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CHAPTER 1 

CA) 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 work1oa~ to 

private practitioners. However, because of ~imited 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 initiatives 

by the publ ic 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 treat i ng and prov idi ng fo 11 ow up care for those 

who come to clinics, on their own initiative, seeking treatment. The 

absence of routine screening however leaves doubts as to 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 availabiiity. The Heaith Board 

has attempted without success to recruit a consultant orthodontist to 

deve 1 op a pub 1 i c orthodont i c servi ce. The Board re 1 i es ma i n i y on the 

Dub1 in Dental Hospital for a consultant orthodont ic 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 d"valopment in 

the light of the Report of the Working Group on Dental Services (chaired 

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

(i) To review the present arrangements for the provision 

of dental services to el igible persons in the Eastern 

"Health Board area. 

{iil In the light of the Werking Group Review on Dental 

Services, to make recommendations on the future 

organisation and the arrangements for the delivery 

of dental services, including staffing and facilities, 

ln the "Eastern Health Board area. 

• 
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(Cl 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 em

ployed whether as a permanent or part-time basis is totally inadequate to 

deal with the workload. Children's services are generally provided on a 

demand basis in health centres throughout the Health Board and less than 50% 

of children are seen annually. The occupancy rate of the facilities is low. 

Services to adults are primarily for emergency care and little routine care 

is provided. Large waiting lists for treatment have developed and the atten

dance of adults in clinics interferes with the organisation children's 

services. The 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 pre

valence 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 obtaining nationally. The main deficiency 

is that a high proportion of the disease present, even in permanent teeth, 

is untreated. 'The first permanent molar teeth account for most of the caries 

. present in children. Gum disease. in children is low and treatment requi red 

relates only to oral hygiene instruction·.and simple sca1 ing. Information on 

. ''':adu1ts is'limi:ted, how~ver'thei~d~ntal;lealth appears t~ be s~milar to that 
.- .. ~ ',' - . 

in other countries and more detailed information will be available in t:he 

nea r futu re .. 
.. :. :-

.' : :;-;"".' 
'. , 

The method of collecting information and·treatment statistics is unreiiab1e. 

Emergency care takes up a large proportion of treatment time. Routine treat

ment of permanent and deciduous teeth .is provided as well as an extensive 

general anaesthetic service, . The number of failed appointments is high . 
,-. .-\ ~ . . :':.~~.~;':~" .~'-'.':~'.~: ~"",. 

. PreJentive 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 

' .. ':a::10~nt of the time of dent i sts who' have .on 1 y 1 imi ted consu 1 tant: SUiJl?ort 

·'·\~ai·i·~b1e t~ them'. Oral surgery services are available for priority cases 

'. but 'i slim; ted otherw i se, Servi ces to the hand i capped are bei ng' deve loped 

but need co-ordination and additional manpower. Training of staff in 

clinical, and more especially management skills, needs to be developed. 

The Dental Hospital provides support sgrvices mainly in secondary care, 

emergen:ies and in train~ng of staff. 
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(D) SUMMARY OF RECOMMENDATIONS 

MANAGEMENT STRUCTURE 

( i) 

( i i ) 

( iii) 

The manag~~ent structure for dental services to be altered 

so that it is based on that obtaining for general health 

services in community care areas. (Page 72) 

An appropriate management information system to be developed. 

(Page 74) 

Specific goals for the delivery of each aspect of the services 

for the region as a whole, and for each community care area to 

be set and their achievement to be monitored at regular 

lntervals (Pages 68, 69, 73). 

-, ( iv") '~'A'Principal Dental Surgeon to have overallresponsibllity 

" - f~'r~ tha,"del ivery of services including budget management 
" -', :i~;~'~O~~~ity'~'a~r~' area. (Page 73)· , , . -'. . . 

( v) 

.... . ,," ..... . -, . . ." .~ -' . . . ;'.~ -. ...:' --- " 

One Principal Dental Surgeon to be 'assign6d additional res

ponsibilities for providing advice to board management and 

for the co-ord1nation of services from other agencies and 

the holder of such post to have an appropriate standing and 

influence in relation to dental policy. (Page 13) 

( vi), Each Senior Clinical Dental Surgeon to be given responsibility 

(vii) 

for' a'specific 

(Page 73) 

Clinical Dental Surgeons 

sibility for the delivery 

Grades II and I to be ,given'-'respon:' 

of services' to specific'grOUps of 
, " 

'children or to designated schools. (Page 73) . 

: 

-. -', . 
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PREVENTIVE SERVICES 

( i) Services to be based on a preventive philosophy. (Page 76) 

(ii) Water fluoridation to be the principal element in the preven

tive programme. The fluoridation programme to be extended 

where feasible and in particular to Athy. (Page 77) 

(iii) The feasibility of introducing fluoride mouth-rinsing schemes 

in non-fluoridated areas to be examined. (Page 77) 

(iv) Fissure sealant programmes for occlusal surfaces of first 

and second permanent molar teeth to be implemented. (Page 77) 

( v) Dental auxiliaries who have been trained in applying fissure 

sea lants to be employed on" a pilot basi s. (Page 77) 

(vi) "Co-ordinated dental health promotion programmes covering the 

entire region to be developed. (Page 78) 

:'-':~-<"'.'~ ".:.~: . --." . J-; 

"~"- (vii) Dental health educators to be seconded to deliver specific 

health education programmes. (Page 78) 
t." ~. 

(viii) The effect iveness of a 11 prevent fV9 programmes to be men i tored 

and evaluated on a regular basis. (Page 78) 

" , 



- 6 -

PRIMARY CARE SERVICES FOR CHILDREN 

( i) A baseline survey to be carried out to determine the dental 

health needs of the child population in each community care 

area. (Page 80) 

(ii) Children's dental services to be the responsibility of and 

provided by health board dental surgeons under the direction 

of a Principal Dental Surgeon in each community care area. 

(Page 81) 

(iii) A planned systematic school based system to be adopted to 

screen and provide comprehensive treatment services to three 

targetted age groups of children, with priority being given 

to the treatment of permanent teeth. (Page 79) 

(iv) Emergency care for all children and mainten.ance care for the 
.. :children in thetargeted.groups to be provided.-(Page 81). __ -'.;~'~ 

. ~ " _-~~.:.~.~' ':~~;>~~~~~i:'.:.'. 4"'-'~ -.~;>-
Responsibility for the'provision of care to specific schools.' ,' .. 

.' ~.-. or 'classes 'should be giveri~to 'individ'ual dental surgeons:~··' . -'.' 

. . .... 

(Page 81) " -. " .. -
'. 

"'~,' . 

(vi) Before reaching 16 years 'of age adolescent dependants of 

medical card holders should be recalled for services. 

(Page 81) 

.(vii) Additional staff to be provided to implement this programme . 

(Pages 82 & 83) . '. ":" ", ~.\ .:--', ~ 
, -~'.'.~ .. ~. :';'-

,,- ' .. '. ":'--"~-.--:!.: ~'''-: 
- •• ,' ":: •• ' p' •• 

. . . . ~. -, ~. 

. ~ , 

_.' 'p,. 

': .... 
',' . 

_ .. i ~,- ~ 

. - " 
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PRIMARY CARE SERVICES FOR ADULTS 

( i) Services for adults to be provided on a demand basis with 

each Principal Dental Surgeon having responsibility for the 

organisation of services to adults in a community care area. 
(Page 86) 

(ii) Priority to be given to special need groups e.g. expectant 

and nursing mothers or handicapped patients. Survey data 

currently being collected should be used to determine future 

priorities. (Page 86) 

(i i i ) 

( iv) 

Emergency services for adults to be provided by health board 

dental surgeons at special times and sessions and by the 

Dublin Dental Hospital. (Page 86) 

Routine services for adults to be provided either by health 
board dental surgeons at special sessions or by private 

. practitioners under a fee~per-item scheme. (Page 86) 
. -- "- ... . : . ,-

• -'. '..' " ,_ .' ; ~J' .;- •• ;. :: • r . 

. ~ <.:.,->:.(v) Incentives to increase'pa~ticipation in and productivity 

:-.' at special sessions by health board dental surgeons to be 
. .1-

tested. (Page 86) 

, . . 

' .. '. ': ( vi) Monitoring of services provided by private pract it ioners 

to be improved. (Page 86) 

. (vi i) 

-:-. -

-' 

Additional resources to be allocated for services to adults . 

(Page 87) 

. -.," 

c .. .' 

.. 
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SECONDARY CARE SERVICES 

ORTHODONTICS 

( i) Two full-time consultant orthodontists to be recruited. 

(Page 88) 

(ii) Two health board dental surgeons to be seconded for formal 

training in orthodontics over a three year period. (Page 88) 

(iii) In service training in orthodontics to be provided for health 

board dental surgeons on a rota basis. (Page 89) 

(iv) Orthodontic services to be provided on the basis of the 

Departm~nt of Health guidelines. (Page 89) 

, ( v) "ort'h6dO"t'ic:ba~e'to: be'd~livered by traina'dhealth board staff 

aticbal le~e'l ,~,-bYSuCh staff after· corisu,ltantadvice, by the 
c~ns~l~~n~'~ ti;~~'s;;:~es or- byappropri:~t~' st;ff' 'in the Dubl in 
cienta.l Hos~ital"~-t~~~e 89),' --','" ',-' , . ' 

~ -'. ; -." ..... 

(vi) Undergraduate training in orthodontics to' be increased and 

consideration should be given to employing orthodontic 

auxiliaries.' (Page 89) 

(vii) Specific health board dental clinics to be designated for and 

adapted to' facilitate the provision of orthodontic care .. 
. ",." "'. -

(Page 90) - ~- .~. ;" 

, ,- (v iii) . '~.' . Charges for orthodontlc care to be introduced for patients 

with category II or III eligibility, with the exception of 

cleft lip and palate patients. (Page 90) 

:, .. 
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ORAL AND MAXILLa-FACIAL SURGERY 

( 1) 

( i i ) 

(i i 1) 

( iv) 

A survey to determine the need for oral surgery services to 

be carried out. (Page 91) 

The vacant posts of consultant oral surgeon in the Dental 

Hospital and Beaumont Hospital to be filled. (Page 91) 

Day care facilities at Hospitals to be increased. (Page 92) 

Services to cleft lip and palate cases to be improved (Page 92) 

PAEDIATRIC SERVICES/SERVICES FOR THE HANDICAPPED 

( i) A survey to be carried out to determine the needs of the 

handicapped. (Page 93) 

( i 1) Handicapped children to receive priority for, care and the 

adult handicapped to have access to care. (Page 93) 

(iii) One Principal Dental Surgeon to have overall responsibility 

for planning the delivery of services to the handicapped and 

a Senior Clinical Dental Surgeon to be responsible for the 
delivery of such services. ,(Page 93) 

( iv) A primary preventive programme to'be instituted for all han-
'.: ',- . .,':,. -: ""':," .!. . . 

dicapped persons and necessary auxiliary staff to be appointed -..... • 

( v) 

( vi) 
-. , 

. ' 

to assist in such a programme • (Page 94) 
, , 

Services to special schools for handicapped chi 1dren to be 

improved so that each child is screened and treated annually. 

Additional staff to be allocated for this purpose. (Page 94) 

Continuing education courses to be provided for health board 

"dentaf,surgeons to. increase OrogrammeS of treatment of mildly 

.. handicapped patients at routine clinics. (Page 94) 

',(vii) General anaesthetic services at James Connolly Memorial 

'.' '., Hospital B1anchardstown to be increased. (Page 94) 

, , 

"(viii) A joint appointment of paediatric consultant in the Dental 

Hospital and Our Lady's Chi1drens Hospital Crum1in to be cre

ated and the Health Board to avail of the resulting services. 

(Page 94) 
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Continuing education courses for health board dental surgeons 

both in the clinical, community health and management aspects, 

of dental care delivery to be increased. (Page 96) 

(ii) Post graduate degree courses in orthodontics and community 

dental health to be introduced. (Page 96) 

(iii) Dental auxiliaries, to meet the needs of the health services, 

to be trained. (Page 97) 

RESEARCH 

'. . 
.:.t 

Research into aspects of dental health services delivery and 
. - : systems research to be ca'rried out. (~~ge 97) 

-.', . -- .-
" , 

\. ."' .. ' , , , 
", , '" ..... -, ";'~. . - - . 

. ", . 
" , ' ....;,. 

, THE ROLE OF THE DUBLIN DENTAL HOSPITAL 
< • : 

( i) "Services provided by the Dental Hospital to eligible patients 

to be linked to the needs of the Health Board. (Page 98~ 

.... 
,~" ( ; i ) 

, , 
' .. ' 

," . 

,~ 

-: '. ,-' -~ 
, ' , . '", '", 

Priority to be given to the treatment of' eligible patients', 

in all departments' of the Dental' Hospital and formal methods 

of referring such patients to be agreed. (Page 98) --; -, ". . '-.;.' :>~ ~ ~~ .. ~::~ '-: .;~. -. 
The Department of Community Den~al Health",in the Hospital to 

assist with the development of preventive and research pro

grammes in the Health Board. (Page 99) 

. ," 

, ' 

.. ', .. 
~.: ""., 

, .':~ -. .' . 
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(iv) The Health Board to continue to partially fund the orthodontic 
consultants in the Hospital. (Page 101) 

( v) Oral surgery services provided by the Hospital to eligible 

patients to continue and the vacant post of Consultant Oral 

Surgeon in the Hospital to be filled. (Page 91 & 101) 

(vi) The services of a Paediatric Consultant, when appointed by 

the Hospital, to be availed of by the Health Board. (Page 101) 

(vii) The,Hospital to provide continuing and postgraduate training 

which is appropriate to the needs of health board dentists. 

(Page 98 & 102) 

(viii) A senior member of the health board professional dental staff 

to be assigned to monitor arrangements between the Hospital 

and the Health Board. (Page 99) 

RESOURCES - MANPOWER 

The'21 dental surgeon posts currently filled by temporary/ 
. ".r '". . . _ 

sessional staff and the 5 vacant posts to be filled by the 
,";. ~ 

.. -.' , .;. appointment, of permanent staff. (Page 82 & 83) 

.. 

(ii) Five additional .posts of dental surgeon to be created and 

filled. (Page 83) 

(i i 1) 

. -" . 

, " 

'c- ( iv) 

. 
When legislation permits four dental auxiliaries and a dental 

health educator to be employed to provide preventive care to 

children and the handicapped. (pag~', 77 & '94) 
.":.. . 

- -" '-

Two dental health educators in each community care area to 

be released from surgery duties for two sessions per week 

to promote' dental health. (Page 78) . .-".: ~ .:' -

_ • '" i. . 

( v) 

, , 

Two consultant orthodontists to be employed. Employment of 

orthodontic auxiliaries to be considered. (Page 88 & 89) 

(vi) Seven dental surgery assistants to be appointed. (Page 85) 
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RESOURCES - CLINICAL FACILITIES 

( i) Clinic facilities in Naas and Athy to be upgraded and a new 

facility to be provided in Bray. (Page 84) 

(ii) Multi-surgery clinics to be used as far as possible 1n the 

delivery of services in the urban areas. (Page .84) 

(i i1) Consideration to be given to leasing unoccupied surgeries to 

private practitioners. (Page 84) 

(lv) An inventory of all equipment to be carried out. (Page 84) 

( v) Appropriate standards to be maintained in areas such as 

clinical facilities and cross infection control. (Page 84) 

RESOURCES - FINANCE 

. ,-"<>,'( . i)·-:.The cost of implemendng th~' ~~6~e recommendations wi 11 
. ~ -,.' ' .. "- .:' " 

be £1.64 minion. (Page-.103}·'· -:-

IMPLEMENTATION -: ~: ,~ .. 

( i) The practical-aspects of implementing the above recommen-

.. datjons should be piloted in Wicklow, Ta11aght and Coolo.::k/ 
. -

Darndale. (Page 74) ... -- - _ ':, ... :' ".,.:, .,. --,'.-.-

:". ".... . - ... ~- -:r~:.~~~,.:~~'<:·~i~:t_fv :;::·c' ::-, _- .. _:, ._ ~ .'" _ . _,' 
(i1) The public should be informed of the main implications of ... - :--. . . . 

(i i 1) 

these. recommendations on ,the delivery of services·:· ·(page 80)· _ . 
• - :_~~ •• ~ :'~;'~.~::.':' .'.: :_ • ,', •• ;.":) ._.;~.: .. '._ ~ " J' 

. ,";" - -

. Groups of officers sho~ld-'be--assignedspecial· resp~nsibi1ity 
.- - - .." . 

for the immediate development of information and management 
'. .... . 

systems, the establishment of the pilot projects, the delivery 

of services to' special groups and the overall implementation 

of this Report. 

~-.~ . 
':.:' ~~ .... ..= - . 
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CHAPTER 2 

(A) APPROACH 

As the Working Group on Dental Services (1988) 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 limited 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 1s presented in the first part' of this 

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

future direction and deve lopment of the service· in' accordance· wi th the 

terms of reference. 

, .. 
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(B) REPORT OF DEPARTMENTAL WORKING GROUP ON DENTAL SERVICES 1988 

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

Report") may be summarised in the following te'rms:-

1. Role of Health Board Dental Service 

( i) A national strategy should be adopted for t~e 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 f.illed in order to 

maintain the dentist/populationJatio .andthe ·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 or. a preventive 

approach, capital funds should be made available for 

fluoridation and·whe.re 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 chiidren in targeted classes. 
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3. Children/Adolescent Services 

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

established on a structured and systematic approach which is 

school based and targeted initially on children in first 

and sixth classes. Children who are found to be at· hfgh 

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) A scheme shouid be developed so that routine dentai care 

for eligible adults can be provided,by private dental 

practitioners. A,specific., a1,1ocation should be .made for 

this purpose. 

(if) Consideration should be gtven to the introduction of charges 

for dentures. 
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5. Orthodontic Treatment 

( i) The orthodontic guidelines issued by the Department of 

Health should be used to assess orthodontic need. 

( i 1) 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 
-.-

except i on of ~ left 1 i p and pa·l ate- cases . 
• 

6. Oral Surgery 

Consultant posts in oral surgery should be created in the South

Eastern and Western Health Boards end 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 apoointed 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 

(A) ELIGIBILITY AND POPULATION STATISTICS 

(il Eligibility 

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 condi,tions 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 a.655M 

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

The Eastern Health Board region is divided into 1a Community Care areas 

and the number of persons eligible in each area is shown in Table i. 

The numbers eligible vary substantially between community care areas 

due to variations in demographic and socia-economic factors. Overall 

the total number eligible (O.655M) is almost equa~ly divided between 

children/adolescents (a. 327M) and adults (a.328M). 
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TABLE 1 

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

COMMUNITY CARE AREA , . 
AGE 
GROUP 

1 2 3 4 5 6 7 8 9 10 TOTALS 

PRE-
SCHOOL 8,22( 6,34 6,44 11 ,585 11 ,89E 12,298 8,58, 17,420 12,747 9,346 104,888 

0-4 

INATIONAL 
SCHOOL 16,363 11 ,72 9,84( 26,258 17 ,255 19,921 14,23~ 33,274 20,788 15,953 185,517 

5-12 

DEPS.OF 
MED.CARD -

-- --
HOLDERS 2-,21 a - 1 ,65 " 7H- 5,433 4-,351 4,477 3,195 5,541 4,017 3,436 36,038 

13-16 

[TOTAL 
CHILDREN 26,793 19,732 18,00j 43,276 33,504 36,696 26,016 56,235 37,552 28,735 326,543 

, 

ELIGIBLE 30'06~23'5i: 28,967 ADULTS 26, 188 4 i ,745 29,989 38,385 39,149 37,142 33,215 328,361 

TOTAL 
ELIGI3LE 52,981 49,80( 41,517 85,021 53,493 75,081 65,165 93,377 70,767

1

57,702 654,904 

T:TAL 
POP. OF 123,089 18,22e 82,923 ~48,781 03,264 36,128 ~21,230 87,806 16,241 94,542 
AREA ,232,238 
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(ii) POPULATION TRENDS 

The changing demographic picture is an important factor which must be 

taken into account when planning the future of the dental services. The 

Central Statistics Office (1989) 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 -29.3% 
POPULATION AGED 15-34 1,119,000 1,068,000 .-4.5% 967,000 -13.6% 
POPULATION AGED 35-54 731,000 896,000 +22.6% 954,000 +30.5% 
POPULATION AGED 55 & OVER 667,000 677,0110 +1.5% 780,000 +17% 
TOTAL POPULATION 3,541,000 3,500,000 -1 . 15% 3,425,000 -3.27% 

The base f1gure used to comp1le this table was the Census of Populat10n (1986) 

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. However the number of eligible adults will increase.' 

These changes will have obvious implications for the delivery of de,1tal 

services to these age grou;ls and will leave a number of options or com

binations of these opticns 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. 

Opt i on.) Concentrate resources on speci ali sed denta 1 treatment 

e.g. orthodontics. 

Option 5 Extend eligibility to other groups e.g. all adolescents. 
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(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 oJ Clinical Dental Surgeons Grade II 

At the time of writing 53 of the 78 posts are fill~d by permanent 

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

sessio~~l Grade II dentists, 4 posts are filled by temporary Grade I 

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

ApPointments Commission are -in the precess of selecting persons for 

apPointment to 7 permanent Ciinical Dental Surgeon Grade II posts. 

This will still leave a l.rge number of approved posts (18 in all) 

vacant or being held 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. 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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TABLE 3 

DENTISTS EMPLOYED BY E.H.B. 

CURRENTLY EMPLOYED APPROVED 

APPROVED POSTS NOT POSTS 

GRADE COMPLEMENT PERM TEMP SESS. TOT FILLED VACAN' 

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 22 3.4-

CLINICAL D.S. I 2 2 4: 0 4 

. 

39 14 6 7 11 12 
- , 

-

-

TOTALS 78 53 13 12.2 23 8.4 73.6 25 4.4 
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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 funds a Senior Registrar post in ortho

dontics and 20% of the salaries of two Consultant Orthodontists in 

the Dublin Dental Hospital. 

In addition some specialist orthodontist treatment is 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 d6~artment in Naas Hospital. Three full time 

genera 1 nurses and one at1:endant are emp"loyed in the general anaes

thetic clinic in James's Street where ten dental general anaes1:hetic 

sessions are held each week. 

Dental Surgery Assistants 

There is an approved complement of7B Dental Surgery As;;istant po.sts 

oT which 54 are filled by" permanent staff, 20 are filled by.tempqrary 

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

qualifications as Dental Surgery Assistants and of these 12 ·are 

qua 1 if i ed a~ Denta 1 Hea 1 th 'Educators. 

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

Dental Surgery Assistant Graae IiI - 8 posts 

Dental Surgery Assistant Grade II - 69 posts 



" .. 
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Administrative 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 pos"ts 

(3 Emmet House, 1 Dental Stores, Cornmarket) 

Grade II - 7 posts 

(3 Emmet House, 4 in major clinics) 

(i i) DENTIST TO POPULATION RATIOS 

The overall national dentist to p,opulation 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. 

Ta,k i na into account the tota 1 eli gi b 1 e popu 1 at i on of O. 655M and the' 78 
~ - ' . 

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

Health Board is 1:8400. However, if ellgib1e adults are excluded and 

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

be unlikely to need continuing care, the eligible child/adolescent pop

ulation 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 population age structure, disease levels, treatment, needs, 

manpower goals 'and residential density of given populations as well ~s 

the availabil ity of auxil iary 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 the above factors, the 

person'ne 1 requ i rement in the Eastern Hea 1 th Board area wou 1 d be expec

ted to be at the upper end of thi s rat io. , 
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(iii) FACILITIES 

Clinics 

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

Health Centres maintained by the Beard. There are 63 clinics which 

contain a total of 110 Surgeries. 

Clinics with 5 surgeries = 2 

with 4 

with 3 

with 2 

wi·th 

= 7 

= 4 

= 12 

= 38 

Overall the sessional occupancy i"s low at 59% but it varies con

siderably from one area to another (Table 4). The lowest occupancy 

rates are in rural areas of Wicklow (G. O'Mahoney) and Kildare (N. 

O'Nolan) wher~ ~om~ cl in1cs in.outly·ing areas· are only open on spec

ific days. However in a number of the urban areas of Wicklow well 

equipped clinics are· under-utilised because of shortage of staff. 

Special facilities for the treatment o.f 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 Hosp.itals. The facil ities 

for secondary and speCialist services in oral surgery, orthodontics 

and paediatric services are described later. 

In general the standard of facilities is high but some clinics require 

to be re-furbished and improved and this is particularly so in a number 

of clinics in Kildare and Wicklow. Equipment in clinics is generally 

excellent however, dental instruments used in some aspects of dental 

care delivery need to be improved. 
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TABLE 4 

The number of clinics. surgeries and their 

occupancy rate in Principal Dental Surgeons areas 

PRINCIPAL 

DENTAL SURGEON 

H. HAYDEN 

H. MURPHY 

D. KEANE 

G. GAVIN 

G. FITZGERALD 

J. POWER 

N. O'NOLAN.· 

G. O'MAHONEY 

TOTALS 

CLINICS 

11 

7 

6 

8 

5 

6 

10· 

10· 

63 

NO. OF SURGERIES 

19 

14 

15 

18 

10 

9 

11 

1.4 

110 

SESSIONAL OCCUPANCY 

113 

190 

90 

140 

1;4 

150 

102 

180 

....§.§. 

100 

74 

90 

....!§. 

1 10 

40. 

140 

646 

1100 

59.5% 

64% 

76% 

57% 

68% 

82% 

41% 

. 28.5% 

59% 
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(iv) 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. On average, six dentists posts were vacant 

throughout 1988 (currently 4 posts) resulting in a reduced expenditure 

on pay. The carryover of this reduction into 1989 means that 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 allocaticn 

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

complements of both dentists and dental surgery assistants. 
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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. 3nd replacement dental surgery assistants will be 

required to work in the surgeries. This would also necessitate the 

allocation of additional funds. 

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

TABLE 6 

PAY BUDGET 1988 

DENTISTS/ANAESTHETISTS 

DENTAL SURGERY ASSISTANTS 

ADMINISTRATIVE STAFF 

NURSING STAFF 

PORTERS/ATTENDANT/CLEANER 

NON-PAY BUDGET 

TOTAL 

£1,677, 000 

£ 648;000 

£ 136, 000 

£ 44,000 

£ 39,000 

. £2,544,000 

The main items of non-pay expenditure (Table 7) are:-

Fluoridation & prevention 

Fees to· private practitioners (choice-of-dentist scheme) . . .-. 
- .Denta1 clinic supplies (materials, equipment etc) 

Dental appliances (dentures, orthodontic appliances) 

Dublin Dental Hospital 

- Travelling expenses 
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Fluoridation 

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 Board's 

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) for 

treating approx. 3,000 patients. The allocation for 1989 of £298,000 

will only be sufficient to treat approx. 2,800 adults and this would 

not make a significant impact on the waiting list of almost 15,000. 

Dublin Dental Hospital 

The Board makes payments for services to the Dublin Dental Hospital 

under three headings:-

1. Grant for providing primary care services: 

2. Fees for Orthodontic treatments: 

3. Salary of (a) Registrar in Orthodontics: 

(b) 20% of salaries of two 

consultant orthodont ists: 

TOTAL 

198e Payments 

£ 6,200 

£25,480 

£21,886 

£15,500 

£69,066 
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Travelling Expenses 

T rave 11 i n9 expenses are paid to denta 1 staff who are requ i red to use 

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

unavoidably high due to the necessity for staff to provide services at 

a number of different clinics. Travel in urban areas could be reduced 

by making each Community Care area self sufficient and concentrating, . 
services in multi-surgery clinics. This could save both on clinical 

time available and actual cost of travelling expenses. However reason

able accessibility by patients to clinics should not be curtailed by 

such changes. 

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 

Most of the 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 steri 1 ising equipment from all dental clinics. This has. increased 

the cost. of materials considerably and in 1988 materials cost £210,000. 

Expenditure o'n equipment amounted to £52,000 most of which was used to 

purchase autoc 1 aves (for steri 1 is i ng i nstrumentsl and rep 1 acement 

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 supoly to the board in the event 

of a laboratory closing down. The total cost of dental appliances in 

1988 was.£190,OOO. 
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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. 

TABLE 7 

SUMMARY OF NON-PAY EXPENDITURE - 1988 

FLUORIDATION 

FEES TO-PRIVATE PRACTITIONERS 

DENTAL CLINIC SUPPLIES 

DENT AL APPLIANCES 

DUBLIN DENTAL HOSPITAL 

TRAVELLING EXPENSES 

MISCELLANEOUS (Stationery, Postage, Drugs, 

Equipment maintenance, Sundries, grants 

to Dental Health Foundation and Our 

Lady's Hospital Crumlin) 

£427,000 

£323,000 

£262,000 

£190,000 

£ 69,000 

£ 65,000 

£195,000 

TOTAL £1,531,000· 

In addition to the direct expenditure on dental services by the 

Commullity Care Programme, further expenditure is incurred by both 

the General Hospital and Special Hospital Programmes. 

.. 
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General Hospital Programme 

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. Mary's Hospital 

The Board provides facilities for the provision of oral surgery ser

vices by the Dental Hospital in St. Mary's Hospital, ,Phoenix Park. 

Ten oral surgery sessions are held there each week. The Dental 

Hospital provides the oral surgeon for these sessions and the Health 

Board provides all other staff "required. This consists of the 

equivalent of 1 Consultant Anaesthetist, 1 Ward Sister, 2 Staff 

Nurses and 1 Attendant. 

In 1988 a total of 952 patients were treated in the dental unit in 

St. Mary's Hospital. 

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

PAY £70,000 

NON-PAY £23,000 

TOTAL £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 eral 

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. 

James Connolly Memorial Hospital 

Handicapped patients who prove difficult to treat under local anaes

thetic are treated either in Cornmarket under local anaesthetic or are 

referred. for treatment unaer gener3l anaesthetic to the dental unit in 

James Connolly Memorial Hospital. One session per week is tieid in 

James Connolly and three sessions out of four are reserved for treat

ment of handi capped pat i ents. The fourth sess i on is for the treatmenr. 

under general anaesthetic of adults - usually requiring large numbers 

of extractions. The cost of prov.iding 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 

ST. COLUMCILLE'S 

JAMES CONNOLLY MEMORIAL 

TOTAL 

£93,000 

£25,000 

£30,000 

£148,000 
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Special Hospital Programme 

Dental services are provided for patients in the Board's four main 

psychiatric 'hospitals. 

St. Brendan's Hospital 

A private practitioner is employed for 8 se'ssions 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 p,er 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 i<s pO,or and 

in need of rep 1 acement. Th is servi ce 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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(Cl ORGANISATION AND MANAGEMENT OF DENTAL SERVICES 

(i) GRADING AND MANAGEMENT STRUCTURE 

A Joint Working Party (1979) representative of the Department of 

Health, the Irish Dental Association and the Health Boards reported 

in 1979 on the Dental Services. One of the recommendations made.'was 

that a career structure for dentists be developed within the Public 

Service and particularly within the clinical area. Following this 

report and further consideration by a special Public Dental Surgeons 

Working Group (1979) 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 II 

Clinical Dental Surgeon Grade I 

The Princioal 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 obligatic;n to personnally 

provide clinical services where appropr1ate. There are eight posts in 

the E.H.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 Suraeon Grade II provides a clinical service and 

supervises any auxiliary personnel assigned to him. A dentist must 

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

eligible for a Grade II post. There are 61 such posts in the E.H.B. 
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Clinical Dental Surgeon Grade I is a temporary po.st for newly qual ified 

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

grade before they would become eligible for a Grade II 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 

Denta 1 Offi cer (now Pri nci pa 1 Dental Surgeon) and Pub 1 i c Denta 1 Offi cer 

(now Clinical Dental Surgeon Grade II). 

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 (1971) on which the organisation of the Health 

Boards services is based, recommended that all community services, 

including dental services, should be administered at 1qca1 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 

discip1ina. That the dental service continued to be so directed cen

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

pre-dated McKinsey and could not readily be dismantled., The result is 

that the denta·1 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 denta1.areas is not part of the overall 

allocation to Community Care area services. 
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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 centra~ 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 

suppl ies, links with other services and hospital programmes, l,inks with 

the 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 respon

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

personnel or finance and therefore cannot exercise the full respon

sibilities which their job e~visages. 

Morale among the staff working in the dental serv.ices 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 eiigible for services, with very limited resour

ces, c~tbacks in overall services, the lack of cohesion in the services, 

poor incentives and limited training opportunities. 

(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 health board dentists have responsibility for school 

dental examinations. 
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The number of dentists employed by the Health Board in the early '70s 

was approx 45 which was inadequate to provide a regular school examin

ation and treatment service, consequently the regular examination of 

school children did not take place and the treatment service was con

fined to those who came to clinics requesting it. The fncrease in the 

complement of dentists in the early '70s was not sufficient to allow the . . 
introduction of regular school examinations as the chi ld 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. 

It is estimated 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 91,169 persons attended 

cl inics in 1984 and 84,661 attended in 1988., Because of the nature' 

of the demand based delivery system some children who attend are 

recalled regularly for further assessment and/or treatment so an 

accurate figure for those in the groups who have not been seen at 

all cannot be given. 
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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 e'ligib1e for dental treatment by reason of thefr P.R.S. I. con

tributions under the Department of Social Welfare's Dental Benefits 

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

treatment, conseQuently beneficiaries who have a G.M.S. eligibility 

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 thei r 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 fo110ws:-

(a) _ Nursing (chi.1d under -1 year) -andexpectanl-mothers: they 

are referred to health board staff for immediate treatment 

at routine daytime clinics. 

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

treatment at evening sessions by Health Board staff. Some 

are referred to privata practitioners participating in a 

fe'e-per-item scheme. The current waiting list is 835 and 

the average waiting period is 10 months., 

(c) Other e1igibl,e adults: these are generally referred, as 

resources permit, to private p'ractitioners participating in 

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

and the average waiting period is 2 years. 

(d) Students: theere are ,5,300 on a waiting list for treatment 

and currently none 3.,-e referred for treatment. This waiting 

list ma,' be somewhat unreal as it exists since 1983. 
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In counties Kildare and Wicklow some routine treatment of adults is 

undertaken at Health Board day clinics and the 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. The. number of 

eligible adults treated by private practitioners during 1987 is given 

in Table 8. Health Board dentists treated 9,287 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 

NO. OF NO. REFERRED NO. OF CLAIMS WAITING 

APPLICATIONS TO PRIVATE PAID COST LIST 

IN 1987 PRACTITIONER 31/12/87 .. 

. 
. .. , ... . 

..~ 

4,795 2,239 1,600 £290,991 17 ,136 . 
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(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 'lias a progressive 

decrease in the prevalence of caries since the introduction of fluori

dation. The most recent extensive 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 ~re presen.ted here and are. used as the epidemio10gica1-

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. ir,19S4 is given in Table 9. The numcer of children free 

of dental .caries was significantly higher in 1984, ~oth' In fluoridated 

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

experience in groups is by the mean number of decayed, missing ar,d 

fi 11ed teeth/surfaces (dmft/s for deciduous teeth and DMFT /S for 

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

in Table 10. In.al1 age groups caries experience is significant:, 

lower in chi 1dren from fluoridated areas compared wit'~ those fnlm non

fluoridated areas (which in the E.H.B. :rea are mainly iro Wicklow and 

Kildare). The percentage differences were somewhat higher in the 

younger age groups. The DMFT in the fluoridated areas of the E.n.S. 

was generally lower than in similar areas nationally whereas t,~e 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 suppiies as opposed to smaller rural suoolies. 
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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) 

• 
AGE 5 AGE 8 AGE 12 AGE 15 

1961-63 13 27 4 1 

1984 : FL. 57 72 27 16 

NON FL. 37 55 15 13 

TABLE 10 

Mean no. of D.M.F.T. (t/T) 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. 198.<1) 

FLUORIDATION 5 year olds 8 year olds 12 year olds 15 .. year olds 

STATUS t s t T S T S T S .. . . 

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. .. 
FL. 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 

% 01 FF. 40% 42% 23% 40% . 40% 21% 25% 24% '30% 
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The frequency distribution of dmft/DMFT scores are presented 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 

experience 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 ~ 

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 D or 

untreated caries element 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 children who had dental caries on their front teeth was very low, 

particularly in fluoridated areas with oniy 13% of the front deciduous 

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

6 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 sale 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 ages 

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 fig~res. The critical age to attend these teeth appears to 

be' around seven years of age as by the age of eight a large number 

may have decayed. 
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TABLE 11 

The decayed (D); missing (M) and fi lled (F) components of the mean 

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

and 15 year old children in the Eastern Health Board. 

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

FLUORIDATED NON-FLUORIDATED 

_ 0_ _0 _ 

AGE 0 M F DMFT DMFT 0 M F DMFT DMFT 

5 1.0 0.3 0.0 1.3 78% 2.6 0.2 0.1 2.9 90% 

- .. 
8 0.4 0.1 O. 1 0.5 80% 0.5 O. 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% 

1 ~ 0.5 0.4 2.9 3.7 14% 1.2 0.7 2 0 • v 4.8 25% 

*5 year old deciduous teeth. 

'. 



I 
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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 
a a a a a 

7 1 1 
2 2 

7.5 11 1 1 
3 3 

8 1 2 I 2 63 68 
0 0 a 37 37 

I 
8.5 1 117 1 13 

0 76 76 

9 77 77 
·57 57 

over 9 46 4fj 
37 37 

TOTAL N 244 18 15 12 335 624 
0 a 0 0 215 21~ 

.. 

I 
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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 can 

then be appl ied selectively. In the permanent 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 treatment required may have been underestimated using epidemio

logical 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 

(pocketing). The E.H.B. data is similar to that obtained nat~onally. 

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 

H.st 43% of chi ldren 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) 

AGE FLUOR. 

PROUP STATUS 

8 FULL FL. 

NON FL. 

12 FULL FL. 

NON FL. 

15 FULL FL. 

NON FL. 

1ST 

N PREMOLAR 

151 0.00 

83 0.00 

101 0.08 

133 0.C7 

97 0.12 

2ND 

PREMOLAR 

0.00 

O.Cl 

0.02 

0.06 

0.10 

O. 12 

TABLE 14 

1ST 

MOLAR 

0.22 

0.49 

.0 .. 98 

1. 41 

1. 10 

1. 01 

TOTAL 

2ND DMFS 

MOLAR OCC. 

SURF. 

0.00 0.22 

0.00 0.50 

.. 0. 09 - 1.12 

0.21 1. 76 

0.50 1.77 

0.84 2.09 

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

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

Age 5 Age 8 Age 12 Age 15 

Fluoridated I £15.60 £23.00 £ 1 4.70 £13.20 , 

I 
Non-Fluoridated 

I 
£31.90 £35.90 £1e.60 £23.30 

ALL 

TOOTH 

MEAN 

DMFT 

0.53 

1. 01 

2.16 

3.36 

3.72 

4.75 

.' 



- 47 -

TABLE 15 

Periodontal Disease 

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

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

(bleeding), C (calculus), Pl (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 H 

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 52. 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.O.H.: ·1984) 

TREATMENT UNDER 

NOT NEEDED NEEDED TREATMENT COMPLETED 

E.H.B. 49 43 6 - 2 

NATIONALLY 58 33 6 

I 
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 

(Oral Health Care Systems 1985) 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 D.M.F.T. levels in the 

adult group were found to be 15.9 and this was generally lower than 

that obtained in other countries which took'part in this study. 

However, it was difficult to make direct comparisons as the fie,ldwork 

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 miid, 4% moderate and 4% had severe dise~se levels. The percen

tage of 35-44 year olp 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 (O'Mullane & McCarthy 1979) carried 

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

was somewhat less than in the United Ki ngdom at 29%. A nat iona 1 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 beer. extended to make it representative of the E.H.3. 

area in order to determine the needs of adults. 

-. 



- 49 -

(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 surger~ . 
are then returned to the centra 1 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 this 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, 

Cd) 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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A detailed instruction booklet and training is provided for dental 

surgery assistants as t~ how t~e 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. 

Deta il ed exami nat ion of treatment statistics for recent years confi rm 

the view that some of the data may be inaccurate and there is there

fore an urgent need to review the collection of such stati'stics. 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 some indication of patient attendances and trends in the 

amount and types of treatments provided. 

Treatment statistics for 1984 and 1988 are presented in the Report. 

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 Haalth Board in 1988 are given in Table 

13. More detailed data on indi'lidual items of treatment is given in 

Appendix II(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 adolescents) and 

50% of the nat ional schpol chi ldren are seen anflually. 

Emergency care, 29 per· 100 in 1984 and 32 per 100 in i988 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 per

manent teeth to those in deciduous teeth was 3.5 to 1 in 1984 ar.d 3 

to 1 in 19B5. The number of deciduous teeth treated is considerable 

having regard to the level of untreated disease in permanent teeth, 

as seen in the epidemiological data. 
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Between 1984 and 1988 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. The number of fissure sealants applied has increased 

considerably. 

The number of children receiving a general anaesthetic for extrac

tions in 1984 and 1988 ranges from 4,000-5,000 (Appendix II(a)). 

Considering the low level of dental caries and the overall decrease 

in extractions in the area, the number of treatments under general 

anaesthetic is a cause for concern. In cities, such as Birmingham, 

with fluoridated water supplies there has been a noticeable decrease 

in the use of general anaesthetic facilities. It may be that the 

ready availability of the general anaesthetic facility in the E.H.B.· 

area may have led to over utilisation. 

In 1988 a total of 29,647 persons failed to keep appointments at 

routine day clinics. This resulted in a major loss of treatment time 

at these clinics and must have a considerable impact on productivity. 

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 genetally lowe~· 

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

pretations of what a filling is may also contribute to the difference 

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 pro~ided'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 accounced 

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

board dentists during day time clinics. 
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TABLE 18 

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

~ 
E. H. B. 

NATIONALLY 

~ 
E. H. B. 

~ 
E.H.B. 

NATIONALLY 

~988 

E.H.B. 

AVERAGE NO. OF TREATMENTS PER 100 PATIENTS ATTENDING 

NO. -
TREATED EMERGENCY EXTRACTIONS FILLINGS ~CAI.,ING X-RAYS ~ROWNS FISSURE 

TREATMENT Dec. Penn. Dec. Penn. SEALANTS G.A. 

91 , 169 28.8 32.9 19.5 '12.8 45. , 13.4 10.2 0.5 4.3 6.0 

Jl0,781 20.6 35.7 21.0 18.3 62.7 21.9 8.8 0.4 N.A. N.A. 

84,661 31. 6 19.6 9.61 11. 47 33.27 8.0 7.45 0.2 23.3 4.6 

I 

TABLE 19 

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

& IN THE E.H.B. IN 1988 

AVERAGE NO. OF TREATMb~TS PER 100 PATIENTS TREATED 

NO. EMERGENCY 

TREATED ITREATMENT EXTRACTIONS FILLINGS SCALING X-RAYS CROWNS DENTURES 

12.299 58.3 79.0 99.0 22.0 15.0 1.0 36.0 

56,217 35.7 64.4 41. 5 17.6 8.5 1.2 12.7 

11,514 93.7 66.0 33.9 17.3 13.1 0.9 14.6 

N.B. 1988 f; 9li res refe r to treatment by health board 

dentists and do not include treatment in the. ad-hoc 

scheme as statistics were not avai lable . 
. 

. 

. 



(F) PREVENTIVE SERVICES 

Dental disease consists mainly of dental caries and periodontal disease 

and both of these conditions can be prevented by using appropriate 

preventive programmes. 

(i) 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 sponsored 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 

assistants in the E.H.B., who have been trained as dental health 

educators, have no assigned role and in essence practice only as 

surgery assistants. Undergraduate students and staff from the 

Department of Community Dental Health in the Dental Hospital under

take a numb~r of health education projects each year in selected 

schools and institutions in the Health Board. Parents, nursing and 

other groups obtain lectures in health education from individual 

health board and pri~ate dentists. 

The Dental Health Foundation (a nati.onal organisation) is located in 

Dub lin and has the servi ces of e part-t ime exec'ut ive. Tlie Foundet i en 

js given 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 indiv

idual dentists to provide lectures for groups, obtains sponsorship for 

seminars and helps to co-ordinate dental health education nationally. 

There is no forina" arrangement between the Foundat i on and the E. H. B. 

for delivering health education and links with the Health Promotion 

Unit in the Department of Health ari 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 and an additional amount of 

ESO,OOO.was paid to recoup capital costs for new plant and equipment. 

This gives an ave!age _cost. of 38p per head of- populat·ion served by' 

such supplies. 

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 

Hea 1 th Board. The actua 1 leve 1 s -of fl uori de in the water supp 1 i es are 

monitored by means of direct daily colormetric tests and by fluor~de 

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 statuto~y 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 1 imits and 

between 92% and 94% within the range 0.7 - 1.1 ppm. 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. area. 

'. 
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TABLE 20 

FLUORIDATION RESULTS IN THE E.H.B. IN 1986 & 1981 

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 

PUBLIN 
~ALLYBOOEN 12 11 0 0 1 0 12 9 2 0 0 1 
f.!ARTRY 12 9 1 0 2 0 12 9 1 1 1 0 
/-IFFEY 12 12 0 0 0 0 1.2 10 1 0 1 0 
f-EIXLIP 11 10 1 0 0 0 11 11 0 0 0 0 
~ALL YEDMONDUFF 7 7 0 0 0 0 
kILTERNAN 7 4 2 0 1 0 NOT AVAILABLE 
KILSOUGH 8 7 1 0 0 0 
GLENCULLEN 3 3 0 0 0 0 

TOTAL-DUBLIN 72 63 5 0 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 
MONASTER EVAN 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 

~ICKLOW 
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 ? O. 0 0 3 3 0 0 0 0 - -. . 

• • -p 

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

~OTAL-E.H.B. 133 96 18 1 . 15 3 . 110 74 16 2 12 6 .. 72 14 1 11 2 67 14 2 11 . 5 ~ 
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(iii) OTHER'FLUORIDE PROGRAMMES 

An effective meehod 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 tab

lets and drops can be used as an alternative to water fluoridation. On 

a community basis many practical problems ensue in delivering such 

programmes and they are not used in such a manner in the E.H.B. area. 

Applications of topical fluorides on an individual basis are also used 

to prevent dental caries in high risk chi ldre'n. In 1988 there were 535 

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

toothpastes now const i tute 95% of the toothpaste market and it is 

generaliy 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 der.ta 1 c'ari es. 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 seala'nts requires a precise technique it does 

not involve the need for 'a local anaesthetic or the destruction of 

tooth structure, Dental'auxiliaries, including hygienists in some 

instances, are now trained in other countries to carry out this 'pro

cedure and plans are currently underway to legal ise dental auxi 1 iaries 

in ,this count?y. 

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

risen'to 19,686 in 1988. As between 40% and 50% of the dental Cdries 

present is on the particular surfaces sealed the introduction of this' 

precess would result in a further major reduction in dental caries on 

what has already been achieved by water fluoridation and other preven

tive practices. However an indiscriminate programme of sealing ail 

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 

(i) ORTHODONTIC SERVICES 

Under the 1970 Health Act health boards are obI iged to make avai lable 
• 

dental treatment and appliances for defects noted at school health 

examinations and this includes orthodontic treatment and appl iances,. 

The Act allows for charges to be introduced for persons other than 

those with full eligibility, however regul.ations have not been intro

duced for tnis purpose. 

Orthodontic treatment is required to correct the malignment of teeth. 

Orthodontic problems can vary from a simple mal ignment, 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 

~nd all dentists receive undergraduate training in the fitting of such 

removable appliances. For simple cases health board dentists can pro

vide orthodontic treatment using these appliances without the',guidance 

of a specialist or consultant orthodontist. Fixed orthodontic ap-~., 

pliances 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, is carried out by or under the supervjsion of a sp~cialist, 

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 ~oerds of consultant orthodontists. 
As a 'resu It, the Department of Hea lth created six posts of cansu 1 tant 

orthodontist for the country which were first advertised in 1983. 
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The posts are whole-time and pensionable and carry a salary of £27,500 

current 1 y. The time commi tment is 30 hours per week and private 

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

agreed working hours. It soon became apparent that these conditions 

were not attractive to consultant orthodontists and despite successiv~ 

recruitment campaigns only one post of consultant orthodontist, 'in the 

Mid-Western Health Board, has been fill ed. the consul tant orthodont ist 

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

tists from his own area in the provision of fixed appliance treatment. 

Other health boards make use of orthodontists in private practice 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. 

B_ec:;ause of the._major- demand for- orthodontic services -the Department 

of Health (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 Denta.1 Hospitals give priority_ to. children 

referred from-health boards; that services to-cleft lip and_palate 

cases be upgraded; 'that the Department of Health guide.1ines be adopted 

and that charges be introduced for patients with limited eligibility 

-"itn 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 aentists provide treatment directly to 

children or in consultation 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 privafe 

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 1 ist nor are the 

Department of Health guidelines used to assess priority cases. There 

are'at,pr.esent 4,000 patients on the waiting list. 

(iii) 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. 

(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 Boar9 also 

'decided to fund the post of an orthodontic re.gistra~,. 

in the Hospita 1 (£22,000 per annum). ,An or~hodont ic 

tr.eatment centre with 4 surgeries was equipped in the 

Crum1 in health centre and 4 health board dentists were 

seconded to the centre for 2 sessions each per week. 

Both consultants are involved in training these den

tists 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. Current 1y 133 pat i ents are under

going treatment by the consultant and i88 by the health 

board staff. A number of cases are also referred from 

the Crum1 in centre- to the Dental Hospital for treatment 

and some of whom are treated by the registrar. More 

recently an arrangement has also been made for one of 

the consultants to treat 45 complicated cases en a fixed 

fee basis in a session outside normal working hours. 

Two of the health board trainee staff attend sessions 

in the Dental Hospital with another health board dentist 

who has had tr.aining for a number of years. It is the 

intent i on, after~ two years -tl'ai n ing ,- that these tra inee

dentists will be able to assess patients and use fixed 

appliances to treat non-consultant cases. 

The above arrangement for- delivering orthodontic care in the Eastern 

Health Board means that removable app1 iance treatment is provided 

directly by health board dentists, however the consultant orthodontists 

have serious reservations as to the acceptability of some of the re

sults obtained and staff are becoming less willing to under.take such 

treatment. Only limited use -is made of specia1i.st p-rivate practitioners 

in the area. COOlst.:ltant services from the Dental Hospital are beirig 

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 ~ixed 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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(iil ORAL AND MAXILLO/FACIAL SURGERY SERVICES 

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

Vincents and Beaumont Hospitals. He undertakes both maxilla-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. The two consultant ora'l 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. A consultant post in 

Beaumont Hospital is vacant. 

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

Hospital for routine outpatient oral surgery and for trauma cases 

or to these hospitals for inpatient care or treatment under general 

anaesthetic. Access to treatment for emergency care is good but for 

elective surgery, such as removal of impacted teeth, it is poor. The 

waiting period for such cases ranges from 12 to 24 months. The Dublin 

Dental Hospital has a waiting fist of over 500 cases for assessment 

at present. There is a lack of information on the number of referrals 

for surgery and the need for such services in the Health Board area. 

The maxillo-facial unit in St. Janltls's Hospital provides ,a service for . . 

the treatment of cleft lip and palate patients and for maxillo""facial 

surgery. The unit is staffed by the consultant maxilla-facial surgeon, . - - , ,'-' .-

a part time con~u)tant orthodontist, a maxilla-facial technician and .. 
support staff. The unit has recently, be~n re-equipped and facilities' 

are now·gcod. 

-
Initial treatment of cleft .lip and palate in younger children is 

carried Ol!t in St. James's Hospital, Our Lady's Hospital Cruml in and 

Temple Street Hospital. Treatment of older children is carried out in 

St. James's Hospital. There are considerable dela'ys in obtaining the 

full range of t,eatments for patients with clefts especially in 

relation tc orthodontic and prosthetic care. 

~. -. 
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(iii) PAEDIATRIC SERVICES/SERVICES FOR 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. In the E.H.B. because of the nature of the 

service, treatment of the adult handicapped is cirectly linked with 

paediatric care and is considered with it in this Report. 

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 speCial 

hospitals dealing with children. 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 of E.H.B. patients are treated in Our Ladys 

Hospital, Crumlin where the unit operates two afternoons per week. The 

E.H.B. provides 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. 

The consultant from the Dental Hospital has a general anaesthetic session 

one afternoon per week in Harcourt Street Hospital and has also a general 

consultant session once a month. Health board patier.ts are treated at these 

sessions. Harccurt Street Hospital is the main centre dealing with the 

treatment of haemophiliacs. 

Mentally and physically handicapped children obtain treatment in the follow

ing manner. There are 3,711 children in special schools in the E.H.B. area 

and most of these school s are vis i ted by a dent is t at 1 east once a year. 

Treatment using mobile equipment is-provided in the schools but if this is. 

not possible then the children are referred to a specia·1 treatment unit in 

Cornmarket-clinic: Care is provided in the special unit for these.chi1dren 

or if necessary they are referred for treatment under general anaesthetic in 

B1anchardstown Hospital. The unit in B1anchardstown operates one half day 

per week on a day care basis and in-patient care is available when necessary 

Some care is also provided in the dental c1inic·in Baggot Street Hospital. 

The dentist who visits the special schoois is employed a~ a temporary part 

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

at Cornmarket, Baggot Street Hospital and B1anchardstown Hospital. Support 

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

.:. 
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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. The dentist visits the hosp~tals/units 

and examines patients but as treatment facilities are inadequate trans

port arrangements are made to bring patients to the dental clinic in 

Cornmarket. There is a three month waiting list for routine treatment of 
• adults and one year waiting list for treatment under general anaesthetic. 

very little dental care is provided for ment"ally handicapped patients in 

dental clinics in the general health centres. 

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 committed 

and expert 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. 

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

has been developing a dental treatment and preventive programme for l~ng 

term i nst i tut i ona,l i sed mentally handi capped persons at Peamount Hosp ita 1. 

This service is now run jointly by the E.H.B. and the Dental Hospftal. 
'. 

An emergency service is also being provided for patients suffering 'from 

severe respiratory illness. The service is provided by an EHB Principal 

Dental Surgeon and a specially trained dental sUrgery assistant from the 

Dental Hospital on a one session per week basis. An EHB Grade I dental 

surgeon and dental surgery assistant: are also being 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 del ivery' of care to special need groups. 

The D,enta 1 Hospi ta 1 has recent 1 y i nst i tuted a paedi atri c consu 1 tant 

training 'programme in conjunction wHh The Royal Victoria Hospital and 

Queens University, Belfast. The Registrar wi 11 complete his training 

in two years. It is the intention that a joint Dental Hospital/Crumlin 

Hospital appointment will, be made in 2-3 years. In preparation for this 

arrangement, faci 1 ities in Crumlin Hospital are being upgraded. 
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(iv) OTHER SERVICES 

The Heaith Board's need for other secondary care services is relatively 

small compared with those in the orthodontic and oral 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 

(H) 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 continuing education appointments in 

the-orthodontic, -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 undertake them. 

However some dentfsts have remained in these posts on a continuing basis 

Although the Dental Hospital provides pest graduate education and con

sultant training in a nu~ber of specialities the involvement of E.H.S. 

staff has been very limited. Two E.H.B. dentists are in the process of 

completing a masters degree in community hea.lth 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 

S"rgeons. 

The Institute of Public Administration provides training in management 

and administrative skills for health board dentists. Beth new.entrants 

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

regu 1 ar bas i s and the I",ea 1 th board have an input into th .. p 1 ann i n9 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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(1) THE DUBLIN DENTAL HOSPITAL 

(i) BACKGROUND 

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

Trinity College 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 honorary 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% in 1983 to about 45% in 1983. 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. Dental students 

in their fourth and fifth year undertake community health projects and 

health education programmes in areas of the Health Board. 

Treatment of patients takes place in the departments of the Hospital 

relati.ng 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. 
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Patients attend the Hospital on a self-referral basis or on referral 

from general practitioners or from the health boards. Referrals by 

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

basis and most of the eligibie 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 ffve days 

a week and patients presenting for treatment each day are accepted on 

a fi rst come fi rst served bas,i s. Not a 11 of these emergency cases are 

in the categories eligible for free treatment by the Health Board. Non 

el ;g;'ble patients are charged for treatment by the Hospital. 

Secondary and Special Care 

Reference has already been made to the involvement of the Dental 

Hospital in the provision of secondary care services which may be 

summarised as follows:-

Orthodontics 

,The E.H.B. pays portion of the salaries of the two consultants in 

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

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

for ~ 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 olails to be :cai-ried out by 

'health b·oard dentists who are undergoing training in orthodontics. 

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 maxilla-facial 

'Jnit is St. Jam~s's Hospital. 

--, 
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Oral S'-Irgery 

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 hea'lth 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 servi ces 

- "P,osthet i c care 

(iii) TRAINING 

The 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 Hospi ta 1 a 1 so tra i ns denta 1 techn i ci ans and thei r l.a~oratory 

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

(i v) FUNDING ..... ,. 
In recognition of services to eligib.le patients the Department of 

Health contributes £800,OOe 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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CHAPTER 4 

FUTURE OF EASTERN HEALTH BOARO DENTAL SERVICES 

A(i) INTRODUCTION 

The "Leydon Report" recommended changes in the role of dental' services 

and in the method of delivering such service's nationally. From the 

situation analysis it can be seen that many of the E.H.B. problems are 

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

Leydon Report are acceptable. The remainder of th.is report outl ines 

future objectives and goals for the dental services in the E.H.B., the 

strategies needed to implement such changes and the broad management 

and operational pol iCies which need to be imp·lemented. 

( i 1) OBJ ECTIVES 

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 and accessible to the population and is based on 

primary preventive and treatment services with access to essential 

secondary care services. 

(i i i) GOALS 

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

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

Health Organisation 1980). Such goals facilitate the proper ,planning, 

monitoring ana evaluation of services. Goals for National Oral Health 

were proposed by Hobdel and O'Hickey (1984) and are as follows:-

GOAL ONE 
All health boards will have established a standardised data based 

system for monitoring changes in oral health. 

GOA.L 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 ac

cepted and will be discussed later. Goals two and three relating to 

5 to 6 year olds and to 12 year olds ~re acceptable and would appear 

to be readily achieveab1ein the E.H.B. area from the data obtained 

in the National Survey conducted in 1984. For example in 1934, 37% 

to 57% of 5 year olds were cari es free and the target for the year 2000 

is 50% to 70%. The D.M.F. for 12 year o 1ds in 198~ was " " 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 1 itt1e or' no information is avai 1ab1e on the:;e groups 

either nationally or in the E.H.B. The expansion in the E.H.B. area 

of the Adult National Survey, currently underway, wi1,1..a110w for, goals 

to ,be made for these grouPs,withi,n ,the next year., 
~. -. 

Areas where more specific. goals for disease ,levels and for popu1at ion 

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

However the situation in each community care area will also need to 

be assp.ssed and appropriate goals set. Any new epidemiological data 

collected on a community care ar~a bas,is wi 11 also inf1u~nce .. the 

setting of goals. Only suggested goals are put forward in the follow

ing sections/chapters and they will need to be discussed in more detail 

with dental staff and management at local level to determine if they 

are realistic in the light of resources and other factors. These goals 

will also need be tested in pilot areas. 
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(iv) OVERALL STRATEGY 

In 1 i ght of the "Leydon Report" and of the current s i tuat i on in .the 

Health Board and in order to achieve the objectives of the service and 

the limited goals outlined above, the following overall strategies 

should be adopted:-

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

on Community Care areas, wi.th principal dental surgeons 

having responsibility for services in these areas. 

Other denta 1 surgeon :grades to have responsi bi 1 i ty 

for specific needs or population groups. 

(2) A management information system to be developed to 

facilitate the planning and evaluation of services. 

(3) Specific goals or targets to be set for the delivery 

of each aspect of services and their achievement to be 

monitored at regular intervals. 

(4) Primary preventive services to be given priority. 

The fluoridation programme to be extended and improved, 

fluoride mounth rinsing schemes to be introduced in non

fluoridated areas.- Fissure sealant programmes to 

be targeted at specifi c teeth and denta 1 -haa 1 th 

educat i on programmes to be co-ordi nated-. 

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

from a basis of demand to one of need. 

• 

• 



• 
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(6) A planned systematic school based approach to 

delivering childrens services to be introduced. 

The delivery of children's services to be targeted 

to specific age groups with a major emphasis on 

prevention for all such groups. Every child in the 

targeted groups to be screened and receive primary 

preventive care and treatment services. Priority 

to be given to permanent teeth in order to reduce 

significantly the amount of untreated disease in 

these teeth . 

(7) 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. 

(8) Special arrangements to be made for emergency treatment 

of adults who currently receive treatments in health 

boa:-d cl inics. 

(9) The provision of essential secondary care services 

in orthoGontics, oral surgery and paediataric care 

to be improved. 

(10) The services el.ement of the Dublin Dental Hospital 

to be oriented to the treatment of an even higher 

proportion of eligible Health Board patients. 

Consultant services in the Hospital to be linked 

with Health Board requirements. Training facilities 

at the Hospital to be availed of by Health Board staff. 

(11) 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 (includ·ing dental services). For 

the deiivery 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 outlfned 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 under his· control 8 '"dental areas 

each with a Principal Dental Surgeon. This system of reporting has 

diluted the responsibility which should properly rest with each 

Principal Dental Surgeon for services within his area and has impeded 

the-co~ordi nat ion. of dentaLserv.i ces .. w.ith .. other community care .. serv.i ces 

It is not the remit of this Report to review the general management 

struct!Jre for the del ivery of health services within the health ·boards. 

However it is considered that the mcst satisfactory way to organise 

dental services is within the management structure applying to general 

health services. The dental services should be part of these general 

health promotion, preventive and treatment services available to the 

public. The dental service areas should therefore correspond with 

community .care ~reas and the dental staff should participate in the 

community care teams, district teams and other 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 of management structures, 

population shifts,and extra demands arising in the new suburbs of 

Dublin, districts are re-arranged, the dental districts should follow 

such changes. 

AS at present delineated the community care areas have not 3.n eoual 

distribution of resources and the location of some cl'inics in relation 

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

residents of a number of different community care areas. Thus resource 

allocation and management of clinics could take account of this by 

'"extra territorial- placement of staff or budget transfer. 

• 
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Responsibitity for the dental health of the various eligible population 

groups within these areas should be assigned to the Principal Dental 

Surgeons. 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 Principal Dental Surge9n 

should be the budget holder for the dental services within the area 

and he 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 on a regular basis on the achievement of these targets. 

Board management should ensure that there is equal ity in access to 

services throughout the Health Board. 

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. The holder of 

the post must be given and be seen to have an appropriate standing and 

influence in relation to dental policy. An appropriate salary allow-
; .. 

ance should be made for these responsibilities. 

Senior Clinical Dental Surgeons and Clinical Grades II and I should 

undertake the full range of responsibilities as outlined in their job 

specifications. This will .entai1 the delegatio~ of responsibilities 

by the Principal Dental Surgeon to these grades especially to'the 
• . - t • • • 

Senior Clinical Dental Surgeons. Each Senior Clinical Dental Surgeo~ 

(general grade) should have responsibi 1 ity for the efficient manage

ment of services at clinic level and should report to the Principal 

Dental Surgeon on the general operation of such clinics and the 

achievement of specific goals. Each Grade II and Grade I Dental 

Surgeon should be given responsibility for delivering services to 

designated groups or schools within the area and should also report 

on the achievement of specific goals for these groups. 
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A management information system should be developed appropriate to the 

needs of management at all 1 eve 1 sand if poss i b 1 eli nked to the com

prehensive area information systems being developed by the Board. The 

system shou1 d facili tate the record i ng of the denta 1 hea 1 th status of 

individuals, of treatment provided and allow for the overall eva1uatian 
• 

of the service as well as the day to day management of services to the 

public. As a first step in the process the current method of collecting 

treatment statistics should be urgently re-examined. 

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 are~s and also by the World Health 

Organisation. 

There should be special focusing, on a pilot basis, of resources in 

three areas, one·-rura1and two urban, -in order -to ·test the practical 

aspects of implementing and developing to the fullest extent possible 

the strategies outlined in this report. On the basis of our analysis 

of current needs we recommend that community care area 10 (Wick low) 

and areas of special need within two urban areas i.e. Cooiock/Darnda1e 

and Ta11aght, should be the pilot areas for initial attention. 
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(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 

demog~aphic profile of the area. Additional allocations should be 

made for the treatment of eligible adults on a similar basis. Special 
• services, such as those for the handicapped, for some aspects of secon-

dary care including paediatrics, orthodontics and oral surgery should 

be allocated specific budgets. 

It must be emphasised that as far as practical the community care area 

budget should be all embracing and responsibi 1 ity 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. 

The resources required to implement the various strategies outlined 

will be discussed under each aspect of the services. If there are 

no changes in the current eligibility for services then the populat"ion 

trends, shown in Chapter 3 (page 19), will obviously affect the 

resources required to cater for different age groups. The combination 

of options outlined previously will need to be considered as .these 

changes occur. As 

almost be matched 

the decrease in the child population over time w~ll 
, ,~ 

by the increase in the adult population then, as 

children services reach an adequate level, resources should be trans

ferred to adult services·dnd to the extension of services to adolescent 

groups. 

Recruitment policies in relation to dental surgeons will need to take 

ac«ount of the current age structure of the staff as 25% of the per

manent staff are over 55 years of age. By a process of contacts and 

interaction with the Dental School young graduates could be encouraged 

to join the service. 

Reference was made in the situation analysis to the low morale of staff 

The 'prooosals out1inF!d in this report, if implemented, will provide 

additional resources to cater for services for all sections of the 

eligible population within the area, an overall direction to the ser

vice, targets for the various services and some incentives and· new 

training opportunities for staff. 

,..j: 
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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 preventive programme and 

where this is not possible alternative fluoridation programmes such as 

fluoride mouth~r;nsing should be introduced. Fissure sealant programmes 

to seal the vulnerable surfaces of certain permanent teeth should be 

implemented. The dental health promotion programmes of the various 

agenCies should be co-ordinated. The dental health educators currently 

employed should be more directly involved in providing health education 

and dental auxiliaries, with a preventive' orientat~d training, including 

the abiiity to apply fissure sealants, should be employed on a pilot 

·basis~when 1egis,lation permits. 

(b) GOALS 

Goals for preventive programmes are normally expressed in terms of 

the effects likely to be obtained frcm a programme e.g. reducticn in 

disease levels (D.M.F.). Baseline surveys should be carried out in each 

community care area and specific goals should then be set. 

The fo 11 owi ng goa 1 s are suggested. The goa.1 for water f 1 uori dat i on 

cO'Jerage shouid be to extend U',e schemes to any remaining major urban' 

areas e.g. Athy In Co. Kildare. Other goais should be to increase the 

percentage of tests, for water'f1uoride levels, which are' within the 

statutory range 0.8 - 1.0 ppm. fhe results for the Dub1 in area, 83% in 

1~87 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 0.3 -1.00 ppm range from 38% to 60% within 

3 years and to 80% within 5 years. Results 'available for Wick10w show a 

markea im~rovement from 66% in 1987 to 76% satisfactory in 1988, if one 

supply (Lara9h) is excluded. The goal should be to obtain an 80% result 

within 4 years. The feasibility of setting up fluoride mouth-rinSing 

schemes in Kildare and Wick10w should be,examined and reported on by 

the Principal Dental Surgeons within one 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 respon

sibility of one Principal Dental Surgeon. The level of fluoride in 

water should be reported to this officer, as'shou1d any problems arising 

in the programme. In consultation with the Local Authority, plans should 

be made for the regular upgrading of fluoridation equipment and the ex
tention of schemes to new supplies. In particular the Athy water supply 

should be fluoridated. The overa1l·costs of implementing the fluor

idation programme, including charges by 10ca,l authorities, should be 

fully examined. The effectiveness of fluoridation should 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 _. 

ot~,er parts of the country. In non-fluoridated areas of the Board 

the feasibi 1 ity of introducing such programmes should be ascertained 

by the Principal Dental Surgeon. Public health' nurses, auxiliaries or 

non-health personnel should be used in del ivering the fluoride mouth

rinsing schemes. 

The fissure sealant programmes should be part of the ,schoo,l tr.eatment 

service. The occlusal surface of first 'p~,rrnanent molars and of second 

permanent molars should be targeteq. Clinical criteria should be 1a,i.d 

down as to which teeth and surf~ces should be sealed and in what 

ci rcumstances this should occur. These criteria should be worked out by 

the Principal Dental Su~g2ons in conjunction with .the appropriate 

experts in the field: When t~e legal requirements permit, ,three dental 

auxiliaries, who have training in applying sealants, should be employed 

on a pilot basis to determine their effectiveness in delivering such 

services in the Health Board area. Any sealant programme should be 

closely monitor-ed and evaluated. 
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Each Principal Dental Surgeon should initiate plans to co-ordinate 

dental health promotion programmes for parents, children and adults 

within his area. One Principal Dental Surgeon should have respon

sibility for the overall planning of such programmes. The Dental Health 

Foundation should act as'the central resource agency for health prom-, 
• otion programmes. It should link in with the Department of Community 

Dental Health in Trinity College, the Health Promotion Unit in the 

Department of Health and the Health Board 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 targeted groups. Two sessions per week by each educator could be 

allocated for such programmes. The effectiveness of any health edu

cation programmes introduced, including the use of dental health 

educators, should be evaluated at regular intervals. 

(d) RESOURCES 

The provision of any new fluoridation plants will mean capital invest

ment. Funds are being made available from tr,e Department of Health over 

the next four 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 sa,lary scale for dental· auxi 1 iaries has yet been agreed however it 

is estimated that it would initially cost approx. £50.000 per annum 

for three auxiliaries 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. A planned systematic approach to the 

delivery of services should be adopted. 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 socia-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 course 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 -{eeth 

at risk (fir.st permanent molars and second permanent molars) children at 

age 7 and 12 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 th~ gap in services which would obtain between age 7 and 12 is wide, 

it is recommended that 9 year old children should also be screened and .. -. -- . 
treated. Within 2 years the workload involved for this grou~p will be 

minimal as the current 7~ year olds will then be 9 year olds. Eligible 

children age 15 years (deo~ndants of medical card holders) should 

obtain treatment on demand. The actual school classes which include 

these age.groups is not clearcut. First class consists mainly of 6 

·to 7 year olds and 2nd class 7 to 8 year olds, so targeting children 

in the second half of 1st class or the first half of 2nd class would 

seem to be appropriate. This should be tested in the pilot areas. The 

selection of other classes does not have to be precise and it is recom

mended that 4th and 6th classes be targeted. 
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The targeting of certain age groups and permanent teeth to the exclusion 

of others wi1'l ca~se initial difficulties 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 will be possible to extend full services to the r97 

maining children in a planned fashion in the future. • Those seeking 

routine treatment, who are not in the targeted age groups, will have to 

be informed of the Health Board priorities for the delivery of care. If 

resources are available then such children may be treated on a demand 

basis but only if this would not interfere with services to the priority 

groups. 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 the 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 

!t is recommended that a baseline survey be carried out on a small sam

ple of chi ldren in each Community Care area to determine the needs of the. 

child population. This wiil update the National Survey data which is nOI> 

5 years old and al10w any plans to be evaluated on a ,local basis. The 

data can also be used on a board 'wide bas'is. Aithough the natfona1 goals 

prev,ious1y 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 targeted age.group,;. 

Within 2 years, of the implementation of these'po1icies 90% of 7, 9 and 

12 year old children should be screened on an annual basis and be offered 

comprehensive care and 15 year aIds should be obtaining treatment on 

demand. 

Goals shOuld be set for the treatment of der,tai caries. It will not 

be' possible, to treat a"l 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 S 

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. 



.. 
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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 years. 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 atta i nab 1 e 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 overall 

responsibility for children's dental services and the other clinical 

grades w.ill take responsibility for the delivery of services to children 

in named SChools. The schools in each area and the number of children in 

each class are given in Appendix III. The targeted children will receive a 

basic screening in the school and be advised of their requirements and re

ferred 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. Children who are seen to be at r.isk to dental disease 

should be recalled at appropriate intervals. Any 12 year. old who is a 

dependant of a med i ca 1 card ho 1 der shou 1 d be reca ll.ed with in 3 yea rs ·and 

existing 15 year olds should receive treatment on demand. 

Permanent teeth only should be treated unless sepsis is present or 

disease in a deciduous tooth is interfering with the permanent dentition. 

Medically handicapped children should receive care for both deciduous and 

permanent ·teeth. 

Emergency "care for all children. and maintenance. care for the.c!1ildr·en 

targeted ·will have to be provided. In addition services sClch as ortho

dontic care will continue to be provided. How these iatter 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 Surgaon will 

have ~verall responsibility for services in the area the Senior Clinical 

Dental Surgeons shou ld undertake the role out 1 i ned in the i r job descr i p-

t ions inc 1 ud i ng the actua 1 day to day imp lementat ion of the schoo 1 

programme". Responsibility for the provision of treatment to specific 

schools 0'" classes should be given to individual dental surgeons. 

• 
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The proposed method of delivering services should help to reduce the 

number of failed appointments annually. However if this situation 

persists then persons who fail appointments without a valid reason should 

be placed at the end of the waiting list. Notices should be used in 

clinics to highlight and overcome this problem. 

Cd) RESOURCES REqUIRED 

Manpower 

There is an approved complement of 78 posts of dental surgeon in the 

E.H.B. and 248,000 children and adolescents are eligible for and in need 

of continuing care, giving a dentist to population ratio of 1:3180. 

From the 1986 census and from Department of Education statistics it is 

estimated that there are 23,086 children in 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.S. area and 

approx. -9,000 -are dependants ofmedfca 1- card ho lders-: The tota j number of 

children in the targeted classes plus the eligible 15 year olds is 78,170. 

(Table 21). 

TABLE 21 

Number of Children in Targeted Aoe Groups (classes) 

AGE 

7 

10 

12 

15 

NO. OF CHILDREN 

23,086 

22,337 

23,747 

9,000-

78,170 

Using aata from the N.S.C.D.H. it is"estimated that approximately 60% of e 
year olds, 20% of 12 year alds and 14% of 15 year olds are free of dental 

caries. Even though examination criteria used in such a survey under

estimates disease levels,there is still a high proportion of children 

free of dental caries in the E.H.B. area. This should reduce the workload 

ccns~cera~ly. However the additional work of implementing a fissure 

seaiant programme is likely to offset this reduction 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 8 Principal 

Dental Surgeons who will operate 50% of the time in a clinical capacity, 

so there wi 11 be the equivalent of 4 principal posts ava.ilable 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 operating dental posts to provide comprehensive 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, of 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 requirements. 

There are the equivalent of 5 dental surgeon·posts currently vacant 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 increase 

the existing staff levels 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 bring the approved complement to 83 dentists and 

allowing for some administrative work of Principal Dental Surgeons, will·' 

give an equivalent of 75 dentists to provide continuing care. This will 

reduce the overall dentist to population ratio for children from 1:3130 to 

1:2988 and the operating dentist to population ratio for the target groups 

from 1:1117 to 1:1042. The resulting ratio,is thought to be reasonably 

adequate to deliver services to the numbers involved. 

In the placement of staff account should be· taken of the numbers in tar

geted groups,the adult eligible population and the geographic distribution 

of schools, In this context both ·community, care areas. 9 (Kildare) and 

10 (Wicklow) will need additional staff .. The employment of auxiliary 

personnel such as health educators and dental hygienists, as discussed 

prey i ous I y, ,"ou ld make the above rat io more manageable. Denta I surgery 

assistants should be emp.loyed on a one to one basis to dentists, 

If it is not possible to recruit permanent staff, especially in rural 

areas, then consideration should be given to obtaining services from 

general dental ~ractitioners in their own surgeries. 
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Clinical Facilities 

A·detai1ed examination of all health centres, surgeries etc. was not 

carried out. However from discussions it can be said that facilities are 

generally excellent. The main concern as regards facilities relates to 

the upgrading of Naas and Athy dental clinics in Kildare and the pro-, , 
vision of clinic facilities in Bray, Co. Wick10w, where only emergency 

care is provided in a surgery which is below acceptable standards. 

It is the responsibility of each Principal Dental Surgeon to see that 

clinical facilities and standards are maintained in each surgery and 

clinic. This applies especially to the area of cross infection control. 

An inventory of all equipment and instruments should be carried out to 

ascertain their current status. This will allow for the continual up

dating and replacement of such items. 

In the major urban areas of Dublin it is recommended that the delivery of 

services be bas~don-mu1ti-surgery units ·in-hea1th centres. The provi'sion 

of both systematic and de~and based elements of the service is more 

readily planned and managed in such units. However the use of mu1ti

surgery units should have regard to the need for reasonable; accessibi 1 ity 

by patients. 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, Wick10w and Ark1ow. 

The occupancy rate of surgeries, 59% overall, is unsatisfactory. 

However the appointment of extra staff in a permanent capacity together 

with tne.appointment of·auxi1iary personnel and greater use of dental 

students should improve this situ~tion. The feasibility of renting or 

leasing unoccupied and fully equipped surgeries in health centres to 

general p,·actitione,..s or newly qualified practitioners sl10uld also be 

explored. 

The extensive use of the general anaesthetic service in St. James's 

Hospi tal for n,e extract ion of teeth is a cause of concern considering the 

low level of disease ir. the area. Reasons for referral need to be ascer

tained and the service should be strict·ly limited to definite needs. 

------------



- 85 -

Finance 

The filling of the five vacant dental surgeon posts plus the five ad

ditional posts will cost approx. £200,000. The filling of temporary/ 

sessional posts by permanent staff will have only a minimal cost im

plication. Seven extra dental surgery assistants will also be required 

at a cost of £52,000 The extra allowance for the Dental Surgeon witM 
• 

overall advisory duties will be similar to that provided for the 

original Chief Dental Surgeon post so no extra cost will be involved. 

The upgrading of facilities in Naas, Athy and Bray win incur capital 

expenditure in the long term. 

(iii) PRIMARY CARE SERVICES FOR ADULTS 

(a) POLICY 

The number of adtJlts el igible to receive dental services from the 

Eastern Health Board i.e. medical card holders and adult dependants 

totals 328,COO (Table 1). ThE waiting list for routine treatment has 

now reached 15,000. 

The service for adults has been demand based as it is not realisti,c 

to engage in the screening of this population group. Demand from ", 

eligible adults will continue to be the basis of the service. Having 

regard to the difficulties envisaged in the referral of emergency cases 

to private practitioners, health board dental surgeons and the Dental 

Hospital should continue to meet this area of demand. Routine treat

ment should be provided at evening sessions and by referral to private 

practitioners. The 'system of giving priority to person~ over 60 years 

of age should cease. Pilot schemes to'increase productivity by means 

of incentives should be developed 'for health, board· dental' staff: 

(b) GOALS 

The present disease level in adults is not known. A national survey to 

establish the health status of adults is being unde~taken by University 

College Cork and the Eastern Health Board has arranged that the survey 

be expanded to determine more specifically the needs for its area. The 

results should be available early next year. This will enable goals 

and targets tc be set. 
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ec) IMPLEMENTATION 

Each Principal Dental Surgeon should be responsible for the organ

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 provi s ion' of emergency care di srupts the rout i ne arrangements for 

chi ldren. To ensure that plans to target the screening_ and treatment 

of children are not disrupted 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. 

Adult patients applying for-routine-treatment should be placed- oft a 

waiting list in their own community care area and referred for treat

ment from that list either to health board dentists at evening sessions 

or to private practitioners under a fee-per-item scheme. Priority 

should only be given to expectant and nursing mothers or those adults 

who are mentally or physically handicapped. A system of referral, 

payment and monitoring of the work carried cut by private practitioners 

on behalf of the Board needs to be developed. The monitorins of the 

provision of treatment and paying for it 5hould be the responsibility 

of the Principal Dental Surgeon in each area. 

There has been a reluctance for health board dentists to undertake ·.ark 

at extra evening sessions. A fee-per-item of treatment method of pay

ment for work carried out during these sessions should be tested over a 

period of time. The fees should be similar to those paid to private 

oractitioners under the Department of Social welfare Benefit scheme 

with an appropriate d~duction for Heilth Board expenses. 
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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 prospects of treat

ment improved, as happened with the introduction of the ad-hoc scheme, 

in 1980. 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 u~take 

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. The cost therefore of providing a demand based service plus the 

cost of contributions to those with dual eligibil{ty would be approx. 

£i.3m annually. 

In connection with the 1989 Budget, the E.H.B. estimated an annual 

r~quirement of £1m to eliminate the existing waiting lists ever 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. This 

funding should be allocated for treatment provided for adults by either 

health board dentists or through private practitioners. 



(iv) SECONDARY CARE SERVICES 

(a) ORTHODONTIC SERVICES 

Policy 
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The Health Board should renew its efforts to recruit consultant ortho

dontists in order to deliver a high standard of care to patients and 

training to its staff. Formal and informal training of staff. in ortho

dontics should be increased. Services should be provided on the basi~ 

of severity of the conditions and not on demand. Charges for ·ortho

dontic 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 Hospital, is nearing completion. 

It should provide information to plan the service in detail and set 

appropriate goals. 

-uImpl ementat i on 

On a popu 1 at ion basi s the Eastern Hea 1 th Board requ i res three full

time cc~sultant 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. Tne maxilla-facial unit in St . 

. James·s Hosp j·ta 1 and Our Lady's Hasp; ta 1, Crum 1 i r. may a 1 so need ta re

cruit II consultant for the treatment of cleft iip and palate patients. 

Discussions should take place with the Department of Health on improv-

ins: the cotiditions of service att~ching to SJ.lch-pcs:s in on:er to make 

them more attractive to apPlicants. The dental schools should ccntinue 

t~train consultants for the health boards. 

Consideration shOuld be given to se.:c,1dins ;;we, E.H.8. dentists t·:; ::;6 

Dental Hospital for J ~eriod of three ys!rs for fcrm31 p0stgraduats 

training in orthodontics to M.S~. leVEl. 

In-service training should ~onti~~e' to b~ proviced by the De~t~1 Hos~i:~1 

·.:onsultants for E.H.8. staff on a ~3i·t-time ret3 basis (.f 1e--::.! r:lon:hs. 

These specially trained staff s~ould th~n b~ based in local heal~h 

centres to assess anrl treat casas both 0" their ~wn a~d ~n thE advi:a of 

! consultant. Continuing education of 311 ~:aff in cr~hodonti=s should b~ 

increasad. The training of undergraduate ~ental students ill oi"thodantics , 

including the provi,sion of fixad appliances1 should be contin~ed. 



-. 
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The feasibility of using trained auxiliary workers to carry out certain 

aspects of orthodontic care such as taking impressions, x-rays and 

p1aoing brackets should be explored. The use of such staff could sub

stantially increase productivity within the orthodontic service. 

Patients presenting for orthodontic treatment should be assessed and then-

placed in order of priority in accordance with the Department of Health 

or similar guidelines. Principal Dental Surgeons and th~ orthodontic 

Consultants should be involved in drawing up a protocol on an agreed 

basis so that the same priorities in assessing cases are applied in 

all areas. Cases should be treated on the basis of these priorities. 

Patients may 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 e1 igib1e 

patients. A formal method of referring patients should be set up. If 

the workload involved cannot be adequately managed on this basis, then 

consideration should be given to the use of specialist private prac

titioners to provide treatment. There should be strict monitoring of 

any such scheme. 

In order to improve accessibility to care consultants should, not just 

be based in one or two specia.1 ist centres, but should assess cases and 

provide treatment plans at local health centres. Similarly, staff who 

have received training, should deliver services locally and sh6~ld aiso 

perform routine adjustment of orthodontic appliances locally for the 

consultant's patients at local centres. 

These procedures should improve the ava i labi 1 ity of consulta·nt and 

specialist care in the Health Board. With the developing ability 

of trained E.H.B. dentists to provide fixed appliance treatment the 

standard of orthodont ie care withi n the Board wii 1 also increase. 

Cleft lip and palate patients who are referred for treatment to St. 

James's Hospital and the Children's Hospitals in Temple Street and 

Crumlin should continue to re~eive-abso1ute priority for both ortho

dontic care and associated restor-dtive and prosthetic care.-
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Resources required 

The appointment of two consultant orthodontists will cost in the region 

of £70,000 per annum. Support staff of two trained dental surgery as

s i stants and two recept. ion i sts/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 con

tinue until such a time as two consultants are recruited. The further 

funding of a registrar post should be reviewed at tha~ stage. 

The cost of seconding two dentists to obtain M.Sc. degrees in ortho

dontics will be approx. £47,000 pe, 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. The facil it ies in Crumlin clinic need to be 

upgraded in order to provide consultant treatment and training of 

~staf-f. The-capital cost, of this upgraciing will be approx. £30,000. 

The location and cost of developing a facility on the northside of the 

area needs to be investigated further when a second consultant is re

cruited. In each community care area one of the multi-cl inics with 

spare capacity should be adapted for use by visiting consultants and 

for tile Health Boarrl dental surgeons providing a specialist service. 

The new Dental Hospital at the st. James's site could provide a central 

unit for consultant orthodontic services.' 

Additional materials required for provision of orthodontic care by 

staff lncluding fixed appliances, are likely to 'cost in the region 

of £150,000 per ~nnum. 

In order to offset the above expenditure, charges for orthodontic cara 

should be introduced for patients with category II and III eligibility 

with the exception of cleft lip and palate patients. This is in line 

wi th the .. Leydon Report" and is a 1 r'eady app 1 i ed by a number of hea lth 

boards. The charges should be sufficient to offset most of the ad

ditional expenditure. 
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(b) ORAL AND MAXILLa-FACIAL SURGERY 

Po 1 icy 

• As full information on the needs and demands in the oral surgery/ 

maxillo-facia1 area is lacking a survey to cibtain. 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 for general surgery and 

cleft lip and palate surgery to a limited period of time. Information 

on waiting lists is poor and when accurate information is available 

then appropriate goals should be set. 

Implementation 

To determine the need for oral surgery and maxi110-facia1 surgery in 

the area i nformat i on on the number of referra 1 s and the.,~txp~, of treat

ment sought should be collected from Health Board records'. Simi 1ar 

information from general dental practitioners should be obtain~d by 

a questionnaire survey,: Future plans for services should be related 
, ...... 

to the information collected. 

One of the consultant oral surgeon posts in the Dental Hospital has 

become va·:ant recently. This post should now be fi lled in order 

to continue the service provided in St. Mary's, the Mater and St. 

Columci1le's Hospital by the Dental Hospital staff. Ade~uate 

monitoring of payment for these services should be carried out . 

. ~ '. 
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The vacant post .of Oral Sorgean in Beaumant Haspital shauld be filled 

as saan as passible. It is understaad that apprapriately qualified 

persans are available. The passibility .of a jaint appaintment between 

Beaumant Haspital and the Eastern Health Baard shauld be explared as a 

direct Health Baard connectian wauld imprave access ta care far 

eligible patients. 

It is recommended that the Beaumant Haspital 'cansultant, shauld alsa 

have an attachment ta the maxilla-facial unit in St. James's Haspital 

in .order ta increase the services available in that field. The sur

gical aspect .of the treatment .of cleft lip and palate cases wauld 

alsa benefit frem such an attachment. Althaugh the eperatien .of the 

maxille-facial unit is nat the respansibility .of the Health Baard, 

a high prapartian .of E.H.B. patients including cleft lip and palate 

cases are treated there. An assessment .of the current waiting time 

fer .oral surgery, arthedentic care and resterative care fer patients 

attending the unit needs te be carried .out in .order te plan the future 

.of the unit. 

Increased facilities fer day care surgery in Beaumant Haspital and in 

the new Dental Haspital wauld help to reduce the current waiting time 

fer surgery in the area. Healtr. baard dental surgeans sheuld be 

trained te carry .out miner .oral surgery in clinics and ta previde 

similar services in hespitals. 

Referral .of eligible patients frem the Health Beard ,fer surgery and 

waiting lists at all the hespitals invelved in previding such care, 

need te be ce-erdinated in .order te see that prierity eligible cases 

are treated and that there is equal access te services threugheut the 

Beard's area. This sheuld be the respensibil ity .of the prefessienal 

.officer dealing with services fram ather agencies. 

Reseurces Required 

The cest of replacing the· vacant censultant oral surgeen pests in the 

Dental Hespital and Beaument Hespital will fall en these hespitals. If 

a jeint Beaumant Haspital Baard/Eastern Health Beard past ;5 created 

then costs wauld have to be warked aut in propartion ta the sessianal 

commitment te the Health Beard. 

',-
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ecl PAEDIATRIC SERVICES/SERVICES FOR THE HANDICAPPED 

Po I icy 

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 greater , 
access to dental care. A survey to determine the needs of the' han-

dicapped should be carried out. Two additional dentists. one hygienist 

and a part-time health educator should be allocated to these services. 

When information on the dental need~ of the handicapped is available 

then specific goals according to disease levels should be set. Goals 

for population coverage can be made when the total workload and re

sources available are known. This must include the basic goal that 

every mentally. medically and physically handicapped child born in 

the area should be notified to the dental surgeon in charge of the 

services and that existing handicapped persons be identif.ied in order 

to provide preventive and treatment services to these groups at an 

early stage and on a regular basis. 

Implemeritation 

~:-

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 carriea out, 

in conjunction with the Department ,o,f Community Dental Health, in the 

Dent~l 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 th~ 

development of plans and for the overall co-ordination of services for 

the ha~dicapped. A Senior Cl inical. Dental -Sur::geon has provided an 

excellent'service to the handicapped for many years and this arrange

ment should continue. 

-. 
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Training of'Health Board -dental surgeons in order to encourage and 

enable them to provide services to nervous, mildly mentally handicapped 

and medically. handicapped children at local health centres should be 

commenced. 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 method of 

identifying such persons at an early age should be developed so that 

prevention can be instituted as early as possible. A dental health 

educator and dental hygienist should be made available on a full time 

basis to assist in the implementation of the preventive programme. 

The current service in special schools for handicapped children should 

continue and be upgraded so that each child is seen and treated 

annually. Two additional dental surgeons and two dental surgery 

assistants should be appointed to increase the services currently being 

provided. -This service -element should' be -integrat.e:d ful fy w.ith the 

preventive programme. 

The general anaestl".etic service in Blanchardstown Hospitai should be 

increased from one to two sessions each week to reduce waiting lists. 

Services for the medically handicapped in Temple Street, Harcourt 

Street and Crumlin Hospitals should continue. Medically handicapped 

children who cannot be treated in Health Board ci inics Should continue 

to be referred to Crumlin Hospital and Harcourt Street HospitaL Ttie 

Heal.th Board .should continue to support the unit in Crumlin Hospital 

and should further assist it in the purchasing of equipment whiGh 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 provide treatment for the medically handicapped both in Crumlin 

Hospital and in the Dental Hospital.. A joint post of consultant in 

paediatric dentistry for these. hospitals should. be created within three 

years. The services of such a consultant should be availed of by the 

Health Board either on a joint appointment or on a fee basis. 

' . . -
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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 adult patients more regularly. The 

dental hygienist will play an important role in the prevention and 

treatment of periodontal disease which is normally high i~ this group 

of adult patients. Additional equipment, such as ultrasonic scalers, 

should be provided to treat such patients. 

The requirement of adult patients at St. Ita's Hospital and oth&r 

special hospitals and homes needs to be revi2wed and included in the 

services outlined. 

Resources Required 

The staff of one Senior C1.inical Dental Surgeon and one part-time 

temporary Grade II dental surgeon to care for approx 10, DOD menta 11 y 

and physically handicapped children and handicapped adults is in

adequate. 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 snould be em

ployed when the legal situation permits. 

The principal cost fac'tors in improving these services wi 11 relate 
, 

to salaries of extra staff. The appointment of two additional dental 

su~geons will cost approx. £47,000 per annum, two dental surgery 

assistants £15,000 per annum, a hygienist approx.' £12;000 per annum 

and a health educator £10,000 per annum. Increased services in 

B 1 anchardstown Hospi ta 1 wi 11 cost in the regi on 'Of £ 1 5, OOO'"'annua 1'1 y. 

The funding of a Joint ,paediatric ~onsu1tant appointmeni or the fees 

to be paid fo'r services rendered wi 11 need to be arranged in' three 

years time, Addftiona1 equipment fo~ the extra staff wi1l'co'st'approx. 

£35,000. 

(d) OTHER SECONDARY CARE SERVICES 

The secondary care services required for eligible patients in the area 

of ,'estorativ'e 'C3re (advanced c~ciwns and brfdgewbrk, prosthetic care

etc) is 1 imited. Patients 'are 'refe.-red -to the Dental Hospital for oral 

inedidne 'and oral pathology services. -, However the number of ','eferrals 

is small. Most of the radiologia1 services required'~re'avai'lable 

within the Health Boara fa~i1ities. 'A small, number of patients 'need 

referral on occassion to the Oenta1 Hospital for such services. 

.. 

" 
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(D) TRAINING" 

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 Hospitai' 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 falloff 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 .hea Ith services ,budget· management, staff development, measure'menE 

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 tr,is 

report, 

Post graduate education for dental staff within the Health Board has 

not been deveroped to any extent. In the clinical area recommendations 

have been made that a number of dentists be seconded for formal train

ing to specialist 'level in orthodontics. The conditions applying to 

persons seconded'shou1d 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 

3nd paediatric dentistry are areas which 'a,e now being developed .in 

this country. T ra i n i ng has been read i 1 y av ail ab lei n the Un i ted 

Kingdom for many years and a high proportl0n of staff in their com

munity services have undertaken such courses, It is understood that 

courses leading to masters degrees in these areas are now available 

in the two Dental Schools. Health board staff should be given the 

opportunity to obtain such training in Ireland in order that trained 

staff are available for senior management posts in the service. 

.-
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The.training of dental surgery assistants and dental heaith educators 

should continue within the Health Board. 

The role of dental auxiliaries is currently being explored by the 

Dental Council. The relevant needs of the health services should 

be taken into account by the Council. In the Eastern Health Board 
• 

area auxiliaries are required to provide health education, simple 

scaling, fissure sealants and topical fluorides for children. For 

adults auxiliaries are also required to provide more extensive scaling. 

In the orthodontic field auxiliaries should be trained to carry out 

treatments such as taking of ,impressions and the attachment of ortho

dontic brackets under supervision. 

Other areas of formal and informal tra'ining which may be required 

should be explored with all the staff of the Board. 

In the Eastern Health Board there is a central training budget alloc

ated for the training of staff. Each Principal Dental Surgeon should 

make use of these funds and ensure that every member of staff avails 

of continuing education opportunities to up~ate their know1edg~ and 

skills. 

(El RESEARCH 

Opportunities to carry out research into the clinical and health ser

vice aspects of ' dental care delivery should be explored. Areas of 

research could include the use of fissure sealants .in prevent_in.g dental . - - ,- . - - .~ 

caries in a community; the ra1e of auxi 1 iaries in del ivering various 

aspects,pf !=~.re; the, development of oral health information systems, .. .' -
the nee,d fO~ gener~ 1 anaesthet i cs and for ortr.odont i c care, tot a 1 

fluoride intake, quality assurance and epidemiological studies. 
1 ... 
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(F) ROLE OF THE DENTAL HOSPlTAL 

(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' 
• 

Board provide the Hospital with significant f.unding of £870,000 per 

annum·. The· Hospital needs access to patients from the Hea·lth 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 
- - - - - - -

-eligib.Hity: It is contended by the Dental Hospital that it is 

necessary for the Hospital to treat non-eligible patients in order 

to raise charges and so 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. 

Tile 1 inks between the Dental Hospital and the Healt!1 Board could be 

enhanced by the Hospital undertaking to provide agreed levels of 

service for patiehts 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 el igible 

patients, the provision of continuing and post-graduate training for 

health board staff and assistance with health services research. 
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The provision of a new Dental Hospital at St. James's site would afford 

the opportur1 i ty to further: deve lop the re 1 at ionshi p 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. It could use students for 

dental health promotion and for the provision of some primary care under 

supervision and it could undertake care of emergencies in the ar,ea. 

Agreed procedures for 

Board to the Hospital 

the referral of eligible patients from the Health 

for all aspects of care and especially 

care need to be worked out. It is recommended that a senior 

secondary 

member of 

the professional staff of the Health Board be appointed to monitor both 

the implementation of the pol icy 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. 

(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 planning, delivery and evaluation of such services. 

Primary care treatment in the Hospital is undertaken by students under 

supervision. Some students in their final ·year·work one1session a week 

in Health Board clinic~ under the supervision of Health Board staff. 

Productivity of students is of necessity low and the.ir.contrib.ution to 

E.H:B. services is therefore small. ·:Hcwever, it. is considered worth

while from an educational and recruitment point of view that_this should 

be cont i nued.· 

The major contribution to primary care by the Hospital is in the treat

ment 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 emergency care night and weekend services should 

be investigated. 

.. ~ 



- 100 -

Within the next three to four years it is expected that vocational 

training for dentists wili 'be made obligatory within the member states 

of the European Community. The Health Board service would be an ideal 

place for new.graduates to undertake vocational training in treating 

children and adults. Underused capacity in clinics could be made 

available for this purpose and this could make a contribution to the 

primary care treatment of children in the area. However the employment 
• 

of post-graduate trainees will require additional funding and 'their 

employment would only be on a part-time basis. 

(ii;) PROVISION OF SECONDARY CARE BY THE HOSPITAL 

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 orthodontic requirements of the Health Board from the Dental 

Hospital are to have the 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 cOllsultants are also needed to provide care for the cleft 

lip and palate patients. 

The Health Board pays for the services of the two consultants for four 

sessions per week (20% of their salaries) and in return for this one 

treatment and two training sessions are obtained. This appears to be 

the maximum time available by the two consultants due to thel.r other 

extensive .commitments. However one consultant provides cara on a fee

per-item basis outside normal hours; The registrar in orthodontics 

(E.H.B. pays full salary) provides care for eligible patients within 

the Hospital, however the full extent of the care provided is difficult 

to ascertain. 

-.~ 
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The present 'role of the Hospital consultants should continue, The 

registrar should continue to be funded until the Board obtains its 

own consultants. A joint appointment for consultants between E.H.B. 

and the Dental Hospital might help in their recruitment. Any joint 

appointments would have to be monitored in order that the Health Board 
, 

obtains the services it is paying for. Priority should be given to the 

treatment of referred Health Board patients in the orthodontic depart

ment in the Hospital. 

Oral and Maxillo-Facial Surgery 

The two oral surgeons in the Dental Hospital provide an excellent ser

vice for eligible persons in the Hospital itself, in St. Mary's, the 

Mater and Loughlinstown Hospitals. Additional day bed facilities would 

help to provide such services in a more effective manner. It is planned 

to provide such facilities in the new Dental Hospital in the St. James's 

Hospital site. The combination of the maxille-facial unit and oral 

surgical services on one site would be of benefit in co-ordinating such 

serv ices. 

The appointment of a consultant to Beaumont Hospital will improve 

services in the north side of the Health Board's area. A joint 

appointment with the Dental Hosp.ital should be iiwestigated. An ad

ditional session by Dental Hospital staff in Loughlinstown Hospital 

we'uld improve' accessabi lity for patients from the southern part of 

the Board's area. 

Paediatric Dentistry 

The training of a consultant in this field is progressing, It i~ 

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 and this could take 

the f6rm of a joint ·appointment or a fee for services provi~ed. Tha 

current services provided by th'e Dental' Hospital consultant' in Harcourt 

Street Hospital should continue. 
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Restorative Care 

The requirements of eligi\:)le patients. for restorative care (advanced 

crown and bridgework, periodontics and advanced prosthetics) is' limited. 

Any treatment requfred should be provided by the Hospital. 

Oral Medicine/Patho.logy 

Services in thjs area should be made available by the Hospital to the 

Board when required. 

Radiology 

The Health Board has most of the radiological facilities and services 

it needs. However, some services from the Dental Hospital may be 

"necessar:y~ from-time to time,. 

(iv) 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 Hospltal should make continuing education 'courses, which are of 

relevance to Health Board dentists, more readily available. n,ese 

should include both clinical and non-clinical courses. Post graduate 

training in orthodontics and in community dental health is urgently 

requ ired. The Hospita 1 s~,ou I d cont.; nue' to expand its consu I tant 

training programmes. Tile 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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(G) FINANCIAL IMPLICATIONS OF RECOMMENDATIONS 

It is not possible to give a total cost for implemer.ting all the recom

mendat ions in the report as the sa lary for denta I auxil i ari es has not 

yet been determined and the additional costs of the fissure sealant 

programme, fluoridation of 

schemes are not yet known. 

and are summarised below. 

water supplies and fluoride mouth-rinsing, 

However the main recommendations ar~ cos ted 

ANNUAL COST 
£ 

STAFF 
Employment of 5 Dental Surgeons to bring numbers up 
to approved complement: 

Employment of 5 Dental Surgeons to improve emergency 
services and pilot new scheme: 

Employment of 2 Consultant Orthodontists: 
Support Staff - Employment of 2 Grade II Clerical Staff 
as secretaries to Consultant Orthodontists 

Employment of 2 Dental Surgery Assistants to work 
with Consultant Orthodontists: 

Employment of 4 Dental Surgery Assistants to replace 
Dental Health Educators 

Employment of 2 Dental Surgery Assistants to bring 
numbers up to approved complement: 

Employment of 5 Dental Surgery Assistants to· work 
with the 5 additional dentists: 

Employment of Dental Health Educator: Paediatric Services: 

FACILITIES & TRAINING 
Cost of upgrading Crumlin Clinic (non-recurring): 
Training 2 Dentists in Orthodontics to M.Sc. level: 
Addftional orthodontic materials and appliances:· 

SERVICES fOR ADULTS 
Estimated re~uirement for clearing existing waiting lists: 

PAEDIATRICS 
Additi6nal Sessions -James Connolly Memorial Hospital: 

100,000 

100,000 

70,000 

15,000 

15,000 

30,000 

15,000 

37,500 

30,000 
47,000 

150,000' 

200,000 

100;000 

82,500 

10,000 

2-::'7 , 000 

1,000,000 

15,000 

£1,634,500 

Hois summary does not take into account income which could be generated 

by the impO!;ition of charges for orthodontic service's to patients with 

category II or III eligibility. 
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APPENDIX Hal 

Percentage frequency distr.ibution of decayed, missing and filled teeth, 

dmft in the case of 5 year olds, DMFT in the case of 8, 12 and 15 year 

olds, in the Eastern Health Board in 1984. 

P~RCEHHGE OF CHILQRIN A~CQRQIIIG TO OMFT §COR~ 

II 0 2 3 , 5 6 7 8 9 10 .ILI2 -13-- 14 15- 16 

OUUTATUS 

5 FULL m 5E.S 1 ~ . a B.5 2.2 7.2 2.9 1.1 0.7 2.9 U 

NONE 123 31.4 13.0 9.a 8.1 7.3 4.9 1.1 4.1 3.2 1.5 O.B 

B FULL 151 72.2 12.5. a.6 2.6 4.0 

NOlIE 83 55.4 1a.1 12.0 U 9.5 1.2 1.2 

12 FULL 129 27.3 19.0 1E.0 IG.! 14.8 7.0 1.6 o.a o.a 
NOliE 101 1U 7.9 11.9 13.9 24.7 11.9 5.9 5.9 l.Q 1.0 1.0 

. , 
" 

FULL 133 15.9 6. a 9.0 15.0 18.8 15.0 6.9 3.0 5.3 3.0 0.7 

2.1 1.5 

0.1 

IIONE 97 13.1 1.2 9.1 5.1 21.5 U 1.2 6.2 3.1 3.; 1.2 2.1 3.1 1.0 1.0 

0,8 

. ".---

17 18 19 

O.B O. 



APPENDIX I( b) 

Mean number of upper and lower premo1a~s 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. 

1st 2nd 1st 1st 2nd 1 st 

Premolar Premolar Molar Premolar 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 0.10 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 

'.-



APPENDIX I( c) 

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 1st 2nd 

Pre- Pre~ 1st 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 0.11 

Lower 0.01 0.01 0.92 0.09 0.02 0.02 1. 33 O. 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 0.0.1 0.48 0.05 0.02 0.01 0.54 0.06 

Mean DMFT 0.05 0.03 1. 81 O. 11 0.09 0.09 2.65 0.24 

Overall mean 

CMFT for all 2. 16 3.36 

perm. teet!1 

. -



APPENDIX !I(a) 

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

Number Attending 

Full Examination 

Completed Treatments 

Emergency Treatments 

Extractions: Dec. 

Perm. 

Fi 11 ings: Dec. 

Perm. 

Scaling & Polishing 

X-Rays 

Crowns 

Fissure Sealants 

Root Treatment 

General Anaesthetic 

Dentures 

91 , 169 

108,497 

38,458 

26,265 

30,034 

17,774 

1.1,679 

41,525 

12,249 

9,253 

428 

3,924 

10 

5,470 

34 

84,661 

100,594 

28,290 

26,727 

16,588 

8, 141 

9,709 

28, 168 

6,795 

6,305 

164 

19,686 

295 

3,920 

129 



1984 

HEALTH BOARD 

PRIV. PRACT. 

1988 

HEALTH BOARD 

PRIV. PRACT. 

APPENDIX II (b) 

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

BY HEALTH BOARD DENTISTS AND PRIVATE PRACTITIONERS· 

NO. EMERGENCY ~XTRACTIONS FILLINGS SCALING X-RAYS CROWNS 

TREATED TREATMENH AND POL. 

7,131 7,123 3,549 1,796 1,303 192 

12,229 

207 2,650 8,652 963 5a6 -

10,733 7,595 3,901 , I ge·g 1,503 100 

11,514 

FIGURES NOT AVAILABLE 

.. 

DENTURES 

2,172 

2,307 

1 ,679 



APPENDIX III 

',-

TOTAL NUMBER OF NATIONAL SCHOOL CHILDREN BY STANDARD 

IN EACH COMMUNITY CARE AREA 

CLASS SIZES 1981/88 

C.C. SPECIAL AREA 

AREA JNR. SNR. 1 2 3 4 5 6 SCHOOLS TOTALS 

-

1 1 ,562 1 ,641 1,712 1,706 1,767 1 ,655 1,488 1,547 438 13,516 

2 1,124 '1,302 1,,323 1,288 1 ,214 1,254 1,200 1 , 159 411 10,215 

3 1,467 1,489 1,539 1 ,397 1,388 1 ,347, 1,222 1,278 68 11 , 195 

4 3,033 3,008 3,247 3, 157 3,059 2,819 2,579 2,576 425 23,903 

5 2,429 2,431 2,249 2,285 2,219 2,155 1,975 1 ,897 547 18,187 

6 2,795 2,487 2,410 2,365 2,338 2,284 2, 111 2,090 456 19,336 

7 1,831 1 ,702 1 ,794 1 ,729 1 ,798 1,750 1 ,791 1,793 527 14,715 

3 3,689 3,963 3,967 4, 169 3,929 3,,943 3,632 : 3,882 351 31',575 
-

• 9 2,748 2,759 2,801 2,633 2,665 2,566 2,454 2,·561 271 21,458 

10 1 ,98e 2,046 2,044 2,050 1 ,960 1,392 1,778 1,787 2"'( 'j -- 15.778 

TOTAL 22,666 22,828 23,086 22,779 22,337 21,665 20,280 20,57() 3,727 179,938 



APPENDIX III 

NATIONAL SCHOOLS IN COMMUNITY CARE AREA 
GROupED TO LOCAL E.H.B. DENTAL CLINIC 

COMMUNITY CARE AREA 1 

';-

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

, 

LOUGHLINSTOWN 
18912 St. Eoins, Boys 37 25 32 39 33 30 29 30 255 
18913 St. Eoins, Girls 14 30 34 °33 38 26 28 29 232 
19438 St. Colmcilles Sr. Wyattville 76 64 62 94 296 
19461 St. Colmci lles Jr. Wyattville 56 53 90 80 279 

" 19579 Archbishop McQuaid Jr. Lough 'town 109 101 106 123 439 c 

19816 Archbishop McQuaid Sr. Lough'town 82 76 92 82 332 

BLACKROCK 
10494 All Saints N.S., Carysfort Ave. 5 7 5 7 7 7 4 3 45-
14586 Convent of Mercy 24 37 33 29 34 25 32 30 244 
19335 School of Angels, Newtownpark Ave. 65 39 42 39 42 40 35 48 350 
6200 Booterstown Boys 14 16 18 17 10 7 4 6 92 

17970 Mercy Convent, Booterstown 20 40 20 31 38 35 34 29 247 
19901 Booterstown N.S. 11 11 15 16 24 12 12 18 119 
188133 *Benincasa, Sian Hill 57 
18499 *St. Augustines, Obelisk Pk. 239 
17362 "St. Teresas 
19499 *St. Oliver Plunketts,Carrickbrennan 55 

CABINTEELY 
19320 Jor,nstown Boys 66 72 70 69 109 92 93 82 653 
19321 Johnstown Girls 63 74 74 70 74 81 71 71 578 
16352 St. Brigids Boys, Foxrock 61 63 67 66 61 52 39 40 449 

• 16353 St. · Brigids Girls, Foxrock 40 40 53 39 39 41 42 41 335 
19258 St. Patricks Boys, Foxrock 63 98 '° 1 07 104 99 80 94 79 7.24 . 
19259 St. Patricks Girls, Foxrock 84 83 84 83 84 76 80' 70 647 ,~ 

• 18886 Kill-o-the-Grange 39 36 37 0' 36 33 3 ' 28 230 ~~ 

19400 Kiliiney & Glenageary 34 35 37 35 40 00 26 31 27,; ~~ 

19129 *St. August i nes N. S. , Glenageary , -
DALKEY 

14647 Dalkey No. 0·' 12 15 15 16 13 19 E 1:3 120 " 
19612 Oalkey School Project, York Rd. 38 38 38 33 38 38 33 38 304 
15132 Harold Boys 24 26 19 13 17 99 
19066 Lon~to Con'/en :. 7-

,~ 95 71 :. :) 5~ 64 40 33 491 



AREA 1 (CaNTO) 

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

DUN LAOGHAIRE 
5600 St. Dominics Convent 56 52 52 19 29 35 28 35 306-

16689 C.B.S. , Eblana Ave. 29 23 22 35 28 131-
18529 Josephs School, Tivoli Rd. 44 35 39 27 27 28 16 20 236 
15480 Harold Convent, Glasthule 42 45 44 23 26 20 12 23 235 
16020 St. Josephs Boys, Glasthule - 53 32' '22 28 24 159 
19022 St. Kevins Boys, Sallynoggin - - 27 1~ 10 19 1 1 79 
19023 St. Kevins Girls, Sallynoggin 10 8 14 13 15. 60 
16755 Sa 11 ynoggi n Jr. 37 55 39 131 
18451 Lorcan Boys, Monkstown 64 58 56 50 55 51 38 41 413 
19840 Monkstown N.S., Monkstown 24 34 28 25 27 35 21 31 225 
12017 Monkstown 

~' 19497 St. Marys School, Shankill 81 59 87 78: 94 91 66 94 650 
19888 St. Annes N.S., Shankill 46 47 57 52 69 54 50 44 419 
11873 Rathmichael N.S., Shankill 22 30 34 21 34 27 22 20 210 
18815 *Our Lady of Lourdes Hospital N.S. 12 

STILLORGAN 
16794 St. Brigids 19 21 15 17 18 19 21 8 138 
16893 Lorcan, Kilmacud Rd. 36 36 38 73 79 80 58 56 456 
17470 St. Philomenas 69 72 66 52 51 49 42 45 446 
17979 Mt. Anvi 11e, Lr. Kilmacud Rd. 40 35 53 25 51 47 31 27 309 
17954 C.B.S. 30 39 47 55 73 244 
18647 St. Teresas 52 53 56 46 38 47 22 27 341 
18896 *Mary Immaculate Scheol for Deaf 67 

* Oenotes Special School for Handicapped Chi ldren 

• 

. . 



COMMUNITY CARE AREA 2 

CLASS SIZE 1988 
CLINIC/ JNR SNR 2 3 4 5 6 TOTAl 
ROLL NO. SCHOOL INFANTS 

BALLINTEER 
19314 Our Ladys, Boys 44 62 62 59 50 35 69 42 423--
19396 Our Ladys, Girls 51 42 58 50 51 58 67 58 445 -

CORNMARKET 
15618 Sandford N. S. , Ranelagh 24 23 19 27 20 23 22 25 133 
18817 Bride, Oakley Rd, Ranelagh 29 39 33 24 25 19 12 20' 201 
12366 St. Columbas N.S. , Ranelagh Rd. , 10 8 8 2 4 A "_',' 

U --
19727 St. Marys Central N.S. , Donnybrook 39 39 41 41 39 34 26 26 255 
12952 St. Kevins Girls, Grantham St. 13 11 17 8 2 7 5 2 65 
14556 St. Eanna Boys, Whitefriar St. 10 S 6 5 15 • 14 1 1 '73 • 
11578 City Quay Boys 23 32 30 30 17 22 .-. .., 13 • c , 

<- L:-

19480 St.Patric;ks, St. Patricks Closs 0.8 10 ' 9 i 1 7 o~ 

"' 
19896 Sc. Caitriona, westland Row 
17893 Sancta Maria, C.B.S. , Synge St. 69 65 70 98 0 7 

" , 399 
19589 Gaelscoil Inse Choir 22 25 16 17 15 1<1 17 12 139 

" 
16966 Sion N.S. , Bloomfield Ave. , S.C. R. 17 19 24 20 18 17 21 17 :53 
18569 *St. Declans N.S 45 
19207 *Fed. Dub 1 in Vol. Hospitals, 0.2 10 

19705 ~Catherine McAuley School, Baggot St •• v'.' 

16583 -St. Marys for Visually Impaired, Merrion Rd. 86 

DUN DRUM 
19904 Hoiy Cross N.S. 43 57 73 64 '" 63 " , 73 4"0 --' ~, 

" 
19437 S. N. N .. ithi 32 3e 35 35 7. 31 27 o. ?c;,:' ,- .v ... -'u 

19319 St. Olafs N. S. , Balally Dr. .0 61 66 76 00 73 " , 55 :·32 .v U~ , , 
19537 St. Attracta's Jr. N.S. Meadowbrook 1 14 122 108 10 " 

_ i 4":--vI 

19716 St., Attracta's Sr. N.S. Meadowbrcok 11 5 136 1 ') ".' 10:- .-:': ... , '.: 
i9723 Queen of th., Ange 1 s , Wedgelo'ood 61 i'1: 60 65 -7 .0< 62 "7 5' " , . I, 

'~-
~, 

2872 Sandyford N.S. 1" 2:- 26 21 21 '7 •• 20 17:-'" "'-' 

12509 St. Annes N. S. ~ M i lltO>ln 32 32 .:!:; 21 26 29 35 41 262 
18239 . Our Ladys, Soys, St. Columbanus 0 .. ? i 7 ., 3 ~ ; ...... > 

1:32~O 'Ou r' Lad,'s. Giris! 15 21 ' a S 1 7 ' .. 13 ~ 7 1 ') = , " ,- L _ .... 

• 19374 C.::m·.Jent Oi Jesus g, Mary, Goatsto'"in 59 ~-
- I -. :Iv- 4!J '17 

~, :'7 3':' '. ~ 7 _ '" . ~, I 

17507 St. Patricks, r:; 1 te rnan ? 4 6 :1 3' , ~ . 3 2~ -
15284 T3.nay N.S. 6~ ~.:! 70 75 65 • 1 68 62 .s:; -; 
16629 ~~i 1t6Xnan 2 10 10 21 11 . , 1 1 9 " S , , ~. : 

1B806 Kiit6rnan ! 36 ~7 39 )0 .. }~ , " i" .c . "".~ ~7:: " " .:,.0,.; -'" -'-' ;,;. '-' 



AREA 2 ( CONTO) 

CLASS SIZE 1988 
CLINIC/ JNR SNR 2 3 4 5 6 TOTAl 
ROLL NO. SCHOOL INFANTS 

,~ 

IRISHTOWN 
15657 St. Brigids N.S., Haddington Rd. 52 66 32 31 30 36 32 31 310 
17279 St. Marys Boys, Haddington Rd. 0 0 26 26 25 22 n 21 142 
11894 St. Marys Convent, Sandymount 31 38 29 32 31 . .,~ 

"v 25 :5 239 
18282 St. Matthews, Granfield Place 18 14 24 10 17 17 7 5 1 12 
15995 Canon O'Hanlon Mem.Boys,Sandymount 31 €7 39 37 37 36 37 33 317 
3917 St. Patricks Boys, Ringsend 19 15 25 24 16 29 27 21 176 

15253 Ringsend Girls N.S. 22 17 24 r .. 29 23 27 14 183 
18370 *Sandymount School Clinic 91 

TERENURE 
12755 Rathmines Castle Boys 37 36 40 l' -' 40 0-

~O 29 33 ~87 

17210 Louis Conven~ Girls 94 105 100 69 87 455 
17211 Louis Convent Infants 38 130 146 364 
18671 *St. Michaels Hse, Rathmines 88 _ 

~ Denotes Special School for Handicapped Chi ldren 



COMMUNITY CARE AREA 3 

- - CLASS SIZE 1988 -CLINICI JNR SNR 1 2 3 4 5 6 T01A, 
ROLL NO. SCHOOL INFANTS 

CORNHARKET 
~~ 

17884 St. Audeons N. S .. Cook St. 12 8 12 7 7 8 9 14 7f" 
14917 Zion N. S. , Bushy Pk. Rd. , 0.6 16 12 20 24 17 17 ... 23 14 143 
18477 C. B.S. , Francis St. - - - 24 28 • 30 20 28 130 
13611 Pres. Convent, Warrenmount 62 85 80 4e 55 60 56 55 501 
18841 St. Josephs Boys, School st. 5 11 7 8 9 13 2 0 63 v 

11064 Mercy Convent, Cork St. 30 24 23 8 6 6 7 .. 112 v 

16786 Holy Faith Convent, Coombe 65 60 50 34 37 29 26 30 331 
19382 "John St.. West Boys 

CRUMLIN 
15625 St. Catherines '/lest, Donore Ave. 17 16 12 12 9 0 ~ 4 82 v 

16858 St. Teresas, Donore Ave. - - - 24 22 24 20 26 'I "! s:: 
" .... 

16597 Rialto Boys N. S. , Dolphin's Barn 6 6 8 1 3 0 5 < 37 ~ ~ 

JAMES'S STREET 
743 Basin Lane Convent 77 35 91 30 32 25- 26 o· 

~~ 350 
18519 St. Jamss's C.B.S. - - - - 23 30 32 25 40 15:' 

RATHFARNHAM 
729 Loreto Convent, Sai1yroan 64 69 61 54 56 55 39 55 453 

19114 St. PatricKs Girls, Ba11yroan 106 110 68 68 66 70 79 75 642 
3359 Boys SChool, Ballyroan - - 53 56 63 ~--' 41 56 336 

11638 Whitechurch N.S. 25 21 19 1S ~o ~ 3 18 7 140 cc 

17953 Edmondstown 23 ~~ 10 9 13 6 < 3 94 "0 -18066 Loreto Girl s 33 27 36 . - 22 21 24 27 207 , . 
19446 Ratl1farnham Boys 77 79 76 73 70 57 60 55 54-
18273 De La Sell e - - - 21 • < 15 19 27 100 ,u 

14939 Rathfarnham Vi 11 age 35 35 41 35 33 35 3.1 34 .., . .) -
,'.,J / 

19490 St. Marys Boys N. S. , Sa 11 yooden 1 15 141 99 82 70 68 52 66 69'3 
19Si4. Divine Word N. S. , Marley Grange 75 lC5 lOS 102 Qr 74 74 60 ~ 6E3 .J .... 

-
-

TALLAGHT 
1947 .. S~. Co 1 me i 11 ~ ~ s Jr. , Knock1von , 7:5 191 " 1 7 ' .J ' J;:: , . , N - - - '3DS 
i97-!2 5t. C:olmciiie:s S(. ! Knocklyon - - - - . ,-,,:. 

, J ... : 197 149 1 'J " 
~- -61::_. 

~9653 Bis!100 Shanahan, 0,-,,-1 1 , ... t::. L Pk. 1 7 1 164 18-5 170 - - - - ~:"\ . 
...;,., I 

1'.3494 we 11 ~ :'"!gto!l N. S .. ;emoleogue ' - - - - , '7 'j 
- , . '·53 1 ' • -- i 50 f..3C 

19~a7 Gae i 5;:0 -, 1 Malaga. Tsmp1809ue 20 - 1 - - - - - o. 
~, 

!';REf:!l)RE 
97:·0 St. Joseoi'Ls BGy~ -!O 3:j 39 ~=J T 'j 7 ::,' 75 ';'~ ,0 -

-~-

1 3e· -: 2 !'j';:::se:n:at iDi1 Con·· .. ·en: i 3,~ ~'::2 1.:14 1 , 2 ~ l.;! , .-, 
I I:: 1 1 "7 1 1 ::. 9-99 

~;)651 St. Clares, H~:',:1ds Cress 52 ·~o 3-l '" .) ":' "?t 23 21 :2 .:~ .u _v ., 
171 57 Ha(·) lds C iCS6 Beys 3 LO 16 '),-, 15 14 22 1 13~ 
17 1 58- Harolds Cross Girl s 5 8 , 10 -, 1 1 < .~ !: 

" "-
iJ.7::'7 Ra.thg5!- 8-oy S I Rat'-'9ar .:..VS. • r 16 21 16 -, -. 1 ;- <0 i ,.;., " ,_-

" --
1 e·~O.:1 ,'S1: . Pete :'5 Sc!-.c-o 1, Qn'e 1 ; Rd. 6:-:' 

- , 
' -

r Danot-as ::::06': 13; Scncol Tor ti3:10i:aa:Jed elil ~dn:!n 



COMMUNITY CARE AREA 4 

CLASS SIZE 1988 
CLINICI JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

CRUMLIN 
19889 Christian Brothers 67 63 57 .53 75 316 
16235 Crumlin Boys, St. Una's Rd. 20 18 17 21 25. '30 34 35 200 
16236 Cruml in Gi rls, St. Una's Rd. 9 12 12 13 14 7 7 1 1 85 
18386 An Mhaighdean Mui re, Convent Rd. 86 82 75 34 35 34 34 32 412 
17683 Muire Ogh, Loreto Convent 157 134 152 89 5~') 

~-
19664 St. Agnes' Girls N.S. II 121 106 1 14 341 

19778 St. Agnes' Girls N.S. I 42 57 86 ~3 33 2~-.0 

17503 C. B. S. , Aughavannagh Rd. 61 63 34 53 42 253 
15964 Muire Ogh I, Loreto Convent ·37 75 74 106 3""'" -~ 

17723 St. Marys 2 2 4 , 1 ·3 3 2 '0 ,u 

18788 -Our Lady's Hospital .:lr.:> u 

19382 'Seoi 1 Eoin, Aonagh Rd. 172 

DRIMNAGH 
17355 Muire na Dea-Chomhairle 56 34 52 46 34 2~~ --19669 Muire na Dea-Chomhairle Girls 33 38 44 30 36 lel 

17356 Mui re na Dea-Chomha i r i e Infants 79 64 83 226 
19837 C. 8. S. , Drimnagh Castle 144 115 141 169 i38 707 

LIMEKILN LANE 
18170 Muire na Freastogala Girls Snr. 37 102 79 i09 r-

- ! I 

1817 1 Mui re na Freastogala Infant Boys 99 77 i09 ~oc ...... ..,; 
18455 Mui re na F~eastogala Jnr. 79 77 74 72 30Z 
19159 St. Paul's Girls, Greenhi 1 is 108 108 11 1 1 .~ '"I -- .!6S 
19153 St. Peter's Boys" L7rnekiln Rd. 43 61 54 67 e. 1 74 85 92 r 'l "';' _ .... , 
19623 St. ?au 1 ' s Jr. N. S. , Greenhills 82 9 1 100 101 37~ 

TERENURE 
19177 St. Pius X Says, N.S., Co 11 ege Dr. 58 73 73 09 co 80 66 co 550 uu u~ 

19i7~, S;; . Pius X Girls N. S., Co 11 ege Dr. 4E 38 48 co _. 
3·3 63 43 39 - ::':75 

, 



AREA 4 (CONTO) 

CLASS SIZE 1988 .. 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL: 
ROLL NO. SCHOOL INFANTS 

,~ 

TALLAGHT 
18411 St- Mary's Boys 37 48 44 32 61 55 ~2 51 360 
19329 Muire Loreto Boys 31 35 39 58 40 .:36 49 45 333 
19330 Muire Loreto Girls 32 28 30 41 49 29 34 55 298 
19464 St. Colmeille's, Homelawns 21 16 12 11 25 1 1 14 19 129 
19617 St. Martin's N. S. , Aylesbury 92 1 19 107 102 73 74 40 39' 646 
19541 Ard Mhuire N.S. , Be 1 gard 70 79 .71 80 74 79 66 74 593 
19577 Seoi 1 rosa, Tymon Nth. 43 64 73 61 68 53 72 61 495 
19646 Seoi 1 Santain 57 66 66 62 59 47 50 28 435 
19556 Castleview N.S. 142 125 133 107 507 
19502 Seoi 1 Aenghusa Jr. , Balrothery 91 120 139 136 486 
19576 Seoi 1 Aenghusa Sr. , Balrothery 134 125 116 102 47.7 
19582 Seoi 1 Maolruan (3) , Jobstown 13 i 3 9 22 14 16 6 9 i02 
19765 St. Thomas Sr. , Jobstown 129 104 100 102 435 
19878 Ba 11 yeragh N.S. 53 44 37 29 23 21 15 22 249 
19872 Seoi 1 Lan Gaelaeh, Brookfield 39 31 28 93 
19834 St. Aidan's, Brookfield 91 71 46 67 275 
19893 St. Killian's, Castleview 75 71 38 48 232 
19782 Brookfield N.S. 127 113 123 109 472 
19622 St. Anne's Jr. , Fetterea i rn 113 106 126 116 461 

19712 St. Anne's Sr. , Fettereai rn i 3' 106 96 89 4")" 
-~ 

17899 Seoi 1 Carme 1 , Firhouse 145 139 J59 153 59E, 
19565 Seoi 1 TreasB, Firhouse lS.! 140 117 104 525 
19702 St. Thomas' Jr. N. S. , Firhouse 174 211 185 176 7016 
19465 St. Kevin's N. S. , Kilnamanagh 109 1 11 1.46 124 138 107 '04 .. 910 , , 
19465 Kilnamana<;h Girls 120 1 10 113 11 3 134 99 n 61 32:: 
19543 Sacred Heart Sr. Killinarden ~29 ~ '~I'"} 

r ....... 1 14 107 4':"-' 
..... '" 

19652 Sacr2d H2a,·t Jr. r~; 11 inarden 149 126 , 52 i 6 i 5S;~ 

i96i3 Seoi! Cnoc MtlU ira Sr. Killinarden 105 iO 76 .~ '7 33::, '~ , 

19775 Sec; ! Cnoe t,lhui re Jr. Ki11inarden llt 90 , -;, ,"I -, 12 , 472 
19t-52 tJaomh Maolruain J ,. Old 8awn 143- 121 ... "j-;) 

: ...J .... 142 :,~9 

19463 Naomh Mao 1 rua i n c:.--' . Old Bawn 1 ~ ':, v. 145 . '56 137 6['8 
19390 St. Mark's Sr. , Springfield 2" "1 ~ , 212 214 1 91 a6.1 

'9472 St. Mai'k I s I, ...... I 5Dringfield 212 2~" ~" 23J 252 921 
13i73 3:-ittes 10 • < 2D ' ' 

, 0 1~ 10 ,!". 1 1 0 I~ ,0 'v ,-
17996 Gieann na Smol 7 i .:! " 7 • < , :: i 1 S .,:) .: 

,~ ....... -
i9520 'St. Jc:sepl,· s Specia~ S..:hoc1 :20 :-

, Oenotes Special 5;::-100 i Tel- :-i.;ndieapped Chi ldre:' 



COMMUNITY CARE AREA 5 

': 

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

. .0:---

BALLYFERMOT 
18843 Queen of the Angels (2) 29 35 "? ~- 32 19. -34 22 12 215 
18585 Queen of the Angels (1) 31 33 25 19 39 27 43 28 245 
18341 St. Louis Girls N.S. , Dromfinn Rd. 76 81 63 65 285-
18342 St. Louis Infants, Dromf; nn Rd. 105 103 96 65 - 369 
19661 St. Gabriels N.S. 107 77 72 .32 43 37 25 25 418 
19662 St. Michaels N.S. 76 69 92 27 53 24 25 34 400 
19663 St. Raphael s· N.S. S9 9 1 91 45 23 29 23 45 436 
19756 Marys, Mount La Salle 57 58 62 60 63 300 
19767 Josephs, Mount La Sa 11 e 58 62 57 57 63 297 
10553 . Chape 1; zad Boys (2) 9 6 5 7 3 t. 6 2 45 
15622 Chapelizod Boys 39 36 39 34 31 33 31 36 279 
17971 .1:Hcly Angels, Gienmaroon, Chapelizod 228 

CLONDALKIN 
19799 Holy Cross 88 97 103 82 56 55 38 37 556 
19855 Gae i seoi 1 Chluain Doleain 54 31 35 24 144 
18602 Bride, Convent af 30 136 76 33 36 33 39 39 477 
13655 St. Josephs 95 1 10 106 77 98 48·6 

13642 St. Eoins, Tower Rd. 20 18 16 17 14 1 , 14 16 126 
19220 Seai 1 Ide, Girls 39 38 56 39 35 40 38 36 3'j~ 

-' 
19221 Sea; 1 Ide, Infan"!:s 36 38 66 33 33 36 35 " -, 31.1 

19509 Sea; 1 Nano Nagle, Bawnogue 1 ~ 1 171 141 199 6::'? 

19510 S.N. Talbot Sr. , Bawnogue 134 134 154 1 1 7 5 'HI 

19707 Deansrath N. S. , 8awnogue 145 1 , ~ 106 59 36 2~ 29 15 529 
19566 Our Lady Queen ~~ ApOstles N. S. 91 ~·3 70 7;', 108 76 77 €9 c: ::. ~ v' 'v .: V'~ ; 

'9559 St. Peter Apostle N. S.·, Neilstowil 96 co 102 1'4:') ,'c 
-~ -1.."; 

19642 St. Peter Apostle Jnr. , Nei lston'n 122 132 127 ,~o 510 ,.:.. .... 

19575 0+ Marys Jr. N. S. I Ro',llagh 124 145 97 i 17 "'~ .' -" . -v_ 
19865 Balgaddy N.S. 41 2e. ,', 21 23 20 17 1 ol 215 ~-

19647 St. Marys Sr. N.S. 13~ 140 1 ~ -j 11 9 !:n= 
,,'V~' 

19785 St. Sernadettes Sr. N.S. Ouarr'yva 1 a i4.3 j09 97 67 - 4 j t· 
19743 St. earnadetr.es Jr. ~r. S. Quar-rylJa1e 155 . " 1- , 1.52 161 :: i ,~. 

~9355 'Ballycwen Meadoo,;s. .:' -i 

19590 r.Scoil Moc~lna ~ Nangor Rd. c, 
' .. ~-

CORNMARKET 
17891 Sis'Cc;-s Of St. Jcse-.:'i~s of Cluny .<. :c.:. 35 " -, 3~ ~8 "j,'I 

~: .37 28'; 
19-500 ~Pnvenlx Pad: See·: i a i Schocl , ,::! 



AREA 5 (CONTD) 

-
CLASS SIZE 1988 

CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

INCHICORE 
7546 Convent of Mercy. Goldenbridge 87 67 59 40 38' '53 49 34 427 
6978 Inchicore Boys N.S. 17 20 13 17 11 8 11 15 112 
6979 Inchicore Girls N.S. 19 17 16 20 12 16 5 12, 117 

17083 Muire Gan Smal 60 31 28 35 37 35 31 34 291 
16799 St. Michaels N.S. ' 19 20 25 30 21 115 
16983 St. Kill i ans, Bluebell 4 6 4 4 0 3 d 31 
19764 Our Lady of the Wayside, Bluebell 12 14 13 14 14 13 15 23 1.18 
19151 >St. John of Gods, Islandbridge 102 
17 415 >St. Vincents 5 

LUCAN 
13447 Muire, Convent of 76 83 89 90 100 109 101 74 722-

714 Lucan Boys N. S. 51 75 76 7f:, 94 90 67 7 • 
' I 610 

12014 Lucan (2) N.S. 26 21 27 30 27 23 16 24 194 
19542 St. Thomas Jr. N. S. , Esker 109 146 95 136 486 
19676 St. Thomas Sr. N.S .• Esker "- 160 136 126 120 542 
19817 St. Marys N.S., Esker 41 61 39 41 29 21 232 

PALMERSTOWN 
18323 St. Lorcans 71 66 63 49 41 oll 60 35 ~26 

18324 St. Brigids 73 62 41 =~ 42 37 41 38 336 "~ 

19032 -Stewarts Hospital 39 
18890 .tSt. Lcmans Hospital ' . ,0 

[lATHCOOLE 
13217 p.atl1c:Jole 50 34' 58 00 75 73 e,g 37 5" -vv ,--
19503 St. Cronarls: Hi 11'1 i ew ',0 

-" 36 29 30 31 3S ,. 
_0 35 262 

16461 Ne'~cast ie, Gi r 1 s 49 45 31 ~Q ) < 57 00 
-~ 337 "~ "- _v 

17.055' S" 'Ma:'~'S : C",,"' ... '" ,.. .. 
..JC:I ':'"" •• '. ,9 17 20 ,2 17 23 1.3 22 , " 'J --

• Denotes Soeclal School for Handicapced Children 



COMMUNITY' CARE AREA 6 
-

CLASS SIZE 1988 
CLINIC/ JNR SNR 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

BLANCHARDSTOWN 
18046 Brigids Boys 37 39 40 39 42 39 32 34 302 
18047 Brigids Gi r 1 s 35 41 31 35 37 40 29 34 282 
19601 St. Philips Jr. N.S. 141 109 117 130 - 497 
19643 St. Philips Sr. N.S. '31 115 108 91 445 
18623 Castleknock N.S. 21 24 21 19 16 13 17 9 145 

697 St. Brigids N.S. , Castleknock 120 120 114 116 1'; 117 103 113 920 
19769 Laure 1 Lodge N.S., Castleknock 97 90 78 55 62 41 56 29 508 
19435 St. Franc i s X Jr. , Coolmine 134 154 157 150 595 
19470 St. Francis X Sr. , Coolmine 157 168 16G 173 658 
18778 S •. Mochtas, Clonsi lla 37 33 40 37 30 13 18 15 223 
19505 St. Olivers, Coolmine 61 -36 36 35 38 35 24 23 233 
19644 St. Ciarans N.S. , Hartstown 132 124 105 103 77 79 63 38 721 
19545 St. Patricks Jr. , Corduff 129 128 105 116 117 Q-

~,u 

19636 St. Patricks Sr. , Corduff 135 101 120 92 443 
16675 Mulhuddart 18 12 17 12 13 16 19 9 116 
19605 St. Marys Jr. , Blakestown 199 182 179 155 7' • ,~ 

19694 St. Marys Sr. , Blakestown 1.:.9 139 127 104 ~.~ 
- !:: 

19755 Holv Cross, Huntstown 111 97 74 '0 35 34 20 14 ':33 ~u 

19850 Ladyswell N.S. , Mulhuddart 86 54 66 51 41 33 29 22 3'J ., u~ 

17595 Ci 11 Coscail, The ward 6 10 " 8 0 8 9 '2 66 ~ ~ 

19630 :t:Warrenstown Hse, Corduff Rd. 12 

CABRA 
16983 Christ the King, Boys ?" 

-~ 2G 24 1~ 13 '0 ,- • ? ,- ; 9 14e. 
16989 Cr.ri st the King, Giris 29 3" " 20 15 29 1 .. ).:: 

~~ 

17459 Chr';st the King, Infam.s 27 ') -: . 24 . -0 
~, lu 

17464 St. Fincarrs, Boys 1 1 11 1 1 10 ~ : 18 1 ~ oW 
')0 ~ .. ..: -- , "-

17465 Catherines, Girls, Dominican Cony. 77 93 72 66 ~9 407 
17466 Catherines InranIS, Dominican Con" . 1 ~ 9 103 707 33a. 
17367 Scoi 1 t-1hu i-re! Navan Rd. 38 49 37 63 61 43 o~g 40. 170 
17912 Eoin Sos.:o! Boys, Navan Rd. 105 107 ill 98 iOJ 5 oj l: 

"-
13632 Eoin Bosco, infant Boys, Navan 0 .. 155 57 139 19 "j "u. 
1-7944 lOSt Marys, for Hearing Impaired ", = 

--19409 °.JCa~a Catherina, Dom~nican Convent - ]--;." 

19039 J"oSt. Vii1cents .... .:::: ,. , .... . ~ Navan Rd. 7 '0 

16864- <St. Josephs SCf10C i for Deaf Boys _~o oj 0'. 



AREA 6 (CONTo) 
,-

CLASS SIZE 1988 
CLINICI JNR SNR 1 2 3 4 5 6 TOTAL~ 

ROLL NO. SCHOOL INFANTS ',-

CORNHARKET • 14548 St. Gabriels Boys, Cowper St. 11 16 20 11 15 ' 17 17 17 124 
19681 St. Gabriels Snr. N.S. , Cowper St. 17 . 19 14 15 16 19 17 13 130 

5933 Pres. Convent, George's Hill 42 30 39 19 24 '17 20 24, 215 
16695 C. B.S. , Brunswick St. 60 53 69 54 61 307 

9932 St. Josephs, Stanhope St. 142 1 19 120 59 60 69 69 70 71e 

FINGLAS 
18155 St. Brigids J r, Holy Faith Convent 37 oo; .. 28 22 56 138 
18683 St. Canices N.S.Holy Faith Convent 1 10 ,~ 

.~ 71 61 70 61 59 36 507 
18156 St. Brigids Sr, Holy Faith Convent 73 qi 72 2" '-
'9015 St. Josephs Giris,Fing1as Nth West. 75 34 30 31 4(: 36 .:8 32 326 
18522 St. Brigids Infant Boys, Finglas 109 97 65 271 -
18521 St. Brigids Infants, H.F.C. 0-. , " -" 65 27 29 190 
18104 De La Sa 11 e Boys, Fingias East 47 44 69 60 61 281 
18137 St. Fergals Boys 40 33 39 50 30 197 
18545 Mui re na Gras, Girls 77 77 57 54 e6 321 
1854.6 Muire na Gras, Infants 113 107 82 302· 
18682 st. Canices Boys 1,10 71 71 56 39 74 37 3~ 504 
18205 Finglas Paroch i a 1 N.S. 13 14 " 14 3 1 , 7 9 0" ,~ ,~ c·v 

19197 St. Kevins Boys 40 39 37 37 ~7 3::! ~i 39 312 
19489 St. Finnins, Rivermount 32 o· .1 36 65 32 34 52 58 346 
19546 St. Oliver Plunketts N.S. 79 71 53 69 287 
19619 St. Malachys, Rjvermo~nt 72 95 ,30 ;..-; 330 ;,. • ...J 

18038 Tobar Mhaireida ~ 12 i3 10 1 3 13 14 ",:- 9B v 

i9693 Mary Queen of I Ie 1 and J TObcrburr i9 ~7 ., ,~, ',).J ')4 29 '-r':: 25 22CJ -' "':WI "" .v 

16624 -Cappagh Hosoital ::. 
1959~ %S!. Pauls Y.E.P. 21 

• 'c')o::: *St. Laurencas Soecial, ~ing1as West 50 .. -.JV..l 

PHIBSBORO 
13934 St. Dc"'~""c. Boys :~ I .: :~ ,7 =. ;: . -1".-' ... 
1393-: S~. Peters Inf~nts 39 ' , ., ,', 100 -" "-13935 St. Peters Girls . J j i -; . ,. ", . - ", 

'0 .;.::.. -1657i St. 8ri9id'=~ ~ciy F~ith: Giasnev;i"', .:.;: i :: 7~ 'G 7:~ 
~ ,-, 7? , , .:.o~ 

.~ '.J v. , , '.'v ... ' 

4992 Hely Cn)ss. 303 11 na 11 Rd. East . ".., = ... c;: 79 "j' ::: 
.. 7') ::: ~ '=' ", .: '.)'.1 ' - • .1""'" 

• Der,o:.es Special School fc·( Hdnd~c3pPed elli ldr=,-, 



COMMUNITY CARE AREA 7 ,-

CLASS SIZE 1988 
CLINICI JNR SNR 1 2 3 4 5 6 TOTAl. 
ROLL NO. SCHOOL INFANTS 

BALLYMUN 
18910 Bant i arna na mBuanna, Boys 41 59 40 58 51 249 
18911 Bantiarna na mBuanna, Girls 44 70 39 31 55, 239 
19242 Bant i arna na mBuanna, Infs. 1 1 1 84 94 289 
19430 An Seachtar Laoch 0. 31 34 . 3~ 00 24 23 16 215 ww .v 

19208 Holy Spirit Boys N.S. 60 44 68 43 57 48 52 53 425 
19209 Holy Spirit Girls N.S. 79 52, 51 46 42 51 68 35 425 
19303 Vi(gin Mary Girls N.S. 54' 70 42 55 47 56 39 40 403 
19302 Vi rg in Mary Boys N.S. 45 75 51 37 35 39 57 33 373 
19431 St. Josephs Jr. N. S. , Ba1curris 8] 91 80 87 345 
19583 St. Josephs Sr. N. S. , Ba1curris 75 83 71 78 312 
18763 "St. Michaels House N.S. 97 

CORNMARKET 
13776 St. Josephs Girls, We 11 i ngton St. 24 27 2:3 77 

MARINO 
-16759 C. B. S. , Griffith Ave. 1 12 122 '49 134 153 670 
16753 St. Vincents Convent, Girls 70 e9 79 96 71 335 
16754 St. Vincents Convent, Infants 10 A 

~~ 
1~O 
~u 139 401 

17860 Virgin Mary, Ba11ybough 67 60 53 180 
13726 Josephs C. B.S. 1 Sallybough 36 55 60 53 71 275 
i7859 Virgin M:.ry, Girls, 8a11ybough 20 17 7 i i 9 64 
17732 Ciarans C. B.S. , Oonnycarney 0. .v 48 A" ., 47 48 ') .. ..; 

'- I\", 

1758~ Our Lady of Con.Gir1s,Donnycarney -37 59 ,,' 55 47 2:?6 ." 
17685 Our Lady of Consolation, Inf3nts 101 7= 116 2'0'" , , 

• 
, 

MILLMOUNT AVE. 
16559 St. Columba:; N.S •• Ie"3 Rd. ' . 1e3 40 7: ;:. 59 ., .~ 7 • , .l c· " , I , I v' -
~.!geO Giasne\,Iin: Satan i·: Ave. 1:! 12 • 0 

,~ 5: " 1 ol , e -:--:' v. 

; e ~ 7" 7 Lindsey Rd. , Giasnelfln .~ " .: 12 J S ! 1 ~ :2 7 .; , " , " 
i6S€O C0rpus C~rr-ist~, Homs i=a rm Rd. :. .~ ~O 7;;, ';:,' " 38 60 36 4~~: '.' .~ .. 
1589:- Drumconcra rl. S .• C:hurch Ave. , c, ~ 

, 
-l ? 2 0 3 T: . 

'!1:'::. St. P3:rids I.' DnJm":'CJndra 43 .- ':;,0 7.3 :.: 57 ~,; 78 4": 'J _ .... 
: • ..,l ' .. ; .;,. 

~ 731 J Holy Fa i ~il CUnvenL.! G~rl~ :·7 .~.; 90 B ,:·t· 4CC , '-' 
1 7 3~;:1 Holy Faitri C,:;nve.r:t! !r,fants ~ ? 1 1.!9 .j .:. 40::; • .,1 •• ' 

17318 H01y Faith Con.v~n~ ~ Boys =c ,11 T ? ,'~ '3.:, ,~, / ~ : . 
,>- ,. ~.' 

i 98:::(, :t:C·U,3.11 t.t"'L I ~ .-Q .. " - .. - , Co1'~ ins ~'-/.t: ) wni :er.~; 1 0 

1:?.li7 ·-I=St. Jcsaph=. S,:hool ror B 1"1 nd 5cys .j.~ 



AREA 7 (CaNTO) .-

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL: 
ROLL NO. SCHOOL INFANTS 

NORTH STRAND • 
14463 st. Co1umbas N.S. 7 10 5 5 7 5 5 5 49 

7.52 Centra 1 Model Boys, Marl borough St. 25 24 23 21 22 I 15 
1795 Central Model Infants, 54 41 22 117 

19831 Seai 1 Langhae1aeh, Marl borough St. H 21 14 . I I 13 12 10 6 104 
17 I 10 St. L.O'Too1e C. B.S. , Sev i 11 e Plaee 10 23 20 22 17 92 
6468 St. L.O'Too1e Girls, 28 25 25 16 18 I 13 

• 6469 St. L.O'Too1e Infant Girls N.S.' 41 21 22 84 
11775 St. L.O'Too1e Jnr. Boys N.S. 50 28 30 108 
15999 Pro-Cathedral Boys N.S. 12 14 I I 10' 53 
16001 Pro-Cathedral Infant Boys 12 14 IS 12 53 
19774 St. Josephs, East Wall 56 24 23 24 31 22 25 ' . -, 226 
15056 St. Vineents Girl s, Nth. William St. 63 36 54 60 53 55 56 0' -, 40::: • 
15316 St. Vineents Jnr. , Nth. William St. 56 51 Co -- 159 
19361 ~Pre-Sehool Centre, L r . Rutland St. 7 
17890 *Temple St. Hospital 23 
1,9217 :t:St. Francis Clinic N.S. , Temple St. S 

PHIBSBORO 
172.14 St. Vincents, C.B.S. 60 I 10 10~ 76 108 10S 571 
16697 C. B. S. , Mary's Place, 0.7 25 22 30 25 28 130 
19895 Seoi 1 ~1hu ire Iosaf, Mary's Place 26 25 27 " -- 35 19 27 22 205 
,.') '" II C ! r i,sh Srs. of Charity, Gardiner St. 49 o· 40 14 18 2 I 17 29 249 ... --...., v, 
17381 O'Connells N. 5, , C.B.S. 58 59 50 81 104 362 
1939:· Sec i 1 Mci~hi, Glasnevin 36 37 33 35 32 30 33 ~o 

~- 269 
19325 :tSt. Ciarans Spec i a 1, St. Canices Rd. 19.a 
19281 .tt-1ater Misaricorciae Hasp . 1 1 

VERNON AVE. 
17935 Jolin the Baptist Boys, Seafield Rd. 132 iDS o· 10S .:l3C "~ 
17143 J~hn ti"ie Saptist Girls Sr. 106 75 ,)0 iOS 76 ," ~.::; -- -..... : 
1900~ John the 8ap~ist Boys Jr. 103 101 98 ~O7 ~o·; 

, ')[",'"11 JO!-In ;:he 3ap;:;st G,i!-ls ~ 80 ., ,~ 236 .... _t",;. ~, ,~ 

1 3:~; : Ho\,'th Rd, mixad ' ;. 17 18 13 1 :5 1 1 ' '; 1- :. t5 , , '. 
1 ~ 7~!":. ~~ 3 L3.na~ G1a.sa~ Saafie1d !.ve. = 0 5 6 ~ a. fj 

" '-' . 
~ ,~ -. 1 -:' I ',.; __ I , ~C.R,(;. i .!.~ 

s. Deno~=s SOC': 1 a; 3':i',G,J 1 f-Jr Hand 1 ':3Pped C:n~ ldrar1 



COMMUNITY CARE AREA 8 ,-

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 Tf"lTAL 
ROLL NO, SCHOOL INFANTS 

. -,---

BALBRIGGAN 
15315 St. Georges N.S, 6 6 < 6 5 6 4 ~ 41 • -16970 St. Peter and Pauls 55 66 66 63 59 309 
16972 St. Peter and Pauls 98 90 75 263 
19515 St. Teresas N.S. 79 96 76 ,77 71 77 77 76 629 
19625 Balbriggan N,S. 77 79 69 74 72 74 69 53 5f? 
17569 Blessed 01ivers, Ba 1 rothery 30 34 35 35 22 35 28 32 252 

1170 Nau1 12 12 18 9 12 12 13 12 100 
9492 Ba1scadden, Ring Commons 23 31 29 29 22 29 31 17 211 

19001 Ba11ybougha1 12 21 19 13 19 15 15 15 1 ?" ., 

BALOOYLE 
17284 Ba1doy1e Boys 48 50 71 59 69 63 63 72 505 
11883 Convent, Sisters of Charity 90 93 92 91 366 
19484 St. Brigids Jr. 68 56 76 93 293 
18210 <Orthopaedic Hospital 55 

DARNDALE 
19454 Our Lady Immaculate Jr. Ma1ahide 126 158 139 147 570 
19524 Our Lady Immaculate Sr. Ma1ahide 137 127 1 11 118 493 

,-

CooLOCK 
18360 Brendans ,-

.0 29 ., ::,-
..,;-.." ::9 21 : 5.7 

18361 Catherines Gil-1s, Mercy Convent '~2 F .' 87 >06 97 457 
18362 Cather; nes Infants. Mercy Convent 133 17:· 1 <', 

''':- 520 
1'3268 St. Davids N. S. f Artane 107 90 97 92 1<14 530 
19271 St. John of Gods, Ar::ane 54 .:lB 54 62 53 271 
19233 St. Endas N.S. ! P-.rtane 94 i 1 1 i13 ... ~ .... ..) I.' 
19297 Seo i 1 Fursa, Cromcast]e Green 35 0< 27 48 29 -32 4;) 46 - ~93 "" 10 ')c'') Seo i 1 Ide. Girls,Cromeast1e Green 30 48 27 ,.,.:: '3 1 :37 "0 30 257 __ ~V 

.~ .u 

17104 St. Francis Jr. , C10nshaugh 143 131 ~ 8 ~ ~ 91 69~ 

~9663 S::. Francis Sr. I C1oJn;;haugh ~ ..... , .:: c. , ~.") ;71 67"; • ..:. I ,u, u. 

19198 St. John 'Ii anney BO:/.S, Bcnnybrook 0 '" .15 "' ~:2 27 27 31 22:- -_. •• 
~9913 St. Jc·sephs :-~. S. ! Macl-oom Rd. 0 32 "' -' 

-;,'-;, 
~'J 27 ."l.1 35 34 ., .::. .... 

1'3.:71 St. Pauls " N. S. ! Ayrfield 1 4 , _c~ 1 '"l.~ ~T:: 60~ J •• -. .-
196i8. St. P~"ls Sr. N. S. ! AYi-field , .::. " ' 0 • 118 1 'j ~ .5 5 ;: .- I J ! • I 

19793 ..tSt. ThomaS Specia11 C lGnshaugh ,-,.~ .'. 



AREA 8 (CONTO) -

CLASS SIZE 1988 
CLINIC/ JNR SNR 2 3 4 5 6 TOTAh 
ROLL NO. SCHOOL INFANTS 

HOWTH 
18080 Marys 61 32 49 38 53 37 45 41 361 

KILBARRACK 
19301 Seoi 1 Iosagain, Howth Rd. 36 52 47 34 56 25 54 53 357 
19341 Scoi 1 Lorean, Howth Rd. 26 30 33 53 51 48 50 60 351 
19406 Holy Trinity 'S' Sr. Donaghmede 150 137 100 124 5' • , , 
19473 Brigids Jr. Donaghmede 115 129 115 130 490 
19538 St. Kevins Jr. Donaghmede 58 107 92 124 "Q~ 

~- , 

19611 St. Colmeilles, Oonaghmede 90 115 103 97 ':05 
19777 Gael seoil Mide, Baldoyle 26 31 31 28 20 13 e 12 1" / , 

9642 Burrow N.S. , Sutton 18 28 37 35 27 ~ . -' 33 36 245 .. 
19393 Bayside, Sutton 124 138 139 1<0 

~~ 553 
19533 St. Mary and Joseph, Sutton 151 1" ~, 113 123 534 
19549 St. Fintans N.S. , Sutton 62 40 60 77 40 71 73 73 49,,: 

19262 St. Benediets, Raheny 79 91 105 116 391 
18968 St. Ma 1 aehys Boys, Edenmore 32 32 44 34 ,~ ~, 35 53 ,,? 

~u -~ ~'-

18969 St. Eithnes Girls, Edenmore 47 35 36 31 56 i05 
19037 St. Monieas Infants, Edenmore 29 43 ' 29 ,0' 
~8646 Edenmcre N.S. 28 33 22 14 26 29 18 25 i95 
18210 *St. Marys Hospital Schoo 1, Saldoyle 55 

MALAHIDE 
11583 St. Andrews N.'S. 1'3 16 20 1 ? ">~ 23 13 

., ., "" .,:. ! , '-'-, 

17914 St. Q 1 iver Plunkett N.S. 90 100 99 ., 1 .) , ,- 11 5 113 105 100 33':: 
17928 Si lvester Infants 103 00 87 :73 'N 

• 19627 St. John Paul TT N.S. 0' 100 103 107 91 483 . .. ~~ 

10296 Naomh Mearnog, Portmar~ock 77 10:::-122 128 123 i'! ~. ~ 1 i 39 ,:,-.;.0:.' , ' ' "-' '.' 
19578 St. Helens Jr. N. S. Portmarnock 139 • 00 1';") 1.15 ,- 0'" 

I-v . ~..; .'J ,_,::, . 

19762 ' St. Helens Sr. N.S. p'ortmarnoek iTS 1-!': . .",:. 
,~ -- 1 ~,,:, - :.g:-~ 

19age Scoi1 an Dui:lnigh, Por~mearnog 16 i 2 2 3[-

177;35 Nioc1as fo':yra, K~nsea1y 55 ?·3 ~o ':' 7 5;:;: :..:.. 
., - 277 ..... j -. 

15267 Pc:"'trane 30Ys .... ~ :20 .-. ,",\ "0 .:. ,": ~: = C) '".' ~ .,: : S:~ . - .:.. ... .. J •• , ",' 
18412 St. Patricks Gir1s~ Donsb3ta 2: ~. ,-. "H"I .,.', '-'. ~ .', : ::; "',' 'j ::; '~~', ....,; ... -- - - -' . 

MILLMOUNT AVE. 
19496 St. F~achras jr. ~a2li:nQn~ 1":': if.·5 -':' 1 .", :.:: i:3 ! t, I '~- '.' -'';'' 

1~62B S:. F i a·:t"lf.35 Sr. 3f:.:1umon: .',.,,\ , 
:::C·~ '::01 ::.: ~: ,. , . -'."" '-" ~ 

133!:) t;, ..... " .. D3Uis Spe':l~l 5'::-;0·::: 1. B~,3!Jmon ~. "' .' 



AREA 0 (CONTOl u 

CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

SKERRIES 
19624 Kenure N.S. 36 33 38 30 29 32 14 21 233 
19660 Rush N.S. 65 ,9 98 64 73 74 71 80 605 
14180. Holmpatrick 4 5 < 3 6 3 2 3 31 " 16332 St. Patricks .Boys 94 75 1 13 81 363 
16333 St. Patricks Girls 90 103 109 1 1 1 4,13 
17961 Lusk 64 29 53 44 40 42 40 57 359 
15569 Moibhi, Milberton 0 13 14 6 10 0 5 0 6; - " u 

16844 Lou9hshinny 17 15 15 25 18 :!4 29 20 165 
15650 Corduff N. S. , Lusk 10 4 '3 15 9 14 9 5 75 
17263 Oldtown 13 ;0 0 8 7 10 9 7 72 '. 
19859 *Trinity House, Lusk 30 _ 
19757 >:St. Michaels House 30 

SWORDS 
12358 Swords Borough N.S. 12 13 9 14 4 6 7 5 71 
18977 Colmcille Girls 69 74 71 77 67 71 67 72 568 
18976 Colmci lle Boys 71 62 . 64 75 61 65 42 53 499 
19456 St. Cronans Jr. Brackenstown '41 155 167 176 639 
19535 St. Cronans Sr. Brackenstown 139 139 135 1.13 557 
19721 Forest Fields N.S. 138 146 11 C 145 540 
19877 Holy Fami iy N. S. , Forest Fields 120 117 75 37 350 
17472 Hedgesto'~n , L~sk 8 9 10 12 6 4 4 9 

" 61 
17559 Marys, Garristown ,'J;:' 24 18 21 1'2 27 22 2 i • 7 • .' " , 
17820 St. Brigids, Kilsallaghan 

,. 
VERNON AVENUE 

16792 St. Brigids Girls, Killestsr 55 74 71 61 7? 74 77 75 566 

19303 St. Brigids Soys, Killes;:er 4": -. 47 -u 63 62 44- 61 4.'1-' 0' 
f _ 

19440 c. Marys, Raheny 73 94 95 ~= 347 "c . '..1''; 

17'377 Aines Girls~ Raneny ':ill ';OJ" 35 ""''j 00 4'-:' -- '-' ..... , .. -' ; 

17-976 Assams gays, R3ner,y -0 .. , < • 0< 55 ........ 
~- '. ," 'J'_' -" 

-;7978 SeQ ~ i Id.::: Rahsny i07 i '3 1 ' '}.) 
~.J ... 370 '. 

1930~ SeQ i 1 ~Je.:s.ain~ Raheny 1,'~ 3:. ." 34 .'3.'3 '} .-:- 32 32 26:: :~ .~ .:... 

19373 :.I:St. MichaEis House, Rahany 3::: 

• Denotes Specl.:.l School for Handi:apped. Cniidren 



• 

COMMUNITY CARE AREA 9 (KILDARE) 

CLINIC/ 
ROll NO. SCHOOL 

ATHY 
16705 
6209 

18288 
14643 
19425 
19786 

7790 
9414 

13165 
17714 
17650 
18063 
17787 
16535 

CAR BURY 
17931 
18445 
18287 
18093 
18449 
18130 
17995 
13092 

Christian Brothers 
Model School 
St. Michaels 
An Chloch Mhqr, Rathvilly 
Ba 11 yroe 
Castledermot Mixed 
Churchtown 
Crookstown, Bally tore 
Kilberry 
Kilkea 
Ide, Kilmead 
St. lorcans, levitstown 
St. Colmcilles, Moone 
Timolin, Moone 

Brigids, Ticknevin 
Kilshanroe 
Broadford, Moyvalley 
Clogherrincoe, Moyvalley 
St. Conleths, Derrir.turn 
Patricks, Johnstown Bridge 
Oliver Plunketts, Kii1ina 
Cacamsto'hrl 

COIll DUBH 
17567 Allen 
'!)8~3 

1:3096 
1 ;3.:!30 
12998 

KIlCOCK 
j i 976 
1'3897 
11;706 
1767.= 
18650 
16845 
18666 

Allen.ood 80ys N.S .. ~oberts;;own 
Coill Ouch, Robertstown 
RobEr::;towiI 
Timaho2 
Muir6 1 A116nw00d: RG~erts~own 

C'c·:ha ~Ja;Jfa 

G,~6 ; ;~-:: i 1 C ~ 11 Chace:. 
C~ris:ial' 8ro:hers 
S:. ~i~as. ~~d~10u~l' 
Ne'Wtc' .. U1 

Rathccffey, DOlladea. Naas 
Tiermohar. 

JNR SNR 
INFANTS 

2 
123 

5 
13 
31 
11 
33 
17 
2 

31 
12 
16 
3 

9 
5 

14 
11 
29 
20 
11 
'2 

40 
14 

-' 

30 
3 

'i •. ', _ ... ..:. 

1 4 
o 
~ 

3 
7 

8 
112 

4 
16 
34 
15 
30 
25 

1 
16 

7 
12 

4 

10 . 
5 

10 
9 

38 
11 
10 
1 1 

38 
1':' 
18 

1 " 
i '5 
10 

29 

"J .) 

7 

1 1 
138 

9 
16 
37 
14 
33 
19 
8 

20 
9 

12 
2 

5 
7 

18 
14 
07 " , 
13 

9 
6 

10 
15 

35 
.-, 

20 
• 0 
'J 

CLASS SIZE 1988 
2 3 4 5 

82 
7 

.59 
10 
19 
35 
21 
28 
19 

3 
11 
13 
12 

7 
3 
9 

14 

16 
9 

12 

29 
11 
14 
13 

:3 
~ , 

.', 

• -" 
13 

67 
13 
66 

2 
16 
34 

S 

7 
24 
13 

9 
2 

5 
6 

12 
15 
2E-
20 

6 
9 

15 
i 9 
20 
i4 

'~I 

9 

07 
"' 

~ ... 
.... , 

64 
9 

67 
5 

15 
34 

6 
36 
19 

7 
36 

8 
16 
2 

7 

16 
7 

32 
16 
12 
p 

2 i 
1 ~ 
17 

.. , , 

30 

37 
10 

10 
14 

69 
10 
55 

5 
12 
35 

7 
38 
23 

4 
15 

7 
12 

2 
15 
10 
37 
16 
10 
6. 

7 
17 
17 
13 

'3 

31 
10 

18 
10 

6 

61 
t 

70 
7 

10 
36 

8 
36 
22 
15 
13 

7 
13 

14 
7 

17 
18 
35 
16 

6 
12 

21 
3 -

17 

, :3 

.) ;:: 
~-

1~ 

1C 

10 

TOY,\[ 

3~3 

67 
690 
~7 

1 i 7 
276 

90 
274 
166 
47 

171 
76 

102 
15 

62 
41 

1 j i 

9f 
0<" ....... ...J 

1",)0 
"-"-' 

73 
80 

20":-
9: 

1 ': ~ 

- .7 ~' 

.'J' 

"' 

97 
.::. ~. ,.-

13::: 
T ,;-



AREA 9 (CONTO) 

CLASS SIZE 1988 
CLINICI JNR SNR 1 2 3 4 5 6 TOnn: 
ROLL NO. SCHOOL INFANTS 

KILDARE 
16302 St. Brigids Brownstown, Curragh Camp 21 16 23 23 14 19 14 15 145 
16635 Curragh Camp Boys 28 32 25 20 28 26 30 n 212 
16636 Curragh Camp Girls 28 18 22 26 23 26 9 24 17-5 
18675 Kildangan 17 20 10 13 12 18 1 1 19 120 
15599 St. Brigids Convent 167 91 75 62 67 71 59 <0 654 .," 

.' 12747 De La Salle Monastery 62 77 71 71 67 70 4·18 
18179 Brid, Monasterevan 10 10 10 14 10 9 0 1 1 0-' v uL 

'16707 Christian Brothe·rs. Monasterevan 22 38 40 29 47 176 
15769 Convent of Mercy, Monasterevan 55 70 66 42 30 26 27 34 350' 
12182 Monasterevan No. 2 1 . 3 5 0 ., • A - <. ,~ 

16345 St. Brigids, Nurney 18 22 20 13 18 12 19 13 135 
18031 Brigids, Suncroft 23 17 16 12 17 22 17 21 145" 

KILCULLEN 
15456 Ballyshannon, Curragh Camp 4 4 < 7 5 < 5 6 41 - " 16817 Brannockstown 5 9 5 8 -5 < c . 48 - -' 
19675 Ki lcullen Central N.S. 33 52. 54 36 59 56 58 81 444 

LEIXLIP 
19407 Leixlip Boys N. S" 53 94 104 69 co 34 37 35 501 • ........ i 

19459 Leixlip Girls N.S. 56 93 54 69 69 36 37 56 500 
19653 Cunfey N.S. 156 190 138 132 52~ 

19630 S.N. Lan Ghaelach 39 77 3~ 36 "0 :3 , 3~ .).~. 302 ... v 

19684 Co-Educational N.S. e. 37' 69 '" 
70 
'" i04 i ~ 0 85 co· 

""" 
• 19875 San Ca,'lo N.S. Sr. , Con fey 109 'O~ 31 :i6 360 

13819 C .. lbridge ..... , 
.:.~ 9 • 0 

'v 1 7 ? 7 1 1 14 10.0 
19794 Aghards N. S. , Celbridge , 13 109 €8 290 
16566 St. Brigids Holy Faith, Celbridge 59 67 0') a< 100 77 7' 83 541 v. -" . , 
18551 Patri.:ks, Celbridse - 49 50 73 i 1 t· 102 72 79 ' ., 

~-
sa,· 

18988 xSt. Raohaels, Celbridge 7~ 

MAYNooTH 
1734.1 Maynootn 80ys 60 19 ~9 61 t·O 5·j ;: ,~ 60 .:.37 ...I',) 

779 Prasentation Convent .::,; .- 50 :'7 55 58 t33 49 co .. ... .:.1 



AREA 9 (CONTD) . -

CLASS SIZE 1988 ,-
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTAL 
ROLL NO. SCHOOL INFANTS 

NAAS 
18644 Bride, Straffan Station 12 25 23 19 18 20 15 25 157 
16777 Naomh Mhuire, Staplestown 4 9 2 13 7 7 7 6 55 
8099 Sall ins 28 36 40 -36 37 3F. 36 ,~ 

"-J ':'~.: 
..... <..J ..... 

1821 Rathmore 13 15 25 20 21 15 19 16 14":' 

18515 Prosperous 34 ,~ 
~~ 54 28 46 47 4.3 37 3?:'· 

18055 Ballymore Eustace 30 29 29 34 33 33 34 27 i4S 
'. 18654 Caragh 34 28 31 25 29 30 32 30 23£ 

18378 St. Josephs, Kilcullen 7 3 8 6 6 7 4 3 4~ 

19796 St. Patricks Boys N. S. , Clane 35 57 38 37 34 43 37 . -, 
~-

., .... -' _ ........ 
19797 St. Brigids N. S. , Clane 36 41 45 ?~ 

~" 39 41 36 41 30; 
17968 St. Ursulas, Two Mi 1 e House 18 18 18 13 13 19 23 1e. 138 
17662 Brigids, Kill 68 4~ 57 56 52 31 61 40 a.1i 

17254 Christian Brothers, Corban 53 40 114 105 i 13 134 ::::() 
v'oJ ~ 

15040 Convent of Mercy 73 101 45 50 115 115 96 101 69c. 
11893 Naas No. ~ 3 0 8 6 9 6 2 42 

" u 

13902 Hewetstown, Clane 11 10 12 8 9 10 1 1 0 79 u 

19597 Infant Jesus, Ballycane 144 124 146 113 507 

NEWBRIDGE 
. 16654 Brigids, Mi 11 town 24 18 23 24 ~6 24 29 19 • c- ~ 

''-' ; 

13350 Athgarvan, Curragh Camp 32 35 37 30 36 .-~ .;, 29 -) .- 'j - • "" .. : -~ _::1 
17872 St. Conleths Girls 63 78 80 ", .~ . ..; 7 • . , 3::'(; 
17873 St. Conleths Infants 125 i3? 145 olD: 
15870 St. Conleths Boys 90 r ., 

"'" F " ·59 7f:: 357 
19452 St. Marys, Bal1ymany 1~9 . ',..;. 

'~u i 1 1 1 .. , 
~" 5 i ~ 

• 19.550 Ba 11 ymany Jnr. N.S. 156 137 147 1'-, ? '-- ~f. 2 
13328 Newbr i dge Ne. 2 12 10. ,~ 12 0 12 1.3 13 ~~S ~ 

19277 'Newbridge Temp. - 7'~ 

19455 -·St. M3rks, Pieroetown 1 '") ~ 
c 

RATHANGAN 
15957 Rat/";angar. Beys 27 .~ :- -;S ,.,."\ .... ) . ,"._", 

L= 

130·13 Brie I Mercy Con\len~ 73 dO .. 29 :- -j 1 0 ., .-, -:,.',.: 
~ , .. -

L Danotes SP5Cl~1 S.:nccl for H3nd 1 .:.=ppec 
,.... ••• ...1 
".-ni !ut"en 





AREA 10 (CONTO) 

• 
CLASS SIZE 1988 

CLINIC/ JNR SNR 1 2 3 4 5 6 TOT& 
ROLL NO. SCHOOL INFANTS 

CARNEW 
917 Ba 11 yconne 11 , Tul10w 4? 22 21 18 15 16 17 154 

18242 Carnew 67 31 25, 28 31 37 37 256 
14972 Main Street 4 4 6 5 5 6 1 31 
18118 Cool fancy 21 8 ,11 10 7 13 9 79 
17907 Crossbr1dge 11 8 5 6 7 5 8 50 
18033 Ki 1 common 17 9 6 4 7 4 5 52 
18383 Ki lquiggan 10 6 3 9 4 3 4 39 
12688 Ki1tegan 16 5 7 4 4 3 4 43 ", 
18434 Rathcoy1e, Rathdangan 20 16 9 17 6 13 10 91 
18470 St. Brigids, Rathmeigue 18 9 7 10 7 14 12 78 
15359 Shillelagh N.S. 6' 5 1 5 3 9 2 31 
19748 Mhuire na nAird, Shillelagh 36 14 16 14 16 15 17 123 
18489 T1nahe1y 46 22 Z3 20 16 19 1'1 157 

OUNLAVIN 
12413 Oonaghmore 18 2 3 6 6 , 8 50 , 
17920 Oonard 43 19 19 24 25 1 9 19 168 
14269 Ounlavin No, 2 12 3 4 2 6 5 3 36 
17810 Dun1avin 82 38 34 33 35 33 41 296 

• 18054 Hollywood, Naas 49 20 24 14 16 21 15 Fa 0, 

GREYSTONES 
13679 Delgany 30 22 15 23 20 18 14 142 
17720 St, Kavins, Christian Brothers 20 84 78 0< v. 66 333 
16573 ,St. Brigids Holy Faith Convent 72 38 26 84 92 74 76 462 
18452 Kilcoole 78 36 31 27 31 26 21 250 
16590 St. Brigids H. F.C. , Kilcoole 72 35 .37 0' 35 ~6 27 263 -' 19573 Greystones Jnr. , K1ndlestown 275 144 1 31 -' 550 
12554 Greystones No. 2 , 53 26 23 31 15 21 . " 19:;; ., 

NEWTOWNMOUNTKENNEDY 
19734 St. Francis N.S., Newcastle; 21 13 13 13 6 0: 0 "39, , .' -' 
18732 Newtownmountkennedy Boys 65 35 35 32 30 1 .: 12 223 
16591 St. Brigids Holy Faith Convent 51 " c 22 34' 29 ' . .0 21': "v .- '-19522 *St. Catherines, Ne;wcastle 4-) 

.' 



AREA 10 (CONTD) . 
• 

• CLASS SIZE 1988 
CLINIC/ JNR SNR 1 2 3 4 5 6 TOTJ!:t 
ROLL NO. SCHOOL INFANTS 

RATHDRUM 
16924 St. Kevins, Glendalough 11 6 5 7 9 1 6 45 
13246 Moneystown, Roundwood 15 11 13 9 9 7 13- 77 
18198 St. Patricks, Newbridge 79 33 38 35 26 28 32 271 
1.7228 Muire, Rathdrum 39 18 28 15 25 36 28 18S 
17265 Rathdrum Boys 34 24 22 18 18 14 19 149 
12529 Rathdrum No. 2 17 11 7 12 9 7 10 73 

• 16634 St. Laurences, Roundwood 60 37 28 28 36 32 26 247 
l 17429 *St. Ciarans Conv.of Mercy 26 

WICKLOW 
17826 Ashford 80 41 35 22 28 34 29 26S' 
11372 Brittas Bay 20 7 12 8 12 10 6 75 

984 Glenealy No. 1 21 12 16 14 14 11 21 104 
11649 Nuns Cross, Ashford 13 8 5 5 4 2 5 42 
18962 Rathnew Boys 36 13 24 12 19 10 14 1'0 4V 

16874 St. Josephs Gi.rls, Rathnew 29 13 21 12 20 13 12 120 
14829 Redcross No. 1 10 8 7 8 12 11 9 6·5 
17576 St. Dominics Convent 182 69 71 72 65 49 62 570 
14398 Wicklow (2) 25 11 15 11 17 12 7 ;9 

~ 

15676 St. Patricks Monastery (B) 72 83 62 60 56 53 61 447 

'" Denotes Special Schoel for Handicapped Children 

• 
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