fCP/DE /C.s;?; 3@(

¥

" Financin g
of dental care
in Europe |

Part T |

S
; ey

W@&LD HEALTH ORGANIZATION
REGJONAL OFFICE FOR EUROPE
LR . GOPENHAGEN




FINANCING OF

DENTAL CARE

IN EUROPE

ICP/ORH 102 501
ENGLISH ONLY







EMBLEM FOR ORAL HEALTH

emblem is based on the concept of a tooth with:
the two "legs" representing the roots of the tooth,
the outer concentric white ring representing the enamel,
the dotted concentric ring representing the dentine, and

the inner black circle representing the dental pulp (blood and nerve
tissue).

It also represents possible intervention to prevent or care for oral
disease:

1} initial caries can remineralize (heal) through preventive measures
(primary prevention: outer white ring),

2) caries destruction which has reached the dentine can be treated only
by replacement of destroyed tissue with a filling (secondary
intervention: dotted concentriec ring).

3) caries destruction which has reached the pulp results in the "death'™
of the tooth (tertiary care: black cirecle),

The area of each of the white, dotted and black areas represents the goal
for future distribution between primary, secondary and tertiary-care .
(prevention) in oral health.

The angle between the roots ("legs") is 40° (= 360° £ 9). The proportion
of natieonal health budgets spent on oral health can be up to 11% (l00% + 9).

The angle between the roots ("legs") also represents oral health as an
entry to healthy lifestyles (or self care ir oral health), or as a mouth
through which healthy lifestyles can be controlled (drugs, alcohol,
sanitation, nutrition, smoking, polluted air and water, etc.).
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FOREWORD

Since the goal of health for all by the year 2000 was endorsed by the
World Health Assembly in 1977, world economic prospects have deteriorated.
Some countries have been faced with a ¢ritical situarion im trying to
finance even the existing level of services,.

The economic situation has a direct bearing on what countries can
afford to spend on health services and health-related activities, as
compared with other sectors of socio—economic development which contribute
both to health and to quality of 1ife more generally. The Declaration of
Alma-Ata recognized this by building inte its definition of primary health
care the phrase: "At a cost that the community and country cazn afford to
maintain at every stage of their development™.

The removal of financial barriers to health c¢an be said to be a
necessity but is not necessarily a sufficient prerequisite for improving
equity and access to health services. Barriers to optimal utilization of
health sercies are not only financial, they are also of psychological,
behavioural, educational, scocial and organizational nature. Neo health care
system can be separated from its mational, cultural and social setting.
Each society expresses its own opinion on what i1s optimal and what are the
priorities through its pelitical decisioms.

The increasing growth of health expenditures in most countries has
eventually resulted in an extended activity in research om internatiomal
comparisons of health care expenditures and how they are financed. However,
the available literature on the economic aspects in dentistry is still very
limited,

In the 1984-85 Programme Budget of the World Health Orpanization
Regional Office for Europe provision was made for implementing a study on
assessment of fipancial systems in oral health care services. The present
study was undertaken by Dr Brian Yule and Dr David Parkin of the Health
Economics Research Unit, University of Aberdeen, United Kingdom, in
collaboration with the head of the unit, Professor Gavin H. Moomey.

Ingolf J. Méller

Regional Officer for Oral Health
World Health Organization
Regional Office for Europe
Copenhagen




SYNOPSIS

This report provideg details of the firast stage of a study of financing
dentral ecare im Europe. The study has two major aims: £firstly, to describe
fully the diversity of arrangements for dental care financing which exist ip
Europe; and secondly, to analyse the effects of methods of fipancing on the
inputs and outputs of the dental care systems, with particular regard to how
financing systems perform in terms of efficiency and equity. This report is
mainly concermed with the first of these objectives, although a start is also
mzde in tackling the second. Based on responses to a questionnaire which was
gent to countries in WHO's European Region, information on dental care
financing in 21 European countries is presented and analysed.

The report has seven sections. After a brief introduction, Sections 2
and 3 consider possible policy objectives of dental care systems, and how the
financing system can affect their attainment. TIn Section 2 emphazis is placed
on two objectiveg: efficiency and equity. Section 3 sets this discussion in
the context of financing by identifying four key dimensions of financing
systems: sources of finance, eligibility and coverage of the populatiom, type
and degree of cost-sharing by patients and method of remuneration of
practitioners. Within each of these dimensions, the efficiency and equity
implications of alternative arrangements are discussed.

Sections 4 and 5 contain most of the descriptive material of the report.
Section 4 uses the questionnaire respomses to classify countries according to
system type. Lt distinguishes four main system types in Europe: soclal
security systems; systems of gtate provision; and two types of private
finance systems, one of which exists mainly in the Weordic countries, the other
being prominent in Southern Europe. The primcipal distinguishing
characteristice of each system type are enumerated, and variations within each
gystem type are highlighted. A more detailed account of dental care financing
for each country individually is given in Section 5.

Section 6 presents some analyses of the data which the study has generated
so far. These include data on numbers of demtists, dental expenditures, the
public/private mix in finaneing and provisiom, charges teo patients, dentists’
fees and incomes, the aims of public policy with respect to dentistry, and the
use of dental auxiliaries. Among the more salient findings are the following:

1. Both dental expenditures per capita and numbers of dentists per capita
show a significant positive relationship with per capita Gross Natiomal
Product (GNP). Also, the number of dentists per capita is positively
related to per capita sugar consumption.

2. Dental expenditures per capita appear to be around three times more
responsive to differences in per capita GNP than are health expenditures
per capita.

3. Allowing for differences in GNP, privately financed systems of the
'Southern' type have significantly fewer dentists per capita than social
security systems, and privately financed systems have significantly lower
dental expenditures per capita than their social security counterparts.




Charges faced by patients, the relative feesg which dentists receive for
particular items of service, and the earnings of dentists relarive to
other proups, vary markedly across countries. How these differences
affect the treatment provided is unkmown, but will be a focus of attention
in the second stage of the srudy.

Contrary to what is sometimes asszerted, there was only little evidence
that systems based primarily on private fipance employ less auxiliary
personnel than others. However, within countries it was evident that
public services employ more hygienists than do private services.

Section 7 concludes the report with questions which could not be addressed
fully, and proposals for stage 2 of the study. In this second stage the attempt
will not be a comprehensive coverage of the countries studied; vather the
approach will be to select for further analysis a small number of countries
which are representative of their system types. It is plamned to extend the
present cross-national comparisons to consider trends over time in variables
such as numbers of dentists, expenditures, the mix of treatments provided, and
use of auxiliaries, within and between countries. Two aspectsz of equiry will
be investigated: £irstly, geographical equity, by observing imbalances in the
regional distribution of dental manpower across system types and over time;
and secondly (data permitting), distributional equity, by examining how coverage
and utilisation vary between different groups in gsociety (e.g. according to age,
sex, oceupational/social class, or income), On efficiency, in addition to
showing how resources are currently allocared, the starting peoint must be fo
identify and measure the benefits from dental care systems so that these can
be compared with alternative uses of the same resources. An understanding of
the relationship between financing mechanisms and system outcomes, both in
terms of the care provided and most importantly dental health, is vital to the
seareh for more efficient and more equitable demtal services.







1. INTRODUCTION

Dental care financing systems in Europe are very diverse.

Sources of finance range from predominantly patient payments,
through a variety of private insurance and social security
schemes, to wholly public finance; the degree of cost-sharing by
patients varies from negligible to 100%; dentists are remunerated
in some cases by fee per item of service or per unit of time and
in others by salary or capitation payment. Such variations in
aspects of financing are of interest in themselves, but acgquire a
greater significance because of their potential influence on the
intermediate output of the dental care system, the type and
amount of dental care provided, and hence ultimately on dental
health.

This report documents the first stage of a study sponsecred
by WHO of systems of financing dental care in Europe. Most of the
factual information it contains is taken from responses to a
questionnaire sent under the auspices of WHO to countries in the
European Region. 21 countries replied. The guestionnaire is
reproduced as Appendix 3.

This report has three aims:

1. to provide basic descriptive information on systems of
dental care financing in as many European countries as
possible
to attempt a classification of countries according to
system type so as to facilitate

taking a first step towards analysing the impact of the
financing system on the attainment of policy objectives,
particularly with respect to the efficiency of dental
care delivery and eguity in the provision of services,
This latter objective will be pursued further in Stage 2 of
the study, details of which are given in Section 7 of the present

paper .

2. POLICY OBRJECTIVES AND THE FINANCING SYSTEM
A World Bealth Organisation study group report in 1978 (WHO,
1878} listed five problems in financing health serviges:

(1) The lack of funds

(2) Distributicn of health resources

(3) Rising health costs

(4} Lack of co-ordination

{5) Inefficiencies in spending

It is apparent that all of these problems also apply to
dental services. Indeed, given the lower pricrity often afforded
to oral health, problems (1) and (4) may be particularly acute.
We are unable to deal with all of these problems in this report;
however, our remit permits us some discussion of the issues of
efficiency and equity.

McLachlan and Maynard (1) claim that all health care systems
have goals in terma vl efficiéncy and equity. If this is true
then, again, 1t will apply to dantal services to a greater or
Jessexr extent.

2.1 Efficiency
gconomic efficiency relates to the amount of benefit de-iVed from




available resources. Economists usually define two forms of
efficiency: allocative efficiency and technical efficiency.
Allocative efficiency is concerned with whether the benefits from
an activity, say a program of oral hygiene instruction for
adults, exceed the benefits which might be derived from
alternative uses of the same resources (the opportunity cost},
say a fissure sealant program for children. 1If the opportunity
cost exceeds the benefits then inefficiency exists, and there
would be gains from reallocating resources to the more beneficial
program,

Technical inefficiency arises when there is a less costly
way of meeting a given objective than the one which is currently
being used. For example, the use of (costly) dentists' time for
procedures which could be carried out using (cheaper)
auxiliaries' time, with the same outcome, would be technically
inefficient. By adopting the technically most efficient
solution, surplus resources (in this case dentists' time) are
freed to provide valuable services elsewhere.

2.2 EBquity

The problem with equity as a policy goal is that, unlike
efficiency, it has no generally agreed upon definition. Unlike
equality, it has no precise and indisputable meaning. Many hold
the view that equality is the only really equitable state. Yet
defining equity as eguality leads in itself to problems, since it
is then necessary to decide which objects are to be provided
egqually. Is the goal eguality of, for example, access to care,
utilisation of care or dental health itself? Only where people
have similar underlying levels of dental disease, access to care
of similar gquality and similar preferences concerning dental
health will these three goals coincide. In practice, however,
there is little evidence of conflict between them given current
inequities, and measurement of ipequity may be carried out using
all three,.

Another issue which may be of concern is a possible conflict
between efficiency and equity. Efficiency can only be defined
with reference to the achievement of some objective, and if this
objective is defined in certain ways it may confliet with
equity. For example, if it is held that the most efficient
service is one which maximises the sum of dental health over- the
population, this may involve ineguities in the distribution of
dental health within the population. An equitable service, on
the other hand, may lead to a lower average of dental health in
the whole population. One way to consider this 15 to suggest
that there is a trade-off between efficiency and equity and that
the outcome chosen depends on how highly these two are valued.
An alternative - in which the conflict disappears - 1is to
redefine the objective s0 that it includes equity.

3. DIMENSIQNS QF FINANCING
Financing systems have 4 main dimensions which can affect the
attainment of policy objectives in terms of efficiency and
equity:

{a) sources of finance

(b) eligibility and coverage of the populaticn

(c) type and extent of cost-sharing by patients

{d) methods of remuneration of practitioners




3.1 Sources of finance

There are essentially 4 sources of finance for dental services:
patients' unreimbursed payments; private insurance; social
insurance (funded from emplovees' and employers' contributions});
and government finance( funded from central and/er local
government taxation).

The distinction between social insurance funding and
government finance may not be marked. Both derive from forms of
taxation, The difference is that in the case of social
insurance, funds are earmarked for the financing of health or
dental services, whereas the usual source of government finance
is general (non-earmarked} taxation. Also the distinction may be
important from an equity viewpoint if the social insurance and
tayx systems have different deqrees of progressiveness {eg if the
burden of payment in the social insurance system falls less
heavily on high income groups than is the case in the tax
system).

The source of finance for dental care is important because
of its possible effects on the behaviour of patients and
dentists, and also because of the power over resource allocation
which the financing role carries with it. Where patients bear a
high proportion of the costs of dental care they may be more
likely to guestion the type and cost of treatment they receive,
whilst dentists for their part are more likely to take account of
costs to the patient in planning treatment. At the other
extreme, where the full cost of care is met from insurance or
government finance there may be little incentive for either
patients or dentists to constrain use. In these glrcumstances
government or insurers perform a major regulatory function. This
can be done, for example, by limiting the range of treatments
which dentists are permitted to provide, or through adjustments
in the extent of cost-sharing by patients or in the system of
dentists' remuneration.

Another source of regulatory control for the government
stems from its influence over the supply of dentists and dental
auxiliaries. Since, in general, government finances the major
part of training of dental manpower this gives it considerable
control over the output of dental schools and other training
institutions.

In addition to the sources of finance, the routing of
finance may be significant. Holst (2) identifies four possible
routing schemes (a) from agency (goverament, insurer) to dentist,
{b) from agency and patient to dentist, (¢) part from patient to
agency, total from agency to dentist, (d) part or total from
agency to patient, total from patient to dentist. Each ¢f these
arrangements could have different implications, not only in terms
of administrative efficiency, but also in terms of the control
over resource allocation it gives the parties involved.

3.2 Eligibility and coverage of the population

These isstes are important within financing systems mainly
because of the equity implications that they may have. Where
dental care ie financed mainly from private sources, eligibility
will largely depend on income and occupation, and coverage will
depend on market forces. At the other extreme, where dental care
is provided mainly by the state, eligibility will be determined




by priority categories, and coverage wWill depend on the
availability of resources within the planning system,

There may be efficiency aspects to this. It may, for
example, be more efficient to cover certain groups (eg children,
poor populations) rather than others. Also, in countries where
there are fragmented public health and social insurance schemes
these may overlap to some extent, leading to problems of
coordination mentioned earlier.

3.3 Cost-sharing

There are two dominant forms of cost-sharing: coinsurance, which
involves the payment of a fixed percentage of the cost of
services received; and copayment, which consists of a fixed
charge per item of service. These charging schemes may be
combined with deductibles and/or maximum charges. A deductible
is a given sum of money which must be exceeded before insurance
or tax funding commences; and a maximum charge, as its name
suggests, is an upper limit to patient payments, above which
third-party financing takes over completely,

There is considerable evidence to suggest that cost-sharing
has a significant effect on the utilisation of dental care and
hence on dental expenditure (3). For this reason charges to
patients are often proposed as a means of containing costs,
However, whether this is desirable from an efficiency standpoint
is debatable., Recent work in the US suggests that lower
cost-sharing improves dental health (4). Thus the appropriate
question on efficiency grounds is: are these dental health
improvements considered sufficient to Jjustify the opportunity
cost? If they are, then cost-containment by cost-sharing will be
inefficient.

From an equity perspective the extent of cost-sharing across
income groups, and categories of patient who are exempt from
charges, are variables of major interest. This is especially so
given the growing body of evidence that the utilisation of low
income groups is more responsive to cost-sharing than is that of
more wealthy groups (5, &, 7}.

3.4 Remuneration svystems
Dentists are paid by fee per item of service, salary or
capitation payment, or in some cases by & combination of these
methods. The respective merits of these payment systems have
hbeen the subject of much debate. There appears to be a
substantial degree of agreement that fee for service systems
result in more care being provided and higher expenditures than
ig the case under either capitation or salary (8, 9). Moreover it
has been suggested that capitation payment leads to greater
preventive activity than does fee per item remuneration (10).
However this is likely to be very much dependent on the fees for
preventive work. Advocates of fee for service systems would
argue that if the aim is to promote prevention then the fees for
preventive treatment should be raised relative to those for other
procedures.

This raises the c¢rucial question of how fees are
determined. If fees are market determined, then according to
standard economic theory they should reflect the valuation which
consumers place on particular treatments (as expressed in demand)
and the costs of treatment (as embodied in supply). However in




dentistry there are considerable asymmetries of information
betwWeen consumers and providers such that in most cases it is the
dentist who determines the demand for individual items of service
{2), As a result market fees may bear little relation to 'true'
consumer valuations.

Where fees are determined by some external body (eg
government) that body will have considerable power to influence
the efficiency of the treatment mix, and hence the aggregate
outcomes of the dental care system.

4. CLASSTFICATION OF COUNTRIES ACCORDING TO FINANCING SYSTEM

A number of studies have dealt with aspects of financing across a
few countries (2, 11, 12, 13). However, there are few large scale
descriptive and comparative studies. The study by Kostlan (14)
is probably the most comprehensive account of dental care systems
in Europe, but his information relates to 1973, and like other
work he is not primarily concerned with the financing system and
its effects, Nevertheless, it 1s necessary to recognise that
financing cannot be viewed in isolation. Tt is intimately linked
with gquestions of organisation and provision. As a result, our
study must touch on these issues also,

Although there is a variety of systems for financing angd
organising dental care, these do fall into certain identifiable
types. It will aid our analysis enormously if we can place
countries into groups and look in detail at systems
representative of their type; it will also be instructive to look
at variations within different types,

Maxwell (15), in the context of health care generally, uses
a categorisation based on two dimensions - the source of finance
and the organiser of the service - laying great stress on how far
the government is invelved in these. Similarly, dental care
systems have been classified, for example, according to type of
payment (16); system of organisation (17); consumer/provider
relationships between individuals, groups, and society (18); and
dimensions reflecting objectives, organisation, and financing
{2},

Here we adopt a simple classification similar to that of
Kostlan (19%), who characterises countries as being based
primarily on private practice, dental health insurance or a
national dental service. However we prefer to use the terms-
'private finance' (in order to distinguish between financing and
provision), 'social security' (to distinguish social from private
dental insurance and to include tax-based public finance) and
‘state provision' (to distinguish this from a national dental
service which is financed, but not directly provided by the
state}. In addition we identify a sub-group within the private
finance systems which is sufficiently different to warrant
separate treatment.

This leads us to the following schema:

1. Social Security

2. Private Finance - Northern European Type
3.

4,

Private Finance - Southern European type
State Provision
We shall explain these terms later, but note here that they
refer to the dominant mode of financing and provision of general
dental services to the majority of the population. (Since
usually this is mainly the adult population, it may not provide




such a great majority of the treatment.)

4,1 Describing countries according to system type

In this section of the paper we will describe each type of system
that we have identified in turn, giving its main characteristics
and the major variations that exist between countries within
types. Table 1 shows which countries we have assigned to each
system type.

It should be noted that for some countries the choice of
which system type they most closely resembled was not clear cut.
Yugoslavia, for example, has a system which is similar to social
security in some ways, but overall appears most similar to state
provision, aven though strictly the state does not provide care
or finance it. The choice is most difficult for countries which
have some social security coverage but have a large element of
private finance. Ireland and Greece, for example, are just on
the private finance side of the borderline that we have used,
whilst the Netherlands is just on the social security side. All
countries fit the system types only approximately; in a few cases
they fit them poorly, but we have assigned them to the type which
in our opinion they fit least poorly.

4,2.]1 Bocial Security

General dental services within social security systems are
characterised by dentists operating within private practice, but
with a large degree of collective financing of care. Variations
between countries exist in terms of the source of collective
finance, the method of organisation of this finance and how much
of the total cost of care it covers (determined by the treatments
eligible to be paid for by collective finance and the extent of
cost=-sharing).

In most counhtries collective finance is raised by insurance
contributions paid by employers and/or employed workers, with
gimilar contributions paid by the self-employed, who are usually
included. This is the classic 'Social Insurance' system. In
some countries this is supplemented by general taxation (eg
sweden), and indeed in two (Denmark and the UK) collective
finance is entirely by this means. The finance is generally
administered by sick funds which vary in complexity and autonomy
from the government. In the main, dentists are remunerated by
fee per item of service, although other methods are used.
However, there are large differences in the routing of payments
to dentists (for example, through reimbursement of patients,
directly to dentistg, or through an intermediate body).

Participation in the insurance scheme is in many countries
opligatory and extends benefits to the whole population. Private
insurance is therefore rare. An exception is the Netherlands,
where around 70% of the population only are covered, and there is
correspondingly a greater extent of private insurance, All
treatments are generally covered, again the Netherlands being
exceptional in excluding all but routine care for most people.

Cost-sharing is generally by co-insurance, although the UK
hac a complex scheme including deductibles, co-insurance and
maximum payments. In Denmark and the Netherlands the extent of
the cost-sharing depends on whether or not the patient is a
regular attender. In general, cost-sharing does not apply to
children, and often there are other exceptions for 'priority' and




disadvantaged groups. The Federal Republic of Germany appears to
have the least cost-sharing, and the UK and the Netherlands the
most .

Specialist services tend to be provided and financed in the
same way as other surgical specialties, and hence follow the
dominant system applying to general in-patient and c¢linic care.
The same applies to the method of remuneration of providers of
specialist dental services. In most countries, hospitals and
clinics are owned and run by a variety of bodies - the state,
sick funds, voluntary organisations etc - who provide care paid
for mainly by the sickness funds.

In all countries special servicges exist for certain groups.
The most widespread of these is a child or school service which
exists in every country. In most, this is the only form of
public health dentistry. Services provided vary, however, from
examination only {eg Austria) to comprehensive care (eg Denmark
and the UK)., Care is provided in some cases by private
practitioners (paid by fee per item) and in others by publicly
employed dentists (who are salaried). The other maln group
catered for by a special service is the Armed Forces in several
countries.

Training of dentists is largely financed by the government,
which everywhere pays capital and running costs of institutes.
In most countries tuition fees are also paid by the government,
and in some others they are paid partly by the government. Only
in the UK and Denmark are students' maintenance costs met by the
government.

summary of Social Security Systems:
Main characteristics:
1. Most dentists-organised in private practice
2. Most finance of dental care provided collectively
3. Where there is cost-sharing this does not apply to
'priority' and disadvantaged groups
4, Remuneration mainly by fee per item of service
5. Residual public health provision for special groups
6 Comprehensive public finance of dental training, usually
exclusive of student maintenance.

Major variations:
1. Source of collective finance
2. Routing of payments
3. Extent of cest-sharing

4.2.2 Private Finance

There are of course no systems where all dental care to all
sections of the population is financed purely privately.
However, there are several countries, mainly in Southern Europe
and the Nordic countries, where a substantial proportion of care
is provided without recourse to collective funds, and indeed
where the norm is privately financed private care., (Although
they are not in our data set, it is known that Italy and Turkey
are the nearest to all-private finance.)

There are, however, two distinct groups of countries who
rely mainly on private finance, The 'Northern Eurcpean type',
consists of Finland, Iceland, Norway and Switzerland. (The last
is of course not in Northern Europe, but the label is




convenient.) This type has predominantly private finance of its
general services, but a well developed public dental health
system, financed by the government, providing care for special
groups, mainly children. Most dentists operate from private
practice, and receive a fee per item of service paid in full by
the patients, mainly without recourse to collective finance.

Bome exceptions to this are that any payments in Finland are tax
deductible; in Norway 6% of the cost may be reimbursed from
gsoc¢ial insurance, whilst care to 'priority' groups is free; in
Iceland priority groups get free or subsidised care financed from
public health insurance. There are, however, public dental
health services which provide free c¢are to children. Dentists in
these services receive a salary (supplemented by fee per item
payments in Finland and Iceland).

The other group is the 'Southern European Type', consisting
of Greece, Ireland, Pertugal and Spain. (Ireland is not of course
in Southern Europe, but again the label is convenient.) This
type also has also has predominantly private finance of services,
but in addition has fragmented soc¢ial insurance and public
provision which do not cover the majority of the population
and/or c¢over a limited set of treatments. (Because of this, it
is difficult for these countries to compile information on their
systems and for us to synthesise it.,) The most developed system
in the category appears to be Ireland, where social insurance
provides comprehensive care for most workers and the Public
Dental Service (financed by government) provides care to
pre-school and primary school children plus low income groups.

In general, state or social insurance funded care provided to the
general population is limited in the treatment that it covers (eg
extractions only in Spain), and more comprehensive care isg
available only to certain groups of workers (via insurance), and
priority or other special groups {mainly children}. Finance is
equally piecemeal, inveolving social and private insurance,
central and local government funds and patient payments.
Remuneration is generally by fee per item in private practice and
salary in the public services,

Training of dentists is largely government-financed in both
Northern and Southern system types.

Summary of Private Finance Systems:
A, '"Northern' European Type
Main characteristics:
1., Private provision and finance of general services
2. Remuneration mainly by fee per item of service
3. Developed and comprehensive publicly financed and organised
gservice for children and other special groups
4, Public¢ finance of dental training, exclusive of student
maintenance and a portion of tuition fees,

B. 'Southern' European type
Main characteristics:
General dental practitioners organised in private practice
Care privately financed for most of the population
Remuneration mainly by fee per item of service
Fragmented schemes of social insurance
Undeveloped public dental care for special groups
Publi¢ finance of dental training, exclusive of student




maintenance and some tuition fees.

4,2,3 State Provision

This system exists in the Socialist countries of Eastern Europe,
and follows closely the general provision of health care in those
countries. Comprehensive care iz provided free of charge to the
whole population. Dentists are salaried public employees who
operate from surgeries, polyclinics and hospital dental
departments which are publicly owned. All aspects of services -
finance, location, availability, etc - are planned, and dental
care is not really separate from other health care. 1In keeping
with its general economic philosophy, Yugoslavian dental care is
based on self-management community provision rather than the
"state' as such.

In all countries except Yugoslavia a small part of expensive
- mainly prosthetic - work isg covered by patient payments. Such
payments are intended to control utilisation rather than to raise
revenue, However private practice does exist, which i1s paid for
entirely by patient payments on a fee per item basis. For
example, in Hungary state dentists and retired dentistes are
allowed to practice privately ; in the German Democratic Republic
around 10% of dentists are self employed (12}. (On the other
hand, private practice was abolished in Bulgaria in 1272.) In
Remania, new self-financing polyclinics have been introduced in
1984 which rely entirely on patient payments, although the
dentists remain state employees.

There are in all countries priority groups who receive
check-ups and preventive care, as well as other treatments,
without having to seek care. All finance of training, including
students' fees and maintenance, is paid for by the state.

Summary of state provision systems:
Main characteristics:

1. Dental care provided free of charge to the whole population
by salaried government-employed dentists in publicly owned
premises,
iDispensary' or priority care is given to sgpecial groups.
Training of dentists entirely state financed, including
students' maintenance,

[EVIN ]
. .

Major variations:
1. The extent to which private practice is permitted and
flourishes.




5. INDIVIDUAL COUNTRY DESCRIPTIONS

Most ©f the information contained in this section comes from the
questionnaire replies. However, certain other sources were used
for supplementary information (14, 20-29). Tables summarising the
main features of the dental care system in each country are
included as Appendix 1. Currency exchange rates which may be

useful in comparing sums of money across countries are given in
Appendix 2.

AUSTRIA

Basic dental care in Austria is covered by the same social
ingurance arrangements by which most of health care is financed.
Cutpatient care is mainly provided by independent self-employed
practitioners., Around 94% of these have contracts with the
sickness funds to provide care for socially insured patients; 28%
of the population are eligible for such care. Social insurance
covers all treatments except crowns and bridges; in consequence,
private finance covers these items and all treatment for the
residual 2% of the population who are not covered., Some
outpatient care is also provided in clinics owned by the sickness
funds and in university clinics.

Treatment for socially insured patients is mainly free,
except for prosthetics and orthodontics, where patients pay
between 20% and 50% of the cost themselves. A few sickness funds
regquire patients to pay 20% of all costs. Both sickness fund
payments and patient charges are paid directly to the dentist.
Independently practicing dentists receive a fee per item of
service, whilst those working in sickness fund and university
clinics are salaried. Private dentists earn an averade Jgross
income of around 2 million Aus. 8ch., out of which, however, all
practice expenses must be met. Salaries for dentists in
outpatient c¢linics range from approximately 420,000 Aus. Sch. per
year to 600,000 Aus. Sch. per year.

In general, there are no special arrangements for the care
of children, although school dental clinics paid for by the local
authorities exist in certain areas (eg Vienna, Graz). Specialist
(inpatient) services are provided in hospitals and university
clinics, financed by payments from the sickness funds. School
and hospital dentists are remunerated by salaries set in the same
way as payments to other dentists.

Dentists' training is by & 12 term medical course, followed
by two years' training in a university clinic. These are paid
for by the state. The state also pays grants for subsistence to
students on low incomes {and for good achievements), and pays a
salary to those in the university clinics.

BELGIUM

All dental care in Belgium, including hospital and
specialist care, is provided by private practitioners and
patients have a free choice of provider. Some 99% of the
population are covered by compulsory health insurance, This 1%
administered by five national sickness funds and one (small)
public fund, and financed mostly from contributions by employers,
employees and the self-employed based on a percentage of income
(3.8%, 2.55% and 3.3% respectively in 1985). There is, however, a
large state subsidy, mainly to pay for the health care of
non-empioyed people and their dependents. 1In addition there are




occupational insurance schemes for certain groups (eg railway
workers, merchant seamen). Dental care is included in the
benefits of the insurance schemes, except for the self-employed
and members of religious communities (13.6% of the population in
1981) who may, however, take out extra insurance with the
sicknese funds to cover dental treatment (63% did so in 1981).

Dentists are remunerated by fee per item of service which in
general is paid in full by patients and then reimbursed by the
sickness fund (apart from hospital care, where the sickness funds
pay directly for care). For widows, invalids, pensioners and
orphans {(known collectively as VvipQ) and their dependents, the
whole cost of care is borne by the insurance scheme; other
patients are reimbursed 75% of the cost. This percentage is,
however, being replaced by & fixed charge per item of
conservative work: 158 BFr. for those under 12 years of age; and
210 BFr. for those aged 12-22 (except for single fillings, which
carry a charge of 181 BFr.). From January 1986 the latter
arrangements will be extended to cover all patients aged 12 years
or over. Dentists' fees are set by the National Health Insurance
Institute, and are determined by negotiations between health care
providers and the sickness funds.

There is no special budget for dental care; an overall:
budget is set for all health services.

BULGARIA
The state is the sole provider of dental care in Bulgaria,
private practice having been abolished in 1972, The dental care

system is a subsystem of the general health care system. AsS
such, dental services are represented at all levels of health
care provision: at the first level (primary care units), by oral
care surgeries at the rural curative and preventive health
centres; at the second level (rayon level), by oral health
departments in the rayon hospital:; at the third level (district
level), by oral health polyclinics: and at the fourth (national)
level by stomatologic faculties in the Medical Academy. The oral
care surgeries, health departments, polyclinics and stomatologic
faculties all provide outpatient care. In addition, outpatient
care is available in surgeries in all factories and other
undertakings. Specialist inpatient care can be obtained in the
oral health polyclinics, which use bede in the district
hospitals, and in the stomatoclogic faculties.

Priority groups comprise children and adolescents, pregnant
women, persons With certain chronic diseases, and those exposed
to risks while at work. All these groups receive regular
'3igpensary' care consisting of obligatory dental check-ups gwice
a year plus full treatment if required, Children are treated in
school surgeries, oral health polyclinics and in the rural
preventive and curative centres.

With the exception of small charges for prosthetic
treatments (inciuding the cost of materials), all care is free of
charge to patients, with the state meeting the full cost.

Charges are set by the Committee on Prices and are unified across
the country. Because of the rising coest of dental materials, new
prices for prosthetics are currently under discussion. Dentists
are paid a salary which is set by the government planning and
budgetary system.

The planning of dental care is an integral part of health
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planning. It is carried out by the Ministry of Health, by the
District People's Council at local level, and also at the level
of individual health establishments. The operating budgets for
the various components of the health service, including dental
care, are based on norms established by the state (eg cost pex
dentist, cost per hospital day). A system of indicators and
criteria for planning and evaluating dental services is widely
used in dental care establishments.

All expenditures involved in training dentists are met by
the government.

CZECH SOCIALIST REFPUBLIC

Dental care in the Czech Socialist Republic is entirely
state provided and predominantly state financed. The aim of
public policy with respect to dentistry is to provide, free of
charge, effective prevention of caries and periodontal disease
and full dental treatment for the whole population. Around 40%
of the population uses state dental services per year.

Routine care is provided in local community dental
surgeries, in surgeries at places of work, and in district and
regional polyclinice in the towns. There are 307 of these.
Specialist treatments, particularly surgery, prosthetics and
orthodontics, are provided at district polyeclinies and also in
the 16 regional institutes of naticnal health. Children,
adolescents, and expectant and nursing mothers receive regular
comprehensive care. Special arrangements for children consist of
treatment in school dental surgeries and in general dental
surgeries on certain days.

Apart from charges for more expensive prosthetic items, all
care is state financed and free of charge to patients. For
bridges some patients pay the full cost of the dental gold used
(350 Kes per gramme). Other groups, such as children and
adolescents, patients injured or exposed to risks at work,
patients with certain disecases, and some professions (eq
teachers, actors) pay only a small part of the real value.
Dentists are paid a salary which is fixed by the health
administration according to professional experience, years of
service and grade of qualification. The average basic salary for
a dentist is 3,622 Kcs per month, and for a fully specialised
stomatologist 4,469 Ke¢s per month.

Expenditure on dental health is not directly available gince
local community health centres, as well as district and regional
institutes of national health, are administered by their
respective National Committees, rather than by the Ministry of
Health. Financial contreol and planning is supervised by the State
Planning Commission.

All the costs of dentists' training, including subsistence
expensges, are met from state funds.

DENMARK

Dental care for adults in Denmark 1s provided almost
entirely by private practitioners. 52% of dentists were working
in this sector in 1984. Most of the cost is borne privately, but
a large and expanding proportion is paid for from taxation.

Basic adult dental care is provided under the National
Health Insurance regulations by two schemes: the 'ordinary'
scheme which is available to all over the age of 16; and the




'regular' scheme, which is available to all over the age of 16
and born after 1945 who attend the dentist regularly (every six
months). Gold work, orthodontics, full and partial dentures are
excluded from both these schemes. Under the 'ordinary' scheme
around half of the cost is paid by patients for most treatments
(axaminations, scalings, fillings, extractions etc), the rest
being paid for by the counties, mainly from local tax revenue.
In total, 45% of the cost of care under this scheme was borne
publicly in 1983. For regular scheme patients, examinations are
free of charge, and for most treatments they pay approximately
40% of the cost. All remaining costs (62% of the total in 1983)
are met by the county authorities. Fees are set by agreement
between the government and the Danish Dental Association (DDa}.

Items not available to adults under the 'ordinary' and
'regular' schemes (most importantly dentures) are provided
privately and financed from patient payments and private
insurance. {(In some municipalities there is also a public
subsidy for denture provision to the elderly and 1low income
groups). Approximately 60% of dentures are provided by licenced
private denturists. The fees for privately financed care are set
by individual practitioners within regulations laid down by the
monopoly authorities.

Child dental care is entirely paid for by the municipal
authorities. Most of these provide comprehensive care directly
in municipally owned clinics, in which salaried dentists are
employed. Some, however, provide 'dispensary ' care in which
private practitioners are employed on a fee per item basis to
provide the same comprehensive care. Again, salaries and fees
are determined by agreement between the government and the DDA.

Specialist care is available in the Hospital Dental Service,
in which salaried dentists provide care which is free of charge
to patients. This is financed by the county authorities.

Every second year, approximately, the government decides how
much should be spent on dental care and what size of yearly
increase will be acceptable. This forms part of the National
Health Insurance negotiations. Every year, each county also sets
a budget for dental care, the sum of which should approximate the
government's figure. As an active policy of cost-containment in
the last couple of years, public expenditure on dentistry has
been reduced by around 25%.

All costs (including subsistence costs) of training all
dental personnel - dentists, hygienists, assistants and
technicians - are paid entirely by the government.

FEDEFRAL REPUBLIC OF GERMANY

Dental care in the Federal Republic of Germany is c¢overed by
the same social insurance arrangements as is medical care. There
is no separate dental insurance. Care is provided by independent
practitioners, who must however Jjoin a 'Panel-Dentists’
Association in order to treat social insurance patients,
Coverage is high (around 92% of the population) and the extent of
cost-sharing is particularly small. All treatment by dentists is
free to patients. The only charges are made for material and
laboratory costs of prosthetics, amounting to 40% of the cost.
(Charges of up to 20% of costs of orthodontic treatment could be
made, but in practice rarely are). The only services not
available under statutory insurance are extended examinations and




preventive treatments,

The routing of payment is unusual. The social security
bodies do not remunerate dentists directly, but supply funds to
the panel-dentists associations, who in turn pay the dentists by
fee per item of service. Both the fees that the dentists receive
and the level of patients' payments are set by agreement between
the panel-dentists associations and the sickness funds union.

8% of the population are covered by private health insurance
(which also covers dental care). This care is provided by
private practitioners, most of whom alsc treat social insurance
patients. The fees charged by dentists are covered by
regqulations issued by the government and the degree of
cost-sharing depends on the insurance scheme,

Specialist treatment is provided in clinics under the same
financing arrangements asg above. The only exception is inpatient
care, for which hospitals are paid a flat rate per day for the
services of salaried oral health specialists. School dental
services are limited to examination and preventive treatment.
These are financed by state and city c¢ouncils, care is free of
charge, and dentists are salaried.

FINLAND

Dental care for adults is mainly privately provided and
financed. Around 70% of dental care is provided by private
practitioners. Remuneration is on the basis of fee per item of
service set by agreement between the Finnish Dental Association
and the Salaries, Wages and Conditions Board for local government
offices. Patients pay the full cost of treatment and there is no
distinct dental care 1nsurance,.

Routine care for children and young people under the age of
19, expectant and nursing mothers, students, and also some adults
is provided in health centres by the Community Dental Service. At
present this service is free of charge for 0-16 year olds. Other
patients face charges set by the government at around 40% of
private sector fees, However, there are plans to extend the
principles followed in the Finnish national health service (where
public provision dominates and care is largely free of charge) to
cover all dental care. According to the Pinnish Committee of
Dental Care in 1983, the aim is to bring the adult population
'within the scope of a systematic, comprehensive and preventive
dental care system'. At present there is significant excess
demand for public care by adults, owing to the low patient
charges relative to those charged in the private sector.

The Finnish Student Health Service also provides for dental
care. Patient payments consist of an annual sum (for all health
services) plus fixed payments for each dentist or dental nurse
vigsit. Student representatives decide on the level of charges.
About 50% of costs are met by patients, the remainder being borne
by government. Remuneration is generally by salary.

Specialist treatment 18 available publicly in the Hospltal
Dental Service. Charges are levied by the government per
outpatient visit or inpatient day, and dentists are salaried.

The budget for dental care is determined by the National
Board of Health, which draws up a national plan for approval by
the government. Regional and district plans are adjusted to
this. Five vear plans are required of every health centre and
hospital receiving state subsidies.




Most of the costs of dentists' training are met by the
government, although subsistence costs and part of the cost of
tuition are financed by parental contributions, loans and
scholarships.

FRANCE

Virtually the whole French population is covered by
compulsory sickness insurance, whose benefits include dental
care. Similarly, virtually all dentists supply care under the
insurance agreement. The great majority are in private practice,
but care is also provided in health centres and hospital clinics
which are owned by a variety of organisations (eq sickness funds,
local authorities). All three types of facility supply all types
of care, including prosthetics, orthodontics and surgery.

There are four sickness funds, the largest of which covers
75% of the population. The others cover self-employed people,
agricultural workers and other groups (eg railway workers). Some
private insurance companies also cover dental care.

For most care, patients pay the whole fee to the dentist and
are reimbursed by the sickness funds an amount which depends upon
the type of care. This is usually 75% of the fee which is fixed
by the sickness funds; although payments for orthodontics are
reimbursed in full. Poor people, and the war wounded, receive
#ll care free of charge. For provision in health centres and
hospital clinics the routing of payments differs from that in
private practice: the sickness funds pay providers directly
rather than reimbursing patients, and patients pay only their own
share of costs out-of-pocket. In hospitals, the sic¢kness funds
pay the full cost for some surgical interventions, and also for
all care of patients with certain diseases (eg cancer}.

Dentists are remunerated by fee per item of service in
private practice. Those accepting social security patients
charge according to a fee schedule which is fixed by negotiation
between the sickness funds and dentists; a few dentists are
allowed to charge more than the normal fees if they are
especially distinguished (this usually concerns prosthetic and
orthodontic work}. Fees for the conservation of permanent teeth
of children aged less than 13 are higher than those for
conservative care for other patients (eg B9.60F instead of 76.80F
for a simple single-surface f£illing; 115.20F rather than 140.80F
for a two-surface filling; and 89.60F instead of 128F for a
pulpotomy). The average turnover for a general dental
practitioner in 1983 was 505,000F per annum, and for a qualified
orthodontist, 710,000 F per annum. Dentists in health centres
and hospital clinics are salaried. In health centres this may
consist of an hourly rate, or a percentage of the total fees for
items carried out (around 150F per hour, or 25% of fees 1n 1984).
The salary scale for hospital dentists in 1984 extended from
39,095F per annum for a part-time dental officer to 239,648F per
annum for a university professor.

There is no fixed budget for dental care: the method of
reimbursement of patients makes it difficult to predict dental
expenditure in advance. Control can only be exercised by use of
the fee structure. The only exception is hospital care, which is
financed from a global hospital budget.

The tuition fees of dentists' training, together with all
subsistence costs are met from personal finance and grants. The




government pays the full running and capital ¢osts of training
institutions.

GREECE

The whole Greek population is eligible for routine angd
specialist care in state hospitals and polyclinics. However,
most care is actually provided in private practices and in the
dental care dispensaries of the social insurance organisations.

The largest social insurance bodies in Greece are the Social
Insurance Foundation(IKA) covering 39% of the population in 1982,
and the rural insurance organisation (OGA) covering 34% of the
population. Of these only IKA provides dental care benefits.
Finance comes from employer contributions (approximately
two-thirds) and employee contributions (approximately
one-third}. Treatment is provided in hospitals and dental care
dispensaries by IKA dentists. They are paid a fixed salary, set
by IKA. The insurance pays for all surgical and conservative
treatment and 50% of the cost of prosthetics. IKA also pays the
travel costs of patients travelling to the dentists by public
transport, and in some cases by taxi. The remaining 50% of the
cost of prosthetics, and the cost of precious metals, is borne by
patients.

Other social security schemes (such as the civil servants
scheme) cover dental care., Patients are treated in private
practice. Dentists are paid a fee per item of service which is
neqgotiated with the social security organisations. Part of this
is paid directly by the social insurance scheme, the rest taking
the form of a per-item patient charge.

Apart from social security financing, finance in private
practice is mainly from patients' unreimbursed payments.
University students are, however, entitled to free
government-financed care in private practice (except for
prosthetics). Also, a small number of private insurance
companies have recently extended their programmes to dental
care. The number of patients who bear the entire cost of their
dental care is not known exactly. However, they are probably
outnumbered by those whose care is wholly financed by the various
social security schemes. Private dentists are free to set their
own charges and most do so on a fee per item basis., There are no
government-imposed constraints on private dentists' incomes,.

Care in state hospitals, polyclinics and university
polyclinics is financed from the state budget, mainly from
general taxation. There are noe patient charges. Dentists
receive a salary set by the government (650,000 Drachmas per
annum, net of taxes, under state provision in 1984). In addition,
the School Dental Service provides preventive care for children
in towns and the National Foundation f£or Maternal and Child Care
(PIKPA) provides preventive examinations and routine care for
children in rural areas. Both are funded by the state (mainly
from general taxation) supply care free of charge and employ
salaried dentists.

Public dental care in Greece is in a state of transgition,
The recent National Health Act of 1983 also applies to
dentistry. Under this, the immediate aim is to cover publicly
the treatment of urgent cases together with preventive care for
the whole population. In addition, oral surgery departments
covering the whole population are to be established in all




hospitals,

The public dental care budget is determined by the
government through the Ministry of Health. Government finances
the whole cost of dentists' training, with the exception of
subsistence expenses, .

HUNGARY

Most dental care in Hungary iz state financed and provided.
For adults, routine care is provided in 928 dental surgeries
belonging to the local and regional community health centres.
Around 50 child dental c¢linics provide care for children in the
larger towns., In rural areas, care for c¢hildren is provided in
general dental surgeries on certain days. Where feasible
children are examined and treated, 1if necessary, twice a year.

In addition to c¢hildren, expectant mothers, military recruits and
industrial apprentices receive regular care. Specialist
inpatient and outpatient care is provided in the dental
departments of the 7 regional health institutes, which also
undertake regearch work,

Financing of dental care ig mainly from state funds,
although small patient charges are made for the services of
dental technicians. These charges are set by the government.
Dentists are paid a state-determined salary ranging along a scale
from Ft 3700-15,5%00.

Dentists working in the state system and those on the
retired list are permitted t¢ practice privately. Patient
payments are the sole source of finance for private care.

Charges are made on a fee per item basis and are set by mutual
agreement between patients and dentists.

Health centres bhelonging to the local and regional community
councils are contreolled by those councils and by the Ministry of
Health. They are financed partly from the central health care
budget and partly from the local regional councils' own incomes.
Central health institutes are controlled by the Ministry of
Health and financed from the central budget for health care.

bental care eypenditures are not separable within the health
care budget. Health expenditure plans are drawn up over various
time horizons - 1 year, 5 years etc - and incorporate dental care
needs. The Ministry of Finance is authorised to exercise control
over all health organisations and their supervising bodies.

All costs of dentists' training in Hungary, iancluding
subszistence costs, are met by the state.

ICELAND

Private practice is the dominant mode of dental care
provision in Iceland, Financing is from patient payments, with
reimbursements from public¢ funds for certain dgroups. Public
health insurance pays 75% of the cost of care for 0-5% year clds:
50% of cost for 16-18 year olds; and 50-75% of cost for those
aged 67 and over (excluding gold work). The entire cost of care
for cleft lip and palate patients, and those handicapped ot
hospitalised for at least four months, is met from public funds.
Social security finance for these groups accounted for around a
guarter of general dental service expenditure in 1983 (excluding
expenditure on children aged 6-15). The remaining adult
population pays the full cost of care out of pocket, without
reimbursement.




Private dentists are remunerated by fee per item of
service. 1In the case of work paid for wholly or partly by the
Social Security Institution or local authorities, fees are set
according to a tariff agreed between dentists and these bodies.
For other work dentists are free to set their own fees, but in
practice usually adhere to the same tariff.

The School Dental Service caters for children aged 6-15
years. Care is delivered by private practitioners in their own
facilities, and {in Reykjavik) by half-day community dentists
operating in school dental surgeries owned by the local
authority. Care is free of charge apart from orthodontic and
gold work, for which charges of 50% of cost are made. These
charges amounted to 9% of total spending on school dental
services in 1983, the remaining costs being shared equally by
local authorities (financed from taxation), and the Social
Security Institution. Private dentists working for the school
service are paid by fee per item of service set in the same
manner as general dental service fees. Community dentists also
receive a fee per item and in addition are guaranteed a certain
minimum monthly level of income.

There is no hospital dental service, as such, in Iceland.
However two hospitals hire oral surgeons who take care cf more
difficult cases (eg impacted molars, traffic accident victims).
This care is free of charge, like all other hospital care.
Dentists are paid by fee per item of service.

The dental care budget constitutes a relatively small part
of the medical care budget of the Social Security Institution,
which in turn is part of the state budget. Estimates of public
spending on dental care are based on changes in age groups,
developments in law and requlations, changes in patient charges,
dentist fees etec. Plans are formulated by cocperation between
the Social Security Institution, the Ministry for Health and
Social Security and the Budget Administration. Experts of the
Medical Divigion of the Social Security Institution, and the
Dental Division of the Health Ministry, control and evaluate the
execution of the dental care budget.

With the exception of subsistence expenses, which are met
from personal sources, the government funds all dentist training
in Iceland.

IRELAND

The public sector dental care system in Ireland consists of
two distinct parts: the Public Dental Service (PDS), which is
part of the general health services and is provided by area
health boards; and the Treatment Benefit Scheme (TBS) which is
provided by independent contractors and is administered by the
Department of Social Welfare.

The PDS treats mainly primary school children and pre-school
children, but also adults who are unable to obtain care without
‘undue hardship' and their dependents. It is staffed by full and
part-time community dental officers and (by local ad hog
contractual arrangements) private dentists. Care is provided in
state-owned fixed practices, some mobile clinics, and private
surgeries. There are no patient charges. Funding is by central
government from general taxation. Full-time community dental
officers are paid a salary (ranging from eE(IrR)11,85%7 for a
Clinical Dental Surgeon Grade 1 to £(IR)21,201 for a Chief Dental




Surgeon in 1984)., Part-time officers are paid on a pro rata or
sessional basis: £{IR)31.89 per 3 hour session on health board
premises and £(IR}42.67 per 3 hour session in private surgeries.
Private dentists are paid a fee per item of service. Salaries
and sessional rates are seb by negotiation; fees to private
dentists are set according to the rates under the TBS.

The TBS provides comprehensive care for workers insured
under the State Social Insurance Scheme., It is firanced from
employer and employee contributions (12% and 8% regspectively of
gross earnings, less superannuation), with central government
topping up, and from patient payments. Only workers satisfying
basic (age-~related) contributory conditions are eligible. Most
routine treatments (fillings, extractions etc) are free of
charge, but patients pay part of the cost of dentures, inlays,
crowns and bridges. Care is provided by private (mainly so0lo)
practitioners who are members of the Social Welfare Panel and are
paid negotiated fees peritem of service. There are plans to
amalgamate the TBS and PDS in the near future, to form a single
state scheme with a common administrative structure.

The remainder of the adult population is treated mainly by
private dentists operating in solo practices. {(Most of these
dentists also take TBS patients). There are no reliable figures
on the number of patients treated wholly privately, but they
probably outnumber those treated under the PDS and TBS combined.
In general, patients pay the full cost of care, although
recoupment of certain costs is possible for those insured under
the Voluntary Health Insurance Scheme, and through tax relief on
non-routine dental expenses. Dentists charge a fee per item of
service which is freely determined in accordance with market
forces.

Specialist treatment for patients referred from other parts
of the dental care system , and also routine care, are provided
in the dental teaching hospitals. Dentists are paid by salary
which is set by negotiation with the Hospital Boards. Salaries in
1984 varied from £(IR) 9,971 for a house officer to £(IR)32,933
for a consultant. Financing is from central govermment and from
patient contributions.

The budgets for the PDS are part of the annual health care
budget submissions prepared by the Health Boards for approval by
the Department of Health. These are then subject to negotiation
hetween the Department and the Boards. In the case of the TBS,
social insurance finance is supplemented by central government
funds to match the likely level of claims.

Central government meets most of the cost of dentists'
training in Ireland. However, part of the tuition fee and most
subsistence expenses are met from personal finance (including
parental support). Grants (subject to a means test) are
available to help with subsistence costs. Other (minor) sources
of finance include Health Board support, scholarships and
endowments.

NETHERLANDS
Most dental care in the MNetherlands is provided by dentists
in private practice, and the majority of this paid for by
patients (56% in 1981). Around 70% of the population are insured
with the sickness funde (of whieh there are about 60 in all); but
the range of treatments covered by such insurance is limited.




Private dentists must have a contract with the sickness funds if
they wish to treat sickness fund patients., In addition, some
sickness funds have their own ¢linics for the treatment of
members.

Sickness fund insurance is compulsory for employees earning
below a c¢ertain income (Df1. 46,500 in 1985), but may be entered
voluntarily by others (eg self-employved) who also earn below that
amount, and also by people aged over 65 whose income is below a
specified sum (Df1. 24,000 in 1982). Coverage includes the family
of the insured. Except in special cases, the sickness funds do
not pay at all for expensive items such as crowns and bridges,
and periodontal treatment other than calculus removal is not
covered, Moreover, part of the cost of prosthetics and
orthodontics 18 paid by all sickness fund patients. All other
care for ‘'regular' {six monthly) attenders is financed entirely
by the sickness funds, 'Irregular' attenders are required to pay
part of the cost of all treatments until they are 'dentally
fit', Only bhandicapped people are exempt from all charges.

Dentists are paid directly by the sickness funds by fees per
item of service, and where applicable by direct patient charges.
Fees are set by negotiation between dentists and the sickness
funds, resulting in a Recommended Average Target Net Income (Dfl.
134,900 in 1981, including & premium of 45% for social
insurance). Dentists emploved in sickness fund clinics receive
salaries (Dfl. 130,000 to 150,000 in 1982 in¢luding social
insurance premiums), and care of handicapped people is paid for
on a fee per hour basis.

Treatments not covered by social insurance, and all care for
the 30% of the population who are not socially insured, is
provided privately and financed from patient payments and private
insurance., Per item fees for such care are set by law.

Children aged 4-13 years are treated in the School Dental
Service which is financed partly by the local authorities (about
10%), but mainly by the sickness funds, with some patient
payments. The care available is the same as that under the
sickness funds system, except that orthodontics is excluded. The
minimum salary for a school dentist in 1982 was Dfl, 62,000,
rising to a maximum of Dfl 95,000 for a Chief School Dentist
(excluding social insurance premium).

Specialist care (particularly oral surgery and orthodontics)
ig available from private specialists and in university dental
departments, Around half of the former is financed by the
sickness funds, and the remainder from private sources {(mainly
private insurance). Fees which dentists receive and patient
charges are set by the government on a per item basis.

University services are financed by the Department of Education
and the sickness funds. 1In general there are no patient charges
and dentiste are salaried.

There is no set budget for dental care. However, in the
near future strict budget limits are to be adopted for
expenditure on 0-19 vear olds by the sickness funds. If these
limits are exceeded in one year, next year's budget will be
reduced accordingly. Some (indirect) control over dental care
spending by the government 1s exercised through the Central
Organisation on Charges in the Health Service (COTG), which must
approve all dental care fees and charges.

The Education Ministry pays the capital and running costs of




institutions for dentists' training, including most of tuition
costs. Students are reguired to pay a contribution to the latter
{Dfl. 1,500 per annum in 1983), and the whole of their
subsistence costs. Government grants or loans are, however,
available for students on low incomes.

NORWAY

Most dental care for adults in Norway is privately
provided. The principle source of finance is patient payments
paid directly to the dentist, although social insurance
reimburses around 6% of annual expenditure {(mainly for
periodontal treatments and surgery). Payment is on a per item
basis according to fees agreed between the Norwegian Dental
Association and the government. The amount of reimbursement from
social insurance for particular treatments is determined by the
bepartment of Sccial Affairs. Social insurance finance is raised
by means of employer and employee contributions, state and
municipal subsidies.

The Public¢ Dental Service provides care mainly for priority
groups: children and young people under the age of 20 years, the
mentally retarded, disabled elderly, chronically ill and
handicapped. In general this is financed 50% by the state and
50% from county funds. An exception is orthodonticg which is
financed by patients, who are however reimbursed from state
social insurance. (Reimbursement is complete for cleft
anomalies; for extreme malocclusions 75% of expenditures are
reimbursed; and for other malocclusions 20-50%, subject to upper
limits on reimbursement). 1In addition young pecple aged 19%-20
years pay 25% of treatment costs. Some (non-priority group)
adults are also treated within the public service. The charges
faced by this group, are the same as those in private practice.
Public dentists are remunerated by fixed salary which is
negotiated between the Dental Association and the Norwegian
Association for municipalities and counties,

Budgets for the Public Dental Service are set by counties.
Yearly budgetary revisions are made t¢o & four-year plan for
dental services in each c¢ounty, and are submitted to the
Department of Social Affairs for approval.

The costs of dentist training are borne mainly by the
government. Dental students pay a tuition fee 450 NOK. per year
in 1984)., The remaining running costs of institutions (233,232
NOK per student year in 1984), together with capital costs, are
met by the government. Arcund two-thirds of subsistence expenses
are financed from government loans, with personal finance making
up the remainder.

PORTUGAL

In principle the whole of the Portugquese population is
eligible for care in the Public Dental Service, but in practice
private provision predominates, For example in the Lisbon region
{accounting for 1/4 of the total population of Portugall) around
70% of dental visits in 1983 were made to private sector
dentists. In general, patients pay the full c¢ost of private
care, although those covered by occupational insurance (eg civil
servants, bank employees) are partly reimbursed by the insurance
scheme, and low income groups are partly reimbursed by the
government. Private dentists charge a fee per item of service




within a price range established by the Medical Association and
the dental profession. However, the price hands are very wide
(eg consultations 900-4,500 Esc., polishing 1,350-6,750 Eszc.,
crowns 2,520-71,100 Esc.). How prices are set within these limits
i not known. Some insurance schemes have their own cliniecs and
employ salaried dentists.

Expectant and nursing mothers, the elderly and the disabled
receive care free of charge (except appliances) in Ministry of
Health hospitals and health centres. All other patients face
‘deterrent charges' for consultations (30 Esc. for health centres
and 100 Esc. for hospitals), and for other services such as
X-rays and lab-tests. Hospital inpatients pay a proportion of
stipulated prices in accordance with disposable income. The
remaining majority of costs is covered by the government from
general taxation, and partly by Regional Health Authorities from
funds raised by the sale of services to the health insurance
schemes. School children receive examinations free of charge in
the government-financed School Dental Service, but are referred
to other parts of the dental care system for any treatment
required (which is chargeable). Public and School Dental Service
dentists are salaried (909,000 Esc, and 1,099,560 Esc. per year
respectively for House Officers and Registrars in 1985). Most
publicly employed dentists also practice privately.

The budget for dental services in the primary care sector is
open-ended. There are no formal arrangements for financial
control. In the hospital sector, resources are distributed
according to a regional allocation formula. An oral health
section at the Department of Health is becoming established, but
its role in planning and evaluating dental services 1s not
clearly defined as yet.

With the exception of subsistence costs and a small student
contribution towards tuition fees, all the costs of dentists’
training are borne by the government,

ROMANTA

In Romania, state provision of dental care is universal.
Care is provided in dental care dispensaries, consulting rocoms in
schools and places of work, and in (medical) polyclinices with
dental sections. There were 5191 such work units in 1983,
providing all care (including orthodontics) not regquiring
specialist hospital treatment. Such hospital treatment 1is
provided in the four general hospitals having maxillofacial
surgery sections and in one stomatology hospital.

Special arrangements are made for the care of children and
students, pregnant and nursing mothers, and workers in high risk
occupations. For example, children and students receive free
care in schools and faculties. Workers in high risk occupations
(predominantly women) are treated where possible at their place
of work, within working hours, as & means of increasing
accessibility.

Most care is free of charge, although nominal charges are
made for prosthetic treatments. Children and students, soldiers,
war invalids and low income patients are exempt from these. All
patients must pay for gold work. Dentists are paid a salary
which is set by the government planning and budgeting system.
This varies according to seniority and professicnal grade, from
31,500 Lei per year for a physician probationer of 3 years




gservice, to 43,700 Lei per year for a senior physician of 20
years service.

The most unusual feature of dental care provision in Romania
ig the existence of paid-care polyeclinics. These were
established by the state in 1984 with the aim of increasing
access to the most highly qualified staff. Such polyelinics are
planned for all regions of the country. They are
self-administering, wholly funded from patient payments, and
provide all care not reguiring hospital treatment. However they
are not intended t¢ replace existing free provision.

Care is provided by experienced state-employed dentists who
work in paid care polyelinics for about 6-9 hours per week, in
addition to their normal workload, and receive a proportion
(around 30-40%) of net receipts. Patients pay for all
therapeutic procedures, Charges are set by specialist bodies,
and are considerably in excess of those under the traditional
form of state provision. For example, crowns cost between 140
and 250 Leil as opposed to 15 to 22 Lel under the traditional
system, and dentures cost between 600 and 798 Lei as opposed to
150 Lei. Als0 treatments which are normally free, such as
fillings and extractions, carry a charge of 3%5-90 Lei and 25-50
Lel respectively in paid-care clinics.

Dental care policy is determined by the Ministry of Health
and the Commission of Stomateclogy, consisting of staff from the
university stomatcoclogy faculty and experienced practitioners.
Long—-term plans are drawn up on the basis of periodic surveys of
morbidity and the development of material resources. There are

no separate budgeting arrangements for dental care as distinct
from medical care. Medical care budget proposals are formulated
at district level and then submitted f£or national approval.
There is no sub-division for dentistry: budgets are allocated to
health units rather than particular specialties.

All training of dental personnel is wholly financed by the
government,

SPAIN

All persons covered by the Spanish socilal security system
(about 90% of the population) are eligible for care in the
cut-patient facilities of the social security hospitals. However
these facilities provide extractions only. Such care is financed
from the social insurance contributions of workers and firms
(around 80%) and from state support {around 20%). It is delivered
free of charge to patients, and dentists recelve a capitation
fee.

Most of the remainder ¢f dental c¢are 15 delivered in private
practices, funded by patient payments, stateée and insurance
finance, Private insurance 18 comparatively rare, and in general
only cleanings and extractions are wholly covered. For other
services patients pay a per item fee in addition to an annual
insurance contribution (arcund 108 pts per year for dental care
and 28 pts per year for maxillofacial care}. Dentists are
remunerated by fees per item of service negotiated between the
insurance companies and dentists' representatives,

The Civil Servants Mutualism (MUFACE) provides dental care
benefits for public employees and their families (they can choose
between this system and that of the social security). However,
again only cleaninges and extractions are covered. There is no
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direct charge for such care; it is financed from members'
insurance contributions and state funds. As under private
insurance, dentists receive a fee per item of service which 1is
agreed between MUFACE and dentists' representatives.

All remaining care within private practice is financed from
patient payments. The only exception is that in gpecial cases
the social security system may provide financial support for
dental prostheses. Dentists are paid by fee per item of
sarvice, Minimum fees are established by the Colleges of
Stomatologists, although most dentists will charge more than
these (there are no set maxima). Prices for prosthetics are set
freely by dentists, who charge a mark-up on the price they pay to
dental technicians.

Specialist treatment such as maxillofacial surgery is
provided in public and private hospitals. In soclal security
hospitals care is free of charge to patients, being financed from
social security funds. Private patients pay fees established by
the hospital. Most hospital dentists are salaried.

The budget for dental care within the social security system
is determined along with the budgets for all other health care
specialties, usually on the basis of an annual percentage
increase. Dentistry is the only specialty for which students in
training pay the tuition fee instead of receiving a grant. Other
running costs together with the capital costs of training
institutions are borne by the government, who alsoc bear part of
students' subsistence costs. Remaining subsistence expenses are
met from the direct payments of patients treated in dental
sthools.

SWEDEN

The whole of the Swedish population is eligible for publicly
financed care. Approximately 75% of all costs are borne
publicly, of which two-thirds ig from 'dental insurance' andé the
rest from local government taxatien. The "dental insurance' fund
is financed 1%% from general taxation and the rest from a payroll
tax on employers and a levy on self-employed people. Slightly
more than 50% of dentists are employed publicly, the rest beingy
in private practice.

Most ordinary care to adults aged 20 and over 1s provided by
private practitioners. Charges, figxed by the government, are
payable directly by patients and amount to 60% of the cost up to
550 SEK (in 1984) and 25% above that, the rest being paid by
dental insurance. Private dentists are remunerated by fee per
item for most treatments, but fee per hour (304 SEK in 1984) for
preventive treatments. Fees are decided by the government based
on a proposal from the National Insurance Board, which negotiates
with the dentists' union.

The Public Dental Service provides comprehensive care free
of charge to children and young pecple under the age of 20.
Finance comes from local and central government taxation, and
dental insurance. Public dentists work in clinics owned by the
county councils and are paid salaries ranging from a minimum of
10,647 SEK per month for a District Dental Officer, to a maximum
of 21,404 SEK for a Regional Dental Officer in 1984. Salaries are
negotiated between the county councils and the dentists' union.
The Public Dental Service is also being expanded to cater for a
growing number of adults under the terms of dental health




insurance.

Specialist care is provided by salaried dentists in the
Hospital Dental Service. This is financed mainly by the county
councils, although patients pay a fixed charge of 50 SEK per
outpatient visit. Salaries are set by arrangements similar to
those in the Public Service. :

The national dental care budget for Sweden is prepared by
the National Insurance Board. Planning and evaluation of services
are the responsibility of the National Health and Welfare Board
in conjunction with the c¢ounty councils.

Basic training of dentists and other personnel - hygienists,
agsistants and technicians - is paid for by the government,
except for subsistence costs, which are covered by personal
finance. Postgraduate training for dentists is similarly
financed, except that dentists in training are salaried.

SWITZERLAND

Private practitioners provide most dental care in
Switzerland. Apart from patients with birth defects, low income
groups and accident viectims, almost all of this iz financed from
patient payments. Private dental care insurance can be obtained
but is not common, covering less that 5% of patients. The
guideline fees by which private dentists are paid are negotiated
between the Swiss Dental Association (8SDA) and the Federal Office
of Social Insurances based on time measurements for individual
items., For private patients, dentists may charge between - 10%
to +30% of these fees depending on locality, standard of
egquipment et¢., This resulted in an average income for private
practitioners of S.Fr. 150,000 per year in 1983. Care for low
income groups is partly subsidised; specialist treatment
{(orthodontics, reconstructions) for the disabled and birth defect
patients is financed by Swiss Confederation Insurance; and care
for accident victims is financed from employer/employee insurance
contributions.

There are 74 publicly owned school dental clinics which
provide care to children aged 6-16 yeare. Examinations and
prophylactic treatments are free of charge, as is care for
children from low income families. Other care is paid for by
parents, subsidised from community taxation. Dentists' fees are
set by the SDA on a per item basis at around 80-90% of fees for
adult care, resulting in an average income for school dentists of
S.Fr. 100,000 per year in 1982.

There are no formal arrangements for dental care budgeting.
The Swiss government finances all capital expenditures of
institutions for dentists' training, together with most tuition
and running costs. The remaining costs of dentists' training,
including subsistence expenses, are met from parental
contributions and scholarships.

For the training of dental hygienists, government pays 40%
of tuition fees, B80% of other running costs of institutions and
20% of capital costs, Professional organisations pay 10% of
tuition fees, 20% of running costs and 40% of capital costs.
Remaining costs are met from parental contributions, scholarships
and loans.




UNITED KINGDOM

Most dental care in the UK is provided within the General
Dental Service by private practitioners operating under contract
to the National Health Service (NHS). Cost-sharing arrangements
are determined by the government. For routine treatments (eg
scalings, fillings) patients pay the full cost (ie the fee that
the dentists receives) up to a given level and a proportion of
the cost above that (at April 1985 these were set at £17 and 40%
respectively). For more expensive items (eg crowns and dentures)
patients pay less than the full cost. There is an overall
maximum charge for any course of treatment (£115 at April 1985).
Children and young people under the age of 16, expectant and
nursing mothers and low income groups are exempt from all
charges, and examinations are free of charge to the whole
population. All costs not met by patients are covered by the
government, mainly from general taxation. Dentists receive a fee
per item of service, which is based on the average time taken to
complete each item, and is designed to ensure that dentists earn
on average a target income set by the government (£20,280 at
April 1985).

General Dental Service dentists are also allowed to practice
privately, although the extent of private practice is small
(around 10%). Patients pay a fee per item of service set by the
dentist:; private insurance for such care is rare.

Specialist care is available in the Hospital Dental Service,
and a Community Dental Service provides care mainly for c¢hildren
and expectant and nursing mothers. These services are provided
by salaried dentists employed by the NHS and are mostly free of
charges.

The budget for general dental services is not subiject to
formal control and is demand-determined given the prevailing
fee-structure., Hospital and community services are subject to a
government determined cash limit on their expenditure.

The majority of the costs of dentists' training are paid by
the government, although this is supplemented by parents'
contributions and scholarships for tuition fees and subsistence
costs, and by endowments for the running and capital costs of
institutions.

YUGOSLAVIA

The dental care system in Yugoslavia is one of community
(rather than state) finance and provision. Health care
institutions, which comprise dental care facilities, have a
considerable degree of independence from ¢entral government.
They are both self-managing and self-financing within guidelines
set at republic or federal level. Private practice exists only
in Croatia. However there are plans for the phasing cut of all
private practice,

Routine dental care is provided in outpatient units which
form part of local health stations and community health centres
('homes of health'). Specialist care such as prosthetics,
orthodontics and oral surgery is provided in health centres in
all larger towns. Inpatient and outpatient maxillofacial surgery
is available in the main town of each province and in other
larger towns. In 1981 there were 3,322 organisational dental
units. There are four priority groups: children and young
persons under 16 years of age, pregnant women, employees in the




social services and their families, and adult farmers. Care for
children is provided in child health <¢linics, health centres,
pre-schocl and school dental clinics, and also in adulis?
facilities.

The main source of finance is 'insurance' contributions
which are deducted from the earnings of workers in the socialised
sector and take the form of tax or per capita payments for
private farmers, craft workers and free professionals. The
amount of contributions is decided by the assemblies of the local
insurance organizations ('self-managing communities of interest')
comprising users and providers from within the commune., These
assemblies are also responsible for health services planning and
for the negeotiation of contracts with providing bodies. There
are no direct charges to patients for dental treatment.

Dentists are paid by salary, fee per item of service or fee
per course of treatment. Remuneration scales are determined by
self-management bodies of employees and community representatives
within each health institution.

The training of dentists comes under the jurisdiction of
republic/provincial Committees for Education and Culture, All
costs of dentist training are met by the community.
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6. ANALYSIS
Stage 2 of this study will build upon the general discussion
of sections 1-4 and the country descriptions of section 5 by
undertaking a detailed analysis of data from a selected subset of
countries. This is designed to look at some of the issues of
equity and efficiency that have been discussed. We are, however,
able to carry out some analysis on the data obtained from this
first stage, although this can cover only a limited range of
issues. 1In this section we describe these analyses, and conclude
with a discussion of other and more general issues that we are
urable to deal with in the =ame way.
Table 2 shows some simple data on the countries included in

the survey. Dentists per 100,000 population is included as a
measure of the resources devoted to dentistry in each country.
Note that there are some differences in which dentists are
included in this calculation; however excluded dentists are
likely to be few in number and this should not affect the figures
very much. (Expenditure per capita - perhaps a better measure of
this - was available only for half of the countries. This is
presented later.) Sugar consumption is included to give some
indication of the likely need for dental treatment. Sugar's role
in the aetiology of caries is well-established (20), and
therefore sugar consumption is likely to be & good predictor of
caries incidence. (Certainly, low levels of sugar consumption in
Spain and Portugal correlate with the lower levels of caries in
Southern Europe observed by Kostlan (14).) The proportion of the
population aged under 15 may also give an indication of dental
"need', since caries is generally acknowledged to be mainly a
disease of children. The proportion of the population living in
urban areas will give some indication of likely accessibility
problems (but may also be correlated with lifestyle

differences). Per capita GNP (Gross National Product) is an
indicator of the volume of resources which might be devoted to
dentistry, and presumably is also correlated with differences in
preferences and habits concerning dental health.

The first two topics analysed below use these data.

6.1 Numbers of Dentists

8ince much of dental care is labour intensive we would
expect the number of dentists to give a rough indication of the
amount of resources devoted to dentistry. Indeed given the
problems of comparing expenditures across countries, due to
differences in wages and prices across countries, and the
possible sensitivity of the results to the exchange rate used,
numbers of dentists are in some respects preferable to
expenditures as an indicator of resource usage. They are
nonetheless imperfect. No account is taken of differences
between countries in the amount and type of dental eguipment used
{eq dental chairs, drills). Also it would have been desirable to
augment figures for numbers of dentists with those on numbers of
dental auxiliaries., However such data were not sufficiently
widely available as to make this possible,

Table 2 appears to show a good correlation hetween per
capita GNP and Dentists per 100,000 population. The form of this
relationship can he seen more clearly in Figure 1. It is
Qifficult to relate this association to system types since spocial
security systems are the preserve of the relatively wealthy. It




is apparent, however, that state provision countries appear to
have larger numbers of dentists relative to their wealth than
others. Poorer countries with private provision do poorly in
terms of numbers of dentists;:; however, this trend iz lezs
apparent amongst richer countries.

To investigate these relationships more fully, multiple
regrassion analysis was used in an attempt to separate out the
effects of the above explanatory factors (per capita GNP, sugar
consumption, age, and % urban), on the dependent variable
dentists per 100,000 population. In addition (dummy) variables
reflecting the system types, private finance (N), private finance
(S) and state provision were included to assess the effect of
these system types, as compared with social security finance, on
the number of dentisgts. We report here only our main findings;
further details are available from the authors.

Table 3 summarises the statistical analysis. "Egquation 1"
includes all of the explanatory variables that we have
available. Per capita GNP, sugar consumption and the proportion
of the population under 15 are all positively related to the
number of dentists, as is the proportion living in urban areas.
The system-type variables measure the effect of the financing
gystem, taking social security systems as a bhase point. The
directions of the effects indicate that, other things being
egqual, privately financed systems have fewer dentists per capita
than do social security systems, and state financed systems have
more dentists per capita. This accords with our casual
inspection of Pigure 1,

Of these variables, however, only per capita GNP is close to
statistical significance within this equation. The equation
itself has aZhigh overall explanatory power, as shown by the
statistic R . Taken together, these facts suggest that the
included variables are closely interrelated, making it difficult
to disentangle their separate effects,. For example it is clear
from Pigure 1 that all the countries in the state finance
category also have low per capita GNPs, making it difficult to
distinguish the individual effects of these variables. To find
out which. -factors explain best the obhserved differences in
dentists per capita, variables were removed from the equatioen one
by one if they were not statistically significant, starting with
the least significant, until only statistically significant
variables remained. The final result is shown as "Equation 2" in
Table 3; the number of dentists per capita is positively related
both to per capita GNP and to per capita sugar consumption, but
negatively related to private financing of the Southern type.
Put simply, wealthy countries and those having higher sugar
consumption tend to have more dentists per capita than their
counterparte, and Southern-type privately financed systems tend
to have fewer dentists per capita.

6.2 Dental Expenditures

Comprehensive data on expenditures broken down by sources of
finance, methods of provision, client groups and so on, are not
available for most countries. Indeed, in some there are no
expenditure figures available at all. Table 4 gives dental and
medical expenditures expressed in per capita terms, as
percentages of GNP, and of each other, for the twelve countries
for which this was possible. It should be noted that dental




expenditures are in most cases almost certainly an
underestimate. However, medical care expenditures probably
suffer from the same problem.

Dental expenditures as a percentage of GNP are highest in
the FRG, followed by Sweden, and lowest in the UK. Health
expenditures as a percentage of GNP follow a similar pattern,
being highest in Sweden, followed by the FRG, and lowest in the
UK. However it is evident from the last column of Table 4 that
dental expenditures do not simply grow equiproportionally with
health expenditures. 1If anything, it appears that in countries
with higher health expenditures, dental expenditures form a
higher proportion of health expenditures,. Again, in what follows
we will use regression analysis to explore further these casual
observations.

The existence of a relationship between health expenditures
and per capita GNP is well-known (see eg, 31, 32). Summing up the
literature on this, Culyer (33) concluded: "It seems clear the
amount of health care expenditure in any country has little to do
with the degree of state involvement in finance and production,
but it has a great deal to do with the level of national income
..... The observed variations in per gaput health spending

(public and private) .... can almost entirely be accounted for by
variations in the various countries' national incomes .... The
demand for health care .... is income elastic, a rise in income

always generates a rise in health care expenditure”.

gsimilarly, a relationship between dental expenditures and
GNP has been suggested (14, 34). Moreover Kostlan (14) suggests
that as standards of living rise, spending on dentistry may rige
faster than spending on medical care. The figures on dental
expenditures over time of Oldiges (34) provide some support for
this.

To investigate more rigorously the relationship between
dental expenditures and GNP we carried out a regression analysis
similar to that conducted by Newhouse (32) for health
expenditures. (In order to permit proper comparisons, we also
replicated Newhouse's analysis of health expenditures for the
eleven countries with which we are concerned.) Dental
expenditures per capita (in US dollars) were regressed on per
capita GNP (also in US dollars). 1In addition, a system-type
(dummy) variable was included to test for any possible effect of
private {(as opposed to social security) financing on dental
expenditures. (Since dental expenditures were available for
social security and private finance (N) systems only, no
distinction is made between North/South private finance.)

The results of this are shown in Table 5, aleong with those
for health expenditures. Given the small number of obgervations
involved, these results need to be treated with caution. However
they should be comparable in reliability to the results of
Newhouse, which were based on 13 observations. They indicate
that countries with higher levels of GNP per capita have
significantly higher dental expenditures per capita than others,
and that privately financed systems have significantly lower
dental expenditures per capita than social security systems.

The coefficient on per capita GNP implies that a 10% rise in
GNP per head results in a 33% increase in per capita dental
expenditures. Or in economic jargon, the elasticity of dental
expenditures with respect to GNP 1s 3.3. This compares wikth an
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elasticity of health expenditures with respect to GNP of 1.1
caleculated from our health eypenditure equation, which is very
similar to the 1.3 obtained by Newhouse using data on medical
expenditures and GDP (Gross Domestic Product).

in summary, on the evidence presented here, dental
expenditures appear to be around three times more responsive to
differences in GNP than are medical expenditures. Thus the
suggestion of Kostlan is corroborated. Furthermore, dental
expenditures per capita do appear to be related to the system of
financing dental care. Hence the assertion of Culyer appears to
be refuted in the case of dentistry.

6.3 The Public and Private Mix

Table 6 investigates the relationship between the
public/private mix in provision, crudely measured by the
percentage of dentists publicly employed, and the public/private
mix in financing, crudely measured by the proportions of publicly
financed expenditure and of expenditure on publicly provided care
in total expenditure. (Note that social insurance expenditure
and provision ig included asg 'public' expenditure and
provisgion.}

The first obgervation that may be made is that 1t appears
from this table that there is npo necessary relationship between
public provision and public finance in dentistry. For example,
in the FRG only 5% of dentists are employed 'publicly' (in social
security clinics mainly) and expenditure in public¢ services is
very small, yet 80% of expenditure is borne publicly (mainly by
social insurance.,) On the other hand, in Finland 53% of dentists
are employved publicly and half of expenditure is in publie
services, yet only 37% is borne publicly.

A second observation is that system types do not show a
simple relationship to these measures of the public/private mix.
Thi8 18 mainly because the gsystem types are characterised by how
care is provided for adults, and expenditure on and provisien for
children forms a large proportion of expenditure. Roughly
speaking, private finance countries have lesgs than 40% of
expenditure borne publicly (Iceland is an exception), social
security countries have between 40% and 80% borne publicly, and
state provision countrieg have greater than 80% borne publicly.
However, private finance (N) countries have around 50% of their
expenditure in public services, which is much greater than any
countries other than state provision (where the norm is 100%).
The percentage of dentists in public employment shows a similar
pattern, except that other Northern European countries employ
publicly & proportion close to that of the private finance (N)
countries.

6.4 Fee Btructures

With the exception of the East Buropean countries, fee per
item of service is the most common method of dental remuneration
in Burope, Table 7 shows, for 12 countries for which this was
possible, the fees per item for 5 selected services. These are
shown in national currencies, and within each country as a
proportion of the fee for a simple (single surface) amalgam
filling. {The latter was chosen as the basis for comparison
simply because it was the only fee which was available for all 12
countries).




The fees for examinations and scalings relative to the fees
for a simple filling should give some indication of the
orientation of the fee structure towards prevention (represented
by examinations, and accompanying advice on oral hygiene, diet
ete., together with the removal of plaque and calculus) as
opposed to restoration (represented by fillings). The relative
fees for an examination vary widely from 0.3 in Belgium to 1.5 in
Iceland. Even wider is the range of relative fees for a scaling,
from 0.4 in Austria to 1.9 in Greece.

mhe relative fees for extraction and dentures reflect the
weights given by the fee system to the removal and replacement of
teeth, versus their conservation. Relative fees for extraction
are highest in Austria and Iceland. The fact that these two
countries also have the highest fees for denture provision seems
to indicate a genuine predisposition of their fee structures
towards prosthetic work. Belgium shows the opposite pattern,
having the lowest relative fees for extractions and the second
lowest (next to Greece) for denture provision.

Some of these variations in fees are no doubt attributable
to differences in how the selected services have been defined
across countries, although we have tried to minimise this. Even
so, we are left with an impression of substantial real
differences in relative fee structures between countries. Given
that there is no uniform methed of determining fees, this is
perhaps not surprising. Unfortunately we do not have data on use
which would make possible more interesting analyses of how such
differences in dentists' fees affect the treatment Mix across
countries., However it is worth noting that there is no obvious
pattern in relative fees with respect to the type of financing
system.

6.5 Dentists' Incomes

Tt .s difficult to compare the incomes of any occupational
groups across countries, because of the problems involved in
obtaining standard measures of income in each country, and in
making them comparable. We were given some information on
dentists' incomes, and have standardised these by expressing them
as a percentage of the average yearly earnings in the relevant
country. In some cases, however, the gearnings given were a
range, rather than an average. Where this was the case we have
used the midpeint of the range. Because of this and other
problems with these data, the figures presented should be treated
only as a rough guide.

Table 8 shows our calculations. As might be expected, in
all countries where a comparison is possible, private
practitioners earn more than public employees. In all countries,
dentists earn more than the national average. Their relative
advantage is in general least in the state provision countries,
as might be expected in view of the more equal distribution of
income in those countries. (However, Greece also has a similar
figure, so this may be a phenomenon related to low GNP as well;
also Hungary is atypical, its dentists earning twice the national
average.) In most countries dentists in public services appear
to earn two to two and a half times their national average
earnings.




6.6 Charges

In addition to differences in overall cost-sharing across
countries, there is also considerable variation between countries
in the relative charges that patients pay for particular
treatments. Table 9 shows charges for certain treatments
expressed as a proportion of the average hourly earnings in each
country. The figures therefore show the number of hours which
would need to pe worked to obtain the money to pay for that
treatment. Not surprisingly, charges as a proportion of earnings
are higher where care iz financed privately, In state provision
countries and countries under social security finance, charges
are in general relatively low, and in many cases zero except for
crowns and dentures.

6.7 Public Policgy

It is of course very difficult to analyse public policy
using comparisons across countries. Our approach to getting the
information on this was to ask very simple questions, which
restricted the subtlety with which policy could be described, but
enabled some comparative data to be collected, It was obvious
from the replies that there were certain differences in the way
in which the guestions we asked were interpreted. C{onseguently,
although certain interesting patterns did emerge, the results
reported must be infterpreted cautiously.

We asked guestions c¢oncerning three aspects of public policgy
- direct provision of services, complete finance of services and
partial finance of services., For each of these we asked if they
were government policy for some of the population, all or none,
and whether the services were comprehensive or limited. The
actual replies are detailed in Table 10.

The answers given are in some cases surprising, since they
do not always easily conform either to the system types in which
countries have been wplaced, or to the country profiles described
earlier. There are two possible reasons for this. Firstly,
there may be different interpretations of the guestions, as
suggested, and in particular our intention in asking a question
may have been misinterpreted by respondents. (This is obviously
a fault of the questionnaire design.) Secondly, there may be a
genuine divergence between the objectives of public policy and
the present practice in a country, governments recognising that
the aims of policy have not been achieved. 0f course, we cannot
say which of these reasons i3 the causge of the mismatch of
answers. Consequently, we have adijusted the replies of some
countries 80 that they are in line with what we consider to be
their current policy in practice on matters using our
definitions, these being based on our knowledge of the countries’
systems derived from Section 5. The analysis that follows is
mainly based on the adjusted replies, but with reference to the
actual replies where appropriate.

In general all of the social security type <ountries had
different patterns of policy both to each other and to c¢ountries
within other systems. The exceptions were Austria and the FRG,
which were identical to each other, and Denmark, which was
similar to Iceland. The private finance (Northern) countries were
all very different to each other, but similar to countries from
other system types. Thus Iceland, as noted, was similar to
Denmark, Finland was similar to Romania, and Norway was similar
to Ireland. Three of the private finance (Southern) countries




were the same (Greece, Portugal and Spain), and as noted, the
other (Ireland) was similar to Norway. Similarly, four of the
state provision countries (Bulgaria, Czech 3SR, Hungary and
Yugoslavia) were the same and the fifth (Romania) was, as noted,
similar to Finland. It should however be said that the
differences hetween Finland/Romania and Bulgaria/Czech
SR/Hungary/Yugoslavia were very small. In addition, it is
interesting that the claimed public policy for these countries
mentioned latterly was very similar to that of Austria and the
FRG; the differences lay in the interpretation of such phrases as
'direct provision' and 'comprehensive care'.

Table 11 shows how countries were clustered within the three
questions (after adjusting their replies for differences in
definition). The patterns that emerged are as follows:

1. Direct Provision of Services. Eight countries claimed
that their policy was to provide directly comprehensive care for
the whole population (Table 10). If by direct provision is meant
publicly employed dentists operating on publicly owned premises,
this was clearly not the case in fact for four {Austria, FRG,
France and Sweden) but is true for Bulgaria, Czech SR, Hungary
and Yugoslavia, all state provision countries. The former really
pelong to a group (which now becomes the largest) providing
directly comprehensive care to some of the population and limited
care to none. Those in this group are mostly soc¢ial security
type countries (the preceding plus the UK) but also include
Norway and Ireland.

Of the other countries, only those of the private finance
(South) type, excluding Ireland, had no policy of providing
directly comprehensive care to any of the population. All had a
policy of providing at least some care directly.

2, Complete finance of care Here, five countries ¢laimed to
finance completely comprehensive care for the whole population.
Strictly speaking, this is true only for Yugoslavia. In Bulgaria
and Hungary there are some small charges for prosthetics, and in
Austria and the PRG there are more substantial charges for
certain services, again mainly for prosthetics.

Four countries (Denmark, France, Ireland and Norway) do not
have a policy of financing completely any care from public
sources. For the private finance (South) type, excluding
Ireland, there was a policy of financing completely only limited
care for some of the population. Of the remaining countries,
most finance completely comprehensive care for some {usually a
small part) of the population, and limited care for the whole
population. In some cases, however, 'limited' implies specialist
care, where 'basi¢' care is not completely financed, and in
others it implies 'routine' care, where the majority of services
are not completely financed.

3. Partial finance of care Countries divided into two main
groups: seven claimed to finance partly comprehensive care for
the whole population, and four claimed no partial finance for any
services at all. However, for the reasons outlined earlier, Ltwo
of the latter group {(Austria and the FRG) really belong in the
former group. There was a variety of other partial finance
arrangements, but these can only properly be understood when
considered in conjunction with the arrangements for complete
finance.




6.7.1 Priorityv Groups

All countries except the Federal Republic ¢of Germany claimed
to have 'priority' groups or sections of the population for whom
special arrangements are made in dental care. Table 12 shows
these groups for each country.

There are two principal methods by whlch priority is given:
the first is the special provision of free care by public dental
services, and the second is the finance of care (sometimes
subsidised rather than free) in non-public facilities. A third
posible method, is a higher place in a queuve. This was mentioned
explicitly only in the case of Ireland (where children receive
priority over low income groups for public care}, but is probably
more commen. Children and young people are almost universally a
priority group:; however, the age range covered varies. Most
countries have at least one other special group, but each of
these was a priority in less than half of the countries., The
main other groups are the disabled and handicapped of various
types, expectant and nursing mothers, and the poor.

These special groups in general match up to priority dgroups
for the rest of health care. Although there are good clinical
reascns why dental care is particularly impertant for children
and expectant and nursing mothers, in fact the dental servicés
are just one of the health services for which these groups have
priority. An obvious exception is that old people are rarely a
priority group. Although this is explicable with respect to the
incidence of dental caries, it is surprising given the greater
prevalence of denture wearing in this group.

6.7.2 Other aspects of public policy

In the guestionnaire we asked ves/no guestions about five
other aspects of public policy relating to dental care: the
regulation of the dental profession, training ¢of dental
perzonnel, dental research, health education and fluoridation.
In all ceountries dentist training was viewed as an objective of
public policy {(details of the degree of government involvement in
financing were given in the country descriptions of Section 5).
Most countries stated regulation of the dental profession as an
objective of public policy; exceptions were Denmark, France, the
Netherlands, Switzerland and Yugeslavia (however, there may have
been differences of interpretation here). In all countries
except Spain and Portugal, dental health education was an aim of
public policy, and in all except Spain and Iceland the government
was involved in dental research. Fourteen c¢ountries had policy
objectives in terms of fluoridation, though not always water
fluoridation (for example in France, Norway and Sweden). Only in
Denmark, the FRG, Iceland, Portugal and Spain was there no public
fluoridation policy.




6.8 Use of Auxiliary Personnel

Allred (35), in his comprehensive study of auxiliary
personnel in EBurope, suggested that the imperative towards their
greater use arises from a shortage of dental manpower and the
need to cater for more specialist dental work, such as community
and preventive dentistry and advanced restorative work. The use
of auxiliaries would therefore permit the provision of care that
dentists at present have little time to provide, and permit
dentists to concentrate on more specialist work. The issues,
viewed in this light, are concerned with what it 1is safe,
oeffective and efficient to allow auxiliaries to do, and how to
encourage their use. The main issue from the point of view of
this report is, however, different. We are concerned with the
effect of different types of financing, both within and between
countries, on use of auxiliary personnel. 1In order to analyse
this, we must distinguish between three types of auxiliary:

1. Auxiliaries whose activities are seen as complementary to
those of the dentist. These are, for example, chairside
aseistants and dental technicians.

2 Augiliaries whose activities to some extent substitute
for dentists' work, but who are not independent of the dentist.
These are, for example, hyglenists.

3. Auxiliaries who are independent of dentists and who carry
out activities which dentists do or control. These are, for
example, denturists.

The denturist issue is beyond our scope here, since
denturists are not permitted in most Buropean countries. ({See
Born (36) for discussion.) Kostlan (14) pointed out that
dentists in private practice are more likely to be opposed to the
licensing of denturists than those in the public service, not
least because the work that denturists might do is particularly
financially rewarding. Public dentists' incomes are, in general,
not dependent on particular types of treatment, and indeed there
is pressure to achieve efficiency by the use of auxiliary
personnel wherever possible. Unfortunately, we have no
information relevant to this particular issue.

We can, however, look at the use of other types of
auxiliaries. Born (36) suggested that dentists in private
practice will tend not to use auxiliaries very much. The reason
for this is that dentists are not confident that they can expand
the demand for their services, and instead of indulging in price
competition with other dentists they are content informally to
share the market for dental care. Consequently, the use of
auxiliary labour would simply be an extra expensc: dentists' time
released could not be used to provide extra services. Evans (37)
has claimed that "As for auxiliaries, all analysts agree that
fee-for-service private practice leads to a severe under-use of
physician substitutes and over-use of high-priced time (as indeed
it does for dentists ....)". By implication, public services
provided by salaried dentists may be more efficient in this
particular area of the mix of personnel. Of course, we have no
way of telling whether or not the same incentives might lead to
overuse of auxiliaries,

Table 13 shows the ratio of dentists to certain types of
auxiliary personnel in various countries, where possible broken
down by type of provision (public or private). For the purpose
of this table we define "private"™ as meaning salf-employed




dentists paid mainly by fee per item of service, even if they do
work paid for publicly (eg for sickness funds). "Public" means
salaried dentists employed in public services or sickness fund
clinicg. These therefore include school and other child
services, which may dominate the figures.

First, we can make comparisons between public and private
praovision within countries. For dentists per assistant there is
no clear pattern, although there is a slight tendency to have
more chairside assistants in public than private practice. This
18 not surprising since such assistants' work is complementary to
that of dentists. For dentists per hygienist, the position is
much more clear: public services employ many more hygienists than
private practice. However, this may reflect the patient mix
(public services dealing largely with children in many cases)
rather than efficiency as described earlier. For dentists per
technician, little c¢an be said, due to the lack of data. In any
case, since technicians may be employed privately but be used by
public services the position is c¢omplicated. In addition, there
is again a patient mix problem. For similar reasons, we can say
little about the ratio of dentists to all auxiliaries.

Secondly, we may make comparisons between system types. In
fact, private practice (South) countries are almost
unrepresented, and the only differences appear to be between
state provision countries and others (social insurance or private
practice). Thesge could represgent genuine differences between
state provision and other system types, but could alszo be
reflecting the low per capita GNPs of these countries, since
countries having similar GNPs, without state provision are not
included, Dentists per assistant ratios are high in state
provision countries compared to others. However, this may
reflect the large numbers of dentists in these countries relative
to their national incomes, and possibly also the smaller
differentials in the costs of employing dentists as opposed to
auxiliaries. The ratio of dentists to hygienists is again high
in state provision countries relative to the public services of
other countries, but is similar or lower than that in private
practice elsewhere. The ratio of dentists to technicians appears
te be low in state provision countries, but it is difficult to
draw any c¢onclusions from this f£or the reasons stated earlier.
Finally, the ratio of dentists per auxiliary shows very few
systematic differences between any of the system types.




7. UNRESOLVED QUESTIONS.AND PROPOSALS FOR STAGE 2 ] -

In this final section we discuss how the issues raised in
Section 6 might be further analysed, and what additiconal
questions might be addressed with the data we hope to generate
from Stage 2 of the study.

7.1 Dental Expenditures :

Concern over rising expenditures has resulted in widespread
programmes of cost-containment in health care (20). Similar
pressures are being felt in dentistry (38), and have resulted in
explicit cost-containment measures being taken, for example, in
the FRG, France and Sweden (34). Our analysis of Section 6.2
suggests that differences in GNP across countries give rise to
markedly greater differences in dental expenditures than in
health expenditures. If this proposition also holds true for
changes in GNP over time, within countries, we would expect
dentistry to be even more susceptible to cost escalation than in
medical care.

In addition to the relationship between dental expenditures
and GNP, another issue which we would hope to illuminate in the
second stage of the study concerns the relationship between the
financing eystem and the level and rate of growth of dental
expenditures. For example, is it the case that expenditures have
grown fastest in countries where the amount of cost-sharing by
patients is least? Also, where cost-containment polic¢ies have
been implemented, how evident are their effects on expenditure
growth?

Cost-containment measures are often justified by reference
to the need for efficiency. Such a concern is rightly
widespread. However, as explained in Section 2.1, efficiency
depends on benefits as well as costs. if cost-containment in
dentistry allows resources to be released to provide more highly
valued benefits elsewhere, it will indeed be efficient. But such
comparisons reguire the benefits from dental care, as well as
from other activities, to be identified and valued. Such
economic evaluation has been lacking in the past: and that which
has been undertaken has concentrated on preventive measures,
particularly water fluoridation, toO the neglect of restorative
treatments which still account for the majority of dental care
(and expenditure) in most countries (39). Dental expenditures are
only one, albeit important, side of the efficiency issue. ;

7.2 Treatment mix

A related question to that of the overall level of dental
expenditures is that of how dental expenditures are allocated
across treatments. If efficiency is to be premoted then
resources should be chanelled towards providing those types of
dental treatment which generate the highest benefits for a given
cost. Again, this brings us back to the problem of measuring the
penefits from dental treatment.

Our aim in the second stage of the study are more modest.
First, we will try to examine how the treatment mix varies &across
countries and by type of financing system, and how it has changed
over time. For instance, what is the balance between preventive,
conservative and prosthetic care, and how has this been
changing? Second, we will investigate possible reasons for such
Jdifferences. 1In sections 6.4 and 6.6 it was noted that there are




conziderable differences between countries both in the relative
fees which dentists receive and in the charges faced by

patients. Thus a guestion of special interest concerns the
extent to which differences in the treatment mix can be explained
by differences in fees and/or charges, and the incentives which
such differences give to dentists and patients.

7.3 Dental manpower

Although the present guestionnaire did not ask specific
questions about the problems faced by countries in providing
dental care, it did allow scope for countries to raise such
difficulties if they wished. It is significant that seven
countries mentioned problems associated with the supply of dental
Manpower .

7.3.1 Aggregate supply

One such problem concerns the aggregate supply of dentists.
In a number of countries in Northern and Central Europe there is
concern that the supply of dentists is, or may soon become,
excessive. This has resulted in cutbacks in dentist training in,
for example, the Netherlands, the UK, Prance, Finland and Sweden.
The most likely cause is a falling incidence of dental caries in
these countries, and the implications this has for restorative
treatment needs. At the same time, however, c¢ountries such as
Spain and Portugal are experiencing serious. shortages of dentists
by European standards.,

The relationship between numbers of dentists per capita, GNP
and type of financing system were discussed in Section 6.1. In
Stage 2 of the study we plan to supplement these analyses using
data on trends in numbers of dentists over time, across countries
and system types.

7.3.2 Geographical equity

Aggregate numbers of dentists per capita may hide
inequalities in their regional distribution. The gquestionnaire
responses of Austria, France, Greece, Iceland, Portugal and
Sweden each mentioned the existence of regional imbalances in the
distribution of dentists, suggesting that concern over
geographical egquity is common. Regional inegualities also exist
in Spain, Finland (21) and the UK (40). On this issue we plan to
look at how geographical equity varies across system types, and
how inegualities have altered over time. Is there any evidence,
for example, that under private finance systems 'market forces'
are operating to reduce regional imbalances?

7.3.3 Dental augiliaries

Dental auxiliaries are an important issue given their
potential role in preventing dental disease, and the
efficiency-promoting claims which are often made for their use.
In Stage 2 of the study, the analyses of Bection 6.7 will be
expanded, in particular to look at how the use of dental
auxiliaries is evolving over time across countries and system
types.

7.4 Distributional eguity
As well as geographical equity, there is a range of
questions relating to the distribution of the costs and benefits




from dental care across members of sogiety., For example, how do
financing systems vary with respect to the proportion of the
population covered by charge-free or subsidised care? Also, what
proportion of the population uses dental services in any year,
and how do coverage and utilisation vary by age, sex and
occupation/social class/inc¢ome? '

Ideally for this purpose we would want utilisation data (eg
numbers of visits, treatment or expenditures) broken down
according to age, sex and occupation/social class/income group.
How far we will be able to progress on this in Stage 2 of the
study depends on the availability and comparability of data
across countries, which is difficult to assess at present.

7.5 Prevention

Prevention is held to be such an important issue in public
policy concerning dental care in all countries that we must
discuss it, even if we are unable to offer much detailed analysis
of it either in Stage 1 or in Stage 2. Some aspects have been
discussed already and will be looked at further - these are the
use of those auxiliary personnel whose role is largely
oreventive, and the importance of preventive care in the mix of
treatments. Here we are concerned with the dgeneral issue of how
financing systems and financial concerns affect the provision of
preventive care.

It is widely claimed that public health services will aim to
be preventive and private health services will not. Affecting
the public/private mix will therefore affect the level of
preventive activity (14), and hence health. One rationale for
this claim is that private dental practitioners are reactive,
dealing only with the ill-health that they see, and repairing the
damage. Dental caries is more or less irreversible, so this is
all that they can do., Public services are by their nature
interventionist - they seek to reduce the prevalence of disease
by all means, including reducing its incidence. Hence prevention
ig to some extent one of the roles of public services, but not of
private services,.

Howaever, there are other arguments. It is suggested that
prevention is bad for dentists' business, since it reduces the
amount of restorative care necessary. The converse of this is
that prevention is seen as a cost-containment activity - the
expansion of the preventive programme in the FRG is seen
explicitly as a way of reducing future costs of prosthetics.

It is not self-evident that either of these arguments is
true., Prevention may only delay the onset of caries. BY
preserving more teeth, the scope for restorative treatment may
actually be increased. However, even if prevention leads to an
overall increase in expenditure, it does not necessarily follow
that it is economically inefficient. In order to assess this,
the extra benefits from preventive care need to be weighed
against the extra {opportunity) c¢osts.

7.6 Dental output

The final output of dental care systems is dental health.
Thus the ultimate efficiency-related issue concerns the
efficiency of systems in producing dental health. We are aware
that a number of countries have data on dental health presently
available and would hope to use these in the second stage of the




study. However we have yet to assess their comprehensiveness and
comparability, and would therefore be wary of promigzing a
thorough investigation of the relationship between financing and
dental health. It is however possible that the more detailed and
comparable data becoming available from the WHO International
Collaborative Study on Oral Health will allow a fuller appraisal
of this issue.

A subsidiary gqguestion concerns the efficiency of systems in
producing dental services (the intermediate output) of a given
quantity and guality. This entails examination of the
relationship between (intermediate) output and inputs across
systems and would reguire the construction of measures of output
and input usage which are comparable across countries. In 3Stage
2 of the study it may be possible to do this only extremely
crudely. However, as in the case of dental health, we would hope
at least to provide some pointers as to where future research is
needed.
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