National GP Meeting – Speech to Minister for Health
Colleagues, friends, and partners in care,
I want to thank the Minister for her attendance today, and for her willingness to engage directly with our profession. That willingness matters. It signals that dentistry is not an afterthought in health policy, but a central part of the conversation about access, prevention, and equity in Irish healthcare. 

I am conscious that we meet at a moment that feels both fragile and full of possibility for Irish dentistry.

Fragile, because many of our members are exhausted, administratively strained, and frustrated with a system that too often feels unresponsive.
But also full of possibility, because there is now a real window to reshape oral healthcare in this country in a way that could be genuinely transformative for patients, for professionals, and for public health.

We are tired. We are frustrated. But we are not cynical. And most importantly, we remain deeply committed to our patients and to the future of oral healthcare in Ireland. That commitment is lived every day in surgeries, clinics, schools, and communities across this country.

I want to begin by stating something clearly, because it is too often misrepresented in public debate. Dentists in Ireland care profoundly about their patients.
When access problems are discussed in the media or in politics, there is sometimes an unspoken implication that dentists have chosen to step away from public care, or that we have somehow turned our backs on vulnerable patients.

That is not only unfair, but also factually wrong. The reality is this: dentists have been trying to deliver care inside a system that has been structurally failing for years. When a service collapses, it is not a failure of professional will. It is a failure of public policy, funding, and system design.

If we want more care for medical card patients, more school screenings, and better access for vulnerable groups, the answer is not to question dentists’ motives, it is to fix the system that has made this care increasingly unsustainable. This is not about protecting professional privilege. It is about protecting patient care.

We wish to remind everybody today of the very serious implications poor oral health can have on people. It is only in recent years that we have begun to fully comprehend the often-underappreciated strong links between poor oral health and broader, serious health issues such as cardiovascular disease, diabetes, stroke and respiratory issues.

A profession that carried a broken system
When I first arrived in Ireland, I encountered the DTSS scheme. It was imperfect, but it was full of promise. It felt more progressive than what I had left behind in the UK. But over time, that promise was eroded by years of cuts, fragmentation, and policy drift. Many colleagues felt abandoned by a system whereby previous governments asked more of them while investing less in the service.
We have lived with the consequences ever since.
Our recent GP survey shows what that has meant in practice.
The majority of respondents are highly experienced clinicians, over 80% have been practising for more than 10 years, and nearly half for more than 30 years. This is not a disgruntled minority; this is the backbone of Irish general dentistry speaking with authority and perspective. 

Yet despite that experience, the dominant challenges they report are not clinical, they are systemic:
· Rising practice costs,
· Administrative overload,
· Regulatory burden, and
· Pressure from State schemes that are widely seen as unworkable.

These pressures translate directly into burnout, reduced clinical hours, and, in some cases, withdrawal from public provision.

Dentists are leaving State schemes, not because they do not care about patients, but because they cannot participate without compromising either the quality of care or the viability of their practices.

Our GP survey shown here: illustrates this perfectly, look at what people are saying repeatedly. Practice costs, recruitment, regulation, state schemes, capacity issues, and administrative burden. Repeatedly it is external factors heaping pressures on clinicians.

I think of my young periodontal patient, a young mum that I spoke of in the Oireachtas hearing. Gradually losing teeth through having to opt for extractions on the medical card rather than specialist periodontal care. Multiple extractions is not a treatment for stage 2 periodontitis, but that is the sort of barbarism we are forcing patients to choose, without access to specialist care, hygienists or ongoing periodontal therapies. Dentures before her child turned two for her.  Sleepless nights and trauma for me.

Patients and dentists are on the same side here. We all want a fair and equitable system that reduces health inequality. No professional can thrive in a system designed to fail. And yet, despite this, our profession has kept going. We have kept treating patients. We have kept training young dentists. We have kept advocating for reform.

That resilience deserves recognition, not blame.

Workforce: the reality behind the headline numbers
We often hear that “there are more dentists on the register than ever before.” That is technically true. But as the IDA has repeatedly made clear, numbers on a register are not the same as clinical capacity in the real world.

Our survey underlines this distinction starkly.

Over half of respondents work between 30 and 40 hours per week, with a significant minority working more than 40 hours, yet dentists are still reporting that demand far outstrips capacity. Most respondents are principals or practice owners, carrying both clinical and business risk simultaneously.

This matters because workforce planning has treated dentistry as a simple headcount problem, rather than a complex problem involving working conditions, remuneration, administrative burden, and professional morale.

This is not a cultural shift. It is a policy failure enabled by previous governments, spanning back to the financial crisis.

The GP Survey data here shows that there is still a core of dentists working long hours to keep fragile businesses alive in a climate where societal trends are that younger dentists are opting to work part-time or find alternative employment. An ageing workforce in a creaking dental service, supported by no-one but themselves and their families. We must ask if that is a sustainable model?

Workforce Planning
Our GP Group paper published this year makes clear that this is a workforce crisis shaped by almost two decades of system design, not professional choice. 
Poorly funded schemes, uncertainty around reform, and a weakened public dental service have all contributed to reduced clinical hours in conventional dentistry, particularly in underserved and rural areas. This is not a reflection of reduced professional commitment; it is the predictable consequence of an outdated system that does not adequately resource frontline care. 

However, this crisis extends beyond funding models. Ireland is simply not producing enough domestically trained EEA dentists to meet population needs. Despite intense demand for dental school places, training capacity has remained effectively static for decades. 
In some institutions, half of available dental school places are allocated to non-EEA students, many of whom return home after graduation, meaning Ireland loses a substantial proportion of the dentists it trains. This leaves Irish communities short of clinicians despite record-high applicant interest.

At the same time, private and public dental services are struggling to recruit not only dentists, but hygienists and dental nurses, with many advertised vacancies remaining unfilled.
Practices across the country report constrained capacity, longer waiting lists, and reduced ability to provide emergency or preventive care because staffing levels cannot be sustained. 
The Public Dental Service alone now employs significantly fewer dentists than it did fifteen years ago – despite enormous population growth, contributing to growing backlogs in school screening programmes and widening oral health inequality.

The Irish Dental Association has repeatedly warned that this is a structural pipeline failure, not a short-term recruitment issue. 

Their analysis estimates that Ireland requires at least five hundred additional dentists immediately across public and private sectors to maintain safe access to care. They also highlight a critical shortage of dental hygienists and nurses, further compounding service bottlenecks. These issues will only compound as our population growth continues.

To address this, the IDA has proposed a set of practical, evidence-based solutions. These include significant investment in expanding dental school capacity, the introduction of a cap on non-EEA dental student places to prioritise retention of Irish-trained clinicians, and the development of a fully funded foundation or vocational training programme so that graduates can enter practice with structured mentoring rather than immediate exposure to full clinical and commercial pressure.

The IDA has also called for adding dentists, dental nurses, and hygienists to the Critical Skills list, modernising work permit pathways to allow appropriately qualified overseas professionals to work in Ireland more efficiently, and reforming Dental Council registration and specialty recognition to improve workforce planning and service delivery.

We must also support dental teams to provide care to vulnerable and isolated communities through mechanisms such as Enhanced Recruitment Offers, targeted rural incentives, and structured public-private collaboration. These measures could help stimulate care provision in regions with elevated levels of oral disease and long-standing access gaps, while reinforcing the sustainability of frontline services.

Minister, the message from the profession is consistent: this is a workforce and system-design problem - exacerbated by the decisions of multiple previous governments - that requires coordinated national planning, training investment, and recruitment reform. Dentists want to serve their communities, but they need a pipeline that produces enough clinicians, a regulatory environment that allows them to practise safely, and a funding model that makes essential care viable.

Cosmetics and facial aesthetics
New graduates are entering a dental system that is more legally complex, more administratively burdensome, and less supportive than ever before. 
Many are being drawn toward cosmetics and facial aesthetics, not because they devalue conventional dentistry, but because the current ecosystem makes mainstream general practice increasingly precarious, both financially and professionally.

Over time, everyday dental care has become more complex, more time-intensive, and more tightly regulated, while the structures designed to support it, funding models, workforce planning, and early-career training, have not kept pace. 
Facial aesthetics, while regulated, often offers greater operational control and lower administrative friction than delivering consecutive complex cases at an economic loss. This is not about vanity; it is about sustainability, risk management, and professional survival.  The GP survey backs this up; financial viability is one of the stated top priorities, but importantly behind that of patient-centred care. 
Many graduates enter full clinical and commercial responsibility immediately, without structured mentoring or protected development time. 
Young dentists are placed under intense productivity pressure at the most vulnerable stage of their careers, and many understandably gravitate toward areas that offer stability, confidence, and predictability.
The patient-safety concern is not the growth of aesthetics; it is system displacement. Every dentist who moves away from restorative and preventive care represents a loss to vulnerable patients and communities, but this is not because of greed.

This shift should be seen as a systems signal. If we want dentists to remain available to treat children, older adults, and high-need patients, we must address the underlying conditions. That means a viable public dental system, restored clinical autonomy, and a structured, well-funded early-career pathway. 
And finally, to be blunt, some clinicians just enjoy this specialised area of dentistry. And if they choose to invest time and training in an area recognised by Dental Council as the practise of Dentistry in their code of practice, then that is their business. 
I fully support the notion that the administration of injectables and prescription medications be restricted to highly trained, highly qualified, anatomical experts who have emergency procedures and safe clean working environments.  
Let governments energy in this area be transmitted into the elimination of back-street clinics, illegal medicines, and tightening regulation.
	

The wider dental team — opportunity, not threat.
We also need to speak honestly and constructively about the wider dental team. 
There is real potential to improve access and efficiency through thoughtful collaboration with dental nurses and hygienists around scope of practice.

Many of our colleagues already work in highly integrated teams where each professional contributes meaningfully to patient care. We should build on this in a way that is safe, evidence-based, and properly regulated.

This is not about shifting responsibility away from dentists. It is about enabling every member of the dental team to work at the top of their training. 
Our GP survey had many responses about what would improve dentistry in Ireland, but when you analyse what came up over and over again, it was that we needed more nurses, a larger auxiliary team, training, and a cohesive team.  We have never had more of a spirit of collegiality and acceptance of our allied dental care professionals than we have right now.

If appropriately trained allied professionals can take on clearly defined preventive and supportive roles, dentists can focus more time on complex clinical care.
· Done properly, this could:
· Improve access,
· Increase productivity within practices, and
· Enhance patient experience, without compromising safety or standards.

But any expansion of scope must come with:
Robust training, mandatory registration, and fair funding as well as ongoing professional competency.

Efficiency cannot come at the expense of professional protection or patient safety. Anybody wishing to be on the dental register must be exposed to the same level of ongoing professional competence analysis and rigour as the public would expect of dentists.

If we want dentists to spend more time delivering core oral healthcare under public schemes, then those schemes must be fair, workable, and properly resourced. That is a systems question, not a moral one.

Prevention — where we genuinely align.
One of the most encouraging areas of convergence between the IDA and Government policy is prevention.
We fully support a life-course approach to oral health, inspired by evidence-based models like Scotland’s Childsmile programme.  In fact we already had a fabulous preventative programme in this state.  The HSE pilot programme Lift the Lip. Funding cancelled, programme aborted, children let down.
We have been calling for this shift for years.
But prevention cannot exist in a vacuum. It requires three things:
· A properly staffed public dental service,
· Meaningful public–private collaboration, and
· Sustainable funding for community-based oral health promotion.

Private general practice will remain the backbone of oral healthcare in Ireland. The question is not whether we want that, it is how the State partners with it. Too often, public, and private dentistry have been framed as opposing forces. That is neither accurate nor helpful.

We envision a blended system where:
The public dental service focuses on children, vulnerable groups, and complex cases, and general practice is integrated into clear referral pathways and publicly funded care where appropriate.

This is not about replacing public services with private care; it is about building a connected system that uses all available capacity intelligently.

Smile agus Sláinte — ambition versus reality.
Most of our members are familiar with Smile agus Sláinte, and many have engaged with its recommendations.

Our survey shows that while there is cautious optimism about some aspects, particularly prevention, there is deep scepticism about delivery.
When asked about the likelihood of successful implementation:
Dentists were relatively confident about improved preventive programmes, but far less optimistic about a viable medical card scheme or effective workforce planning.

When asked about the biggest obstacles to implementation, the answers were unambiguous: Funding, capacity, lack of political will, and distrust.

These are not technical disagreements; they are structural warnings from the frontline.

We do not doubt your will Minister, but the inaction of previous government’s has undermined confidence in what can, and we believe will, be a constructive partnership.
Given the current state of the schemes and the collapse of the public dental service, it is imperative that frontline workers are genuinely engaged with. If this policy is implemented without regard to dentists’ concerns, then I warn you not to be ordinary, I warn you not to be young, I warn you not to fall ill to oral disease, and I warn you not to grow old, reliant on this scheme that is hamstrung by its previous poor leadership. 
If we want The State’s first ever oral health policy to be more than just a document, it must be matched by real investment, real workforce planning, and real partnership with the profession.

The GP survey demonstrated the professions total lack of faith, precipitated by previous governments. 
With Smile agus Slainte out there, 85% of dentists still feel it is unlikely that a state scheme for dental treatment will ever be realised.

 We can help you realise this policy as a triumph, Minister, but I ask you to take heed of our advice, previous experience and wisdom.

Regulation and CPD — raising standards, not creating barriers.
We have welcomed and commend you, Minister, for the move toward statutory Continuing Professional Development. This aligns dentistry with other regulated healthcare professions and strengthens patient safety.

But regulation must be modern, fair, and comprehensive.
We are still operating under a deeply outdated Dental Act, something the IDA has been calling to reform for years. You have a unique ability to deliver this.

Mandatory CPD is a positive step, but it must be implemented in partnership with the profession, not imposed in a punitive or bureaucratic way. We want ambitious standards, but we also want a system that supports clinicians rather than drowning them in paperwork.

Why this is not a “dentist problem.”
Let me return to the central point I want you Minister, and the wider public, to hear clearly today.
When medical card patients struggle to find a dentist, when children miss school screenings, or when rural communities are underserved, that is not because dentists do not care.
It is because:
· The public dental service has been systematically underfunded,
· The DTSS has been inconsistently reformed, and
· Workforce planning has lagged far behind reality.
The IDA has not just criticised, we have proposed solutions.

We have set out clear, costed proposals for sustainable reform, including:
· Better funding for public services,
· A voucher-based system to improve access, and
· A national dental workforce database.
We are not asking for special treatment. We are asking for a system that works. 

Headline after headline, year after year. Often not a spokesperson, but a dentist. Taking time out of their vital clinical time to speak to a journalist, TD, Senator, Councillor, or local radio show to ring the alarm. 
Putting down the drill for a moment to wipe the sweat out of their eye and say “enough.”  In futile desperation to correct the unstoppable momentum of this dental public health crisis.

A shared path forward
We do not stand here today as adversaries to Government or to the Minister. The anxiety that comes out from my papers in my voice today is not born of anger, but of frustration, of desperate hope that my patients will be better served by future health services, but we want to help. We want the Minister to succeed in delivering vital oral health reforms for the people of Ireland.
We want partnership.
We want co-design.
We want reform that is real, funded, and implementable.
We are aligned on many goals:
· Prevention,
· Integration,
· Appropriate clinical leadership, and
· Better data.

Where we diverge is not on vision, but on implementation, funding, and governance. That is where we as a profession must continue to speak clearly and firmly.

On professional wellbeing and mentorship
In my own career, mentorship and community saved me from isolation and burnout. That is not a personal sob story, it reflects a broader reality in our profession.
Our survey shows that: A considerable proportion of dentists feel at least moderately isolated, and a strong majority would value a formal mentorship programme.
This tells us something important.

Seventy percent of all respondents feel at least some level of isolation professionally. Crucially though Associates, the future of our profession, the lifeblood of our profession, those that will be expected to work this system, those that will churn through the tsunami of care required due to the successive cutbacks. 85% of them feel isolated and a professional loneliness. Twenty-five percent are very isolated. This is a looming healthcare crisis in of itself.
Dentistry is not just clinically demanding, it is professionally lonely. Strengthening peer support and structured mentorship is not a luxury; it is essential to sustaining our workforce.

That is why the three values guiding my work in the Association remain:
· Collaboration.
· Mentorship.
· Unity.
These are a survival strategy for a profession under pressure.
We must address the systems failures that contribute to these issues, but we must also look after our own. Look to your neighbour, your staff, your associates, your neighbouring practice and remember what it was to have an experienced clinician to look up to yourself. It is our turn to nurture the careers of others as we were nurtured when we were green.

Closing
Minister, we are eager to get started, we are ready to get to work. Let us be clear about what we stand for. We will work with Government, but we will not accept cosmetic reform.
To summarise; we would like to engage constructively with you in order to build a new medical card scheme which is fit for purpose and can be carried out within the bounds of dental infrastructure. 
We would like to work with government to re-evaluate non-EEA places in dental schools and supporting new graduates as they enter the working world. 

We support developing a universally funded vocational training pathway so that graduates can enter practice with structured mentorship.
In relation to the National Oral Health Policy, we are eager to contribute expertise and practical solutions. We ask that implementation be grounded in realistic planning, sustainable funding, and genuine partnership and consultation with the dental profession. 

Crucially, we wish to work together to ensure the delivery of a new, modern, adaptable and forward-looking Dental Act.
We will welcome change, but we will insist that it is properly funded in accordance with the current fiscal capacity of this state. And we will never accept a narrative that blames dentists for a system that has been failing patients for decades.
We care deeply about our patients. We are ready to help fix this system.
But we will accept nothing less than a system that is fair,
fair to the children and aged who deserve care before crisis,
fair to the vulnerable who should never have to beg for access,
and fair to the professionals sat here today who took an oath to serve them.
Thank you.
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