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.CHAPTER 1 

(A) INTRODUCTioN 

Over a number of years it has become evident that the Eastern Health 

Board was not in a position to provide an adequate primary care dental 

service to all those children and adults who were eligible to receive 

it. Priorities were agreed but even within these priorities waiting 

lists for treatment by Health Board Dental Surgeons were building up to 

an unacceptable level. In 1979 a special ad hoc scheme was introduced 

enabling the Health Board to transfer some of the adult workload to 

private practitioners. However, because of limited resources this 

scheme has never operated to its full potential. 

The recruitment of dentists to permanent posts in the public Service 

was difficult until recent years but it has improved since the intro

duction of a new grading structure in 1981. However more lucrative 

positions in the U.K. and elsewhere continue to attract young graduates 

from the dental schools in Dublin and Cork. 

In general the Eastern Health Board Dental Service reacts to initia

tives by the public i.e. a demand based service. Screening of 

vulnerable groups e.g. school children, to assess the need for care, is 

not carried out on any regular basis and most of the time of Health 

Board Dental Surgeons is taken up treating and providing follow up 

care for those who come to clinics on their own initiative seeking 

treatment. The absence of routine screening however leaves doubts as to 

the actual disease levels, and conditions requiring treatment may be 

overlooked. 

The provision of secondary care dental services, such as orthodontics 

and oral surgery, is also limited in its availability. The Health Board 

has attempted without success to recruit a consultant orthodontist to 

develop a public orthodontic service. The Board relies mainly on the 

Dublin Dental Hospital for a consultant orthodontic and oral surgery 

service which is limited in nature. 

In view of the demand for dental services and the Boards difficulty in 

meeting it, the Chief Executive Officer with the co-operation of the 

Department of Health, assigned to Dr. J. Clarkson and Mr. F. Donohue the 

task of reviewing the present state of the Board's dental service and of 

making recommendations in relation to its future development in the 

light of the Report of the Working Party on Dental Services (chaired by 

Deputy T. Leydon Minister of State) which was completed in June 1988. 
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lB) TERMS OF REFERENCE 

C;) Review the present arrangements for the provision of 

dental services to eligible persons in the Eastern 

Health Board. 

Cii) In the light of the Working Group Review of Dental 

Services, to make recommendations on the future 

organisation and the arrangements for the delivery 

of dental services, including staffing and facilities, 

in the Eastern Health Board. 

, . 
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CHAPTER 2: 

CA) APPROACH 

As the Working Group on Dental Services is an important basis for this 

review, it was studied in detail. A situation analysis using the 

standard World Health Organisation approach was then carried out. 

Demographic information including population trends, eligibility for 

services, resources including manpower, facilities and finances were 

obtained from publications, reports and discussions. The present 

methods of delivering services in the Board were outlined. 

Epidemiological data from a number of surveys of childrens dental 

health provided information on trends in dental disease but little 

data existed for adults. Health Board records provided information on 

the type and amount of treatment provided for both children and adults 

over a number of years. 

Discussions took place with a wide variety of interests such as Health 

Board administrative officials, the former Chief Dental Surgeon, 

Principal Dental Surgeons, other professional staff, the Irish Dental 

Association and the Dean and staff of the Dublin Dental School/ 

Hospital. This provided a broad range of views on the services in 

the area. 

In the light of the above information the current situation of the 

Health Board dental services is presented in the first part of this 

Report. The second part of the Report makes recommendations for the 

future direction and development of the service in accordance with the 

terms of reference. 
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(B) REPORT OF DEPARTHENTALWORKING GROUP 1988 

The findings and recommendations of this Working Group ("The Leydon 

Report") may be summarised in the following terms:-

1. Role of Health Board Dental Service 

( i) A national strategy should be adopted for the delivery of 

dental services and this should be based on a clearly 

defined role for the Health Board service based on a 

systematic approach to the delivery of such services. 

(ii) All posts which fall vacant should be filled in order to 

maintain the dentist/population ratio and the role of any 

auxiliary workers introduced in this country should be 

tested in the service. 

2. Preventive Programmes 

( i) The delivery of care should be based on a preventive 

approach, capital funds should be made available for 

fluoridation and where the latter is not available 

fluoride mouth-rinsing programmes should be introduced. 

(ii) Fissure sealant programmes should be introduced to protect 

the vulnerable teeth of children in targetted classes. 
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3. Children/Adolescent SetVi~e~ 

( i) The Health Board Dental Service for children should be 

established on a structured and systematic approach which is 

school based and targetted initially on children in first 

and sixth classes. Children who are found to be at high 

risk to dental disease in first class should be followed up. 

(ii) Priority should be given to the treatment of permanent teeth 

(iii) Routine screening and treatment services should be developed 

for eligible children aged 15 years and when resources 

permit eligibility should be extended to all adolescents 

under 16 years. 

4. Treatment of Adults 

( i) Only limited dental services are being provided for adults 

and emergency care for them is interfering with the routine 

care of children. 

(ii) A scheme should be developed so that routine dental care 

for eligible adults can be provided by private dental 

practitioners. A specific allocation should be made for 

this purpose. 

(iii) Consideration should be given to the introduction of charges 

for dentures. 
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s. OrthodoriticTreatmen~ 

( i) The orthodontic guidelines issued by the Department of 

Health should be used to assess orthodontic need. 

(ii) Renewed efforts should be made to recruit consultant 

orthodontists. 

(iii) The two dental hospitals should give priority to children 

referred by Health Boards. 

(iv) Services for cleft lip and palate cases should be upgraded. 

( v) Charges should be introduced for orthodontic treatment for 

children with category II and III eligibility with the 

exception of cleft lip and palate cases. 

6. Oral Surgery 

Consultant posts in oral surgery should be created in the South

Eastern and Western Health Boards and the vacant post in Beaumont 

hospital should be filled. 

" ..... 

7. Paediatric Dentistry 

( i) Health Boards should avail of the expertise in the dental 

hospitals in order to develop paediatric dental services. 

(ii) A Senior Clinical Dental Surgeon should be appointed in 

each Health Board with responsibility for the handicapped 

and there should be close co-operation between them and the 

consultants in the dental hospitals. 
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CHAPTER 3 SITUATION ANALYSIS 

ill ELIGIBILITY AND POPULATION STATISTICS 

(i) E 1 i gib 11 i!.Y 

Under the Health Act 1970 eligibility for health board dental services 

is afforded to:-

(a) Those with category I eligibility i.e. medical card holders 

and their dependants. 

(b) Pre-school and national school children in respect of 

defects noted at child health examinations. 

(c) Other persons adjudged by the Chief Executive Officer of 

a Health Board to be unable to provide a particular service 

for themselves without experiencing undue hardship . 

. Based on the above eligibility conditions 1.96M persons (55%) are 

eligible for dental care out of a national population of 3.54M. 

The comparable figures for the Eastern Health Board show 0~~55M 

persons (53%) eligible out of the region's population of 1.232M. 

The Eastern Health Board region is divided into 10 Community Care 

areas and the number of persons eligible in each area is shown in 

Table 1. The numbers eligible vary substantially between Community 

Care areas due to variations in demographic and socio-economic 

factors. Overall the total number eligible (0.655M) is almost equally 

divided between children/adolescents (0.327M) and adults (0.328M). 
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TABLE 1 

NUMBERS ELIGIBLE FOR DENTAL SERVICES IN THE E.H.B. AREA 

I 
COMMUNITY CARE AREA 

AGE 
GROUP 

1 2 3 4 5 6 7 8 9 10 TOTALS 

PRE-
SCHOOL 8,220 6,347 6,445 11 ,585 11,89,8 12,298 8,582 17,420 12,747 9,346 104,888 

0-4 

NATIONAL 
SCHOOL 16,363 11 ,726 9,840 26,258 17 ,255 19,921 14,239 33,274 20,788 15,953 185,617 

5-12 

DEPS.OF 
MED. CARD 
HOLDERS 2,210 1,659 1,719 5,433 4,351 4,477 3,195 5,541 4,017 3,436 36,038 

13-16 

TOTAL 
CHILDREN 26,793 19,732 18,004 43,276 33,504 36,696 26,016 56,235 37,552 28,735 326,543 

ELIGIBLE 
ADULTS 26, 188 30,068 23,513 41,745 29,989 38,385 39,149 37, 142 33,215 28,967 328,361 

TOTAL 
ELIGIBLE 52,981 49,800 f41,517 85,021 63,493 75,081 65,165 93,377 70,767 57,702 054,904 

TOTAL 
POP. OF 123,089 ~18,228 ~2,923 ~48,781 103,264 36,128 121,230 ~87,806 116,247 94,542 
AREA 1,232,23E 
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(i i) POPUl.ATION TRENDS . 

The changing demtigraphic picture is an important fattor which must be 

taken into account when planning the future of the dental servic·es. The 

central statistics office have made population projections for the years 

1996 and 2006, based on a series of reasonable assumptions which include 

a falling birthrate and the continuing effects of emigration. 

If these series of assumptions prevail it will mean that by the years 

1996 and 2006 the national population will have changed as shown in 

Table 2 below. 

TABLE 2 

NATIONAL POPULATION TRENDS IN IRELAND OVER 20 YEAR PERIOD 

1986 1996 % CHANGE 2006 % CHANGE 

POPULATION UNDER 15 1,025,000 858,000 -16.2% 724,000 

POPULATION AGED 15-34 1,119,000 1,068,000 -4.5% 967,000 

POPULATION AGED 35-54 , 731,000 896,000 +22.6% 954,000 

POPULATION AGED 55 & OVER 667,000 677 , 000 + 1.5% 780,000 

TOTAL POPULATION 3,541,000 3,500,000 -1.15% 3,425,000 

The base figure used to compile this table was the 1986 Census of Population. 

Presuming that these figures are repeated in the E.H.B. area the number 

of children/adolescents eligible for dental services will reduce from 

the current figure of 327,000 to 274,000 by the year 1996 and to 231,000 

by the year 2006. These reductions will have obvious implications for 

the delivery of dental services to these age groups and will leave a 

number of options to be considered to meet the changing dentist to 

patient ratios. 

Option Maintain existing ratios by non-replacement of dentists 

who leave the service. 

Option 2 Maintain existing manpower levels and provide a more 

comprehensive service for all eligible children. 

Option 3 Maintain existing services for children and provide a 

more comprehensive adult service. 

Option 4 Concentrate resources on specialised dental treatment 

e.g. orthodontics. 

Option 5 Extend eligibility to other groups e.g. all adolescents. 

-29.3% 

-13.6% 

+30.5% 

+17% 

-3.27% 



(B) RESOURCES 

(i) PERSONNEL 

Dental Surgeons 

In the Eastern Health Board there is an approved complement of 78 

dental surgeon posts. The comparable national figure is 270 posts 

of which 250 posts are filled. 

The grading structure in the E.H.B. consists of:-

Chief Dental Surgeon 

8 Principal Dental Surgeons 

8 Senior Clinical Dental Surgeons 

and the remainder (61) consists of Clinical Dental Surgeons Grade 11 

At the time of writing 53 of the 78 posts are filled by permanent 

officers, the equivalent of some 17 posts are filled by temporary/ 

sessional Grade 11 dentists, 4 posts are filled by temporary Grade I 

dentists and the remaining 4 posts are vacant (see Table 3). The 

Local Appointments Commission are in the process of selecting persons 

for appointment to 7 permanent Clinical Dental Surgeon Grade 11 posts. 

This will still leave a large number of approved posts (18 in all) 

vacant or being held down by temporary or sessional staff. The Chief 

Dental Surgeon post is currently vacant and 2 of the Principal Dental 

Surgeon posts are filled in an acting capacity. Details of current 

dentist staffing levels are given in Table 3. 

It is significant that 28 of the 53 permanent staff employed are over 

50 years of age (including 14 over 55 years). Two dentists in private 

practice work on a part-time basis at three of the Boards Psychiatric 

Hospitals. 
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Orthodontists 

There is an approved post of Consultant Orthodontist which the Board 

has not succeeded in filling although the post was advertised through 

the Local Appointments Commission on two separate occasions. Of six 

such posts nationally, only one (in the Mid Western Health Board) is 

currently filled. The Board is however funding a Senior Registrar 

post in orthodontics and 20% of the salaries of two Consultant 

Orthodontists in the Dublin Dental Hospital. 

In addition some specialist orthodontist treatment 1s undertaken on 

behalf of the Board by two Orthodontists in private practice. 

Anaesthetists 

The Board employs the equivalent of one full time Anaesthetist, on a 

sessional basis, for dental general anaesthetic services in James's 

St. Clinic and in the dental department in Naas Hospital. Three full 

time general nurses and one attendant are employed in the general 

anaesthetic clinic in James's Street where ten dental general anaes

thetic sessions are held each week. 

pental Surgery Assistants 

There is an approved complement of 78 Dental Surgery Assistant posts 

of which 54 are filled by permanent staff, 20 are f'illed by temporary 

staff and 4 are vacant. Two thirds of those employed hold recognised 

qualifications as Dental Surgery Assistants and of these 12 are 

qualified as Dental Health Educators. 

The grading structure is: Dental Surgery Assistant Grade IV - 1 post 

Dental Surgery Assistant Grade III - 8 posts 

Dental Surgery Assistant Grade 11 - 69 posts 
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TABLE 3 

DENTISTS EMPLOYED BY E.H.B. 

CURRENTLY EMPLOYED APPROVED 

APPROVED POSTS NOT POSTS 
GRADE COMPLEMENT PERM TEMP SESS. TOT FILLED VACANT 

WIT WIT WIT BY PERM. 

M F M F EQ. M F EQ. EQ. STAFF 

CHIEF D.S. 1 - 1 1 

PRINCIPAL D.S. 8 6 6 2 

SNR.CLINICAL D.S. 8 7 1 8 

CLINICAL D.S. II 61 26 13 4 5 8.2 11 12 8.4 55.6 2? 3.4 

CLINICAL D.S. I 2 2 4.0 4 

39 14 6 7 11F 

TOTALS 78 53 13 12.2 23 8.4 73.6 25 4.4 
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Admini~trative Staff 

Administrative Staff are mainly located in the central headquarters 

office of the dental service in Emmet House, Thomas street, Dublin 8. 

The grading structure is: Grade VI - 1 post 

Grade IV - 2 posts 

Grade III - 4 posts 

(3 Emmet Hse, 1 Dental Stores, Cornmarket) 

Grade 11 - 7 posts 

(3 Emmet Hse, 4 in major clinics) 

(ii) DENTIST TO POPULATION RATIOS 

The overall national dentist to population ratio (D:P ratio) including 

all dentists on the Dental Register of the Dental Council, is 1200 

Dentists to 3.54M population i.e. 1:2950. The national ratio of 

health board dentist to eligible population is 1:7600. 

Taking into account the total eligible population of 0.655M and the 78 

approved dental posts, the dentist to population ratio in the Eastern 

Health Board is 1:8400. However, if eligible adults are excluded and 

if allowance is made for the fact that 75% of pre-school children 

would be unlikely to need continuing care the eligible child/ 

adolescent population figure would stand at 0.248M giving a new D:P 

ratio of 1:3180. 

The adequacy or otherwise of such ratios depends on various factors 

such as the age structure, disease levels, treatment needs, manpower 

goals and residential density of given populations as'well as the 

availability of auxiliary personnel to provide treatment. It has been 

postulated that ideal D:P ratios for children/adolescents would be 

between 1:1500 and 1:2500. Taking account of these factors in the 

Eastern Health Board area the personnel requirement would be expected 

to be at the upper end of this ratio. 
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WilJACILITIES 

The greater part of the services is provided in Clinics located in 

Health Centres maintained by the Board. There are 63 Clinics which 

contain a total of 110 Surgeries. 

Clinics with 5 surgeries = 2 

with 4 = 7 

with 3 = 4 

with 2 = 12 

with = 38 

Overall the sessional occupancy is low at 59% but it varies con

siderably from one area to another (Table 4). As would be expected 

the lowest occupancy rates are in rural areas of Wicklow 

(G. O'Mahoney) and Kildare (N. O'Nolan) where clinics are only open 

on specific days. 

Special facilities for treatment of the handicapped, the elderly and 

for general anaesthetics are available in some General Hospitals and 

Psychiatric Hospitals. The Dublin Dental Hospital also provides 

primary and secondary services by arrangement with the Board in the 

Dental hospital and at a number of General Hospitals. The facilities 

for secondary and specialist services in oral surgery, orthodontics 

and paediatric services are described later. 

In general the standard of equipment and overall facilities is high 

but some require to be re-furbished and improved and this is par

ticularly so in some clinics in Kildare and Wicklow. 
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<TABLE 4 

Jhe number of clinics. surgeries and their 

Q~cupancy rate in Principal Dental Surgeons areas 

PRINCIPAL 

DENTAL SUR~EO~ 

H. HAY DEN 

H. MURPHY 

D. KEANE 

G. GAVIN 

G. FITlGERALD 

J. POWER 

N. O'NOLAN 

G. O'MAHONEY 

TOTALS 

CLINICS NO. OF SURGERIES SESSIONAL OCCUPANCY 

11 19 

7 14 

6 15 

8 18 

5 10 

6 9 

10 11 

10 14 

63 110 

113 

190 

90 

140 

114 

150 

102 

180 

~ 

100 

74 

90 

45 

110 

40 

140 

646 

1100 

59.5% 

64% 

76% 

57% 

68% 

82% 

41% 

28.5% 

59% 



16 

Itv) BUDGET 

In 1988 £13m was spent on health board dental services nationally. 

The allocation for dental services in the E.H.B. area for 1989 is 

£4,117,000. This represents 2.1% of the total health board budget 

(£196 million). 

The allocation is divided between pay (salaries) and non-pay as 

follows:-

PAY £2,597,000 

NON-PAY £1,520,000 

TOTAL £4,117,000 

Corresponding figures for the past three years are shown in Table 5. 

TABLE 5 

1986 1987 1988 

PAY £2,441,000 £2,544,000 £2,544,000 

NON-PAY £1,446,000 £1,514,000 £ 1,531 ,000 

--~--------- ---------- ----------
TOTAL £3,887,000 £4,058,000 £4,075,000 

PAY BUDGET 

The 1989 allocation for pay shows an increase of £55,000 over the 1988 

figure. However, this increase is only sufficient to pay the general 

increase due to all staff (approx 2.2%) from 1st January 1989 under 

the national understanding. It appears that no account has been taken 

of the fact that, on average, six dentists posts were vacant through

out 1988 resulting in an underexpenditure on pay. Consequently no 

provision has been made in the 1989 allocation to bring the number of 

dentists employed up to full complement. The number of dental surgery 

assistants employed throughout the year was also below complement due 

to the shortage of dentists. It is estimated that a further allocation 

of approx £150,000 is needed to allow the employment of the full com

plements of both dentists and dental surgery assistants. 
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The dentist to patient ratios which have been calculated in this 

report are based on a full complement of approved posts and if these 

ratios are to be maintained at their existing level, then sufficient 

funds must be provided. 

If dental health educators are to assume the role for which they have 

been trained, they will have to be released" from their surgery role to 

work in schools etc. and replacement dental surgery assistants will be 

required to work with the dentists. This will also necessitate the 

allocation of additional funds. 

A breakdown of the 1988 pay budget is shown in Table 6. 

EAY ~UDGET 1988 

DENTISTS/ANAESTHETISTS 

DENTAL SURGERY ASSISTANTS 

ADMINISTRATIVE STAFF 

NURSING STAFF 

PORTERS/ATTENDANT/CLEANER 

NON-PAY BUDGET 

TOTAL 

The main items of non-pay expenditure are:-

Fluoridation & prevention 

£ 1,677 ,000 

£ 648,000 

£ 136,000 

£ 

£ 

44,000 

39,000 

£2,544,000 

Fees to private practitioners (choice-of-dentist scheme) 

Dental clinic supplies (materials, equipment etc) 

Dental appliances (dentures, orthodontic appliances) 

Dublin Dental hospital 

Travelling expenses 
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This is currently the biggest single item of non-pay expenditure of 

the dental budget at £427,000 per annum. There are no plans at 

present to provide new plant or equipment at water treatment works in 

the boards area although some rural schemes need updating and the Athy 

area needs to be fluoridated. 

Fees to Private_practitioners 

A total of £323,000 was paid to private practitioners in 1988 for 

services provided to eligible adults (choice of dentist scheme). This 

represents the treatment of approx 3,000 patients. The allocation for 

1989 of £298,000 will only be sufficient to treat approx 2,800 adults 

and this would make little impact on the waiting list of almost 15,000 

Dublin Dental Hosl2jt~ 

The board makes payments for services to the Dublin Dental hospital 

under three headings:-

1. 

2. 

Grant for providing primary care services: 

Fees for Orthodontic patients: 

Salary of (a) Registrar in Orthodontics: 

(b) 20% of salaries of two 

consultant orthodontists: 

TOTAL 

1988 

£ 6,200 

£25,480 

£21,886 

£15,500 

£69,066 
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Travelling Expenses 

Travelling expenses are paid to dental staff who are required to use 

their own cars in the course of their duties. Travel in rural areas 

is unavoidable due to the necessity for staff to provide services at a 

number of different clini~s. However travel in urban areas could be 

reduced by concentrating services in multi-surgery clinics which would 

save both on clinical time available and actual cost of travelling 

expenses. 

Payments for travelling expenses in 1988 amounted to £65,000 half of 

which was paid to staff working in the Kildare and Wicklow areas. 

Dental Clinic Supplies 

The vast majority of dental materials and equipment are purchased 

through the dental stores in Cornmarket which is staffed by a grade 

III (Clerical) Officer. In recent years the danger of cross-infection 

from AIDS and Hepatitis has increased the demand for protective 

clothing, materials and sterilising equipment from all dental clinics. 

This has increased the cost of materials considerably and in 1988 

materials cost £210,000. Expenditure on equipment amounted to £52,000 

most of which was used to purchase autoclaves (for sterilising 

instruments) and replacement equipment for some surgeries. 

Dental Appliances 

Dentures and orthodontic appliances are made, on prescription from 

health board dental surgeons, by dental laboratories who tender and 

are accepted for annual contracts. Contracts are awarded to a number 

of laboratories, as many are small and individually would not be in a 

position to provide the full requirements of the health board. This 

arrangement also ensures continuity of supply to the board in the 

event of a laboratory closing down. The total cost of dental 

appliances in 1988 was £190,000. 
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Grants ------

Grants are paid to:-

(a) the Dental Health Foundation (£10,000 per annum), and 

(b) Our Lady's Hospital, Crumlin (£8,500 per annum) in respect 

of the dental treatment provided for handicapped children. 

A summary of the main non-pay expenditure is given in Table 7. 

SUMMARY OF NON-PAY!:XPENDITURE 1288 

FLUORIDATION £427,000 

FEES TO PRIVATE PRACTITIONERS £323,000 

DENTAL CLINIC SUPPLIES £262,000 

DENTAL APPLIANCES £190,000 

DUBLIN DENTAL HOSPITAL £ 69,000 

TRAVELLING EXPENSES £ 65,000 

MISCELLANEOUS (Stationery, Postage, Drugs, 

Equipment maintenance, Sundries, grants 

to Dental Health Foundation and Our 

Lady's Hospital Crumlin) £195,000 

TOTAL £1,531,000 

In addition to the direct expenditure on dental services by the 

Community Care Programme, further expenditure is incurred by both 

the General Hospital and Special Hospital Programmes. 
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~er:Le r a 1 Ho s pit alP [Q gramme 

Dental services are provided in three of the boards general hospitals 

viz. St. Mary's hospital, St. Colmcille's hospital and James Connolly 

Memorial hospital Blanchardstown. 

St.~'s Hospital 

The board provides facilities for oral surgery services for the Dental 

Hospital in St. Mary's hospital, Phoenix Park. Ten oral surgery 

sessions are held there each week. The Dental hospit~l provides the 

oral surgeon for these sessions and the health board provides all 

other staff required. This consists of 1 Consultant Anaesthetist, 

Ward Sister, 2 Staff Nurses and 1 Attendant. 

In 1988 a total of 495 patients were treated, of whom ,96 were from 

outside the Eastern Health Board area and only 50% of patients 

treated were either child health referrals or medical card holders 

(eligible patients). 

The cost of providing the staff and facilities in 1988 was:-

PAY 

NON-PAY 

TOTAL 

£70,000 

£23,000 

£93,000 

This cost is borne in full by the Eastern Health Board. 
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St. Columcille's Hospital 

Two oral surgery sessions are held each week in St. Columcilles, one 

by an Oral Surgeon from the Dental Hospital, one by a health board 

Principal Dental Surgeon and 186 patients were treated in 1988. Forty 

three per cent of those treated were medical card holders. The staf

fing levels for these sessions are 1 Consultant Anaesthetist, 1 Oral 

Surgeon/Principal Dental Surgeon, 3 Staff Nurses and 1 Attendant. 

The total cost of the service is:

PAY £15,000 

NON-PAY £10,000 

TOTAL £25,000 

This cost is borne in full by the Eastern Health Board. 

Handicapped patients who prove difficult to treat under local anaes

thetic are treated either in Cornmarket under local anaesthetic or are 

referred for treatment under general anaesthetic to the dental unit in 

James Connolly Memorial hospital. One session per week is held in 

James Connolly and three sessions out of four are reserved for 

treatment of handicapped patients. The fourth session is for the 

treatment of adults under general anaesthetic - usually for large 

numbers of extractions. The cost of providing this service is 

estimated, by the hospital, to be £30,000 per annum. 

The total cost of dental services/facilities provided by the General 

Hospital Programme is summarised as follows: 

ST. MARY'S £93,000 

ST. COLUMCILLE'S 

JAMES CONNOLLY MEMORIAL 

TOTAL 

£25,000 

£30,000 

£148,000 
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Special Hospital Programme 

Dental services are provided for patients in the boards four main. 

psychiatric hospitals. 

St. Brendan's Hospital 

A private practitioner is employed for 8 sessions per month and 

patients,are referred to him for treatment by the hospital staff. 

The estimated cost of this services is £5,000 per annum. 

st. Ita's Hospital 

Dental treatment for patients in St. Ita's hospital is provided by a 

private practitioner who attends for 2 sessions per week. Patients 

are ·referred to the dentist by the hospital staff. This service costs 

approx £5,000 per annum. 

st. Loman's Hospital 

The private practitioner who works in St. Ita's also works in St. 

Loman's hospital for one session each week. The equipment is poor and 

in need of replacement. This service costs approx £2,500 per annum. 

Newcastle Hospital 

Patients from Newcastle hospital who require dental treatment are 

seen by health board staff in the nearby dental clinic in 

Newtownmountkennedy. 

The total cost of dental services provided by the Special Hospital Care 

Programme is summarised as follows:~ 

St. Brendan's 

St. Ita's 

St. Loman's 

£5,000 

£5,000 

£2,500 

TOTAL £12,500 
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(C) ORGANISATION AND MANAGEMENT OF DENTAL SERVICES 

(i) GRADING AND MANAGEMENT STRUCTURE 

A Joint Working Party representative of the Department of Health, the 

Irish Dental Association and the Health Boards reported in 1979 on 

the Dental Services. Among the recommendation made was that a career 

structure for dentists be developed within the Public Service and par

ticularly within the clinical area. Following this report and further 

consideration by a special Working Group a new grading structure for 

the Health Board's Dental Service was agreed as follows:-

Principal Dental Surgeon 

Senior Clinical Dental Surgeon 

Clinical Dental Surgeon Grade 11 

Clinical Dental Surgeon Grade I 

The Principal Dental Surgeon is responsible for dental services in a 

determined area, usually a Community Care area, including giving ad

vice to the Board, supervising dental surgeons employed by the Board 

and work performed under contract and has an obligation to personnally 

provide clinical services where appropriate. There are eight posts in 

the LH. B. 

The Senior Clinical Dental Surgeon is responsible, under the direction 

of the Principal Dental Surgeon, for special clinical services e.g. for 

special groups such as the handicapped, the elderly or for special 

treatments e.g. Orthodontics, Oral Surgery and/or for the supervision 

of dental services at specified clinics usually multi-surgery clinics. 

In the Eastern Health Board seven senior clinical posts are respon

sible for multi-surgery clinics and one is assigned to services for the 

handicapped. 

Clinical Dental Surgeon Grade 11 provides a clinical service and 

supervises any auxilliary personnel assigned to him. A dentist must 

have a minimum of one years post graduate practical experience to be 

eligible for a Grade 11 post. There are 61 such posts in the E.H.B. 
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Clinical Dental Surgeon Grade I is a t~mporary post for newly qualified 

dentists who work under supervision for at least one year in this 

grade before they would become eligible for a Grade 11 post. At 

present there are 4 Grade I dentists employed by the E.H.B. 

This four tier grading structure replaced a two tier one of Senior 

Dental Officer (now Principal Dental Surgeon) and Public Dental Officer 

(now Clinical Dental Surgeon Grade 11). 

Historically there had been posts of Chief Dental Surgeon in the 

Southern and Eastern Health Boards. When the Chief Dental Surgeon of 

the Southern Health Board retired five years ago that board did not 

replace him. The Chief Dental Surgeon in the Eastern Health Board 

retired recently and to date has not been replaced. In general terms 

the Chief Dental Surgeon had overall responsibility for the planning, 

evaluation and co-ordination of services throughout the Health Board 

area. 

The McKinsey report of 1970, on which the organisation of the Health 

Boards services is based, recommended that all community services 

including dental services should be administered at local level as a 

sub-programme, fitting into a range of services to be delivered by a 

Community Care team, headed by a Director of Community Care reporting 

to the Programme Manager, Community Care. The report did not provide 

for the central direction of services by professional heads of any 

discipline. That the dental service continued to be so directed 

centrally in the E.H.B. was due to the historical fact that this system 

pre-dated McKinsey and could not readily be dismantled. In addition 

the health board dentists, with their professional and union support, 

~ould not accept a reporting relationship to the Director of Community 

Care while a professional head of the dental services remained in post. 
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The result is that the dental service areas, eight in number, are not 

co-terminus with the 10 Community Care areas in the E.H.B. and the 

funding and allocation of resources to dental areas is not part of the 

overall allocation to Community Care area services. 

The co-ordination of dental area services has been carried out by the 

Chief Dental Surgeon and his support staff in a central unit, reporting 

. to the Programme Manager. The central unit deals with operational 

policy, budget allocation, processing of accounts, staff recruitment, 

allocation and transfer (even on a day to day basis), contracts for 

appliances and materials, purchase of equipment, fluoridation of water 

supplies, links with other services and hospital programmes, links with 

Dental Hospital for provision of services, monitoring and evaluation of 

services, compilation and interpetation of treatment statistics, 

research and epidemiology, dental health education programmes, manage

ment of waiting lists for specialist services and for the treatment of 

adults. The central unit has a staff of nine. 

The availability of a special central direction has resulted in a 

development where Principal Dental Surgeons, although having res

ponsibility for services in their areas, do not have an allocation of 

personnel or finance and therefore cannot exercise the full res

ponsibilities which their job envisages. 

(ii) CURRENT OPERATIONAL POLICY 

Treatment of Children 

Children are eligible to receive service for defects noted at school 

health examinations. Medical Officers carry out school medical exam

inations, however dentists have responsibility for school dental 

examinations. 
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The number of dentists. employed in the early '70s was approx 45 which 

was inadequate to give a regular school examination and treatment 

service, consequently the regular examination of school children did 

not take place and the treatment service was confined to those who came 

to clinics requesting it. The increase in the complement of dentists 

in the early '70s was not sufficient to allow the introduction of 

regular school examinations as the child population had also increased 

considerably. 

By 1978 the approved complement of dentist posts had reached 78 and 

this has remained unchanged to date. Treatment continues to be 

confined to those national school children who demand it and is not 

based on screening to ascertain need. Children under 6 years of age 

and national school children obtain services in this manner. On 

leaving national school the dependants of G.M.S. card holders remain 

eligible for dental services and treatment is provided as before. 

In Co. Wicklow the services of private dental practitioners are used to 

supplement the work of health board dentists. In the· Skerries/ 

Balbriggan areas private practitioners provide emergency treatment on a 

fee per item basis to children/adults. 

We estimate that some 251,000 children are in the groups which would 

require regular assessment - 25,000 of the 0-4 year olds,_ all 190,000 

national school children and 36,000 adolescent dependants. 

To quantify the impact of the services on this potential case load the 

treatment statistics available show that 84,169 persons attended 

clinics in 1984. Because of the nature of the demand based delivery 

system, children who attend are recalled regularly for further assess

ment and/or treatment so we cannot give an accurate figure for those in 

the groups who have not been seen at all. 

..... : 
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Treatment of Adults' 

Adults with category I eligibility i.e. G.M.S. card holders and their 

adult dependants total 328,361. Of these it is estimated that 30% are 

also eligible for dental treatment by reason of their P.R.S.I. 

contributions under the Department of Social Welfare's Dental Benefits 

Scheme. However that scheme does not cover the full cost of every 

treatment, consequently beneficiaries look to the Health Board to pay 

their portion of the cost. 

As in the case of children, the health board service for adults is 

based on demand. Eligible adults are required to apply for treatment 

to the central administration unit where their names are added to a 

waiting list without assessment of dental need. Because of the board's 

inability to provide an immediate service to all, priority groupings 

are compiled as fol10ws:-

(a) Nursing (child under 1 year) and Expectant Mothers: these 

are referred to health board staff for immediate treatment 

at routine daytime clinics. 

(b) Persons aged 60 and over: these are generally referred for 

treatment at evening sessions by health board staff. Some 

are referred to private practitioners participating in a 

fee-per-item ad hoc scheme. The current waiting list is 835 

and the average waiting period is 10 months. 

(c) Other eligible adults: these are generally referred, as 

resources permit, to private practitioners participating in 

the fee-per-item scheme. The current waiting list is 8,868 

and the average waiting period is 2 years. 

Cd) Students: there are 5,300 on a waiting list for treatment 

and currently none are referred for treatment. This waiting 

list may be somewhat unreal as it exists since 1983. 
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In couht1~~ Kildare and Wicklow some routirietrea~ment of ad~lts is 

undertaken at health board day clinics and the waiting list and 

referral arrangement to private practitioners is dealt with locally. 

In the private practitioners fee-per-item scheme there are 110 dentists 

participating out of a total of the 303 in the E.H.B. area who operate 

the Department of Social Welfare Dental Benefits Scheme. An indication 

of the number of eligible adults treated by private practitioners 

during 1987 is given in Table 8. Health board dentists treated 9,i87 

adults during day-time clinics and additional evening sessions during 

1987. 

All eligible adult patients may attend for emergency treatment without 

appointments at health board daytime clinics and 7,392 such patients 

were treated in 1987. This aspect of the service gives rise to a major 

disruption of routine services in health board clinics. 

TABLE 8 

TREATMENT OF ADULTS BY PRIVATE PRACTITIONERS IN 1987 (ad hoc scheme) 

NO. OF NO. REFERRED NO. OF CLAIMS WAITING 

APPLICATIONS TO P.P. PAID COST LIST 

IN 1987 31/12/87 

4,795 2,239 1,600 £290,991 17,136 



(D) EPIDEMIOLOGICAL DATA 

In planning a service for a community it is essential to have up-to

date epidemiological information (gathered within previous 5 years) 

available. Most of the information available on dental disease both 

nationally and in the E.H.B. relates to children and this area will be 

considered first. 

Prior to the introduction of water fluoridation in Dublin in 1964 a 

survey of the prevalence of dental caries (dental decay) was carried 

out on children of all ages in 1961. Subsequently surveys to determine 

the benefits of water fluoridation were carried out by E.H.B. personnel 

in 1970 and 1975. The surveys showed that there was a progressive 

decrease in the prevalence of caries since the introduction of fluori

dation. The most recent intensive survey was carried out on 5, 8, 12 

and 15 year old children in 1984 as part of a National Survey of 

Children's Dental Health (N.S.C.D.H.) in Ireland. Some of the results 

of that survey are presented here and are used as the epidemiological 

basis for the planning of this report. 

The percentage of 5, 8, 12 and 15 year old children with no dental 

caries experience in the pre-fluoridation study in 1961-62 and the 

N.S.C.D.H. in 1984 is given in Table 9. The number of children free of 

dental caries was significantly higher in 1984, both in fluoridated and 

non-fluoridated areas. A more common method of expressing caries 

experience in groups ;s by the mean number of decayed, missing and 

filled teeth/surfaces (dmft/s for deciduous teeth and DMFT/S for 

permanent teeth). The data ;s presented for the E.H.B. and nationally 

in Table 10. In all age groups caries experience is significantly 

lower in children from fluouridated areas compared with those from 

non-fluoridated areas (which in the E.H.B. area are mainly in Wicklow 

and Ki ldare). The percentage differences were somewhat higher in the 

younger age groups. The DMFT in the fluoridated areas of the E.H.B. 

was generally lower than in similar areas nationally whereas the DMFT 

in non-fluoridated areas was similar to the national data. This may be 

a reflection on the relative ease of effectively fluoridating major 

urban water supplies as opposed to smaller rural supplies. 
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TABLE 9 

Percentage of 5, 8, 12 and 15 year old children in the E.H.B. with no 

dental :caries in 1961-63 and in 1984. (N.S.C.D.H. 1984) 

1961-63 

1984 : FL. 

NON FL. 

13 

57 

37 

27 

72 

55 

TABLE 10 

AGE 12 

4 

27 

15 

AGE 15 

16 

13 

Mean no. of D.M.F.T. (tiT) and D.M.F.S. (s/S) in 5, 8, 12 and 15 year olds in 

fluoridated (FL) non-fluoridated (NON-FL) areas of the E.H.B. and Nationally. 

(N.S.C.D.H. 1984) 

5 year olds 8 year olds 12 year olds 15 year olds 

FLUORIDATION t s t T S T S T S 

STATUS 

E. H. B. 

FL. 1.3 2.6 2.3 0.5 0.9 2.2 3.5 3.7 6.2 

Non FL. 2.9 6.6 3.4 1.0 1.7 3.4 5.6 4.8 9.1 

% DIFF. 55% 61% 32% 50% 47% 35% 38% 23% 32% 

NAT. 

H. 1.8 3.6 3.0 0.6 0.9 2.6 4.3 4.1 7.0 

Non FL. 3.0 6.2 3.9 1.0 1.5 3.3 5.7 5.4 10.0 

% DIFF. 40% 42% 23% 40% 40% 21% 25% 24% 30% 
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The frequency distribution ·of d~ft/DMFT Scores are pr~sented in. 

Appendix I(a) and they show that although the caries levels are low in 

the E.H.B. there is still a certain percentage of children who ex

perience high levels of the disease. In the case of 5 year olds 17% 

in the fluoridated areas and 32% in the non-fluoridated areas had four 

or more dmft for deciduous teeth. For permanent teeth in the case of 

8 year olds 4% in the fluoridated areas and 12% in the non-fluoridated 

areas had four or more DMFT. The corresponding figures for 12 year 

olds were 25% and 51% 

The individual components of the DMFT provide information on what can 

be termed untreated caries (D), unsuccessful treatment (M) and suc

cessful treatment (F). This data is presented in Table 11. The 0 or 

untreated caries is very high in the younger age groups with between 

78% and 90% of the disease -in deciduous teeth untreated in 5 year olds 

and between 50% and 80% of permanent teeth untreated in 8 year olds. 

In 12 and 15 year olds the untreated disease level in permanent teeth 

varied from 14% to 27%. 

The distribution of dental caries within the mouth is important in 

designing treatment strategies. In the E.H.B. area the percentage 

of chil.dren who had dental caries on their front teeth was very low, 

particularly in fluoridated areas with only 13% of front deciduous 

teeth of 5 year olds affected, and for front permanent teeth, 0.7% in 

8 years olds, 5% in 12 year olds and 8% in 15 year olds were affected. 

In non-fluoridated areas the corresponding figures were 28%, 1.2%, 12% 

and 18% respectively. It is evident therefore that most of the dental .. ~ 

caries present occurred on back teeth. In the deciduous teeth of 5 

year olds the second molar and lower teeth tend to be most at risk. 

First permanent molars are almost the sole contributor to the total 

caries experience in 8 year olds in both fluoridated and non

fluoridated areas - Appendix I(b). Data is presented in Table 12 

showing the number of first molar teeth erupted at different age~ 

and the number of them which are decayed. The number of teeth and 

children are small in some age groups but national data bears out 

these figures. The c.-itical age to attend these teeth appears to be 

~round seven and a half years of age as by the age of eight a large 

number may have decayed. 



TABLE 11 

The decayed (D), missing (M) and filled (F) components of the mean 

DMFT and the percentage of untreated caries 0 over DMFT in 5*, 8, 12 

and 15 year old children in the Eastern Health Board. 

(N.S.C.D.H. 1984) 

FLUORIDATED NON-FLUORIDATED 

_ D_ _D _ 

AGE D M F DtotFT DMFT 0 M F DMFT OM FT 

"-

5 1.0 0.3 0.0 1.3 78% 2.6 0.2 O. 1 2.9 90% 

8 0.4 0.1 0.1 0.5 80% 0.5 0.1 0.4 1.0 50% 

12 0.6 0.2 1.3 2.2 27% 0.9 0.4 2. 1 3.4 27% 

15 0.5 0.4 2.9 3.7 14% 1.2 0.7 2.8 4.8 25% 

*5 year old deciduous teeth. 
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TABLE 12 . 

Number of subjects in the E.H.B. with 0, 1, 2, 3 or 4 first permanent 

molars erupted and the number of those teeth decayed. (Ages are "up 

to and including" in all groups except the last) (N.S.C.D.H. 1984) 

NO. OF FIRST MOLAR TEETH 
NO. DECAYED 

AGE ROW 
GROUP 0 1 2 3 '4 TOTALS 

5 89 5 2 96 
0 0 0 0 

5.5 96 9 6 3 4 118 
0 0 0 0 1 1 

6 51 9 1 3 10 74 
0 0 0 0 2 2 

6.5 6 1 2 6 15 
0 0 0 0 0 

7 1 1 
2 2 

7.5 11 11 
3 3 

8 1 2 2 63 68 
0 0 0 37 37 

8.5 1 117 118 
0 76 76 

9 77 77 
57 57 

over 9 46 46 
37 37 

TOTAL N 244 18 15 12 335 624 
0 0 0 0 215 215 
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Caries in first permanent molars is the predominant feature also in 12 

year olds accounting for 84% of the disease in fluoridated areas and 

79% in non-fluoridated areas Appendix I(c). In 15 year olds caries 

in premolars and second molars begin to make a contribution to the 

disease experience, however the first molar is still the major source. 

The actual location of the dental caries on the various tooth surfaces 

is also important in treatment planning as preventive techniques have 

to be applied selectively. In the per,manent teeth of 8 year olds 41% 

of the dental caries in fluoridated areas and 50% in non-fluoridated 

areas is on the biting surface of back teeth (Table 13). A similar 

situation obtains in 12 and 15 year old children. Epidemiological 

data can also be used to estimate treatment need and the N.S.C.D.H. 

did obtain such information. Costings were made, based on Department 

of Social Welare treatment benefit fees (Table 14). It is important 

to bear in mind, when interpreting such information, that the treat

ment required may have been underestimated using epidemiological 

examination criteria and also that it does not take account of the 

cost of treatment already given (fillings). 

Assessment of periodontal (gum) disease in 12 and 15 year old children 

in the N.S.C.D.H. was made by use of the C.P.I.T.N. index. In the 

E.H.B., 40% of the gums of 12 year olds and 38% of 15 year olds were 

healthy. Bleeding was present in 33% to 34% of children and calculus 

in 27% to 28% of them (Table 15). No children had serious gum disease 

(pocket~~g). The E.H.B. data is similar to that obtained nationally. 

The treatment required for the two age groups (Table 16) was confined 

to improvement in oral hygiene (60% to 62%) or oral hygiene combined 

with scaling (27% to 28%). No complex periodontal treatment was 

required. 

Assessment of orthodontic defects was also carried out in the 

N.S.C.D.H. and details of the various clinical conditions found can be 

seen in the report of that survey. The examining dentists subjective 

assessment of treatment need is given in Table 17. They considered 

that 43% of children needed treatment in the E.H.B. and 6% were under 

treatment. However the severity of need was not recorded and it was 

also found that considerable disagreement existed between the dentists 

assessment and the subjects views on such need. 
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TABLE 13 

Mean number of posterior teeth affected by caries on the occlusal 

(biting) surface in children aged 8, 12 and 15 years in the Eastern 

Health Board in 1984 by age group, fluoridation status and tooth type. 

(N.S.C.D.H. 1984) 

TOTAL 

AGE FLUOR. 1ST 2ND 1ST 2ND DMFS 

GROUP STATUS N PREMOLAR PREMOLAR MOLAR MOLAR oce. 
SURF. 

8 FULL FL. 151 0.00 0.00 0.22 0.00 0.22 

NON FL. 83 0.00 0.01 0.49 0.00 0.50 

12 FULL FL. 128 0.03 0.02 0.98 0.09 1. 12 

NON FL. 101 0.08 0.06 1. 41 0.21 1. 76 

15 FULL FL. 133 0.07 0.10 1. 10 0.50 1.77 

NON FL. 97 0.12 0.12 1. 01 0.84 2.09 

TABLE 14 

Estimated cost of treatment required in 5, 8, 12 and 15 year old 

children in the Eastern Health Board in 1984. (N.S.C.D.H. 1984) 

Age 5 Age 8 Age 12 Age 15 

Fluoridated £15.60 £23.00 £14.70 £13.20 

Non-Fluoridated £31.90 £35.90 £18.60 £23.30 

ALL 

TOOTH 

X 

DMFT 

0.53 

1. 01 

2.16 

3.36 

3.72 

4.75 



- 37-:- ' . 

. TABLE 15 

Periodontal Disease 

The percentage of 12 and 15 year old children ;n the Eastern Health 

Board and Nationally in 1984 with a maximum score of H (healthy), B 

(bleeding), C (calculus), P1 (shallow pocketting) or P2 (deep 

pocketting). (CPITN) (N.S.C.D.H. 1984) 

H B C P1 P2 

Age 12 Age 15 Age 12 Age 15 Age 12 Age 15 Age 12 Age 15 

EHB 40 38 33 34 27 28 0 

NAT. 48 43 26 21 25 35 1 

TABLE 16 

. Percentage of 12 and 15 year old children with different categories 

of treatment need for periodontal disease in the Eastern Health Board 

in 1984. (N.S.C.D.H. 1984) 

ORAL HYGIENE ORAL HYGIENE & SCALING COMPLEX 

Age 12 Age 15 Age 12 Age 15 Age 12 Age 

Treatment 60 62 27 28 0 0 

Need 

TABLE 17 

0 

0 

15 

Percentage of 12 year old children with an orthodontic treatment need in 

the Eastern Health Board and Nationally. (N.S.C.D.H. 1984) 

TREATMENT UNDER COMPLETED 

NOT NEEDEO NEEDED TREATMENT 

E.H.B. 49 43 6 2 

NATIONALLY 58 33 6 3 
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Epidemiological information on adult dental health is limited to that 

obtained in the International Collaborative Study (I.C.S.) project 

carried out in a number of countries and in the E.H.B. area in 1979. 

In that study children aged 8-9 and 13-14 and adults aged 35-44 were 

examined. The O.M.F.T. levels in the adult group were found to be 

15.9 and this was generally lower than that obtained in other coun

tries which took part in this study. However. it was difficult to 

make direct comparisons as the fieldwork in the various studies took 

place a number of years apart. 

Periodontal (gum) disease is a common condition in adults. In the 

I.C.S. study 3% of adults had no evidence of periodontal disease. 89% 

had mild. 4% moderate and 4% had severe disease levels. The percen

tage of 35-44 year old adults who had lost all their natural teeth 

was 8% in the E.H.B. which was about the average for all countries 

in the study with the exception of Japan and New Zealand where total 

tooth loss appeared to be common. A national questionnaire survey 

carried out on adults (16+) in 1979 showed that 26% of them had no 

teeth which was somewhat less than in the United Kingdom at 29%. 

A national survey of adult dental health is currently being carried 

out in Ireland and initial results should be available by the end 

of 1989. At the request of the Eastern Health Board and with their 

support the sample size for this survey has been extended in the 

E.H.B. area to determine the needs of adults. 
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{E) TREATMENT STATISTICS 

Information on patient attendances and treatments provided in each 

surgery (not for each dentist) for each session or day is recorded by 

the dental surgery assistant. The weekly records for each surgery 

are then returned to the central headquarters in Emmet House (not to 

the local principal dental surgeon). The information is collated and 

checked there and is then processed by the Eastern Health Board 

computer department in James's Street at the end of each year. The 

system was computerised in 1982. The resulting yearly data is then 

available to management and senior dental staff. This information is 

also used to complete the annual returns to the Department of Health. 

In the course of our review serious concern was expressed by the 

principal dental surgeons and other staff as to the reliability of 

the information collected and processed. The main difficulties 

appear to relate to:-

(a) the complexity of the daily treatment record sheet 

(b) different interpretations of some headings on the 

record sheet 

(c) the non-completion of returns from some surgeries 

(d) loss of information at various stages of the process, and 

(e) the slow processing of data and the late availability 

of data for management purposes. 
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An instruction booklet and training is provided for dental surgery 

assistants as to how the return forms should be completed. However 

the amount of information on the form, the complexity of it and the 

terminology used makes accurate completion difficult. Checks are 

made to make sure that all surgeries complete returns and there 

should be no reason as to why information should be lost but this 

still seems to occur. It should also be possible to overcome any 

delays in making information available. 

Detailed examination of treatment statistics for recent years confirm 

the view that some of the data may be inaccurate and for this reason 

only statistics for 1984 and 1987 are presented. The treatment 

records which are collected in the manner described are the only ones 

available and although they may not be absolutely reliable they do 

give an indication of patient attendances and the amount and types 

of treatments provided. 

The number of children treated and the average number of treatments 

per 100 children treated in the Eastern Health Board and nationally 

in 1984 and in the Eastern Health Board in 1987 are given in Table 

18. More detailed data on individual items of treatment is given in 

Appendix III(a). From the data available it is difficult to deter

mine the proportion of children examined for treatment out of the 

total number eligible. However, it is estimated that approx 40% of 

the total eligible (pre-school, national school and adolscents) and 

50% of the national school children are seen annually. 

Emergency care, 27 per 100, in 1984 and 25 per 100 in 1987 accounts 

for a major portion of the treatments and the number of deciduous 

teeth extracted may be a reflection of this. The ratio of fillings 

in permanent teeth to those in deciduous teeth was 3.5 to 1 in 1984 

and 2 to 1 in 1987 although one must still query the number of decid

uous teeth treated in the light of epidemiological data on unmet need 

in permanent teeth. 
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Between 1984 and 1987 there appears to be a considerable reduction 

in the amount of extractions carried out. This is difficult to 

understand as the amount of emergency care provided did not change 

substantially. Fillings in deciduous teeth also appear to have 

increased as have the number of fissure sealants applied. 

The national data is basically similar to Eastern Health Board data 

with the exception that less fillings appear to be carried out per 

100 patients in the E.H.B. This may be a reflection of generally 

lower levels of dental caries in the E.H.B. area, however different 

interpretations of what a filling is may also contribute to the dif

ference e.g. statistics from some health boards appear to relate to 

surfaces filled rather than teeth filled which would inflate the 

data. In one health board area 113 fillings per hundred patients 

treated were recorded which appears to be very high. 

The number of adults treated and the average number of the different 

types of treatment provided both by health board dentists and private 

practitioners is given in Table 19. Individual statistics are given 

in Appendix II(b). Most of the treatment was of a basic nature i.e. 

extractions, fillings and dentures. Emergency care which accounted 

for a large proportion of treatment was carried out mainly by health 

board dentists. 
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TABLE 18 

TREATMENTS PROVIDED FOR CHILDREN IN THE E.H.B. & NATIONALLY IN 1984 & 1988 

AVERAGE NO. OF TREATMENTS PER 100 PATIENTS TREATED 

NO. 

TREATED EMERGENC-' EXTRACTIONS FILLINGS SCALING X-RAYS CROWNS FISSURE G.A. 

ITREATMENl Dec. Perm. Dec. Perm. SEALANH 

r1ill 
E.H.B. 96,461 27.0 31.0 18.4 12.0 43.0 12.7 9.7 0.4 4.1 5.7 

NATIONALLY ~10,781 20.6 35.7 21.0 18.3 62.7 21.9 8.8 0.4 N.A. N.A. 

1987 

E.H.B. 89,413 25.0 14.7 8.3 22.8 44.8 9.6 5.8 0.4 11.5 5.9 

TABLE 19 

TREATMENTS PROVIDED FOR ADULTS IN THE E.H.B. & NATIONALLY IN 1984 & IN THE E.H.B. IN 

1987 

AVERAGE NO. OF TREATMENTS PER 100 PATIENTS TREATED 

NO. EMERGENCY 

TREATED TREATMENT EXTRACTIONS FILLINGS SCALING X-RAYS CROWNS DENTURES 

1984 

E.H.B. 12,299 58.3 79.0 99.0 22.0 15.0 1.0 36.0 

NATIONALLY 56,217 35.7 64.4 41.5 17. 6 8.5 1.2 12.7 

1987 

E.H.B. 9,287 83.5 61.0 33.4 16.4 13.3 1.0 18.0 

• 

N.B. 1987 figures refer to treatment by health board 
dentists and do not include treatment in the ad-hoc 
scheme as statistics were not available. 
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Dental disease consists mainly of dental caries and periodontal disease 

and both of these conditions can be prevented by using appropriate 

preventive programmes. 

(1) DENTAL HEALTH EDUCATION 

Individual health education is provided in surgeries by health board 

dentists, dental surgery assistants and dental health educators. This 

tends to be of an informal nature and the extent to which it is carried 

out is not documented but is limited in scope. 

Formal dental health education programmes for schools have been 

developed and sponsered by a number of toothpaste companies for use in 

this country. A number of such programmes are operating in some areas 

of the E.H.B. but considering their ready availability they are not 

used as extensively as they could be. The 12 dental surgery assis

tants in the E.H.B. who have been trained as dental health educators 

have no assigned role and in essence practice only as surgery assis

tants only. Undergraduate students and staff from the Department of 

Community Dental Health in the Dental Hospital undertake a number of 

health education projects each year in selected schools and ins

titutions in the health board. Parents, nursing and other groups 

obtain lectures in health education from individual health board and 

private dentists. 

The Dental Health Foundation is located in Dublin and has the services 

of a part-time executive. The Foundation is provided with a grant of 

£10,000 per annum from the Department of Health via the Eastern Health 

Board. The Foundation provides dental health education material for 

interested groups and individuals, gets individual dentists to provide 

lectures for groups, obtains sponsorship for seminars and helps to 

co-ordinate dental health education nationally. There is no formal 

arrangement between the Foundation and the E.H.B. for delivering health 

education and links with the Health Promotion Unit in the Department of 

Health are also limited. 
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(ii) FLUORIDATION 

Water fluoridation was introduced in the Dublin area in 1964 in 

accordance with the Health (Fluoridation of Water Supplies) Act 1960. 

It was the first area to be fluoridated in the country. Since then it 

has been extended to cover practically all of Co. Dublin and parts of 

Kildare and Wicklow. At present approx 92% of the total population of 

the E.H.B. receive fluoridated water. Persons in non-fluoridated areas 

reside mainly in rural communities with small local or individual water 

supplies. Athy is the only urban area within the E.H.B. without a 

fluoridated water supply. 

The local authority, responsible for the provision of water, fluor

idates the water on behalf of the health board at the water treatment 

plants. The cost of fluoridation, including the provision of plant and 

equipment and the ongoing fluoridation of the supply is initially borne 

by the local authority but is subsequently recouped in full from the 

health board. The cost of fluoridating water supplies in the Eastern 

Health Board area in 1987 was £377,000 which is an average cost of 33p 

per head of population served by such supplies. An additional amount 

of £50,000 was paid in capital costs i.e. new plant and equipment. 

The tremendous success of the fluoridation programme in the Eastern 

Health Board is evident from the epidemiological information already 

detailed and it is the cornerstone of the preventive programme in the 

health board. The actual levels of fluoride in the water supplies are 

monitored by means of direct daily colorometric tests and by fluoride 

ion probe computer analysis in major plants. Samples of water col

lected randomly by environmental health officers on a monthly basis 

are analysed by the public analyst by means of specific fluoride ion 

probe and the results obtained are reported to the Department of 

Health. A summary of such results is given in Table 20. The statu

tory limits for fluoride are 0.8 - 1.0 part. fluoride per million parts 

water (PPM). A range of 0.7 - 1.1 ppm is considered to be acceptable. 

Results for the major Dublin supplies are very good with between 83% 

and 87% of tests within the statutory limits and between 92% and 94% 

within the range 0.7 1.1 ppmf. The results for the Kildare area 

are not as good with between 59% and 64% in the range 0~7 - 1.1 ppm. 

Wicklow results are somewhat better with 82% to 84% at these levels. 

Fluoridation has proved to be an efficient and effective method of 

preventing dental caries in the E.H.B. 
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TABLE 20 

FLUORIDATION RESULTS IN THEE.H.B. IN 1986 & 1987 

FLUORIDE: PARTS PER MILLION PARTS WATER 

1986 1987 
WATER NO. OF 0.8 0.7 0.2 NO. OF 0.8 0.7 0.2 
SUPPLY TESTS to to <.2 to > 1. 1 TESTS· to to <.2 to > 1. 1 

IN YR. 1.0 1.1 0.7 IN YR. 1.0 1.1 0.7 

DUBLIN 
BALLYBODEN 12 11 0 0 1 0 12 9 2 0 0 1 
VARTRY 12 9 1 0 2 0 12 9 1 1 1 0 
LIFFEY 12 12 0 0 0 0 12 10 1 0 1 0 
LEIXLIP 11 10 1 0 0 0 11 11 0 0 0 0 
BALLYEDMONDUFF 7 7 0 0 0 0 
KILTERNAN 7 4 2 0 1 0 NOT AVAILABLE 
KILSOUGH 8 7 1 0 0 0 
~LENCULLEN 3 3 0 0 0 0 

!fOTAL-DUBLIN 72 63 5 o· 4 0 47 39 4 1 2 1 
% 87 7 0 6 0 83 9 2 4 2 

KILDARE 
BALLITORE 12 6 2 1 3 0 12 7 4 0 1 0 
MONASTEREVAN 10 4 2 0 3 1 12 2 1 1 6 2 

-
TOTAL-KILDARE 22 10 4 1 6 1 24 9 5 1 7 2 

% 46 18 4 27 5 38 21 4 29 8 

WICKLOW 
ARKLOW 9 5 1 0 2 1 10 7 3 0 0 0 
TINAHEL Y 10 5 3 0 1 1 12 12 0 0 0 0 
LARAGH/ANNAMOE 8 3 0 0 3 2 
ENNISKERRY 10 5 3 0 2 0 6 1 4 0 0 1 
BLESSINGTON 10 8 2 0 0 0 3 3 0 0 0 0 

TOTAL-WICKLOW 39 23 9 0 5 2 39 26 7 0 3 3 
% 59 23 0 13 5 66 18 0 8 8 

TOTAL-E.H.B. 133 96 18 1 15 3 110 74 16 2 12 6 
% 72 14 1 11 2 67 14 2 11 6 
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(iii) OTHER FLUORIDE PROGRAMMES 

An effective method of delivering fluoride on a community basis is by 

means of school fluoride rinsing programmes. Such a scheme operated in 

non-fluoridated areas of Co. Wicklow from 1968 to 1987. Owing to res

trictions on the availability of public health nurses, who operated the 

scheme, it was terminated in 1987. Fluoride supplements such as 

tablets and drops can be used as an alternative to water fluoridation, 

however on a community basis many practical problems ensue in deliver

ing such programmes. 

Applications of topical fluorides on an individual basis are also used 

to prevent dental caries in high risk children. In 1987 there were 546 

fluoride applications carried out on children in the E.H.B. Fluoride 

toothpastes now constitute 95% of the toothpaste market and it is 

generally accepted that they have also had a major impact on disease 

levels. 

(iv) FISSURE SEALANTS 

Fissure sealing is a technique used to seal vulnerable surfaces of 

teeth to prevent the onset of dental caries. The surfaces sealed are 

usually the occlusal (biting) surfaces of first permanent molar, second 

molar or premolar teeth shortly after they erupt into the mouth. 

Although placement of sealants requires a precise technique it does not 

involve the need for a local anaesthetic or the destruction of tooth 

structure. Dental auxiliaries, such as hygienists, are now trained in 

other countries to carry out this procedure and plans are currently 

underway to legalise dental hygienists in this country. 

In the E.H.B. in 1984 almost 4,000 sealants were applied and this had 

risen to over 10,000 in 1987. As between 40% and 50% of the dental 

caries present is on the particular surfaces sealed the introduction of 

this process would result in a further major reduction in dental caries 

on what has already been achieved by water fluoridation and other 

preventive practices. However an indiscriminate programme of sealing 

all such tooth surfaces may be unwarrented as many of these will never 

decay. Criteria to determine the surfaces at risk need to be developed 
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(G) SECONDARY CARE SERVICES 

(1) ORTHODONTIC SERVICES 

Under the 1970 Health Act health boards are obliged to make available 

dental treatment and appliances for defects noted at school health 

examinations and this includes orthodontic treatment and appliances.· 

The regulations allow for charges to be introduced for persons other 

than those with full eligibility, however these regulations have not 

been invoked. 

Orthodontic treatment is required to correct the malignment of teeth. 

Orthodontic problems can vary from a simple malignment, which could be 

regarded as a cosmetic rather than a functional problem, to severely 

handicapping functional problems which can affect the mastication 

process and which are, on occasions, associated with other conditions 

such as cleft lip and palate. Treatment for simple orthodontic prob

lems can be and is carried out using removable orthodontic appliances 

and all dentists receive undergraduate training in the fitting of such 

removable appliances. In simple cases health board dentists can pro

vide orthodontic-treatment using these appliances without the guidance 

of a specialist or consultant orthodontist. Fixed orthodontic 

appliances are now.used more frequently and undergraduates are being 

trained to use such appliances for the treatment of simple cases. 

More complicated orthodontic problems require treatment using fixed 

appliances. This treatment, which usually takes 18 to 24 months to 

complete, can only be carried out by or under the close supervision 

of a specialist or consultant orthodontist. 

The need to provide orthodontic treatment, as part of the public dental 

service, was recognised by the Joint Working Party which reviewed the 

dental services and reported in 1979. This Working Party recommended 

the direct employment by the health boards of consultant orthodontists. 

As a result, the Department of Health created six posts of consultant 

orthodontist for the country which were first advertised in 1983. 



The posts are whole-time and pensionable and carry a salary of £27,500 

currently. The time commitment is 35 hours per week and private 

practice is permitted in the orthodontist's own surgery outside the 

agreed working hours. It soon became apparent that the conditions were 

not attractive to consultant orthodontists and despite successive re

cruitment campaigns only one post of consultant orthodontist, in the 

Mid-Western Health Board, has been filled. The consultant orthodontist 

attached to the Mid-Western Health Board is training a number of 

dentists from his own area in the provision of fixed appliance treat

ment. Other health boards make use of orthodontists in private prac

tice to provide treatment. A fee scale was agreed with the Irish 

Dental Association in 1983 for the provision of fixed appliance 

therapy but was only implemented to a limited extent as the Association 

sought a national orthodontic service with agreed funding which the 

Department of Health could not accept. 

Because of the major demand for orthodontic services the Department 

of Health in 1985 issued guidelines to the health boards laying down 

criteria which were to be applied in order that the most serious 

orthodontic cases would be given priority for treatment. These 

criteria are based on the degree of handicap and severity of the 

orthodontic condition. Health boards were asked to furnish expen

diture figures on orthodontic treatment for each of the priority 

categories. While the criteria developed met with broad approval 

not all health boards have implemented them. The recent Working 

Group on dental services recommended, in relation to orthodontic care, 

that continued efforts be made to recruit consultant orthodontists; 

that the two dental hospitals give priority to children referred from 

health boards; that services to cleft lip and palate cases be upgraded; 

that the Department of Health guidelines be adopted and that charges be 

introduced for patients with limited eligibility with the exception 

of children with cleft lip/palate. 
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Orthodontic care in the Eastern Health Board is provided by the 

following means:-

(i) Health board dentists provide treatment directly to 

children or in consultatiori with their principal dental 

surgeons using removable appliances. 

(ii) Treatment plans are provided for health board dentists 

by one specialist orthodontist from the private sector 

and two such orthodontists provide a limited amount of 

treatment in the Kildare and Wicklow areas. (There are 

in fact some 20 specialist orthodontists in private 

practice in the Eastern Health Board area) 

It is estimated that approx. 6,000 patients are treated annually by the 

above methods. Patients not cared for by these methods are placed on a 

central waiting list for treatment by consultants. No checks are made 

as to the severity of the cases on this waiting list nor are the 

Department of Health guidelines used to assess priority cases. There 

are at present 4,000 patients on the waiting list. 

(i1i) The dental hospital provides treatment for a limited 

number of cases referred from the board for which fees 

ranging from £150 - £500 per case are charged. With 

the advent of procedures outlined in (iv) this ceased 

in Apri 1 1988. 

(iv) In 1987 the services of two consultant orthodontists 

were obtained from the Dental hospital for 4 sessions 

per week for which the health board pays 20% of their 

salaries (2 x £7,500). In addition the board also 

decided to fund the post of an orthodontic registrar 

in that hospital (£22,000 per annum). An orthodontic 

treatment centre with 4 surgeries WaS equipped in the 

Crumlin health centre and 4 health board dentists were 

seconded to the centre for 2 sessions each per week. 

80th consultants are involved in training these 

rlentists and one consultant also undertakes a 

treatment session. 
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(iv contd.) 

Initially the consultants examined all patients 

on the waiting list for treatment (approx. 800 in 1987) 

and categorised them as requiring urgent or non urgent 

consultant care, care by trainee staff under supervision 

or by undergraduates. Currently 133 patients are under'

going treatment by the consultant and 188 by the staff. 

A number of cases are also referred from the Crumlin 

centre to the Dental Hospital for treatment some of whom 

are treated by the registrar. Two of the trainee staff 

attend sessions in the Dental Hospital with another health 

board dentist who has had training for a number, of years. 

It is the intention, after two years training, that these 

dentists will be able to assess patients and use fixed 

appliances to treat non-consultant cases. More recently 

an arrangement has also been made for one of the consultants 

to treat 45 complicated cases on a fixed fee basis in a 

session outside normal working hours. 

The above arrangement for delivering orthodontic care in the Eastern 

Health Board means that removable appliance treatment is provided 

directly by health board dentists however the consultant orthodontists 

have serious reservations as to the acceptability of the results 

obtained and staff are becoming less willing to undertake such treat

ment. Only limited use is made of specialist private practitioners in 

the area. Consultant services from the Dental Hospital a~e being used 

to their maximum capacity but have only a limited effect as they are 

only available for three sessions per week. A number of health board 

dentists are obtaining training from the hospital staff in order to 

provide fixed appliance treatment for selected and relatively simple 

cases and in the long term this will improve standards and should make 

a major impact on services. The current waiting list of 4,000 has not 

been assessed. 
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(1;) ORAL AND HAXIllO/FACIAl SURGERY SERVICES 

A consultant maxillo facial surgeon is attached to St. James's, St. 

Vincents and Beaumont hospitals. He undertakes both maxil10 facial 

and oral surgery services for health board patients, primarily in St. 

James's hospital. There are two consultant oral surgeons attached to 

the Dental Hospital. A consultant post in Beaumont hospital is vacant. 

The two consultant Oral Surgeons provide services in the Dental 

Hospital, St. Mary's hospital, the Mater hospital and loughlinstown 

hospital. One visiting specialist in oral surgery also provides 

services in the Dental Hospital and in private hospitals. A health 

board dental surgeon undertakes minor oral surgery treatment in 

Loughlinstown and St. Vincent's hospitals. 

E.H.B. patients are referred to the Dental hospital and St. James's 

hospital for routine oral surgery and trauma cases or to the hospitals 

for inpatient care or treatment under general anaesthetic. Access to 

treatment is good for emergency care but for elective surgery such as 

impacted teeth it is poor. The waiting period for such cases ranges 

from 12 to 24 months. The Dublin Dental hospital has a waiting list of 

over 500 cases for assessment at present. 

The maxil10 facial unit in St. James's hospital provides a national 

service for the treatment of cleft lip and palate patients and for 

maxi110 facial surgery. The unit is staffed by the consultan~ maxil10 

facial surgeon, a part time cons~ltant orthodontist, a maxi110 facial 

technician and support staff. The unit has recently been re-equipped 

and facilities are now good. 

Initial treatment of cleft lip and palate in younger children is 

carried out in St. James's hospital, Our Ladys hospital Crum1in and 

Temple Street hospital. Although these hospitals are not E.H.B. 

facilities they do provide services for patients from the area. 

Treatment of older children is carried out in St. James's hospital. 

There are considerable delays in obtaining the full range of treatments 

for patients with clefts especially in relation to orthodontic and 

prosthetic care. 
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(iii) PAEDIATRIC SERVICES!SERVICESFOR THE HANDICApPED 

Paediatric dentistry is concerned with the provision of care for 

children who because of their medical, mental or physical condition are 

in need of special care and attention. Because of the nature of the 

service in the E.H.B. treatment of the adult handicapped is directly 

linked with paediatric care. 

The medically handicapped in the E.H.B. area are either treated in 

local clinics or if their condition is serious they are referred to the 

childrens hospitals. A consultant from the Dental Hospital attends 

Harcourt Street hospital, a consultant from private practice attends 

Temple street hospital and a similar arrangement exists in Our Ladys 

hospital, Crumlin. The majoritY.9f E.H.B. patients are treated in Our 

Lady's hospital, Crumlin (the unit operates two afternoons per week). 

The E.H.B. provide some support staff to this hospital including a 

dental health educator for one session per week and pays £8,500 per 

annum for the treatment obtained. The Dental Hospital also provides 

support services to that hospital and has an ongoing input into the 

oncology unit there. 

Mentally and physically handicapped children obtain treatment in the 

following manner. There are 3,711 children in special schools in the 

E.H.B. area and most of these schools are visited by a dentist at least 

once a year. Treatment is provided in the schools but if this is not 

possible then the children are referred either to Crumlin hospital or 

to a special treatment unit in Cornmarket clinic. Care is provided in 

the special unit for these children or if necessary they are referred 

for treatment under general anaesthetic in Bla~chardstown hospital. 

The unit in Blanchardstown operates one half day per week on a day care 

basis although in-patient care is available when necessary. Some care 

is also carried out in the clinic in Baggot Street hospital. The 

dentist who visits the special schools operates on a temporary part 

time basis. A senior clinical dental surgeon is in charge of the 

Cornmarket, Baggot Street, Blanchardstown services. Support staff 

consists of one dental surgery assistant for each of the two dentists. 

Adult mentally handicapped are also the responsibility of the senior 

clinical dental surgeon and it is estimated that there are 5,453 

persons in this category in the E.H.B. 
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. The denti~ visits the hospitals/units and ~xamines pati~nts but as 

trea~ment facilities are inadequat~ transport arrangements are made to 

bring them to the dental clinics. There is a three month waiting list for 

routine treatment and one year waiting list for treatment under general 

anaesthetic. Very little dental care is provided for these groups in 

dental clinics in the general health centres. 

Since 1984 the Dental Hospital under the direction of Prof. M. Hobdell has 

been developing a dental treatment and preventive programme for long term 

institutionalised mentally handicapped persons at Peamount hospital. This 

service is now run jointly by the E.H.B. and the Dental Hospital. An 

emergency service is also being provided to patients suffering from severe 

respiratory illness. The service is provided by an E.H.B. Principal 

Dental Surgeon and a specially trained dental surgery assistant from the 

Dental Hospital on a one session per week basis. An E.H.B. grade I dental 

surgeon and dental surgery assistant are also b~ing trained in the unit. 

One session a month is devoted to the treatment of severely mentally 

handicapped patients under sedation. Ongoing research at this centre is 

helping to improve the delivery of care to special need groups. 

Although detailed information on the dental health of the handicapped in 

the E.H.B. is lacking, dental disease in this group is known to be similar 

to that in the general population with the exception that periodontal 

(gum) disease tends to be higher. Care of the handicapped is an onerous, 

time consuming and difficult task requiring expertise from committed 

staff. The dentist to patient ratio for these patients is inadequate in 

the E.H.B. and there would appear to be a role for auxiliary personnel. 

The Dental hospital has recently instituted a paediatric consultant 

training programme in conjunction with the Dental School in Queens 

University, Belfast. The Registrar will complete his training in two 

years and it is the intention that he will take up a jOint Dental 

hospital/Crumlin hospital appointment. In preparation for this 

arrangement, facilities in Crumlin hospital are being upgraded. 

(iv) OTHER SERVICES 

The health board's need for other secondary care services is relatively 

small compared with those in the orthodontic and surgery field. Oral 

medicine and oral pathology services are provided by the Dental Hospital 

and this aspect of services will increase in the future. There is a 

limited need for restorative and prosthetic secondary care services. 
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CH) THE DUBLIN D~NTAL HOSPITAL 

.li.L]ACKGROUND 

The Dublin Dental Hospital is that part of the Dublin Dental School 

(T.C.D.) in which students receive practical training as under

graduates. The annual throughput of students is 35 to 40. 

The staff consists of permanent academic and consultant personnel with 

support from nursing staff, dental surgery assistants and laboratory 

staff. There are a number of honary appointments and visiting 

dentists. 

The hospital is managed by a board with a secretary/manager and 

administrative staff. 

(ii) SERVICES PROVIDED 

As part of the training of undergraduate students treatment is provided 

for patients. In addition the hospital has undertaken a treatment role 

especially for emergency care, care for special need groups and secon

dary care services. Currently there are over 70,000 patient visits to 

the hospital each year. Of the patients attending there has been a 

major increase in the proportion of them who are medical card holders 

from 17% 1n 1983 to about 45% in 1988. The hospital is striving to 

increase this to 70% of patients treated. The hospital also provides 

services to nine general hospitals in the Dublin area. Students in 

their final year undertake community health projects and health 

education programmes in areas of the health board. 
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Treatment of patients takes place in the departments of the hospital 

relating to the various branches of dentistry and is provided by 

students under supervision and by the consultant staff. In view of 

the requirements of student training their productivity is of necessity 

low each final year student has an ongoing schedule of two to three 

patients per treatment session. The students have also to provide and 

present completed care for a number of patients in their final year. 

Patients attend the hospital on a sel referral basis or on referral 

from general practitioners or by the health boards. Referrals by the 

Eastern Health Board for primary care services is on an ad-hoc basis 

and most of the eligible patients seen for such services is on a self 

referral basis. 

Emergency treatment is also provided on a self referral basis. The 

hospital out-patient department is open five days a week and patients 

presenting for treatment each day are accepted on a first come first 

served basis. Not all of these emergency cases are in the categories 

eligible for free treatment by the health board. Non eligible patients 

are charged for treatment by the hospital. 

Secondary and Special Care 

Reference has already been made (sub-section G) to the involvement of 

the Dental hospital in the provision of secondary care services which 

may be summarised as follows:-

Orthodontics 

The board pays portion of the salaries of the two consultants in ortho

dontics and the full salary of a registrar in that speciality. 

The consultants attend at the dental clinic in Old County Road, Crumlin 

for a total of three sessions per week, to assess the needs of patients 

referred from health board dentists in clinics in the Dublin area, to 

treat some of them and to devise treatment plans to be carried out by 

health board dentists who are undergoing training in orthodontics (4 at 

present). 
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The Registrar at the Dental Hospital treats a limited number of 

patients on referral from the health board. A limited number of 

patients are also referred to the hospital for which fees are paid 

by the board and cost depends on the complexity of the problem being 

treated. The consultants also provides services to the maxillo facial 

unit is St. James's hospital. 

Oral Surgery 

Of the three consultant posts in oral surgery in the E.H.B. area, two 

are based in the Dental hospital. They provide services at St. Mary's 

hospital, Phoenix Park, at st. Colmcille's hospital, Loughlinstown and 

at the Mater hospital. One health board dentist attends the oral 

surgery department in the Dental hospital on a part time basis. 

Paediatric Dentistry 

Patients are referred from the E.H.B. on a limited basis to the 

hospital. The Registrar involved in the paediatric dentistry training 

programme is expected to participate in service delivery within the 

next year both in the Dental hospital and in Our Lady's Hospital, 

Crumlin. The present consultant in the Dental Hospital also attends 

Harcourt Street hospital. 

The hospital also provides services for referred patients in the 

following areas:-

Restorative care 

Oral medicine 

Pathology and laboratory services 

Prosthetic care 
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.. U i i) TRAINING 

Jhe hospital makes available continuing education courses for health 

board dentists and private practitioners as well as pre-fellowship 

training and consultant training in the areas of orthodontics and oral 

surgery. In addition to training undergraduates the Dental Hospital 

provides formal training for dental surgery assistants. However the 

Eastern Health Board dental surgery assistants obtain their training 

from within the health board. 

The hospital also trains dental technicians and.their laboratory 

supplies a prosthetic service to the E.H.B. on a contractual basis. 

iiYlFUNDING 

In recognition of services to eligible patients the Department of 

Health contributes £800,000 a year to the hospital as a supplement to 

the main funding of the school from the Department of Education. 

Direct funding by the Eastern Health Board in 1988 totalled £69,066. 
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(I) CONTINUING AND POST-GRADUATE EDUcATION OF STAFF 

Accessability to continuing and post graduate education is relatively 

easy within the area. In the clinical area short clinical courses and 

lectures are regularly provided for dentists through the Dental 

Hospital, the Irish Dental Association, the Royal College of Surgeons 

and the Royal Academy of Medicine. 

A number of E.H.B. dentists have training appointments in the ortho

dontic, oral surgery and periodontal departments of the Dental 

Hospital. These appointments were intended to be for a specified 

time period, i.e. 1-2 years, and then other dentists were to under

take them. However some dentists have remained in these posts on 

a continuing basis. 

Although the Dental Hospital provides post graduate education and 

consultant training in a number of specialities the involvement of 

E.H.B. staff has been very limited. One E.H.B. dentist is in the 

process of completing a masters degree in community health and the 

hospital also has a registrar, paid for by the E.H.B., in training in 

orthodontics. Post graduate training is also available in the Royal 

College of Surgeons. 

The Institute of Public Administration provides training in management 

and administrative skills for health board dentists. Both new entrants 

and the established dental staff are provided with general courses on a 

regular basis and the health board have an input into the planning of 

these courses. 

Dental surgery assistants, through the co-operation of the E.H.B., have 

had the opportunity of obtaining their formal qualifications and 65% of 

the staff of 78 are now qualified and 12 of these are also qualified as 

Dental Health Educators. Continuing education courses for dental 

surgery assistants are limited. 
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iJ) SUMMARY OF PRESENT SITUATION 

The health board dental service has responsibility for all the children 

and adults currently eligible for dental services under the Health Act. 

In the E.H.B. area, as in other areas of the country, the number of 

dentists employed whether as a permanent or part-time basis ;s totally 

inadequate to deal with the workload. Services to adults are primarily 

for emergency care and little routine care is provided. large waiting 

lists for treatment have developed and the attendance of -adults in 

with children's services. Children's services are 

ally provided on a demand basis in health centres throughout the 

h board. However, the occupancy rate of the facilitiss is low. 

T delivery of services has been managed centrally by a Chief Dental 

Surgeon and administrative staff and locally by Principal Dental 

surgeons in "dental areas" which differ from the normal community 

care areas. 

The epidemiological information available on children shows that the 

prevalence of dental caries has decreased significantly over the past 

25 years and is now at a low level in the E.H.B. area~ Children living 

in fluoridated areas have lower caries levels than those in non

fluoridated areas and also have generally lower levels than obtains 

nationally. The main deficiency ;s that a high proportion of the 

disease present, even in permanent teeth, is untreated. The first per

manent molar teeth account for most of the caries present in children 

and the occlusal surface of these teeth is the most vulnerable tooth 

surface. Gum disease in children is low and treatment required relates 

only to oral hygiene instruction and simple scaling. Information on 

adults is limited, however their dental health appears to be similar to 

that in other countries and more detailed information will be available 

c in the near future. 

Preventive services are based primarily on water fluoridation which has 

been very successful. Dental health education programmes are not well 

co-ordinated. Demand for orthodontic care is high and takes up an 

increasing amount of the time of dentists who have only limited 

consultant support available to them. Oral surgery services are 

available for priority cases but is limited otherwise. Services to 

the handicapped are being developed but need additional manpower. 

Training of staff in clinical, and more especially management skills, 

needs to be developed. 
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CHAPTER 4 

FUTURE OF EASTERN HEALTH BOARD DENTAL SERVICES 

A(i) INTRODUCTION 

The "Leydon Report" recommended changes in the role of the health board 

dental services and in the method of delivering such services 

nationally. From the situation analysis many of the E.H.B. problems 

are similar to the national ones. The broad principles outlined in 

the Leydon Report are therefore acceptable. The remainder of this 

report outlines future objectives and ~oals for the dental services 

in the E.H.B., the strategies needed to implement such changes and 

the broad management and operational policies which need to be 

implemented. 

(ii) OBJECTIVES 

In the light of the situation analysis and of the Leyden Report the 

objective of the service in the E.H.B. area should be to make available 

to all eligible persons a planned effective dental service which is 

acceptable to the population and is based on primary preventive and 

treatment services with access to essential secondary care services. 

(iii) GOALS 

There are two main types of measureable goals: those related to disease 

measurement and those related to the coverage of the population (World 

Health Organisation 1980). Such goals give an opportunity to see how a 

plan is being carried out and to adjust it to what has been achieved 

and what is required. Goals for National Oral Health were proposed by 

Hobdell & O'Hickey (1980) and are as follows:-

GOAL ONE 

All health boards will have established a standardised data based 

system for monitoring changes in Oral Health. 

GOAL TWO 

50% to 70% of the 5 to 6 year old population will be free of tooth 

decay. 
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GOAL THREE 

12 year old children will have, on average, no more than 1.5 to 2.0 

decayed, missing or filled teeth. 

GOAL FOUR 

90% of all 18 year olds will retain all their teeth. 

GOAL FIVE 

No more than 6% of 35 to 44 year olds will be toothless. 

GOAL SIX 

No more than 54% of those 65 years and over will be toothless. 

These national goals, while they are specific for certain age groups, 

do need to target in on more of the younger age groups and they also 

need to include service goals based on local requirements. The need 

for a data based system for monitoring changes in oral health is 

accepted and will be discussed later. Goals two and three relating 

to 5 to 6 year olds and to 12 year olds are acceptable and would appear 

to be readily achieveable in the E.H.B. area from the data obtained in' 

the National Survey conducted in 1984. For example in 1984, 37% to 57% 

of 5 year olds were caries free and the target for the year 2000 is 50% 

to 70%. The D.M.F. for 12 year olds in 1984 was 2.2 to 3.4 and the 

goal is 1.5 to 2.0 D.M.F. Goals four, five and six are difficult to 

consider as little or no information is available on these groups in 

the E.H.B. The expansion in the E.H.B. of the Adult National Survey 

currently underway will allow for goals to be made for these groups 

within the next year. 

Areas where more specific goals for disease levels and for population 

coverage need to be outlined will be considered later in the report. 

However each Community Care area will also need to assess their own 

situation and set appropriate goals. Any new epidemiological data 

collected on a community care basis will also influence the overall 

goals set. Suggested goals are put forward in the following sections/ 

chapters. These will need to be discussed in more detail with dental 

staff and management to determine if they are realistic in the light of 

resources and other factors. These goals will then be tested in pilot 

areas. 
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(iv) OVERALL STRATEGY 

In light of the current situation in the health board area and in order 

to fulfil the objectives of the service and the limited goals outlined 

above, the following overall strategy should be adopted:-

(1) The management system for dental services to be based 

on.Community Care areas with principal dental surgeons 

having responsibility for services in these areas. 

(2) Primary preventive services to be given priority as 

most dental disease can be prevented. Fluoridation 

programmes to be upgraded, fluoride rinsing schemes 

to be introduced in non-fluoridated areas, fissure 

sealant programmes to be targetted at specific teeth 

and dental health education programmes to be co

ordinated. 

(3) The children's dental service to be re-oriented from 

a basis of demand to one of need. 

(4) A systematic school based approach to delivering 

childrens services to be introduced. 

(5) The delivery of children's services to be targetted 

to specific age groups with a major emphasis on 

prevention for all such groups. Every child in the 

targetted groups to be screened and receive primary 

preventive care and treatment services. Priority 

to be given to permanent teeth in order to reduce 

the amount of untreated disease in these teeth. 
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(6) Routine treatment of adults to be provided outside 

of the normal daily schedule of work in the health 

board clinic by health board staff or by private 

practitioners in general dental practice. 

(7) Special arrangements to be made for emergency treatment 

of adults who currently receive treatments in health 

board clinics. 

(8) The provision of secondary care services e.g. 

orthodontics, oral surgery and paediataric care 

to be improved. 

(9) The services element of the Dublin Dental Hospital 

to be oriented to the treatment of ~n even higher 

proportion of health board patients. Consultant 

services in the hospital to be linked with health 

board requirements. Training facilities to be 

availed of by health board staff. 

(10) Consideration to be given to the introduction of 

incentives for staff to secure improved productivity 

and increased use of facilities. 
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(B) MANAGEMENT STRUCTURE 

(i) ORGANISATION AND DEVOLUTION OF RESPONSIBILITY 

Under the present management structure in health boards the Chief 

Executive Officer delegates responsibility to a Programme Manager for 

the range of Community Care Services (including dental services). 

For the delivery of services, the health board regions are divided into 

Community Care areas (10 in the E.H.B.), each area having a multi

disciplinary team. As outlined in the situation analysis the 

organisation. of dental services in the E.H.B. differs from this with a 

Chief Dental Surgeon in charge of the services, reporting directly to 

the Programme Manager and having 8 "dental areas" under his control. 

This system has diluted the responsibility which should properly rest 

with each Principal Dental Surgeon for services within his area. 

The most satisfactory way to organise services is on a community care 

area basis and the dental services should be part of the general health 

promotion, preventive and treatment services available to the public. 

Responsibility for the dental health of specific population groups 

should be assigned within these areas to the Principal Dental Surgeons, 

who would be budget holders, to individual dental officers or to the 

staff of specific clinics. Resources including staff, facilities and 

budgets should be allocated on the basis of these responsibilities in 

order to facilitate the implementation of the plans outlined. 

The dental service areas should therefore correspond with the com

munity care areas and the dental staff should participate fully in 

the community care teams and district teams as appropriate. It is 

recommended that two of the three community care areas on the south

east of Dublin be combined for dental purposes, so nine areas will 

result. If as a result of reviews, population shift and the extra 

demands arising in the new suburbs of Dublin, districts are re

arranged, the dental districts should follow such changes. 
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As at present delineated the Community Care areas have not an equal 

distribution of resources and the location of some clinics in relation 

to bus routes and schools may result in attendances at some clinics of 

residents of a number of areas. Thus resource allocation and manage

ment of clinics could take account of this by "extra territorial" 

placement of staff or budget transfer. 

A Principal Dental Surgeon should have overall responsibility for the 

service in the area or areas to which he/she is assigned and for the 

use of budgets and resources, The Principal Dental Surgeon should set 

and agree with the Board's management the goals and targets for the 

"services in his area and report ona regular basis on the achievement 

of these targets. 

One of the Principal Dental Surgeons should, in addition to his respon

sibility for a specific area, be given a general responsibility for 

providing professional advice on dental matters to Board management, 

particularly in relation to those matters which have overall policy 

implications at health board level or which involve the co-ordination 

of health board services with those of other agencies. An appropriate 

salary allowance should be made for these reponsibilities. 

Senior Clinical Dental Surgeons and clinical grades I1 and I should 

undertake the full range of responsibilities as outlined in their job 

specifications. This will entail the delegation of responsibilities 

by the Principal Dental Surgeon to these grades especially to the 

Senior Clinical Dental Surgeons (all grades) for the management of 

services at clinic level. 

A management information system should be developed appropriate to the 

. needs of management at all levels and if possible linked to the com

prehensive area information systems being developed by the Board. The 

system should facilitate the recording of the dental health status of 

individuals, of treatment provided and allow for the overall evaluation 

of the service as well as the day to day management of services to the 

public; The overall child health services information system being 

currently developed by the Board includes a dental service module. This 

system should be compared with the systems being developed in the 

Midland and Mid-Western Health Board areas and also by the World "Health 

Organisation. 
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There should be special focusing, on a pilot basis, of resources in 

three areas, one rural and two urban, in order to implement and develop 

to the fullest extent possible the strategies and goals outlined in 

this report. On the basis of our analysis of current needs we recom

mend that community care area 10 (Wicklow) and areas of special need 

within two urban areas i.e. Coolock/Darndale and Tallaght, should be 

the pilot areas for initial attention. 

(ii) RESOURCES 

Resources should be allocated separately to each Community Care area 

on the basis of the eligible child population and of the needs and 

demographic profile of the area. Additional allocations should be 

assigned for the treatment of eligible adults on a similar basis. 

Special services, such as those for the handicapped, for some aspects 

of secondary care including paediatrics, orthodontics and oral surgery 

which require referral to central services, should be allocated 

separate budgets. 

It must be emphasised that as far as practical the community care area 

budget should be all embracing and responsibility for it and the ser

vices to the public should rest with the Principal Dental Surgeon. The 

appropriate resources, both secretarial facilities and financial should 

be made available to each Principal Dental Surgeon. 
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(C) DELIVERY OF SERVICES 

(i) PRIMARY PREVENTIVE SERVICES 

(a) POLICY 

As the two main dental diseases, dental caries and periodontal disease, 

can be prevented the health board services should be based on a preven

tive philosophy and the delivery of planned preventive programmes. 

Water fluoridation should be the cornerstone of any programme and where 

this is not possible alternative fluoridation programmes such as 

fluoride mouthrins;ng should be introduced. Fissure sealant programmes 

to seal the vulnerable surfaces of permanent teeth should be imple

mented. The dental health education programmes of the various agencies 

should be co-ordinated in the E.H.B. area. The current dental health 

educators employed should be more directly involved in providing health 

education and dental hygienist, with a preventive orientated training 

including the ability to apply fissure sealants, should be employed on 

a pilot bas is. 

(b) GOALS 

Goals for preventive programmes are normally expressed in terms of the 

effects likely to be obtained from a programme e.g. reduction in 

disease levels (D.M.F.). Specific goals will be set when a baseline 

surveys are carried out in each community care area. 

The goal for water fluoridation coverage should be to extend the 

schemes to any remaining major urban areas e.g. Athy in Co. Kildare. 

Other goals should be to increase the percentage of tests, for water 

fluoride levels, which are within the statutory range 0.8 - 1.0 ppm. 

The results for the Dublin area, 83% in 1987 are excellent considering 

that 92% were in the range 0.7 - 1.1 ppm (Table 20). In the Kildare 

area the goal should be to increase the percentage of results in the 

0.8 - 1.00 ppm range from 38% to 60% within 4 years and to 80% within 

8 years. The Wicklow results for 1987 showed that 66% of tests were 

satisfactory. Results available for 1988 show a marked improvement to 

76% if one supply (Laragh) is excluded. The goal should be to obtain 

an 80% result within 4 years. The feasibility of setting up fluoride 

mouthrinsing schemes should be tested by Principal Dental Surgeons in 

the Kildare and Wicklow areas and reported on within 1 year. 
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Goals for fissure sealant programmes should relate to disease levels on 

occlusal (biting) surfaces of first molar and second molar teeth. For 

example a goal which might be considered would be to reduce the per

centage of dental caries on first molar occlusal surfaces from 41% to 

20% in the fluoridated areas within 4 years and in the non-fluoridated 

areas from 51% to 25% in the same time period. 

(c) IMPLEMENTATION 

The implementation of the fluoridation programme should be the res

ponsibility of a Principal Dental Surgeon. Fluoride water levels 

should be reported to this officer, as should any problems arising from 

the programme. In consultation with the Local Authority plans should 

be made for the continual upgrading of fluoridation equipment and the 

extention of schemes to new supplies. In particular the possible 

inclusion of Athy in the fluoridation programme should be investigated. 

The overall costs of implementing the fluoridation programme including 

charges by local authorities should be fully examined. The effective

ness of fluoridation shoulQ be monitored both from a technical 

. viewpoint and from its impact on disease levels. 

Fluoride mouth-rinsing schemes have been shown to be effective in 

other parts of the country. In non-fluoridated areas of the Board 

the feasibility of introducing such programmes should be ascertained 

by the Principal Dental Surgeon. Public health nurses, auxiliaries or 

non-health personnel should be used in delivering the fluoride mouth

rinsing schemes. 

The fissure sealant programmes should be part of the school treatment 

service. The occlusal surface of first permanent molars and of second 

permanent molars should be targetted. Clinical criteria should be laid 

down as to which teeth and surfaces should be sealed and in what 

circumstances this should occur. These criteria should be worked out 

by the Principal Dental Surgeons in conjunction with the appropriate 

experts in the field. When the legal requirements permit, three dental 

hygienists, who have training in applying sealants, should be employed 

on a temporar~ basis to determine their effectiveness in delivering 

such services in the health board. Any sealant programme should be 

closely monitored and evaluated. 
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Each Principal Dental Surgeon should initiate plans to co-ordinate 

dental health education programmes for parents, children and adults 

within his area. The Dental Health Foundation should act as the 

central co-ordinating agency for such health education programme and it 

should link in with the Department of Community Dental Health in 

Trinity College and the Health Promotion Unit in the Department of 

Health in designing programmes for the area. Within each Community 

Care area two of the dental health educators employed should be given 

time to deliver specific education programmes to targetted groups. 

Two sessions per week by each educator could be allocated for such 

programmes. 

(d) RESOURCES 

The provision of any new fluoridation plants will mean capital 

investment. Funds are being made available from the Department of 

Health over the next three years for such purposes and these should be 

sought. The costs of implementing fluoride rinsing schemes will depend 

on the number of such schemes, the number of children involved and the 

personnel used to supervise the programme. 

No salary scale for dental hygienists has yet been agreed however it is 

estimated that it would initially cost approx. £50,000 per annum for 

three hygienists and support staff. There will be additional costs of 

materials etc. in a fissure sealant programme. The feasibility of 

obtaining industrial funding for such programmes should be explored. 

Releasing dental health educators from dental surgery assistant duties 

for two sessions per week will cost approx. £30,000 per annum. The 

cost of implementing dental health education programmes will have to be 

detailed when plans are produced. 
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(ii) PRIMARY CARE SERVICES FOR CHILDREN 

(a) POLICY 

Eligible children and eligible persons in special need groups (e.g. 

handicapped, institutionalised) should obtain treatment directly from 

health board dental surgeons. 

The service should be based on the needs of the child population rather 

than on their demands as at present. The advantages of a need based 

system is that services can be planned in an ordered fashion, precise 

goals (targets) can be set and evaluated and the uncertainty of demand 

is eliminated. Children who may never demand a service, and these are 

often in the lower socio-economic groups and in greatest need of dental 

care, will in a need based system, be screened and advised of the 

services available and referred for care. The most appropriate method 

of screening children is in schools. In addition of ~ourse the legal 

entitlement to dental care under the Health Act 1970 is for children 

"examined at school health examinations". 

It is recognised that ideally all eligible children should receive com

prehensive care. However, because of limited resources and in order to 

overcome existing deficiencies in the service, priorities have to be 

set for dental care. 

Because of the large amount of dental caries in permanent teeth which 

is untreated, priority should be given to the prevention and treatment 

of disease in these teeth. In order to gain access to the permanent 

teeth at risk (first permanent molars and second permanent molars) 

children at age 8 and 12 (i.e. 2nd and 6th class) should receive 

absolute priority for care. Comprehensive primary care treatment of 

these two age groups on an annual basis is the basic minimum care which 

should be provided. As the gap in services which would obtain between 

age 8 and 12 is wide, it is recommended that 10 year old children (4th 

class) should also be screened and treated. Within 2 years the work

load involved for this group will be minimal as the current 8 year olds 

will then be 10 year olds. Eligible children age 15 years (dependants 

of medical card holders) should obtain treatment on demand. 



71 

The targetting of certain age groups and permanent teeth to the 

exclDsion of others will caus~ initial difficultiQs especially for 

persons in the area who have been used to a demand based,service. 

However,if the plans outlined are implemented disease levels should 

fall, existing untreated disease in permanent teeth should be treated 

and with the decrease in the child population it wi'll be possible to 

extend full services to ~he remaining children in a pl~nned fashion 

in the future. The public will need to be informed of the full details 

of any new policies by a public information exercise, through the media 

and through local announcements, in order that they understand t~e 

process fully. Experience of overcoming the problems inherent in a 

change from a demand based system will be gained in the pilot trials 

to be made in both urban and rural areas of the Board. 

(b) GOALS 

It is recommended that a baseline survey be carried out on a small 

sample of children in each Community Care area to determine the needs 

of the child population. This will update the National Survey data 

which is now 5 years old and allow any plans to be evaluated on a local 

basis. The data can also be used on a board wide basis. Although the 

national goals previously outlined are generally acceptable the 

availability of more up to date data will allow precise goals for 

disease levels to be set. 

Goals for population coverage should relate to the targetted age 

groups. Within 2 years of the implementation of these policies 90% 

of 8, 10 and 12 year old children should be screened on an annual basis 

and be offered comprehensive care and 15 year olds should be obtaining 

treatment on demand. 

Goals should be set for the treatment of dental caries. It wiTl not 

be possible to treat all disease present because of factors such as 

persons failing to avail of treatment offered. However, based on the 

1984 National Survey of Children's Dental Health (N.S.C.D.H.) and on 

the intervention programme outlined, the percentage of untreated 

disease in 8 year olds in fluoridated areas should fall from 80% to 40% 

within 2 years and to 20% within 4 years. In non-fluoridated areas it 

should fall from 50% to 30% in 2 years and to 20% within 4 years. 



In 12 year olds the percentage of untreated caries was 27% in both 

fluoridated and non-fluoridated areas. Obviously the treatment ser

vices have had an impact on the untreated disease levels between age 

8 and 12 year olds. However untreated disease in 12 year olds should 

be reduced further to 20% within 2 years and 15% within 4 years. New 

data from the baseline surveys may alter these figures. Whether these 

goals are attainable needs to be evaluated as the programme progresses 

both in the pilot areas and in the main programme. 

(c) IMPLEMENTATION 

The Principal Dental Surgeon in each Community Care area will have res

ponsibility for children's dental services in named schools. The 

schools in each area and the number of children in each class are given 

in Appendix Ill. The targetted groups in 2nd, 4th and 6th class will 

receive a basic screening in the school and be advised of their 

requirements and referred if necessary for treatment to the appropriate 

health centre. Dental health educators should be used at the school 

screening examinations to promote dental health and attendance for 

treatment. The full range of treatment should be provided for these 

children including fissure sealants where appropriate. Permanent teeth 

only should be treated unless disease in a deciduous tooth is inter

fering with the permanent dentition. Children who are seen to be at 

risk to dental disease should be recalled at an appropriate interval. 

Any 12 year old who is a dependant of a medical card holder should be 

recalled within 3 years. 

Emergency care for children and adults and maintenance care for the 

children treated will have to be provided. In addition services such 

as orthodontic care will continue to be provided. How these latter 

services are delivered in conjunction with the school services will 

depend on local factors. Arrangements can therefore be flexible once 

the availability is similar between all areas. Although the Principal 

Dental Surgeon will have overall reponsibility for services in the area 

the Senior Clinical Dental Surgeons should undertake the role outlined 

in their job descriptions including the actual day to day 

implementation of the school programme. 
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(d) RESOURCES REQUIRED 

Manpower 

There is an approved complement of 78 posts of dental surgeon in the 

E.H.B. and there are 247,000 children and adolescents eligible for 

continuing care a ratio of 1:3167. 

From the 1986 census and from Department of Education statlstics it is 

estimated that there are 23,086 children ~n 2nd class and 20,080 in 6th 

class. The inclusion of 4th class adds another 22,337 to the total 

number to be screened. There are 23,745 children aged 15 in the E.H.B. 

area and approx. 9,000 are dependants of medical card holders. The 

total number of children in the targetted classes in such a school 

based system plus the 15 year olds is 78,170. 

TABLE 21 

Number of Children in Targetted Age Groups (classes) 

NO. OF CHILDREN 

8 23,086 

10 22,337 

12 23,747 

15 9,000 

78,170 

Using data from the N.S.C.D.H. it is estimated that on approx (fluor

idated and non-fluoridated areas) 60% of 8 year olds, 20% of 12 year 

olds and 14% of 15 year olds are free of dental caries. This will 

reduce the workload considerably. However the implementation of a 

fissure sealant programme is likely to offset this to some extent. 

Treatment of periodontal disease will have little impact on the service 

requirements of these age groups as most of the treatment relates to 

Simple scaling and oral hygiene instruction. 
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If the proposed arrangements are introduced there will be 9 Principal 

Dental Surgeons who will operate 50% of the time in a clinical capacity 

so there will be the equivalent of 4.5 principal posts available for 

clinical work. One of the Senior Clinical Dental surgeons is respon

sible for the handicapped and two more dentists will be allocated to 

this work. This leaves 70 dental posts to cater for continuing care 

for 78,170 giving a dentist population ratio of 1:1117. 

In planning manpower needs account has to be taken of the children at 

risk who will be recalled, those children who need emergency care 

(24,000 per annum), maintenance and orthodontic care etc. as well as 

the time needed for screening of children. Account has to be taken 

also of the major impact emergency care for adults has on manpower 

requ i rements. 

There are almost the equivalent of ~ dental surgeon posts vacant 

currently and 21 posts are filled on a temporary or sessional basis. 

It is recommended that all these posts be filled in a permanent 

capacity. This will mean that the existing staff levels will be 

increased by five. 

In order to reduce the impact of emergency care facilities on services 

it is recommended that five additional posts of dental surgeon be 

created and filled. This will mean an approved complement of 83 

dentists and an equivalent of 75 dentists to provide continuing care 

for the targetted groups and contingency care. 

The resulting ratio of dentist to children (1:1040) is thought to be 

reasonably adequate to deliver services to the numbers involved. In the 

placement of such staff account should be taken of the numbers in 

targetted groups, the adult eligible population and the geographic 

distribution of schools. Both Community Care areas 9 (Kildare) and 10 

(Wicklow) will need additional staff on this basis. 

The employment of auxilliary personnel such as health educators and 

dental hygientists, as discussed previously, would make the above ratio 

more manageable. Dental surgery assistants should be employed on a one 

to one basis to dentists. 

, ;. 
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If it is not possible to recruit permanent staff then consideration 

should be given to obtaining services from general dental practitioners 

in their own surgeries. The possibility of renting/leasing spare 

surgery capacity in health centres to private practitioners should also 

be explored. 

Clinical Facilities 

A detailed examination of all health centres, surgeries etc~ was not 

carried out. However from discussions it can be said that facilities 

in general are excellent. The main concern as regards facilities 

relates to the upgrading of Naas and Athy dental clinics in Kildare 

and the provision of clinical facilities in Bray, Co. Wicklow where 

only emergency care is provided in a surgery which is below acceptable 

standards. 

In the major urban area of Dublin it is recommended that multisurgery 

units in health centres be used to deliver care. The provision of both 

systematic and demand based elements of the service is more readily 

planned and managed in such units. In rural areas single unit 

surgeries will be needed in isolated areas; multi-surgery units should 

be used in the main towns such as Naas, Athy, Maynooth, Bray, 

Greystones; Wicklow and Arklow. The occupancy rate of surgeries, 59% 

overall, is unsatisfactory. However the appointment of staff in a 

permanent capacity and auxiliary personnel and greater use of dental 

students should improve this situation. As mentioned earlier the 

feasibility of renting unoccupied and fully equipped surgeries in 

health centres to general practitioners or newly qualified 

practitioners should be explored. 

Finance 

The filling of the five vacant dental surgeon posts plus the five 

additional posts will cost approx. £200,000. The filling of temporary/ 

sessional posts by permanent staff will have only a minimal cost 

implication. Ten extra Dental surgery assistants will als~ be required 

have at a cost of £75,000 The extra allowance for the Principal Dental 

Surgeon with overall advisory duteis will be similar to that provided 

for in the original Chief Dental Surgeon post so no extra cost will be 

involved. The upgrading of facilities in Naas, Athy and Bray will 

incur capital expenditure in the long term. 

~ - . 
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liji) SERVICES FOR ADULTS 

(a) POLICY 

The number of adults eligible to receive dental services from the 

Eastern Health Board i.e. medical card holders and adult dependants 

totals 328,000 (Table 1). Currently emergency treatment, principally 

for the relief of pain is provided by the Board's dental surgeons at 

routine clinics. The Dental Hospital also provides treatment for 

emergencies. Routine dental treatment is provided at a small number of 

evening sessions held by health board dental surgeons and limited care 

is provided by private practitioners through the fee-per-item scheme. 

The waiting list for routine treatment has now reached 15,000. 

The service for adults has been demand based and as it is not realisti~ 

to engage in the screening of this population group. Demand from 

eligible adults must continue to be the basis of the service. Having 

regard to the difficulties envisaged in the referral of emergency cases 

to private practitioners, the health board dental surgeons should 

continue to meet this area of demand. Routine treatment should be 

provided at evening sessions and by referral to private practitioners. 

The system of giving priority to persons over 60 years of age should 

cease and should now be based on a first come basis. 

Pilot schemes to increase productivity by means of incentives should be 

developed for health board dental staff. 
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(b) GOALS 

The present disease level in adults is not known. A special national 

survey to establish this disease level is being undertaken by 

University College Cork and the Eastern Health Board has arranged 

that the survey be expanded to determine needs for its area. The 

results should be available early next year. This will enable goals 

and targets to be set. 

(c) IMPLEMENTATION 

Each Principal Dental Surgeon should be responsible for the organ
l 
isation of treatment for adults in the area to which he is assigned and 

resources, finance and personnel should be allocated in proportion to 

the number of eligible adults in the area. The provision of emergency 

care disrupts the routine arrangements for children. To ensure that 

plans to target the screening and treatment of children are not 

affected the arrangements for emergency treatment of adults should be 

separate. Emergency care should be provided through;-

(1) 

( i i ) 

(i i 1) 

Specially dedicated times and sessions at health board clinics. 

Evening sessions provided by health board dentists. 

Arrangements with the Dental Hospital. 

A system of referral, payment and monitoring of the work carried out by 

private practitioners on behalf of the Board needs to be developed. 

Adult patients applying for routine treatment should be placed on a 

waiting list in their own community care area and referred for treat

ment from that list to either health board dentists at evening sessions 

or to private practitioners under the fee-per-item scheme. Priority 

should only be given to expectant and nursing mothers or those adults 

who are mentally or physically handicapped. The monitoring of the 

provision of treatment and paying for it should be the responsibility 

of the Principal Dental Surgeon in each area. 
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(d) RESOURCES REQUIRED 

In the absence of information on disease levels it is not possible to 

make satisfactory predictions of the uptake of services. It may well 

be that the demand would increase rapidly once the treatment prospect 

became a reality, as happened with the introduction of the ad-hoc 

scheme. However comparison may be made with the Dental Benefits Scheme 

of the Department of Social Welfare where the average annual uptake 

experienced is 20% for men and 40% for women, an overall uptake of 30% 

The eligible adult numbers (328,000) in the E.H.B. area, less those 

estimated to be eligible for Social Welfare Dental Benefit (110,000) 

gives a total of 218,000 from whom an uptake of 30% would give a 

possible demand by 70,000 persons a year. 

The current average annual cost per case under the ad-hoc scheme in the 

E.H.B. area is £105. This high cost is a reflection of the extent of 

treatment requirements in the absence of regular access to on-going 

care (current waiting period is 2 years). The cost therefore of 

providing a demand based service plus the cost of contributions to 

those with duel eligibility would be approx £7.3m annually. 

In connection with the 1989 Budget the E.H.B. estimated~~n annual 

requirement of £1m to eliminate the eXisting waiting lists over a three 

year period. This funding is required as a matter of urgency to tackle 

an unacceptable backlog while it is realised that the ultimate goal of 

full service for the needs of the eligible population remains. 
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iiv) SECONDARY CARE SERVICES 

(a) ORTHODONTIC SERVICES 

Po 1 icy 

The health board should renew its efforts to recruit consultant 

orthodontists in order to deliver a high standard of care to patients 

and training to its staff. Formal and informal training of staff in 

orthodontics should be increased. Services should be provided on the 

basis of severity of the conditions and not on demand. Charges for 

orthoontic care should be introduced for patients with Category II and 

III eligibility in order to offset costs of improving the orthodontic 

service. 

Goals 

A survey of orthodontic need and related factors by Mr. B. Jones, 

consultant orthodontist in the Dental School, is nearing completion. 

It should provide information to plan the service in detail and set 

appropriate goals. 

Implementation 

On a population basis the Eastern Health Board requires three full 

time consultant orthodontists. Taking account of the services obtained 

from the two conSUltants in the Dental Hospital it is proposed that the 

Board should recruit two conSUltants. These consultants should have a 

base on the north and on the south side of the area. The maxillo

facial unit in St. James's hospital and Our Lady's hospital, Crumlin 

may also need to recruit a consultant for the treatment of cleft lip 

and palate patients. Discussions should take place with the Department' 

of Health on improving)the conditions of service attaching to such 

posts in order to make,them more attractive to applicants. The dental 

schools should continue to train consultants for the health boards. 

Consideration should be given to seconding two E.H.B. dentists to the 

Dental Hospital for a period of three years for formal orthodontic 

training to M.Se. level. 
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In-service training should continue to be provided by the Dental 

Hospital consultants for staff on a part-time rota basis of 18-24 

months. These staff should then be based in local health centres to 

assess and treat cases both directly and on the advise of a consultant. 

Continuing education of all staff in orthodontics should be increased. 

The feasibility of using trained auxiliary workers to carry out certain 

aspects of orthodontic care such as taking impressions, x-rays and 

placing brackets should be explored. The use of such staff could sub

stantially increase the productivity within the orthodontic service. 

Cases presenting for treatment should be assessed and then placed in 

order of priority in accordance with the Department of Health or 

similar guidelines. Principal Dental Surgeons should be involved in 

drawing up a protocol on an agreed basis so that the same priorities in 

assessing cases are applied across all areas. Cases should be treated 

on the basis of these priorities. Patients may either be treated 

directly by trained health board staff at local level, by such staff 

after consultant advice, by consultants themselves or by appropriate 

staff in the Dental Hospital. Within the Dental Hospital priority 

should be given to the treatment of referred eligible patients. If 

the workload involved cannot be adequately managed on this basis then 

consideration should be given to referring cases to specialist private 

practitioners for treatment with strict monitoring of the costs 

involved. 

In order to improve accessibility to care consultants should not just 

be based in one or two specialist centres but should assess cases and 

provide treatment plans at local health centres. Similarly staff who 

have received training should perform routine adjustment of ortho

dontic appliances locally for the consultant's patients. 

The above procedures should improve the availability of consultant and 

specialist care and with the developing ability of trained E.H.B. 

dentists to provide fixed appliances would increase the standard of 

orthodontic care available within the Board. 

The orthodontic services for the cleft lip and palate patients in St. 

James's hospital and the Children's hospitals in Temple Street and 

Crum1in should continue to receive priority. 
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Resou rCE:!.§ requ i red 

The appointment of two consultant orthodontists would cost in the 

region of £70,000 per annum. Support staff of two trained dental 

surgery assistants and two receptionists/secretaries will cost £40,000 

per annum. The E.H.B. dentists in training programmes with the 

consultants should use their own dental surgery assistants. The 

funding of a registrar in a training programme in the Dental Hospital 

should continue until such a time as two consultants are recruited. 

The further funding of a registrar post should be reviewed at that 

stage. 

The cost of seconding two dentists to obtain M.Sc. degrees in ortho

dontics will be ~pprox. £47,000 per annum. 

Adequate and accessible facilities are necessary and whether these are 

provided at a single central unit or at two strategically placed units, 

needs to be considered further. 

The facilities in Crumlin clinic will need to be upgraded for 

consultant treatment and training of staff. The capital cost of this 

upgrading would be approx. £30,000. The location and cost of 

developing a facility on the northside of the area needs to be 

investigated further. The new Dental Hospital at the St. James's site 

might provide a central unit for consultant orthodontic services which 

would eliminate the need for separate units. In each community care 

area one of the multi-clinics with spare capacity should be adapted for 

use by visiting consultants and by the health board dental surgeons 

providing a specialist service. Additional materials required for 

provision of orthodontic care by staff including fixed appliances, are 

likely to cost in the region of £150,000 per annum. 

In order to offset the above expenditure, charges for orthodontic care 

should be introduced for patients with Category 11 and III eligibility 

with the exception of cleft lip and palate patients. This is in line 

with the "Leyden Report" and is already applied by a number of health 

boards. The charges should be sufficient to offset most of the 

additional expenditure. 
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(b) ORAL AND MAXILLO-FACIAL SLiRGERY 

As full information on the needs and demands in the oral surgery/ 

maxillo facial area is lacking a survey to obtain such information 

should be carried out. 

As a first step in order to improve routine oral surgery services to 

eligible patients a consultant oral surgeon should be appointed to the 

existing vacancy at Beaumont hospital. 

Goals should relate to reducing waiting lists to a limited period of 

time. Information on waiting lists is poor and when accurate infor

mation is available then appropriate goals should be set. 

Service to cleft lip and palate patients should be improved. 

l!!!.r;1lementation 

In order to determine the need for oral surgery and maxillo facial 

surgery in the area information on the number of referrals and the 

type of treatment sought should be collected from health board 

records. In order to obtain similar information from general dental 

practitioners a questionnaire survey should be carried out. Future 

plans for services should be related to the information collected. 
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One of the consultant oral surgeon ~osts in the Dental Hospital has 

become vacant recently. This post should now be filled in order to 

continue the service provided in St. Mary's, the Mater and St. 

Co1mcille's hospital by the Dental Hospital staff. It is noted that 

20% of oral surgery patients treated in 1988 were from outside the 

E. H. B. area. 

There needs to be a co-ordination of referrals from the health board 

and of waiting lists for all the hospitals involved in providing care, 

in order to see that priority eligible cases are treated and that 

there is equal access to services throughout the board's area. 

Increased facilities for day care surgery in Beaumont hospital and in 

the new Dental Hospital would help to aleviate the current waiting 

time for services. 

The vacant post of Oral Surgeon in Beaumont hospital should be filled 

as soon as possible. It is understood that appropriately qualified 

persons are available. The possibility of a joint appointment between 

Beaumont hospital and the Eastern Health Board should be explored as a 

direct health board connection would improve access to care for 

eligible patients. 

It is recommended that the Beaumont hospital consultant should also 

have an attachment to the maxi110-facial unit in St. James's hospital 

in order to increase the services available in that field. The 

surgical aspect of the treatment of cleft lip and palate cases would 

also benefit from such an attachment. 

Resources Required 

The cost of replacing the vacant Consultant Oral Surgeon posts in the 

Dental Hospital and Beaumont hospital will fall on those hospitals. 

If a joint Beaumont Hospital Board/Eastern Health Board post is 

created then costs would have to be worked out in proportion to the 

sessional commitment to each board. 
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(c) PAEDIATRIC SERVICES/SERVICES FOR THE HANDICAPPED 

Policy 

Services for handicapped children should be given priority in order 

to prevent and treat dental disease so that it does not complicate 

their handicapping condition. The adult handicapped should have 

similar access to dental care as the rest of the eligible population. 

A survey to determine the needs of the handicapped should be carried 

out. Two additional dentists, one hygienist and a part-time health 

educator should be allocated to these services. An appointment of 

paediatric consultant in the Dental Hospital should be made. 

When information on the dental needs of the handicapped is available 

then specific goals for disease levels should be set. Goals for 

population coverage can be made when the total workload and resources 

available are known. A broad basic goal could be that every mentally, 

medically and physically handicapped child born in the area should be 

notified to the dental surgeon in charge of the services, that 

existing handicapped persons be identified and that a plan be 

developed and implemented to provide preventive and treatment services 

to these groups on a regular basis. 

Implementation 

It is essential that information on the dental needs of the various 

handicapped groups be obtained as little or no information exists 

currently. A survey to determine such needs should be carried out in 

conjunction with the Department of Community Dental Health in the 

Dental Hospital. This Department has been actively involved with 

health board staff in providing services for some handicapped groups. 

One of the Principal Dental Surgeons should be responsible for the 

overall co-ordination of services for the handicapped. One Senior 

Clinical Dental Surgeon has provided an excellent service to the 

handicapped for many years, an arrangement which should be continued 
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Training of health board dental surgeons to equip and encourage them 

to provide services to nervous, mildly mentally handicapped and 

medically handicapped children at local health centres should be com

menced. This would allow more expert care to be reserved for 

seriously handicapped children. 

A primary preventive programme should be instituted for all medically, 

mentally and physically handicapped persons in the area. A dental 

hygienist and dental health educator should be made available to 

assist in the implementation of the programme. 

Services for the medically handicapped in Temple Street, Harcourt 

Street and Crum1in hospitals should continue. Medically handicapped 

children who cannot be treated in health board clinics should continue 

to be referred to Crumlin hospita1~ The health board should continue 

to support the unit in the hospital and should further assist it in 

the purchas-ing of equipment which is urgently required. 

The Registrar who is currently in a paediatric consultant training 

pathway in the Dental Hospital will be available in the near future to 

increase the time available for the treatment of the medically 

handicapped both in Crumlin hospital and in the Dental Hospital. A 

joint post of consultant in paediatric dentistry for these hospitals 

and the E.H.B. should be created within three years. Such a post 

would be of great assistance in providing expert care for handicapped 

patients within the area. 

The staff of one Senior Clinical Dental Surgeon and one part-time 

temporary Grade 11 dental surgeon to care for approx 10,000 mentally 

and physically handicapped children and handicapped adults is totally 

inadequate. The equivalent of two additional dental surgeons should 

be made available to improve the level of services to these groups. A 

dental hygienst would provide essential help in the preventive and 

treatment aspects of care for the handicapped and one should be 

appointed when the legal situation is agreed. 
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The current service to special schools should continue and be upgraded 

so that every child in each school is seen and treated annually. The 

general anaesthetic service in Blanchardstown hospital should be 

increased from one to two sessions each week to reduce waiting lists 

for treatment. 

Services for the adult mentally handicapped are poor with long waiting 

lists for treatment. The additional staff proposed should allow for 

the screening and treatment of patients regularly. The dental 

hygienist will play an important role in prevention and treatment of 

periodontal disease which is normally high in this group of patients. 

The requirement of such patients at St. Ita's and other special 

hospitals and homes needs to be reviewed and included in the services. 

Resources Required 

The principle cost factors for improving these services will relate to 

salaries of extra staff. The appointment of two additional dental 

surgeons will cost approx £40,000 per annum, two dental surgery 

assistants £15,000 per annum, a hygienist £12,000 per annum and a 

health educator £10,000 per annum. Increased services in 

8lanchardstown hospital will cost in the region of £15,000 annually. 

(d) OTHER SECONDARY CARE SERVICES 

The secondary care services required for eligible patients in the area 

of restorative care (advanced crowns and bridgework, prosthetic care 

etc.) is limited. Patients are refered to the Dental Hospital for 

oral medicine and oral pathology services. However the number of 

referrals is small. Most of the radiologial services required are 

available within the health board facilities. A small number of 

patients need referral on occassion to the Dental Hospital for such 

services. 
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(0) TRAINING AND RESEARCH 

There is an urgent need to provide structured training courses for 

dental surgeons within the health board. Both short and long term 

continuing education courses to deal with the specific requirements of 

health board dentists in the clinical area should be made available. 

The long term courses could involve honorary appointments in various 

departments of the Dental Hospital for specific time periods. 

Continuing education courses in the area of community dental health 

and health promotion are of obvious importance. Consultation between 

the health board staff and the providers of such courses should take 

place in order that appropriate modules are constructed. 

There has been a fall off in the management courses provided to dental 

staff in recent years by the Institution of Public Administration 

(I.P.A.). The health board should develop with the I.P.A. and other 

agencies courses for dental staff in areas such as overall management 

of health services, budgetting management, staff development,. 

measurement of output, information systems and computer skills. The 

structure and content of such courses. should be tailored to the needs 

of the staff who are managing and delivering services in the format 

outlined in this report. 

" .• 3 

Post graduate education for dental staff within the health board has' 

not been developed to any extent. In the clinical area recommendations 

have been made that a number of dentists be seconded for formal 

training to specialist level in orthodontics. The conditions applying 

to persons seconded should be such that a commitment be given to 

return to the service for a specific time period. 

Post graduate training in community dental health, preventive 

dentistry and paediatric dentistry are areas which are now being 

developed in this country. Training has been readily available in the 

United Kingdom for many years and a high proportion of staff in their 

community services have undertaken such courses .. It is understood 

that courses leading to masters degrees in these areas will be 

available in the two Dental Schools shortly. Health board staff 

should be given the opportunity to obtain such training in Ireland. 
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The training of dental surgery assistants and dental health educators 

should continue within the health board. The detail of the role for 

dental hygienists is currently being explored by the Dental Council. 

The relevant needs of the health services, some of which are outlined 

in this report, should be taken into account by the Council. 

Other areas of formal and informal training which may be required 

should be explored with all the staff. 

Opportunities to carry out research into the clinical and especially 

health service aspects of dental care delivery should be explored. 

Areas of research could include the use of fissure sealants in 

preventing dental caries in a community; the role of hygienists in 

delivering various aspects of care; the development of oral health 

information systems, quality assurance and epidemiological studies. 
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(E) ROLE OF THE DENTAL HOSPITAL 

(i) OVERALL POLICY 

The staff of the Dental Hospital wish to develop closer links with the 

health board service. The Department of Health and the Eastern Health 

Boards provide the Hospital with significant funding of £870,000 per· 

annum. The hospital needs access to patients from the health board to 

enable it to fulfil its training function for students. The health 

board needs the services of the Hospital's consultants and senior 

staff in a number of specialist areas but it has to be borne in mind 

that the primary function of the Dental Hospital is the education of 

students while the health board has a statutory obligation to provide 

treatment for eligible persons. These different objectives should be 

brought together to the benefit of the public. For the level of state 

funding provided it would be expected that treatments at the Dental 

Hospital or by its staff would be almost exclusive to those with 

health board eligibility. It is contended by the Dental Hospital that 

it is necessary for the Hospital to treat non-eligible patients in 

order to increase its funding for day to day services. However, the 

health board's priority for funds provided by the health services must 

be for the treatment of eligible patients. 

The links between the Dental Hospital and the Health Board could be 

enhanced by the Hospital undertaking to provide agreed levels of 

service. for patients on health board waiting lists, giving absolute 

priority to eligible patients, the continued provision of emergency 

services by the hospital, the making of a number of joint appointments 

with the Hospital, the provision of secondary care services to 

eligible patients, the provision of continuing and post-graduate 

training for health board staff and assistance with health services 

research. 

It is recommended that a senior member of the professional staff of 

the Health Board be appointed to monitor both the implementation of 

the policy and plans outlined in this Report and the continued 

delivery of services by the Dental Hospital to eligible patients in 

the E.H.B. area. 



The provision of a new Dental Hospital at St. James's site would 

afford the opportunity to further develop the relationship between the 

Health Board and the Dental Hospital. The hospital could contract to 

provide an integrated preventive, primary and secondary care service 

for the population of its immediate neighbourhood, using students for 

dental health promotion, providing some primary care under supervision 

and secondary care by its consultants as appropriate, in addition to 

which it could undertake care of emergencies in this area. 

(ii) PROVISION OF PRIMARY CARE BY THE HOSPITAL 

The delivery of the primary preventive services outlined previously 

will be the responsibility of the E.H.B. However, the Hospital and 

particularly the Department of Community Dental Health could assist in 

the delivery of such services. 

Primary care treatment in the Hospital is undertaken by students under 

supervision. Some students in their final year work one session a 

week in health board clinics under the supervision of health board 

staff. Productivity of students is of necessity low and the 

contribution to the reduction in waiting lists is therefore small. 

However, it is considered worthwhile from an educational and 

recruitment point of view that this should be continued. The major 

contribution to primary care by the Hospital is in the treatment of 

emergencies. It would be difficult to operate a referral system in 

this area although some clinics do refer emergency cases direct to the 

Hospital. This service is of benefit to eligible patients and should 

continue. The need for an emergency care night and weekend service' 

should be investigated. 

Within the primary care area the Hospital should instruct its staff to 

give priority to eligible patients. Within the next three to four 

years it is expected that vocational training for dentists will be 

made obligatory within the member states of the European Community. 

The health board service would be an ideal place for new graduates to 

obtain experience in treating children. Underused capacity in clinics 

could be used for such trainees and they could make a contribution to 

the primary care treatment of children in the area. However the 

employment of such post-graduate trainees will require additional 

funding and their employment would only be on a part-time basis. 
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The hospital should continue its role in providing care to general and 

special hospitals in the area. The main hospital activities in the 

secondary care area are in orthodontics and oral surgery. 

Orthodontics 

The main requirements of the Health Board are to have Dental Hospital 

consultants assess cases referred for orthodontic treatment and treat 

the most severe cases; to have treatment plans drawn up for other 

cases and to have some health board staff trained to carry out as 

much of this work as possible with or without supervision by the 

consultants and to have consultant cover for care provided. The 

consultants are also needed to provide care for the cleft lip and 

palate patients. 

The health board pay for servi~es of the two consultants for four 

sessions per week (20% of their salaries) and for this one treatment 

and two training sessions are obtained. This appears to be the 

maximum time available by the two consultants due to their other 

extensive commitments. However one consultant provides care on a 

fee-per-item basis outside normal hours. The orthodontic registrar 

(E.H.B. pays full salary) provides care for eligible patients within 

the Hospital, however the full extent of the care provided is dif

ficult to ascertain. The role of the Hospital consultants and 

registrar should continue. As stated earlier the policy of the health 

board should be to recruit their own consultant orthodontists. A 

joint appointment with the Dental Hospital might help in the recruit

ment of these consultants. Any joint appointments would have to be 

monitored in order that the health board obtains the services it is 

paying for. 



Oral and Maxilla-Facial Surgery 

The two oral surgeons in the Dental Hospital provide an excellent 

service for eligible persons in the Hospital itself, St. Mary's, the 

Mater and Loughlinstown hospitals. More day bed facilities would help 

to provide such services in a more effective manner. It is planned to 

provide such services in the new Dental Hospital in the St. James's 

hospital site. The combination of the maxilla-facial unit and oral 

surgical services on one site would be of significant benefit in 

co-ordinating such services. 

The appointment of a consultant to Beaumont hospital will improve 

services in the north of the health board's area. A joint appointment 

with the Dental Hospital might be beneficial. An additional session 

by Dental Hospital staff in Loughlinstown hospital would improve 

accessability for patients from the southern part of the Board. 

Paediatric Dentistry 

The training of a consultant in this field is progressing. It is 

hoped that eventually a jOint appointment between Our Lady's hospital, 

Crumlin and the Dental Hospital will be made. The services of such a 

consultant should be availed of by the health board which might also 

be joined in the appointment. 



Restorative Care 

The requirements of eligible patients for restorative care (advanced 

crown and bridgework, periodontics and advanced prosthetics) is 

limited. Any treatment required should be provided by the Hospital. 

Oral Medicine/Pathology 

Services in this area should be made available by the Hospital to the 

Board when required. 

Radiology 

The health board itself has most of the radiological requirements it 

needs. However, some services from the Hospital may be necessary from 

time to time. 

Training and Research 

Throughout this report reference is made to the need for training of 

staff both in continuing education and post graduate education. The 

Hospital should make continuing education courses which are of 

relevance to health board services more readily available. These 

should include both clinical and non-9linical courses. Post graduate 

training in orthodontics and in community dental health is urgently 

required. The Hospital should continue to expand its consultant 

training programmes. The Department of Community Health should become 

involved in providing assistance in the planning and evaluation of 

health services in the Board. 
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JF) SUMMARY 

The health board is responsible for the provision of services to: 

- Pre-school and national school children 

- Adolescent dependants of medical card holders 

- Adult medical card holders and their adult dependants 

a total of 655,000. 

Management 

The organisation and management of dental services should be based on 

community care areas and not on "dental management" areas as at 

present. The Principal Dental Surgeon assigned to a community care 

area should have responsibility for all services within that area and 

report to the local management team. One Principal Dental Surgeon 

should advise the board on dental services generally, especially on 

professional matters and on the relationships with other agencies and 

service providers. These responsibilities would be in addition to his 

area responsibilities and an appropriate adjustment should be made in 

his remuneration and extra support staff should be assigned to him. 

Certain procedures noteab1y in the treatment of adults at special 

sessions would facilitate the introduction of incentives to increase 

productivity. 

The Board should con~ider schemes for making available surplus surgery 

capacity in health board clinics to private practitioners, especially 

to new graduates wishing to work in the E.H.B. area. These would be 

on mutually advantageous terms which would guarantee an appropriate 

level of care for eligible persons. Otherwise unused facilities would 

be put to use and the way would be eased for young graduates to set up 

in practice in the area. 



- 95 -

Morale among the staff working in the dental services within the 

health board has been poor for some time. This can be related to 

factors such as the heavy demands and pressures on them in trying to 

cater for a large number of persons eligible for services, with very 

limited resources, cutbacks in overall services, the lack of cohesion 

in the services, poor incentives and limited training opportunities. 

The proposals outlined in this Report, if implemented, will provide: 

additional resources to cater for services for all section of the 

eligible population within the area, overall direction and targets for 

the service, some incentives and new training opportunities. 

Preventive Services 

These services are mainly confined to the fluoridation of water 

supplies, some individual preventive care and limited dental health 

education programmes. Fluoridation should be extended to Athy water 

supply and supplies already fluoridated but not operating satis

factorily should be improved. Fluoride mouth rinsing schemes should 

be introduced in a structured way in non-fluoridated areas. The 

various dental health education programmes should be co-ordinated and 

integrated with other forms of health promotion. Dental health 

educators and other auxiliary workers should be used in health 

promotion. 

, 
Primarily as a result of the fluoridation programme the state of the 

dental health of children is good. Of 8 year old children in fluor

idated areas, 72% have no dental caries in their permanent teeth while 

the corresponding figure for 12 year olds is 27%. However the amount 

of dental caries present which had not been treated is very high. For 

example in 8 year olds, 80% of the disease present is untreated while 

the corresponding figure for 12 year olds in 27%. 
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Cllildren'$m Primary Care Services 

Services for children and adults are provided by health board staff 

(equivalent of 73 dentists) with some provision by the Dental Hospital 

and private dental practitioners. 

Currently children's services are based on patient demand, very little 

school screening is carried out to ascertain the needs of children, up 

to half of the national school children are seen on demand at health 

board clinics but little information is available on the rest of the 

chi ldren. 

It is recommended that the work of health board staff be directed to a 

comprehensive programme for children and that private practitioners 

be involved in a formal scheme for the treatment of adults. 

In the light of the foregoing and of the leydon Report the basic 

dental service for children should be re-orientated to need and not 

demand. A systematic school based approach should be adopted to 

deliver both preventive and treatment services to a targetted group 

i.e. 8, 10 and 12 year old children with 15 year old dependants of 

G.M.S. card holders obtaining treatment on demand with a built-in 

planned recall system. These groups should receive comprehensive 

primary preventive care and treatment for their permanent teeth as a 

first objective of the health board service. 

Primary Care Services for Adults 

Eligible adults receive emergency treatment on demand in health board 

clinics and at the Dental Hospital. limited routine services for 

adults are provided at special evening sessions at health board 

clinics or from private practitioners on a fee-per-item basis. The 

waiting list for treatment is currently 15,000 persons. 
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The provision of an emergency service at health board clinics has an 

immensely disruptive effect on the organisation and delivery of ser

vices for children (7,400 adult emergency cases were seen in 1987). 

Emergency services should be separated from routine services by 

dedicating special staff or clinic sessions to them. Similarily 

routine services for adults should be separately provided and funded, 

either at special health board evening sessions or by a scheme 

involving general dental practitioners on a fee per item of service 

basis. Special extra funding is required to reduce the sUbstantial 

waiting lists for treatment. 

The significant problem of failed appointments by adults as well as 

children needs to be addressed and measures devised to eliminate it. 

The population trends predict an increase in the numbers of elderly 

and a decrease in child population and this will have significant 

implications for the planning of services. 

Secondary Care Services: Orthodontic Services 

Orthodontic care presents the greatest challenge to services cur

rently. The demand for this service continues to increase away beyond 

the resources currently available. Some dentists both here and in 

other countries suggest that approx 30% of children at 12 years of age 

require orthodontic treatment. However this estimate of treatment 

need includes a wide range of conditions which are outside the 

priorities of a health service. Some 6,000 children are receiving 

orthodontic treatment from health board dentists and it would appear 

that many of the cases being treated do not have serious health 

implications. 
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Guidelines for the delivery of orthodontic treatment on a priority 

basis have been developed by the Department of Health. Steps must be 

taken to ensure that the Department guidelines and priorities are 

followed. It is not justifiable to spend scarce resources on cosmetic 

orthodontics while unacceptable levels of disease remain untreated. 

The Board should recruit two consultant orthodontists and train its 

general staff to give treatment to the priority groups. The maximum 

use of the appropriate consultant facilities of the Dental Hospital 

should be sought. In order to offset to some extent the substantial 

cost involved in upgrading the orthodontic services, charges for non 

medical card holders ~nd dependants should be authorised. 

Oral and Maxillo-Facial Surgery 

Services are provided mainly through the Dental Hospital and St. 

Mary's, St. Colmcille's and St. James's hospitals. Access to 

emergency care is reason~bly good, however, there are long waiting 

lists for elective surgery. It is recommended that the vacant post 

of Oral Surgeon at Beaumont hospital should be filled and it should 

include a significant health board involvement. The maxillo facial 

unit in St. James's hospital is now re-equipped to a high standard. 

However there are still some delays in providing care for cleft lip 

and palate conditions. An attachment of the Beaumont hospital 

consultant to the maxillo facial unit in St. James's would help to 

increase the treatment available for these patients. 
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Paediatl-ic Services and S~rvices for ti,e HanqK1!QJJed 

Special surveys are required to establish the dental needs of the 

handicapped. Services for handicapped children should be a priority 

and adult handicapped should have at least the same access to services 

as the rest of the eligible population. All handicapped children 

should be notified to the dental surgeon in charge of the services. 

One Senior Clinical dental surgeon would continue to be responsible 

for the provision of services to these groups. Two additional dental 

surgeons, one hygienist and one part-time dental health educator are 

recommended. 

A joint appointment of a paediatric consultant between the Dental 

Hospital and Crumlin hospital should be made. The E.H.B. should avail 

of this consultant's services. 

The services to special schools and the general anaesthetic service 

James Connolly Memorial Blanchardstown should be increased, as should 

the services for adult mentally handicapped at St. Ita's hospital and 

other hospitals and homes. 

Training and Research 

There is an urgent need for structured training courses and continuing 

education for dental surgeons. These courses should include, as well 

as clinical matters, management of staff and resources, information 

systems and computer skills. Participation in relevant multi 

disciplinary courses is recommended. The services of various 

specialist institutions in higher education should be availed of. 

Dental surgery assistants and dental health educators should continue 

to be trained in the Board's service. 

As with other services of the Board staff should be encouraged to 

engage in research into clinical and delivery aspects of services as 

well as into their effectiveness. 

Supplies and Contracts 

The arrange~ents for the purchase, storeage and distribution of 

materials and for contracts for laboratory work should be examined by 

the Board's purchasing officers to ascertain if any economies in these 

areas can be made. 



APPENDIX Iill 

Percentage frequency distribution of decayed, missing and filled teeth, 

dmft in the c~se of 5 year olds, DMFT in the case of 8, 12 and 15 year 

olds, in the Eastern Health Board in 1984. 

PERCENTAGE OF CrlILOREN ACCORDING TO DMFT SCORE 

AGE FLUOR. o 5 6 10 11 12 13 14 15 15 17 18 19 20 

GROUP STATUS 

FULL 139 56.S 15.8 8.6 2.2 7.2 2.9 1.4 0.7 2.9 i.4 

NONE 123 37.4 13.0 9.8 8.1 7.3 4,9 4.1 4.1 3.2 1.6 0.8 2.4 U 0.8 0.8 

FULL 151 72.2 12.6 8.6 2.5 4.0 

NONE 83 55,4 18,1 12.0 2.4 9.6 1.2 1.2 

12 FULL 128 2i.3 18.0 18.0 10.9 14.8 i.O 1.6 O.B 0.8 0.8 

NOt~E 101 14.9 7,9 11.9 13.9 24.7 11.9 5 Q 5.9 1.0 1.0 1.0 

15 FULL 133 15.8 6.8 9.0 15.0 18.8 15.0 6.8 3.0 5.3 3.0 0.7 0.7 

NONE 97 13.4 7.2 9.3 5. I 21.5 9.37.26.23.1 1 i 
•• I 7.2 2.1 3.1 1.0 



APPENDIX I(b) 

Mean number of upper and lower premolars and permanent molars affected 

by caries in children who were in the 8 year old age group in the 

Eastern Health Board when examined in the N.S.C.D.H. in 1984 

FULL FL. NON FL. 

1 st 2nd 1st 1st 2nd 1st 

Premolar Premolar Molar Premo 1 ar Premolar Molar 

Upper (U) 0.00 0.00 0.23 0.02 0.01 0.46 

Lower (L) 0.01 0.00 0.27 0.00 0.00 0.49 

U. right 0.00 0.00 O. 10 0.01 0.01 0.20 

U. left 0.00 0.00 0.13 0.01 0.00 0.26 

L; right 0.01 0.00 0.17 0.00 0.00 0.26 

L. left 0.00 0.00 0.10 0.00 0.00 0.23 

Mean DMFT 0.01 0.00 0.50 0.02 0.01 0.95 

Overall mean 

DMFT for all 0.53 1. 01 

perm. teeth 



Mean number of upper and lower premolars and permanent molar teeth 

affected by caries in children in the 12 year old age group in the 

Eastern Health Board when examined in the N.S.C.D.H. 1984 

FLUORIDATED NON-FLUORIDATED 

1st 2nd 1 st 2nd 

Pre- Pre- 1 st 2nd Pre- Pre- 1st 2nd 

Molar- Molar Molar Molar Molar Molar Molar Molar 

Upper 0.04 0.02 0.89 0.02 0.07 0.07 1. 32 O. 11 

Lower 0.01 0.01 0.92 0.09 0.02 0.02 1. 33 0.13 

U. right 0.02 0.00 0.45 0.01 0.05 0.04 0.64 0.04 

U. left 0.02 0.02 0.44 0.01 0.02 0.03 0.68 0.07 

L. right 0.00 0.00 0.44 0.04 0.00 0.01 0.69 0.07 

L. left 0.01 0.01 0.48 0.05 0.02 0.01 0.64 0.06 

Mean DMFT 0.05 0.03 1. 81 O. 11 0.09 0.09 2.65 0.24 

Overall mean 

DMFT for all 2. 16 3.36 

perm. teeth 



APPENDIX II(a) 

TREATMENTS PROVIDED FOR CHII..DREN IN THt;E.H.B. IN 1984 & 1987 

1984 1987 

Number Treated 96,461 89,413 

Full 108,497 102,580 

Completed Treatments 38,458 24,513 

Emergency Treatments 26,265 22,206 

Extractions: Dec. 30,034 13,123 

Perm. 17,774 7,389 

Fillings: Dec. 11,679 20,370 

Perm. 41,525 40,021 

Scaling & Polishing 12,249 8,558 

X-Rays 9,263 5,215 

Crowns 428 356 

Fisure Sealants 3,924 10,249 

Root Treatment 10 64 

General Anaesthetic 5,470 5,273 

Dentures 34 209 



1984 

HEALTH BOARD 

PRIV. PRACT. 

1981 

HEALTH BOARD 

PRIV. PRACT. 

APPENDIX II (b) 

TREATMENTS PROVIDED FOR ADULTS IN THE E.H.B. IN 1984 &1981 

BY HEALTH BOARD DENTISTS AND PRIVATE PRACTITIONERS 

NO. EMERGENCY EXTRACTIONS FILLINGS SCALING X-RAYS CROWNS 

TREATED TREATMENTS AND POL • 

. 

7,131 7,123 3,549 1,796 1,303 192 

12,229 

207 2,650 8,652 963 586 -

7,392 5,637 2,889 1,472 1,206 89 

9,287 

FIGURES NOT AVAILABLE 

DENTURES 

2,172 

2,307 

1,609 


