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Chapter 1 
Oral Health in Ireland – A Short Introduction

1.1
Public Dental Service 
The HSE is required to provide free dental services to children under the age of 16 and to adults and children with special needs.  The salaried Public Dental Services delivers these services.  Schoolchildren are screened or examined by the School Dental Services and receive preventative or restorative treatment.  Pre-school children however receive what amounts to an advisory service with emergency dental care available on demand.  The School Dental Service also operates as a gatekeeper for the HSE orthodontic service.

1.2
DTBS (Dental Treatment Benefit Service)
All employees who make Pay Related Social Insurance (PSRI) contributions, and their spouses, may receive subsidised dental treatment. This scheme is run centrally by the Department of Social and Family Affairs. The number of adults entitled to claim benefit under this Scheme was about 1.5 million in 2008 (+approx 400,000 dependent spouses) – 45% of adults. 

The DTBS works well and is administered efficiently.   Dentists are paid in a timely fashion for all claims, and any claims that present with a query are followed up by department officials with the dentist, thereby enduring a negligible reclaim list
1.3
DTSS (Dental Treatment Services Scheme)
The DTSS is provided by the HSE and offers dental care to adult medical cardholders.  This scheme is limited by budget.   This is means-tested scheme and covers approx. 30% of adults.  

1.4
The administration of the DTSS has major difficulties.  The scheme is seriously under-funded and on the verge of collapse in many areas. At the end of 2008 there were 830 dentists participating in this scheme with 700 dentist claiming payment for treating at least 10 eligible patients per month.  This research shows 34% of general practitioners are not participating in the scheme.  This is at variance with the official figure of 1,300 participating dentists as regularly cited by the HSE.   There is a high degree of regional disparity in the scheme.   In Meath, for example, the number of participating dentists has fallen from 36 to 7 in a very short period of time. Sixteen dentists have resigned from the DTSS in Wicklow and there have been significant numbers of resignations in Kerry and other parts of the country.  The current situation has resulted in huge disruption for patients, great dissatisfaction among dentists and intolerable pressure on public dental services. 

Chapter 2
Resource allocation 
2.4
Incentive Payments

The manner in which public funds are allocated should embed incentives that encourage the delivery of care in a manner consistent with goals of the public healthcare system. Incentives that encourage the delivery of care in a manner consistent with the goals of the public healthcare system should be built into process.  The new dental contract in Northern Ireland has made such an attempt at aligning incentives with goals.  We propose specific incentives for specific activities similar to the Quality Outcomes Framework for general practitioners in Britain. Incentives relating to the upgrade of premises would encourage practitioners to provide publicly-funded services thereby widening access. 

The IDA is prepared to discuss the incorporation of such a scheme into contracts for dentists funded and/or employed by the public sector to focus on prevention rather than restoration and to encourage continuity of care. 

Chapter 3
Funding for dental care

3.2
Publicly-funded services – DTSS/DTBS

Unlike their medical counterparts, dentists in private general practice receive no state funding.  Dentists are unique in this regard i.e. no other profession is expected to develop and enhance practice facilities without any state funding or assistance. 

For the purposes of illustration the average payment to each participating doctor in the GMS is over €207,000 when the average payment to dentists is €55,000.  The state offers allowance and grants of €60,000 approx. to each doctor in general practice; nothing is offered to dentists in general practice.   

The IDA believes this funding for general medical practitioners is entirely appropriate and calls for similar levels of funding for dentists in order to enhance services and widen the range of treatments. 

3.3
Private Practitioners’ Capacity to Deliver 

Independent research shows dentists have incurred significant practice costs and have suffered financial difficulties caused by a rising cost base and inadequate levels of fees under the DTSS.  Comparing the first two months of 2009 and 2008 the overall income for dentists has declined by 11% on average.  There are significant regional variations in the figures.  The introduction of compulsory amalgam separators in 2009 will increase costs further.  No state support is available for this new statutory requirement.  The research shows dentists have suffered significant losses on the DTSS and DTBS for many years.  The DTSS fee income has not kept up with medical inflation. It would seem logical for a properly resourced public service to continue to supply treatment to children and special needs patients and for dentists in general practice to supply treatment to the general adult population. 

3.4
Med 2 Tax Relief 

The tax relief available on dental work has been capped at 20%.  This decision affects all dentists in private capacity.  The cutting of tax relief on dental work will result in poorer levels of oral health because it will deter and unfairly penalise patients who require dental work and effectively halves the only state support offered to patient and dentists who receive no other support or funding.  

The Department of Finance has estimated that in a full year savings of €150m for the Med 1 (medical) and Med 2 (dental) tax relief schemes will be achieved.   The most recent full year figures available to the Revenue Commissioners (2005) estimates the costs of relief for dental treatment at €25.5m, 19% of the overall health expenses relief of €134m claimed by 260,700 persons.   On the basis of dental reliefs maintaining the existing share (i.e. 19%) this would represent a massive reduction of €28.5m p.a. in the subsidy/support to dental patients and practices.  The IDA believes that the elasticity of demand is greater for the Med 2 scheme than the Med 1 and stands to face a disproportionately greater fall in support and reduction in demand.  This represents irrefutable evidence that a large measure of state support is being withdrawn and again patients and dentists are suffering as a result.  

Chapter 4
Building Capacity
We believe the State can offer support to build capacity within the privately delivered oral healthcare system through targeted tax reliefs which will enable significant health gains without causing a heavy burden on the Exchequer in these difficult economic times. 

Specifically, we suggest that consideration be given to the introduction of accelerated tax reliefs on capital spending as well as considering grant support for support staff and moving towards computerising records.

We would also advocate extension of tax reliefs for dental treatment to bring these more into line with medical treatment commencing with preventative items including examinations, fissure sealants, mouth guards and hygienist treatments / maintenance programmes and laying out a timetable for further extensions to this relief to other routine treatment items. 

With regard to the development of primary care centres, we support the call to have primary care facilities considered as industrial buildings similar to private hospitals, nursing homes, palliative care units, for relief under section 268 of the Taxes Consolidation Act.  

We believe the capital allowances should not be available against other income to anyone who is providing finance to the project but medical and dental practitioners involved in developing these projects should be capable of utilising the allowances either as owner-occupiers in running their practices or, in a co-ownership where they lease the building to practices where the personnel of the practices may change.

There are other specialities that should receive the same level of recognition that Orthodontics received i.e. Paedodontics, Endodontics, Prosthodontics, Periodontics and Public Health.  This recognition was agreed by the Dental Council but never implemented.  The dental schools are providing training programmes for these specialties.  Recognition of these specialities would result in enhanced oral health standards in Ireland and maximisation of resource allocation.  

4.1
Public Dental Service

A properly resourced Public Dental Service should continue to provide dental care to children, adolescents, and special needs patients. Eligible adults should have access to dental services through private practitioners.
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