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Foreword by the
Chairman,
Batt O'Keeffe T.D.

The Joint Committee on Health and Children was established in November 1997, As part of
its work programme for 2001 and 2002, the Joint Committes decided to examine the issne of
the orthodontic servics in Ireland. This has included an examination of eurrent policy and
practices, educational and training requirements and public concerns about the severe delays
in the provision of services.

During the period November 2001 to January 2002, the Committes held a series of public
meetings end heard evidence from & number of invited groups, organisations and individuals.
In January 2002, the Joint Committes appointed Mr. John Kissane to 2ssist it in reviewing the
written and oral presentations received and to assist in the preparation of a draft report. The draft
report was considered by the Joint Committee at its meeting on 21 February 2002. The report,
as amended, was agreed.

The Joint Committee has asked me to exp its total dissatisfaction with the operations of
the orthodontic service to date. The members are not satisfied that the various stakeholders
involved are working to provide a service which meets public needs. The interests of

children are paramount and must take precedence over all other interests.

It is the intention of the Joint Committee to consider this matter again if significant
progress is not made in implementing the recommendations in this report immediately.

The Joint Committee is grateful to Mr. John Kissane for his efforts in assisting the Joint
Commitiee. The Committes would also like to sincerely thank all those who came before the
Committee to give evidence, In particular, the Committee would like to express its appreciation
to the following individuals and organisations -

Department of Health and Children
- Mr. Tom Mooney
- Dr. Gerard Gavin

Eastern Regional Health Authority
- Mr. Pat McLoughlin
- Dr. Brian Burke

North Western Health Board
- Mr. Pat Gaughan

Mid-Western Health Board
- My John O 'Brien
= Mr. Ted McNamara
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Southern Health Board
- Mr. Tony McNamara

Western Health Board
- Dr. Mary Hynes

South-Eastern Health Board
- Mr. Richard Dooley

Midland Health Board
- Dr. Dan O'Meara
- Mr David Hegarty

North Eastern Health Board
- Dr. Ambrose McLoughlin

The Dental Council

- Mr. Joe Le Masney, President

- Mr. Brian Murray, Vice President

- Professor Robert McConnell, Chair of Education Commitree
- Mr. Tom Farren, Regisirar

The Royal College of Surgeons in Ireland
- Dr Peter Cowan, Dean, Faculty of Dentisiry
- Dr Denis Field, Consultant Orthodontist, Dental School, NUT

Cork

Dublin Dental Hospital

- Mr. Brian Murray, Chief Executive

- Professor John Clarkson, Dean of Faculty

- Dr. Therese Garvey, Senior Lecturer/Consultant in Orthodontics
- Dr. Paul Dowling. Senior Lecturer/Consultant in Orthodontics

Cork University Dental School
- Prafessor Robert McCannell, Head of School
- Ms. Kathryn Neville, Hospital Manager

The Orthodontic Society of Treland
- Dr. Therese Garvey, President
- Dr. Burga Healy, Specialist Orthodontist

The lrish Consultant Orthodontists Group
- Mr. Patrick McSherry, Chairman

- Mr. Niall McGuinness, Secretary

- Mr. Brian Jones

- Dr. Brian Burke

- Mr. David Hegarty

= Or. Paul Dewling

- Dr. Marial Blake



Mr. Ian O"Dowling, Consultant Orthodontist

Ms. Triona McNamara, Consultant Orthodontist

Dr. Antonia Hewson, Principal Dental Surgeon

The Joint Committee requests that the issues raised in this report be the subject of a debate in
both Houses of the Oireachtas.
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vy of R Tt
The Joint Committes recommends that:

Relationships

In the inued absence of agr from all Regional Consultants, the areas of
dispute should be referred to an expert panel. This panel should consist of an
expert nominated by the three consultant orthodontists in question, an cxpert
nominated by the other parties in the dispute, and an independent Chairman 1o be
agreed by the two other nominees. The findings of this panel should be binding on
all parties.

[Chapter 8.12]

Orthodontic Service Strategy

An Orthodontic Action Plan should be prepared within the next six moaths by the

Dcpanmmt or Henlth and Children in which the crifical suecess factors,
i including target timeframes for access to the service and

pn%:hle corrective actions are clearly spelled out.

[Chapter 3.7(1)]

The p d legislation for an ind jent Health Information and Quality
Aumonly prov:des that the relevant Houses of the Oireachtas Committee may
request it to review matters it considers appropriate, in a similar manner to the
Public Accounts Committes's access to the Controfler and Auditor General.
[Chapter 3.7(iif)]

‘Guidelines for prioritising Service
A mechanism is put in place to ensure that guidelines for prioritising the
orthodontic service are not amended before they have been considered by an
appropriate Committee of the Houses of the Oireachtes and that an agreed copy is
laid before the Houses of the Ofireachtas.

[Chaper 4.8(7)]

A reduction in the 1985 guidelines, if considered appropriate, should apply only
1o the next group of 12 year olds 1o be assessed and not to children on the existing
waiting list for assessment or treatment.

[Chapter 4.8(ii}]

Training
The primary Dental Degree course in Dublin and Cork be upgraded / emended to
cover primary level orthodontics.

[Chapter 5.12(i)]

Dublin Dental Hospital end School receive State funding to upgrade their
facilities for orthodontic posigraduate training with a view to catering for up o 18
trainees.
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[Chapter 5.12(ii}]

All specialist training places in Dublin and Cork be funded by the State and
attached to health authorities until health authorities have a minimum of 50

specialists.
[Chapter 5.12(iii)]

A second Consultant Orthodontist be appointed to cach Health Board to speed up
assessments and facilitate training of Dentists and trainee specialists.

[Chapter 5.12(iv)]

The minimum number of trainee specialists in training be increased to 24 by 2004
at latest, with not less than & of these being trained in Cork
[Chapter 5.12(v)]

Flexibility be shown to Dentists with iderable experi in Orthodontics so
that they can avail of specialist training.
[Chapter 5.12(vi)]

Health authorities encourage and with the Department facilitate dentists to apply
or specialised courses in the UK. and N.I.
[Chapter 5.12(vii)]

That Health Boards be facilitated in developing links with UK. and M.Ireland
Dental Colleges to train specialists in view of the inadequate iraining facilities

available at present.
[Chapter 5.12(viii)]

Section 34 of the Dentists Act, 1985, which sets out the duties of the Dental
Council in relstion to education and training, be amended to require the Council
1o ensure that the number of people in training is adequate to meet public dental
needs.

[Chapter 5.12(ix)]

Manpower levels
Specialist manpower levels should be based on the 1985 guidelines and on a
caseload of 250 completed cases each vear per Specialist Orthodontist.

[Chapter 6.4]

Recruitment
The gualifications for the grade of Specialist Orthodontist be directed by the
Minister as a matter of urgency.

[Chapter 7.7(i)]

The number of permanent whole-time posts of Specialist Orthodontist in each
Health Authority be decided as a matter of urgency and that the position of
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existing qualified Specialists and trainees be sorted so that the remaining posts in
Heslth Boards are clearly identified.
[Chapser 7.7(ii)]

Planning should now Iving the appropri: i body, the
Department and the Health Authorities to:
» idemtify and target the recruitment of the 15 Irish postgraduate students
mentioned in 7.5
* identify countries and schools training prospective Specialists and
identify appropriate times for focused targeting of
» travel to interview applicants for Specialist posts in limr country of
residence, if necessary

[Chapter 7.7(ii)]
The health authorities prepare an ive ion pack for circulation to
prospective Specialist applicants.

[Chapter 7.7(iv)]

Priiority in the filling of permanent Maole—ume Specialist pcsts be gweu o health
authorities with the greatest need e.g., Southem and
[Chapter 7.7(v)]

A recruitment campaign for permanent whole-time Specialist posts fowwng on
Scandinavia, Northern Europe and the U.S.A. be undertaken as soon as p

in view of the perceived production of Specialists in these arcas.
[Chapter 7.7(vi)]
State funding be provided to train C ltant Orthodonti 1o try to avoid a

shortage =t this level and to facilitate manpower planning.
[Chapter 7.7(vii)]

Considerstion be given to the provision of free dation or an
accommodation allowance, for the first two years, w qualified applicants from
abroad.
[Chapter 7.7(viii)]
Delivery of Orthodontic Service
Each Health Boerd initiate a review of its awaiti lists i diatel
[Chagpter §.4]
An A i Appoi system be considered for use by each Health Board.
[Chapter 8.5]

A Grant-in-Aid option be provided for persons over 16 years on the treatment
waiting lists either by amending legislation or through the Social Welfare system.
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[Chapter 8.6]

Amangements with the Dental Schools be negotiated to treat the maximum
number of public service patients at the minimum fee.
[Chapter 8.7]

Video conferencing links with Cork, Galway and other appropriate Orthodontic
LUnits be the subject of public funding to facilitate more efficient training.
[Chapter 8.8]

The Joint Committee consider that the Chiefl Dental Officer of the Department
should be at least of equal status with Consultant Orthodontists.
[Chapter £.9]

Planning for the orderly provision of oral surgery in the Health Boards commence
immediately.
[Chapter 8.10]

An accurate system of outcome measurement and audit is put in place as a matier
of urgency to verify completed cases, confirm quality and facilitate cost
COmparisons.

[Chapter 8.11]
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1. Introduction

This report draws on information contained in the various submissions received

by

the Joint Committee and on the Report on Orthodontic Services (Moran

Report) submitted by a review group to Chief Executive officers of Health Board
in October 1998.

Definitions of Orthodontics

(0]

(i)

The dental speciality concerned with the cosmetic and functional state of
the position of the teeth, and the relationship of the upper teeth to the
lower (occlusion). Orthodontics takes advantage of the remarkable degree
to which teeth positioning can be influenced by sustained pressure, and
several different kind of appliances are used to apply such pressure. These
include various types of braces, springs, wires and hamesses. Sometimes
small metal applisnces are cemented to the teeth so that force may be
applied, and sometimes teeth arc deliberately extracted to make room.

Pressure applied to & tooth causes absorption of socket bane on the side
opposite 1o the pressure, and new bone production on the same side. The
procass is slow, but the effect on the position of the tooth is permanent.
(Source: Encyclopaedia of Family Heaith)

Orthodontics is that branch of dentistry concerned with growth of the face,
development of the occlusion and the prevention and correction of
occlusal anomalies. In simpler terms, orthodontics deals with the position
of teeth, and the way they come together (bite).

The swudy of orthodontics includes factors such as variations in facial
development and growth, in orofacial function, that may influence the
occlusal development; the effects of occlusal variations on facial
appearance and on the health and function of the masticatory system.
(Source: Moran Report 1998)

or i is

i ic is undertaken for the following

Dental Health
Speech
Appearance

Through improving facial appearance orthodontics can achieve a considerable
degree of Social Gain for patients, particularly when more severe defects are
corrected. Hence, psychosocial reasons are often cited as the main justification for
funding & public health orthodontic service. There is less scientific evidence to
show that orthedontics can lead to a significant degree of Health Gain.



Dental Health
The association between malocclusion and dysfunction and oral di is
controversial and may be considered with regard to the following:

® the available evidence suggests that the disadvantages of malocclusion from a
dental health and functional viewpoint are rather modest

» with regards to variations in tooth alignment it appears that only extreme
variations such as deep overbite and gross displacement of individual teeth
represent true risks to dental health

# g number of studies suggest that while dental malocclusions do have an effect
on ogal health, other factors such as personal oral hygiene skills and attitude of
the petient can have a far greater effect.

In regard o chewing ability, adults with severe malocclusions often report
difficulty in chewing, and after treatment say that their chewing ability is
improved. It would seem reasonable that poorly-fitting teeth would be & handicap
to function, but there is no good test for chewing ability and no cbjective way to
measure the extent of any functional handicap.

Speech

Speech problems are reported by parents (more often than patients) to be relaied
to the presence of a malocclusion. It would appear that only severe malocclusions
actually cause certain speech sounds to become distorted, and it must be borne in
mind that during the eruption of the adult incisors, a transient open bite will result
in a lisp. It has been shown that a malocclusion is rarely the primary cause of a
speech defect and conversely speech defects are marely the cause of
malocclusions.

Appearance

Studies in the field of social psychology indicate that an unattractive physical
#ppearance may cause unfavourable social responses and unattractive children are
more likely to be the victims of bullying. When nicknames and tessing are
concerned, comments conceming the teeth appear to be more hurtful than those
about other features.

Demand for orthodentic treatment
The position in relation to orthodontic waiting lists as of December 2001 is set out
in table 1 with category A and B figures for awaiting treatment.



Table 1: O ic Waiting Lists (D 2001)
Health Board/ Awaiting Awaiting In
Authority Assessment Treatment Treatrent
ar g
Eastern - SWA
-NA 9,438 93 965 3,776
-EC
| Southern 5,657 - 4575 130
Midwestern 3,59¢ - 005 1,59
North-western 1,300 276 879 2,09
Western 508 - 1603 1,51
Midlands 201 - 437 1,700
South-castern 176 - 498 2,024
North-eastern - 11 346 2,292
Totals 20,877 380 11,510 17,295

All the 12-year-old children, bom in 1990 and around 55,000 in number, come up
for arthodontic consideration in 2002, this vesr. Depending on the guidelines 1o
be followed to prioritise needs a figure ranging from one fifth to one third of these
could be added to the waiting lists. The implications of this for each Health Board
is sct out in table 2 below.

Table 2: Potential orthodontic patients in 2002 for each Health Bosrd aren.

Health Area No. of 12 One | One One
year olds thid | Quarter Fifth
Eastern 19,059 6353 | 4768 3812
South 259 2.753 2,065 1,652
Midwesiern 864 621 1216 973
North-western 3277 092 %19 635
Wesiern 5,269 1,756 131 1,054 |
Midlands 3,370 1,123 843 674
South-eastem 6,171 2,057 1,54 1,134
North-castemn 4,924 1,641 1,231 985
Totals 55,103 18,396 13,799 11,039

The potential orthodontic patients for each year from 2003 to 2012, based on
registered birth satistics for each year 1991 to 2000, is set out in table 3.




Table 3: Potential Orthodoatic Patlents for each year 2003 to 2012

Year Number One third One guarter Onue fifth
2003 52,690 17,563 13,1713 10,538
2004 51,584 17,195 2.396 10317
2005 49,456 16,485 2364 9,981
2006 47,929 15,976 1,982 9,546
2007 48,53 16,177 2,133 9,706
2008 50,39 16,797 2,598 10,078
2009 52,31 17,497 3.078 10.462
2010 53,551 17,850 3.388 71
2011 53,334 17,785 3339 67
2012 54,235 18,080 3,558 848

Areas of general consensus
There would appear to be general consensus among those involved in the defivery
of the service in the following areas:

» orthodontic problems, in varying degrees of severity affect 30 — 50% of the
entire adolescent population which is a situation unparalleled compared to any
other medical or surgical discipline

» the vast mejority of orthodontic malocclusions have little dental or general
health implications

» the majority of patients seek treatment for cosmetic and/or social reasons

= if no barriers to orthodontic treatment existed, up to something between 60%
and 66% of the population would seek it.

Areas of debate
There are a number of areas of debate relating to provision of the service
including:

» guidelines to prioritise for treatment ( Chapter 4)
* training position ( Chapter 3)

* manpower levels { Chapter 6)

* recruitment issues ( Chapter 7 )

»  service provision { Chapter §)

Relationships between key players

It became clear to the Joint C ittee during its ideration of this matter that
there were difficulties between the three fongest serving Consultant orthodontists
in the Health Board sector and ather key players in the sector.

It is not within the present remit of the Joint Committee to give views on the
rights or wrongs of these difficulties. However having regard to the magnitude of
the problems fiacing the service the Joint Committee would appeal to all involved

14




to now give priority to the National interest in this area. The Joint Committee note
the recent appointment of & Director of Training by the Irish Commitee for
Specialist training in Dentistry and would ask all key players to co operate with
him in the development of existing training programmes and establishing new
programmes.

Legislative Framework
The principal legislation governing the provision of services is the Health Act
1970 which sets out the entith 1o dental and particularly secti

66 and 67 relating to services for children.

The Dentists Act, 1985 deals with training and registration of the dental
profession and established the Dental Council.

The Act requires that training, recognition etc., conform with EU directives (e.g
Directive 78/687).

The 1994 Dental Treatment Services Scheme provided for free basic dental
services for over 1 million adult medical cardholders. Eligibility for public dental
services has been extended to all children under 16 years.
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Develop t of Orthodontic Services in Ireland
In the 1950s the demand for orthodontic treatment in Ireland was low. Some
simple treatments were carried out by both public and private dentists.

In the 1970s Health Boards engaged the ser\m:es of nnhodomsts in private
practice who treated patients with fee
system. These fees covered removable app].sme costs but du'l not cm-er the cost
of fixed appli Where fixed were dered necessary,
application was made to the Department ofHuhh on @ case by case basis. Very
few patients ived this which was expensive and approved at private
fee mates. There was no overall severity rating system and as the demand for
orthodontics increased this placed an excessive burden on an extremely limited
service.

In the late 1980s fixed orthodontic appliances became more readily available.
Sn'uutum:l fees were established. This allowed some fixed appliances to be
d by private orthodontists. Health Board fees were lower than private fees
am:l the level of funding availsble was limited. Consequently, there was
considerable difficulty in meeting the growing demand of public patients.

The first appointment of a consultant orthodontist to a Health Board was made in
1985,

When the first a.ppomlmem was made, a number of dentists with appmpnat:
suppmtsmffwem igned to work in orthodontics under the di training
and supervision of the consultant. Some dentists are attracted to providing
orthodontist services under the supervision of a Consultant Orthodontist, and
value the opportunity of being trained towards a recognised qualification. Using
this combined-care approach, it has been possible to treat larger numbers of
patients and while most aflhe wark is dun: by non-orthodontists, the process and

arc i d by the ftant and the dard of where
external evaluation has been carried out has proved to be satisfactory. This pattern
of service provision was adopted as lard as further 1 were

appointed.

The current strategy for developing the orthodontic service is set out in the Dental
Health Action Plan 1994. The Action Plan prques for l.he d.:vdnpmt by cach
Heslth Board of a Consultant-led ic service thus
continuing the practice developed after the first mm;-ulmt appointment in 1985.

In 1996, the Depantment wrote to the Chief Executive Officers of the Health
Boards recommending that a group, répresentative of Health Board management
and Consultant Orthodontists review the orthodontic service.
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1

in 1997, the Dublin Dental School received approval for its specialist Dentist in
Orthodontics training prog That approval derived from an assessment by
the Specialist Advisory C ittee (SAC) of the Joint Committee for Specialist
Tralnlng in Dentistry which is representative of the Royal Colleges of Surgeons in
Ireland and Great Britain and was established to oversee acceptable standards of
postgraduate training.

In 1998, the review group reported, the Moran Report, and the key
lecnmmmthliuns was that appropriately trained, qualified and registered

be loyed in Regional Orthodontic Units to ensure the provision
nflnme.lyandlugh qnlhtym This recommendation was accepted by the
Department.

I 1999 the Dental Council established a inlist Register with divisions of
Orthodontics and oral Surgery with the cunscnl of the Minister for Health and
Children in exercise of its puwusmderli'wbmul Act, 1985, Fcllumngumn the

blish of the Register of Dental Specialists the Council appointed the Irish
Committee for Speﬁallsl Training in D:mlslry as the body within the State that it
would recognise for the purpose of granting evidence of satisfactory completion
of specialist training.

At present, the Eastern Rﬁpon:!Hulﬂi Aulfan(ERHA}andth:uﬁwmw
boards have a Itant-led service. Consul

addition to their clinical role, are also responsible for plmnlng services and fot
training health board dentists within an appropriate framework.

Recent changes include the creation of the grade of specialist in orthodontics and
the creation of a grade of auxiliary worker to work in the orthodontic area,
Specialists are allowed operate their clinics unsupervised but the Consultants see
all patients initially for assessment.
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Orthodontic Services Strategy

A Government decision in 1994 to proceed with a Consultant-led strategy for
developing orthodontic services led to the scltlng up of Regional Onhodontic

ents. This d was an of the National
Health Strategy, “Sha;rms a Healthier Future”, The Hca.lrh Strategy stressed the
importance of focusing on the concept of equity, quality and accountability when
evaluating existing services or making decisions 1o set up new services.

The current strategy for the orthodontic service is the Dental Health Action Plan
dated 26 May 1994. The overall objectives of dental health policy as set out in the
Dental Health Action Plan of 1994 were:

* to reduce the level of dental disease in children

= o improve the level of oral heslth in the population overall

* 1o provide adequate treatment services to children, Medical cardholders and
persons over 70,

A main ¢lement of the plan was the provision of & new Dublin Dental Hospital
and School. The plan also provided for the phased improvement of primary and
secondary care orthodontic treatment for children as follows:

“The successful recruitment by most health hoards of a consultant orthodontist
has begun to improve the position. It is estimated, however, on the basis of the
numbers who need treatment thar a total of nine consultant orthodontists and 31
approximately trained dental support staff will be required to meet the service
needs, "

of Health and Children Strategy Si 1998 — 2001 provided
Iiur the following steps relevant to the orthodontic service to meet dema.[ services
objectives:

* Continue implementation of Dental Health Action Plan.
* Develop specinlised dental services through the establishment of regional
consultant services.

The statement acknowledged that this was but a first step towards development of
more refined plans for the area and that the formulation of more detailed plans
would be undertaken, which would include the:

()  identification of the critical success factors
setting of performance indicators and

© indication of what corrective action might be taken in the event of
objectives not being reached.
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3.6

7

The recent Health Strategy “Ouality and Fairness. A Health System for You"
provides for the ion of specialist dental services and indicates that:

(i) following review of the Dental Health Action Plan, new goals for oral
health will be formulated

(ii) the objective of the orthodontic service is to provide timely reatment 1o

i most in need

(ili)  patients with less severe needs will be treated as quickly as the availability
of trained specialists allows

(iv) a new grade of Specialist in Orthodontics has been created and training
programmes have been put in place so that dentists can reach specialist
Jevel

{v) a special needs-based approach will be taken to developing dental services
over the next five to seven vears as follows: -

* & plan for the delivery of specialist dental services on a prioritised
basis will be prepared and implemented

= areas of speciglisation in dentistry will be appmwad and putdicly
funded specialist training will be in these
areas

» the services of orthodontists in the private sector will be used on a
more widespread basis. This, together with additional sessions by
health board specialist staff, will enable the treatment of a further
3,500 patients annuaily.

The recent strategy also indicates that:

= new legislation to provide clear statutory provision on entitlements will be
provided

*  guideli will be published ing target ti for access to
various services and

= an independent Health Information and Quality Authority will be established
with responsibility for health information systems, quality assurance and
reviewing and reporting on services.

Conclusion

The Joint Committee consider that the Dental Health Action Plan is and has been
clearly inadequate to deal with the orthodontic situation and that there is an urgent
need for a radically reviewed plan.

Recommendations:

The Joint Committee recommends that:

(i}  an Orthodontic Action Plan should be prepared within the next six months
by the Department of Health and Children in which the eritical success

20



(i)

(i)

4, 3 " =

factors, performance i g target for access to
the service and possible corrective actions are clearly spelled out

a sessional orthodontic adviser be appointed by the Depantment 1o assist in

the | ion of the Orthodontic Action Plan in view of the timescale
involved
the proposed legislation for an ind dent Health Information and

Quality Authority provide that the relevant Houses of the Oireachias
Commitiee may request it to review matters it considers appropriate, in a
similar manner to the Public Accounts Committee’s access to the
Controller and Auditor General.






4.1

Guidelines for Prioritising Service

As indicated in Chapter 3.4 the recent Health strategy states that the objective of
the orthodontic service is to provide timely treatment to patients most in need and
that patients with less severe needs will be treated as quickly as the availability of
trained specialists allows.

The Deparumul issued gw,liellnes in I‘ES to Health Boards on the classification
of cases g order of severity. Children have been
assessod for treatment by Henlth Boards in accordance with these guidelines and,
where appropriate, placed on waiting lists. These guidelines relate to three
categories of patients as follows:

Category A:  the most severe cases e.g. cleft lip and palate (less than 1%).

Category B:  cases with a functional handicap e.g. marked distortion between
the upper and fower jaws (approximately 6%).

Category C:  non-handicapped cases but having & need for treatment
(spproximately 16%3).

In relation to Category C, for planning purposes in the Dental Health Action Plan
1994, a lower figure of 9% was chosen as the realistic treatment need for the
category when other factors were taken into consideration such as likely patient
compliance and levels of oral hygicne.

In relevant tebles in this repory, e.g. table 2 — Chapter 1, one quarter has been used
s the number of potentisl patients under the 1985 guidelines.

The report of the Health Board group (The Moran Report mentioned in Chapter
2.4) recommends the adoption of an intemationally recognised index, the [ndex of
Treatment Need (IOTN), for the assessment of orthodontic patients. Under this
index cases are placed in categories |, no need for treatment, to 3, great need, in
ascending order of “handicap™.

Patients in Category 3 would include patients with cleft lip end palate, multiple
missing teeth or & destructive maloeclusion, which would damage the hard and
soft tissues.

Patients in Category 1 would include those with minor tooth displacements where
there is little need for treatment.

The report recommended the provision of orthodonti for C jes 4
and 5 of the LO.T.N. Under these recommendations 50% of 12-year-old children
would qualify for orthodontic treatment. The report recommends the service
should provide for the treatment of one third of children. This is more than double
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45

4.6

47

438

under the 1985 guidelines. In relevant tables in this report one third has been used
as the number of potential patients under 1.O.TN. guidelines.

The guidelines for prioritising the service have been under review and
presentations before the committee suggest that draft | revised guidefines
circulated in June 2000 and October 2001 would reduce the number of potentizl
patients to be treated to & figure below that proposed under the 1985 guidelines.

Potential patients for the years 2003 to 2012 under guidelines discussed ar 4.2,
4.3, and 4.4 are set out in table 3.

The target number of patients to be treated each year at specialist level under the
Dental Health Action Plan was 10,500 or Categories A, B and C of 1985
guidelines. This was to be achieved with 40 orthodontic teams with each team
completing 250 cases each year. The committee has been informed that retumns
supplied by the health boards relating 1o cases completed in considerably lower
than the target figure and consisted of Category A and B patients only. Factors
seen as contributing to the poor figures are:

= the majority of support staff have been trainees

* trainees are restricted in number of cases they can deal with
» the high turnover of stafT at specialist level

« no specialist grade in the service.

Until these factors are addressed it is unlikely that a caseload of 250 each year per
team will be achieved. The short-term outlook, next 2 to 3 years, is not very
promising without iderable private sector involvement.

In the present circumstances it is clear that as each vears 12 year olds are sdded 1o
the waiting list for treatment, with priority being given to Category A and B cases,
existing Category C people in particular are likely to move down the list. This
leads to many parents been upset and taking the matter up at Health Board level
and with public representatives.

Recommendations

The Joint Committee recommends that:

(0] @ mechanism is put in place 10 ensure that guidelines for prioritising the
orthodontic service are not amended before they have been considered by
an appropriate Committee of the Houses of the Oireachtas and that an
agreed copy is Inid before the Houses of the Oireachtas.

(i) & reduction in the 1985 guidelines, if considered appropriate, should apply

only to the next group of 12 year olds to be assessed and not to children on
the existing waiting list for assessment or treatment.
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5. Training
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52

53

The current Health Strategy, &s indicated in Chapter 3.4, provides for the defivery
of ‘specialist dental services and the provision of publicly funded specialist
training programmes.

State funding was first provided to people to train as specialists in orthodontics in
1999. Eight trainees are being funded at present and are working for the following
Health Boards,

Health AuthoritvBoard No. Dueto gualify

Western 2 2002

Eastern 4 2004

South Eastem 1 2004

North Eastern 1 2004
Council Directive 78/687 sets out EU requirements for specialist training by
Member States. Article 2(1) provides that: -
“Member States shall ensure that the training leading to a diploma, certificate or
other evidence of formal qualifications as a practitioner of specialised dentistry
meets the following requirements st least:

{a) it shall entail the completion and validation of a five-year full-time course of
theoretical and practical instruction within the framework of the training
referred to in Article |, or possession of the documents referred to in Article
71 of Dlrcctlvc ?&’Ssﬁ’EEC

(b) it shall compi | and practical instruction;

(c) it shall be & full-time course ufa minimim of thres vears” duration supervised
by the competent authorities or bodies;

(d) it shall be in a university centre, ina hing and h centre
or, where appropriate, in & health establishment approved for this purpose by
the competent authorities or bodies.

(e) it shall invalve the personal participation of the dental practitioner training to
be & specialist in the activity and in the responsibilities of the establishments
concerned”.

Article 3 of that directive provides for part-time training when training on a full-
time basis would not be practicable for well-founded reasons.

Article 2(3) of the Directive provided that Member States would designate the

body to ¢ ise evidence of satisfactory '-'imofspecia]is(rnining,The
Dental Council was designated for this purpose in the Dentist Act 1985, tmdas
indicated in Chapter 2.10, it established & § list Regisier in Orthodonti

1999, and appointed the Irish Commitiee for S-pecm]tsl Trmmig in Dentistry sstha
body o grant evidence of satisfactory completion of specialist raining.
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55  The recognised training bodies in Ireland for postgraduate training are the

University of Dublin, University College Cutk and the Rnya] Coll:g: ol'
Surgeons. The Dublin Dental School and Hospital

postgraduate tra:rnng in 1989, The Cork Dental Schml and Hospital has not been
in & positit e d training to date. The Raoyal College of
Surgeuns is unuble to prnvidu clinical training facilities on site. Therefore
postaraduate training in Ireland o specialist orthodontic level is limited to Dublin
and Cork Dental Schools and Hospitals.

56  Postgraduate Orthodontic training prior tol999:
(i i i d
In the period 1989 — 1999 the Dublin Dental School and Hospital was only
able to graduate 10 orthodontic specialists and train 5 specialists to consultant
level because of a shortage of consultant staff both in the Dental School and
in the Health Boards.
(i1) Cork Dental Hospital and School
Cork Dental School has been uneble to provide speciglist training in
orthodontics because it does not have a second orthodontic consultant in post.
(1ii) Regional Orthodontic Units
It has been indicated to the Committee that the Regional Orthodontic Units
produced 5 specialists in the period up to 1999,
57  The present position in relation to the number of Specialists, Consultants and
Trainee specialists with the Health Board Service is set out in table 4.
Table 4: No. of Specialists and Consnltants within Henlth board Service
Health Board / Specialists Consultants Total Trainee
Authority | Specialists
Eastern - SWA 2 3 |
-NA 2 3 | 4
-EC 2 3
Southern | 1
Midwest 2 | 1 3
Northwest 3 | 10172 ime) L
Western 1 2
Midlands 0 1 1 1
South 3 1 4 1
North 3 | 4 2
Totals I8 10 8 9
58 Table 5 sets out the projected number of ltant/speciali: hodontists

required in each health authority by 2008 under vur]ous case loads while still
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operating under the 1985 classification gui The i jections for
each Health Board ares used are taken I'mmlh:Mmngmn.

Table 5: Consultant / Specialist Numbers required by 2008 under 1983 guidelines

59

Health Board / Present Minimum 2008 Minimum 2008** | Minimum 2008***
Authority Number Reash . .
Eastern - SWA
-NA 9.0 112 18.0 224
-EC
Southem 1.0 45 7.1 9.0
Midwestern 3 7 43 5.4
Northwestemn 3.5 g 2.8 34
Western 2 28 4.3 3.6
Midlands i B 29 3.6
Southeastern =5 52 6.6
Northeastern 4 .6 42 5.2
Totals 215 | 30.6 49.0 61.2
= mmmwmmmwm (Moran Report)
&= 2008 based on 500 cases each 2 years.
== 2008 Requi based on 400 leted cases each 2 years.
A caseload of 400 completed cases each year is hard to substantiate based on
id given o the Ci i A figure of 400 or S00 completed cases every
hﬂovm is 2 more likely performance target with the higher figure perhaps only
with the ussi of orthodontic auxiliares.

The Joint Committee also sccepts that Consultant Orthodontists cannot be
expected to camy & worthwhile caseload due to their involvement in all
assessments and supervising trainee specialists and dentists camying out
orthodontic work.

The Joint C i Jers that i Jiate action is required to raise the
numberofspeﬁahs:nnhndmncsﬁm 18 at present to 49 as quickly as possible.

Training Capacity

(1) Dublin Dental School and Hospital
The Specialist Advisory Committee (SAC) of the Joint Committee for Hi;
TmmmmDenhsu'yuﬁheRuynlCniiaggo[ g in & report published
in 1999, permitted an increase in the number of trainees, from a maximum of
6 at any one time 1o a muximum of 10 or 12, depending on the involvement
of the Regional Onthodontic Units. With improved facilities in Dublin it is
understood that Dublin could rmise its intake to provide 18 specialists in a
three-year period.

27



510

511

512

(i)

Cork Dental School and Hospital
In certain circumstances Cork has the capacity to
nmmgprugm-rmcfow?méu-ulnec:mdhnusemmnumberluﬁms

There is therefore 2 possibility of catering fnrlhe mumng cfl minimum of 24
Specialisis at an early date. The Joint C
to achieve this should be fast tracked by all mvohredamll.hnall of these
posts should be funded by the State and attached to Health Boards.

In the event that Cork Demal School and Hespital is not in a position to
contribute to specialist training needs by 2003 it is imperative that the
Regional Orthodontic Units be facilitasted in setting up a training programme
to cover the shortfall involved.

Orthodontic Auxiliaries

Agreement has been reached on the setting up of a grade of Orthodontic
Auxiliary, The Committee has been informed that this grade may be of more use
in the private sector than in the public sector. It has been suggested that this grade,
waorking on & one to one basis, can assist specialist and others to raise their
completed caseload by perhaps 50 or more cases a year. On this basis the Joint
Committee considers that the training of Orthodontic Auxiliaries should
commence as so0n as possible with & view to having an equivalent number of
Auxiliaries to Specialists in the public service.

Training Outside Ireland

Prior to 1999 some specialist training took place where Regional Orthodontic
Units were linked to Dental Schools outside the country with the trainees based
here.

It is still open to Irish Dentists to train sbroad if they are successful in petting &
place in & maining course outside the country but it appears all the practical
clements of the course would have to be done outside the country. If Cork Dental
School and Hospital is not able to provide specialist training in the immediate
future this matter should be revisited.

Recommendations

The Joint Committee recommends that:

(i) the primary Dental Degree course in Dublin and Cork be upgraded / smended
1o cover primary level orthodontics

(i) Dublin Dental Hospital and School receive State flmdmg o upgrade their
facilities for orthodontic posigraduate training with a view to catering for up
1o 18 trainees



(iii) all specialist training places in Dublin and Cork be funded by the State and
attached to health authorities until health authorities have 8 minimum of 30
specialists

(iv) a second Consultant Orthodontist be appointed 1o each Health Board to speed
up assessments and facilitate training of Dentists and trainee specialists

(v) the minimum number of trainee specialists in training be increased to 24 by
200+ at [atest, with not less than 6 of these being trained in Cork

(vi) flexibility be shown to Dentists with considerable experience in Orthodontics
so that they can avail of specialist training

(vii) Health authorities encourage and with the Department facilitate dentists to
apply for specialised courses in the UK. and N.L.

(viii) That Health Boards be fiacilitated in developing links with UK. and
Nireland Dental Colleges to train specialists in view of the inadequate
training facilities available at present.

(ix)  Section 34 of the Dentists Act, 1985, which sets out the duties of the
Dental Council in relation to education and training, be amended to
require the Council to ensure that the number of people in training is
adequate to meet public dental needs.






6.1

6.2

Manpower Levels

Comparison with other EU States and U.S.A.

It appears there is no such concept as an average EU. requirement per 1,000

pupula.tlun for orthodontists. The situation that has arisen in some EU States
1y those in Scandinavia and North Europe is that because of palicy drift

ﬂm was overproduction of specialists including orthodontists. This led to over
of specialist care and "--‘ofhwhhmm&mofﬂlm

mnnlﬁc! are now d in and are ing sp care

provision and specialist numbers.

The principle of subsidiarity allows for member states to determine their own
priorities relating to health service provision including orthodontic care and
associated manpower levels.

Information to hand in relation to the ratio of Onhodontists 1o 12-yvear—old
population is set out in table 6.

Table &6: Ratlo of Orthodontists to 12-vear-old population:

Country Ratio
Norway 14
Germuny
Sweden
Usa 1
Denmark Jio 301
Finland 1:422
France 1:474
Netherlands 1:680
Ireland 1:688
UK 1873

| Spain +952
Gresce 970
Ttaly ;1,687
Portugal 1 2,040

F'gl.m supplied to T.he Committee wmlld indicate an existing Consultant /
P level of approxi y 80 2= set out in table 7.




Table 7: Existing Orthodantic Specialist Manpower

Source Number
Privaie 47
Public Sector 1
Regional Consultant 1
Academic Consultant 4
| Tertiary Care Consultant I
| Total B0

In order for Ireland to have a ratio of 1:500 12-year-olds we would require a total
of 106 specialist orthodontists and for & ratio of 1:400 a total of 133 specialist
orthodontists.

There would seem little remson to provide full public funding for specialist

training once & figure of approximately 130 Consultants / Specialists is reached,
provided that roughly half of these are working in the public service.

Projected manpower needs in Public Sector
the manpower needs of the public sector is a factor of:

» the guidelines 1o be used 1 prioritise needs.

« the number of patients each year needing lowing application of
the guidelines.
»  the maxi safe caseload for a speciali

=  the gverage length of treatment.

The guidelines to be used are a choice between the [985 guidelines, the IOTN
guidelines, reduce\i 1985 guidelines or increased 1985 guidelines. The maximom
safe casel pgested to the G ittee has varied from 200 to 400 completed
cases each year. There seems to be general agreement that the aversge length of
treatment is 18 10 24 months.

The potential number of orthodontic patients from 2002 w0 2012 under I0TN
guidelines, 1985 guidelines and 1985 reduced guidelines is set out in tabie §.
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Tahle §: Potential Orthodontic Patients for each year 2002 to 2012 under various Guidelines

Year Number 10TN 1985 Reduced 1985 |
2002 55,19 £.396 3,799 1,039
2003 52,69( 7,563 3173 0538
2004 51,584 7,195 2896 0317
2005 49,456 16,485 12,364 9,981
2006 47,929 5,976 11,982 5.546
2007 48,530 6,177 12,133 9,706
2008 30,394 6,797 12,598 0,078
2009 5231 7,497 3,078 0462
2010 3355 7.850 3,388 0,710
2011 33,354 7,785 3,339 0,671
2012 54,239 18,080 13,558 10,848

The projected Specialist Orthodontist requirement in each health authority under
1.O.T.N, guidelines is set out in table 9.

Table 9: Consultunt / Specialist Numbers required under LO.T.N. guldelines in 2008

Health Board / Present Minimum 2008* | Minimum 2008** | Minimam 2008°~*
Autharity Number i i i
Eastern - SWA
-NA 5.0 150 240 30.0
-EC
Southem 14 8 9.3 11.6
Midwestern EX 5 7 7.0
Morthwestern KA 3 a4 4.6
Westem 24 o 0 74
Midlands 14 2.4 3. 4.
Southeastern 4 44 74 &
Northeastern 4 3.5 3 7
Totals 27.5 40.6 65.1 812
o zmmwmmuwummw:w
*= 2008 i based on 500 each 2 years.
= 2008 R ‘based on 400 cach 2 years.
Table 5, Chapter 5.8 shows the projected i i at

various caseloads under the 1985 gu.niel:nes The mmpanson wnh the LO.T.N.
guidelines is as follows:
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6.4

Guidelines 400 250 200
1985 30.6 49.0 612
10TN 40.6 65.1 812

Recommendation

Having mgani to rccmh‘mmn and training problems the Joint Committee
that levels should be hased on the 1985

guidelines and on 2 caseload nfju completed cases each year,

{(* Number of completed caseloads each year)
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Recruitment

Consultant Orthodontist

There has always been a problem in recruiting Orthodontists at Consultant level.
This is still the position todsy 2s evidenced by the fact that the North Western
Health Board has not got a whole time, permanent Consultant. This problem
affects the UK also. Five of the present consultents were appointed in the fast 2
3 years. Since 1994 a decision exists 1o proceed with a consultant-led strategy for
developing orthodontic sérvices et there is no consuftant at present undergoing
training in the Dublin Dental School and Hospital. The Joint Committee considers
that the matter should receive the attention of all concerned as the availability of
Caonsultants and the presence of at least one Consultant in each health authority is
the comerstone for a successful service.

Consultant posts dre filled through the Local Appointments Commission (LAC).

Specialist Orthodontist

A key recommendation of the 1998 Review Gmup (Mnnm Repm'l} was that
appropriately trained, qualified and regi be
employed in Regional Orthodontic Units. There are present 18 Specialist
Orthodontists and 9 trainees working in the Health Service. Trainees are paid a
salary and have their fees paid and are required / contracted to spend 3 years
working with & health authority after qualification.

A grade of Specizlist Orthodontist has only recently been agreed. The Minister
has not yet directed qualifications for this grade. No decision on the number of
whole time permanent posts for each Health Authority has been made. The salary
for the grade will be in the region of €98,000. The position therefore is that by
2002 the body, presumably the Local Appointments Commission, to recruit the
Specialist Orthodontist grade is not yet in a position to recruit whole time
permanent stail.

In the circumstances outlined the Joint Committee consider that there has been a
marked lack of urgency among all concerned to implement govemment policy in
the provision of en effective orthodontic service.

In order to operate 8 suecessful recruitment policy for specialist orthodontists the
following factors are considered important:

# & decision on the number of wholetime permanent posts appropriate 1o each
Health Authority having regard to contract obligations of trainees

» the provision of attractive salary and conditions of service

« directing appropriate qualificstions for the grade

* knowing the schools / institutions who produce the likely appli and when
they are going to come on stream
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7.6

7T

+ focused advertising in relevant journals mt the approprinte time, including

» the provision of an attractive information pack by employers to aid
recruitment

= speedy processing of applications and cls of appli for i

= competent selection personnel prepared to travel to I‘mlrme the actw: pursuit
of scarce applicants.

During consideration of this mater, the Joint Committee was made wware that
there are currently 15 Irish postgraduate students training in the UK. / USA.
Planning should now commence so that every effort is made 1o recruit as many of
these as passible to the Irish Orthodontic Service,

It would appear that there has only been limited success in recruiting trained
Specialists. Countrywide only 10 Specialists have been recruited to saleried dental
services, ie, | Ireland, 4 UK., 2 US., | Lebanon, | Sweden and 1 Denmark.
Retention has been poor, with only one having taken up permanent employment
with & health Authority. There is reason to believe that the very recent agreement
with the Heaith Service Employers Agency on responsibilities, duties, terms of
office and conditions of sarvice should facilitate improved recruitment and
selection.

Recommendations

It is recommended that:

(i) the qualifications for the grade of Specialist Orthodontist be directed by
the Minister as a matter ufwgcnc)'

(i)  the number of f posts of Specialist Orthodontist in
mwmmwhdmudedasamnafuwyandmmc

ition of existing qualified ialists and trainees be sorted so that the

mnmm.ngposmmﬂulthﬂmrdsm:learlyldmﬁed

(iii)  planning should now ¢ g the isle recruitment

body (L.A.C.?), the Department and the Health Authorities to:
* identify and target the recruitment of the 15 Irish postgraduste
students mentioned in 7.5
= jdentify countries and schools training prospective Specialisis and
identifv appropriate times for focused tarpeting of personnel.
= travel to interview applicants for Specialist posts in their country of
residence, if necessary.

(iv)  the health llﬂhclriti:s p!vpare an attractive information pack for circulation

l.ﬂ L3

v} pnant)' in dr:t"l]mg of p hol Specialist posts be given to
health puthorities with the preatest need u.g.. Southemn and Eastern
Authorities

(vi} & recruitment camp for holeti fi

posts focusi
on Scandinavia, Northern Eurnpemdme U.S.A. be undertaken s soon as
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(vi)

(viid)

possih]e in view of the perceived overproduction of Specialists in these

Sw.c funding be provided to train Consultant Orthodontists, 1o try to avoid
a shortage at this level and to fam.hmemanpcwer planning
consideration be given o the provision of free dation or an
accommodation allowance, for the first two vears, to qualified applicants
from abroad.
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Delivery of Orthodontic Service

Existing Services
At present patients may be provided with a service by one or more of the
following practitioners depending on the health authority:

=  Consultant Orthodontists.

=  Specialist Orthodontists unsupervised.

» Dental Officers (some with orthodontic qualifications) in the Orthodontic
service under the direction and supervision of a consultant.

* Dental Officers in the Primary Dental Service under the direction of a
consultant.

= Dental Officers in Primary Dental Service unsupervised.

*  Private Orthodontists employed on & fee per item basis either in their own or
in health authority surgeries.

*  Consultant, Registrar, posigraduate or undergraduate level in the Dublin and
Cork Dental Schools and Hospitals,

* Trainee specinlist orthodontists in the orthodontic service under the
supervision and direction of a Consultant.

Ideal Service
The Joint Committee consider that the ideal service should be provided as follows
in each health suthority:

« Consultant Orthodontists.

* Specialist Orthodontics working with Orthodontic Auxiliaries.

* Trainee specialist orthodontists, as required, working under the direction and
supervision of a Consultant.

* Non-specialised Dental Surgeons in the Onhodontic service under the
direction and supervision of a consultant and providing future trainee

* Private Orthodontists as approved by a Consultant in situations where target
giiidelines for access to orthodontic services are not being met.

Dealing with the existing awaiting Arrears

The current Health Swmm“&hﬂmqﬁmhmkm
sector will be used on a mare widespread basis. This, together with additional
sessions by health board specialist staff, will enable the treatment of a_further
3,500 patients annually.” This would indicate that each Health Boards
orthodontist is expected to deal with an extra 50 treatments and each private
orthodontist to take on 50 trestments on average. It appears a high target to
achieve.

The Joint Committee would support any mix of public / private staff and facilities
that would lead to & continuous reduction in the arrears. It considers that the
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Onthodontic Strategy Plan recommended at 3.7 should include the amangements
in place to deliver the 3,500 trestments targeted.

Dealing with existing waiting arrears
The Joint Committee note with interest the initistive of the East Coast Area
Health Board in dealing with its Category Il assessment waiting list since 3
October 2001. Over 2,300 patients were cummd directly by letter asking
whether or not they are still i d in t By 8 November
2001

- 1,300 (56.5%) replied positively.

- 250 (10%) replied negatively.

- 50(2%)  reised queries,

- 700(30%) did not reply to the first letter and were sent a
subsequent letter seeking a reply in 14 days,

The Jaint Committee considered that each Health Authority should deal with its
awsiting assessment arrears in & similar manner as soon as possible and in an
overtime situation if necessary.

EmtveAppohnnulknmrlq

It would appear that & problem in maximising the use of scarce orthodontic
personnel may exist due to non-attendance of patients at the appointed times, In
order to counter this problem the Joint C i iders that an A
Ammmt&ysmhﬂnmmhmehymmﬂmﬂ&rmmgmmhﬂ,
should be investigated for use by each health authority.

Grant-in-Aid for eligible patients

The question of a Grant-in-Aid for eligible patients has been raised in
contributions to the Commitiee. It is not allowed under the existing Health
legisiation. Full funding of private fees is allowed and an essential part af the
nnhodmu: smﬂoe New legislation to provide clm stotutory provisions on
enti d. The Joint C i der the provision of a grant-
in-aid wnuld helptu reduce the becklog for treatment and advance the date of
treatment for patients who are not in a position 1o avail of it

The Joint Committee considers that an option of a grant-in-aid should exist for
patients on the waiting list who reach |6 years of age on the following basis:

- Consultant 1o indicate the nature of the treatment required, maximum
fee appropriate and a fist of private orthodontists patient may or may
not use.

- 50% of fes provided by Health Board.

- 50% of fee paid by individual (with a 20% or 42% tax refund still
available to person paying income tax).
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The gmant-in-gid option should be provided for either in smended Health
legislation or through the Social Welfare system.

Treatment capacity of trainee specialists and use of Dental Hospitals

The reatment capacity of trainee specialists is estimated at 100 - 120 completed

cases in three yenvs. Super“smn “11[ involve the loss of consultant / specialist
the

net gain from may be

60-75 mmplrmd cases in three vears.

The fees charged by the Dental Hospitals are lower than that of private
consultants. In view of the increased cummmnm‘r of public expenditure to
specialised training the Joint C i that it with the
Dental Schools should be negamdbmmurtbanmb:rol‘hml&mﬂhnmy
patient treatments at the most favourable price available.

Video conferencing link
The 1999 Specialist Advisory Ci i {SAC]mpunmd:tmedLhuubehgved
that it would be of great value to establish a video confe the

Dublin and Cork Schools and perhaps between Dublin and Gllwny “This would
enable pant of trmining to be provided by this link and avoid some round trips to
Dublin.

In view of the proposal to concentrate shont to medium term training of specialists
on Heslth authority trainees the Joint Commitiee considers that public money
should be provided to set up a video confierencing link to Galway and Cork and to
other orthodontic units ifof benefit

Status of Chiefl Dental Officer
The Joint Committee consider that the Chief Dental Officer of the Department
should be at least of equal status with Consuitant Onthodontists,

Demand for Oral Surgery

As our onhodontic service improves there is likely to be significantly more
demand for oral surgery. The Joint Committee considers that now is the time for
the Department and Health authorities to stam planning for the orderly provision
of oral surgery. There are no specialists in oral Surgery in the public health sector
at present, The matter should be addressed in &n Orthodontic Action Plan.

Swstem of outcome measurement and sudit

In 1998 the Moran Repor recommended the use of the Peer Assessment Review
(PAR) system for outcome measurement and sudit purposes. It would appear that
no factory system for is in place to date. The Joint
Commit the Specialist Orthodontist / Orthodontist Auxiliary System
as the basis ﬂlaz it will d.!.'h\.vr an average of 250 completed cases for specialist
each vear, It considers 2 system of outcome measurement and audit is urgently
Tequired to verify ourcome, confimm guality and facilitate cost comparisons.
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ion of Regional C It

8.12 The co-operation of #ll regional consultants is required if the arrears are to be
decreased and an efficient service delivered. The recently appointed Director of
Training is endeavouring to get the co-operation required. In the continued
absence of agreement from all Regional Consultants, the areas of dispute should
be refierred to an expert panel. This panel should consist of en expert nominated
by the three consultant orthodontists in question, an expert nominated by the other
parties in the dispute, and an independent Chaimman to be agreed by the two other
nominges, The findings of this panel should be binding on all parties.

8.13

Recommendations

The Joint Comminee recommends that:

@

(i)

(iii)

(i)

)

(vi)

(vii)

(viii)

Each Health Board initiate & review of its awaiting assessment lists
immediately.
An A d A
Board.

system be idered for use by each Health

A Grant-in-Aid option be provided for persons on the treatment waiting
lists and over 16 years either by amending legislation or through the Social
Welfare system.

Armangements with the Dental Schools be inted to treat the
number of public service patients at the minimum fiee.

Video conferencing links with Cork, Galway and other sppropriste
Orthodontic Units be the subject of public finding to facilitate more
efficient training.

The Joint Committee consider that the Chief Dental Officer of the
Deparmment should be at least of equal status with Consultant
Orthodontists.

Planning for the orderdy provision of oral surgery in the Health Boards
commence immediately.

An accuraie system of cutcome measurement and andit is put in place asa

matier of urgency to verify completed cases, confirm quality and facilitate
cost comparisons.

42



(ix}) Inthe continued absence of agreement from all Regional Consultants, the
areas of dispute should be referred 1o an expen panel.
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Orthodontic Fees

During the Joint C i ideration of the Orthodontic service two issuss
reganding fees arose:
* cost effectiveness of public, health board, ssctor compared 1o the private
sector,
e fees charged for orthodontis nt in the South compared to Northem
Ireland.
Schedule of fees approved by Department
The fbllowing is the schedule of fees approved by the Dy from 1 April
2001:
Initial Examination Fee € 5004 |
T Fee = | € 26708
| Fixed Appliance Orthodontic Treatment
Both Arches |
(n) Initial Examination € 5004 |
(b) Active Trearment € 950.09
(including constructinn. and fitting of
i s R
appliances in the course of treatment and
{c) Retention period, where applicable €_9967
€1,099.80
Single Arch
(a) Initial Examination € 5004
(b) Active Treamment € 63591
(including construction, and fitting of
appliances, maintenance, changing
appliances in the course of treatment and
___ debandi Y i}
(c) Retention Period. where applicable €__ 99,67
€ 785.62

The cost of appliances supplied may also be
met

Health Boards are expected to operate from this schedule of fees to a ceiling of
€2.920 in Septembar 2001, when contracting public onthodontist patients to
private consultants.
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Private Orthodontists fees

The private orthodontists contend that when off cost factors are taken into account
in the selling up of regional units they would be more cost efficient. Taking &
€2,920 scenario as the averge cost of any orthodontic treatment in the private
sector the cost can be broken down &s follows:

» Cost of treatment over two years £2.920
= Average % expenses in Private practice, 51% €1,490
« Profit for Private Orthodontist €1,430
*  Tax retum on profit, 42% € 600
* Cost to State per completed teatment €2,320
Pubilic Sector costs

Having regard to the various material svailable to it the Joint Comminee
considers that it is reasonable to assume that activity data to suppon the exercise
of reaching a cost per treatment basis in the Public Sector is not readily available,
The Joint Committes expecis thet this matter will be rectified under
Recommendstion number 29. The Joint Committee notes that a review of
orthodontic costs for one health board completed in 2001 put the cost per
successful treatment for 1999 at €1,8360 and for 2000 at €2.476 and suggested a
benchmark of €1,850. The variation between 1999 and 2000 cost resulted from
decreased activity.

Comparison with fees in Northern Ireland

A schedule of fises to do # comparisen with Norther Ireland hes not been located.
Onhodontic reatments include:

Single Fixed Appliance

Upper and Lower Fixed Appliances

Single Appliance Removable

Upper and Lower Removable Appliances

Functional Appliance

Single Orthodontic Retainer Repl

Upper and Lower Orthodontic Retuiner Replacement
Single Essix Replacement Raetsiner

Single Orthodontic Retainer Repair

There is a general agreement that fees in the South are higher than in N.L for more
complicated treatments. The loss of income tax to the Stare is some balancing
factor here.

Orthodontists contacted in NI would require 2 precise treatment plan before
guoting & price. Therefre in order 10 provide a worthwhile cost comparison it
would be necessary to armange a visit or visits to Orthodentics in the South, geta
precise treatment plan and & price quoted and then get a price for this treatment
pian from an Orthodontist in N.I
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The Joint C: i iders that the D through the Health Boards
should camy out a limited survey for different treatments in the South and
Northem Ireland and supply the Committee with the results as soon as possible.

Avemge cost of onthodontic care in all US. cities (avermge \Mljl’he following

prices are esti i from data gathered by various / B
Service Average fee | Highest fre
Jan. 2000 Jan. 2000
Tnitial Exam Free $ 250.00

Comprehensive Orhodontics — Youth $3.876.00 §5314.00

Comprehensive Orthodontics - Adol $4.125.00 $5,626.00

Comprehensive Orthedontics — Adult $4,438.00 $6,251.00

Replace Lost Retiner 5 239.00 $ 373.00
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Information on Dental Schools and Hospitals in U.K. and N.1.

Dental Schools
Currently there are 16 dental schools in the UK as follows:

Belfast

Glasgow

Dundee

Edinburgh
MNewcastle-on-Tyne
Leeds

Liverpood
Mmchmr

Shclﬁeld

Bristol

Cardiff

Royal London

King's College London
Guy's Hospital
Eastman

All offer postgraduate training in orthodentics which confirms 1o EU specialist
directives.

Number of trained orthodontists Iihl; lngntlult each year
Each year 96 Career grade NHS Speci i and 45 o
uamnes{n‘ppmnmmﬁgm}mn mEnglmdnnd Wales.

Total output every year is spproximately 150, of which one-third are overseas snd
most of these will return to their countries of origin.

(non-EU)

Salary of specialist orthodontics in UK and Ireland

103 UK: Associate specialist salary:
Staff prade salary:
Senior Dental Officer:

Ireland: Proposed specialist salary:

s18£30,000 - £52,000 pa (= €49 - 85,000)
$12£27,000 - £44.000 pa (= €43 - 70,000)
stg£40,000 - £50,000 pa (= €64 - §0,000)

IR£77,000 (= €100,000)

Take tax into account: one-third of one’s income goes in ax, superannuation and
national insurance in the UK while 46% approximately goes on income in excess
of €28,000 or €37,000, depending on status, in Ireland.
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APPENDIX 1

Members of the Joint Committee

Deputies: Bemard Allen (FG) Senators:Dermot Fitzputrick (FF)
Martin Brady (FF) Camillus Glynn (FF)
Paul Connaughton (FG) Mary Jackman (FG)
John Dennehy (FF) Pat Moylan (FF}
Beverley Cooper-Flynn (FF) Kathleen O'Meara (Lab)
John Gormley {GP)

Cecilia Keaveney (FF)
Brendan Kenneally (FF)

Liz McManus (Lab)

Gay Mitchell(FG)

Dan Neville (FG)

Baft O'Keeffe (FF) (Chairman)
Michael Ring(FG)

G.V. Wright (FF)

Notes:

Senator Kathleen O'Mears was appointed in pincs of Senator Pat Gallagher on 4 November
1999

Deputy Liz McManus was appointed in place of Deputy Réisin Shortall on 4 November 15999
Deputy Gay Mitchell was appointed in place of Deputy Alan Shafier on 29 June 2000

Depiity Michas! Ring was appainted in place of Deputy Dedrdre Clune on 29 June 2000
Deputy Bernurd Allen replaced Paul Bradford on the 29th March 2001

Deputy Martin Hrady repiaced Deputy Michasl Ahemn on | 7th May 2001
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Appendix 2

Orders of Reference

Diil Eireann
13th November, 1997, (* 28th April, 1998), ( ** 14" February 2001),

Ordered:

(1¥a)

(&)

(€)

(2)a)

That & Select Committee, which shall be called the Select Committee on
Health and Children, consisting of 14 members of Dail Eireann (of whom
4 shall constitute a quorum), be appointed to consider such— —

(i Bills the sanme law in respect of which is dealt with by the
Department of Health and Children, and

(in) Estimates for Public Services within the aegis of thut Department,

(iii}  Proposals contained in any motion, including any motion within
the meaning of Standing Order 149(A) concerning the approval by
the Dail of international agreements involving a charge on public
funds,

a5 shall be referred to it by Déil Eireann from time to time.

Faor the purpose of its consideration of Bills under paragraph (1)a)(i), the
Select Committee shall have the powers defined in Standing Order
78A(1), (2) and (3).

For the avoidance of doubt, by virtue of his or her ex afficio membership
of the Select Commiftee in aceordance with Standing Order 84(1), the
Minister for Health and Children (or & Minister or Minister of State
nominated in his or her stead) shall be entitled to vote

The Select Committee shall be joined with a Select Committee to be

appointed by Seanad Eireann to form the Joint Committee on Health and

Children to consider

(i) such public affairs administered by the Department of Health and
Children as it may select, including bodies under the segis of that
Depariment in respect of Government policy,
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®)

(&)

(iv)

)

such metters of policy for which the Minister in charge of that
Department is officially responsible as it may select,

the strategy statement laid before each House of the Oireachtas by
the Minister in charge of that Department pursuant to section 5(2)
of the Public Service Management Act, 1997, and shall be
authorised for the purposes of section 10 of that Act, and

such Annual Reports or Annual Repors and Accounts, required by
law and laid before either or both Houses of the Oircachtas, uf
bodies under the aegis of the D ified in
2{a){i), and the overall operational results, statements of strategy
and corporate plans of these bodies, as it may select. _

Provided that the Joint Committes shzll mot, at any time, consider
any matter relating to such a body which is, which has been, or
which is, at that time, proposed to be idered by the C. i
of Public Accourts pursusnt to the Orders of Reference of that
Committee andior the Comptroller and Auditor General
{Amendment) Act, 1993.

Provided further that the Joint Committec shall refrain from
inquiring into in public session, or publishing confidential
information regarding, any such matter if so requested either by
the body or by the Minister in charge of that Department; and

such other matters as may be jointly referred to it from time to time
by both Houses of the Oreachtas,

and shall report thereon to both Houses of the Ofreachias.

The quorum of the Joint Committee shall be 5, of whom et least 1 shall be
1 member of Diil Eireann and 1 a member of Seanad Eireann.

The Joint Committee shall have Ihe powers defined in Standing Order
TEA(1) to {(9) inclusive.

The Chairman of the Joint Commitiee, who shall be a member of Déil Fireann,
shall also be Cheirman of the Select Committee.
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Seanad Eireann

19 November 1997, (=30™ April 1998)

Ordered

(1) (a) That a Select Committee consisting of 5 members of Seanad Eireann shall
be appointed to be joined with a Select Committee of Diil Eireann to form
the Joint Committee on Hezlth and Children to consider —

0}

(ii)

(i)

*(iv)

v)

such public affairs admin: d by the Deg of
Health and Children as it may select, including bodies
under the aegis of that Department in respect of
Government policy, o

such matters of policy for which the Minister in charge of
that Dep is officially responsible as it may select,

the strategy statement laid before each House of the
Oireachtas by the Minister in charge of that Depariment
pursuant 1o section § (2) of the Public Service Management
Act, 1997, and shall be authorised for the purposes of
section 10 of that Act, and

such Annual Reports or Annual Reports and Accounts,
required by lew and laid before either or both Houses of the
Oireachtas, of bodies under the azgis of the Department(s)
specified in paragraph 2(a)(i), and the ovemall operational
results, statements of strategy and corporate plans of these
bodies, as it may select.

Provided that the Joint Committes shail not, st any time,
consider any matter relating to such a body which is, which
has been, or which is, at that time, proposed to be
considered by the Committee of Public Accounts pursuant
to the Orders of Reference of that Commitiee andfor the
Comptroller and Auditor General (Amendment) Act, 1993.

Provided further that the Joint Committee shall refrain from
inquiring into in public session, or publishing confidential
information regarding, any such matier if’ so requested
either by the body or by the Minister in charge of that
Department; and

such other matters as may be jointly referred to it from time
to time by both Houses of the Oireachtas,

and shall report therson to both Houses of the Oireachtas.
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() The quorum of the Joint Committee shall be 5, of whom at least 1
shall be a member of Ddil Eireann and 1 a member of Seanad
Eireann,

(¢} The Joint Committee shall have the powers defined in Standing
Order 62A(1) to (9) inclusive.

{2)  The Chai of the Joint C ittee who shall be a member of Diil Eireann.
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Appendix 3
Proceedings of the Joint Committee
AN COMHCHOISTE UM SHLAINTE AGUS LEANAT
THE JOINT COMMITTEE ON HEALTH AND CHILDREN

Imeachtai An Chomhchoiste
Proceedings of the Joint Committee =

Dé Déardaoin, 21 Feabhra 2002

The Joint Commitiee met at 9.30 a.m. in Committee Room 4, LH2000.

MEMBERS PRESENT.
The following members were prasent:

Deputies Batt O'Keeffe (in the chair), Bemard Allen, John Dennshy, Cecilia
Keaveney, Liz McManus, Gay Mitchell, Dan Neville and Michael Ring

Senators Mary Jackman and Pat Moylan.

DRAFT REPORT ON THE ORTHODONTIC SERVICE

The Chairman brought forward & draft report on the Orthodontic Service. The
Report was read and amended. The Report, as amended, was agreed.

Ordered: To report accordingly.

ADJOURNMENT

The Committee adjourned at 10.35a.m. sine die.
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Appendix 4

Presentations to the Joint Committee
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Statement of the Department of Health and Children
to the Joint Committee on Health and Children

8 November 2001

Introduction

I am grateful to the Chairman and members of the Committee for inviting
us here today to discuss the orthodontic services. The extent of L‘;c
waiting list and waiting time for orthodontic assessment and treatment is
unacceptable and seriously concerns the Department. The prevailing
situation is further compounded by the fact that the provision of
orthodontic services is currently severely restricted due to the limited
availability of trained specialist clinical staff to assess and treat patients.
This shortage has resulted from the difficulties we have had in agreeing
arrangements for training programmes and [ will deal in some length with

it presently.



Aims & Policy of the Service

The orthodontic services continue to be developed in accordance with the
Dental Health Action Plan. The Action Plan provides for the
development by each health board of a Consultant-led secondary care
orthodontic service. At present, the Eastern Regional Health Authority
(ERHA) and the other seven boards have a Consultant-led nrthnannﬁc
service. Consultant Orthodontists, in addition to their clinical role, are
also responsible for planning services and for training health board

dentists within an appropriate framework.

The Moran Report
In 1996, 1 wrote to the Chief Executive Officers of the Health Boards

recommending that a group, representative of health board management
and Consultant Orthodontists, review the orthodontic services. The
objective of this review was to ensure an adequate and equitable

provision of orthodontic treatment throughout the health boards. One of
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the key recommendations of this Review Group — known as the *‘Moran
Report’ — was that appropriately trained, qualified and registered
specialist orthodontists be employed in Regional Orthodontic Units to

ensure the provision of a timely and high quality service.

This was against the background of a consultant-led service which
developed in the mid 1980s. Within this service a number of dentists had
worked in orthodontics under the direction and supervision of consultants

with a view to achieving postgraduate qualifications in orthodontics.

This informal training framework was inconsistent with the
modernisation of dentistry under governing EU Directives which led to
the introduction of specialisation in dentisiry in the 1990s.

Accordingly, with the consent of the Minister for Health & Children, the
Dental Council established a Specialist Register with a division of

Orthodontics in 1999.
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Specialist Dentist in Orthodontics

Agreement has now been reached at the Health Service Employers Agency
on the creation of the Specialist Dentist in Orthodontics grade in the
Orthodontic Service. This agreement resulted from complex and time-
consuming negotiations. The introduction of the Specialist grade will have a

tremendous impact on the future delivery of orthodontics.

Training
It is considered essential that Specialist Dentist in Orthodontics training
programmes meet internationally recognised standards. As I have already
said the Dental Council has established and maintains a Specialist
Register in exercise of its powers under the Dentist’s Act, 1985. In this
coniext, it has recognised the Irish Committee for Specialist Training
in Dentistry as a body within the State to advise it on the granting of
evidence of satisfactory completion of specialist training. The Irish
Committee for Specialist Training in Dentistry fulfils its role through its

Specialist Advisory Committee in Orthodontics.
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In 1997, the Dublin Dental School received approval for its Specialist
Dentist in Orthodontics training programme. This approval derived from
an assessment by the Specialist Advisory Committee of the Joint
Committee for Specialist Training in Dentistry. That Joint committee
is representative of the Royal Colleges of Surgeons in Ireland and Great
Britain and was established to oversee acceptable standards of ;!
postgraduate training. Currently, the Irish Committee has taken over this

role of the Joint committee in accordance with Irish and EU legislation.

The Specialist Advisory Committee conducted a visitation of the
Regional Orthodontic Units in Galway and Cork in 1999. Following from
its report, the Unit in Galway and the Dublin Dental Hospital are now
co-operating in the provision of an approved Specialist Dentist in
Orthodontics training programme for 2 dentists. Due to structural

deficiencies in the region, approval was not given by the Specialist
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