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Sum'mary 

-'\dul[s on low incomes have been enti[led [0 free dental care under health care legislation since 
1953 under [he Health .-\ct. A series of policy documents advocated the implementation of 
adequate dental services to this group but competing forces for resource allocation delayed 
initiativ'es until 1994 when the Dental Treatment Services Scheme (DTSS) began. The DTSS 
scheme is managed by the health boards with the assistance of the General Medical Services 
(Payments) Board. Services were mainly provided to 900.000 eligible adults by 858 private 
dental practitioners in 1998. The scheme has been introduced ona phased basis and the age 
group 35 to 64 is still excluded from the Routine Treatment Scheme. 

The Objective of the DTSS 
• To improve the oral health of adult medical card holders and thereby reduce the equitv 

gap between this population and the population as a whole, by providing a high qualitv 
dental service . 

. -\Jthough the dental health of younger adults has improved greatly and tooth loss below the 
age of 34 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 reparative 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 £ 21 m. 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 
performance 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 cohon 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 be increased to approximately £36 million plus fee increases by 

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

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

Scheme contract of the Depanment of Social Community and Family Affairs. 
Unification of the schemes would improve equity and accountability and reduce 
administrative costs as well as facilitate cost-containment through joint fee 
negotiations. 



Introduction 

In March 1997 [he Depanment of Finance's proposal for expenditure reviews was approved. 
This review process is a key part of the refonn of our financial management system which is 
central to the Strategic Management Initiative. The aims of the review are to determine 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. the Dental Treatment Services 
Scheme (DTSS). Evaluation and review of this service is particularly apt at this time because 
the service is well defined and has been evolving over the last number of years .. -\s the se["\' 
has developed and become more complex. it has demanded increased resources and this trenu 
is likely to continue. Therefore, this opportunity to evaluate and review the scheme is 
welcomed. 

In this evaluation. it is intended to determine the value of the DTSS to see if it has been 
carried out as prescribed and to discover whether the required performance and objecti\'es 
have been achieved. It is hoped that this initial review of the DTSS will demonstrate the 
extent of the scheme's contribution to oral health in the adult medical card population and 
demonstrate that the programme is relevant and appropriate. 

The Dental Treatment Services Scheme 

The Dental Treatment Services Scheme was introduced 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) medical card holders. The responsibility for providing a dental treatment service to 
medical card holders was transferred from the community dentists to the private dental sector. 
under an agreement between the Irish Dental Association, the health boards and the 
Department of Health and Children. The scheme is principally delivered by the private dental 
seClOr and is administered by the health boards. 

The scheme was introduced on a phased basis. In the initial phase, persons aged 65 years and 
older were identified as a priority group for routine dental treatment and an emergencY' 
scheme, for the relief of pain, was introduced for the remaining eligible population. The 
second phase of the scheme was introduced on the I st 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 holders 
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. 



Finance of the DTSS-

_.-'.5 was e.,peeted_ the Depanment 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 sector by the Depanment of 
Health in ! 997 Because the scheme is relatively young and the demand for care 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_ imponant background information is set out in chapters one to five. 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 Depanment of Social 
Welfare's 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 population in context. the next 
chapter will describe various oral health care systems in Europe and will also comparatively 
analyse 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 cohon can be better 
understood. Chapter five explains how the DTSS scheme complements the Department of 
Health and Children's overall strategy for the improvement of oral health in Ireland. 

Chapter six outlines how the DTSS operates, that is, its administration, management and 
legislative basis. Financial outcomes and projections are then described 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 
imponant dental service. Chapter eight seeks to explain what has been achieved through the 
DTSS and how resources were used to improve health gain over the life span of the scheme. 

The Department of Health and Children has set out its key principles for the Irish health care 
services, in its strategy document Shaping a healthier f"t"re, as quality, equity and 
accountability. Therefore, these aspects of the DTSS are analysed in some detail in chapter 9. 

E valuation is an intregal part of the planning process and the results are the staning point for 
limher 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. 



Chapter 1 

History And Background To Developing a Dental 
Treatment Seryice For Adults On Low Incomes 

1.1 The Beginnings - Health Act 1953 

Adults on low incomes have been entitled to free dental care unLier 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". Linder Section 
I 4 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 Seryices and their Further Development 1966. 

The shortcomings· of the dental service were referred to in a White Paper entitled Th~ H~al!h 
Sen'ic~s 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 maih 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. [t also 
referred to the use of a system of priorities and highlighted unavoidable delays in the provision 
of dentures. 

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 of the 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 sometime before eligibility for dental 
services for adults would be accompanied by sufficient resources to enable universal access to 
basic dental care. 



I A Review Of Health Services 1975 

Because of dissatisfaction expressed by professional groups about implementation of some 
aspects of the ! 970 Health Act. the .'V(jnister for Health. vIr 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 ser.~ces 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 JoiJII 

Workillg Party Report all Dell/a! Services 1979. The authors of this repon stated that 
"While ihere 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 ITom health boards for that period indicate that there was approximately 550.000 
entitled to ITee dental care of which about 10% were in receipt of some form of dental care. !t 
was also pointed out that treatments consisted mostly of extractions for the relief of pain and 
the provision of dentures. The repon recommended that in a situation where 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. 

I. 6 Ad Hoc Dental Scheme 1980 

In response to the loint Working Pany repon, 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 
Depanment of Social Welfare'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 .-\d 
Hoc Scheme while a fiJl1her 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 
high ponion 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 ofunmet treatment need due to the 
unavailability of dental care for this group for long periods. The combination of higher 
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treatment needs in lower income groups and,the previous lack of routine dental treatment 
made the ,-\d-Hoc scheme expensive compared to the' cost of the Social Welfare scheme 

Health Boards, fearing escalating costs, began to cunail 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 
impaci on the deliverv of other dental services provided by health boards, in panicular, the 
community dental services. An examination of statistics returned by health boards for the 
period illustrates two imponant 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-

Eniergencv Treatment 

Health Board Dentists 17,20 I 27,890 

I Ad-hoc Scheme 363 461 

Routine Treatment 

I Health Board Dentists 38,822 33,035 
I 
I Ad-hoc Scheme 31,698 5,830 

I Total number treated 88,084 67,216 

L 7 Overview of Operation of Ad -Hoc Dental Scheme 

ln 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 
[he 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 that 
there was no care. available for most eligible persons except for emergencies. 

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. .4.n 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 availabilitv of routine 
care was reduced to a figure close to 55% of those eligible. The majority of those treated 
were from high priority groups such as the elderly, handicapped, and pregnant or nursing 
mothers. 
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The uptake level on the ad hoc scheme was low in comparison with with the uptake under the 
Depanment of Social Welfare's Treatment Benefits Scheme which was close to 30% in 1988 

1.8 Summary 

• The .-\d Hoc Dental Scheme was discontinued because of a shonfall 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 bv most eligible patients. 

There was lack of unifonnitybetween health boards in the administration of the 
scheme. 

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

I. 9 Working Group Appointed to Review the Delivery of the Dental Seryices 1988 

In March 1988 a working group was established by the Minister for Health Dr. Rory 0 
Hanlon to repon on ways in which the delivery of dental services should be improved, known 
as The Leydon Repon. 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 statutorv 
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 50 that the 5er."ices 
for children could. in tum, be improved 

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 ad,ults. 

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

An additional specific allocation should be provided to improve accessibility to dental 
ser'vices for eligible adults. 
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1.10 State Of Dental Sen'ices Creates Charged Political Atmosphere 

There is Iirtle doubt that the findings of the Leydon Report were delivered to Governm~nt 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 sel'·ices. The plight of elderly medical card holders without dentures received particular 
attention in the media .. -\ 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 should be asked to treat adult patients during extra evening sessions . 

. , l:sing the Ad-Hoc Scheme where available to treat additional patients. 

1.13 Treatment Statistics For Period 1989 to 1994 

.-\0 examination of Health Board returns for the period 1989 to 1994 (Table (2) gives an 
indication of the level of activity achieved by additional funding and the trend in treatment 
patterns. The period commenced with high levels of emergency treatment with an 
accor:lpanying high extraction rate, reflecting the poor oral health status of thiscohort and a 
considerable back log of unrnet .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 extraction's 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 50.148 
Dentures 3.001 1\.379 8.658 1l.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 uniform 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 reactivating of the Ad-Hoc scheme and was not 
willing to co-operate unless the scheme was restructured. A small number of dentists did 
work the scheme but coverage was very patchy outside of large urban centres. 

While much was achieved by the additional funding, the strategy was unsustainable in the long 
term 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 board resources were 
concentrated. 

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

The launch of the Health Strategy" Shaping a Healthier Future·' in April 199-1 with its 
emphasis on Equity, Quality and Accountability and the need for a demonstrable health and 
social gain was to lead 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 DTSS was set-up in 
1994. 
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Chapter 2 

Oepartment of Social Community and Family Affairs 
Oental 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 ongins 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 Wei fare 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 confinned that it was long tenn 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 staff of 24 from its offices in Letterkenny. County 
Donegal. There were 935 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 patients 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 .-\CtS 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' and in November of 1997 agreement was reached between the Depanment of Social 
Community and Family Affairs and the Irish Dental Association to extend cover to new 
entrants to the public se'rvice who pay full pay related social insurance (PRSI) This had the 
effect of introducing 5000 public servants into the scheme in 1997. The total numbers in this 
cohon 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 £3 5.000 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 eligibilitv" under the DTBS and the DTSS. that is, 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 DTSS and DTBS which is 
administered using a single information system is one of this repons key recommendations. 

2.2.2 Evolution Of Policy 

The legislative basis for the DTBS scheme is contained in the Social Welfare Act of 1952 and 
various amendments to the scheme were brought about by Government decisions such as the 
decision to extend eligibility to public servants in 1995. [t is interesting to note that the mos!. 
recent changes affecting eligibility had their origins in discussions involving the Social Panners 
under the' various programmes agreed since 1987. These changes run counter to advice given 
in repons concerning the future of dental services. Pannership is likely however. to be one of . 
the dominant forces shaping policy in health and social services, for the foreseeable future. 
However. the lack of consultation with other stakeholders when making these decisions may 
be giving rise to funher 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. [t is wonh 
noting therefore that any changes agreed in the DTBS eventually has a follow on effect for the 
Dental Treatment Services Scheme, because of the parallel strucrure 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 Serv'ices Scheme (DTSS) is modelled on this agreement. The 1992 
contract is a product of its time. in that it is provider-oriented with little intrusion from the 
administration side. although an 'examining dentist' system was introduced to help assure 
quality and probity in the running of the scheme with the agreement of the dental profession. 

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 
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beneath £ 35,000, simple fillings, extractions. x ravs 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 subsidv with open balance 
billing. 

2,2.4 Monitoring of the 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 .. -\ system of random 
examination and scrutiny of all claim forms is carried out by administrative staff at DTBS 
headquaners in Letterkenny When unusual claiming patterns are discovered a senior officer· 
conducts an initial investigation that may involve the dentist concerned. [fthe matter is not 
resolved to the satisfaction of the officer. an examining dentist may be called to do a clinical 
examination and repon to the MiiLister When wrongdoing is confirmed a range of penalties 
are available including putting a·dentist on prior approval before payments will be made, 
financial penalties and complete removal from the scheme. 

2,3 Treatment Statistics 

There has been a steady increase in the number of claims each year in the DTBS as Table 1.1 
illustrates 

1993 
1994 
1995 
1996 
1997 
1998 

Tab[e 2,1 Number Of Claims 

Number of Claims 

306,068 
335,947 
337,032 
363,931 
375,[93 
399,000 

Table 2,2 
Demand for Care - % U plake for Age Cohorts 1997 

Age Group % Uptake 

° -18 f2% 
19 - 29 62% 
30 - 39 54% 
40 - 49 50% 
50 - 59 44% 
60 - 69 30% 
70 - 79 12% 
80~ 5% 
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There has also been a sieadv 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°'-0. The pallern of uptake for various age groupings differs significantly. 

2.3.1 Cost of Dental Claims 

The total cost of claims to the Depanment 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 £ 7.76m. The average cost of 
claims in 1998 was £57. 17 for the insured worker and £59.20 for dependent spouses The 
trend in average cost of claims over the period 1989 to 1998 is stable both for insured workers 
and dependent spouses (Table 2.3) 

Table 2.3 - Average cost per Patient 

Year Insured Dependent 
Persons Spouses 

1989 £ 38. 53 £ 54.57 
1990 £ 38. 03 £ 51.27 
1991 £ 38. 97 £48.27 
1992 £ 43 55 £ 5382 
1993 £ 52. 12 £ 6309 
1994 £ 52. 49 £ 54.17 
1995 £51. 09 £ 55.95 
1996 £ 53. 85 £ 5799 
1997 £ 54. 49 £ 57.94 
1998 £ 57. 17 £ 59.20 

2.4 Eyaluation of Trend in Costs 

There are three notable features about the trend in costs over the ten year period. 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. There was a high 
initial cost of dependent spouses in 1989, which coincided with the entry of the first batch of 
dependent spouses into the scheme who had a great deal of unrnet 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. 



13 

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 tar workers on salaries over £35.000 .. -\ccess to care for all insured workers continues 
to improve with increasing levels of uptake for all age groups. These reforms and 
improvements have taken place in a background of restricted access to care for medical card 
holders. These developments are completelv contrary to the recommendations of the 
Commission on Health Funding 1988, which advised that reforms of public dental, ophthalmic 
and aural services must take account of the needs of both medic1l card holders and insured 
workers and that reforms in either scheme cannot be made in isolation from the other. 
Furthermore, the Commission stated that the overall emphasis of the health services must be 
on improving the availabiliry of services to the lowest income group. 

There is a link between the DTSS 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 directly affect the Department of Health and Children's resource 
allocation plans, these negotiations and agreements take place in isolation from the 
Department of Health and Children. Unification of the schemes would facilitate 
cost-containment. (This recommendation is dealt with in greater depth in subsequent 
chapters. ) 
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Chapter 3 

Oral Health Care Svstems and Comparative Epidemiologv 

3.0 Comparing Oral Health Care Svstems 

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 
majoritv of expenditure in dental public health care systems and the disease and its sequelae 
are the main causes of tooth loss (Downer, 1998) Caries is therefore arguably. the most 
!'11portant 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 denial health of younger adults has improved greatly 
and tooth loss below the age of 34 years is nowadays unusual, adults whose teeth had erupted 

'Iong before the advent of fluoride toothpaste and fluoridation of the water supplv. 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 "'ew 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 35 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 25 years. 
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The caries experience and levels of edentuousness (ha,·ing no natural teeth) in the adult 
populations of the developed world have declined. The prevalence of caries in adults is 
remarkablv constant with age but in older subjects root caries is becoming more prevalent· 

~owadays, 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 dentistry 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. 

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 communitv still 
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 
oropharyrix) accounts for 2% - 4% of cancers diagnosed annually in western society (Nl!V!WR. 
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 
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 
:ancers 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. 



16 

. .lJthough persons at risk for the disease are more likel\" 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 a opportunity to screen for early signs of opal cancer 
I--·L\IWR. 1998) 

Increased incidence of tobacco smoking has been associated with lower socio-economic status 
(Sian. 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. I 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 of both 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 pan 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 suppon 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 of80% 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 panly or wholly remitted. The UK's General Dental Service (GDS) came into being in 
i 943 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 NBS and 
receive over 90% of their remuneration for adult treatment under a fee-for-service system. 
Their remaining income is from private fees and, until re'cently, '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 panicular 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 matnly 
the responsibility of a central agency which employs dentists, known as Regional Dental 
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Officers (ROO's) to examine patients, either before or after lfeatmenl, and report on the 
appropriateness and the quality of the care provided. The low rate of remuneration for 
fee-per-item treatments. decreased need and demand for dental care and an increase in the 
l1umber of dentists in the UK has been linked 10 the provision of unnecessary dentaL 
treatments (f-L'.-[SO. 198-1). 

In the UK, there is a requirement of allendance within 14 months to maintain registration in 
the system 

3.22 The Netherlands 

On January I. 1995 the Dutch health care system changed dramatically from a Sickness Fund 
system 10 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 
svstem 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 10 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. 

[n 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 respol1Sibility. 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 allendance 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 10 promote better oral 
health, then it is necessary to assess how funding of services promote the use of preventive 
techniques 

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 
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caries !evels and an inc~ease 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'. 
Howewr 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 failed 
to reach statistical significance (Blinkhorn. Hassall and Holloway. 1996). Indeed. a further 
evaluative studv shows that there has been a redistribution of General Dental Practitioner'S 
(GOP) eltorts from restorative care to newer treatment/ preventive items. with a dramatic 
increase in the prevalence of fissure sealants (resin coating on the biting surface of a 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. Nevertheless, a fee-for- servire 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) 

J 4 Monitoring and Accountability in Oral Healthcare Delivery 

Accountability and monitoring are increasingly being regarded as important for the efficient 
working of a health care system. However. monitoring can take different forms. Manv 
countries use a second opinion from an examining dentist or patient after obtaining the dentists 
approval. such as Switzerland, Iceland, Germany, Israel, and the United Kingdom. Quality 
audits occur in Norway and statistical monitoring is used in the UK, Germany, 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 
[he field of health care (DECO, 1997) Clinical audit and peer review are supported :,y 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). 

J.5 Dental Personnel - Training and Employment 

ivlost 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 



ruture. In Portugal all patients can visit the hygienist for a regular oral health check and this 
has recently been auth';rised in Denmark. In Norway and Malta, children can visit the 
hygienist for regular check-ups and in Finland this is possible for pre-school children (Koomen 
and Heuvel. 1998). 

3.6 Price Setting in Europe 

Most countries in Europe report that third parties (government bodies/insurance companies) 
rather than individual customer/patient negotiate quality and price of dental services. 
Furthermore. negotiations take place on a collective rather than an individual basis. Although 
some freedom insetting 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 

I 
Population % GNP spent on No. Registered Dentist Density ,Countrv 

I -, 

1 Ireland 

I England i Wales 

i Netherlands 

!Germany 

I France 

ISpain 

Denmark 

uSA 

(DTSS) Ireland 

IRE 

0.25 

(millions) Health (1996) Dentists (per 1.000 
persons 199-1) 

],5 7.6 1,400 0.-1 

5 I 6.9 27.068 OA 

14.9 8.6 6.510 0-1 

81.5 8.-1 49,048 0.7 

58 9.6 -11,840 0,7 

38.9 7.7 11,600 03 

5.1 62 3.768 07 

263.8 14.2 

0.9 858 I 05' 

(ref; WHO oral health database) 
• in 1998 

Table 3.2 

Percentage of health spending dedicated to oral health 

UK 

0.3 

Neth 

0.-1 

Germany France Denmark 

0.8 0.9 0.6 

The number of dentistnegistered to practice in Ireland is 1.400, however in many cases, 
retired dentists register with the Dental Council. It is estimated that there are about 1.150 
practicing dentist in Ireland, about 950 in private practice and 300 working in .the health 
boards. 
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3 S Oral Health Care Outputs 

The most commonly uses indicator for dental caries is the Dl'vIFT 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 Dl'vIFT 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. 

( Legend 

DI\'IFT = mean number of decayed, 
missing or filled teeth 

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

In developed' countries there has been a notable reduction in caries experience 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 (DT) is remarkably constant across all age 
groups. This indicates that dental caries is not only a disease of childhood, but can be detected 
throughout the whole of adulthood (Blinkhorn and Davies, 1996). 

The levels of untreated dental caries or the number of teeth with decay (DT) 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 J) 

Table 3.3 
Caries Experiance in 35-44 year Cohort 

Country OMFT 35-44 years OT MT 
Ireland 19 l.l 10.6 

England and Wales 19 6.9 

the Netherlands 174 2.2 -1.6 

Germanv 16,3 1.1 66 

France 14.6 1.2 3 

Spain 10.9 3.3 -1.7 

Denmark· 22.9 0.7 7.1 

USA 13.6 0.8 4.3 

(ref: WHO oral health dalabase) 
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High levels of untreated carious teeth indicate unmet need and may show deficiencies in a 
s\,stem such as in Spain. which has a poorly developed public dental service for adults. 

The DiVlFT 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 of DMFT 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. Although the portion 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 (O'Mullane. 1997). 

Table 3.4 
Tooth Mortality In Adults 

I Country 35-44 yrs 35-44 yrs >65 yrs >65 yrs 
No. teeth gresent % edentulous No. teeth gresent % edentulous 

Ireland ( 1990) 21 4 7.3 48 

IJK (1988 ) 25.4 3 14.5 66 

r Neth. ( 1987) 21.1 12.9 4.6 70A 
! 

: Germany (1990) 24.3 0.6 8.8 '29 3 
, 
i Spain ( 1990) 26 0.2 12.5 31 

i Denmark (1982) 23.5 6 5.5 60 
I 

(ref' WHO orol health database) 

Since data on edentuousness say nothing about the number or condition of the remaining 
leeth. a more informative indicator is the proportion of individ,-!~ls 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 of a 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 a!)d 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 t'reatment 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 IE 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 
services. 

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 J I 48 

>65 21 25 

(from O'\!ullane. 1997) 



Table 3.6 
Percentage of dentate subjects with 180r more sound and untreated natural teeth in 

Ireland and the UK 

Age (vears) Ireland UK 

1989-90 1988 

16-24 79 80 

25-34 37 40 i . 

35-44 17 11 ! 

45-54 9 12 

55-64 8 10 

>65 4 5 
(from O'Mullane. 1997) 

3.9 Inequalities in Dental Health 

It is evident t hat certain sectors of society experience higher levels of dental caries than others. , 
In the Netherlands. Germany 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 Kingdom and children from indigenous popUlations 
such as Native American Indians, Induits and aboriginals tend to exhibit a higher prevalence of 
caries than children from other sectors of society. 

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 (Blinkhom 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 (DECO. 1997). 



J.I I Important Trends for the Prevention of Oral Diseases 

Recent cross country comparisons of oral health care delivery hav'e 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 
!,'1Iidelines for policy-makers and providers, for identifying target populations, designing new 
programs, or re-designingold programs. Some examples of these trends include: 

Females brush and floss more than males 
Residents of urban or more affluent 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 DI'vIFT 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 deliverv 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 percent in 20-29 year aids to between 60 and 
70 percent 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. 
programs 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 
(Blinkhorn. 1993) 

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 tum, 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. Socio-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 
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 kev 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: 
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the high level of dental caries in areas of urban deprivation 
the failure iO persuade non-attenders to visit a dentist for routine screening 
the high consumption of refined carbohydrates between meals 
the increased prevalence of orar cancer 

The theme common to these problems is that clinical intervention alone will not solve them. 
Onlv social and political changes will expedite an improvement, both of which may be altered 
over time by a process of information and education. This process of educating and giving 
information ranges from a service directed by health professionals to community development 
programs. However. when the improvements based on these approaches have reached their 
limits. policy-makers must tum their attention to the more general predisposing elements. 
particularlv 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 "high risk" sectors 
of the community and restructuring healthcare systems than on the discovery of better 
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. 

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 portion 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. 



Chapter "' 

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 
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 starus 
and socia-economic starus. However. the survey also highlighted particular problems specitic 
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 culrural 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 eRects 
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 DTSS scheme for medical card holders. 

4. I Epidemiology - tbe changing pattern of dental disease in Ireland 

The adult dental survey (1990) shows that edentulousness was generally lower among social 
classes I 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 edenrulous was 35.4 per cent in the EHB 
compared with 53. I percent in other health boards (see table 4. I). 

Excluding wisdom teeth. the full complement of naruralteeth 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 narural teeth than females and there is 
evidence that the trend towards higher levels of tooth loss among females begins long before 
the state of edenrulousness 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 starus was also 
associated with retention of narural 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 

I yes yes no no I 
! Ivlale Female Male Female i 

!I 6-24 0 0 0 0 

125-34 ' ? J._ 2 0.6 

i35-44 3.2 7.8 1.7 3.4 

L.IS-54 
I 

22.6 31.9 9.8 1.77 

155-64 42.4 64.2 22.6 39.3 
, 
165"-
I 

48.2 722 17 42.9 

The DMFT index (decayed. missing or filled teeth) increases with age and is higher outside the 
Eastern Health Board. 

,-
! 

Table 4.2 
Mean number of DMFT by geographic location, Eastern Health Board (E"B) and 

Other "ealth Boards (OHB) 

Age E.H.B O.H.B 

\6-24 7.3 7.5 

25-34 14.4 15.3 

35-44 18.6 19.2 

45-54 226 13.5 

55-64 24.5 26.7 

65+ 25.9 27.9 

The 35--14 year age group is very important for international comparisons and it is very 
encouraging to see. that the 1984 dental health goal,ofno 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 Iiealth 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. 



is 

-I. U Oral and Pharyngeal Cancer in Ireland 

Oral cancer includes cancer of the lip. tongue. floor of the mouth, palate. gums. buccal 
mucosa or oropharYnx. The National Cancer Registry published its first statistics fort he 
entire country in 1994 which produced data on the number of oral and phamgeal cancers 
occuring in Ireland. In 1994, 254 cases of oral and phamgeal 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 4J'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 no: easily diagnosed by dental 
professionals. 

Table 4.3 
Oral Cancer in Ireland in 1994 

N umber of Cases in 1994 

Males Females 

Lip 55 9 

Tongue 39 19 

Floor of the Mouth 29 7 

Salivary glands 2S 13 

1 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 be berween 1 and 2 in 100,000. 

Oral Cancer in Ireland in 1995 

Number of Cases in 1995 

Males Females 

Lip 34 6 

ITongue 57 19 

I 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. 
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The Health Strategy Silapillg a heailhier/lIl11re. identified three major sources of premature 
mortality. namelv cancer. cardiovascular disease and accidents. It was noted that much of the 
premature mortalitv due [0 these causes was preventable. and set out medium-tenn targets for 
addressing the major causes. The medium-tenn target for cancer was to reduce the death rate 
from cancer in the under 65 age group by 15% in the ten year period ITom 1994. 

To provide a ITamework [0 achieve these target, the national Strategy for Cancer was 
published in 1997. One of the key recommendations was [0 take all measures possible to 
reduce rates of illness and death ITom cancer. To this end. the Cancer Strategy calls for the 
development of effective prevention and appropriate screening services . 

. -\s 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. 

~.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 surveyed were considered by the examiners [0 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 of those 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 is being treated, and of the pattern of 
treatment, can be obtained by an analysis of the components of the total decay experience 
(DtvIFT). It is generally accepted that the decayed (DT) component is an indication ofunmet 
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-economic groups and a higher proportion of 
successful treatment among higher socio-economic groups. For instance, in social classes I 
and 2 the percentages of total DtvlFT attributable to untreated decay (DT) and missing teeth 
(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 I and 2 (Table 43) 
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The decayed (OT)'component of the O"'·1FT. which shows unmet need was 19per cent in 
those age 16-2~. 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 cohon of the 
OTSS. 

Table 4.3 

Mean DMFT and percentage of total DMFT which are attributable to Decayed. Missing 
and Filled components by age 

Social Class 

Age 16-24 

1 2 3 4 5 6 

DMFT 7 8.3 6.5 64 7.7 9.3 

%OT 13 15 14 25 ,~ 

~'" 17 

%MT 27 30 35 31 39 -12 

% FT 60 55 51 42 39 9.3 

Age 35-44 

2 3 4 5 6 

DMFT 18.7 18.3 19.7 19.3 19-1 17A 

%OT 3 5 6 6 II 8 

%MT 41 51 54 63 66 64 

% FT 57 44 40 30 23 28 

4.3 Sociological Variables and OentaLHealth 

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. for 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 
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"A Conclusion 

.-\Ithough the oral health of the Irish nation has improved dramatically over the last twenty 
vears. it is gene rail v 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 has 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 weface in the new millennium. 

The continued need 10 maintain and support dental services to Irish adults is demonstrated by 
the need for care. the lack of access to routine services for the remainirig 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. 



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 
rv1isuse. 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 forthe 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. 

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

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

:\II objectives must be subject to the criteria of equity, accountability and quaiity in the 

implementation of the Denal Action Plan. 



SA ~Iethod to. Achieve Objectives 

.-\ combination of investigative. preventive and treatment strategies, supported by 

appropriate training were the methods chosen to achieve the objectives. 

SA. I Investigative Strategy 

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

changes in oral health in health boards isto be established. 

5.4.2 Preventive 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 fluoride mouth rinsing 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 

• Phased introduction of new treatment services for one million medical card 

holders. 
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5AA T raining Strategy 

.' Dental Schools to produce appropriate-mix and numbers of dentists~ consulrants . 

• 
. specialists and auxiliarv 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 hea:lth 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% of five year olds in optimally fluoridated areas and at least 60% offive-vear 
olds in less than optimally fluoridated areas will be free of dental caries (baby teeth onlv) 

* Twelve year-old children will have on average no.more than I 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 of 27.2 and represents an average gain of one tOoth for 
every two people in that age category. 

• No more than 2 per cent of 35 - 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 fDTSS) 

[n ! 994. the Dental Health Action Plan stated that~ 

"A 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" 
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Chapter 6 

Dental Treatment Services Scheme (DTSS) 

6 . I 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 Treatmeni 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 services under the Scheme. About 
900,000 adults are currently eligible. 

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

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

• Emergency treatment 

• Routine treatment 

• Full denture scheme 

I Available to all eligible adults 

I 
Available to 16-34 and >65 year 
age cohorts 

I available to all edentulous adults 

Subject to agreement on new procedures with the Irish Dental Association. 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. These. procedures are 
currently under review. 

It is envisaged that Routine treatment will be extended to the remaining ·age cohorts as 
resources become available. 
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6.2 Structure of the OTSS 

6.2.1 Contract Agreement Between Health Boards and Dental Practitioners 
For the Provision of Dental Treatment Services. 1994 

A contract agreement including a schedule of treatment services was negotiated 
and agreed between health boards and general dental practitioners in September 
1994 (Appendix B). The agreement is similar in format 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 insened into the agreement by the dentists. 
reflect previous unhappy experiences with health boards in the running of dental 
schemes. The most imponant of these are clause 9(c) that commits the health board to 
approving or rejecting applications for treatment within 30 days and c1ause.34 that 
commits health boards, the Depanment of Health and the Irish Dental Associaiion 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). DTSS fees traditionally shadow those in the Dental 
Treatment Benitit Scheme, managed by the Depanment of Social, Community and 
Family Affairs and are subject to Consumer Price Index! National Wage Agreement 
lficreases. 

6.2.2 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 tiles and should make available detailed 
information on a monthly basis to health boards to enable the boards to monitor the 
Scheme. 

6.2.3 Statutory Basis of Relationship between GMS (P) Board and Health Boards 
The statutory basis of the relationship between·the GMS (Payments) Board and Health 
Boards is derived !Tom The General Medical Services (Payments) Board 

(Establishment) Order, 1972 (S L No 184 of 1972) Article 3 of that instrument 
reads as follows: 

The health boards shall arrange jointly for the performance of the following functions in 
relation to:-
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(i) the provision of services under sections 58 and 59 of the (Health) Act and 

(ii) ihe provision of dental services under section 67 (I) 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 
servIces. 

(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. 

6.3 Operation of Contract 

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 of treatment 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. 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 restora~ions, 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 .. 

6.4 Comparison of DTSS and DTBS 

Although both the DTSS and Dental Treatment Benefit schemes (DTBS) are state funded, 
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 
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amalgamation of the schemes some time in the future to reduce administrative costs and 
complexity of provision Doth for the patients and the dental providers. 

Table 6.1 
Comparison of DTSS and DTBS 

• 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.(l998) 

• Total numbers eligible 

• Average cost per patient 

DTSS 

1994-

No 

generally poor 

£17 m 

858 

.5 m 

.9m 

£113 

"(excluding patient charges) 

6.5 The Role of the Health Board Dental Service 

DTBS 

1960-

Yes 

significantly better 

£23 m 

935 

Urn 

1.2 m 

£ 59.2 • 

The new strategies resulted in a fundamental change in the role of the health board dental 
servIces. These issues will be addressed in a separate section and a short summary will suffice 
here. 

I. Monitoring and evaluating oral health status of population. 

2. Implementing and evaluating preventive programmes 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 term institutionalised persons. 

5. Monitoring state funded dental schemes (DTSS) at a local level. 

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 of full 
dentures to edentulous eligible persons over 65 years of age. Due to the reluctance of private 
practitioners to provide this service, health board dentists became the main providers. The fee 
associated with the completion ofa set of dentures for health board dentists is £65. In the 
Eastern Health Board health board dentists were contracted to provide 16 sets of dentures 
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with in a set number of night sessions (8 session at £75 each). Following this initiative in the 
EHB, the waiting list for full dentures was closed. 

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 (P) 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 DTSS 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 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 include all medical card holders in the Routine Dental Scheme. 
• To provide dental services to adult medical card holders in a cost-effective, and 

equitable manner. 
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6.S.1 Key Performance Indicators 

The following will be assessed in preparation for the next performance review: 

• Maintenance of budgetary control at regional level 
• Introduction of the 36-64 year age cohort to the Routine Scheme and abolition of the 

Emergency Scheme 
• Introduction of the planned accountability structures as outlined in Chapter 9 (such as 

the appointmentand training of "Examining Dentists") 
• A patient satisfaction survey is planfied which will evalul!te the DTSS from the 

patients' perspective 
• Clinical performance indicators 

- MT fDMFT (number of missing tooth in the popUlation) 
- DTfDMFT (number of decayed tooth in the 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 restorat,ions to extractions 

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

The clinical performance indicators.will be assessed following the 1999 Adult Dental 
Epidemiology Survey due to begin shortly. 

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. 
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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 £143 million to private 
practitioners working on the DentalTreatment 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 
DTSS in each of the health board regions is shown in Table 7.1 .. 

Table 7.1 
The Cost ofthe DTSS in each Health Board in 1998 

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

Eastern Health Board 27.7 3,023 21.1 

Midland Health Board 6.4 1,097 7.7 

Mid-Western Health Board 8.3 1,269 8.9 

~orth Eastern Health Board 99 1,497 10.5 

North Western Health Board g. I 1,079 7.5 

South Eastern Health.Board 11.8 1,667 11.6 

Southern Health Board 15 2,632 18.5 

Western Health Board 12.6 2,026 14.2 

National Total 100 14,300 100 

sourceoGMS(P)B 
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Table 7.2 
Expenditure On Three Divisions of the Scheme 

Expenditure 
1995 

(£,000) 
3,497 

953 
705 

Expenditure 
1996 

(£,000) 
4,950 
1,861 
1,548 

Expenditure 
1997 

(£,000) 
4,270 
4,665 
2,365 

SQurce*GMS(P)B 

Table 7.3 

Ellpenditure 
1998 

(£,000) 
4,911 
6,878 
2,503 

Pattern of spending on the Three Divisions of Scheme 

Expenditure Expenditure Expenditure Expenditure 
1995- 1996- 1997- 1998-

62% 58% 38% 34% 

17% 22% 41% 48% 

13% 18% 21% 18% 

SQurce*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. 

The·data from table 7.4 illustrates the diversity in the expenditure pattemon 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 administration 
policy in the boards. 

In general the major portion (90%) of expenditure on emergency treatment was spent on 
either of the two main forms of treatment, extractions or fillings. 
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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,e 12 
(17%), £1,861,000 (22%) and £4,665,000 (41%) respectively. This represents a positive 
trend in the expenditure pattern, as a greater portion 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 portion 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 of unrnet 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 IS 

Midland Health Board 33 47 20 

Mid-Western Health Board 35 42 23 

North Eastern Health Board 30 51 19 

North 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 

source 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 DTSS are based on GMS (Payment) 
Board statistics. In order to forecast the potential costs of the DTSS scheme, various uptake 
rates are used, in conjunction with the calculated average cost of emergency, routine and 
denture treatment in 1996. 

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 
average cost per case. The number in each cohort age grouping changes from year to year by a 
small percentage,. patient uptake is more difficult to predict, and average cost per case is 
easily quantifiable. 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 
uptake levels and this variable is also difficult to predict. In the following model it is assumed 
'that the number of 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 
Treatment Benefits Scheme) can be used as a guide to predicting uptake rates. The DTBS 
scheme, as explained in an earlier chapter, is very similar to the DTSS scheme in terms of the 
structure and renumeration. 

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 that are relevant to the DTSS are contained in 
the Table 7.5 below. They are compared with the most recent available uptake figures for the 
DTSS. 



45 

Table 7.5 
Uptake Rates for the DTBS and the DTSS 

Dental Treatment Benefit Scheme 1998 Dental Treatment Services Scheme 1998 

Age Group % Uptake Age Group % Uptake 

Emergenc)' 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 30% 65+ 10% 13.7% 

7.3 Future Outlook For Uptake Levels on Both Schemes 

The uptake level on the DTBS scheme, administrated by the Department of Social Welfare, is 
comparable to schemes in other countries 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 will be a slow and gradual process. On the other hand the uptake 
on the DTSS scheme is likely to grow steadily over the next ten to fifteen years until it 
approaches and stabilises somewhere beneath the levels of the DTBS scheme. This will have 
major implications for the funding 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 scheme the average cost per case is less than £60 and stable. Whereas 
in the DTSS the average cost per case varies between £40 for emergencies and £ 150 for 
routine cases (excluding dentures at £240 per case). There are a number of reasons for the 
cost differential. The DTBS scheme has operated continuously, for over 40 years, backlogs 
of unmet treatment need have been overcome. This population is predominantly in a care and 
maintenance mode. There are also patient charges on the DTBS scheme especially for the 
more expensive items. The net effect of these charges is to cushion the exposure of the 
exchequer to changes in the trend 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 olds will lead 
to an initial increase in average cost but this will also decrease overtime. 

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

7.5 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 20% 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 of the Dental 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 DTSS 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.S.3 Projected costs for \6-34 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 

Table 7.7 

I Non-Emergency Scheme I Costs 

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

1999 .. @ 15% (39,230)* £116 £ 4.55m £2m £ 6.55m 

2000 .. @20% (52,300)* £116 £ 6.1 m £2m £ 8.1 m 

2001.. @ 25% (65,380)* £116 £ 7.58m £2m £ 9.58m 

2002 .. @ 30% (78,500)* £ 116 £ 9.1 m £2m £ I LIm 

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)* £ 116 9.1 

200L @ 35% (91,530)* £116 10.6 

2002 .. @40%(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 September 
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 .GMS (Payment) Board statistics. 

Table 7 9 . 
Scheme Number of Patients Average Cost Projected Cost 

(uptake rate (%) per Patient in 1998 (£ million) 

Emergency 49,500 (14%) £ 42 2 

Non-Emergency 5,800 (\.6%) £ 150 0.87 

Dentures 4,300 (5.5%) . £ 240 I 

source*GMS(P)B 

7.6.1 Comparison of Uptake Rates with Dental Benefit Scheme 

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

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

The average uptake for treatment by this combination of cohort 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 of20%'and remaining stable after that, is shown. 
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• Denture Scheme . 
Table 7 10 

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

1998,. @5% = (3,550) £ 240 0,85 

1999" @\O%= (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 CostJor 35 to 64 year old cohort 

The projected cost for non-emergency dental treatment for the dentate population in this 
cohort (n = 284,155) is calculated using incremental increases of 5% in the uptake rates and 
an average cost of £ 150 per case based on average figures for 1996. 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% (\4,200)* £ 150 £ 2. 13m £2m £1.7m £ 5.83m 

2000 .. @ \0% (28,400)* £150 £4,3 m £2m £ 2.56m £ 8,86m 

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

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 7.12. 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 % £Um 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. 

This cohort of 65+ years of age amounts to approximately 278,304 people who are currently 
eligible for dental treatment 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% (\ 11.300) 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 7.13 . 

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

Emergency 12,700 (11.4 %) £ 39 

Non-Emergency 13,000 (11.6 %) £.130 

Dentures 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. 
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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 (116%) £ 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 715 . 
Year Number of Edentulous Average Cost per Estimated 

Patients Patient Cost 
(uptake %) 

1998 .. 8,350 (5%) £ 240 £2.0 m 

1999 .. 16,700 (10%) £ 240 £4.0m 

2000 .. 25,000 (15%) £ 240 £6 Om 

2001 33,400 (20%) £ 240 £8.0m 

It is now possible to estimate total cost for this age group over a number of years for each 
aspect of the 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 II % uptake and incremental increases in uptake 
for non-emergency and deriture treatments of up to 20% by the year 2001. 

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

Scheme 

Year Emergency Non-emergency Dentures 
Total Cost 

Uptake Cost Uptake Cost Uptake Cost (£) 

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

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

2000 .. 11% 0.5 m 20% 2.9m 15 % 6.0m 94.m 

2001 .. 11% 0.5 m 20% 2.9 m 20% 8.0m 114 m 

2002 .. 11% 0.5 m 20% 29m 20% 8.0 m 114 m 
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Estimated costs with the new procedures for the> 65's per year 

Table 7.17 

Scheme 

Year Routine Denlures Tolal Cost 
(£) 

Uptake Cost Uptake Cost 

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

2000·2002 20% 2.9m 15 % 6.0m 8.9 m 

7.8 Projected Tolal Coslsfor the Enlire DTSS Scheme 

Using the previous models we can now calculate the total estimated cost of the OTSS for all 
age groups, 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+ Tolal Cost 
Year 

1999 .. 7.58 m 6.0m 6.2 m £ 19.8 m 

2000 .. 9.1 m 9.0m 8.9 m £27 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 report. 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 panicipating dentists. The incremental increases are based on a modified model 
developed from the OTBS. A weakness of the model is the uncertainty in predicting cohort 
numbers, 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. . 

OTSS fees are subject to the Consumer Price index (CPI) and the National Wage Agreement. 
They are also linked to the OTBS fee structure through the DTSS contract, section 24 
(Appendix B). An increase of2% in July 1997 and January 1998 have not yet been awarded. 
These and other future inflation .related fee increases. have not been factored into the 
calculations for future costs of the OTSS. 
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Chapter 8 

Health Gain : Treatment Profile of the DTSS 

8.1 National Profile 

The national pallem for items of treatment undertaken since the inrroduction of the Dental 
Treatment Services Scheme (DTSS) is outlined in the following Table. The decrease. in the 
percentage of emergency items of treatment undertaken 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. 

Table 8.1 
Percentaee spent on each DTSS Scheme per year 

Type of Treatment 1995- 1996- ~ 

Emergency 

Routine 

Dentures 

78% 

18% 

4% 

70% 

25% 

5% 

41% 

54% 

5% 

35% 

60% 

5% 

The payments (approximate) made under the DTSS from .1995 to the current 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 to 
be showing signs of levelling off after the initial increases. The most dramatic increase in 
expenditure is in routine dentalrreatment and this continues. 

Table 8.2 
Total Expenditure on each Scheme per year 

Cost of Treatment 1995- 1996- 1997-

(£ ,000) (£ ,000) (£ ,000) 

Emergency 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 fees - GMS (P) Board ceased payment in 1997 

1998-

(£ ,000) 

4,912 

6,879 

2,503 

14,294 
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The IOta I funds allocated to the health boards for the DTSS scheme and the total funds 
subsequently paid by the GMS (Payments) Board 10 private practitioners is outlined below in 
Table 8.3. 

Table 8~3 
Total Allocation vs. Total Spent on Treatment in the Private Sector 

Year Total Total Claims % Allocation 
Allocation Paid to Pri vate Spent on 

Practitioners Treatment in the 
Pri vate 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 portion 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 health board dentists who treat adult medical card 
holders, primarily during after-hours night sessions. 

8.1.1 Health Gain 

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 emergency dental treatment and towards routine treatment. For example, 62% of the 
budget was spent.on emergency dental treatment in 1995 compared 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%. 

The profile of dental treatments undertaken in the DTSS from 1995 to 1998 demonstrates 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 table 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 ofrestorationsl extractions is seen as a key performance indicator for health gain in the 
DTSSand will continue to be monitored in the future. 

Table 8.4 
Ratio of Teeth restored: Teeth extracted per year 

1995· 1996- 1997· 1998· 

Total Restorations 50,000 91,500 156,000 219,000 

Total Extractions 78,000 85,400 87,000 95,000 

Ratio Restor'lExt' 0.7:1 1.1:1 1.8:1 2.3:1 
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Similarly. in terms of the total number of treatments provided. the percentage of restorations 
is increasing (30%- 45%-). while the.percentage of extractions is declining (44%- 20%). 

% of treatments restorations 

% of treatments extractions 

Table 8.5 
Percenta2e of Treatments 

1995- 1996· 

30% 

44% 

36% 

34% 

1997-

43% 

24% 

1998-

45% 

20% 

Further evidence of health gain is also seen by the large increase in complex ("below the 
line") dental treatments. There has been a substantial increase in a number of the more 
complex treatments provided to patients which are carried out to maintain aesthetics and 
function. such as partial dentures and endodontic (root canal) treatment. 

Table 8.6 
Number of "Below the Line" Treatments per year 

Total number 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 of levelling off. 

Full Dentures 

Upper or Lower 

Table 8.7 
Number of Dentures per year 

1995- 1996- 1997-

5.800 

500 

7.100 

560 

8.800 

430 

1998-

10.000 

500 

Therefore. the profile of treatments in the 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 complex treatments. There has also been a substantial increase in the 
ratio of restorations to extractions from 0.7:1 to 2.3:1 in the years 1995 to 1998. This ratio is 
a reliable performance indicator which demonstrates the health gain to DTSS patients. 
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8.1.2 A verage 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 scheme 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 diseased teeth which will 
prevent unnecessary suffering in the future for many patients. 

Table 8.8 
Average number of Treatments per Patient 

Type of treatment Average Average Average Average 
1995 1996 1997 1998 

Examination 0.99 0.97 0.96 1.04 

Gum Treatment 0.22 0.31 0.37 0.42 

Fillings (All types) 0.56 0:77 1.09 1.3 

- Amalgam fillings 0.36 0.52 0.8 0.96 

- Composite fillings 0.2 0.25 0.29 0.34 

Extractions 0.86 0.72 0.61 0.55 

Dentures 0.09 0.09 0.1 0.1 

The Department of Social Welfare has provided statistics which demonstrate the average 
treatment profile for each patiem~ (using this system, a patient may be counted more 
than once, in some cases). That is, the total number of treatment claims made are used as a 
proxy measure for the total number of patients treated because the total numbers of patients 
are not captured in the Social Welfare 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 shown 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 numbers of patients who are recorded more than once in the case of the DTBS statistics 
are relatively small and the use of an average figure 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 

Composite fillings 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 examination. This 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 and that the ratio of 
fillings/extractions has steadily increased throughout the life of the DTSS. This shows an 
increase in function and heallh 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 social welfare cohort (Table 4.4). Therefore it is likely that 
the average number of fillings per patient per year, in the DTSS, will outsuip that of the 
DTBS in the coming years when the service is extended. 

The important reservoir of treatment need in the DTSS cohort is indicated by the fact that 
twice as many DTSS patients receive dentures as in the Social Welfare scheme and three 
times as many DTSS patients require extractions. 

It is notable that the number of patients who receive "gum treatments" is significantly lower 
in the DTSS than in the DTBS. Therefore patients covered under the Social Welfare Benefits 
Scheme are three times more likely to have a routine scale and polish (or cleaning) of their 
teeth. This possibly reflects patient demand and the need for dentists in the DTSS to 
prioritise treatment of pain and restorative treatment. The future trend in DTSS "gum 
treatments" will be monitored to assess if this imbalance between public dental schemes is 
addressed and if medical card holders receive more routine dental cleaning to help prevent 
gingivitis (inflammation of the gums which leads to bleeding) and 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 

As the dental practitioners have gained confidence in the scheme. there has been a steady 
increase in the numbers of dentists who are contracted to treat DTSS 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 scheme. In the 
.present economic climate. itcan 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 scheme is directly related to the availability of dentists in an area. this will have 
financial consequences for the scheme and will result in increased demand for treatment 
(perhaps supplier induced demand). 

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 DTSS scheme and the upturn in the economy. This has greatly 
impacted on the delivery of children's dental services and has contributed to an ongoing 
recruitment crisis related to dentists in the health boards. 

Table 8.10 
The Numbers of Dentists in the DTSS Scheme 

1994- 1995- 1996- 1997-

Number of Private 513 609 671 768 
Practitioners 

Number of Group 142 184 212 263 
Practices 

900 

800 

700 

600 

500 

400 

300 

200 

100 

Dentists Group 

Numbers of private practitioners in the OTSS each year since 1994 and 
Number of group practices in the OTSS each year since 1994 

1998-

858 

363 
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Of the 768 dentist who had signed the OTSS agreement in 1997, about 10% earned over 
£35,000 and many (7.8%, n = 59) received less than £1,000 in OTSS payments. It seems that 
in many geographical areas, the Western Health Board is most notable, only a small number 
of dentists are available to treat medical card holders. Conversely, many dentists who have 
signed the OTSS 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 can be seen that the distribution of remuneration (and by implication, the distribution of' 
care) is skewed, implying that the burden of meeting treatment need for medical card holders 
is falling on a minority of dentists in some health boards such as the EHB and WHB. In 
health boards where there are fewer dentists relative to the total number of eligible 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 distributed. 

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

< £1,000 

% 

EHB 11.8% 

MHB 11.4% 

MWHB 5% 

NEHB 22.7% 

NWHB 7.3% 

SEHB 9.4% 

SHB 6.4% 

WHB 15.4% 

Table 8.11 
Distribution of Dentists' Payments 

Earnings in 1997 

< £5000 >30,000 

% % 

41% 6.1% 

22% 22.7% 

16.1% 20.9% 

39.3% 27.2% 

19.5% 14.6% 

21.1% 24.7% 

23% 5.7% 

32.3% 33.8% 

8.1.4 Density of Dentists in the DTSS Scheme in 1998 

>40,000 >50,000 

% % 

1.7% 0.4% 

11.3% 4.5% 

9.7% 3.2% 

16.6% 10.6% 

7.3% 2.4% 

8.2% 4.7% 

2.6% 1.3% 

21.5% 12.3% 

Private dental practitioners who entered into agreements with health boards for the provision 
of dental services to medical card holders increased in number from 708 to 792 in 1997. By 

. the end of 1998, 858 private practitioners held contracts for the OTSS (Appendix 0). Health 
board dentist are included in official GMS (P) B statistics but their contribution to the scheme 
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is small compared to the majority of private practitioners. Therefore Table 8.12 compares the 
total number of contracted private practitioners in each health board area. (The number of 
registered dentists in Ireland is 1,400 but it is estimated that approximately 1,250 practice 
dentistry full time, about 950 in private practice and 300 in the health boards.) 

In 1997'and 1998 the. numbers of DTSS agreements increased in each health board are'a - the 
greatest increase occurred in the Southern Health Board. 

Table 8.12 
Numbers of Medical Card Holders per Contracted Dentists 

Health Board No. of Medical No. of Dentists Density of 
Card Holders' in the DTSS** Dentists 

Eastern 271,203 269 I: 1008 

Midland 57,958 50 I: 1159 

Mid-Western 77,447 66 I: 1173 

North Eastern 90,565 92 1:984 

North Western 70.931 42 I: 1689 

South Eastern 105,245 92 1:1144 

Southern 136,743 174 I: 786 

Western 114,221 73 I: 1565 

National (1998) 900,000 858 I: 1049 

• IOlal number of adult med.cal card holders In July 1998 (Append.x D) 
**-refers to private practitioners only in December 1998 

1800 

l(ill • Eastem 

1400 • Midland 

1200 • Mid-Westem 

lOCO • NOM-Eastem 

800 • NOM-Western 

600 D South-Eastern 

• Southern 
400 • Western 
200 

Number of eligible medical card holders per contracted dentist in each health board 
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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 
A verage 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 1.306.860 15.375 11.316 

North Western 676.278 16.907 12.622 

South Eastern 1.565.638 17 .591 15.816 

Southern 2.181.058 12.829 12.125 

Western 1,602,169 22,252 18.748 

National (1997) 11,755,864 14,843 

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

* this data relates to private practitioners only 

20K • Eastern 

• Midland 
15K • Mid-Western 

• Nonh-Eastern 
10K • Nonh-Western 

D South-Eastern 

5K • Southern 

• Western 

Median earning per dentist in each health board in 1997 
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8.1.6 Overall Uptake Rates 

Table 8.14 illustrates the uptake rates in each of the health boards in 1997. This rate includes 
those patients treated for emergency care. 

Table 8.14 
o IIU k R hH IhB d vera Jpta e ates m eac ea t oar 

Health Board Total Eligible Total Number Uptake Rate 
(July 1998) of Patients 

Treated (1997) 

Eastern Heal th Board 271.203 31,400 1l.6 % 

MidlandHealth Board 57,958 9,S50 17 % 

Mid Western Health Board 77,447 12,800 16.5 % 

North Eastern Health Board 90,568 13,400 14.S % 

North Western Health.Board 70,931 S.950 12.6 % 

South Eastern Health Board 105.245 17,300 16.4 % 

Southern Health Board 136,743 25,250 IS.5 % 

Western Health Board 114,221 16,700 14.6 % 

20 

18 

16 • Eastern 

14 • Midland 

• Mid-Western 
12 • North-Eastern 
10 • North-Western 

8 0 South-Eastern 

6 • Southern 

4 • Western 

2 

Overall uptake rates in each health board (%) 
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8.2 The DTSS in the Regions 

8.2.1 Operation of PTSS in EHB 

DentalTreatment Services Scheme (DTSS)returns for the Eastern Health Board (1995 to 1998) 
show that this region appears to conform with the national pattern. There is a steady decrease in 
the percentage of emergency treatment 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 areas follows: 

Type ofT". 
Emergenc'y 
Routine Tx. 
Dentures 

Cost ofT". 
Emergency 
Routine Tx. 
Dentures 

.m.l 
83% 
14% 
3% 

.l.ill. 
£983,000 
£195.600 
£113,400 

l2.22 
81% 
15% 
4% 

l2.22 
£1,361,800 

£326.000 
£236,000 

.em 
53% 
44% 
3% 

.em 
£1,145,600 

£779,800 
£308.500 

.Lm. 
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 are the following points of 
interest: 

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 yearfy allocation to date is 70%, (whereas the corresponding figure in 
'97 was 53%). 

The Eastern region had 190 dentists in the scheme (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 health boards. a number of applications from the 
previous year were approved in 1997). The waiting list at June '98 stood at 1,434. 

Average cost of per patient: Emergency Tx. @ £42 
Routine Tx. @,£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 health boards. whereas 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 confonn with the nation a! pattern 
and the treatment pattern distribution is as follows: . 

TypeofTx. 
Emergency 
Routine Tx. 
Dentures 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

~ 
83% 
14% 
3% 

lill. 
£326.600 

£63.700 
£37.000 

.!..2.2Q 
65% 
30% 
5% 

.!..2.2Q 
£372.500 
£160.200 
£115.200 

1221 
42% 
54% 
4% 

1221 
£329.200 
£340.000. 
£150.300 

.!.22.8. 
32% 
48% 
20% 

.!.22.8. 
£320.800 
£486,500 
£207.000 

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

The Midland Health Board region has 7 % of the eligible population for the DTSS and has 
received approximately 8% of the budget to date in 1998 (7.25% in 1997). 

By end of 1998. 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 
treatment were issued. By August 1998 their were 1,264 people on the waiting list. 

8.2.3 Operation of DTSSin MWHB 

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

TypeofTx, ~ .!..2.2Q 1221 .!.22.8. 
Emergency 71% 66% 43% 35% 
Routine Tx. 22% 26% 51% 42% 
Dentures 7% 8% 6% 24% 

C!!~I ofTx, ~ .!..2.2Q 1221 .l.22B. 
Emergency £321.600 £428.000 £425.300 £402.400 
Routine Tx. £124.300 £176.700 £436.300 £484.200 
Dentures £103.500 £203,400 £307.600 £273.000 
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In relation to the operation of the DTSS in the Mid-Western Health Board are the following 
points 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 74% of the yearly allocation to date was spent, (whereas 
the corresponding figure in '97 was 77%). 

While the Mid-Wesrregion 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 Tx. @£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 conform with the national 
paltern and the treatment pattern distribution is as follows: 

I):I1~ !If Tx. 1m l.22Q m1 .!..22.8. 
Emergency' 86% 72% 33% 29% 
Routine Tx. 11% 20% 60% 51% 
Dentures 3% 8% 7% 19% 

C!l~t !I( II!;, 1m l.22Q .l221 ~ 
Emergency £298,400 £426,800 £365,000 £404,700 
Routine Tx. £45,800 £137,000 £541,000 £714,000 
Dentures £32,000 £195,800 £326,000 £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 are the following 
points of interest: 

The North Eastern Health Board region has 10% of the eligible population for the DTSS and 
has received approximately 10 % of the budgeuo date in 1998 (I I % in 1997). 
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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% {)f 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 am'ount 
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 NWHB 

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

T~I!!: II[III, lill. l.222 m1 .l.228 
Emergency 75% 69% 46% 27% 
Routine Tx. 19% 23% 48% 48% 
Dentures 6% 8% 6% 25% 

CII5t !IfIll, .!.ill. l.222 m1 1m 
Emergency £186,600 £291,000 £247,300 £265,700 
Routine Tx. £51,600 £108,000 £238,500 £470,200 
Dentures £56,800 £123,600 £161,000 £241,100 

Again it is apparent that the expenditure on emergency treatment has levelled off whi Ie 
expenditure on routine treatment and dentures continues to increase. 

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

The North Western Health Board region has approximately 8% of the eligible p<>pulation for 
the DTSS and has received approximately 8% of the budget to date in 1998 (6% in 1997). 

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

While the North-Western region 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 £1 8,400. 
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The total number of applications for treatment 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 Operation of DTSS in SEHB 

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

Inu: onx. 
Emergency 
Routine Tx. 
Dentures 

l22.1 
76% 
19% 
5% 

l22Q 
78% 
17% 
5% 

1997 
39% 
55% 
6% 

The expenditure pauern for the Southeast is as follows: 

Costonx. 
Emergency 
Routine Tx. 
Dentures 

l22.1 
£501.700 
£149,200 
£120,700 

l22Q 
£651,600 
£187,500 
£142.400 

1997 
£537,000 
£657,800 
£337,800 

~ 
37% 
50% 
14% 

~ 
£549,400 
£749,400 
£204,000 

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

The South-Eastern Health Board region has approximately 12% of the eligible population for 
the DTSS and has received approximately 12 % of the budget to date in 1998 (14%in 1997). 

By end of September 1998, from an allocation of £1,808,600 the total claims paid was 
£1,502,800 which means that over 83% of the yearly allocation to date was spent, (whereas 
the corresponding figure in '97 was 95%). 

While the South-Eastern region had 74 Dentists (11.5%) participating 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. 

The tOlal 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. 

A verage cost of per patient: Emergency Tx. @ £43 
Routine Tx. @ £140 
Denture @ £210 
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8.2.7 Operation of DTSS in SHB 

In relation 10 the Southern Heallh Board. this region appears to confonn with the national pallern 
and the treatment pallern distribution is as follows: 

Type ofTx. 
Emergency 
Routine Tx. 
Demures 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

1995 
72% 
23% 
5% 

~ 
£532.000 
£187.000 
£127.500 

l222 
57% 
38% 
5% 

1996 
£916.000 
£539.000 
£325.500 

llil 
40% 
55% 
5% 

llil 
£809.600 
£887.000 
£404.800 

~ 
36% 
48% 
16% 

l22.8. 
£872.600 

£1.156.400 
£383.700 

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

The Southern Heallh Board region has 15% of the eligible population for the DTSS and 
received approximately 19% of the budget in 1998 (19% in 1997). 

By year end 1998. from an allocation of £2,484.200 the total claims paid was £2,412.800 
which means 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 demist in this region was £15,400 in 1997. compared with a national average payment of 
£18.400. 

The IOtal number of applications for treatment in 1997 was 8,214 and the number of 
approvals issued was 10,120. The waiting list at July '98 stood at 2.181. 

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

8.2.8 Operation of DTSS in WHB 

In relation to the Western Health Board. this region appears 10 confonn with the national 
pallern and the treatment pattern distribution is as follows: 

Type ofTx. 
Emergency 
Routine Tx. 
Dentures 

~ 
72% 
22% 
6% 

l222 
65% 
28% 
7% 

1221 
27% 
67% 
6% 

l22.8. 
25% 
58% 
17% 
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The pattern-for the cost of treatment shows that after an initial increase the expenditure on 
emergency treatment items is decreasing, however their has been a substantial increase in 
expenditure for routine treatment. 

Cost ofTx. 
Emergency 
Routine Tx. 
Dentures 

l22.S. 
£347,000 
£135,000 
£133,300 

1996 
£502,400 
£225,800 
£206,600 

1.221 
£410,600 
£783.800 
£368,300 

l228 
£468,000 

£1,069,900 
£317,000 

In relation to the operation of the DTSS in the Western Health Board are the following points 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 
corresponding figure in '97 was 81 %). 

While the Western region had 51 dentists (8%) panicipating 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 treatment in 1997 was 4,345 and the number of approvals 
issued was 7,626. The waiting list figures for 1998 are not presently available, 

Average cost of per patient: Emergency Tx. @ £41 
Routine Tx. @ £120 
Denture @ £232 

8.3 The Role of the Health Boards 

Health board dental surgeons provide care to adults in a variety of ways outlined below; 

• Care is provided to special needs groups by Senior Clinical Dental Surgeons (Special 
Needs), This new grade was established after the Adult Oral Health Survey 1990, 
discovered that the patients with "special needs", such as those with physical and 
mental handicaps and the travellers community, had greater need for dental treatment 
but poorer access than the rest of the population. 

• Health board dental surgeons treat adult patients during after-normal 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. 

• 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 panicular, in rural areas. This is especially the case where the fee for 
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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 and they have requestedi,ncreased 
access to DTSS 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 Health Board cleared its waiting list for complete dentures by 
contracting 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 difficulties. 

In 1998 the health boards reported that in total, approximately £2 million was spent on 
providing dental treatment to adults (Table 8.9). This accounts 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 facilitate 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 

Health Board Estimated Cost 1998 
(£,000) 

Eastern Health Board 455 

North Eastern Health Board 190 

North Western Health Board 452 

Mid Western Health Board 96 

Midland Health Board 56 

Western Health Board -
Southern Health Board 50 

South Eastern Health Board 207 
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Conclusion 

Analysis of data from the GMS (Payments) Board shows that the introduction of the DTSS 
scheme 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 given 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 Welfare 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 patient numbers increase, it can be expected that more dentists will 
become involved in the DTSS. An imponant consequence of this trend is that as more 
dentists are attracted to private practices, recruitment in the Public Dental sector has suffered. 
New re-structuring plans for the health board dentists (discussed further in the next chapter) 
will help to addressing this problem. 
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Chapter 9 

Ouality Aspects of the OTSS 

9.0 Introduction 

As part of the 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. Next, 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 services" (Emmanuel, 1996). At its most general, accountability is about 
individuals, who are responsible for a set of activities being called on to answer for their 
actions. Accountability should entail procedures to first evaluate compliance with criteria for 
specific services and secondly feedback and dissemination of the evaluation information 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 information 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 (IT). 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, 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 DTSS 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 
seTVIces; 
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(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 the services." 

Similarly, Clause 7 of the DTSS Contract states that; 

"The (Irish Dental) Association acknowledges the statutory responsibility of the health 
boards for the provision of dental services under the Act and to ensllre the 
management of SlIch 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 wrinen communication with the dentist concerned if discrepancies are found. The 
health board Principal Dental Surgeons (PDS) may seek explanations for treatments and 
treatment pan ems 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 and/or terminate 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 
also been agreed with the Irish Dental Association (IDA) that such examinations should 
preferably 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 DTSS scheme) 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 performance 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 of the GMS 
(Payment) 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 tenns of reference include: to make recommendations to the 
Minister for Health 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 fonned 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 boards 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 fonn an operational group at 
the inception .ofthe 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 fonned and is chaired by Mr, Michael McGinley, Prograrnrne 
Manager of the North Eastern Health Board, The Department of Health and a PDS ITom 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 unifonn 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 Accountability 

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 further improvements to the system. 
However, gaining consensus and building trust takes patience and time. This has meantthat 
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: 

I. Examining Dentists 
2. Refonn oftheDTSS 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.n. 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 Heallhier 
Fiallre which states that: 

"Greater autonomy must be balanced by increased accountability at all levels and there 
must be independent monitoring and evaluation of the perfonnance 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 
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 disciplinary action is 
taken and discrepancies are dealt with efficiently and in a cost-effective manner. [n relation to 
the DTSS contract greater clarification on the issue of access to patients records needs to be 
fonnulated and defined. 

Consequently, it has been recognised that the present DTSS contract must be refonned, so 
that appropriate steps can be taken where necessary to protect Exchequer finances. This 
refonn is currently underway, in collaboration with the Department of Social Community, and 
Family Affairs whose contract is very similar to the DTSS contract. . 

Compliance of every professional in accountability and control mechanisms cannot be 
assumed; it has to be given support and direction through appropriate legislation and the 
adaptation of national service standards. When .refonned, the DTSS contract will be used to 
enforce and maintain protective measures and, at the same time, place increased emphasis on 
clinical quality. 

9.3.3 Probity Officer in the Dental Section of the GMS(PlB 

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. 
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These functions are performed in a very effective and efficient manner by the Board and its 
employees. However, greater emphasis needs to be placed on other functions such as the 
dissemination of imponant information and statistics to the key stakeholders. 

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 strongly recommend 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 repons which are 
disseminated to all interested bodies. 

9.3.4 An Investigations Officer in the GMS 

A dentally qualified "investigations officer" 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 liaise with providers who make inquiries to 
the Board regarding clinical issues. 

Other imponant duties may include the following; 

Conduct and facilitate statistical investigations and repon 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 reponing 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 Fonns 

As noted in Chapter 6 of this repon, the DTSS scheme 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 Depanment of Health and Children, health boards and 
the Irish Dental Association on operational amendments to the DTSS including the redesign of 
a claim form and a reduction of the number of claim forms from four to two. 

It was agreed that emergency treatment would be confined to non-cohon 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. 
[n addition, a new tooth chaning system would allow greater access to information about an 
individual patient's history of dental treatment, which in tum would allow for improvements in 
the monitoring of the quality of the serVices provided (see Appendix F). 
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The introduction of these negotiated new procedures and fonns 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 
implementation. However, agreement has not 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 DTSS nationally. 

9.3.6 Re-Structuring of the Public Dental Services 

In response to the Department of Health's strategy set out in Shapillga 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 Services Employment 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 infonnation collection system in each health board, for monitoring 
changes in oral health, as a priority goal for the dental services. 

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 
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, 
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"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" 

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 support 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 3A). 

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 oflocal 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 tum 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 of a 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 of health care, that is, 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. DTSS 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 

• 
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dental care should be treated the same, irrespective of their incomes. Clearly, the inclusion of 
the 35-64 years cohort, ahticipated by the latter part of this year, and the rationalisation of 
services to a standardised Routine scheme, will be essential before the OTSS can become truly 
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 OTSS in 1994 by the improvement in medical card holders' dental 
health status, as seen in Chapter 8. The OTSS 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 OTSS 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 presently be guaranteed. Where there are fewer 
providers and long distances to services, increased waiting times for treatments are 
unfortunately inevitable. The contract stipulates that OTSS 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 OTSS patients have to wait for up to 12 weeks for treatment in some 
health boards while others gain access almost immediately after the health board approve their 
claims. 

As shown in Chapter 8 (table 8. 14), the overall uptake rates for OTSS patients varies 
throughout the health boards. Referance to Table 8.12 indicates that where there are fewer 
dentists, access to the OTSS 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 OTSS than for those 
who are covered by the OTBS, as described in Chapter 7. 

Reletively de.creased 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 who 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 caused of dental disease. 
Therefore, initiative which encourage medical card holders to attend the dentist regularly, 
impact positively on health gain. There is little doubt that increased funding for the OTSS 
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 OTSS 
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 Oepartment 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. 

Local health board managers can facilitate a more equitable delivery of DTSS 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 
services. 

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

I. 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. 
5. Support research and training on issues of equity. 

9.7 Quality of Care in the DTSS 

The DTSS scheme is an effective means ofaddressing 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 wiU 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 which they boast 
ensures a quality service. This means, for instance, that 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 it's dental social benefit scheme as discussed in 
section 3.2.2). 
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The reasons that Irish dentists are relatively well remunerated compared to other EU 
countries, especially the U.K. and Northern Ireland, are complex and presently not very well 
understood However, the Department of Health and Children has commissioned an . 
economist to research this issue. His initial report is due by the end of May 1999 but progress 
will be hampered by lack of key information 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. 

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 conununity initiatives. 
Continuous dental education, including clinical audit, will be available for those responsible' 
for the management of the 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 the 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. 

9.8 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 re~ understanding of the various 
relationships that exist between an organisations stakeholders and those who are entrusted to 
manage resources and deliver required outcomes. Strengthening accountability structures also 
involves credible and timely information and training to support good performance. This 
chapter has outlined accountability structures in the DTSS and recent iniiiatives 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 performance and 
outcomes will follow. 
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As the DTSS has matured and received increased funding, patient care has begun to shift !Tom 
"fire-fighting" procedures· to maintenance of oral health. Future initiatives hope to bring the 
service further towards prevention centred care. To date, the DTS S has had success in 
reaching its primary goal to improve the oral health of medical card holders and steps ¥e 
being taken to ensure that ,the scheme continues to improve relevant, measurable outcomes in 
keeping with the Department of Health'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, programs 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 I 

• 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 £\9.8 million to approximately £35.7 million in 2002 (excluding 
additional fee increases). 

10.3 Duality 

The DTSScontract will be reviewed in tandem with the DTBS contract. The focus ofa 
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 scheme 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 advise 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 DTSS 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. . 

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 
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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 of this century. 
It is imponant 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 reviewofthe 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. 



Glossary 

"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 Benifits Scheme 

DTSS - Dental Treatment Services Scheme 

edentulous - having no natural teeth 

endodontics - root canal treatment (see below) 

GMS (P) B - General Medical Services (Payments) Board 

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

IDA - Irish Dental Association 

molars - back teeth 

PDS - Principal Dental Surgeon 

restorations - dental fillings 

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

tx - treatment 

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

scale and polish - dental cleaning 


