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The ICSTD is a standing committee of the Faculty of Dentistry but witha
wide membership across the dental spectrum that includes the three
recognised training bodies in the State (the two dental schools in Dublin and
Cork and the RCSI), the Irish Dental Association, representatives of the
relevant specialist and consultant groups in both Oral Surgery and
Orthodontics, the Chief Dental Officer and the Chairman of the JCSTD.
Each of the membership categories is required to decide upon its awn
numiuee{s} It is important to note that within the specialist and

groups inati provision has been made to cover em:l:
nf the relevant caieganm—:.e one academic c I one reg
© 1 and one regi d specialist and these are elected from

within their own subgroups.

Within the ICSTD, two new Advisory Committees have been established to
provide a similar role to that of the SACs of the Joint Committee. From now
on, any training facilities which are to be established in Ireland in either Oral
Surgery or Orthodontics, must be mspected by these Advisory Committees
and obtain approval through the ICSTD. Postgraduate programmes which
do not have the approval of the [CSTD will not be recognised and the
dentists who participate in such programmes will not gain entitlement to
have their names entered in Register of Dental Specialists.

The provision of recognised training will ensure not only that our graduates
will be trained to the highest level but it will also allow our patients to
receive the highest standards of care. This is, after all, what everyone would
wish to achieve,

Orthodontics:

It is a requirement under the European Union Dental Directives that our
specialists in Orthodontics are trained to at least the agreed mimimum
Ewropean standard. The European Umion Advisory Committes on the
traming of Dental Practitioners has issued guidelines on specialist training
and the Directive requires specialist traming to be of a mimimum of 3 years
duration. The Dental Council has adopted the European model for specialist
maining in Ireland. Therefore, the curmiculum for training and the regulations
for examinations as laid down by the Council follow this format in this
IIL'IIJIHT'\«'



Training:

| The entry point into specialist training which has been agreed by the three
training bodies is:

2 vears general professional training post-qualification and pessession of the
Membership of the Faculty of Dentistry, RCSI diploma (MFDRCSI} or
equivalent

2. The course content broadly corresponds to the * guidelines for the UK
training programmes in Orthodontics for specialist registrars and other
trainees’ (April 1999) and fulfils the requirements of the relevant EU
Directive

3. The course location has also been agreed in that more than 60% of the
training time must be spent in a Dental school under the direct supervision
of the Consultant trainer.

4. The traiming time will be 3 years after which an exit qualification will be
taken at specialist level

3. If tramees wish to continue to Consultant level, a further 2 years training
is required following which the Intercollegiate Specialist Fellowship will be
necessary. The requirements for consultant appointments have already been
drawn up and agreed between the CDO at the Department of Health and
Children and the Faculty

The tramning described above mirrors the situation as it stands at present in
the UK. The Faculty considers these standards to be essential for the trainee
who will be recognised as an equal among his'her European colleagues, for
the patient who will receive the best treatment and for the profession which
reflects the standard of healtheare in this country.



Mr. Chairman, | would conclude this short presentation by saying that the
Faculty of Dentistry would see itself as having no direct role in issues
relating to manpower in this country but rather as a postgraduate body
invalved in the maintenance of the highest standards in postgraduate training
in Dentistry m Ireland along with the Dental Council and the Universities.

Dr. Peter Cowan
Dean, Faculty of Dentistry, RCSI
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Dublin Dental School & Hospital submission to the
Joint Committee on Health & Children of the Oireachtas
in relation to Orthodontics

Mission

The provieion of an environment where quality education, research and service
[ are integ! in a bal, d way, appropriate to the resources available
and the needs of the Community.

Goals

Educate and frain students to become highly competent, critically thinking, life long
learning, ethical and socially responsible members of the dental team comprising
dentists. dental hygienists, dental nurses and dental technicians.

=
Educate and train dentists in specialist and consultant postgraduate programmes o
meel the needs of tha community.

Provide continuing education opportunitias for all members of the dental team.

Conduct research in education, basic and clinical sciences which builds on our
strengths and individual talents at national and international level.

Provide clinical services at reasonable fees appropriste to the needs of the
community in ways which ensure that the requirements of high quality teaching and
research are met.

Provide a referral and consultation resource to healthcare providers and also provide
appropriale clinical services at secondary care level focusing on multidisciplinary
care and the development of centres of excellence.

Provide an environment that aids the retention and development of high quality staff.

The School and Hospital's mission and activities must operate in with the:

Hospital's Establishment Order (S.1. 129 of 1963), be subject to the regulations of the

Dental Council and intemational accreditation bodies and be camied out in
with the Uni ity of Dubiin, Trinity College.

The School and Hospital currently has 205 full ime and 73 part time staff.

To achieve these objeclives the School and Hospital carries out the following
activities:

Teaching
Undergraduate Teaching

The undergraduate dental programme Is a five year course leading to the award of a
Bachelor in Dental Science (B.Dent.Sc.) degree of the University of Dublin. The

teaching methodology is siwdent self-directed learning (problem-based leaming).
Forty students are admitted to the course each yeer, of whom 8 are from outside the



European Union. The award of the degree permits, following registration, the
carrying out of indep P oy

Postgraduate Teaching
The Hospital provides a range of graduate programmes and courses:

Higher/Consuitant
The Hospital is the only training centre in the country capable of providing
programmes across the full range of specialities at consultant lavel.

Specialist

The Hospital provides three-year full-time fraining in a range of specialties. All
graduates of these programmes are eligible for a certificate of specialist training for
use in member states of the EU and satisfy the criteria set out on behalf of the Dental
Council by the Irish Committee for Specialist Training in Dentistry of the Royal
College of Surgeons. -

Pre-Fellowship and Pre- barshi

Those who require to underiake specialist and higher training are required to have
work experience in 2 dental hospital for at least one year or to have undertaken a
course in vocational training. The School and Hospital provides courses for staff

preparing for these programmes.

Higher Universily Degrees

The School and Hospital provid: the to accc g
undertaking scientific Masters and Doctoral programmes

Continuing Education for Dental Practitioners

The School and Hospital provides formal programmes to practitioners in the form of
both lecture based and clinical practice programmes. In addition, staff provide
lactures to regional centres where sclentific meetings are held. Also, staff members
present lectures throughout the country on a regular basis.

Lecture Programme:- A monthly evening continuing education leciure programme s
organised for dentists from around the country.

Clinical Practice Programme:- A weekly continuing education clinical practice course
Is organised. Dentists undartake to complete 6 practice modules over a 3 year
period.

Dental Auxiliaries

The School and Hospital provides formal training programmes in dental hygiens,
dental nursing and dental technology.

Dental Hygiens:- A full time two year programme provides training for an intake of 8
students each year. The course meels the requirements of the Dental Council and
includes training in infiltration local anaesthesia and dental radiography.

Dental Technology:- A full ime three year programme provides training for an intake
of up to 6 students each year.



Dental Nursing:- A full time two year programme provides training for an intake of 20
each year. The course became a full time two year programme in 1998 in order to
address perceived deficiencies in the clinical experience of those qualifying. The
course is aimed at schood leavers.

A parl time (evening) two year progremme is provided for those working in dental
surgeries who have no formal qualifications. In cooperation with the Dental Council,
the Hospital is anxious to expand the numbers in dental nurse franing at a regional
level in grder to address a shortage of trained personnel.

Staff Development

The School and Hospital i to train and develop all staff both clinical and non-
clinical through & comprehensive training and development programme.

The School and Hospital provides suppart and encouragement for staff through the
payment of fees and release for siudy leave to underfake courses leading fo the
award of Certificates, Dip . Degrees, and D in a variety of
disciplines.

The School and Hospital also provides support to staff through access (o training in

areas such as computer skills, manual handling, clinical skill development and
management skills, etc.

External Academic Activity

As an scademic unit within the Univarsity of Dublin and in the European and
international context of dentistry the Hospital provides significant input including
leadership roles in the ing activities which are ial for & dental teaching
schoal and hospital:

University membership of Academic Council, College Officers and the Faculty of
Heaith Sciences, Trinity Collage
Ruyll Colleges of Surg in Dublin, E gh, Glasgow and London
Srial A iation for Dental R h
Irigh Dental Association
Dental Council
EU Advisory Committes on the Training of Denial Practitioners
International Federation of Dental Education Associations
Fns!graduale Medical and Dental Board
ion for Denlal |n Eurcpe
18 itematicoal PRSI
Eurocpean a\ssadannn of Dental Public Health
US National Institute for Dentaf and Cranio-Facial Research
Healih Research Board

In addition, as an academic clinical unit the School and Hospital provides an
independent and hopefully informed opinion in all matters of oral health, disease and
their treatment in this society.
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Research

High quality research has been identified as @ major priority for the School of Dental
Science and the Dublin Dental Hospital. There has been a very significant increase in
the quality and quantity of research papers published I:ry the School's staff in
interational peer-reviewed journals of good standing over the last decade. The
development of the new Dental Hospital & School complex on the Trinity Collage
campus has provided a fresh impetus for clinical and basic research and the majority
of stafi are committed to developing and enhancing the School's research output
over the nexi five yaar period.

There are currently several main areas of research undartaken or under development
within the Schoaol and Hospital.

Current research areas within the Dublin Dental Hospital & School

Oral Fungal Diseases C =
Pericdontology

Oral Diseasas and Oral Medicine

Dental Education

Public Dental Health

Saliva and Salivary Gland Research

Oral Patholagy

Restorative Dentistry & Materials Science

Oral Clinical Research

The research output is measured by reference o papers published in peer-review
Inhen'ratlunal journals, |nvﬂ.ad oral presentations frum School & Hospital staff at

and h granis. The overall research
output of 'Ihe School and Hospital pare fa y with similar institufi in the
United Kingdom and in Europe.

The appointment of new key staff membears during the last two years has allowed the
expansion of the range of research activities undertaken in the School & Hospital to
include community dental health, research, salivary gland and salive research and
gene therapy. Furthermore, an Important new area of research inio the
microbiological quality of water in dental chair units, biofilm formation and
envlrunmanral risk factors associated with dentsl equlwrtenl and the pulanhai for lhs
transmission of di has been devel

of i of potential hmhazarlis in ﬁ\e den!al clinic and
concem about increasing numbers of dental patients with diminished resistance to
overt and opportunistic microbial pathogens.

The School continues to co-ordinate a major EU Socrales Thematic Netwark
(DentEd) to develop an EU system of quality sssurance and appiication of best
praciice in dental education throughout Europe All EU countries are represented by

nty different schoois/institutions/nat it This network Is funded by
DG XXl of the Commission.

ay



Table 2. Research Activities

1996 1987
Publications In international peer reviewed journals 26 26
imvited  oral  preseriations &l international 76 18

ces
Thesas published 3 g5
| Grants awarded to staff E£141.000 | E142,000
Presentations at 30 IS
International conferences
to leamned societies and universibes 52 B0




Clinical Services
Introduction

The School and Hospital's oral servicas are broadly divided into three calegories:
emergency care, specialist services and general dental services caried out by
students undar supervision.

Emergency Services

The Hospital provides a walk-in service for people in pain from Monday to Friday,
900 am. - 500 pm. Patientz are primarily zelf-referred and in pain. Genera!
hospitals and general dental practitioners also refer patients in pain for whom they
cannol provide a service.

In &ddition, the Hospital provides an out of hours emergency senvice for the public
and general hospilals accessed by telephoning the Hospital switchboard. This
service operates unfil 01.00 hours and includes all day Saturdays, Sundays and
Bank Holidays. Hospital staff are present in the Hospital for 2 hours every evemng
and for 3 hours every Saturday and Sunday to deal with emargendei A review is
currently taking place of the after hours service to d ine ther It is ¥
to continua with an after hours on site service during week days._

Hospital consultants are also on call from 07,00 hours until 09.00 hours each night to
deal with emergencies from general hospitals with which the Dental Hospital hasa
service amrangement.

Last year 9507 emergency treatments were providad.
General Dental Services

As a training centre the Hospital provides primary dental care lo a cohort of patients
who are freated by students under supervision, so that they can gain the requisite
clinical jences for the ition of their The students are required to
gain experience across the full range of services provided by general practitioners in
public and private practice.

Patients are sourced from a range of places including self-referral, the emergency
sarvice, referral from public and private practitioners who regard palients as baing
suitable for treatment in the Hospital, for social or economic reasons. Patients are
assessed by siaff as to their compatibility with student trainng needs and then
assigned to student clinics.

Specialist Services
The Hospital acts as & nafional resource for health board and general praciice
dentists for the referral of pati who raquire ialist tr ‘which dentists

cannot provide. The pnncipal refarral specigiities ara:

Oral Medicine, Oral Paihology and Oral Radiology where the Hospital is the oniy
reference centre in the country.

Orthodontics. Last year 11,304 treatments were provided.



Oral Surgery, covering maxillo-facial trauma, Intermediate surgery and minor oral
surgery. Last year 7,197 treatments were provided.

Restorative Dentistry, w'hereiherrhajor treatment discipli &re fixed prosthodonti

ble prosth i full dentures, crowns, implants, occlusion,
perludcntdogy and ganeral restorative treatments. Last year 20,067 treatments
were provided.

Paediatric Dentistry. Last year 4,896 freatmenis were provided.
X-Ray Services. Last year 21,578 x-rays were provided.

The Hospital's X-Ray depariment has 2.5 full time equivalent radiographers who
provide services for the Hospital's patlents and for patients referred from other
hospitals and dental practitioners for x-rays.

Laboratory Services =
The Hospital operates an Oral Mycology laboralory and provides services as follows:

Caonsultant and clinical diagnostic microbiology service for infectious fungi and
yeasts to the Hespital's Clinics, the Prison Service, the MNational Haemophiliac
Centre a2t St. James's Hospital, and for clinicians in general practice, The
laboralory comprises the only such dedicated mycology laboratory in the
country.

- Antifungal drug susceptibility testing service for oral yeast species.

£ Sterility testing service for Dental Hospital, Prison Service and St Mary's
Hospital Dental Theatra autocizaves.

- Internaticnal reference and referral centre for clinical isolates of the recently
ideniified pathogenic yeast species Candida dubiiniensis, which was
discovered by Dental Hospital researchers in 1885 The laboratory now
receives a large volume of isolates for investigation each year from clinical
Iaboratories all over the world.

- The lahom:ﬂnry also pn:mdes a unigue molecular epidemiological service for
oral fungal infecti

The Hospital's Oral Pathologist operates in both the School and Hospital and the
Central Pathology Laboratory (CPL} in St. James's Hospital. All oral pathalogy
specimens are processed through the CPL.

External Services

The School and Hospital has service agreements with a range of agencies fo provide
specialist care services, These services play an Imporant role in
training prog as well as delivering specialis! care for

patients.



Mater Hospital:

The School andHospital provides a maxillo-facial surgery unit at the Mater for the
management of acute facial trauma, orthognathic (including ThMJ) surgery and minor
oral surgery.

St Vincent's Hospital:

The School and Hospital provides 3 consultant service for 2 sessions & week for
inpatient consultations to the liver transplant, cardiac, haematology and respiration
units of St. Vincent's Hospital.

St Luke's Hospital:

The School and Hospital provides oral care services for patients from St Luke's
Hospital undergoing radiotherapy treatment.

5t Mary's Hospital:

The Hospital underiakes 5 theaire sessions each week for general anaesthetic and
LA sedation cases in Oral Surgery.

5t Columcille's Hospital:
A weekly theatre session Is scheduled for the treatment of disabled patients and to
undertake dental implant surgery. Very few of the scheduled sessions can be held

because of the unavaitability of beds. Where possible patients hawe been treated as
day surgery cases in the Dental Hospital

Hume Streel:

One consultant session each week is provided for 2 joint clinic in Hume Street for
patients with skin and oral mucosal pathologies.

Tallaght Hospital:

Two consultant sessions per week are provided for the treatment of children with
bleeding disorders in the National Paediatric Haemophilia Centre and for children
who are candidates for bone mamow and heartlung transplants.

5t James's Hospital:

A full dental service is provided by a consultant, house officer and dental nurse, for
two sessions each week to the Haematology Department, which includes the
Oncology and Bone Marmow Treatment Units and the National Haemophilia Centre.
One consultant session each week of Oral health care service is provided to the
GUM clinic for care of patients with oral complications associated with HIV infection
and sexually transmitted diseases.

Qur Lady's Hospital for Sick Children, Crumiin:

The Hospital shares a paediafric consuftant with Crumin, together with non
consultant dentists and dental nurses.

10



Prison Service:

A full oraldental trauma service to Mountjoy Gaol, St Patrick's Training Unit, Arbour
Hill Prison and Wheatfield Prison. This service is funded by the Depariment of
Justice, Equality and Law Reform and provides for 19 clinical sessions each week..

Voluntary Health Insurance Board:

Far the past 10 years the Dental Hospital has provided an advisory senvice lo the VHI
in respect of oralidental surgery claims. This has had a significant influence in
directing benefits towards more efficacious treatments. When first introduced this
PrOcess f d an 1g increase in ciaims, the comtainment of
which has been maintained since with significant cost savings to the VHI,

BUPA

An advisory service, similar to that provided for VHI, is provided for BUPA.
Emergency Services:

A 24 hour, 7 day on-call service for emergencies involving pain, bleeding, trauma and

serious oralidental infections is provided to Mater, SL Vincent's, 5t. Lukes, St
Columcille’s, Our Lady’s Hospitals and 1o the Prison Service

1



Specialist Orthodontic Teaching

Since the School & Hospital commenced orthodontic postgraduate training in 1888,
we have gradualed 14 specialisi orthodontists and at the same time provided fraining
for 7 orthodontists o consultant level.

There are currently 10 orthodontic postgraduate students in the School. This year
we unsuccessfully advertised for the recruitment of a senior register o commence
consuitant training.

The Joirt Commitlee should note that this is a high output of orthodontic specialists
and consultants given the staff and resources available in comparison with Schools
in other countries.

1989-1993
The School & Hospital commenced the training of specialist orthodontists i Oclober
1989. We recognised the future nesd for specislists and the | ing pressure

which was evident in demand for orthodontic treatment in the public service.

The Joint Cammitiee will be aware that in 1989 the Dental Hospital was in a building
which was condemned by the Dublin Fire Service and there was no prospect of a
new building in sight. At the sama time, the School had to ensure thal whatever
programmes it offered met with p i ional st ds, particularly as
graduates of the specialist orthodontic course would have an automatic right fo
register as specialists in other EU counfries under Europ law. The E =
Erasmus guidelines provide for orthodonfic specialists to be in full time training with
&n academic institution for at l=ast thres years. The recognised training bodies here
ara the University of Dublin, University College Cork and the Royal College of
Surgeans.

The University requires that all courses are externally examined as part of its quality
e and | it programme. In addition, the School and Hospital

sought approval of its course from the inlist Advisory C ittee of tha Joint

Committee for Higher Training in Dentistry of the Royal Galhga of Surgeons.

The Specialist Advisary Commitiee (SAC) guidelines limiled the number of
orthodontic postgraduales who could be accommodated within the Dental School so
as to ensura adequate and appropriate training.

Because of a shortage of consultant staff both in the Dental School and in the Health
Boards during the period 1989-1999, the School 8. Hospital was only able to
graduste 10 orthodontic ialists and train 5 to ltant level

1999-2004

In 1998 the Dapariment of Health & Children, arising from the Moran Report and its
consideration of the establishment of a specialist register in Orthodontics, requested
the SAC to visit training facilities in the country, The SAC Report, published In 1999,
permitied an increase in the number of trainees from a maximum of 6 at any one time
fo & maximum of 10 or 12 (depending on the involvement ofthe Regional Onhodontic
Units).



At the time of the SAC visit in 1999 we had discussions with the Eastern and
Western Heaith Boards to involve their regional consultant orthodontists in
postgraduale training so as to widen the iraining base. Agreement was reached with
the Western Health Board and twe of their staff commenced our orthodontic
postgraduate programme in Oclober 1993, Two other students aiso commenced
training that year.

When new consullants wera appoinied in the Easlern Reglonal Health Au\honly in
2000, it was possible to agree a training programme for 4 fic postgraduates.
in the School working with Dr. Brian Bourke and Dr. Manelle aluke. in addition,
working with Dr. Jane Davis in the South Eastern Health Board and Dr. Pat McSherry
in the Norih Eastern Health Board, it was possible to accommodate a further 2
postgraduates. -

There are currently 4 posigradustes in training who will graduate in 2002 and a
further B who will graduate in 2004. For the next ten years, given the current training
approval and resources, we anlicipate being able fo graduate a further 20-30
specialists.

Since the Inlrnducllon of the Specialist Register in Orthodontics, the respansibility for
rec | of ialist training programmes has shifted from the SAC
to the Dental Cnurldl ﬂ'ru.lgh the Irish Committee for Specialist Training in Dentisiry.
That Commities has just appoinied & Director of Specialist Training and will be in a
position to revisil training cantres in the naxt couple of years.  Although this may
alter the approval for numbers in training, it is unlikely to move very far beyond the
existing guidelines, which fall within international norms.

The Dental School & Hospital will co-operate fully with that Commitiee insofar as we
have the staffing and resources.

Training Impediments

The Committee should be advised that training is critically dependent on the number
of consultant staff in the Schools and In l!hn regional units. | wuuld like {o pay tribute
o all those invol in our my colleagues
present, Dr. Garvey and Dr. anHng andDrsB Bourke, M. Blake, N. McGuinness,
J. Davis and P. McSherry in ihe regional orthodontic unils and also Professor
Lagerslrum who continues to prumde some teaching support. Our staff are.

. under p to the d and quality of ihe specialist
postgraduate programmes whilst gt the same time providing undergraduate teaching
primarily to dental students and also to dental hygienists and dental nurses.

Members of the Commitlee will, | am sure, be aware ihat Itis axlramdy difficult to
recruit dental nurses in Dublin and virtuaily ir ible to recruit r shers. This
places serious difficulties in the way of maintaining teaching and service and is
affecting our ability to provide tha range of training and care wa would wish.

The present teaching and it space is ir for our existing posigraduaie
specialist trainees in the various disciplines and causes concemn with respect to
increasing numbers further. A request has been made to the Department of Health &
Children racently to purchase adjoining buildings to accommodate and expand our
postgraduates fraining facilities. (The Commiliee's support for this would be very
welcome)



Future Training

Existing Resources

Given existing staffing and faciiities and with the active involvement of the regional
consultant orthodontists it will be possible for the Schoal to train 10-12 specialists at

any one fime provided dental nursing staffing, radiographer staffing and physical
facilities be improved.

In addition we are also very anxious to irain additional consultants o meel presant
and futura needs and we expect to have a number of applicants in 2002,

We are also keen to train the proposed dental auxillary therapists proposad by the
Dental Council at the request of the Minister for Health & Children.

‘We would like to taks this opportunity to thenk the Depariment of Health & Children,
in particular Mr. Tom Mooney and Dr. Gerard Gavin for all their assistance. —

Additional Resources

With additional resources, In:Luding a full time eonsultant orthodontist, dental nurses,

tient and space with the vital invalvernant of our
reqlonel mnaultanl e-o||eagues. -l would be possible to increase the number of
ists in training.

If we are to meet the level of demand for arthodontic services in the public sector, it
will require the active participation of regional orthadontic units with both schools o
make in roads on the projected manpowear requirements.

As a School and Hospital, we continue to play our part in achieving that objective in
so far as our resources permit, bearing in mind that erthodontics is one of the range
of dental specialties for which we need 1o provida.

uipenemliOrhacantes-Orapchilss Cllse Dacl1|ec)
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Presentation by the Cork Dental School and Hospital to the
Joint Oireachtas Committee on Health and Children

6" December 2001

Thank you Chairman and members of the committee for your invitation
to make a presentation to you on the provision of orthodontic services in
Ireland. Qur presentation today will clarify the role of the Cork Dental -
School and Hospital in dental education and training, at bath
undergraduate and postgraduate level, and I hope that it will be of

assistance to you in your deliberations.

Status and Function of Cork Dental School and Hospital

The Cork University Dental School and Hospital evolved from the
original dental hospital that had been established in 1913 by the North
Charitable Infirmary. In 1968, University College Cork took over the
administration and control of the dental hospital and a new Dental School
and Hospital, built on a site adjacent to the Cork University Hospital in
Wilton, was opened in 1982. The facility functions primarily as a
teaching institution under the direction of University College Cork and it
receives approximately 75 per cent of its funding from the Department of
Education and Science. Teaching is delivered to students of dentistry,
dental hygiene and dental nursing and approximately 150 students are

enrolled at any one time.



Undergraduate Training

‘The Cork Dental School and Hospital provides undergraduate dental
education and training leading to the award of the degree of Bachelor of
Dental Surgery by the National University of Ireland. This is one of the
two qualifications awarded in the State that confer entitlement to
registration in the Register of Dentists and the subsequent right to practise
dentistry here. The main function of the Dental School and Hospital is to
provide education and training to students of dentistry so thaton _
graduation they have the requisite knowledge and competence to provide
treatment at primary care level and the diagnostic skills to refer patients
for specialist treatment. In order to train undergraduates to this level, both
primary and specialist dental care must be provided within the school and
hospital and to this end staff and students provide a wide range of dental
treatments for patients from the Southern, South Eastern and Mid
Western Health Board areas.

Specialist Services currently provided to Health Boards

The senior staff of Cork Dental School and Hospital is comprised of
specialists in paediatric dentistry, oral and maxillofacial surgery, oral
surgery, restorative dentistry and orthodontics. These staff, in addition to
their academic duties, provide an important consultant service within
their areas of specialisation. An example of this service is the treatment of
orthognathic surgical cases in the region. This means that all patients with
orthodontic problems requiring surgical intervention, for example patients
whose jaws need to be repositioned, can have their treatment provided by
consultant staff of the Dental School and Hospital.

"



Specialist Training

A secondary, but very important, function of the Cork Dental School and
Hospital is to provide posi-graduste clinical training to specialist and
consultant level. Prior to the development of the Health Board
orthodontic services and laterally the setting up of the Register of Dental
Specialists, postgraduate clinical training in orthodentics was provided
largely on a demand basis. The bulk of orthodontic treatment was
provided through private practices and dentists sought training with a

view to setting up such practices. =

Specialist training was overseen by the UK based Joint Committee for
Specialist Training in Dentistry but this function is now the responsibility
of the Irish Committee for Specialist Training in Dentistry.

One of the current requirements for specialist training programmes is that
trainees are supervised and trained by at least two consultants. At present
the Dental School and Hospital employs just one consultant in
orthodontics and consequently cannot at this time apply for recognition of

a training programme.

Senior academic consultant orthodentic staff are in short supply world-
wide and a number of efforts by the School to recruit staff at this level in

the recent past have unfortunately proved to be unsuccessful.

In 1998 the Dental School offered an appointment as a visiting professor
of orthedentics to a orthodontist from New Zealand. However, due to
personal reasons, he unfortunately could not take up the appointment and
our proposals to commence a programme of specialist training in the
discipline had to be abandoned.

[



In 1999 an application to the Department of Health and Children for
assistance with the funding of a permanent Professorship in Orthodontics
was approved and the post was advertised. There were two applicants but
neither was deemed to suitable for appointment at this level. The post has
again been advertised this year and interviews are scheduled to take place
in mid February, From the number of inquiries made to date [ am
confident that the post will be filled in 2002 and we should be ina
position to re-commence specialist training in orthodentics before the end

of the year.

Facilities and Funding

Training to specialist or consultant level involves the acquisition of
diagnostic and clinical skills as well as the gaining of experience in
research and audit. It is important that future directors of the delivery of
health care are not alone fully experienced in all aspects of their own
specialty but also knowledgeable about related specialties. They must
work closely with other specialties within dentistry and medicine, and
such a facility is available in a multidisciplinary dental school sited next
to a major general hospital. The Department of Health and Children
acknowledged that other requirements, such as clinical and computing
facilities were required for postgraduate learning and in 1999 provided
the necessary funding to have these put in place.



Plans for 2002

The Cork Dental School and Hospital understands and accepts its remit to
provide specialist training. The Dental School would welcome the
opportunity of working closely with the local health board in the
development of specialist training in orthodontics. The Dental School is
currently unable to provide appropriate training in orthodontics because it

does not have a second orthodontic consultant in post.

In 2002 the Cork Dental School and Hospital expects to:

« Employ a specialist orthodontist.

= Appoint a Professor of Orthodontics.

» Begin a specialist training programme for 2-4 orthodontic trainees.

e With co-operation from Regional Consultants, and with the approval
of the ICSTD, the number of trainees could increase to perhaps 6-8

per annum commencing in 2003.

h



Presentation to Joint Oireachtas Committee on Health and Children
regarding Public Health Orthodontics 24/1/02
Ian O’Dowling, Consultant Orthodontist.

Good morning

The National Orthodontic Service is disintegrating. The waiting lists for
freatment are increasing, the waiting time for orthodontic treatment, that is
the time from being placed on the list and receiving treatment has increased
to such an extent that some patients now require surgery in order to achieve
the same standard of result that could have been achieved if they were
treated at an earlier age, We find ourselves in this position because of the
incompetence of the Department of Health and Children and the greed of the
Dental Schools of Cork and Dublin. There are four problems facing the
Service: -

1. Determination of Eligibility for treatment.
2. Treatment of Patients.

3. Training.

4. The after effects of the SAC visit in 1999.

Determination of Eligibility for treatment

In 1985 the Department of Health issued guidelines based on the severity of
a child's problem. The guidelines are vague and the Moran Report, which
looked at the fusture develop of orthodontic services, r ded a
specific index, the JOTN. This recommendation has not been implemented
by the Department and in June 2000 and October 2001; two further sets of
guidelines were issued by the Department. There is now such confusion, that
as Consultant I do not know what guidelines are to be used when assessing
children to determine their eligibility for treatment. The recent guidelines
issued by the Department are so severe that | firmly believe Children will be:
damaged by exclusion from the service if 1 am forced to implement them.

Treatment of Patients
The only way we can significantly increase the number of patients under
treatment, is to employ more staff: -
* Consultants
Specialist Orthodontist
Naon-Specialist Dental Surgeons
Private Orthodontists
Axillaries



Due to the lack of trained personnel our ability to attract Consultants or
Specialist Orthodontists to the service are extremely limited. The vast
majority of treatment is provided by non-specialist Dental Surgeons trained
by the Consultants. The Private Orthodontist’s where | work are unwilling to
accept patients from the boards existing waiting lists. Orthodontic Therapists
will not reduce waiting fists.

Training

The future of the service depends on our ability to train our staff to become
Specialists in orthodontics. In most Countries it is recognised that training
programmes are organised through Dental Schools. We have two Schools in
this State, one in Dublin, one in Cork. The school in Dublin is the ony -
school within the state recognised for post-graduate training in Orthodontics.
It has been particularly unhelpful in developing training programmes for
those working within the public health system and contrary to statements
made by John Clarkson, is specifically unwilling to accept trainees from
Cork. The school in Cork lost its recognition in 1996 and despite the
appointment of a new Dean has been unable to regain its recognition. The
letter of 1999, whereby the Consultant Orthodontist within the school stated
that they were ready willing and able to provide post-graduate training for
my staff was particularly unacceptable. In 1999, fed up at the lack of
support from the Dental Schools, the Regional Consultants set a post-
graduate training programme of their own. This training programme was
due to be assessed in 1999 by an SAC visitation from the Royal College of
Surgeons in London. Recognition of a training programme is necessary if
one is to be allowed sit the specialist examination of membership of
Orthodontics of one of the Royal Colleges. At the request of the Department
and through the interference of the Dental Schools the training programme
was refused recognition and collapsed in May '99.

The after effects of the SAC visit in 1999
A. Effect on Stafl.
= Resignation of Staff
» Dissatisfaction with status, job description etc.
® Reduction in numbers of new patients commencing treatment



B. The Attempted removal of certain Consultants.

Since 1999 the public orthodontic service has been very much under the
control of the Dental Schools and the Department. You will have heard
John Clarkson and Robert McConnell refer to three specific Consultants.

It is almost as if the Dental Schools have targeted three particular
Consultants as being in some way unsupportive of their actions. We know
that Triona McNamara was harassed and bullied by management within the
Eastern Health Board, and that she was prevented from doing her job
properly. We know that complaints to senior management and indeed to the
Minister were a waste of time. It is clear that an attempt was made to force
the resignation of Triona McNamara as Consultant to the Eastern Health
Board. 0

C. Appointment of Pro-Dental Hospital Consultants.

When the LAC interviewed for further Consultant posts in the Eastern
Heaith Board, astonishingly Triona McNamara was not on the interview
board, However both Consultants on the board represented the Dublin
Dental School. Clearly the Dublin Dental School was now in a position to
provide a strangle hold on Consultant appointments in the Eastern Health
Board.

Solutions
1. Guidelines.

There is a simple solution to the problems regarding guidelines. If the
Consultants working within the Service could meet with the Minister for
Health and his officials in the Department then very quickly consensus can
be agreed on what guidelines are to be used. This will mean that the same
sel of criteria interpreted in the same manner is used in all health boards.
However, 1 do not believe that the presence of the Chief Dental Officer
would not be conducive to getting agreement.

2. Training

The issue regarding training is more complex. However if the Minister uses
the EU directives, then he can decides what training programmes are
recognised, if for example this afternoon he writes to the CEO’s of all the
Health Boards advising them to contact teaching institutions in the U.K and
Northern [reland, then [ believe that training programmes can be set up. In



the mean time the Dublin School can reassess its commitment towards
training and the school in Cork need not be forced into appointing
unacceptable candidates to the post of Professor of Orthodontics.

There are problems and there are solutions, but unless the Department
change and discover the courage to support the Public Health Service in
contrast to supporting two Dental Schools, then there will not be solutions to
the problems.

Thank you,

Southern Health Board Orthodontic Service Jan *01-Dec “01

Ass/Op New Pat  Treatment Complete Recall Other Apjﬂ
2249 1332 947 3135 20427



Regional Orthodontic D
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Dublin 8.

Joint Oireachtas Committee on Health and Children
January 24"%, 2002

Oral Submission

Orthodontic Services Nationally.

Summary:

e [t is possible to deliver a good quality cost effective orthodontic service.
® Ithas been done and it can be done again.
= [t is recognised by everyone that money is not the problem.

e There is asolution. It is simple and has no cost implications.

Recommendation and Solution:

# That orthodontic services, within the Department of Health, are moved from
the Community Care section to the Hospital Care section.

Triona McNamara
Consultant Orthodontist



Background:

The Department of Health's policy is that orthodontic services are consultant-led.

The Department achieved much success with this policy from 1985 to 1999, when
it gave into pressure groups and created the current crisis.

During this l4-year period improvements occurred in orthodontic services,
nationally, every year. -

e The number of children getting quality orthodontic treatment with fixed
appliances increased.

» Waiting lists and waiting times improved every year.
= Health Boards recruited consultants, orthodontic units were built, staff were
trained.

* At the same time as staff were trained, they were willing to deal with
orthodontic waiting lists in an effective and efficient manner, resulting in
thousands of children genting treatment throughout the country.

+ Satellite orthodontic services were created in order to improve local access for
patients.

s Public money began to be spent more efficiently and the squandering of public
money on orthodontics, which was appalling in some Health Boards, was on
the decline.

* While not ideal there was general recognition that orthodontic services were
improving nationally, and that the system was fair.

Problems did exist, much more needed to be done but in the overall context we
were going in the right direction, nationally, with orthodontic services.

i



Consultant-led services were introduced by the Department of Health to
replace specialist orthodontisis® services, which they recognised as having
failed.

= There is nothing ‘new’ about specialist orthodontists® services.

* The claim by the Department, that the specialist orthedontists” services per se
will solve our problems is wrong.

& There is nothing ‘new’ about the current training programme.

» This type of training programme has failed us in the past nationally and will
fail us again.

« [n reality it prevents patients’ services.

# [t ensures the thousands of children we could be treating now will not get
treatment over the next five years.

« Most significantly it removes our only mechanism of dealing with our large
waiting lists and it will delay recovery, to what we had back in 1999, by 15 to
20 years.

* There is nothing “new’ about the suggestion of sending patients into the private
sector.

* All these so-called ‘new’ systems have been tried by the Department in the
past and have failed us and there is evidence everywhere that they will fail us
again.

» My colleagues and | welcome the introduction of orthodontic auxiliaries, but
are alarmed at the lack of understanding by the Department of their needs.

» Should auxiliaries, as it appears, be introduced in the same unstructured way as
has befallen clinicians, even more chaos is inevitable.

* The Department's suggestion that the specialist register might help is wrong.

« This register restricts orthodontic practice.



Track Record with Orthodontic Services:

Personally 1 have provided quality efficient orthodontic services in both the
Western Health Board and Easiern Health Board when supported by the
Department of Health. (1992-1999)

Western Health Board & Eastern Health Board: 1992 - 1999

For the Western Health Beard, 1 reduced waiting times from over 6 years to 2
vears, [ tr.uned four denhsls and supervised a workload of over 3,000 patients in
fixed I blished and ran a central unit in Merlin Park
Hosplln] Galway and samll.ﬂe services in Castlebar, Roscommon, Claremorris,
with review clinics in Clifden and Ballina.

With the support of University College Galway, I succeaded in having the Medical
Faculty open up their Masters’ of Medical Science programme, which was then
restricted to medical graduates only.

Not alone is this postgraduate programme now open to dentists but it is also open
to pharmacists and other medically related post-graduates.

1 began work for the Eastern Health Beard in 1996. Within 2 years [ reduced
waiting lists from over 18,000 1o 6,600 and at a time when the annual referral rate
onto these lists was 2,000 patients.

All Category 1 lists were dealt with and [ established a successful system whereby
all Category I patients for the Region were seen immediately and started treatment
within six weeks of their assessment. | reduced waiting times for Category II
patients by 3.5 years and provided assessment services to all Category 111 patients.
1 trained B dentists and had over 4,000 patients in fixed appliance treatment.

As well as establishing the central orthodontic service in St. James's, 1 established
and ran satellite services for patients in Wicklow town, Ballinteer, Coolock,
Wellmount and Ballygal in Finglas, Roselawn, Kilbarrack, Larkhill, Crumlin,
Athy, Naas and Newbridge.

As in the Western Health Board, my staff and 1 interacted with our community
dental colleagues and held calibration clinics to help referring dentists who put
patients on lists.



The service was not without difficulties. Problems existed but in the overall
context the service worked well. T saw the achievements as a good start that could
be built upon in the Region.

‘When the consultant-led service was supported everyone was a winner: the
Department of Health, the community, management, the trainees, myself. It
was a very happy and productive time in the E.H.B., just as it had been in the
W.H.B. It was also fair to everyone.

Support staff were very much part of this successful process. Nurses,
radiographers, clerical staff, all, were provided with opportunities for training and
staff development. Nurses | trained have gone on to do formal MSc’s and one was
the first Irish orthodontic nurse to obtain a prize at a British Orthodontic
Conference.

All staff, both clinical and non-clinical, were encouraged to attended courses and
conferences. In addition I guided clinical staff to do some research work and they
published and presented material at Scientific Conferences both nationally and
internationally.

At no extra cost management and the Department of Health got a fine quality
service for thousands of patients in the EHB/ERHA Region. At the same time as
services were provided, my trainees received expert skills and the opportunity to
develop their carcers and increase their eaming capacity. The trainees also
benefited since it can cost over £200,000 to obtain orthodontic training and
qualification. As consultant I benefited by being involved in training and
interacting with young, keen, motivated dentists.

The Department of Health abandoned its successful policy in 1999. This

‘political whim® has caused chaos and confusion for everyone: patients,

parents, politicians, managers, and consultants alike. It has also caused
d fai to be re-introduced for everyone.

All the systems that had been tried and failed in the past are now re-introduced;
training with no service commitment, fee-per-item. The unaccountable specialist
services that had been eliminated, in every Health Board but the ER.HA., are
now being re-introduced nation-wide.



Despite all the extra money, extra ¢ 1 , extra specialists, extra

exira money to the private sector, extra u'wzees, etc, etc. fewer children are
getting orthodontic treatment now throughout the country, than back in
1

Conclusions:

+ Change is nccded within the Department of Health. All the difficulties
experienced by orthodontics can be traced back 1o the Department of Health.

# The first breakthrough for orthodontic services happened back in the 1980%s,
whe‘ntegxomlly.ord‘lodmucsm Health Boards was separated and moved from
the ¥ Care p to the Hospital programme.

# The Department of Health is the only place where this separation has not taken
place.

+ It is time to complete this process and separate orthodontics from the
Commumity section of the Department of Health and move it to the Hospital
section.

Thank you for giving me the opportunity to make this presentation. I wish you
success in bringing normality back to orthodontics.

Triona McNamara
Consultant Orthodontist



Submission to:

Joint Oireachtas Committee on Health and Children.
'I'hlrrsdly%‘..'l'mu.rym

1 wish to state T am here in a personal capacity End-not representing the Western
Heelth Board.

1 have been working with the Western Health Board for twenty-four years. I am
Principal Dental Surgeon in Mayo. I have always been interested in orthodontics and
from 1993 have been actively invelved with the Regional Orthodontic Department in
Galway. My clinical time is confined to orthodontics. In 1998 T was awarded o
Master of Medical Science on a study nf!.hcorlhudnnn:mdulmrdmml needs of
cleft lip and palate children in the West of Ireland.

Until 1993 there were basically no orthodontic services in the Western Health Board
except what was undertaken by individual dentists in primary care. They did their
best, but & lot of cases were 100 severe 10 be treated \mlh removable appliances.
Children in the West with and i ion. wercp]xcedma
large orthodontic waiting list. From this in the fullness of time (approximately six
years), if they were lucky they might receive trestment through the private sector on a
fee per item basis, but only if the Board had funds available and the private
practitioner could facilitate the patients within his practice. It was an ad hoc
unsatisfactory arrangement.

Omne of my first duties after taking over as principal dental surgeon in December 1989
was 1o review our orthodontic waiting list in Mayo and ensure the children on it
fulfilled the Department of Health 1985 eligibility criteria. In Mayo we had upwards
of a thousand children on our waiting list and the waiting time for treatment was
almost six years, but in reality a significant proportion of these children never
received orthodontic treatment.

In November 1992 Dr. Triona McNamara was appointed consultant orthodontist to
the Western Health Board and she set about setting up and developing a Regional
Orthodontic Service for the three counties Mayo, Galway and Roscommon.  She used
the same model as the MidWestern Health Board, which was devised and developed
by her brother Mr. Ted McNamara. | am not aware that it has ever been
acknowledged that Mr. Ted McNamara stands alone in his service to public
orthodontics and orthodontic education. It was he who conceptualised and worked
tirelessly to establish consultant led .Regional Orthodontic Departments for the
purpose of providing a top quality highly productive and efficient service to public
patients. Hg is also exceptionally well qualified and is thve only Irish graduate ever to
be intcd Scnior Regi: at the world d Eastman Dental Institute in
London. In the field of education he has been equally generous, having trained or
assisted in the training of most of the consultant fratemity and many of the specialists
trained in this country. All this was achieved while still continuing to deliver a first
class public orthodontic service.




The very fine Regional Orthodontic Department in Galway was officially opened in
1994, The effect on the service in the region was revolutionary. Waiting time for
treatment dropped significantly and a highly productive efficient service of the highest
quality was provided. In the years 1994 to 1996, a total of 4,355 children started
treatment, The high quality of this trestment wastonfirmed by independent audit
(Burden et al, Belfast 1997). At the time of her departure in June 1996 waiting time
for treatment wis at two years and heading for eighteen months. Mr, William Moran
the then General Manager for Galway Regional Hospitals wrote of Dr. McNamars
"You have developed a service which is the envy of all and you have moulded & most
dedicated, skilled and enthusiastic team”. He further wrote "It hes been a great
pleasure for myself and all in the Management Team to have worked with you and
experienced the quality of work which you have achieved”.

The fine fully functional department with a highty mnn:d. and committed siﬂﬁ wwked
to & new consultunt from 1997. The def i to function satisf:

until towards the end of 1999. Then problems began to arize. Children in the West
with severe malocclusions who were deserving of treatment and who would have
been deemed eligible for treatment prior to 1999 were now being denied treatment.
The waiting time for treatment also began to increase and now stands at over four
years.

This has caused immense distress for children and parents and also for colleagues like
myself who have been involved in providing orthodontic treatment in the region in
times When chronic lack of funding was the problem. It is inexplicable in these times
of unprecedented prosperity that children in the West of Ireland are finding it harder
1o receive essential orthodontic treatment.

The disintegration and collapse of the fine orthodontic service we had has been very
difficult to witness. As previously stated 1 have been twenty-four years with the
‘Western Health Board and have seen a range of efforts to deal with orthodonties. [
have eaperienced the private fee peritem. It is not cost effective for a Health Board.
An independent anal ysis of the cost of the two systems was carried out in the Western
Health Board. For every onc child treated in the private sector up to three children
could be treated through the consultant led scrvice we had. The consultant led service
has been without doubt the most effective, when not interfered with.

In conclusion, the West, for the first time had a fine top quality regional orthodontic
service for children. The West has been marginalised enough. It is wrong that
genuinely deserving children in the West of Ireland are being unfairly denied essential
orthodontic treatment because of politicking by powerful lobbies in Dublin. I am
disgppointed that the Department of Health allowed this happen.

Signed:

Antonia R. Hewson,
FPrincipal Dental Surgeon.



PRESENTATION BY
THE ORTHODONTIC SOCIETY OF IRELAND
TO

THE JOINT OIREACHTAS COMMITTEE ON HEALTH
AND CHILDREN

24™ JANUARY 2002



INTRODUCTION

The Orthodontic Society of Ireland is the only professional body which represents Irish
orthodontists in all areas of clinical practice — academic and regional consultants,
specialists in private practice and the public service, and graduste students on formal
training pathways. The OS! is affiliated to the World Federation of Orthodontists and is a

member of the society of the Eumpean F ion of Ot
The OSI i fe | devel for its bers by way of

B s P

lectures courses which attract the world’s most eminent speakers to its scientific
meetings. = .

It is an inclusive clinical and scientific socicty whose membership includes over 90% of
registered specialists in Ireland. Across the whole spectrum of our membership. there is
support for the co-ordinated, planned develor of orthodontic services 1o deliver high
guality treatment in an equitable and affordable system. The OSI endorses the current
policy of the Department of Health and Children, with regard to the consultant-led
delivery of service and the training of specialist personnel.

Orthodontics is the branch of dentistry concerned with the growth and development of
the face and jaws, and the di is and of | anomalies. Orthodontic

is a highly sophisticated health care service which results in excellent treatment
of malocclusion and facial deformity, basad on the premise that treatment is provided by
well educated, skilled, and experienced specialists.

Orthodontics is a recognized specialist branch of dentistry as defined by European
Directive TB/687, in sccordance with which the Dental Council in Ireland holds the
Register of Specialists (Orthodontics). Registration depends on I p of
approved training cowrses in academic institutions, wh.ich comply with international

guidelines and are subject to approval by The Irish Committee for Specialist Traiming in
Dentistry (ICSTD). Arising from the European Directive, the Erasmus Project has
outlined strict criteria for a 3-year university-based postgraduate academic and clinical



training, entry to which must be by open competition between applicants who have
achieved the basic entry requirements. Under EU law, graduates of such courses have
autornatic right of specialist registration in other EU countries.

The OSI fully endorses a planned programme of traming under the auspices of the
ICSTD, *Training” courses which do not meet the Erasmus regulations or receive ICSTD

approval cannot result in specialist stams or registration, and have no place in the future
development of orthodontic services in Ireland. “Great harm can be done by incompetent
erthodontic treatment” (H: Tully and Steph and it is no longer accepiable for

children in the public sector o receive compromised orthodontic treatment.  ©

The Dental Protection Society in a recent publication to members *Riskwise Ireland’,
advised that dentolegal problems arc more likely to arise where a general dental
practitioner with no formal training in orthodontics is undertaking the treatment.
CURRENT DELIVERY OF SERVICE: History of service and current problems

Current problems arise due to the inability of the hospital orthodontic service to meet the

v d d for orthodontics from the i ingly dentally aware population of
this well developed Western society.

No society has ever successfully delivered high quality free orthodontic treatment on
demand, and in Ireland, the hospital service has signally failed to do so. The service, as
structured, was doomed to fail since the probl of inexh ible d d was
compounded by both the limitations on productivity and the high costs inherent in the

svaiem.

There has been no universal system for the delivery of orthodontic treatment in the public
sector but, as demand for orthodont I d, there was anad hoc response
in a localized and fragmented way. Following the appai of the first Regional




Consultant in 1985, a model of service delivery was adopted based on consultant
supervision of public service dentists. This arose in ci where power
constrainis were severe, but it has been adhered to since; and expanded to apply to many
Health Boards in the country. in spite of increased availability of specialist manpower in
both the private and public sectors. It was adopted as the preferred model in the then
EHB region as lately as 1996, with the recnsitment of general dentists from the
commiunity service to the newly established Regional Unit, despite the fact that qualified
specialist orthodontists who were then in the full time salaried employment of the EHB
were excluded from the Unit.

=

This model of consultant-led and dentist-delivered service had the following deficiencies
Low Productivity:

Since key clinical decisions must be made by the competent clinician, in this case the
consultant, the productivity of this one individual limits the productivity of the whole
system. Productivity is further reduced where consultants avail of their contractual
entitlement to ful[fll their public service hours in four working days per week. [t might be
noted also that the entire functioning of the sysiem depends on & single individual, as was
demonstrated recently with catastrophic results in the ERHA,

Consultants’ clinical time is necessarily further reduced due to their commitments in
other arcas- admini ion clinics. h/audit and hing. Indeed, the
planned development of a graduate training programme within Health Boards will further
reduce the amount of consultant time available for service supervision,

Although exact figures are not available to this Society, a review of the published
statistics from Health Board Annual reports, seems to confirm the that productivity of the
system i low. The published national figures for the productivity of the public
orthodontic service shows that total annual completed treatments do not exceed 5000 and
this is despite a massive programme of capital spending tor establish new treatment uniis,



and expenditure on pay and non-pay budgets which is high relative to all other dental
budget spending.

Specifically, for i in 1998, the Regional Orthodontic Ds in the Eastern
region, which was established in 1996 with a clinical staff of 7, reported:

Finished cases 289 (41 per staff)

This was in the year that the Moran Report based its assumptions on productivity within

the system of 350-400 completed cases per practitioner per year.

High Costs

Salaries of dental stafl properly reflect their professional training and qualifications but
this model of service delivery under-utilises these ¢linical skills and cssenuzlly uses
qualified professional stafl in the role of auxiliaries.

These professionals are then lost 1o the understaffed general dental service where they
would be a valuable resource in the delivary of both primary dental care and interceptive
orthodontics. An effective secondary service depends on an efficient primary care

service, with adequate monitoring of occlusal d P gnosis of abr
appropriate primary inter i and timely referrals to the hospital service. It was
always entirely self-defeating to have a secondary service which acted as a drain on

primary care professional staff.

Precise figures are not available 1o this Society, but we esti that direct professional
and non-professional salary costs alone would amount to over £800 per case, if
productivity could be maintaimed at 200 pleted cases per speciali Iby.




This would seem to be confirmed also by the figures put forward to this Society by Mr.
Michael Walsh, Assistant Chief E ive of the Northern Area Health Board, in our
recent negotiations on the proposed public/private mix pilot scheme. The proposal o
fund Medical Card Holders in the private sector with a grant of £2,000 was based on
Board estimated costs per case in the St. James Hospital Unit of approximately £2,000.

In summary, the model of the hospital ortt ic service, ftant-led and dentist-
delivered, although ived as a mechanism for delivering high volumelow cost
treatment hes in fact proved to be the opposite, The system, since 1985, has been

ly and 1 ingly expensive and has failed to meet demand resulfing in the

current waiting list crises in most Health Board areas.

It is apparent that provision of service directly by registered specialists, with a full time

clinical commitment, would allow for greatly i ed p ivity, by removing the
dependence of the service on a single clinician whose other duties necessarily reduce

his/her availability for clinical supervision. It is the position of the OS] that this system
would also reduce total costs per case, Consideration should be given to the use of
orthodontic auxiliares to support the specialist stafl. to further increase productivity.

DEMOGRAFPHICS AND MANPOWER

Studies on manpower levels are relatively few and there is no recognized ideal
hodontist:population ratio. Extrapolation from the most recent published figures for

Ireland suggests that there are currently 79 specislists eligible for specialist registration in
Ireland. (Blake, Garvey and Healy, 2001)




TABLE 1

SOURCE

NUMBER
Private Sector 47
Public Sactor 17
Regional Consultants 10
Academic Consultants 4
Tertiary Care Consullant 1 -

The total number of ornthodontists in the country has increased over the last twenty years
30 that the orthodomtist:dentist ratio has almost doubled and the ratio of orthodontist: 12
vear olds has improved almost threefold.

TABLE 21
Orthodontist : Dentist
| YEAR | NoDeniists [ No Onhodoniists [ RATIO
1980 [ 1033 I 3 a7
’— 1998 [ 1713 | CE) 35
TABLE 3
Orthodentist : 12-year old
Year No of 12-year | No of orthodontists Ratio
olds
1980 61,004 22 1:2773

1998 61,425 69 1:890
| |




The age profile of Irish orthodontists is young with 60% having over 20 years to
retirement. Studies suggest that natural wastage will require 29 replacement orthodontists
1o maintain the current orthodontist: 12-year old ratio over the next 20 years, Relative to
other European countries, levels of orthodontic manpower in Ireland are quite high and
the manpower ‘crisis” is not one of absolute numbers but rather one of access, with
uneven distribution between public and privale sectors, and uncven spread
geographically.

TRAINING

The Dublin Dental School is currently the only recognized centre for trzining of
orthodontic specialists in Ireland. An approved programme of specialist training was
established in 1989 by Dr Bryan Jones which produced 12 specialists and 5 consultants
over the next twelve years, in circumstances of poor resources and low staffing levels.
Mare ly, with the invol t of Regional Cy i from 5 Health Board arcas,
it has been possible to expand this programme so that 10 postgraduste students are
currently in training. This programme which is capable of expansion in the coming years
with the imvolvement of other regional consultants, particularly if funding is made
available to expand the Cork Dental school facilities.

This is in marked contrast to the productivity of regional departments as ‘training units®
independent of the academic institutions in Ircland, Ower the 17 years since the first
centre was opened, only 5 specialists have been trained.

Of the 10 graduste students currently in approved training. § are sponsored by Health
Boards and are committed to the service for three years post-qualification. OF the 12
specialists trained prior to 2001, 7 were sponsored by Boards and are currently employed
in the public sector.



The Onhodontic Society of Ireland supports the Dental School training pathways.
However, it is important to realize that training is costly in terms of financing and time. It

imvolves:

* [nvestment in the teaching facilities of the dental schools academic and support
staff

* Uptake of the limited clinical ime of the available regional consultants

* Treament facilitics and supporting stafl of regional units devoted to trainees and
therefore lost to service production.

=  Salaries of trainees for 6 years —3 training and 3 post qualification

* Low productivity during training

Training is incompatible with the simultaneous delivery of an efficient service and if
trained specialists are not retained in the service, massive public expenditure will have
been wasted without producing any benefit to the sérvice whatever.

RECRUITMENT

Recruitment of trined specialists is obviously an attractive option since it removes the
burden of training costs from the service.

There are currently 15 Insh postgraduaie studenis training in UK/USA, some of whom
may be expected 1o retumn 1o the state. Manpower studies in Britain suggest an overall
shortage of orthodontists, so it is likely that most British trained specialists will find
employment in UK. Recruitment from other European countries faces the problem that
conditions of employment are generally less favourable in the Irish public sector than in
European systems.

To date, there has been only fimited success in recruiting trained specialists. Country
wide. there have only ever been 10 specialists recruited to salaried dental service, | Irish,
4 UK, 2 US, and 3 European. Retention of recruited siaff has been even more



unsuccessful with 4 of these specialists leaving the service after very briel periods, and
only one of the remainder having taken up permanent employment with a Health Board.

The principal obstacle to the recruitment of specialists has been the absence of a grade of
specialist, other than consultant, within the service. Retention was poor due to the lack of

1 career p and the relatively poor reme ion offered by Boards in a piecemeal
way in different areas. The recent introduction of the specialist register has allowed
progress to be made on the blish of specialist grade, and negotiations have

recently been completed with the HSEA to agree the responsibilities, duties, terms and
conditions of the post. The grade provides for a full time clinical commitmefit of stafT
trained to treat all cases, at a salary approximately 75% of that of the consultant. It is to
be hoped that these developments will prove sufficient to attract specialists in the future.

It should be noted however, that although the post has been approved by the HSEA, it bas
noi yet been processed through the Department of Health and Children. The OS] would
urge the Department to proceed forthwith with the establishment of these posts.
Onhodontics is & clinical discipline with a protracied ireatment time and contimuity of
care with one practitioner is critical to the success of treatment. Retention of staff is
crucial for both the standards and efficiency of the service,

TREATMENT NEED - Epidemiclogy of occlusion

Orthodontics involves the treatment of dental anomalies which arise in almost 100% of
cases as a result of individual variation and not as a result of disease. The extent to which
poor alignment can affect dental health hss been extensively researched and it iz
established that it is only at the very extremes of normal variation thai orthodontics
confers any health or functional bencfit. (Shaw et al [981)

The majority of orthodontic reatment is carried out for aesthetic reasons, and the extent
to which this carries psychosocial health benefits is also extensively researched. (Shaw et



al 1980, 1981) Again, it is established that only extreme deviations from the norm camy
any psychosocial handicap.

Thus treatment ‘nesd” can be defined in terms of patients who will show a measurable
health benefit from treatment, in contrast to ‘demand” for treatment which is

determined by a subjective desire for improved dental appearance, and s almost
inexhaustible, Demand for treatment even when third party funded, is higher in higher
socio-economic groups (Proffit and Fields, 2001}, and may approach 60% of population
where there is free access 10 services, Intemational experience shows that demand for
orthodontic treatment has the potential to overwhelm the capacity of anyTScrvice 1o
provide it, and that there would be minimal health benefit in establishing such a service.

It is necessary therefore to distinguish between need and demand, and much scientific
research has led to the development of indices capable of identifying patients who will
show a measurable health benefit from treatment - such as the IOTN (Shaw et al 1991)
which incorp both the ional and aestheti p s of need. The
OSI favours the use of an index such as IOTN in the public service, since it is
intemationally accepted as reliable and valid, is administratively simple to apply, and can
be used with much greater objectivity than the current guidelines of the Department of
Health and Children.

Eligibility under current Department guidelines probably extends to around 18 -20% of
12-year old population, or 10,000-12,000 eligible cases per year: expansion of the
scheme to include all IOTN Categorics 4 & 5 may extend eligibility 1o 30:35% of |2 year
olds, or 18,000 -20,000 cases per vear. The actual uptake of treatments would be
somewhat less. The cost 1o the state of providing orthodontic care to all patients in IOTN
categories 4 and § would be in the region of £36,000,000.

In view of the |imited health benefit to be gained from this level of service, and the costs
involved, it may be appropriate to consider 2 rationalization of the eligibility criteria, to
include an assessment of the patients’ ability to pay. Such measures might require a
review of the Health Act or the directive of 1985,



Structure of services

The O8I iders that ful planning of future orthodontic services must involve
two separate approaches:
L. Long term strategic planning.

12

- Management of the existing localized acute problems created by current
regional waiting lists-waiting list initiatives

1. Long term strategic planning of services

This Society believes that the structure of the public orthodontic service should be
planned to cater for the level of service it ultimately intends to deliver and that current
waiting lists should be addressed by separate measures.

Since there is no definitive clinical cut off point which d ines @ healthor functional
indication for treatment, the level to which free orthodontic is to be provided is

essentially a political or administrative decision.
Principal options for delivery of service are;

1. Exclusive provision of service within the salaried public service, which would

require p based on productivity of 200 cases per year per specialist,
or 300 per year where the specialist is supported by an auxiliary.

2. Partial provision of service within the private sector, possibly by the creation
of a category of pamial eligibililty based on clinical eriteria and/or ability to
pay.

2 M of current Si

The ongeing inability of the Hospital services to meet the demand for service has resulted
in waiting lisis in most Health Boards. with a total of 23,686 awaiting assessment and
11.995 awaiting treatment.



Table 4
Orthodontic Waiting lists (November 2001)

Health Board Arca Awaiting A [ Awaiting T
Eastem 11,781 I 504

Southern 5962 T 4370

Midwest 3380 1392

Northwest 1210 3173

~ Western 79 475

T Midiands 377 7 v T

Southeast 37 362
MNortheast None 642

It is most interesting to note the geographic spread of the areas with highest waiting lists,
with 89.2 % of the assessment waiting lists in the three areas where the model of
hant-led and dentist-delivered service has been long established, and where it is
advocated that this model be continued. It is ethically unaccepiable and indeed probably
illegal to allow patients to remain on a waiting list for possibly over two years, only to
deny them service by reason of non-eligibility. If clinical guidelines are to be used o
target patients with maximum occlusal handicap, then the assessment must be provided
within weeks or months of referral.
Treatment wailing times are absolutcly unacceptable also, doing a greal disservice to
patients who have treatment delayed long beyond the ideal time clinically.

Waiting List Initiatives
I. Assessment waiting lisis

The waiting list for assessment should be cleared in 2002 and in future, assessment
waiting times should be kept below three months. Such assessments can only be
carried out by consultant/specialist and should ideally be provided by ‘in-house’



salaried stafT. since there would be a perceived conflict of interest if specialists from
1he private sector conducted assessments.

This is not the impossible task that it might appear. In the East Coast Area Health
Bourd, (ERHA) the newly established regional unit cor d service in Septemb
2001, and by the end of January 2002, it will have fully cleared an

waiting list of almost 2,500, without a full complement of specialist stafl. In four
other Health Board regions, the total assessment waiting list is only 2,563 and could

presumably be cleared in a similar time frame.

2. Treatment waiting fists :
Possible strategics for immediate effect include ;

= Inereasing capacity of public service - along lines of scheme implemented
recently by NAHB where salaried specialists are given use of public
facilities on a fee per item basis out of hours. Such schemes migh! address
some of the problems of recruitment and retention of specialist staff.

* Accessing trealment in the private seclor- options:

1. Full funding of private sector fees for eligible patients.

2. Grant in aid for eligible patients — contrary to Health Act, but
may be possible through Social Weifare system

3. Reduced fiee to private specialists providing treatments in Health
Board facilitics- reducing direct expenditure for Boards and
maximizing the retum on the capital investment of establishing
the regional units.

Any proposals to involve the privale sector should be introdeced on a
national basis and the Orthodontic Society of Ireland would be happy to
engage in negotiations should any such scheme be considered.



RECOMMENDATIONS:

. The immedi ional impl ion of the agreed specialist posts and

commitment to an exclusively specialist delivered service.

. Training of further specialists through the approved academic training

in conjunction with | consultants

Rl o Euiop i § speciall

=

. Consider the introduction of orthodontic auxiliaries to increase the

productivity of the specialist delivered service.

. Strategic planning of service to deliver chosen level of service annuaally.

Waiting list initiatives to deal with the current problems:
a) Assessment wailing lists to be eliminated as a priority
b} Treatment waiting lists to be reduced by a combination of:
i) expanding the capacity of public service
i) necessing private sector by nationally agreed schemes.
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Introduction

Orthodontics is that branch of dentistry concemned with the alignment of the teeth, the growth
of the jaws, and the treatment of facial abnormalities. Such abnormalities can range from
cleft lip and palate, overgrowth or undergrowth of one or more jaws, and extreme variations
of normal, to crowding of the teeth.

The general public see orthodontics mostly as “straight teeth™. Crowding of the teeth is the
most common orthodontic problem, and very few people have absolutely straight teeth.
Variations from the ideal can range from very slight to extreme.

Stud::s in the ﬁ:ld ufsucual psyehology show that a significant degree of secial gain can be

d from dontic Shaw et al (1980) in n study of schoolchildren has
shown that teasing and nicknames about teeth are more hurtful than comments about other
bodily features. Ramstad et al (1995), Shaw et al (1980, 1981), Speltz et al (1993) have found
modest or varying degrees of improvement in scif-esteem, social skills, and socisl interaction
in patients who have had orthodontic treatment. Dann ct al (1995) found that patients” self-
concept does not improve during orthodontic treatment, while Albino et al (1994) found that
while parent, peer, and self-evaluation of dental and facial attractiveness significantly
improved after treatment, self-esteem was not affected.

The demand for all forms of free medical care is, in theory, limitless. Helm (1990) found that
if all barriers to orthodontic care (financial, lack of specialist personnel, severity-indexed, etc)
were removed, 60% of the population would demand it.

In the past, it was believed that tooth crowding resulted in dental decay and gum disease.
Deespite scientific investigations in a number of countries in recent years, the
evidence for such a link is very weak (Addy et al, 1988; Addy ctal, 1990; Dummer ¢t al,
1990a; Dummer ct al, 1990b; Helm and Petersen, 1989a; Hclm ami Petersen, 1989b). Dental
crowding, therefore, has lintle dental health impli upper front
teeth (“buck teeth™) are more prone to trauma (Burden, 1995; Hoila.nd ct al, 1988; Hunter et
al, 1990}, and 1-2% of the population have impacted upper canines (“eye teeth”™), of which
12% cause varying degrees of damage to the roots of the adjacent teeth (Ericson and Kurol,
1987a; Ericson and Kurol. 1987b). Extremely deep bites can cause trauma to the hard and soft
tissues, but overall, the dental health implications of malocclusion are modest, to say the least
(Shaw, etal, 1991)

The prevalence of crowding has increased due to the effect of fluoride in the drinking water
supply, with consequent reduction in dental decay (O"Mullane, et al, 1996). Before the 1960’s
an intact dentition was a rarity in lrish patients, with tooth extractions being common. This
tended to relieve crowding. Access to orthodontic care was minimal or non-existent for the
vast majority of the population, firstly because of the lower patient expectations, secondly
because there were so few orthodontists working in the country, and thirdly, because of the
expense ol' tl'tﬂl.n‘lr.nl in me private sector. Since that time, however, awareness of

ially, and d d for such has i din

parallel with tl‘ns

In summary therefore, social and psychological gain is more common with orthodontic
treatment. The dental heaith implications of the vast number of erthodontic malocclusions
are modest.



Epi gy of ortk

need.

Studies by Burden and Holmes (1994) Burden et al (1995), and Burden (1995) in the UK
show one-third of adolescents are in definite need of orthodontic treatment, one-third have
borderline need for treatment, and one-third have little or no need for treatment, using the
Index of Orthodontic Treatment Need (I0TN). This agrees with figures from the USA's
Public Health Service (Kelly, 1977; Proffit, 2001).

In the Republic of Ireland, 53,000 children are born every year. Assuming that one-third are
in need of orthod this would late into 18,000 patients starting and
finishing treatment cvery year. In total, the number of patients that would need to be under
treatment at any particular time would be approximately 40,000, Current figures suggest that
approximately 10,000 patients are under treatment sround the country.

Orthodontic manpower

C ly there are approxi |y 77 qualified specialists in unhodmhcsmlw]and.m
majority of these (45) work mpurtly- private practice. There arc app ly 16-20
specialists working within the Health Board orthodontic services, with 10 consultants in
regional hospitals, 1 consultant at terfiary care level, and 4 academics.

The distribution of orthodontic specialists is very uneven, with most concentrated on the East
and south coasts.

No. of specialists within the No. of Consultants:
Health Board service

ERHA — Northem Area

| ERHA - Easi Coast

ERHA - South Westemn

South-Eastern Health Board

Southern Health Board

 Mid-Westem Health Board

Western Health Board

North Western Health Board

Midlands Health Board

(1 PP B (T S R
] ot o] el el ] | el =]

North-Eastern Health Board

‘The role of the consultant orthodontist

The consultant orthodontist’s role is (o carry out orthodontic i ferred
from the schools dental service and from pther dentists; msu.perwseltme Lmdertrammg for
specialist qualifications; 1o carry out treatment for those patients with the most severe and
extreme orthodontic problems; to do research and audit; to manage the service and plan its
strategic development; and to ensure quality control.



Projected manpower needs
Approximately 20,000 patients each vear need treatment.
The maximum safe caseload for a specialist in full-time practice is approximately 400
patients.
The average length of treatment is approximately 18 - 24 months.

a two-year treatment cycle, this would equate to 200 patients per vear finished by
each specialist (and an equivalent number taken on for ireatment). Dividing 20,000 by 200
results in a figure of 100,
Therefore, 100 specialists within the service would be needed to treat the one-third of the

adolescent population in need of treatment.
-

Recruitment of specialists
The difficulties in recruiting trained specialists to work within the Health Board m'ﬂmdorms:
services has, up to now, been very marked. Pay and conditions have not f ly
with those in private practice.

The use of untrained non-specialist dentists recruited from the schools dental service has been
used in the past. However, whji:suchasymmymhunpolmmwcxpcdlmﬂwlung-
term implications of this give rise to a number of concems, viz:-

() such dentists are being used as orthodontic muxiliaries, needing constant supervision
by the consultant. Many such dentists may not wish to undergo specialist training due
to Jack of interest in acquiring such qualifications, or due to domestic commitments.

(b) If such dentists decide to leave the service they would require retraining o allow them
to return to general dentistry

(c) When orthodontic auxiliaries are introduced, the cost implications of having two
different grades of personnel. one much more highly paid than the other, carrying out
the same work, will it diately become obvious to

(d) Reqn.l.nng ialist orthodonti dertake a foad of 500

patients is not un!\ clinically unwise, zl is unsafe. ]t does not allow a specialist trainee
to leam properly from the consultant, and utilises the non-specialist as a mere
auxiliary.

Training of specialists in orthodontics

Omﬂy the only denml s:buol in the Republic that can offer a recognised postgraduate

dontics is the Dublin Dental School. The Cork Dental School
cannot olfu sucha prrogmum because it does not have sufficient number of senior trained
academic consultant orthodontic staff to do so (currently there is only one full-time
orthodontic consultant in the Cork Dental School),




At present, ten graduate dentists are under specialist training in the Dublin Dental School.
Two are under training in collaboration with the Western Health Board, two in collaboration
with the SWAHB, two with the ECAHB, and one each with the NEHB and SEHB. Two are
on the full-time dental school course. Four of these will complete their course in 2002
(inclnding the two from the WHB). It is anticipated that further trainees will commence
training in 2002.

The facilities and staff in the Dublin Dental School are currently stretched to the limit. New
consultant academic stafl need to be appointed, and extra clinical facilities made available to
expand orthodontic specialist training. A number of the regional consultants teach and
supervise on a part-time basis in the Dental School, but this is not a sufficient substitute for
full-time academic staff. Senior staff appoiniments also need 1o be made in the Cork Dental
School, in order to commence a specialist tmining programme.

In order for a dentist to become a regi d specialist in orthodontics, European dir

require a three-year | duate training | Entry to such programmesis .
competitive. The reason nh‘\-‘ such prngrammes have to comply with EU regulations is to
allow mutnal recognition of each member states’ professional qualifications, and to allow frec
movement within the EU of qualified professionals.

Part of the time in training is spent in a regional unit, and part in a university dental school.
Candidates enrol for a Master’s degree and almost all will undertake a membership
examination of one of the Roval Colleges of Surgeons of the UK and Ireland. In 2000, the
Dental Council of Ireland opened its register of dental specialists with divisions of
orthodontics and oral surgery. The entry of & candidates name on this register allows the
public to identify those dentists who are bona fide specialists.

The Specialist Advisory Committee report to the Chief Dental Officer (1999) recommended a
maximum of 10 training posts in the Dublin Dental School, with 4-8 in the Cork Dental
School. assuming that sufficient staff were available. This would result in a maximum of 18
specialists being graduated every 3 years (or the equivalent of 6 every year). In view of the
fact that 80 more specialists are needed for the orthodontic service, at the most optimistic
forecast, it would take a minimum of 13 years to bring the numbers up to this level if such a
scheme was fully operational, and assuming that all trainces were health board stafT and
remained within the service after achieving specialist status,

Recruitment of specialists from outside Ireland

A number of Health Boards have pied to recruit specialists in orthodontics from outside
the state, but so far with limited success. Three orthodontists are currently working in the
Health Board service (2 in the North Western Health Board: one from the Lebanon, one from
Sweden) with 1 orthodontist from Denmark working the SWAHB of the ERHA.

Up to now, the UK has been the main location for recruiting medical and dental staff from
outside the state. This is due to a number of reasons - phical, historical, language, and
common traming pathways in medicine and dentistry. The British Orthodontic Society ina
recent manpower report (2001) found that there is a severe shortage of orthodontists in the
UK, and it proposes increasing the number under training.




With such a manpower shortage in the UK, it is unlikely that it would prove a major source of
recruitment for orthodontic specialists.

Irish trainees in the UK and USA

A number of Irish dentists are currently enrolled in courses in the UK. Many may continue to
work in the UK, within practice or the NHS, which is well structured and organised.

A few Irish dentists are training on courses in the USA. It is likely that if they rctumn to live
and work in Ireland that they will set up their own private practices.

Infrastructure to service and supporting specialities

In order for a comprehensive service to be dalivered, the relevant number of dental nurses,
secretaries, and [aboratory support would be needed.

L
For each specialist, at least one dental nurse would be required to assist them. Each
department would require secretarial staff, and the laboratory support for the construction of
appliances would also be needed.

Supporting specialities — the main associated speciality that would be required to support the
orthodontic service is the oral and maxillofacial surgery service. Since the introduction of the
unhodmmesznnu.lh:uralsummmmbolhpnm: ice and hospital d

a major {ncrease in the number of patients that they are receiving for treatment for nmpacted
teeth, retained roots. buried wisdom teeth, and for the treatment of patients requiring major
jaw surgery for the correction of facial deformity. Proffit (1994) estimates that up to 0.4% of
the entire population require such comective surgery — this would amount 1o approximately
250 new patients in the country every year (or 25 per health board).

The work of oral and maxillofacial surgeons also encompasses the treaiment of patients with
mouth and facial cancers, road traffic accidents and other trauma, md.m!labommrn with the
other head and neck surgical specialities such as ¥, Of ic surgery, ENT
surgery, and plastic surgery.

The ideal surgeon to population ratio is 1:150.000, based on recommendations from both the
British and US Associations of Oral and Maxillofacial Surgeons. In Ireland, this would equate
to 25 consultant oral and maxillofecial surgeons throughout the country, Currently, there are
five such surgeons; 3 in Dublin, one in Cork and 1 in Limerick.




SOLUTIONS

RECRUITMENT OF SPECIALISTS
TRAINING OF SPECIALISTS
RECRUITMENT OF AUXILIARIES
PRIORITISING PATIENTS FOR TREATMENT
UTILISING THE PRIVATE SECTOR

. INSURANCE SCHEMES

LA L

1. RECRUITMENT OF SPECIALISTS

Long-term priority must be given to training sufficient numbers of orthodontists within
Ireland. It is unfikely that significant numbers of orthodontists can be recruited from outside
the State. Up to recently, salary, wmm:mmhv:mmmfw
orthodontists. Most European 1es offer more 1z

In the long term the majority of non-Irish orthodontists may not wish to remain here. As
orthodontic treatment is a long-term modality, such continuity within departments is
extremely important.

Without a good salary very few orthodontisis will wish to take up such posts, especially in the
more unpopular areas. A system whereby Health Boards would sponsor orthodontists”

training in return for an equivalent number of years service should become the norm, as is
already being done in some health boards.

2. TRAINING OF SPECIALISTS

The training capacity within the Republic is limited, Even with the projected numbers under
training in both Dental Schools (assuming that sufficicnt academic staff are in place), it would
take 13 years, at the most optimistic forecast, to train sufficient specialists for the public
service, even assuming every single one entered the health service after training (scc appendix
3]

3, RECRUITMENT OF AUXILIARIES

Orthodontic suxiliaries are extensively used in many European countries, and in the USA and
Canada. These arc recrutted from the dental nursing grade and undergo a one-year training
programme. They are then employed to undertake the main tasks of placing and adjusting
appliances on patients’ teeth, and work under the supervision of a specialist or consultant.
They are not allowed to work independently and must be supervised at all times.

Currently orthodontic auxiliaries are not legal in Ireland, but the Dentnl Council has submitted
a proposal to the Minister for Health for their introduction.



4. PRIORITISING PATIENTS FOR TREATMENT

Up to recently, the only guidance that has been available in regard to which patients should
receive treatment is in a letter from the Department of Health dated January 22™ 1985, signed
by a Mr. Dewey, This sets out the original guidelines as (o which patients are eligible for
treatment. There are 3 categories — category A, which includes patients with cleft lip and
pulate, category B, which includes patients with 10mm overjets, and finally category C -
which is vague and unsatisfactory, and which could allow almost any patient to be placed on
the treatment waiting list

In recent years, waiting lists in orthodontics around the country have given rise to concern.
Some Health Board areas have waiting lisis of a few months for assessment, and a waiting list
for treatment of approximately one year, while others have a waiting list for treatment of
6,000 patients, with an assessment waiting time of up to two years.

Such long waiting lists are unsatisfactory and result in patients with very severeproblems
being kept waiting while those with lesser problems receive treatment. The Consultant Group
have been advised by the Medical Protection Society that placing patients on a waiting list for
treatment from which they are not likely to be called for treatment is unethical and wrong,

The assertion has been made that delaying for some patients can result in them
requiring major jaw surgery at a later date. No scientific evidence has ever shown that

ic treatment at an early age obvintes the need for jaw surgery. Growth of the jaws is
under close genetic control. Orthodontic treatment has never been shown to have any effect
on the growth of the jaws. Orthodontic effects are confined to the teeth and the supporting
bone, and not the skeletal bones of the jaws.

The 1985 guidelines have been revised and updated by the Irish Cansullnnl Orr.hodonum
Group and the Dept. of Health and Children to reflect i and
to prioritise resources on those patients with the greatest need. It ha.‘\ been fannd that
approximately 15-20% of referred patients would be placed on the waiting list using these
guidelines. This would allow the system to cope with the present numbers.

Ideally, some i jonally used and validated index (such as the Index of Orthodontic
Treatment Need, IOTN) should be used, but this would overwhelm the system at the present
time. Figures by Richmond et al (2001) show that up to 60% of all referrals would fall into
the grades 4 and 5 (those in most need of treatment) using the IOTN. This has been confirmed
by data from the Western Health Board (2000).

50 G PRIVATE SECTOR

As it is unlikely that sufficient numbers of specialists can be recruited in the short to medium
term, consideration should be given to wtilising the resources of the private sector, This has
been used in the past, most notably in the Midlands Health Board, where the waiting list is
extremely low, and where, up to recently, there was no consultant service.



A number of possibilities exist to treat patients within the private sector:

(a) full funding of treatment within the private sector
() partial funding of treatment within the private sector
(¢} allowing private treatment within the health board service

(2) Full funding of treatment within the private sector.

This has already been used within a number of health boards, most notably within the
Western Health Board to treat 250 patients from the treatment waiting list, The patients
are given a letter of approval, which they can then take to the private specialist of their
choice. The private specialist then invoices the Health Board with their fees.

The advantage of this system is that it is popular both with the patients and the private
orthodontists. There is little difficulty in administration and the scheme has worked well
so far. = i

The disadvantage is that it is expensive as full fees are paid,

Partial funding of treatment (“grant-in-aid™) has recently been proposed within the
Northern Area Health Board. However, the scheme was abandoned as it was found to be
contrary to the Health Act, 1972,

Grant-in-aid was proposed as follows: £1000 (Euro 1270) would have been provided to
non-medical cardholders, while £2000 (Euro 2340) would have been given to medical
cardholders. The patient would then have attended the private orthodontist of their choice,
paid the relevant fees to the orthodontist, and those who paid tax would have received tax
relief on the balance of the fees that they would have had to pay.

Such a scheme would be more cost-effective than option (a). However. it would require &
change in the Health Act to make it operational. It remains a possibility for the future.

A considerable number of EU countries have full or partial reimbursement by central
government / social insurance for orthodontic treatment (e.g. Norway, Sweden, Denmark,
Fintand), Others fund orthodontic treatment purely through social insurance (as in
Germany) or private insurance schemes (see appendix 2). All such countries have indexes
of scverity that determines the leve] of third-party funding for treatment.

{ ¢ ) Allowing private treatment in Health Board premises
Specialist-trained staff would be allowed to undertake private treatment and to receive
private foes from the Health Board for undertaking for patients out of hours.

Such private fees would need to be at least 50% of that in private practice. Figures
from the Orthodontic Society of Ireland (OSI) estimate that at least 50% of a private
orthodontic practice’s income goes in expenses (staff. supplies, heat, light, electricity,
rent, rates, stationery etc), while the remainder is taxed at the maximum tax rate
{currently 42%).



Therefore, a private orthodontist in solo practice will only receive approximately £600
(Euro 760) for two year's work for a patient that originally paid them fees of £2,500
(Euro 3170)

Private practice in Health Board clinics would be another cost-cfficient way of treating
meore patients and would be an incentive to retain tmined specialist staff.

S N CH]

No insurance schemes currently exist in this country for the funding of orthodontic
treatment (VHI / BUPA do not cover orthodontic treatment). Social insurance schemes
exist in the Netherlands and Germany, which cover orthodontic treatment in whole or in
part.

Prepayment / savings schemes are in place in the UK and other countries. These are
started when the child is at a very young age and come to maturity at the age that
orthodontic treatment is usually needed. If orthodontic treatment is not needed, then the
funds can be used for something else,

Friendly societies and occupational medical aid schemes (St Paul's, Garda medical aid,
etc) offer grants to cover part of the cost of t. Tax relief is available for the
remainder of the fees.

Currently, tax relief is available (up to 42%) for orthodontic treatment. Tt is estimated by
the Orthodontic Society of Ireland that the cost of orthodontic treatment is £1.80 (Euro
2:30) per day for two years under this scheme.



SUMMARY

Orthodontic prnhl:ms in vm)'mg dcgmcs nl'sc\vcnt) affect bcmc:u 30-50% of
the entire pared to any other
medical or surgical dlsmpime

The vast majority of orthodontic malocclusions have little dental or general health
implications.

The majonity of patients seek trezmment for cosmetic and /or social reasons,

1f no barriers to orthodontic treatment existed, up o 60% of the population would
demand it.

Currently in Ireland there are insufficient numbers of trained orth
working within the public health service to satisfy consumer demand.

Approximately 100 trained specialists working within the health service (10 per
health board area) would be needed to treat those patients who come within the
most severe categories of treatment need.

The training of dentists as specialists in orthodontics needs to be augmented with
cooperation between the health boards and the dental schools. The appointment of
new academic staff in erthodontics in both the Dublin and Cork Dental Schools is
essential.

Grading of patients according to the degree of severity is essential to ensure that
those patients with the most severe clinical treatment need receive treatment.

Given the limited resources available to the orthodontic service at the present time,
blanket entitlement of the entire population for free orthodontic care is
impracticable. The Dept. of Health and Children has to make this clear to all
interested partics — patients, politicians and health professionals.

The bers of I in orthodontics in the country needs to be doubled,
with at least two consultant unhﬂdm'tlsls in each health board area.

Infrastructure support to the service is severely lacking. There is a need for the
appointment of up to 23 consultants in oral and maxillofacial surgery o deal with
the surgical need generated by the orthodontic service and to trest patients with
severe facial deformities. Such surgeons are also needed to treat patient with oral
and facial cancers, trauma of the head and face, and severe dental problems, in
collaboration with other surgical specialities.

Utilisation of the private sector in the short to medium term to deal with waiting
lists, needs active consideration, with either the payment of full fees or the use of
grant-in-aid to patients, This latter, however. would require a change in the
relevant Health Act.



= [nsurance or prepayment schemes with tax relief should be introduced 1o allow
those families with higher incomes to opt for private orthodontic treatment.

» The legalisation, training and recruitment of orthodontic auxiliaries would help to
reduce the waiting lists significantly. It must be emphasised that such suxiliaries
cannot work unsupervised and therefore the need for training of specialists cannot
be downgraded. Also, the productivity of an auxiliary will not be the same as a
trained specialist and an auxiliary should not be considered as a substitute fora
specialist.

IN ALL PUBLIC HEALTH CARE SYSTEMS

-

f DEMAND > neep » E@m
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APPENDIX 1 - Projected b i i in orthodontics 2002 — 2025
bﬂwenthelwoﬁmhlmkmhqd(,‘nrk}

2001 2004 2007 2010 2013 2016 2019 2022 2025 2028

This model makes a number of assumptions:

(a) that the Dublin Dental School will continue to train 10 specialists every 3 years

(b) that the Cork Dental School will start 2 specialist training programme in 2002 for the
middle and upper lines

(¢) that the graduates will go into the Health Board orthodontic service after training and
will stay in the service



APPENDIX 2 - EUROPEAN UNION COMPARISONS FOR ORTHODONTIC MANPOWER, TREATMENT NEED, ORTHODONTISTS' PLACE OF WORK,
AND FINANCING OF TREATMENT

Country Population Bifs /annum | Mos. In need of x esach year | No. of [Wew patients / orihodontist each
[ e (miilions) orthodontists year
NORWAY 44 57000 19000 7 [E]
GERMANY a2 | 736000 245000 2643 a3
] 86000 28000 300 a7 ===
63000 | 21060 61 130 —
57000 19000 1385 40
711000 237000 1500 158
176 50000 | 259 227
53000 18000 L 233
680000 226000 778 260
358000 120000 376 318
700! 33000 300 33
TTALY 657 | 506000 | 176600 300 B67
"PORTUGAL EX] 102000 L 50 ~ |B8o — =]
BELGIUM 10 | | 3000 NIA | A
Othodoriets' plase ofwork | How treatmerit s financod
Cauniry % privata % community % academics | % of b private | % Insurance % govt subsidy
practice service
| NORWAY 8% 1% % i) 10 0 0
GERMANY 5% 0% 5% 10 50 0
 SWEDEN 5% B5% B.3% 10 0 a0
| DENMARK 3% 5% 5% B% 5 5 50
FINLAND 2% 42% 5% 13.3% 5 1] T
FRANCE 3.0% 13% 5100
NETHERLANDS 85% _ 0% 5% 50 i)
IRELAND 50% 0% 3% % 95 0 -
UNITED KINGDOM 45% 0% | 30% 10% i [ 0 =K
(SPAIN 66% T5% 7.5% 18% 781 20
TTALY &% 9.2% 0 1% £ 15 0
PORTUGAL % % 2% 85 ] 15
| BELGIUM 75 5 0
ECE - 80 10 i0
Saurces: Moss (1997); UINICEF population statfstics webslie wii.unlcelon/statsl | Federation Dentaire [ntemationale webslie wiw fdl nr i/









