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Mr. President of the Association, Mr. Chairman,
Ladies and Gentlemen.

It is a3 great honour for me to be invited to
participate in the Annusl Scientific Conéerenca of the
Irish Dental Asscociation. 1In the past 9 years this
will be the sixth occasion on which I have participated
at your annual conference; Bundoran, Ennis, Killarney, Lok
Wexford and éow watervilie. The subjects on which I have
spoken gF these ascientific meétings have ranged from the
clini;al aspects of dentistry Ffor children'such“as
Techniques of giving LocallAnaesthetics, The=tee—of-
Sedatioq{jﬁ;&hb;Managememt;ofrAppfvhensive—Chii;@en
and\?opisawaiguridemApglicatjons to Eﬁe more theoretical
gspects of prevention like Experimental Desiéns used for
Clinical Trials of Caries Preventive Apents and the

Statistical Methods used in Analysing Caries Data.

My talk to-day is entitled "Dental Services in the
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Republic of Ireland” and, even though at first glance
it may not appear so, I believe it is no less scientific
than my previous contributions., Ir the past twénty Five
years there has been a tremehdous worldwide increase in
tha seacme e
interest in <wbevde of delivering medical and dental care
to &=x=9%- population groups., The reasons for this sudden
increase in interest are probably complex, but two reasons
stand out, On the one hand the remedies we dentists and
doctors have devised for treating diseases which affect
largé sections of the populaticn have grown increasingly
.sophisticated and expemsive ang outside the resources
of many patieats who need treatment, On the other hand
most countries now take the principle of equal rights
gbn.aeéL
PESDEAacry serTiously and in the case of Health this
- has meant increasing involvemeat of the state in

delivering health care especially to those who cannot

afford to pay for it., Inevitably, once public funds
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3.
are being spent then the ;eed'to evaluate the efficiency
of the-system of delivering medical and dental care is
essential if we are to be reaéonably‘habpy‘that the system
in use is the best of the available alternatives and that
our money is being well spent. In dentistry it is only in the
past 10 - 15 years that active research ih-this Field has
taken place and it is only in the past five or so that
worthwhile research papers éave begun to appear; cost
behefit aaalysis, éost effectiveness, treatment need and _

iﬂ\fcvﬂﬂiéi_

demard, Health care economicihare concepts which are
relatively new to dentistry but, whether we like it pr
not are likely to play an increaSing role in the theory,

practice and planning of Dentistry for many yearé to come{ﬁkahse'

I have had some difficulty in deciding on the topics

. to cover in this talk to-day but after -aoREidameile ""'NV

Smeghbdoamng changes of mind I have decided,taking into

account the time available, to confine myself to considering

E 1



4,
primary dental care services as disfinct from specialist and
consultant services. I can assure you that this decision
does not mean a lack of interest-on my part o; that of
the Department of Health in the Hospital and Consultant
Dental services,Development of these services is easential
and inevitable,

My talk to-day can be divided into five main sections.

"To begin with I would like to spcnd a few minutes looking

~‘at the different systems of delivering Dental care tliroughout

the world.

. puttpgecdeeneng®, It will then be interesting, I hope,

Slide 1.

Provision of Dental Care.
System in Ireland

_Need and Demand.
Manpower.

Priority Groups.
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5.

to look at the systemof delivering Dental Care in Ireland

In the third section I will attempt to consider the need

and demand for Dental treatment in Ireland taking into

consideration the limited informétion availgble. Following

on this it is logical to consider the manpower (Dentists)

available and likely to be available to meet this need and

demand. Finally since it will be apparent that neither

resources or manpower will allow us to provide comprehensive

Dentsl care For all members of the population, the selectiqﬂ

. .

of priority groups will continue to occupy our mindsﬂ

In this final section I will question the basis omr which.
on efiginle groufs

priority groups for Dental Care are currently selected.
A

Beginning then with a brief look at the systems of )

LI

. 8elivering Dental .Care worldwide the World Health Organisation

has taken considerable interest in this subject in recent

years, 5 L D e a.
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Slide 2.

.Provision of Dental Care

Mainly Private.

Private and State,

Mainly State,

It has classified mediczl and Dental personnel who
pfqvide care to communities according to their method
of payment or employment, Not surprisingly the method of
payment or employment =3 reflects the poli;ical and
economic¢ organisation of the country, Australia and the
U.?. are countries whose political an@ economic philosophy favours
free enterprise and the provision of dentallcare is based
largely on private pradtide., It is inte?esting. however,
that in redent years government involvement in the delivery
of care in these countries has increased Grocciaoecswy and it

would appear that countries such as the U.S. serwedrproseoney




7.

a, are gradually thipging
of changing to a mixture of private and state. At tﬁg
opposite end ot this scale are the Eastern Blocﬁ
countries such as Bulgaria and Czechoslovakia where
the system of providing dental care is mainly state-
run with dentists being paid a salary. In Czechoslovsakia
!
for instance the dental gerviée ie almost entirely
governmental, is deveioped_in accordance withlstate
economip-plans. is financed From the State Budget and : -

is delivered free of charge by salaried dentists through a

network of basic and specialised dental health centres,

. As I said the method

of employment or payment reflects the political and
economic organisation of the couantry; Ireland is =a

country which has an economic systeﬁ based largely on

R A e i A i it v e e o B " * HP i AEEraa T T
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free éenterprise but has a social philosophy in which the
government accepts a large responsibility for the provision
of heqlth care, ﬁence the system of delivery of dental care
to the community in this couptry is a mixture oE.private
‘and salaried dentistry. There is no reason to believe

that this is likely to change in the near future.

A country that has many characteristics similiar to -

Ireland is Norway. It has a
Slide 3.

Norway Ireland
Pop. 4 m 32
Pop/KM2 12 44
Dentists 4000 900
D ;P 1 : 1000 1 : 3500
P.P. 54% 60%
P.H. 32% 22%




population of 4 m compared with 3°2 in Ireland.

J)ENSrﬂ?’
The éoues&anepy of the populatlon is low in both countries;

pen sgunne kilonelne

12 in Norway as agsainst 44 in Ireland; in England it is

A

230 KM2 The number of dentists in Norway is considerably

greater than in Ireland., In Norway there are approximately
4000 dentists as compared with 900 or so in Ireland giving

| i~
one dentist for every 1000 of the pppulation)Norway compared
with 1 for every 3,700 in Ireland. Perhaps it is a sobering

thought that our presence, that is dentists, does not

necessarily mean that the level ¢f dental disease will

el
be 1owera A3 you can see on the slide the caries

experience of children aged 13-14 years in Norway in
1975 was 12+6 decayea. missing; of fiiied teeth: the
corresponding figure in Ireland 6°9 based on our most
recent nationsl survey. In England and Wales it is
6+3. In a recent commentary on the Dentsl Services in

Norway, Dr. Per Baerum their Chief Dental-ofricer

T T T rar—— P T X - i st o e i aay — 'f.-—'* — T TR e
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10.

Mean DMET at 13-14 Years,

Tesyay 126

Irfland 6°9g
1964)

England
and
Wales

(1973)

pointed ou; that up to the early 19709 little emphasis
had been placed on prevention; the aim of the service
was to restore all decayed teeth, This aim was
achievedlwitP resounding'success: The mean PMFT score
of 12.6 on the screen was almost entirely made up ct the

No twlneqred \)"-‘-ﬁf’
F component;?\Since 1970 and particularly since 1975 maay

local authorities widd dtinemoedidrdpct-ROMcesn-aowl

goceamaet have developed prograas tor organised
< t':-'-'Li".—l‘l.. ( e e At b LA

distribution ol rlouride tablets. 1ln 1976,_60 per cent

of ~.some_1;300 public "health~centrés providing genéral.

S e 4 e e rmreassd
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11.

.services distributed the

By

the(tsblete. There are only about 150 Hygienists in

Norﬁay with only 45 new students being trained anually
in.the two-year courses run by the dental schools.

Because hygienists are in such short Supply a trend is
developing Ffor dental health assistants to be trained
lpcally to give preventive advice and distributelflouride
tablets. -Retired_or_unemployed nurses and housewives for
example—have—been_employed on _a_part=time_basis..atter_a .
short—training~courag1-Since the change ;n philoéophy in
the early 19708 from a treatment orientated service to é
preventive orientated pne there is growing evidence that
it is being sgccessfﬁl. A number of limited recent studies
have shown that the decay experience ot Norwegian children
is beginning to reach less dramatic levels (DMFl= 8°5).

I do not wish to consider the Norwegian scene further

i

v
* =
N
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12,

at this stage except to make two points, PFirstly, there
iyn.h‘-‘ab
is a lesson to be learned, (il)we here needed a lesson on
this score at this stage)} and that is that a treatment
orientated dental service has little to otfter in the long
term. Secondly, the tfigures QHdoted for Ireland here are -
somewhat out of date and there is little doubt that stud1és
on the level of dental disease in Ireland are required.:
Perhaps the figure ot 6°Y quoted on this slide is less,.
There are a lot ol reasons why it could be .

State involvement in providing dental care in Ireland
i1s, as you all well know, divided into two groups; the
Public Dental Service and the Social Weltare Dental
Benefit Scheme, Certain sections of the population are
entitled to dental treatment ot varying sophistication

under these schemes. No doubt you are all aware, as

I am, of the limitations and problems of these schemes




i3.

and there is certainly a need fFor their planned improvement
and dgvelopment. Extensive debates are currently in
progress with this aim in mind, and I do not wish to
pre-empt these discussions by going into details AN s 5’434-'
It is comforting in a way that similiar debates and
reviews o! dentalservices have recently taken place or
are taking place in many cther countries, We are not the
only country which haa carried out =a “comprehenﬁivﬁ
revi;w" of the denfal services,

The World Health Organisation in collaboration
with the U.S. Public Health Service is currently
carrying out an lnternational Study Qith a view to
measuring the eftectiveness and efficiency of the
ditferent systems of providing dental care in

ditterent countries, To date this study has been

carried out in Norway, Australia, New Zealand, West

Rk o Tl ey Lo i3 WP e T W T T TR T T ™ . Al T —
R M T R Lo L S LT, e T AT, o . - o E . LT r




14,

Germany and Japan., In two countries at least the
indings of the collaborative study has had a
dramatic effect on the administrators who are
respoasible for delivering dental care, I have already
mentioned Norway, Perhaps it is also interesting to
SRRV
mentiop New Zealandi Since the 1920° » comprehensive
dental treatment service, making widespread use of
dental therapists or auxiliaries was rendered to all
children up to the age of 13 years, aﬁd in the late
1930°% this comprehensive treatment service was extended
up to the age of 16 years. It has recently been
extended to 18 years for those still dependent on their
parents, After this age dental care is provided by
private practitioners on a direct fee tor service basis,

The recent collaborative study showed that whilst the

child population had a negligible tooth loss and

—— T Ee——T——— g e e o,
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hu;aanul "o untreated caries, the population aged 35 y0 45 years

had the highest level of edentulousness of the tive
countries studied : Sydney(Australia) 12°8%,

Trondelag (Norway) 5°8%, Hanover (West Germany 2°0%,
Yamanashi (Japan) 0% yhilst Cantebury (New Zealana)
had a staggering 35-6%. The authorities obviously

were worried by these findings and a national Qtudy.
with much wider coverage, was carried out in 1976. The

figures of the collaborative study were conFirmed.

Sooa 4§ terr. e

. Tooth loss commences duripg the years 20-24 years and

steadily increases until by the age of 65 years, 73 per cent

g (TL‘?-G (nQM(' oma.u.(q(cace

of the population is edentulous. It=teditticult-—=to:

Senvricae (5 a Poor iwastneaé
explain_thisbutit-hascreswitedoinamejor~pet:hirnk—in

New~Lealand.

. As I said the State involvement in deliverin
SLlJe § g

dental care in lreland is divided iato two groups9;

s



16.

the Public Dental service and the Social Weltare Dental
Benefit Scheme. We do not have any figures to compare
the success of our system with that of other countries. T & Qo“&e

be hfpfal if ve Diet.
Slide 5.

Public Dental Service

Pre-school children

‘National School children

Medical card holders and
dependants

Social Welfare DentalIBenefit

Scheme

‘Qualified Insured persons.

)

Under the public dental service preschool children,
national school children and medical card holders and
dependants are eligible for treatment and under the

Social Welfare DentalBenefit Scheme gualitied insured




17.

an tﬁguafnehfg

persons are eligible tor treatment;AsomeﬂandmAthe

patient being required to pay a proportion ot the

cost.f It we look at the total population, J*162
million you will see that overall 6Y per cent are
eligiljle for state help Ffor deatal treatment of
some kind or other. Q)All prescﬁool children are
eligible{jchi;dren attending private schools (4%)
are excluded in the 5-12 year-olds leaving Y6%

3
eligible overalltonly dependants of medical
card holders are eligible in the 13~16 yeur old

h
age group (37%),and in the 17 plus age group there is
a mixture of medical card holders and those eligible

tfor treatment under Sociel Welfare Dental Benefit

Scheme (72%).




18,
Slide 6.
Dental Services Ireland
Age . No.{1000%) -Eligible (%)
0-4 338 100
5.12 556 96
13:16 240 37
17+ ‘ 2,028 72
Total 3,162 69

I would like you'tO'take particular note of
the ¢figure tor the 13-16 year-olds, :You notice
that the percentage eligible For treatment is the
lowest ol the four age groupings. Later when I deal
with priority and special groups 1l will reter back

to this point.
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The allocation of eligibilaity fFor dental treatment by
ﬂAu«Q? a

the age groupings which you see on the slide iﬂ.historical Acerctan.

and indeed follows <oz degree a trend experienced by

O

other countries, Comprehensive carg,medical and dentaI)

for cthdren under a Public Health Service is based

P
on the idea that a healthier start to life will easure,

in the long term a healthier total p;pfl;tion; inclusion

ot the 1esslwe11-ofr_section of the populétion is based

on, a8 1 said earlier, the philosophy that‘Health is
n¢c¢p6m567 N

8 social respon51b111tyhand the state aocepts "this

regpongibility-tor—-the~-health ot -the _dnderprivelaged

hence inclusion >t Medical Card Holders, A more

recent deve}opment is the notion of Heélth lnsurance,

either private or state and dentistry inlthis development is

represented in lreland by the Social Weltare Dental

’/Tb 52~
Benefit Scheme The tact that somebody is &eligible tor
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dental treatment does not negesgarily meanrof course
that they receive it. We know ftor instance that in
1477, ot the halt a million or so nationsal schoolchildren,
less than 50 per ceht received dental treatment, little
is knoﬁn about the uptake of dental trea?ment in the
13-16 year-olds in the Public Dehtal Service but at a
guess it is probably less than 10%, _ln the case of the

THe taPTehEL e
two million or so aged 17 and over only ebout 20 per cent

-

Recoiosdaduettriuny during 1977, - Lo Somms lenoie

But what proportion of the population need dental
treatment and ot those that need it what is the extent of
the need ? Well at the moment we can sately say 1 suppose

that almost 1lUU per cent ot the dentate population require

some form of dental care.

G
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Slide 7.

Need For Dental Care

Present need.

Projected need,

With regard to the extent of the need at present

well, in a word, we don't know. Only one treatment need
~

survey that 1 know olf has been conducted in Ireland;'

this was carraied out by Roisin Gallagher 1n Lonegal

in the early ?Oa'in which tﬁe treatmeﬁt needs ot

7 and 12 year-old schoolcn11dren.was aséessed. In

faét the study was mainly concernhed with developing

treatment need surveys because 1t has beenm realised tor

some time that the traditional dental survey is not
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very usetful in estimating dental treatment needs,

LA1¢€5 ' -
AR e nrag. hoWwever, considerable advances have been

made in methods ol conducting such surveys and it is
about time that estimates ol dental treatment needs

were.made in this country,éy;ith regard to projected

f/

treatment needs, well, the signs are that in the

case ol dental caries at least, considerable reductions

AN B AL

—— ———

‘can be expected, Ettficient implementation ot

flouridation to what is now well over 50 per cent of

hen< |
“the populat_io). will no doubt lend to considerable reductions

in the need For treatment of dental caries, For example

in a2 recent study in Britain it was tound that as well
a : . _

as 57 per cent reduction in dental caries it was also

found that fewer children had experienced toothache

in the flouridated area (1Y% as against 40%) and,

more relevant to this discussion, fewer had needed

L+
v o1l



23.

extractions under general anaesthetic.

Slide 8.

Flouridation, 5 Year-old Children.

Toothache (%) G.A. (%)
Flotride ) - 19 15
Non=-Flouride 40 _ 34

The cost of dental treatment was over 50 per cent

less in the Flouridated area. Martin Downer, whom

dest yﬂ.an_

you heard yesterday, contirmed these PGSUItidin a

study comparing Birmingham and Salftord. Adult

abso

populations living in flouridated areas caﬁhbe

T
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expected to show major reductions im tooth loss

[ Blamk €

ue to carles. fThe eftect of Preventive programmes
other'than tlouridation such as rlduride tablet
distribution, widespread awareness ol the heaitn
education messaée through eflticieat employment ofF
"health educaﬁors such as hygienists all suggest that
the extent of treétment required for caries is likely
to be reduced and also, and probably of more signitficance
the nature and type ot treatment required is likely to
_alter;SSGE%EFEEﬁﬂﬂbﬁaﬁéﬁhg tooth 1oss.‘§h¥bﬂar2byfyo(a1

.giichaashnuncad.

ar—general-canaegrhesia, i8 likely to-
Future needs as a result ot periodontal disease are less

, , clear at this stage but the evidence we have supgests that
wiehh an etticient dental health education messgge together
Wwith increase in the demand and availability of

aéso

dental care willalead to a reduction in the level of

tooth lods from periodontal disease im Future years.
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amMD
It would seem then that with flouridat1onhalgenu1ne overall @
prevenflve approach the high level ot tooth loss which
as rar as we Know exists ian this countfy at present will
diminish and the need ftor partial and full dentures
could Well be less olt a problem in fFuture years.
The eftect ot preventive measures on the tfuture

need Eo; orthodontic treatment has me slightly

flumuxed. On the one hand it is claimed that early

loss of teeth particularly deciduous teeth is a Pactor
leading to orthodontic problems; on the other hand
retention ot all the permanent teeth can lead to .

overcrowding which againm is a major contributing Ffactor

in orthodontic problems, Researchers in the orthodontic
world would appear to have not solved this one as yet,
On balance, taking into account the studies that have been

conducted in this ftield and, I must admit one's c¢licical

Lk om s voa cabil alaa b Rl L At et | T T - i : EENMI - i
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experience, retention ol all permanent teeth

particularly the First permanent molars 18 Likeiy

to ivad To an increase in the incidence of overcrowding

which kould well lead to an increase in the need ftor

the more common orthodoatic treatments,

The demand for dental care can again be considered

under the present demand and the projegted demand, AS

I séid'earlier, we know that 1in lreland at present 3=ss
Y _

St DT GENTt 448 the population who would be. reasonably

expected to reyuirs regular dental care g Sweroped

==. T HL uptu.nc._ s éc«at, Clen 30 pon cea -

¥
L}

Slide 9.

Demand for Deantal Care

Present demand

Projected demand
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This is very low in comparison with other countries Gndem=e-

BoEErTPda and could be regearded as an indication of a
general abathy towards Dental Hesalth, This no doubt is
ﬁart of, the story, However a major factor also is the
availability, accecsibility and acceptability of-dentisfs

and dental manpower.

; Slide 10,
{ §L:Dde 0O :
Available
Accessible .
Acceptable
L C bty Ces DA ke e -y T -—Fﬂ-;_w-—‘ - " o >
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The demand fo? a service that is in many areas scarce,
difficult_to get to and requires much time off school
or work could well be low, To take this argument‘to
the e#treme the waiting list for heart transplants in
Kerry is low st the moment simply because the service
does not exist.l The shorteat waiting list of all
is the non-existent one. waiting'lists and the pumber
ong _
of complaints can be useful indications of the demand
for a service but are likely to .underestimate it if
the Factors shown on the screen are not satisfactory.
With regard to the projected demand tor dental
care well in common with o£her countries it is
likely to increase with increasing standardlof liviang
and increasing availability, accessibility and

acceptability of dental care,.

Consulting the crystal ball then it would seem

e P o T T TR ey T P W T o e L ok o - " ) L
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that given a genuine ongoing preventive approach the
Vi At Cf‘b{-"\":’L PO?J‘L%O\'
need for dental carelis likely ¢to Fall and the type
%ﬁrﬂq_hdﬂgr L

of dental care&neededuis-likely to change, particularly
in relation to tooth loss. At the same time a larger

5
proportion of the population &ee likely to demand and

' 14
avail of regular dental care. l{ ¢ é‘ 5 aUm-ea!ofe - Access '

How available and accessible is the dental manpower,

s T o

~ B . ’ -
to meet this changing need and ioncreasing demand. Well

1

if we look first of all at the availibilit¥} the nuybers
of dentists, in this country you will see that in the
708 there has been a steady slow‘increase in the

numbers of dentists names appearing oé the Dentists
Register. We have not.yet reached the‘magic figure

of 1,000, though 1 have received inside information (anothgr
good tip ! ) from the President of the Dental Board

-that this figure could be reached this year,




Slide 11.

Dentists

'70

71

[ 173
i .
i

| '74
s
!

P76

t77

'78

t79

on

Register.

697

721

749

776

826

904

897

901

954

967

30,
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Coming from that ‘source it must be a2 good bet and I
hope to be invited along when the bottle of champagné
is opened. Obviously all those appearing on the register

are not actively engaged in clinical practice. If we

af‘£l¢ 770futdié‘ . TR R P

take the active EigureAas being 850,with a population

of 3.-162 million, this gives a deatist to population
!

ratio of 1 to 3,700 considerably less than what

is generally sccepted as satisfactory. To give a P

dentist to population ratio of 1 to 2,000 oism

poaeritebion, 1,580 dentists would be required. On the

basis of the increase in the number of dentists

registering in the 1970° it can be estimated that it

et

will be the year 2000 at least before the desired

numbers will be available; this assumes, of course,
no increase ia the size of the population, Well

will the trend shown on the screen change 7 Can we

L af ke it i) Gl i e i ey ) L o 0 il e ol s o ] o - ” " T
. . ; LU ; . h T h

Y.



‘SL|1H2'9‘

J2.
frnenaas e
Can we expect a dramatic\in the numbers registering
{

or indeed can we expect a decrease ? It is difficult

to say; it is so dependent on numbers trained,

salary structures, movement ot dentists to and from the
U.K. and, now with the E.E. C. directives about to come
into force, to and from other E.BE.C. countries, Some

of you may have views on this which would be we1c0me.:§/

'/
One way or the other we have problems with the pumber of
dentists available. However when we look at the

distribution, the accessibility of dentists then the

problem is even worse and less amenable to & solution.

o:
7Ireland has a low density of population tor its size.

Qire
In comparison with countries Holland Belgium

and the U.K, countries such as 1Ireland, New Zealand,

Norway and Australia are sparsely populated.

Bk Can v e e . N T Al v Cy—
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Slide 12,
. 2
Population per KM
Netherlands 375
Belgium : J1i9
U.K. 230
Ireland 44
New Zealand 12
| Norway ' - 12
l Australia 2
. As well as having an overall low population
l density countries like Ireland also have the fact of
l inc¢reasing urbanisatioa in which a larger and larger

proportion of the population live in the larger cities

bl e R T A R e e T NI, Y
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and towns and their surrounds.I Extreme examples here
‘ .

are the counties of Dublin and Leitrim7r-From the Health

Services poiant of view one third.of.the population here

Stide 13.

Population per KM2

Co. Dublin 925

Co, Leitrim 18.

live in the Bastern Health Area. Coupled with this is

the fact that dentists tend to prefer to live and practice
o !

in the more urban areas. —Se=fRswdiwr, one third of the

population 11ve in the Eastern Health Board Area
Sl G v t,_L_r.“ s ‘,L_ } ,,,5_1\: ._.4-‘-_.-_‘./; - g LA
’J"l [y

o - FmC:_cS:M
but also ong,leﬁLoE the availkable dentists practice

.

[,

there., This phenomenon is illustrated on this slide,
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,
Slide 14, .
Health Board D: P Pop/KM2
E | 14 2, 830 212 (1)
s 1.: 4,050 38 (3)
S.E. 1 : 4,210 35 (4)
M., . 1: 4,710 31 (6)
V. 1 : 4,730 24 (8)
N.E. 1 : 5,010 - 49 (2)
N.W. 1 : 5,340 . 28 (7)
M.W. 1 : 5,400 34 (5)

As you can see the Eastern Health Board has by
. Far the highest population number per square Kilometre

but it also has the greatest dentist to population
,/H'th‘”é‘
ratio. The dentist to population ratios are arranged

o.\&mgfsé

in decreasing rank order here whilst in bracketihare
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the rank orders of the density of population. The
. ) . W

population densities in the remaining health Board
sareas are all very 9imiliar and no consistent trend

emerges in the relationship between the dentist to

\

population ratiog and the density of the pépulation,)

nake a snilion
Time does not permit me to breakdown {ucwitge into

M

counties, But as 1 am sure most of you know even

within the Health Board Areas there are wide discrepancies

in the availability ot dental manpower. This problem
of course is not contined to lreland aand neither is it
coﬁfined to dentistry. Many other services tend to be
concentrated in the urban more densely populated areas.
Soluéions to tﬁe problem of shortage of dental

gservices in the less densely populated areas are

ditticult to come by. It has been suggested that

T
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given an.overall increase in the number of dentists the
problem will solve itself; that new dentists entering
the profession will tend to go to those areas where
dentists are scarce. Well experience in other countries
would suggest that this is unlikely. What tends to
happen is that areas with tye more ftavourable dentist to
poﬁulation ratios tend to become better off and those
areas with a scarcity of dentists tend to improve very
little if not at all.. This trend would also appear to be
occurring here, The increase in the number ot dentists
in the past 10 years, modest as it is (300), has made
little ot no difference to areas such:as the North West
and the Mid West. The problem exists then and is
unlikely to go away, even it we have a dramatic

increase in the number of dentists practising here. Pausé_—-
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Lpiteria are used or are proposed do-textbooks.

.S[c_be I:

Slide 15,

is not available at all, eftforts are made to do so

R preaRanees

Selection of Priority Groups

Dentally Handicapped

Prevention most effective.

Irregular Attebders

Low Income.

(‘) Those for whom Dental disease or dental

treatmeat is a problem, in other words the dentally

38,

In countries where a comprehensive dental service

partially and to select priority groups, The criteria

used to select these varies 'and some of the tollowing

ol KRR wreni it s i T R e i e T | B 7o - AL e TPt Rl
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handicapped.

{ll) Those Ffor whom preventiom both primary and
secondary, is likely to have the most beneficial effect

in the long run; this is why children are invariably

- 4
’ -
* rd

. fon S ES L S E e
included, ~-- < '?”

(iii) Th;se who attend o dentist only in
"emergencies -~ presumably in the hope of making
them regular attenders,
,(ibﬁ And Finally those who cannof afford to
"pay for regular treatment - the low income group.
If we concentréte for the moment on the second
criterioa,emphasis is generally given to the young

because it is hoped that by exposure to dentistry

at that age the young will eventually grow up




Wwith better dental health and be more capable of

looking after their dental health. In other words it
. L]

is a good investment from the state's point of

view. 1In Ireland at present the group with the

least entitlement to dental care of any kind are the

13 to 16 year-olds, If you remember in a slide I

showed earlier it was estimated that less than

o ;':' s e r’{ {_r‘

40 per cent were eligible im this age group and “e.

oy S
-in- a8}l less than 10 per cent received treatment.

&) € kMOU
However it=i9—kmown that between ages 13 to 17

many of the teeth and surfaces which contribute a
major part of the total caries increment erupt and

SR S O |

develop contact points with their neigthurs.J Ay

| Stece b .-

 the age of 12 for instance only S0 per cent or so







& | . a1

of the upper and lower 7% are erupted aud approximately

‘one third of the & 5%,

Slide 16.

Brupted Teeth (per cent).

Age 12 13 12 15
udg 85 93 97 9y
us 65 79 90 95
u? , 49 67 91 98
L5 56 71 86 92
L7 59 77 93 ‘98

]
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It is not until children have regched the age of 15
or so that gll po§terior teeth are erupted and of
course it will be some time after that belore Full
contact points are established. We know that teeth
are particularly prone to caries for a Few years
after eruption and we also koow that during this
time they are particularly ameﬁable to some
preventive techniques, Th&Shigh incidence of dental

caries during the ages 13 -~ 16 is bornc out in many

-

.

'studiea.f In the National Study conducted here in
1964-'65 the average caries experience at the age

of 17 was 115 DM F T. At the age of 12 the Eiguré
was 5+9. In other words almost 50 per cent ot the.

caries experience of 17 year-olds occurred between




the ages 13 to 17, In the case oF carigs therefore,
both trom the point of view of its prevention and
early treatment there is a strong argumeat to be made
for regarding 13 to 17 year-olds as a major priority;
that it would be a sound investment to include_them
in a comprehensive dental care scheme. ‘Indeed it

could be argued that 13 to 17 year olds are azgresater

-
-

priority than say.4, .5, and 6 year-olds or 8,9, aad

1%

10 year-olds. With regard to periodontal disease
there are again 8trong argumeats to be made for

inclusion ol young teenagers in a dental seevice.

Slide 17.

Caries Experience lreland,

Age . Mean- DMFT
12 5.9
17 1145
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We know Ebr instance that early boae loss is
- g1z2ealle

slready present in a darge proportion of this age

group and we also know that teenagers are particularly

rs -

7 5 Sane 'J.Tfl/'.. pﬁa‘se

amensble to advice on dnalmhygiene‘practices.' The

priority rating that should be accorded to different

sge groups in a dental service could be easily the

subject of one or more entire lectures and seminars.
ﬂoutuﬂz; tiis stage l‘hope l have made the poinmt

that ‘it is diftidult to justity the present position

whereby teenagers occupy the lowest priority rating ig which

less than 40 per cent of 13 to 16 year-olds are

-, ,‘" Tty .-‘-.‘ - ¢ .>
.

eligible for dental treatmeant and less tnan 10 per
\
cent aCLIELly-TépeiveTit.
In conclusion may 1 summarise briefly what

l have been saying.&)The system of providing

demtzl care in lreland has some characteristics
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/}A;
this gystem is iﬁ prev?nting and treating dental
disease and in achieving the 1oné term aim of any
dental service,namely the retention of all natural
teeth, is not known. We lack basic information
at this stage. This kind of intormation is
required not alone to let us know where we are

but also to allow us to evaluate later any changes

that -rare made(:)l pointed out that even though

the present need and demand for dental care is not

‘ known we do know that they are not being met at

this stage. ] suggested that the tuture nced tor

. Ll T e
. ~ \
dental careﬁcould well tall and that the type of

E +

0
L Lol

e

treatment needed could alter, particularly as
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which are common to many other countries.@}low eftective
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C’uo.'ru ' @

a reéult of a reduccaanhloss of—teweth, ln common
Wwith many other countries we are short ol dentists
and 1t 15 ditticult to prediét how quickly this
will be solved but it will, We have a particular
problem of unequal distribution ol dentists and

on the evidence We have available it wculd seem

that this is much less amenable to a solutiong

that even with a major incréase in the numPer of
dentists sbme‘areas will still be without reasonable
numberségyFinally in 2 state such as ours whose resources Rn€
unlikelg to.perm;t a complete and comprehensive

dental care service tor all it is important that groups

gelected tor care are selected on rational grounds
S
LRt Y
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to ensure the best investment tor money,

K

Thank you tor your attention.
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