signed on behaH of the Company: 

Position: 

Date 

Company Seal or Stamp 
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Section 7 Schedule A· Pricing Form 

(To be completed for each section and subsection tendered for - see award criteria) 

The fee will be fixed for an initial period of twelve months from the date of commencement of the 
contract and shall thereafter be variable in accordance with 10.17 hereof. [Contractors must 
submit with their proposal a detailed breakdown of the costs listed below (See 3.3.3 Costs 
Proposal in Tender Document)] . 

LOT 1 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

LOT 2 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 
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[Contractors must submit with their proposal a detailed breakdown of the costs listed below 
(See 3,3.3 Costs Proposal in Tender Document)]. 

LOT 3 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

LOT 4 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consu~ants 

FIXED FEE 
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[Contractors must submit with their proposal a detailed breakdown of the costs listed below 
(See 3.3.3 Costs Proposal in Tender Document)). 

LOT 5 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

LOTS 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 
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[Contractors must submit with their proposal a detailed breakdown of the costs listed below 
(See 3.3 .3 Costs Proposal in Tender Document)). 

LOT 7 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

LOTS 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 
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[Contractors must submit with their proposal a detailed breakdown of the costs listed below 
(See 3.3.3 Costs Proposal in Tender Document)]. 

LOT 9 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

LOT 10 

Details of Breakdown of Costs: 

Personnel Costs 

Sub Contractor Costs 

Direct & Reimbursable Costs 

Number of Hours 

Number of Days 

Number of Consultants 

FIXED FEE 

22 



Tenderer Information Form (Services) 

In order for potential suppliers to be considered for contract purposes the following document 
must be completed in full. Failure to complete the document in full may result in the tenderer 
bein excluded. 

[1] Tenderers Name: 

Address of Tenderer: 

[2] Type of Company: 

Date of Regisbation: 

Place of Registration: 

Registration Number: 

Individual 
U nincorporatedlPartn ershi p 
Private Company 
Public Company 
Subsidiary Company 
Umited Liability 
Unlimited Liability 
Other 

o 
o 
o 
o 
o 
o 
o 
o 

[3] Name and Address of any subsidiary companies of parent Company in case of 
Subsidiary of Associated Company: 

[4] Amount of Share Capital Authorised: 

[5] Us! of Company Directors or Partners 

<as applicable): 

23 
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[6J Managing Director/Partner: 

Chief Executive Officer/General Manager: 

Divisional Manager (if applicable): 

Financial Controller: 

Sales Manager: 

Sales representatives and their area of operation: 

[7] Average Annual Manpower Numbe", Last Three Vea",: 

[81 Number of Managerial Staff Last Three Yea",: _ _ ________ _ 

[9J Financial and Economic standing 
Name and Address of Banke",: 

Are you agreeable to your bank being approached for a reference: Yes 0 No 0 

Audito",: 

[101 Sales Turnover for the past full financial yea",: 

State Year: 
Vear 1 £~ ___ _ _ 
Year 2 £ _ _ ___ _ 
Year 3 £ ____ _ _ 

Turnover in respect of tendered service for same period: Year1 £~ ___ _ 
Year 2 £~ ___ _ 
Year 3 £~ ___ _ 

Please subm~ copies of Annual Report and full set of Audited Accounts for the past 3 
full financial yea",. 

If you are unable to provide these details in the manner outlined above you will be 
required to subm~ such other references as the Board may consider appropriate. 
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[11[ Referees 

Please state names and addresses of a Hea~h Authorities, Hea~h Agencies or 
similar large organisations (min three) to which your company is a current 
supplier and who would be prepared to act as referees on your behaff. 

[121 Type of Service provided: ~~~~~~~~~~~~~~~~_ 

[131 Equipment Provided (Including Communication Equipment where applicable) 

[141 UnifonnlProtective Clothing (Where applicable) 

[15[ Type of staff training provided: 

[161 Education Qualifications of Relevant Staff: 

[171 Transportation 

Own Transport: 

(If yes, state size of your vehicle fleet): 

Are vehicles owned or leased? 

ff leased state life of lease and type: 

(i.e. operating, full maintenance etc.) 

State depreciation policy: 

25 
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[18] Quality Accreditation: 

Have you received (EN2900) quality standard certification based on relevant 
EN2900 series, ISO or other approved equivalent: 

Ves 0 No 0 

If no, within what time period do you intend to apply (please specify in 
monthslyears etc.) 

Do you hold any other approved quality standard? (Please specify): 

[19] Are you amenable to your premises, procedures and quality control 
arrangements being examined: Ves 0 No 0 

[20] Membership of Trade Association or Professional Body 

Is your Company a member of a trade Association or Professional? (Please give 
detailS) 

[21] Is your company prepared to conduct il1l business with the Board under the 
terms of the Board'. conditions of contract (copy enclosed), including any 
Special Condition that may apply? 

Ves 0 No 0 

[22] Are you prepared to undertake to provide the service to all the Health Board's 
Areas? 

Ves 0 No 0 

If no, please state to what extent you are prepared to undertake or arrange 
delivery. 

[23] Capacity of Premises: Meters _ ______ _ _ _ ___ _ 
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[24] Computerisation 

Please specify the extent to which your operation is computerised: 
Office/Administration/Accounts: 

Management/Control of service function for which you are tendering: 

[22] Confidentiality 

All infonnation will be treated confidentially and will only be used by the Board 
to ascertain the suitability of supplier to supply the Board with goods and/or 
services. 

Name: 

Signature: 

Position: 

Telephone No: 

Fax Number: 

Date: 

Company Seal/Stamp 

This document must be signed by an appropriate representative of the company (e.g. 
General Manager, Financial Controller, Sales Manager). 
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Section 9 General Conditions of Contract 

9.1 Status of Parties 

(a) The Eastern Health Board (Contracting Authority) acts on behalf of itself and as 
agents of the Department of Health and Children and the seven Health Boards in the 
acceptance of proposalsltenders submitted to provide consultancy services for the 
Dental Services on a not-to-exceed time and fixed cost basis. 

(b) On the acceptance of his tender and in consideration thereof, the Contractor shall be 
bound to provide the service covered by the tender in accordance with such orders as 
may be issued to the Contractor by any of the Boards' locations during the contract 
period. 

(c) Contractor(s) shall be engaged as external consultants on foot of a contract for 
services. No relationship of employer/employee shan subsist between the Board on 
one part and the Contractor Oncluding) any employees and sub contractors engaged 
by the contractor of the other part. 

9.2 Designated Officers 

The Board \Nill designate, prior to commencement of work, its Project Manager who shaft make, 
\Nithin the scope of his or her authority, all necessary and proper operational decisions with 
reference to the project. In addition the Boards will designate an Authorised Officer to \oVhom all 
requests for contract interpretations and other clarification or instruction shall be directed. The 
Authorised Officer shall be the sole judge upon an matters relating to this tender and the contract 
based thereon and hislher decision shan be final and binding upon both the contractor and the 
Board. 

9.3 Terms and Conditions 

Every proposalltender received by the Board shall be deemed to have been made subject 10 
these conditions unless the Board shall previously have expressly agreed in writing to the 
contrary. My alternative terms or conditions offered on behalf of a tenderer shall, if inconsistent 
with these conditions, be deemed to have been rejected by the Board unless expressly accepted 
in writing. 

9.4 Preparation of ProposallTender 

T enderers must obtain for themselves at their own responsibility and expense all information 
necessary for the preparation of their proposalltenders. 

The tenderers are required to complete and provide all information required by the Board for the 
purpose of the proposal/tender. Failure to provide will lead the Boards to reject the 
proposalltender. 

Information supplied to the tenderers by the Boards staff or contained in the publications 
supplied to the tenderer is supplied only for' general guidance in the preparation of the 
proposalltender for services. T enderers will satisfy themselves by their own investigations with 
regard to this information and it is further accepted and acknowiedged by the tenderers that no 
liability is accepted by the Boards for any loss or damage of whatever kind and howsoever 
caused arising from the use by the T enderers of such information. 
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An express waiver or variation of any of these conditions made in writing by the Board shall bind 
the Board. No other servant or agent of the Board other than the authorised officer has authority 
to vary Of waive any of these conditions on behalf of the Board, Department of Health and 
Children or the other Health Boards. 

My notice required to be given to the contractor under this contract shall be in writing and may 
be served:-

(a) by giving the notice persona\ly to the contractor or his deputy or by leaving the 
notice for the contractor at his main office in which case the notice shall be 
deemed to have been duly served at the time it is given or left 

or 

(b) by delivering the notice to or leaving the notice for the contractor at the 
contractors last known place of abode or business or, if the contractor is a 
company, at the registered office of the company, in wh ich case the notice shall 
be deemed to have been duly served at the time it is so delivered or left 

or 

(c) by posting the notice by recorded delivery addressed to the contractor at the 
contractor's last known place of abode or business or, if the contractor is a 
company, at the registered office of the company, in which case the notice shall 
be deemed to have been duly served at the time of delivery in ordinary course of 
post. 

9.S Tax Clearance Certificate, Insurance, Safety & Discount 

The contract is conditional on the production by the contractor of an appropriate Tax Clearance 
Certificate. 

The successful tenderer to be awarded the contract will be required to submit the follo'Ning: 

(a) Copy of current Tax Clearance Certificate or equivalent together with evidence 
of VAT. registration or in the case of a non-resident tenderer, a statement from 
the Irish Revenue Commissioners that they are satisfied as to their suitability on 
tax grounds. 

(b) Evidence of appropriate insurance together with name and address of insurance 
companyJbroker in order that appropriate insurance cover may be confirmed. 

(c) Company Safety Statement. 

(d) Discount arrangements or similar that may be available. 

9.6 Contract Period 

Subject to the provisions hereof the contract shall remain in force for the period of three years 
from the agreed date of commencement. The Boards have the option to extend the contract. 
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Notice of the Board's intention to extend will be given to the contractor not less than six months 
before the end of the second year of the contract period. 

During the period between acceptance of a proposal/tender and the commencement of the 
contract, the contractor shall be required to submit to the Authorised Officer a statement that they 
have adequate resources, experience and procedures to undertake the contract and to satisfy 
the conditions thereof. The contractor shall be required to satisfy the Authorised Officer that he 
is in a position to meet the requirements of the contract at the commencement date. Failure to 
do so, may at the discretion of the Board, result in delay or partial implementation or re~award of 
the contract. In this case the Board may invoke the provisions for default and termination of the 
contract 

9.7 Standard of Service 

In addition to any individual specific obligations imposed by this contract it shall be the general 
duty of the contractor 10 provide the services 10 a standard which is in all respects to the 
reasonable satisfaction of the Authorised Officer. 

All standard of performance shall be monitored in accordance with the specification/ statement of 
work. 

9.8 Monthly Report 

Commencing thirty (30) days after the date of execution of this agreement and every thirty (30) 
days thereafter, the contractor is required to provide the Board's Project Manager with a written 
report of the status of the work with respect to the scope of services, 'NOrk schedule and other 
material information. Failure to provide any required monthly report may, at the option of the 
Board, suspend the processing of any partial payment request. 

9.9 Variation of Conditions 

The contractor undertakes to perform, when required by the Board's, minor variations from 
specification/statement of work (SOW) within the existing terms and conditions of the contract. 
Major variations from specifICations/statement of wor!< (SOW) shall be discussed by the 
Contractor and the Board and agreed in writing. A major variation from specification/statement 
of work (SOW) is one which involves appreciable change in cost or substantial capital investment 
in new plant 

The conditions of the contract and specification shall be subject only to such modifications (if 
any) as shall have been assented to in VYTiting by or on behalf of the Board. 

9.10 Ordering of Work 

All orders given in connection with the contract shall be given by the Authorised Officer and the 
Boards shall not be responsible for work performed on orders given by any other person. The 
name of the Authorised Officer and deputies will be given to the contractor. 
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9.11 Safety, Health & Welfare At Work Act 

The contractor shall abide by the provisions of the Health and Safety at Work Act and any 
statutory instrument or regulations made thereunder together with any directives relating to 
Health and Safety. 

This contract is conditional upon the contractor fully complying with the terms of the Safety 
Health and Welfare at work regulations currently in operation and any other legal requirement in 
this area and if the contract is found to be in breach of those regulations the Health Boards will 
reserve the right forthwith, INithout notice, to cancel the contract and no compensations, costs or 
damages will be claimed by or payable to the supplier. 

For the purpose of this tender and the contract to be based upon same, the officer responsible 
for services the subject of the contract shall be deemed the Authorised Officer of the Health 
Board until another Authorised Officer is appointed in place of or during the temporary absence 
of the said Authorised Officer any power, authority, jurisdiction and discretion whatever be 
exercisable by the Authorised Officer shall be exercisable by the Authorised Officer for·the-time· 
being. 

9.12 Indemnity 

The contractor shall effectively indemnify the Board against any claim for arising under 
the above and any regulations made thereunder and shall keep in effect appropriate 
insurance cover in respect thereof. 

9.13 Assignment 

The contractor shall not without the prior written consent of the Boards transfer or assign this 
contract or any part thereof or sub-contract any part of the provision of the services. 

The contractor shall be prohibited from transferring or assigning, directly or indirectly to any 
person or persons whatever all or any portion of this contract without the prior written permission 
of the Authorised Officer. Subletting other than that which may be customary in the business 
concerned shall be prohibited unless otherwise agreed. The contractor shall be responsible for 
the observance of this clause by a SUb-contractor. 

9.14 Performance of Contract 

The Board reserves the right to terminate the contract at any time if it is not satisfied with regard 
to standard of performance if any conditions laid down by the Board have been contravened. 

The contractor is advised that follOwing random sampling and where it is established that the 
contractor has failed to provide any clearly defined part of the service, the Board's may withhold 
payment for that defined area. 

9.15 Security 

The contractor shall use his best endeavours in ensuring the security of the Board's premises 
and shaU co-operate with the Board's staff and comply with their reasonable requests and 
instructions in ensuring the safety and security of the Board's premises, staff, patients and 
visitors. The contractor shall notify the Board's of matters coming to his attention which require 
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remedial action by the Board. The provision of such notification to the Boards shall not in any 
way release or excuse the contractor from any of the contractor's obligations under this contract. 

The Board's will not accept liabili ty in respect of theft, loss or damage to personal property. The 
contractor shall draw this fact to the attention of his slaff in and about the provision of the 
services. 

Security of the premises, if required, will be by arrangement with the Area Manager. 

9.16 Confidentiality 

The contractor and the contractor's staff shall regard as confidential and shall not disclose to any 
person other than a person authorised by the Board; any information acquired by the contractor 
or the contractor's staff in or in connection with the provision of the services concerning the 
Boards, the Boards' staff or procedures; concerning the identity of any patient or client at any of 
the Boards' facilities or other establishments; or ooncerning the medical oondition of; or the 
treatment received by, any such patient or client, or his presence in such premises. 

9.17 Contract Price 

The Boards shall pay to the contractor for the provision of the services a contract price. 

(a) The contract price shall be a firm fixed price for twelve months from 
commencement date. 

(b) The Boards may after the said twelve month period review the contract price in 
w11ich event the contract price may be increased or decreased as the case may 
be in acoordance with such price index changes and as shall be effectual In !he 
J.LC. agreement as published. The Board will not be prepared to accept an 
increase in price less than 12 months after a previous price increase. 

(c) The lowest or any lender may not necessarily be accepted. 

In addition 10 the sums specified the Board shall pay to the contractor such Value Added Tax Of 
any) as may property be chargeable by the contractor under the legislation from time to time in 
force upon the provision of the services and the contractor shall issue a tax invoice in respect 
thereof. 

All other costs, charges, fees and expenses of w11atever kind for or arising out of or in connection 
with the provision of the services shall be paid by the contractor. 

9.18 Variation 

The Boards may add to, delete from or otherwise amend in any way whatsoever the provisions 
contained in the contract. 

No variation required by the Board shall vitiate this contract. 

The sum payable for the provision of the services for any period during ....mich the variation is 
effective shall be adjusted as a consequence of any such variation by such agreed negotiated 
sum as is a fair and reasonable adjustment to the contract price as a consequence of such 
variation having regard to the terms of this contract. In default of contract the decision of the 
Board on the adjustment such shall be final and binding on the contractor. 
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9.19 Force Majeure 

If, through no fau lt on the part of the contractor, any strike, lockout or combination of workmen of 
the contractor or of any other person or firm necessary for the provision of said services shaH 
lake place or in the event of war or civil commotion delaying the performance of said service, the 
Board shall be at liberty either to cancel the order for said service and procure same from any 
other person or fi rm, or in the alternative, the Board may allow a reasonable extension of time for 
delivery of said service. Any question as to what is a reasonable extension of time shall be 
decided by the Authorised Officer, whose decision shall be final and legally binding. 

9.20 Termination/Bankruptcy 

If the contractor shall commit any breach of the contractor's obligations under this contract or 
shall suspend payment of his debts or convene or hold a meeting of creditors or commit an act of 
bankruptcy or become insolvent or bankrupt or (being a company) shall have a receiver 
appointed by the Court or any debenture holder or go into liquidation whether voluntary or 
otherwise (except a voluntary liquidation by a solvent company for the purposes of amalgamation 
or reconstruction) or shall make any arrangement with the contractor's creditors or any 
arrangements for the benefit of such creditors or if distress or execution shall be levied or 
threatened upon any of the contractor's property or any judgement against the contractor shall 
remain unsatisfied for more than 14 days then the occurrence of such contingency shall 
constitute a breach of this contracl The Board may without prejudice to any of its other 
remedies under this contract and without prejudice to any right of action which shall accrue or 
shall have already accrued to the Boards; suspend payment to the contractor, retain any amount 
due to the contractor hereunder or otherwise from the Board; terminate this contract; retake 
possession of any of the Boards materials, clothing or other goods in the possession of the 
contractor; and exercise a lien over any of the eqUipment, clothing, materials or other goods 
belonging to the contractor and upon the Boards' premises at the date of such termination for 
any amount due hereunder or otherwise from the contractor to the Boards. 

If the Board shall exercise its right to terminate this contract the contractor shall thereupon 
become liable to pay to the Boards the amount of any loss or damage suffered by the Boards as 
a result of such termination as damages for such breach. 

9.21 Inducement 

If the contractor shall have offered or given or agreed to give to any person any gift or 
consideration of any kind as an inducement or reward for doing or forbearing to do or having 
done or forborne to do any action in relation to the obtaining of this contract or of any other 
contract with the Board or any Health Board or for showing or forbearing to show favour or 
disfavour to any person in relation to this contract or any other contract with the Board or any 
Health Board., Then the Board shall be entitled to determine this contract or procedure as the 
case may be and to recover from the contractor the amount of any loss relating to such 
termination (including the cost of recommencing the tendering process). 

Similarly if the like acts shall have done by any person employed by the contractor or acting on 
the contractor's behalf (whether with or without the knowledge of the contractor) and 'Nhatever in 
relation to this contract or any other contract with the Board or any Health Board then the Board 
shall be entitled to determine this contract or procedure as the case may be and to recover from 
the contractor the amount of any loss relating to such termination (including the cost of 
recommencing the tendering process). 
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9.22 Default 

If the contractor shall fail to provide to the contract standard any part of the services at any time 
when the same ought to have been provided under the terms of this contract, then without 
prejudice to any other right or remedy which the Board may possess in respect of such failure, 
the Board may: 

(a) require the contractor to remedy such default within such time as may be specified by the 
Authorised Officer by providing or providing again (as the case may be) without further charge 
10 the Board such part of the services to the contract standard. 

and/or 

(b) without determining this contract in whole or part, itself provide or procure the provisions of 
such part of the services until such time as the contractor will have proved to the reasonable 
satisfaction of the Authorised Officer that such part of the services will once more be provided 
by the contractor to the contract standard or, at the Boards option, until such later time as the 
Authorised Officer may specify as being reasonable notice in all the circumstances that the 
contractor \Nill once more so provide such part of the services. 

and/or 

(c) without determining the 'Whole of this contract, determine this contract in respect of such part 
of the services and thereafter itself provide or procure the provisions of such part of the 
services. 

and/or 

(d) without determining this contract in whole or part, deduct from any sum payable such 
proportion thereof as is fair and reasonable having regard to the period of the relevant failure 
and to the terms of this contract, together with a further charge equal to twenty·five per cent 
(25%) of such deduction to compensate the Boards for the cost and inconvenience of 
identifying, rectifying and making arrangements to accommodate or adjust to such failure. 

9.23 Examination and Audit of Contractor's Records 

The Board reserves the right to examine any of the contractors books, records and other 
documents directly pertaining to costs applicable to this contract where such costs are the basis 
of COJ"Tl>8nsation to the contractor hereunder Of where the Board is satisfied on reasonable 
grounds that the contractor or contractor's employees have committed fraud against the Boards. 
The Boards shan be obliged to give the contractor reasonable notice of any such intended 
examination. The Boards reoognises that ifs right of examination shall not include any enquiry 
into the contractor's general overhead or profit margins and the contractor recognises that it shalt 
maintain and permit examination of such books and records for a period of two years from the 
date of termination of the contract 

9.24 Time 

The tender and all accompanying documents must remain valid for 120 days from the date 
hereof. 
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9.25 Indemnities and Sureties 

The contractor, before the commencement of the contract shall take out pol icies with an 
approved insurance company, completely indemnifying himself and the Boards, Department of 
Health and Children in respect of all claims by third parties for death, injuries or damage to 
property and against all actions, suits and claims, demands, costs and expenses whatsoever, by 
reason of, or arising out of any claim by any of the contractor's employees, workmen or servants, 
or by any third party in respect of any accident, death injury or damage, breach of duty and 
breach of statutory duty sustained in connection with or arising out of the execution of the 
contract works, or any of the matters connected therewith, whether such claims or proceedings 
be brought or cost or expenses incurred under or by virtue of any Workmen's Compensation Act, 
Employers Liability Act, or other statute or at common law, or otherwise howsoever. 

The policy or policies indemnifying the contractor and the Boards, Department of Health and 
Children in respect of all claims by third parties for death, injuries or damage to property shall 
include indemnification in respect of claims by third parties of death or injury, breach of duty or 
statutory duty caused by or attributable to the contractor. Such policy or policies duly completed 
shall be furnished to the Board for approval before the commencement of this contract. 

9.26 Form of Contract 

The successful tenderer(s) will be required to execute an agreement in accordance of the terms 
hereof. 

Until the execution of such agreement, the successful tenderer(s) together with the Boards 
written acceptance thereof, will form a binding agreement between the Board and the successful 
tenderer(s). 

9.27 Performance Bond 

Each contractor with two solvent sureties shall enter into a bond, if required, in such penalty as 
the Chief Executive Officer shall think fit, for the due performance of the Contract. 

9.28 Law of Contract 

This contract will be governed by Irish Law and any proceedings arising out of or in connection 
with this contract will be heard in the courts in the jurisdiction of the Irish Republic. 

9.29 Law and Regulations 

(a) The contractor shall comply with all statutes, rules, regulations, EU Directives and 
Regulations and other legal requirements relevant to the provision of services. 

(b) The text of any press release or other communication to be published by or in the medial 
concerning the subject matter of this Agreement shall require the prior approval of each 
party. 

(c) Each of the parties hereto shall be responsible for ifs respective legal costs and other costs 
incurred in relation to the preparation of this Agreement. 
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9.30 Survival 

Paragraphs 9.16 and 9.25 shall survive termination of this agreement 

9.31 Miscellaneous 

This agreement embodies and sets forth the entire agreements and undertakings of the parties 
and supersedes all prior oral or written agreements, underslandings or arrangements if any 
relating to the subject matter in this agreement Neither party shall be entitled to rely on any 
agreement, understanding or arrangement which is not expressly set forth in this agreement. 

It is further agreed between the parties that: 

(a) The Board shall have the right to assign charge or otherNise deal with this agreement in 
anywzy. 

(b) AI! rights not specifically and expressly granted to the contractor in this agreement are 
reseIVed to the Board. 

(c) No decision, exercise of discretion, judgemenL opinion or approval of any matter 
mentioned in the agreement or arising from it shall be deemed to have been made by the 
Board except if in writing and shall be at its sole discretion unless otherwise expressly 
provided in the agreement. 

9.32 Contractor Evaluation 

All tenderers must complete the T enderer Information Form (Schedule 8) and include 

(a) A brief summary of the tenderers trading history and present trading circumstances. 

(b) Audited accounts for the last three years of the tender's financial years (or for the same 
period of the tender's trading if a partnership or sole trader), or unaudited accounts 
accompanied by an explanation as to why audited accounts are not available. 

(c) The names of the tenderer's bankers and of three other trade and credit referees. 

T enderers must submit 'vVith their proposaVtender detailed statements in writing of how the terms 
of the contract would be met and include 

(a) Staff competence and training, policies and programmes. 

(b) The maintenance of the contract standard of services including quality control and 
monitoring arrangements. 

(c) The provision of services during Industrial disputes by 

1. The contractors own staff and/or his supplier of goods and services. 
2. The Boards own staff or other contractors staff affecting the services. 

9.33 Inspection of Premises 

The Board (eseNes the right to inspect any premises used by the tenderer in connection with the 
contract 
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9.34 Acceptance 

The Board is not bound to accept the lowest or any tender. 

The Board may, unless the tenderer expressly stipulates to the contrary, accept any part of the 
tender. 

9.35 Freedom of Information Act and Confidential Information. 

Candidates will note that the Contracting Authority may herein be under an obligation in certain 
circumstances to divulge or grant access to information and records which are contained in 
proposals or which are otherwise acquired in the course of the award procedure. These 
obligations are contained principally in the (Irish) Freedom of Information Act 1997 and in 
(European) Directive 92150IEEC, as implemented. 

Subject to the public interest and to European Law, Irish Law offers certain procedural protection, 
interalia for: 

-

-

-

-

-

-

information concerning the negotiating positions of public bodies. 

Information which is given in confidence and on the understanding that it would 
be treated as confidential. 

Trade Secrets. 

Financial, commercial, scientific or technical or other information whose 
disclosure could reasonably be expected to result in loss (or gain) to the person 
concerned or which could prejudice the competitive pOSition of that person in his 
business, profession or occupation. 

Information which could prejudice contractual negotiations 

And 

Personal information. 

In addition European Law itself may also restrict publication of information 'Nhose 
disclosure could 

- impede law enforcernen~ or 

- otherwise be contrary to the public interes~ or 

- prejudice the legitimate commercial interests of a particular enterprise, public or 
private; or 

- might prejudice fair competition between service providers, 

You are invited to identify any information or records which you consider to fall into any 
of the above categories or otherwise to be ineligible for disclosure, Please state the 
relevant category or categories and your reasons in each case. It will be assumed that 
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all information and records are eligible for disclosure unless you state otherwise and 
offer reasonable grounds in support of that contention. 

It will be assumed that price information is confidential and commercially sensitive. 

Please note: 

That your own characterisation of information will not necessarily be accepted by the 
Contracting Authority and will not be final in determining whether it mayor must be 
disclosed; 

That your own characterisation of information cannot therefore impose upon the 
Contracting Authority an absolute contractual or other obligation to abstain from 
disclosure; 

That disclosure may therefore be permitted or required by law notwithstanding such 
characterisation; 

That in the event of such lawful disclosure, no liability will attach to the Contracting 
Authority I herefor; and 

That the above is not a legal opinion but a bare summary of certain relevant legislation 
on which you may wish to seek legal advice. 

9.36 Conflicts of Interests 

Any person taking part in the evaluation of any proposal or of any tenderer (and the parent, 
spouse or child of any such person and any company in which such person, whether individually 
Of collectively 'With such parent, spouse or child, holds 20% or more of the issued shares) shall 
not otherwise participate in or derive any benefit from the award or performance of the contract 
itsetf either directly or indirectly (whether through a contract of employment or a contract for 
services or otherwise howsoever). 

T enderers (when submitting their proposals) and those engaged in the evaluation (before 
commencing the evaluation) shall declare in writing to the Authorised Officer any relationship 
which might reasonably be considered or which might reasonably become relevant to the above 
stipulations. 

Failure to make such written declaration may. at the absolute discretion of the Authorised 
Officer result in: the exclusion of the evaluator and tenderer concerned from any further 
participation in the evaluation of proposals; and/or the exclusion of the evaluator and tenderer 
concerned from any further participation in the evaluation of candidates; and/or the exclusion of 
the evaluator and tenderer concerned from the performance of the contract and/or the 
cancellation of the contract award procedure, with or without re-commencemenl Exclusion as 
above shall extend to any re-comrnenced procedure for all or part of the current project 

By their participation, evaluators and lenderers agree to indemnify the (Board) against any loss 
arising directly or indirectly from their failure to make such written declaration Qncluding any 
costs incurred in cancellation or re-commencement of the present evaluation and award 
procedure or in the commencement of a fresh evaluation and award procedure and regc:rdless 
of the fact that such loss may result from the lawful exercise of a discretion on the part of the 
Authorised Officer. 

In no case shall compensation of any kind or reimbursement of expenditure be payable to: the 
evaluator concerned; or the tenderer concerned or other tenderers howsoever. 
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Revised Procedures 

for 

Dental Treatment Services Scheme 



Introduction 

Treatment CeilinglPatient Care Plan 

Approval 

Examining Dentist 

Eligibility 

Health Amendment Act, 1996 

Invalid ClaimslReclaim List System 

Monitoring Committees 

Appeal System 

Urgent Treatment! Additional Treatment 

Accountability 

Review 

T erminationsiDisputes 
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INTRODUCTION 

The following terms are proposed following a review of existing arrangements 
applying to the DTSS. 

TREATMENT CEILINGIP A TIENT CARE PLAN 

The Health (Amendment) Act 1996 governs the provision of health services. 
Health Boards are obliged to live within their monetary allocations. 

The I.D.A. acknowledge that, in the light ofthe above, Health Boards have the 
right to take whatever measures are necessary to live within budget and statutory 
obligation. 

Prior approval will be necessary in all cases of below the line treatment (including 
dentures) and delivery. 

Treatment can be carried out on above the line treatments without prior approvaL 

A patient care plan to he completed and submitted for each patient. In cases where 
prior approval is not required the patient care plan will be submitted with the claim. 
Where prior approval is required the patient care plan will be submitted in advance, 

Prior approval will continue to be required for treatment on all below the line 
treatments and dentures in accordance with the above. While awaiting approval, 
above the line treatments can be carried out. 

Within one month, participating dentists will be granted approval for below the line 
denture treatment. In the event of approval being turned down the specific clinical 
reasons will be given. The Health Board reseIVes the right to defer approval in 
certain limited circumstances, in accordance with the provisions of the Health 
(Amendment) Act 1996. 

Where a dentist identifies below the line or denture treatment, a patient care plan 
must be prepared and submitted to the Health Board for approval, this will be 
granted within a one month period. 

The Health Board will complete and stamp the fonn indicating the Patient Care 
Plan approval. The fonn will then be returned to the dentist. A separate approval 
will not be a feature of the new arrangements. 



4 

EXAMINING DENTIST/ GP ADVISORY UNIT 

An examining dentist/general dental practitioner advisory unit is to be set up in 
each Health Board, consisting of at least two dentists. 

New arrangements to deal with breaches of the agreement will be put in place. 
These arrangements will include an advisory service provided by the ED/GDP. 
However, a continual failure to comply with the tenns of the agreement will lead to 
a disciplinary process and the possible application of a range of penalties and 
sanctions. These will include warning/imposition of prior approval for all 
treatments/fines or tennination of contract. The revised arrangements for 
terminations and disputes will be incorporated into this document when agreed. 

ELIGIBILITY 

• Additional Groups will be added to the scheme only with the agreement of the 
Irish Dental Association. 

• It is comprehended that all eligible adult medical card patients who become 

eligible due to recent changes in the eligibility criteria for medical card holders are 
included in the DTSS. 

• Extra funding is to he allocated to cover the costs of introducing the final cohort. 

• Medical card holders who are also entitled to treatment under the D.S.F.e.A. 
will be identified and their R.S.I. number is to be recorded on the new fonns, if 

available. Claims will not reject in the absence of the R.S.I. number. 

HEALTH AMENDMENT ACT 1996 <section dealing with Hepatitis C patients) 

As previously notified, any person with established eligibility under the Health 
(Amendment) Act, 1996 may he treated under the routine element of the scheme, 
regardless of age (these persons are not medical card holders but have been issued 
with a blue authorisation card). Further discussions are to take place in relation to 
this Group between the Department of Health and Children and the Irish Dental 
Association. 

INVALID CLAIMSIRECLAIM LIST SYSTEM 

Revised systems will be introduced to disallow invalid claims and improve the 
reclaim list system, e.g. partial payment of claim. 
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MONITORING COMMITTEES 

In order to facilitate the positive development ofthie scheme and to allow for 
greater involvement of panicipating dentists a National Monitoring Committee will 
be reactivated. Additionally a Local Monitoring Committee will be reactivated in 
each Health Board. 

The N.M.C. is to meet at the end of each quarter to review the nTSS budget for 
each Health Board and to prepare submissions on funding requirements for the 
following years budget. Information to circulate at least two weeks in advance of 
meeting. 

For an initial period of 12 months the L.M.C. in each Health Board will meet on a 
monthly basis to review the scheme. An agreed monthly report will issue to the 
N .M.C. from each L.M.C. Information to circulate at least onc week in advance of 
meeting. 

APPEAL SYSTEM 

A revised appeal system is to be introduced to cover penalties, non approval issues 
and payment issues. 

ACCOUNTABILITY 

The operation and implementation of this agreement shall take account of and be in 
accordance with statutory provisions regarding accountability and sound financial 
management . 

REVIEW 

The scheme wiU be jointly reviewed in September each year. The next review will 
take place in September 2000. 

• 
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TERMINATION AND DISPUTES 

29(a) Either party may tenninate this Agreement at any Time: 

by giving to the other not less than 3 months prior notice in writing of intention to do so to the other 
and immediately after such tennination the CEO may delete the contracting dentist's name from the 
dental panel. Any dental letters and charts held by the contracting dentist prior to the expiration of 
such notice in respect of which the dental treatment has not been conunenced shall be deemed to have 
been cancelled. Treatment which has been sanctioned may be completed. 

or 

(b) on the contracting dentist taking up full time employment ",ith the State or a Health Board. 

30(a) Whenever, in respect of the contracting dentist, there is, in the opinion of the Chief Executive Officer, 
reason to believe that the contracting dentist has not complied with the terms of the agreement or has 
failed to administer proper treatment to any qualified persons entitled thereto, the CEO may 
suspend operation of the agreement while the alleged non-compliance is being enquired into and any 
action to be taken by the Chief Executive Officer in regard thereto is being detennined. 

(b) In order to enquire into the alleged non-compliance (or the alleged failure to administer proper 
treatment to any qualified persons entitled thereto), referred to in (a) above, the CEO shall notify 
the contracting dentist in writing of the reasons for his belief and infonn him that he will consider 
any representations made by him or his behalf received within 2 1 days of the issue of the 
notification. 

(c) Without prejudice to any legal remedies the Chief Executive Officer may have, if the Chief 
Executive Officer, having considered any representations made by or on behalf of the contracting 
dentist, is satisfied that the contracting dentist has not complied with the terms of the agreement or 
has failed to give proper treatment to any qualified person entitled thereto, he may do any or some 
or all of the following: 

1 Decide in favour of the contracting dentist to the effect that there has not been non - compliance 
with the terms of the agreement or failure to administer proper treatment to any qualified persons 
entitled thereto. 

2. Require the contracting dentist to undergo periods of educational training or corrective development 
coaching. If the contracting dentist fails to adhere or to comply with this requirement within a period 
of time specified by the Chief Executive Officer, the Chief Executive Officer may tenninate the 
agteement and notify the contracting dentist accordingly. 

3. Issue a warning, or admonishment. 

4, Require the contracting dentist to pay a punitive monetary amount (not exceeding £10,000) which 
shall be recoverable by deduction from any monies payable or as a simple contract debt. 

-

J 
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5. Detennine limits for prior approval other than those applying under this agreement 

6. Detennine a period during which no treatment can be administered to qualified persons under the 
agreement without prior approval. 

7. Tenninate the agreement and notify the contracting dentist accordingly. 

31 (a) 

(b) 

If the contracting dentist is aggrieved by any action of the CEO in relation to clause 5 and/or 
30(c) subparagraphs 4 and 7 of this Agreement, helshe may, by giving notice in writing tot he 
eEO, within twenty one days of the receipt of notice of such action, appeal against such 
action. 

As soon as practicable after receiving notice of the contracting dentist's appeal, a Dental 
Appeals Tribunal shall be convened by the eEO, consisting of one person nominated by the 
Association and one person nominated by the CEO and an independent Chairman who is a 
practising barrister of not less than five years standing and who is acceptable to the 
Association and the CEO. This Tribunal shall have power only in relation to appeals arising 
from action taken under Clauses 5 and 30(c) subparagraphs 4 and 7 oftrus agreement. 

(c) During the conduct of the Tribunal proceedings the Chainnan shall have discretion as to the 
conduct of the proceedings and in particular shall: 

(i) decide the order of appearance of persons appearing before the Tribunal 

(ii) pennit the dentist concerned, or the Chief Executive Officer, to appear in person or to 
be represented and/or assisted by another person, and 

(iii) hear, ifhe!she thinks fit, any person who is not a party to the proceerlings including 
the ED/GDP. 

(d) Any questions arising before the Tribunal shall be decided by the majority of the members of the 
Tribunal who are present and vote and, in case of an equality of votes on any question, the 
Chairman shall have a second or casting vote. 

(e) The Tribunal shall complete its deliberations with all practicable speed. 

(f) The Tribunal, shall, having considered the submissions made by both parties, issues its Findings 
to the CEO which may confirm, vary, alter or rescind the action proposed to be taken under 
clause 5 and/or clause 30(c) subparagraphs 4 and 7. 

(g) The Tribunal shall make its Findings known in writing to the Chief Executive Officer who shall 
notify in writing (within seven days) the dentist concerned of the Findings. 

(b) Where a Finding of the Tribunal is that the agrocment be terminated, the Chief Executive 
Officer shall notify in writing (within seven days of receipt of the Tribunals Findings) the dentist 
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concerned that the agreement shall terminate on behalf of the board after the expiration of a 
pericx1 of twenty one days. 

(i) The Chief Executive Officer may at the same time if appropriate notify in writing the Dental 
Council of the Findings of the Tribunal and shall on request from the Registrar supply such 
particulars as may be necessary for the Council to consider the matter. 

-

-

-

-

J 
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Appendix I - Examining DentistlG P. Unit 

Appendix 2 . Form Completion Procedure 

Appendix 3 - Validation requirements 
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APPENDIX 1: EXAMINI NG DENTIST/GP UNIT 

APPOINTMENT OF EXAMINING/GENERAL PRACTITIONER UNIT 
DENTIST 

Each CEO shall appoint a number of examining/general practitioner unit Dentists. This 
appointment will be made following open competition. 

The Chief Executive Officer may appoint an examining dentist who is registered within the 
meaning of the Dentists Act 1995 following an open competition. Appointments will be for 
a period of three years. 

The interview board to be approved by the CEO will include one person from a panel of 
participating dentists nominated by the Irish Dental Association and IMPACT. 

The examining general practitioner unit dentists examining the patients of private 
practitioners will be limited to private practitioners. However. in exceptional 
circumstances, e.g. conflict of interest, complexity, a CEO may appoint a dentist '\\'ho is not 
engaged in full time private practice to carry out a specific investigation. In such 
circumstances, the C.E.O. may consult with the President of the LD .A. regarding the 
appointment. 

FUNCTIONS: 

The primary role of the Examining G.P. Unit Dentist will be to ensure the probity of the 
dental claim as well as ensuring that the quality of dental treatment provided meets 
currently acceptable professional standards within the limitations of the treatment schedule. 
The examining general practitioner unit dentist remit in this regard shall be confined to 
clinical examination of the patient and report and reconunendations regarding dental 
treatment only. Helshe will nonnally carry out examinations in the Examining/G.P. Unit 
Dentists surgery or a Health Board Surgery. Examinations may be carried out in the 
contracting dentists surgery solely at the request of the contracting dentist. To ensure 
probity examining general practitioner unit dentists will have made available to himJher by 
the contracting dentist, any documentation i.e. records or X Rays, that would be relevant to 
hiSlber examination, 

The Principal Dental Surgeon will contact the examining general practitioner unit dentist, 
and together they will make a decision on what course of action is required. 

The examining general practitioner unit dentist will present, to the Principal Dental 
Surgeon, an annual report which will contain all of the activities of the unit for the previous 
12 months. This report will be presented by the appropriate Principal Dental Surgeon to 
the L.M.C. 

-
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EXAMINING IGENERAL PRACTITIONER UNIT DENTIST 

The examininglG.P. Unit Dentist will have two main roles to perfonn they will be 

(1) An examining dentist to carry out examinations at the request of the Health Board 

The CEO ofa Health Board may appoint an ExaminingfG.P. Unit Dentist (who is 
registered within the meaning of the Dentists Act 1985 and fulfills the conditions described 
in "Appointtnent of Examining Dentist") to participate in the monitoring of dental treatment 
provided in the DTSS . 

ExamininglG ,P. Unit Dentist fees will be at sessional rates but sessional rates plus locum 
allowance may be agreed while the ExamininglG.P. Unit Dentist is away from his/her own 
surgery. Public service rates will apply for travel and expenses when away from 
Examining/G.P. Unit Dentists own surgery. 

a) An examination by the ExamininglG ,P. Unit Dentist may be made either before, 
during or after the period of dental treatment. The contracting dentist must be 
advised in writing and given an opportunity to attend. 

b) The contracting dentist shall be at a liberty to attend the examination if he/she 
desires and whether the contracting dentists attends or not, he/she shall give to the 
Examining/G.P. Unit Dentist all such information and particulars in regard to the 
dental treatment as the Exarnining/G.P. Unit Dentist may require. 

c) The ExamininglG.P. Unit Dentist may recommend an amendment, alteration or 
adjusbnent of the dental treatment and may amend the estimate on the dental letter 
and chart accordingly. The coIlttacting dentist shall carry out any amendment.. 
alteration or adjustment of the dental treatment so recommended unless he/she finds 
himselflherself -in conscience unable to do so. If such circumstances should arise, 
the contracting dentist shall make a report in writing to the CEO who should allow 
himJher to withdraw from the case. The contracting dentist shall not make a charge 
in respect of alteration or adjustment of any dental treatment which has already been 
completed by him/her. Ifno agIeement is possible between the contracting dentist 
and the ExamininglG.P. Unit dentist. and the contracting dentist does not wish to 
withdraw from the case, he/she may, by giving notice in writing to the CEO, within 
21 days notice of such action, appeal against the alteration ofhisJhcr proposed 
treatment plan. The Dental Appeals Tribunal would be the same body as in clause 
30(b) of the contract. The findings of the Dental Appeals Tribunal will be binding 
on both parties. 

d) The fees of the Examining/G.P. Unit Dentist shall be borne by the Chief Executive 
Officer of the Health Board. 
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e) The contracting dentists shall not charge any fee for attending examination by the 
ExamininglG.P. Unit Dentist or furnishing to the ExamininglG.P. Unit Dentist 
infonnation and particulars regarding the dental treatment. 

f) The Examining Dentist in the exercise of hislher functions shall follow protocols and 
attend training programmes which may be reconunended by the Department of 
Health and Children following consultation and agreement with the National 
Monitoring Committee. 

(2) To work within the primary care unit . He/she will advise the Principal Dental 
Surgeon who will retain overall responsibility for the D.T.S.$ . 
He/she will also: 

- visit/contact G.P.s in hislher area 

- maintain a record of contacts/visits made. 

- work with the Principal Dental Surgeons and the contracting dentists in relation to 
patients complaints . 

- work with and advise outside Consultants to develop standards and guidelines and 
to facilitate improved accountability and quality initiatives. 

- record any problems that the G.P. has with the scheme in relation to his/her 
practice. 

- advise G .P .s who are having difficulty in complying with the tenns of the 
agreement. 

- to act as a conduit for the dental profession operating the scheme in respect of their 
relationships at health board level and with the G.M.S. (P) Board. 

- to assist in the drawing up of reports for management for presentation to the 
L.M.C. or N.M.C. on the performance of the scheme. 

- to interact with their colleagues in medicine and pharmacy to ensure better 
co-ordination of responses for patients attending primary care services. 

- promote with G.P.s all of the health promotion strategies and initiatives and in 
particular oral health strategies. 

It is recognised that training will be required for ExamininglG.P. Unit. Principal 
Dental Surgeons and Local Monitoring Committees representatives funded by the 
Department of Health and Children. 

] 

J 
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Examining Health Board Dentist; 

APPOINTMENT OF EXAMINING HEALTH BOARD DENTIST 

Each CEO shall appoint a number of examining Health Board dentists. The Chief 
Executive Officer may appoint an examining dentist who is registered within the meaning 
of the Dentists Act 1995 following an open competition organised by the Health Board. 
Appointments will be for a period of three years. All examining dentists must be 
contractors operating the DTSS. 
The examining dentists examining the patients of Health Board dentists must themselves be 
Health Board dentists. 

FUNCTIONS: 

The role of the Examining Dentist will be to ensure the probity of the dental claim and 
accountability of participating dentists. He/she will also ensure that the quality of dental 
treatment provided meets CUI Iently acceptable professional standards 'within the limitations 
of the treatment schedule, He/she will carry out examinations in the Health Board surgery. 
To ensure probity Examining Dentists will have made available to him/her by the 
contracting dentist, any documentation Le. records or X-rays, that would be relevant to 

hislher examination. 

Nothing in the above will diminish or dilute the reporting relationship of Health Board 
Dentists to the Principal Dental Surgeon. 
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APPENDIX 2: FORM COMPLETION PROCEDURES: 

Redesign of Claim Forms: 

A most significant difference will be a reduction in the number of forms - the existing 
four claim forms -
DJ Above the line 
D2 Below the line 
C Full denture 
E Emergency 
Will be replaced by one form - Form D 

The form has been designed for use with the newly issued plastic laminated Medical Card 
imprinters - dentists are reminded to ensure that the claim form is correctly aligned and 
secured with the plastic gripper on the imprinter machine prior to imprinting the card 
details . In circumstances where an imprinter is not being used the patient details must be 
written in the top left corner of the form followed by the dentists panel number, name and 
address. 

The procedures to be followed when seeking approval or claiming payment using these 
forms are outlined. hereunder. 

Form D Claim Form: 

All oral examination must be completed and the results charted using the appropriate 
codes. The dentist may then claim for above the line items of treatment. Only claims in 
respect of treatments provided to eligible GMS patients will be paid. Therefore, dentists 
should satisfy themselves that the person presenting is eligible. On completion of 
treatment the dentist and patient declarations at the foot of the form must be signed and 
forwarded to GMS (payments) Board for payment processing. Participating dentists 
must ensure that all details are accurate before signing and submitting the claim form. 

Patients who Fail to Return for Treatment 

Procedures to be agreed. 

Reclaims: 
J 

Claims which are rejected for payment because of invalid or insufficient data will J 
continue to be reported on a reclaim listing each month - all necessary corrections and 
amendments should be inserted on the reclaim listing for submission to this Board for 
processing. Reclaims may, where necessary, be submitted under separate cover on a date 
not later than the lOth of the month and every effort will be employed to ensure that these 
are included for payment in the following month. 
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Outlined hereunder is a matrix which it is hoped will benefit dentists in making claims 
under the new arrangements - the purpose is to clearly outline the limitations and 
regulations pertaining to the provision of each type of treatment - where a claim for 
treatment does not comply \\-i th these guidelines it will be deemed invalid and reject for 
payment-

Claims should be forwarded to the Board in a pre-addressed envelope (supplies available 
on request). 

XI Dental Examination: 

The completion of the chart is mandatory when making any claim or application or for 
approval of a Patient Care Plan on this fonn including claims in respect of full dentures. 

The codes under this category are: 

o (alpha code) = 
- (hyphen) = 
F (alpha code) 

Decayed 
Missing 
Filled 

When a code is not inserted against a tooth the status will be recorded as sound. 

X6 Miscellaneous 

The codes under this category are 
H (alpha code) - Haemorrhage 
P (alpha code) = Pulpotomy 
T (alpha code) = Dry Socket 
A (alpha code) = Ahcess 
B (alpha code) - Biopsy 

The above code(s) should be recorded on the tooth chart and payment will be calculated 
'With refelence to the number of teeth indicated. 

A space on the form is provided to indicate which treatment was carried out. 

X2 Prophylaxis 
Claims for prophylaxis will only be paid every six months otherwise state clinical 
necessity . 

When making a claim under the above category dentists will, in the first instance record 
one or more of the following codes in the appropriate segments of the CPITN (Community 
Periodontal Index of Treattnent Need) Chart 

o == Healthy gingival tissues with no bleeding after gently probing (using a periodontal 
probe) around any of the teeth in a given sextant. 
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1 = Bleeding after gentle probing in one or more teeth in a given sextant, no calculus is 
detected. 

2 - Calculus - supra or subgingival calculus is detected around one or more teeth in a given 
sextant. 

X9 Protracted Periodontal Treatment 

When making a claim under the above category dentists will, in the first instance record 
one or more of the following codes in the appropriate segments of the CPITN (Community 
Periodontal Index of Treatment Need) Chart. 

3 = Pocketing> 3.5 mm is detected around one or more teeth in a given sextant. 

4 = Pocketing> 5,5 mm is detected around one or more teeth in a given sextant. 

CPIT N SEXTANTS • •• • • 

87654 321 123 45678 UPPER 
LEFT 

LOWER RIGHT 87654 321123 45 678 LOWER 

2 1 

1 1 

4 

I 
4 

3 2 

LEFT 

X9 Claim will only be allowed where a 3 or a 4 has been recorded in any of the sextants on 
CPITN. Having ticked the X9 treatment box, the number of visits required and the 
estimate of cost must be inserted, the fonn must then be submitted to the Health Board for 
approval. 

o 
o 

The treatment to be claimed will be Xl 

Example 2 

4 
2 

The treatment to be claimed will be X9 subject to prior approval 

X3A -, Amalgam Restoration 
X3C - Composite Restoration (Anterior Teeth) 
X4 - Exodontics 
X5 - Surgical Extraction 
XI 2 - Urgent First stage endodontic (anterior teeth) 

Code~L 

Code ~ C 
Code~N 

Code ~ S 
Code~U 

] 

J 
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In the cases of treatment X3A - X5 inclusive and XI 2 the relevant code must be ticked 
once regardless of the number of teeth treated and the same code should then be inserted 
against the toothJteeth number(s) on the chart. 

X61 Denture Repairs: 

This treatment type now includes an additiona1 box for the number of repairs under each 
category. 

Treatments which require Health Board Approval 

When a dentist identifies a treatment need, a Patient Care Plan should be completed on the 
D form - the results of the Oral Examination must be charted and the proposed treatment 
including estimates of cost must be entered on the form which must be submitted to a 
Health Board for approval . Approval will be given within one month. The Health Board 
will upon approval, return parts I and 2 to the dentist and the dentist will forward part I 
only to the GMS (Payments) Board for processing. Part 2 should be retained. for record 
purposes. If the claim is rejected the clinical reasons must be given. 

X7 Endodontics: Code=E 

As there is now no emergency form, endodontics \-vill now be claimed on the D form. 

X8 Apicectomy/Amputation 
of roots Code = P 

(6 upper and lower anterior teeth only) 

In the case of treatments X7 and X8 a tick is required in the treatment code box and the 
same code letter should be inserted on the treated tooth on the tooth chart, the estimate of 
cost of treatment should be inserted in the space provided and in the case of X7 you should 
indicate the number of fees being claimed prior to submission of the fonn to the Health 
Board for approval and agteement of fee . 

XIO Extra Oral Radiographs 

The XIO treatment code box must be ticked and the amount being claimed must be 
recorded in the space provided. It should be indicated in the spaces provided the number of 
fihns being claimed i.e. one film, two or more films or panoramic. 

XII Prosthetics: 

This category now incorporates Full Denture Treatment together with partial dentures and 
relines. You are requested to enter the amount of your claim in the space provided and to 

indicate either Upper U or Lower L for Full Denture, Partial Denture or Full Reline. 
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Once all necessary treatment has been completed part I of the claim may be submitted to 
the GMS (Payments) Board for processing. 

As stated above, dentists may claim a fee for an Oral Examination in respect of an 
individual once only in any 12 month period, except on grounds of exceptional clinical 
necessity. 

Should you have any queries regarding the use of these forms you should Contact the 
Board's Dental Unit. 

• 

J 
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APPENDIX 3: VALIDATION REQUIREMENTS 

DATA: 

Dentist Panel Number: 

Medical Card Number: 

PRSI Number: 

XI Dental Examination; 

X2 Prophylaxis: 

VALIDATION REQUIREMENTS: 

The number quoted must be valid and the Contractor 
must be participating in the Scheme on the date of 
treatment. 

The Medical Card number must be valid and current 
and be that of the person named on the claim fonn. 

The patients PRSI Number (if applicable) must be 
shown on the claim form (if available). 

Except on grounds of exceptional clinical necessity a fee 
for a dental exam is only payable once in a 12 month 
period for the same person treated by the same 
dentist/practice. A new range of codes have been assigned 
under this category. Blank teeth will be recorded as sound. 

New chart (six segments) - a status must be indicated 
against at least one segment. This treatment cannot be 
repeated for the same patient from the same 
dentist/practice within six months and cannot be claimed in 
conjunction with X9. Claims for X2 and X9 within twelve 
months of each other will be flagged to Health Boards for 
any necessary fonow-up enquiry. 

X3 a Amalgam Restoration/A restoration may not be repeated on the same tooth 
X3C Composite by the same dentist/practice unless the clinical 
Restoration: necessity for such treatment accompanies the claim. 

X4 Exodontics: 

X5 Surgical Extraction: 

No additional treatment may be claimed in respect of the 
same tooth on the same occasion. 

An extraction may not be claimed in respect of a tooth 
which is recorded as missing on the patient chart. No 
other treatment may be claimed for on the same tooth on 
the same occasion. Allowance wiU be made for retained 
roots and also tooth movement under the reclaim system. 
A pre~perative X-Ray must be made available if 
requested.. 



X6 Miscellaneous: 

X6.1 Denture Repairs: 
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Dry socket Code T will not be paid if the tooth was 
extracted by the claiming dentist/practice. No other 
treatment can be claimed on the same tooth on the same 

. 
occasIon. 

The number of repair items must be indicated on the fann. 
A lab receipt must be available for examination if 
required. 

X7 Endodontic Treatment: The fee for treatment must be approved by a Health 
Board. A post treatment X-Ray must be available for 
examination if requested. 

X8 Apicectomyl 
Amputation of Root: 

Fee for treatment must be approved by Health Board. 

A post treatment X-Ray must be available for examination 
if requested. 

X9 Protracted Periodontal The treatment must be approved by a Health Board . . 
Treatment; A status must be indicated against at least one segment of 

the new six segment chart. Cannot be repeated for the 
same patient from the same dentist practice ""ithin 12 
months. Cannot be claimed in conjunction with X2. 
Claims for X2 and X9 within 12 months of each other will 
be flagged to Health Boards for any necessary follow-up 

XIO Radiographs: 

Xll Prostbetics: 

X12 Urgent I' stage 
Endodontic: 

• 
enqUIry. 

A fee for a panoramic X Ray is only payable for the same 
patient once every 4 years otherwise clinical necessity 
must be outlined. This treatment must be approved by a 
Health Board. 

The treatment must be approved by the Health Board. The 
category will now incorporate full upper and full lower 
dentures and partial dentures . Denture treatment cannot 
be repeated within 5 years, without prior approval. 

This is a treatment item which will facilitate the 

treatment of patients who require urgent first stage 
endodontic treatment. Treatment of the same tooth by the 
same dentist/practice may not be repeated within two years 
without clinical necessity being stated. A preoperative 
X-Ray must be made available if requested. 

J 

J 
J 
J 
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In making claims in respect ofX5 Surgical Extractions, X7 Endodontic Treatment, X8 
Apicectomy/Amputation of root or X12 Urgent I"' stage Endodontic, the participating 
dentist will confirm as part of a claim that X-Rays have been taken and are available. If at 
the request of the G .M. S. or Health Board the X-Rays are not provided within 2 weeks of 
the request, an amount equivalent to the treatment claimed for may be deducted from 
monies due to the dentist. 

Additionally the dentist may in future be required to submit X-Rays with future claims. In 
any event dentists will comply with any request to submit X-Rays . 
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''-'IENI"S .. ~ 
M"p eAt. 
CAROHO. 

'AUO 10 

D£/fTIST" HAlE to 
PANEL MO. 

.OOOESS 

1 

Declaration by Dentist 

I (er tify that the Treatment de tailed helOOfl has been 
completed and d aim Ihe apPfOpria l e fees. 

Dentlsn Signature: __ . ____ _ -------
Date: ~EB[T] 

Declaration by Patient 

I (ert ilV that the Treatment detailed hereon has been 
carried out to my sat isfact ion. 

Patient's Signature: --~-.. - . __ . _. __ ._.-

Date: DIOI~IYIY 

" ... .. ) "' ! " J • d L J 
. ---.-.... - .. " -. 

1 FORM NO. D 1 
GENERAL MEDICAL SERVICES 

DENTAL TREATMENT SERVI CES SCHEME 
I :iM1It , ~l Bd, ,~;dMjH : .'1' :1 • _" ••• 0 _ . __ " • 

• 
• • 

r~\!IDentafE~natiOn __ . __ . -. 
-- 1 

.,.- - .. --
I _ I I _ 

CODES 

0 - Decayed f - Filled _. Missing 

- -- .... 
Please comple te the C.P.I .T.N. Chart using the appropria te codes. 

UPPER RIGHT I UPPER L ' ---I UPPER LEfT I. - .. _1 
LOWER RIGHT 1'-', LOWER C-==:J LOWER LEfT [ - .... :~~ 1 
CODES 

0- Healthy 1 - Bleeding 2 - Calculus 

rA3:1 I!. ' - A~aigam Restoration .. .- _. ._ -.-. --_._--_ ... ,._._-

--- ... ,- --I .. - .. _--.,. , 

No. of Fees 

flU] , Composite Restoration (Anterior Teeth Only) 

11 13 12111 
141312111 
NO, 01 Fees 

1 1 1 2 1 3 1 21 
111213131 
1 

Olnlcal Necessity (Refer to Valldatlon Rules) , 

, 
«10 U p~,~ m.,k th~ toothlt ~~th 

r ~41~_ ~Ko~o~ti.c~ '~ .... -.-

111817161514131211 11 11213141 sI6 1718hJ 
1 4 1 8 1 7 1 6 1 5 1 41312 1 11111213 1 41~16171 ilil 
No. of Fees L ____ _____ __ .~~: I 
r~_~Surgi~;i E;tr;(t1o~ --=--- __ -~= .. -- . -~. --,.,.=._ I 

11181716ISI413 12111111213141516[718[2J 
141817161 5 1413 1 211Illi~JililiEL~1 

1-· .... ·-- ·-··· -I 
No. of Fees 

-- - . 
Please Specify No. of 15 minut~ units I I (Ma. 3 P'" Tooth) 

rA6, -Mi5ceiia~eous ---- --- -- - ---

1 I 111 1 11 

1
- -· .. ·---- · 1 

No. of Fees ._ .... ----- .--. -. 

(OOES 
H . Haemorrhage 
A · Abs<ess 

P - Pulpoto my 
8 . 8ioJXY 

T · Dry So(ket 
D . Dfe~~i nq 

rAt") -- Urgent 1si Stage Endodontic Treatment 
" " ' 1 ~1 (Anterior Teeth Only) 

[11312121 [i'["213 [~J 
14 r 312liJ liT 21ill No. olf'" I 

rA8l Denture Repairs 

No. of Repair s No. of Rep<li r~ 

Cracks. Fissures and Fractures 0 Replacement 0 1 Tee th I _ J 

Replacement of Band or Wire r=I e.te nsion of Plate ' --- I 

I J 
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VAUDTO 

PAHElMO . . 

OENTltrS NAME 

Dehtlst .' " . .. .. 

For Offidal Use Only 

.. 
Apptoval is granted 10 (arry out the : 
Treatmenl(s) detailed ooeon. 

.. ,. 

I Below the Line 

H.e. Ollldal'$ Signature: __ . . _ • _____ • ___ ._ 
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