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Executive Summary 

Introduction 

The Strategic Vision for Oral Health in New Zealand identifies vulnerable New Zealanders and those 

who have high needs as priority population groups. High needs and vulnerable people are 

disproportionately impacted by poor oral health, a situation that is likely attributable to the difficulties 

they face in accessing and affording dental services, and their poorer access to other social 

determinants of health.  In New Zealand, ethnic differences in oral health are also evident, with Māori 

and Pasifika having poorer oral health and access to oral health care than other ethnic groups. 

Moreover, they are overrepresented in the vulnerable population because they are more likely to live 

in poverty and be affected by material disadvantage. 

While the treatment needs of high needs and vulnerable populations may be met in primary care, the 

complexity of treatment and patient management for this population group often requires care 

delivered by appropriately skilled and trained personnel in a hospital setting. Relatively recent 

epidemiological and demographic changes in the New Zealand population—an ageing population, 

greater life expectancy, increased multimorbidity prevalence and improved tooth retention—place 

considerable demand on the nation’s hospital dental services. Such changes are expected to continue, 

suggesting that the high needs and vulnerable proportion of the population will increase in the near 

future, further pressuring hospital dental services.   

The poor oral health experienced by high needs and vulnerable New Zealanders suggests that the 

group’s oral health needs are not being met. To better understand the reasons for this unmet need, 

and for planning their future oral health needs, it is critical to explore, and identify the gaps in, the 

current hospital dental services.  

This report presents findings from such investigations with clinical leaders of New Zealand’s hospital 

dental services and recommendations for service improvements. In doing so, it provides a thorough 

understanding—from the participants’ perspectives—of the national situation concerning the 

hospital-based dental services for New Zealand’s high needs and vulnerable population. Such 

information is urgently needed to inform actions to improve oral health service provision to high needs 

and vulnerable New Zealanders, and ultimately improve their oral health.   

This research aimed to:  

 gain an in-depth understanding, from the perspective of clinical leaders, of the oral health 

services provided by the public sector for high needs and vulnerable New Zealanders; 

 bench-mark the services currently provided by hospital dental services in each DHB against 

the Ministry of Health’s Hospital Dental Service Tier Two (HDS T2) service specification and 

the Hospital Dental Services Minimum Eligibility and Level of Service Matrix (the Service 

Matrix); and 

 provide recommendations to ensure the equitable provision of oral health services to high 

needs and vulnerable New Zealanders.  
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Method 

This research used a mixed methods approach. It used:  

 routinely collected hospital dental service utilisation data provided by the Ministry of Health, 

primarily National Minimum Dataset (for inpatients) and the National Non-Admitted Patient 

Collection (for outpatients);  

 a structured questionnaire to collect quantitative information on key aspects of each DHB’s 

hospital dental service, including: facilities, workforce and capacity, outpatient and inpatient 

services, services for high needs and vulnerable patients, tertiary services, and those for low-

income adults and emergency care; and 

 a semi-structured interview schedule to collect clinical leaders’ perspectives on the hospital 

dental service, in relation to the HDS T2 service specifications and the Service Matrix.  

Data collected from the Ministry of Health and some interview data were analysed descriptively and 

tabulated according to elements of the Service Matrix. Free text data from the interviews transcripts 

were analysed using thematic analysis. 

In total, 20 interviews were conducted with 22 key informants, including Oral Health Clinical Directors, 

Heads of Department, Principal Dental Officers and Hospital Dentists Senior Medical Officers, and/or 

Senior Dentists and Special Needs, Paediatric, Oral Maxillofacial Surgery (OMFS), Public Health dental 

and Oral Medicine specialists; and oral health managers, and planning and funding advisors. Data were 

collected May to August 2018. The response rate was 100%. 

[Since data collection, there have been changes to some DHBs’ hospital dental services, e.g., 

workforce capacity or service provision. Changes that we have been made aware of are 

acknowledged.]  

Results 

Hospital dental services – facilities and workforce 

Sixteen of New Zealand’s twenty DHBs provide hospital-level dental services; the exceptions are 

Waitemata, Lakes, Wairarapa and West Coast DHBs. Of those that provide hospital-level dental 

services, fourteen have dental facilities located in their hospital(s) (i.e., have hospital-based services) 

and four also operate at multiple sites; and two (Bay of Plenty and Hauora Tairawhiti DHBs) employ 

local, community-based oral health care providers who provide the required outpatient services in 

their private surgeries or, when necessary, in their DHB’s hospital operating theatres. Almost half 

(typically provincial) of all DHBs also have the use of mobile surgical services, albeit not typically 

operated by the hospital dental service, a few up to four times a year, to treat some adults and 

children.  

Thus, about one-third (6/20) of DHBs either do not provide hospital-level dental services or do provide 

such services but not in hospital-based dental facilities. 

Seven DHBs are regional centres providing a range of tertiary and other dental services for their own 

population and (their typically neighbouring) less well-resourced provincial DHBs. Auckland DHB Oral 

Health Service – Regional Service (hereafter Auckland Regional Service), which has recently been split 

into two separate services, one providing hospital dental services and the other OMFS services, 
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incorporates three DHBs (Waitemata, Auckland and Counties Manukau); people who live in the 

Waitemata DHB region are able to access hospital dental services at Auckland and Counties Manukau 

DHBs. Southern DHB contracts the University of Otago School of Dentistry to provide hospital-level 

care for the Otago region.    

Capacity (based on the number of dental chairs and dental personnel (full time equivalent (FTE)) to 

manage and deliver hospital dental services varies widely across the country. Among DHBs with a 

hospital dental department, the number of dental chairs/100,000 per regions’ population ranged from 

(1.1 (Auckland Regional Service) to 4.5 (Northland DHB) (median 2.4). Among DHBs with salaried 

hospital dentists or a hospital-based facility, the FTE/100,000 per regional population ranged from 0.3 

(Bay of Plenty) to 6.2 (Southland) (median 2.1). 

Hospital dental services – services provided 

Inpatient services 

Annual hospital dental service inpatient visits/100,000 (120 to 810) and inpatient visits per 1.0 FTE (44 

to 782) differ across DHB. About half of all services have an established inpatient referral pathway 

within their DHB; the remaining DHBs appear to have well-established ad hoc systems.  

Outpatient services 

Almost all DHBs provide dental treatment for medically-complex patients and those requiring pre-

surgery assessment. A common additional patient group is those receiving intravenous 

bisphosphonates for cancer-related conditions (but not for osteoporosis). Nationally, there is 

substantial variation in annual hospital dental service outpatient visits/100,000 (110 to 3776) and 

outpatient visits per 1.0 FTE (132 to 2315). In accordance with the HDS T2 service specifications, 

almost all DHBs provide continuing dental care for core hospital dental service outpatients: severely 

physically and intellectually disabled people, those with complex comorbidities, children and adults 

attending special schools, and with congenital conditions.  About half of DHBs provide continuing 

dental care for those in residential care and long-term mental health units; the remaining DHBs 

provide dental care episodically. Dental care at most DHBs for children and adolescents with 

uncontrollable caries, and treatment under GA is episodic. In general, service eligibility criteria and 

acceptance into the hospital dental services appear consistent across DHBs. 

Tertiary services 

Patients appear to have access to the majority of tertiary oral health services, either in their DHB of 

domicile or by referral to a DHB with such services. 

Services as capacity allows 

The eligibility criterion for hospital dental services for low-income adults is, at minimum, the 

possession of a Community Services Card; several DHBs also require the card holder to have at least 

one comorbid condition. About half of all DHBs provide emergency dental care services for low-

income adults; all charge a co-payment of $35-$50. Of the remaining half, some contracted local 

community-based primary oral health care providers to provide emergency dental care. Over half of 

all DHBs provide basic dental services for low-income adults. 

Hospital dental services – Key informant perspectives 

Key categories discussed in all interviews were the changing nature of patients referred and treatment 

need, resources and capacity, low-income adults, lack of visibility and prioritisation of oral health and 
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the hospital dental service, DHBs without hospital dental services or services with limited capacity, 

and successes within hospital dental services. South Island participants were also asked about the 

S1outh Island Alliance among DHBs and those from North Island DHBs were asked about the possibility 

of 1forming similar collaborations. 

Changing nature of patients referred and treatment need  

Almost all participants thought that the nature of the patients referred to, and treated by, hospital 

dental services had changed. They said they had noticed that greater proportions of people with co-

morbid conditions and older people now present to the hospital dental service than ever before, and 

increasingly, those groups are dentate. Consequently, patients’ oral health management has become 

more complex. The majority of participants also said that, in recent years, more children are being 

referred by the COHS for treatment under GA.  

Resources and capacity 

In the majority of DHBs, the changes in the nature of patients had consequences for the management 

and provision of hospital dental services. Staffing levels and workload were of particular concern to 

almost all participants. Most clinical leaders thought that, to appropriately meet the complex needs 

of their high needs and vulnerable patients, experienced dentists, especially senior dentists, and 

specialists, were required in the hospital dental service. Several participants were particularly 

concerned about the oral maxillofacial surgery (OMFS) and oral medicine workforces, citing challenges 

in the training and recruitment of New Zealand OMFS clinicians, and in recruiting overseas-trained 

oral medicine specialists because of registration challenges. Suggestions participants made to address 

those issues included undertaking OMFS workforce planning, establishing an OMFS centre of 

excellence, ensuring each tertiary centre had oral medicine specialists, instituting career progression 

processes in DHBs and providing more opportunities for distance specialist training.  

Several participants also said that, to accommodate the increased workload in their hospital dental 

service, the recall periods for core hospital dental service patients receiving continuing care are being 

extended or rather than seeing some high needs and vulnerable patients for continuing primary care, 

they were referred back to their community-based primary oral health care providers. Almost all 

participants said that their service lacked the capacity to provide emergency and/or basic dental care 

for low-income adults. In several DHBs, ‘low-income adults’ were provided with a one-off episode of 

treatment or the option of a full dental clearance. Those patients, and those people declined access 

to the service, were then typically returned back to their community-based primary oral health care 

providers.  

Some participants highlighted the contradiction in the HDS T2 service specifications between the 

‘mandatory’ requirement and the ‘as capacity allows’ clause. Several were of the view that the latter 

introduces inconsistencies among DHBs in the services provided and data collected. 

Hospital dental services in which the clinical leaders who were allocated non-clinical time appeared to 

have greater capacity to advocate for, and participate in, their DHB’s strategic planning of their service 

than those who did not. In turn, their hospital dental service seemed better resourced than services 

in which the clinical leaders’ time was purely clinical. Hospital dental services’ interaction with 

planning and funding services within DHBs appeared mixed; some clinical leaders said they had little 

contact with planning and funding, whereas others had a good relationship with them. Overall, all 

participants said they enjoyed good working relationships within their team, and with other hospital 
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services. Nevertheless, the majority of participants said they received inpatient referrals very late, 

which they said was frustrating and placed unnecessary pressure on the hospital dental service. 

Participants’ responses when asked about the credentialing processes in their hospital dental service 

indicated that they varied among DHBs, with some having regular formal processes while others were 

more informal or minimal. Further, several participants also said that their service’s external providers 

are not included in the process.  

Comments from a few clinical leaders indicated the lack of meaningful reporting requirements for the 

hospital dental service. They also appeared unaware of funding and planning arrangements, their 

comments suggesting that there is little data to inform business cases and decision-making for clinical 

leaders to monitor and improve resourcing and services for patients and to reduce staff workloads.  

Clinicians’ access to patient records was mixed. Typically, participants described fragmented systems 

within the DHB and between the hospital dental service and the COHS. Almost all clinical leaders 

agreed that, to assist them in appropriately diagnosing and planning the treatment of their high needs 

patients, they need to have all of their patients’ medical records available to them. 

Low-income adults 

According to most participants, it was likely that not all high needs and vulnerable patients were being 

seen by the hospital dental service. The most commonly mentioned groups missing out on services 

were older people, low-income adults, mental health patients and those in residential care. The 

majority of participants said they would like to improve or increase their service; however, doing so 

would increase workload beyond the services’ current capacity. Almost all participants agreed that, to 

address this issue, more resources—staffing and funding—would be required. 

All clinical leaders were able to identify the hospital dental services’ priority groups and thought that, 

generally, they were providing an adequate service for those patients. There was less certainty among 

almost all participants on the eligibility of those people who did not clearly fit within the core patient 

category for the hospital dental service, described by several participants as a ‘grey area’. Typically, 

they were patients who were categorised as ‘as capacity and funding allows’, usually low-income 

adults. The eligibility of those groups of people appeared to be more arbitrarily determined, and thus 

differed by DHB.  

In all DHBs, the criterion for ‘low-income adult’ was a CSC, although many DHBs also required the 

presence of a co-morbid condition. A common theme raised by the majority of participants was the 

inadequacy of the CSC to identify low-income adults. Most participants had observed that people who 

were just above the threshold for a CSC but could not afford oral health care in the community—‘the 

working poor’—struggled to access any oral health care. Almost all participants acknowledged there 

is considerable unmet oral health need among low-income adults in New Zealand. To address the 

issue, several called on central government to act. 

According to almost all participants, low-income adults were the most impacted by the increased 

workload generated by the greater complexity in treating patients who required hospital-level care. 

Almost all participants thought that low-income adults (and some patients with higher health needs) 

could, and would, be more appropriately treated by primary oral health care providers in the 

community. They said that doing so would reduce pressures on the hospital dental services and other 

hospital services, such as ED, and allow the hospital dental service to focus on treating their core 
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patients. However, they also thought that shifting oral health care back to the community providers 

would be challenging. Many clinical leaders were of the view that, in general, community providers 

likely lacked the capacity, and/or confidence, skill and experience, and/or motivation and interest to 

treat patients with more complex health conditions.  

Several clinical leaders said that some of their service users have difficulty physically accessing or 

attending the service. Comments from clinical leaders who operated out of multiple sites and/or 

mobile surgical services indicated the benefits of those facilities in improving physical access to the 

service, and reducing waiting times and pressure on the service. Very few hospital dental services 

provide domiciliary services. While most participants said that providing such services would be 

beneficial, staffing and resource constraints prevented them from doing so. 

Lack of visibility and prioritisation of oral health and the hospital dental service  

The lack of visibility of the hospital dental service and the importance of oral health within the DHB 

was a key focus in almost all interviews. Most participants’ comments indicated that their service’s 

low profile made it more difficult to obtain support for greater resourcing of the hospital dental 

service.  

DHBs without hospital dental services or with services of limited capacity 

The hospital dental services in seven DHBs are of considerable or critical concern. Fivea  either do not 

provide a hospital dental service or do not have hospital-based dental facilities in which to provide 

hospital-level care: Lakes, West Coast and Wairarapa, and Bay of Plentyb  and Hauora Tairawhiti, 

respectively; the latter each employ (on a part-time basis) a local, community-based primary oral 

health care provider as a hospital dentist. Several of those DHBs serve regions with populations 

smaller than (or of equivalent size to) others that have hospital dental services with hospital-based 

dental facilities. Whanganui and Waikato have limited workforce capacity. In addition, the Auckland 

Regional Service has workforce, facility and funding constraints that are of concern.  

Bay of Plenty 

Overall, given the available resources, the hospital dental service in the Bay of Plenty is being delivered 

to the best of the incumbent’s capacity and capability. However, the lack of adequate facilities and 

resources means the service provided is not equitable to that provided in almost all other regions in 

New Zealand. In addition, it is likely that many of the hospital dental service objectives and service 

specifications are not being adequately met in the Bay of Plenty region. Moreover, the service is not 

prepared to address the region’s future oral health needs. The hospital dental service in the Bay of 

Plenty DHB is of critical concern. [At the time of writing, plans are underway to establish a dental 

department in Tauranga Hospital.] 

Lakes 

Although most hospital-level dental presentations at Lakes DHB were being addressed, either by the 

contracted community provider or referral to neighbouring DHBs, there were gaps in the hospital 

services for oral health. Of most concern was the lack of services for mental health patients, along 

with emergency dental services. The hospital dental service in the Lakes DHB is of critical concern. 

Hauora Tairawhiti 

                                                           
a Waitemata not included as services are provided as part of the Auckland Regional Service. 
b At the time of publication, hospital dental services were being instituted in Bay of Plenty DHB. 
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Ultimately, Hauora Tairawhiti hospital dental service was in a similar position to Bay of Plenty and 

Lakes DHBs, in that a physical presence within the region’s hospital(s) was needed, with increased FTE 

and good oversight. Aspects of the hospital dental service in Hauora Tairawhiti DHB are of 

considerable concern. [At the time of writing, there had been some increase in FTE.] 

Wairarapa 

There is no dental facility at Masterton hospital and Wairarapa DHB does not employ a dentist. The 

only adult oral health service in Wairarapa DHB is a full clearance service under GA for CSC holders 

with comorbidities. For all remaining adult hospital dental needs, the service relies on local 

practitioners, together with the neighbouring DHBs. It is likely that there are oral health issues with 

the high needs and vulnerable population in the region; however, those issues appear to lack visibility 

and in turn, are likely not being addressed. Aspects of the hospital dental service in Wairarapa DHB 

are of considerable concern. 

West Coast 

The West Coast does not have a hospital dental service. Transportation is likely a substantial barrier 

for West Coast patients accessing hospital-level care, undoubtedly, compounded by patients’ medical 

comorbidities. Aspects of the hospital dental service in West Coast DHB are of considerable concern. 

[At the time of writing, concerns about the oral health services in the West Coast DHB are in the 

process of being addressed.] 

Whanganui 

The lack of workforce capacity and, in turn, the current workload of the hospital dentists at Whanganui 

DHB is of considerable concern. 

Waikato 

The hospital dental services at Waikato DHB have a strong surgical focus; there is limited hospital 

dentistry workforce capacity. 

Auckland Regional Service  

The organisational structure of the hospital dental services within the Auckland Regional Service, and 

its relationship with OMF is complex. The Service faces considerable resource limitations and 

constraints, including funding, workforce and facilities. Consequently, it has difficulty meeting the 

demands of its diverse, large and increasing population. Such constraints also limit the delivery of 

tertiary services to those within the Service’s region and from referring DHBs. 

Successes 

All participants were asked to provide some examples of activities or aspects of their service that were 

working well or that benefitted their patients. Positive aspects of their service mentioned included 

HealthPathways, relationships within hospital dental departments and with other hospital services, 

the combined hospital dental and community oral health services clinical director roles, community 

care and a range of smaller initiatives to improve services. 

HealthPathways is a tool used to facilitate the relationship between primary and secondary care. Only 

a few participants said they were currently using HealthPathways for oral health referrals and 

treatment in their DHB. Those participants thought that oral health HealthPathways improved the 

visibility of oral health and their service within their DHB and other hospital services. It also improved 

referral quality, assisted in managing workload and supported community-based primary oral health 
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care providers when treating more complex patients. They also thought the differing treatment 

philosophies and models of oral health care delivery between hospital and community-based primary 

oral health care providers had the potential to challenge greater use of oral health HealthPathways. 

Regional DHB Alliances 

Regional Alliances are seen as an essential strategy for improving coordination and consistency in 

service provision. According to the South Island participants, the benefits of the South Island Alliance 

include: improved communication; providing a forum for problem-solving and opportunities to 

advocate for the resourcing of hospital dental services in neighbouring, less well-resourced (and 

smaller) DHBs.  

While some loose, regionally-based alliance groups among some North Island DHBs have been 

formed, they have not been formally established; most do not have service management, and funding 

and planning representation, and some groups focus only on the COHS. In general, there is support 

among the North Island DHBs for a similar arrangement to that in the South Island, with the formation 

of three or four alliance groups, based on typical or usual regions. The regional arrangements used by 

the EOHR Programme could form the basis of the hospital dental services’ North Island Alliance 

groups. 

Key findings 

1. The nature of the patients being referred to (and treated by) the hospital dental service has 

changed. More than ever before, greater proportions of high needs and vulnerable people have 

multimorbidity and retained their natural teeth. In addition, more children are being referred for 

dental treatment under GA. These changes place a substantial burden on hospital dental service 

resources and those of some other hospital services. 

2. The provision and resourcing of hospital dental services lacks national consistency. Some DHBs 

have limited or no hospital dental services. In about one-third of DHBs, the provision of oral 

health services for their region’s high needs and vulnerable population is of considerable or 

critical concern.  

3. For the most part, hospital dental services appear to be adequately meeting the ‘must do’ service 

specifications for the majority of core service users. However, the complexity of many hospital 

patients’ oral health and overall health management means that many hospital dental services 

find it challenging meeting all the core patients’ oral health needs, particularly ongoing primary 

oral health care. Increasingly, because of limited capacity, hospital dental services are less able 

to provide oral health care, including relief of pain treatment, for low-income adults.  

4. The HDS T2 service specification’s ‘mandatory’ requirement and the ‘as capacity allows’ clause 

are contradictory. The lack of consistency in the application of the ‘as capacity allows’ clause by 

DHBs likely contributes to inequalities in access to care and oral health among the high needs and 

vulnerable population nationally, and between Māori and Pacific peoples, and the overall 

population.  

5. Overall, the Hospital Dental Service lacks sufficient staff resources, and/or the appropriate mix of 

skilled and experienced staff to meet the current and future oral health needs of the high needs 
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and vulnerable population. Particular concerns include workload, training, career progression 

and succession planning of hospital dentists and some specialties. 

6. The determination of some patients’ eligibility to access the hospital dental service among DHBs 

is mixed. Eligibility is very clear for some high needs and vulnerable groups; for other groups it is 

arbitrarily determined, and consequently, the services provided to them differ by DHB. In all 

DHBs, the criterion for eligibility as a ‘low-income adult’ was the possession of a Community 

Services Card. However, this criterion does not adequately identify all adults on low incomes. 

Although the Service Matrix is used by some DHBs to triage patients into the hospital dental 

service, its use is not universal across the hospital dental services. 

7. The oral health care needs of some high needs and vulnerable people, particularly low-income 

people, are more appropriately addressed by primary oral health care providers in the 

community. The hospital dental service should only provide primary-level health care for those 

who have high health needs and whose treatment can only be provided in a hospital setting.  

8. Hospital dental services lack visibility within DHBs, and oral health stands alone from general 

health and health care. Consequently, the hospital dental services and oral health typically lack 

prioritisation within the DHB, and within the overall health system. Overall, collegiality and 

relationships within hospital dental services and with personnel from other hospital services are 

positive. However, in many DHBs, there is a disconnect between the hospital dental and 

community oral health services; those DHBs in which the two services have a common clinical 

director role appear to have a more seamless service. There is also a disconnect between the 

hospital dental service and the community-based primary oral health care sector. 

9. Data collection within the hospital dental services is limited. There is a lack of meaningful data, 

and monitoring and evaluation of hospital dental services, to usefully inform their management, 

resourcing, performance and planning. Data management processes not only lack consistency 

among hospital dental services, but also between hospital dental and community oral health 

services, and between hospital dental and other hospital services. 

10. Differences in the hospital dental service likely contributes to the poor oral health of the high 

needs and vulnerable population, and to oral health disparities between high needs and 

vulnerable people and the overall population.   

11. There are benefits to the regional coordination of hospital dental services.  

Recommendations 

1. Establish a working/reference group to develop an implementation plan that includes a set 

of feasible and acceptable strategies to operationalise recommendations 2-14. 

2. Review the definition of ‘high needs and vulnerable’ in the context of the hospital dental service 

and the HDS T2 service specifications ‘mandatory’ requirement, in particular, those who are 

eligible service users ‘as capacity and funding allows’. Address the contradiction between 

‘mandatory’ and ‘as capacity allows’ in the HDS T2 service specification.  

3. Update the Service Matrix and require its use in all hospital dental services. 
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4. Review the eligibility criteria for ‘low-income adult’.  

5. Reorient some oral health services to accommodate the outcome of Points 2, 3 and 4. In 

particular, oral health services for low-income adults should be shifted from the hospital dental 

service to primary care (when clinically appropriate).  

6. Deal with those DHBs in which the hospital dental service is of critical or considerable concern. 

7. Institute Community and Hospital oral health HealthPathways nationally. 

8. Review the oral health workforce plan, developing a strategy that will adequately address the 

current and future demands of the high needs and vulnerable population. 

9. Institute meaningful reporting requirements, and require all DHBs to support and adopt the 

Electronic Oral Health Record programme. 

10. Investigate and implement strategies to improve timeliness of service provision and physical 

access to hospital dental services, particularly those DHBs with widely dispersed population. 

11. Ensure that all hospital dental services’ clinical leaders have allocated non-clinical time.  

12. Institute a universal credentialing process – for all services, providers and external contractors. 

13. In the North Island, establish, or review and formalise current, dental service alliance groups. 

14. Invest in oral disease prevention throughout the life course. 

Further research 

The findings of this research are limited to the perspectives of hospital dental services’ clinical 

directors and leaders, or other DHB personnel. To provide a comprehensive view of New Zealand’s 

hospital dental services, and inform practice and policy, further research is required, including: 

 Gathering the perspectives of all those involved in the delivery and receipt of hospital dental 

services, particularly service users—patients—and their whānau and supporters. Such 

investigations must be led by, or be conducted in partnership with, Māori and Pasifika, so that 

the planning and implementation of interventions are relevant to both groups. Most 

importantly, doing so would ensure the obligations to health equity and protection for Māori 

under Te Tiriti o Waitangi are met. Research with the high needs and vulnerable population 

should align with the research priorities identified and outlined in Oranga Waha1 and any 

subsequent Māori oral health research agenda. 

 An in-depth investigation of tertiary oral health services capacity, particularly oral medicine 

and OMFS services. 

 Investigations to plan services and formulate strategies to address the oral health needs of 

low-income adults.  

 Gather the perspectives of the primary oral health care providers and determine the capacity, 

skill, confidence, cultural competence and willingness within the sector to manage such 

patients. Data will usefully inform the reorientation of services for low-income adults. 
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 Monitoring and evaluating any service changes or interventions implemented in the hospital 

dental service.  

Conclusion 

Inconsistencies in the provision and delivery of hospital dental services likely contribute to the poor 

oral health and access to services experienced by high needs and vulnerable New Zealanders, and 

likely perpetuate oral health inequalities. 

Addressing the gaps in the hospital dental service is a collective responsibility, requiring a coordinated 

and collaborative response from the whole of the oral health sector, guided by national leadership. 

Achieving equitable hospital-level care and seamless service for the high needs and vulnerable 

population requires increased resourcing and workforce planning, reorientation of some oral health 

services, meaningful monitoring and evaluation of services, implementation of systems to break the 

silos between oral health and general health, and development of a national strategy to plan oral 

health services and coordinate hospital dental services and other facets of the oral health sector.  

Recent demographic and epidemiological changes in New Zealand’s population have placed 

considerable pressures on the hospital dental service. Given that such changes are predicted to 

continue into the future, so too are the pressures on the hospital dental service; indeed those 

pressures are likely to worsen if the underlying causes are not addressed.  

The government is currently exploring how to provide a “sustainable and forward-looking Health and 

Disability System that is well placed to respond to future needs of all New Zealanders”. Urgent action 

is required to ensure the hospital dental service has the capacity to provide high needs and vulnerable 

New Zealanders—now and in the future—with services that adequately and appropriately respond to 

their oral health needs. Only then will New Zealand’s most vulnerable people enjoy good oral health, 

for life. 
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1 Introduction 
The Strategic Vision for Oral Health in New Zealand2 identifies vulnerable New Zealanders and those 

who have high needs as priority population groups. ‘Vulnerable’ people are those whose “human 

condition is intact but fragile”, typically young children, disabled adults and frail older people.3 

People’s vulnerability is often underpinned—and perpetuated—by poverty. The ‘high needs’ 

population includes people with “specific medical or psychological conditions, or have intellectual, 

physical or behavioural disability”.3 The two population groups often overlap.   

High needs and vulnerable people are disproportionately impacted by poor oral health.1,4-6 For 

example, the annual dental caries increment among older people in aged residential care is 

approximately twice that of their community-dwelling peers, and for older people with dementia, the 

rate is twice that again.7,8 People living in deprivation and those dependent on others for their day-to-

day care are more likely to have unmet oral health need than their least-deprived and more 

independent peers, respectively.4,6 Such oral health inequalities are likely attributable to difficulties 

faced by high needs and vulnerable people in accessing and affording dental services, and poorer 

access to other social determinants of health.1,4,6 While the treatment needs of high needs and 

vulnerable populations may be met in primary care, the complexity of treatment and patient 

management for this population group often requires care delivered by appropriately skilled and 

trained personnel in a hospital setting. 

In New Zealand, ethnic differences in the oral health and oral health needs of the high needs and 

vulnerable population are also evident. Older Māori and Pasifika have greater severity of oral diseases, 

and are much less likely to access oral health services (primarily due to cost), than non-Māori and non-

Pacific older adults.6  Further, Māori and Pasifika are overrepresented in the vulnerable population 

because they are more likely to live in poverty and be affected by material disadvantage.1 Māori also 

have higher rates of disability than other ethnic groups in New Zealand, have higher rates of many of 

the medical conditions requiring more complex dental care, and are likely to be under-represented in 

referrals to special care dentistry.1  

Changes in population demographics suggest that the high needs and vulnerable proportion of the 

population will increase in the near future. For example, the proportion of the New Zealand population 

who are aged 65+y is expected to substantially and rapidly increase in the next few decades.9,10 

Paralleling this change is the increasing proportion of older adults who are retaining their natural 

teeth, and retaining more natural teeth, than ever before.4,6 This situation is concerning because 

people are living longer with multiple medical conditions, the consequences and pharmacological 

treatment of which have considerable (and usually detrimental) implications for oral health.11 Given 

the epidemiological and demographic changes in the New Zealand population, greater demand on the 

nation’s hospital oral health services is likely.12,13  

The poor oral health experienced by New Zealand’s high needs and vulnerable population suggests 

that the group’s oral health needs are not being met. To better understand the reasons for this unmet 

need, and for planning their future oral health needs, it is critical that the current oral health services 

are explored and the gaps in services are identified. This report presents findings from such 

investigations and provides recommendations for service improvements. The findings are particularly 
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relevant and timely given two upcoming reviews: (i) the Health and Disability System Reviewc in 2019; 

and (ii) in 2020, the Ministry of Health’s oral health service specifications (on which this report is 

based). It is hoped that the findings of this report will inform changes in national oral health policy 

such that oral health services for, and in turn the oral health of, New Zealand’s high needs and 

vulnerable population will be improved.  

Report structure 

The first part of this report provides background information on New Zealand’s publicly-funded oral 

health services, including their history and current structure. The prior investigations on which the 

research is based are then described, followed by the methods used in this research. The findings of 

this research are then presented and discussed. The final section provides recommendations for 

service change and improvement.   

2 Background 

2.1 Oral health service provision in New Zealand 

2.1.1 Oral health service and funding arrangements 

In New Zealand, oral health care is provided by a mix of publicly and privately-funded services. A range 

of government (i.e. public) agencies provide and/or fund oral health care (Table 1) including District 

Health Boards (DHBs), Accident Compensation Corporation (ACC), Work and Income NZ (Ministry of 

Social Development), NZ Defence Force, Department of Corrections and Ministry of Health (Table 1). 

Oral health services provided by DHBs aim to improve the population’s oral health (through oral health 

promotion, maintenance and restoration), reduce inequalities, provide evidence-based care, and 

ensure the efficient and effective use of scarce professional and fiscal resources. The majority of the 

DHB-funded oral health services are directed toward meeting the needs of children and adolescents 

(Table 2). Free dental treatment is available (with a few exceptions) to people up to their 18th 

birthday, provided by oral health therapists in community-based fixed and mobile units through DHBs’ 

Community Oral Health Services (COHS),d and typically private community-based dentists contracted 

to their region’s DHB.14  

In contrast, most adult dental treatment is provided by private, community-based primary oral health 

care providers (i.e., general dental practitioners), usually on a fee-for-service basis, and paid for out-

of-pocket (i.e., privately). Most publicly-funded adult oral health services, predominantly secondary 

and tertiary services, are delivered through DHBs, either in hospitals or by community-based oral 

health care providers contracted to DHBs, to a limited proportion of the population.14 Those eligible 

for hospital dental services include: children and adults requiring specialist oral health services (due 

to their special needs) not available to them in the community; and vulnerable adults with high oral 

health needs, such as low-income adults.  

  

                                                           
c https://www.health.govt.nz/about-ministry/leadership-ministry/expert-groups/health-and-disability-system-
review  
d Not included in this report. 

https://www.health.govt.nz/about-ministry/leadership-ministry/expert-groups/health-and-disability-system-review
https://www.health.govt.nz/about-ministry/leadership-ministry/expert-groups/health-and-disability-system-review
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Hospital dental services 

New Zealand’s hospital dental services were established in 1913. The original intention of the service 

was to provide oral health services for those unable to afford the fees charged by private practitioners. 

This objective was based on the founding principle that a public hospital should provide medical and 

allied services for the underprivileged section of the community. In the 1960s, hospital services were 

extended to include all members of the community. Despite there being no requirement at that time, 

hospitals have provided (and continue to provide) oral health services, albeit haphazardly and with no 

national plan, and with consequences for service quality. 

Over the last 100 years, Hospital Dental services in New Zealand have developed without 
a coordinated and cohesive national plan, resulting in profound inequities of access, 
service provision and levels of care offered to local populations.15  

[For a more detailed account of the development of New Zealand’s dental services, including those 

that are publicly-funded, see Brooking’s A History of Dentistry in New Zealand 16 and Appendix 1] 

However, there is no national requirement for a hospital dental service. The range of hospital dental 

services available to communities has always been the responsibility of the DHBs and their 

predecessors. Currently, hospital dental services are planned and managed by senior dental personnel 

in conjunction with service (and planning and funding) managers within each DHB. 

Hospital-level oral health care is free for inpatients and day patients; that is, children and adults with 

special medical needs (such as cleft palate), disabilities that make them unable to access normal dental 

services, who require dental treatment as part of other treatment (such as for head or neck cancer), 

or children’s treatment within the scope of the combined dental agreement (CDA).e However, it is 

typically not free for those receiving outpatient care (unless, for example, they are admitted for a 

general anaesthetic). For each outpatient treatment provided, patients may be charged a co-

payment.f For relief of pain, i.e. urgent treatment, those with a Community Services Card (CSC) can be 

charged a maximum of $35.78 (incl. GST). For other treatment, charges should not be greater than 

70% of the applicable fee in the CDA. Low-income adults and those on a benefit (i.e. CSC holders) may 

also be eligible for a $300 grant (in one year) from Work and Income NZ for urgent dental treatment 

to relieve pain and infection; they may also be eligible for funding for further dental treatment.g ACC 

usually (and only partially) meets the costs associated with dental accidents and injuries.14  

As a hospital service, dental departments are required to provide timely oral health services. The 

majority of hospital dental treatment is considered elective, that is, provided seven or more days after 

the decision to proceed with treatment. Six Elective Services Patient Flow Indicators (ESPIs) measure 

whether DHBs are meeting the performance standards required of them.h Urgent dental treatment 

(e.g. for infection and relief of pain) must be available no later than the following day and elective 

hospital dental services should be provided according to the timeframes specified in the Elective 

Services National Access Criteria.f  

                                                           
e Service Agreement for the Provision of Oral Health Services for Adolescents and Special Dental Services for 
Children and Adolescents 
f See the Service Coverage Schedule for the range of service funded, criteria and costs. 
https://nsfl.health.govt.nz/accountability/service-coverage-schedule 
g https://www.workandincome.govt.nz/eligibility/health-and-disability/dental-treatment.html#null 
h https://www.health.govt.nz/our-work/hospitals-and-specialist-care/elective-services 



 

4 
 

2.1.2 Oral health expenditure  

In New Zealand, approximately $245 million is spent annually on publicly-available oral health services 

(Table 1). About 80% of public health revenue (i.e., Vote Health) is allocated to the country’s 20 DHBs 

so that they can plan, fund and provide health services in their district.17 By far the greatest proportion 

of all-of-government oral health expenditure is by DHBs (Table 1); of that, one-quarter is for hospital 

dental services and approximately 4% is for treatment for low-income adults (Table 2). There has been 

little change in oral health expenditure in the last five years, either total or by service (Table 2). 

Spending varies across DHBs. Auckland Regional Dental Service (25.1%) and Canterbury DHB (13.2%) 

account for over one-third (38.3%) of total oral health expenditure. The remaining proportion is 

distributed among the other DHBs, typically according to the regions’ populations (Table 3) 

Table 1. All-of-government oral health expenditure (2017/18), by government agency 

Agency responsible for 
expenditure 

Service coverage 
Final audited expenditure 

$million % 

District Health Boards 
(DHBs) 

Provision of basic child and 
adolescent oral health services, 
emergency dental services for low-
income adults, and secondary and 
tertiary hospital-based dental 
services 

197,724 80.4 

Accident Compensation 
Corporation (ACC) 

Provision of dental services for 
treatment of dental injuries due to 
accidents 

28,257 11.5 

Work and Income NZ 
(Ministry of Social 
Development) 

Provision of Special Needs Grants 
for eligible persons requiring urgent 
dental treatment 

11,051 
 

4.5 

NZ Defence Force Provision of dental services for 
armed forces personnel 

a5,812 2.4 

Ministry of Health Funding for strategic development, 
health promotion and research to 
support oral health 

1,597 0.7 

Department of 
Corrections 

Funding of basic pain-relief dental 
services for prisoners 

1,333 
 

0.5 

TOTAL 245,774 100.0 
a2012/13 data (awaiting 2017/18 data) 
Source: Ministry of Health (personal communication, 2018) 
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Table 2. Total DHB oral health expenditure, by service type, 2012/13 and 2017/18 

 Final Audited Expenditure 

 2012/13  2017/18 

 $million %  $million % 

Child (School) Dental Services  97,012  50.1   98,423  49.8 

Adolescent Dental Benefit  43,048  22.2   42,170  21.3 

Hospital Dental Services  45,287  23.4   49,681  25.1 

Emergency Dental Services for Low-
Income Adults 

   8,314    4.3 
 

   7,450    3.8 

TOTAL 193,661 100.0  197,724 100.0 

Source: Ministry of Health (personal communication, 2018) 
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Table 3. Oral health expenditure on Hospital Dental Services and Emergency Dental Services for Low-Income Adults, by DHB, 2017/18 

 Final Audited Expenditure 
DHB Hospital Dental Services  Emergency Dental Services for Low-Income Adultsa 

North Island 
Total spend in 

DHB of interest 
$million 

% expenditure in 
DHB of interest 

% total national 
expenditure 

 
Total spend in 

DHB of interest 
$million 

% expenditure in 
DHB of interest  

% total national 
expenditure 

Northland  2,614 30.3 5.3  480 5.6 6.4 
 Auckland Regional Service 12,456 b20.1 25.1  3,052 b 4.9  41.0 
Waikato  3,071 16.5 6.2  782 4.2 10.6 
Bay of Plenty  2,169 18.3 4.4  277 2.3 3.7 
Lakes  1,057 17.7 2.1  211 3.5 2.8 
Hauora Tairawhiti  331 13.0 0.7  141 5.5 1.9 
Hawke’s Bay  1,580 22.1 3.2  18 0.3 0.2 
Taranaki  2,276 39.6 4.6  22 0.4 0.3 
MidCentral  2,007 37.5 4.0  234 4.4 3.1 
Whanganui  1,714 35.9 3.5  0 0.0 0.0 
Wairarapa  27 2.1 0.1  115 9.0 1.5 
Hutt Valley  2,816 22.7 5.7  468 3.8 6.3 
Capital & Coast  4,688 c61.4 9.4  699 9.1 9.4 

South Island        
Nelson Marlborough  2,367 39.6 4.8  d0 0.0 0.0 
Canterbury 6,618 30.8 13.2  378 1.8 5.1 
West Coast 166 13.2 0.3  0 0.0 0.0 
South Canterbury 699 50.9 1.4  45 3.3 0.6 
Southern 3,025 22.3 6.0  527 3.9 7.1 

TOTAL 49,681  100.0  7,450  100.0 
aA mix of providers deliver emergency dental care for low-income adults. Some DHBs’ hospital dental services provide a relief of pain service in the hospital dental department during normal work hours, 
sometimes in conjunction with contracted external providers from the community; other DHBs provide emergency dental care for low-income adults only through contracted external providers. These data 
include both DHBs and external providers. See also Table 18). 
bOf Auckland Regional Service total; Hospital services only at Auckland DHB ($10,278M (56.5% of DHB expenditure)) and Counties Manukau DHB ($2,178M; 24.7%); Services for low-income adults only at 
Waitemata DHB ($345M; 1.0%) and Auckland DHB ($2,704M; 14.9%). 
cCCDHB’s COHS expenditure is low as the service is provided by HVDHB. Thus, CCDHB’s hospital expenditure makes up a larger proportion of total expenditure. 
dRelief of pain service provided (pers. comm), but likely coded for hospital dental services not low-income adults.  
Source: Ministry of Health (personal communication, 2018) 
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2.1.3 Oral health funding to DHBs 

Operating funding for oral health services is fully devolved to DHBs and is not identified separately 

within each DHB's population-based appropriation from Vote Health. Since 2008, the Community Oral 

Health Service reinvestment programme has provided $116 million additional capital funding to DHBs 

for the building of new fixed and mobile dental facilities for the service. An additional $32 million each 

year in operating funding for the COHS was also provided to DHBs to support the new hub-and-spoke 

model of care that is part of the reinvestment programme, and this funding has been devolved and 

incorporated into DHBs' population-based appropriations (Ministry of Health, personal 

communication, 2018). 

2.1.4 Oral health service specifications 

All publicly-funded health services are guided by the Ministry of Health’s service specifications, which 

“describe the service [and define the national minima of service] to be funded and delivered, in a 

measureable manner, and incorporates the relevant purchase units and reporting requirements”.18 

Five service specifications concern oral health,19 the focus of all being to implement the key actions of 

the NZ Oral Health Strategy2 and a range of other strategic documents concerning specific population 

sub-groups (such as older people, Māori and Pasifika). Services should meet the needs of the 

community in a timely, equitable and culturally-appropriate way, and comply with current 

professional standards and Codes of Practice. Services may be provided in fixed locations or mobile 

clinics, in hospitals or the community. 

The Oral Health Services Tier One (OHS T1) service specification20 is the key guiding document for all 

oral health services i (Appendix 2). It covers all hospital and primary oral health care services for 

children, adolescents and adults irrespective of the setting for service delivery, and is to be used in 

conjunction with four Tier Two service-specific service specifications, of which the following two are 

relevant to this report.  

o Hospital Dental Services21 (for: services to hospital inpatients; people with complex medical 

needs; those who are severely disabled or living in residential care; those who require tertiary 

services, such as oncology and oral medicine; and treatment for head and neck trauma) 

(Appendix 3). The objectives are to provide:  

- Hospital-based oral health care services that are seamlessly integrated with other 

hospital and community health care services; and 

- Clinically-appropriate hospital oral care services to ensure optimum care for the 

service users. 

o Emergency Dental Services for Low Income Adults22 (Appendix 4). The objectives are for people 

in need of emergency dental care; the service will: 

- Ensure that reasonable access is readily available; and 

- Contribute to improvement in the Service User’s health status and/or quality-of-life 

by restoring function, reducing pain and distress, and minimising disability by 

providing rapid diagnostic and treatment services. 

                                                           
i Except for oral and maxillofacial surgery services, which are covered by the Specialist Medical and Surgical 
Services Tier One service specification. 
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All oral health service specifications are “Mandatory”. However, in 2006/07, to alleviate workload 

pressure on hospital dental services, the clause “as capacity and funding allows” (or variations 

thereof) was added to the Hospital Dental Service Tier Two (HDS T2) service specification. This clause 

applies to continuing primary oral health care for some people with disabilities who require special 

management for dental treatment, and low-income adults. Concerning the latter, hospital dental 

services mayj also provide basic and emergency dental services for low-income adults, when capacity 

and funding allows. All oral health service service specifications were updated in mid-2015; the next 

review is to be considered within five years (that is, mid-2020).  

2.1.5 Hospital dental service reporting requirements 

According to the HDS T2 service specification, hospital dental services are required to comply with the 

“requirements of national data collections where appropriate”. Patients’ data are to be collected at 

National Health Index level, alongside ethnicity. All public hospital inpatient discharges are reported 

by DHBs to the Ministry of Health into the National Minimum Dataset (NMDS), by International 

Classification of Diseases code, age and ethnicity of patient, and are published annually. Outpatient 

data is included in the National Non-Admitted Patient Collection (NNPAC); not all procedures are 

captured and the data are not published regularly. There are no national reporting requirements for 

emergency dental treatment for low-income adults, and the Ministry of Health does not capture 

patient volumes for the patient group. In addition, no national data are available for patients 

presenting at ED with, and triaged for, dental pain. 

For low-income adults, the services’ reporting requirements are: 

 Hospital dental service – must comply with the requirements of national data collections 

where appropriate. 

 Emergency dental service – completed treatments – total and by ethnicity (Quarterly); and if 

requested, the quality-related activities currently in place and/or proposed from 

implementation in the following year (Annually [financial year]). 

Reporting requirements for the hospital dental service differ from those for child and adolescent oral 

health services. The latter are required to report several measures to the Ministry of Health, including 

(but not limited to) dmft/DMFT, percentage caries-free, and the use of services (the respective 

proportions utilising the service, enrolled and overdue for scheduled examinations). For more detail, 

see the Community Oral Health Services for Children and Adolescents Tier Two service specification 

(https://nsfl.health.govt.nz/service-specifications/current-service-specifications/oral-health-service-

specifications). 

2.2 Research prior to this report 

In 2012, a report by the New Zealand Oral Health Clinical Leadership Network Group (now Oral Health 

Clinical Advisory Network (OHCAN))3 advising on the actions required to “improve provision of timely, 

equitable, patient and family/whanau-centred oral health services for high needs and vulnerable 

populations, within New Zealand’s publicly-funded health system” was presented to the Chief Dental 

Officer and Ministry of Health. Based on the limited data available at the time, and anecdotal evidence, 

the Improving Oral Health Services for ‘High Needs and Vulnerable Populations’ Report3 (2012 High 

Needs and Vulnerable Report) identified variations in access to services across the country (several 

                                                           
j Authors’ emphasis 

https://nsfl.health.govt.nz/service-specifications/current-service-specifications/oral-health-service-specifications
https://nsfl.health.govt.nz/service-specifications/current-service-specifications/oral-health-service-specifications


 

9 
 

regions have no hospital dental services), and lack of capacity—both within facilities to physically 

provide services and in the specialist workforce to deliver it—as key drivers of the oral health 

disparities that exist in relation to New Zealand’s high needs and vulnerable population. The report’s 

authors were concerned that the “inconsistencies in access to, and provision of, [hospital dental] 

services may be putting [the] most vulnerable and high needs populations at risk”. Recommendations 

to address the situation focused on developing a consistent and cohesive oral health service. Other 

recommendations included promoting regional collaboration and planning among District Health 

Boards (DHBs), and investing in building and retaining a workforce that would equip hospitals to meet 

the anticipated increase in demand for oral health services. 

A key output of the report was, in 2012, the development and circulation of the Hospital Dental 

Services Minimum Eligibility and Level of Service Matrix (the Service Matrix)3 (Appendix 5), designed 

to guide patient eligibility and levels of service provided within the public sector.  Consistent with the 

Ministry of Health’s OHS Tier One and HDS and Low-Income Adults’ Oral Health Services T2 service 

specifications, the Service Matrix outlines the ‘must do, should do, could do’ services. Oral health units 

are obliged to fulfill the ‘must do’ measures and work towards implementing the ‘should do’ services.   

In 2014, to address the issues of concern raised in the report for New Zealand’s high needs and 

vulnerable population, a more detailed investigation of the services provided by the New Zealand 

Hospital Dental Services for the population group was initiated.23 The aims were to use the Service 

Matrix to identify variations in oral health services provided among and within the DHBs, and to whom 

the services were provided, and to demonstrate the utility of the Service Matrix in identifying gaps 

and/or good practice that may benefit others. To determine the nature of the facilities and personnel 

in each unit, and the services provided by that unit, the clinical directors of the six hospital dental units 

in all South Island DHBs were interviewed. The South Island DHBs were chosen as a convenience 

sample, being familiar to the interviewing clinician and of a manageable size for data collection and a 

brief analysis. Time constraints and a lack of funding limited the scope of data collection and analyses.  

Initial findings indicated that, overall, there are pressures on the provision of dental care for low-

income people and those seeking emergency care. Also revealed were the stark inequities in oral 

health services available to high needs and vulnerable people between the dental units in Canterbury 

(where they were very good) and the West Coast (where they were almost non-existent).   

Anecdotally, some benefits of the South Island project have been realised, including the upgrading of 

systems and equipment in Timaru Hospital, and the establishment of the South Island Alliance, in 

which the clinical directors and service managers of the South Island DHBs meet regularly to share the 

challenges and successes of their work, and plan future actions.  The utility of the Service Matrix as a 

tool to evaluate services was also confirmed. The majority of the population (and probably of the high 

needs and vulnerable population) live in the North Island. The sociodemographic profile of the North 

Island’s high needs and vulnerable population is also more diverse than that of the South Island. To 

ensure a comprehensive understanding of the oral health services provided to the whole of New 

Zealand’s high needs and vulnerable population, it was essential that the hospital-based oral health 

services in the North Island also be documented and analysed.   

The research presented in this report extends the 2014 pilot project, documenting and bench-marking 

the facilities, staff and services provided in each of the hospital dental service units in New Zealand. It 

updates the services provided by the South Island DHBs and includes those of the DHBs in the North 
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Island. In doing so, it provides a thorough understanding of the national situation concerning the 

hospital-based dental services for New Zealand’s high needs and vulnerable population. The findings 

provide crucial information needed to inform actions to improve oral health service provision to high 

needs and vulnerable New Zealanders, and ultimately improve their oral health.   

3 Objective and research questions 
This research aimed to: 

 gain an in-depth understanding, from the perspective of clinical leaders, of the oral health 

services provided by the public sector for high needs and vulnerable New Zealanders; 

 bench-mark the services currently provided by hospital dental services in each DHB against 

the Ministry of Health’s HDS T2 service specification; and 

 provide recommendations to ensure the equitable provision of oral health services to high 

needs and vulnerable New Zealanders. 

It answers the following research questions:  

1. What oral health services are provided by each of the DHBs in New Zealand;  

2. What gaps exist in oral health services provided by the DHBs in New Zealand;  

3. What successes and challenges do the dental units in each of the DHBs face; and 

4. What actions are required to ensure oral health services are equitably provided to high 

needs and vulnerable populations in New Zealand?   
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4 Method 

This research used a mixed methods approach. It used routinely collected hospital dental service 

utilisation data provided by the Ministry of Health, a structured questionnaire to collect quantitative 

information on key aspects of each DHB’s hospital dental service and a semi-structured interview 

schedule to collect clinical leaders’ perspectives on the hospital dental service, in relation to the HDS 

T2 service specifications and the Service Matrix.  

4.1 Hospital Dental Service – routinely collected utilisation data, by DHB 

In late 2018, a request was placed with the Ministry of Health for information on the number of people 

accessing inpatient, outpatient and emergency hospital dental services, by DHB. The Ministry provided 

an Excel spreadsheet with the data extracted from the National Minimum Dataset (NMDS) (for 

inpatients) and the National Non-Admitted Patient Collection (NNPAC) (for outpatients) and some 

Primary Healthcare Organisation data. Data for patients categorised as non-New Zealand residents 

(NMDS), overseas domicile (NMDS and NNPAC), a small group of other purchasers (NMDS) and those 

who did not attend or wait (NNPAC) were excluded from the analysis.  

4.2 Hospital Dental Service – key informant perspectives  

4.2.1 Sampling and recruitment 

Purposive sampling was used for the interviews with key DHB dental personnel. Using a list provided 

by the Ministry of Health, the lead person for each DHB’s hospital dental service was identified and 

invited by email to participate; the study was briefly explained (Information and Consent Forms were 

attached (Appendix 6)). Where an obvious lead could not be identified, Ministry of Health personnel 

and community contacts were approached for suggestions on who would be most appropriate to 

interview. In DHBs with no hospital dental service, a dental service manager, or a planning and funding 

manager who held the oral health portfolio were approached. With the exception of oral medicine, 

all relevant dental specialties were represented. To provide context to the current provision of oral 

medicine services in New Zealand, an oral medicine specialist was also invited to participate.  

4.2.2 Data collection instruments 

To collect more detailed utilisation data on each DHB’s hospital dental service, and also reduce 

participant burden and enhance the success of collecting quantitative data on the hospital dental 

service, a self-administered, structured questionnaire (Appendix 7) was developed. The questionnaire 

was sent to all participants prior to their interviews, given that they were unlikely to know the 

information requested as a matter of course. Question topics included: facilities, workforce and 

capacity, outpatient and inpatient services (referrals, referral sources, services provided, patient 

type), services for high needs and vulnerable patients, tertiary services, and those for low-income 

adults and emergency care. 

For the interviews, a revised semi-structured interview schedule was developed, based on that used 

in the 2014 South Island DHB bench-marking project. Additional questions collected information on: 

the services provided in the hospitals’ Emergency Departments (ED) (given that high needs and 

vulnerable people are more likely to use ED for acute oral health services); greater details on the oral 

health staff in each hospital dental department (such as the number of house surgeons); differences 

in the distribution of workload among DHBs by population group (e.g., are more low-income people 
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treated in the DHB, or are secondary and tertiary care services provided more frequently); 

collaborations and contracts with local private primary care providers; and what other organisations 

within the DHB area provide oral health care services for vulnerable groups (e.g., charity hospitals, 

Māori oral health providers).  

Both data collection instruments were developed by CAF, MS and WMT, informed by the HDS and EDS 

T2 service specifications, and the Service Matrix. Prior to the commencement of data collection, both 

instruments were peer-reviewed by two non-participating senior public health dentists. Following 

revision, which incorporated that peer-review feedback, the data collection instruments were piloted 

at the first interview and further revised in the light of feedback from that participant.  

4.2.3 Data collection 

Prior to each interview, consenting participants were sent the pre-interview questionnaire to 

complete and return to the researchers. If necessary, participants were also asked during their 

interview to clarify information they had provided in the pre-interview questionnaire.  

Interviews were then conducted either face-to-face, by telephone or by video conference. Interviews 

ranged in duration from 25 to 80 minutes (mean, 43 minutes). Each interview was recorded (with 

permission) and transcribed verbatim. Data were collected from May to August, 2018.  

[Note: since data collection, there have been changes to some DHBs’ hospital dental services, e.g., 

workforce capacity or service provision. Changes that we have been made aware of are 

acknowledged.]  

4.3 Analysis  

Data collected for this study included: quantitative data on hospital dental service utilisation Ii) 

routinely collected by the Ministry of Health and (ii) provided by the participants; and free text in the 

interview transcripts. The data were analysed using two methods. First, to determine each DHB’s 

alignment with the Ministry of Health’s T1 and T2 service specifications, the quantitative data, and 

some interview data, were analysed descriptively and tabulated according to the elements of the 

Service Matrix. Second, to determine participants’ perspectives on each of the areas of the Service 

Matrix, transcripts were analysed using thematic analysis24 to identify the common themes that 

emerged from the data. Text data were collated and analysed using NVivo 11. Two researchers (MBS 

and CAF) independently coded two transcripts, after which the resulting codes were compared and 

discussed to determine agreement on categories and themes. Discrepancies in coding were discussed 

until a consensus was reached.  

Quantitative data summarised in tabulated form were returned to participants for member checking 

and feedback prior to publication, and is presented in tabulated form. Qualitative data, in the form of 

participant quotes, are provided to illustrate and support the analysis. To preserve confidentiality, 

quotes are anonymised, identified only by participant number; for those quotes used to illustrate a 

finding from a specific DHB or where it is likely, from the context of the quote, that the participant 

could be identified (such as in findings on DHBs without hospital dental services or Alliances), the 

associated participant number has been omitted.  
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4.4 Ethical approval 

Ethical approval was granted for this study by the University of Otago Human Ethics Committee 

(D17/340). Written consent was obtained from all participants prior to being sent pre-interview 

questionnaires and interviewed.  
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5 Results 
This section presents the findings of the investigation. First, the sample is described. Findings on 

hospital dental service facilities and workforce capacity, by DHB, are then presented. The hospital 

dental services required to be provided under the service specifications are then outlined, followed 

by the presentation of findings on the core, tertiary, and ‘as capacity allows’ services provided, by 

DHB. Key themes that emerged from the participant interviews are then described, followed by any 

successes. Finally, we present an evaluation of the South Island Alliance group and views of North 

Island DHB personnel on the establishment of similar groups in the North Island. The section closes 

with a summary of the findings. 

5.1 Sample characteristics 

In total, 20 interviews were conducted with 22 participants. All DHBs were represented. Auckland, 

Waitemata and Counties-Manukau DHBs (collectively the Auckland DHB Oral Health Service – Regional 

Service (hereafter Auckland Regional Service)) were represented by one interviewee, as were 

Canterbury and West Coast DHBs (Canterbury DHB serves the West Coast). The University of Otago 

School of Dentistry holds an oral health service contract with Southern DHB to provide services in the 

Otago region. This, combined with the unique circumstances of having such a large institution 

providing services, meant that separate interviews were conducted with representatives from the 

Dental School (Otago region) and the Southland regionk. For the Waikato DHB, three dental personnel, 

representing various aspects of the DHB’s hospital dental service, were interviewed together in one 

session, and two participants from Canterbury DHB were interviewed together in one session. One 

oral medicine specialist was also interviewed. The response rate was 100%. 

Hospital dental service informants included Oral Health Clinical Directors, Heads of Department, 

Principal Dental Officers and Hospital Dentists Senior Medical Officers, and/or Senior Dentists and 

Special Needs, Paediatric, Oral Maxillofacial Surgery (OMFS) or Public Health dental specialists. Lakes, 

Wairarapa and West Coast DHBs do not have a hospital dental service. To determine how the two 

former DHBs manage their oral health services, Oral Health Managers or Planning and Performance 

Advisors were interviewed. The West Coast is served by Canterbury DHB; questions for West Coast 

oral health services were included in the interview for Canterbury DHB.  

5.2 Hospital Dental Services - facilities and workforce capacity 
This section first summarises the hospital dental service facility and workforce requirements as 

described in the OHS T1 and HDS T2 service specifications. This is followed by an overview of the 

services provided across the country, by DHB. 

5.2.1 Service specification requirements 

According to the HDS T2 specifications, hospital dental services should be located in settings that are 

fit for purpose and meet the needs of the communities they serve. They should be culturally 

                                                           
k In addition to Invercargill Hospital, the Southern DHB contracts the University of Otago, School of Dentistry in 
Dunedin to provide hospital oral health services for the Otago region. The School of Dentistry is a large oral 
health facility that does not operate comparably to other facilities. Further, from 2017/18 onward, available 
data for Southland DHB are for both centres; it is often not possible to obtain data for each individual centre. 
Throughout the report, to avoid biasing the findings, some data for Southern DHB have not been analysed. 
However, when possible, data are presented separately, as Southern (Otago), i.e. services provided by the School 
of Dentistry, Dunedin, and Southern (Southland), i.e. services provided by Invercargill Hospital. 



 

15 
 

appropriate, accessible, and safe for those using and providing the service, and use resources 

effectively and efficiently. Services can be located in hospitals or the community, and be fixed or 

mobile, and they must be of a standard suitable for the delivery of quality oral health care.  

The hospital dental service should be staffed with a mix of appropriately trained oral health 

professionals and auxiliary staff to meet patients’ needs. If appropriate staff are not available—such 

as specialists—patients are to be referred to another service with those resources. Staff and the 

Services are expected to comply with current professional standards and Codes of Practice, the Code 

of Health and Disability Services Consumers’ Rights, and the Health Information Privacy Code. 

Concerning transportation, the hospital dental service may assist in arranging, but it is not obliged to 

provide, patients’ transportation to the service. So staff may provide oral health care that meets 

current standards and Codes of Practice, they must have access to (and be trained in the use of) the 

necessary equipment, including specialised equipment for patients with disabilities. Quality 

improvement, and service access and entry processes (including equity, timeliness and efficiency) 

must be implemented and monitored, along with clinical audits. 

5.2.2 Facilities and workforce, by DHB 

Table 4 summarises data on the level of oral health services provided, along with facility and workforce 

capacity across the country (see Appendix 8 for the profile of each DHB’s hospital dental service). Of 

the 20 DHBs, 16 provide a hospital dental service, of which 14 have hospital-based dental facilities and 

two (Bay of Plenty and Hauora Tairawhiti DHBs) employ (i.e. are salaried) local, community-based 

primary oral health care providers who assess patients and provide treatment in their private practices 

or the regions’ hospitals. The Auckland Regional Service incorporates the Auckland region’s three 

DHBs – Waitemata, Auckland and Counties Manukau. Southern DHB has services at Invercargill 

Hospital and contracts the University of Otago School of Dentistry for oral health services in the Otago 

region. Four DHBs (Waitemata, Lakes, Wairarapa and West Coast) do not have a hospital dental 

service. Instead, hospital-level oral health services are provided by neighbouring DHBs or contracted 

community providers; Waitemata DHB is served by the Auckland Regional Service.  

Tertiary and/or regional services are provided by Northland, Waikato, Palmerston North, Hutt, 

Wellington, Canterbury and Southland Hospitals, along with the Auckland Regional Service and 

University of Otago School Of Dentistry, Dunedin. 

Mobile surgical buses are used by eight DHBs (Northland, Taranaki, Hawke’s Bay, Whanganui, 

Wairarapa, Nelson Marlborough, Canterbury and Southern), providing treatment for children 

(predominantly), and some adults (such as for uncomplicated third molar removal) and special needs 

patients. Most participants from DHBs with a surgical bus said that it was used about three or four 

times a year. A few said that it was used up to ten times a year, to access remote areas in their region; 

others reported irregular use. Most said that surgical buses were not operated by the hospital dental 

service, and their use for dental purposes was typically dependent on the scheduling of other surgical 

services within the DHB.  

Capacity (based on the number of dental chairs and dental personnel resource (full time equivalent 

(FTE)) differs widely across the country. Among DHBs with a hospital dental department, the number 

of dental chairs/100,000 per regions’ population ranged from (1.1 (Auckland Regional Service) to 4.5 

(Northland DHB) (median 2.4). Among DHBs with salaried hospital dentists or a hospital-based facility, 
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the FTE/100,000 per regional population ranged from 0.3 (Bay of Plenty) to 6.2 (Southland) (median 

2.1). 
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Table 4. Summary of hospital dental services provided in New Zealand, by DHB 

DHB 
Population 
served (N) 

Service level Dental chairs 

Surgical bus 

Dental personnelb 

Tertiary 
and/or 

regional 
hospitala 

Dental 
service 

N (Hospital) Per 100,000 Total FTE Per 100,000 

North Island         

Northland 179,370 - Dental dept 4 (Whangarei) 

4 (Kaitaia) 

4.5 Y 3.70 2.1 

Auckland Regional 
Service 

1,737,820 R  19 1.1 N 21.69 1.2 

Waitemata 628,970 T None 0 - - - - 

Auckland 545,640 T Dental dept 9 (Greenlane) 

1 (Starship Hospital) 

1 (limited; Auckland 
Hospital) 

2.0 - -  

Counties Manukau 563,210 - Dental dept 8 (Middlemore Hospital)  1.4 - - - 

Waikato 419,890   T, R Dental dept 5 1.2 N 4.05 1.0 

Bay of Plenty 238,380 - Salaried only 0 0.0 N c0.8 0.3 

Lakes 114,410 - None 0 0.0 N 0.00 0.0 

Hauora Tairawhiti 49,050 - Salaried only 0 0.0 N 0.30 0.6 

Hawke’s Bay 165,610 - Dental dept 4 2.4 Y 4.60 2.8 

Taranaki 120,050  Dental dept 3 (New Plymouth) 

1 (Hawera) 

3.3 Y 3.15 2.7 

Whanganui 64,550 - Dental dept 2 3.1 Y d0.70 1.1 

MidCentral 178,820 T, R Dental dept 4 2.2 N 3.20 1.8 

Wairarapa 44,905 - None 0 0.0 Y 0.00 0.0 
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Hutt Valley 149,680 T, R Dental dept 5 3.3 N 7.65 5.1 

Capital and Coast 318,040 T, R Dental dept 6 (Wellington) 

5 (Kenepuru) 

3.5 N 9.20 2.9 

South Island         

Nelson Marlborough 150,770 - Dental dept 4 Nelson 

1 Wairau 

3.3 Y 4.60 3.1 

Canterbury 567,870 T, R Dental dept 11e 1.9 Y 15.50 2.7 

West Coast 33,410 - None 0 0.0 - 0.00 0.0 

South Canterbury 60,220 - Dental dept 1 1.7 N 0.64 1.3 

Southern 329,890     Y   

Otagof 202,467g T Dental dept 218 - - 26.8 - 

Southland 93,339g - Dental dept 4 4.3 - 5.75 6.2 

a T – tertiary, R – regional; all provide primary and secondary care for eligible children and adults. 
bNumber of full time equivalent (FTE) personnel; does not include oral and maxillofacial surgical services or dental therapists/hygienists and support staff. 
cThree chairs have limited access; Not including two chairs at Buckland Rd and the Mangere Refugee Centre 
dNot including additional contracted hours of SMO. 
eNot including one prosthetics chair, or one dental chair in ED.  
fContract held by the University of Otago School of Dentistry. 
gSource: Stats NZ. 
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5.3 Hospital dental services – services provided 

This section first summarises the oral health service requirements of the HDS T2 service specification. 

The core (inpatient, outpatient, and high needs and vulnerable people), tertiary and ‘as capacity 

allows’ (typically for low-income adults) services, and emergency services for low-income adults, 

provided by the hospital dental services across New Zealand are then presented. 

5.3.1 Service access criteria 

According to the HDS T2 service specification, patients access hospital dental services by referral from 

a range of health professionals. Service entry criteria are:21 

 Hospital inpatients who require essential dental treatment; 

 People requiring specialist oral health care in conjunction with other hospital treatment; 

 People needing inpatient, day patient and outpatient dental services not available from oral 

health practitioners in the community because of the person’s special dental or medical 

condition, disability or need for special management facilities. 

The hospital dental service is required to: 

 Provide people with special needs and disabilities equitable access to the services;  

 Ethically and equitably manage access, prioritising services based on acuteness of need and 

capacity to improve oral health and quality of life; tools may be used to determine 

prioritisation; 

 Provide an appropriate service that is seamlessly integrated with other hospital-based and 

community health care services.  

According to the HDS T2 service specifications, general and specialist dental services include: oral 

health assessment, diagnosis, treatment planning and appropriate dental treatment. The latter 

typically includes basic treatment including filings, extractions and some preventive treatment; it 

excludes posterior endodontics, crown and bridge restorations, and aesthetic treatment.  

In most circumstances, people are to be discharged back to their primary oral health care provider 

after the course of treatment provided by the hospital dental service. However, the service must 

consider its ‘duty of care’ before discharging people who are unable to access oral health services in 

the community, and when necessary, the service may become the ongoing primary care oral health 

provider (when capacity allows). 

Accordingly, the Service Matrix describes three levels of core hospital services, considered those they 

‘must do’ and ‘should do’:  

 hospital inpatients and outpatients; 

 people who have high needs or are particularly vulnerable and require special care; and  

 children and adolescents needing secondary care. 

Other Service Matrix categories are: 

 tertiary level hospital dental services, providing high-end specialist care when needed; and  

 basic and emergency oral health care for low-income adults, as capacity allows (considered 

‘could do’) 
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All participants were asked questions to determine their awareness of the HDS T2 service specification 

and Service Matrix. While all participants knew of the service specifications, their familiarity with them 

varied. Similarly, there was mixed awareness of the Service Matrix among the clinical leaders. Some 

said they used the Service Matrix, or a system based on it, to triage patient eligibility. For example, a 

clinical leader said the Service Matrix was “what’s actually driven our triage and matrix of 1, 2, 3 and 

4s. We used the HNV matrix quite strongly to do a number of things in our DHB” (10), another 

commented that the Service Matrix was “almost is second nature to us.” (14). Of the remaining 

participants, most were aware of the Service Matrix but did not use it for triaging purposes; a few 

participants were unaware of it. In addition to triaging, a few clinical leaders used the Service Matrix 

as the basis of business cases to support the provision of more resources for their service. 

5.3.2 Inpatient services 

The requirements for hospital inpatient dental services are presented in Table 5. 

Table 5. Hospital Dental Services Minimum Eligibility and Level of Service Matrix – Inpatient 
services 

Population Group Description Services 

Core services (secondary) 

Hospital 
inpatients 

 Establish pathway of care for 
hospital inpatients in acute medical 
and surgical wards and acute mental 
health units. 

 Emergency dental treatment for 
patients presenting through the 
emergency department with head 
and neck trauma, severe oral-facial 
infections and uncontrolled 
bleeding. 

Care will be episodic for most 
patients. 

Patients will be referred to their 
primary care practitioners for 
continuing care once episode of 
care has been completed. 

 

Pathways of care 

To determine hospital dental services’ alignment with the requirements for hospital inpatient dental 

services as per the Service Matrix, all participants were asked about the nature of their DHB’s 

pathways of dental care for hospital patients on acute medical/surgical wards and from acute mental 

health units. About half of the participants had established, formalised care pathways for these groups 

(Table 6). The remainder operated an “ad hoc” (6) system, reacting to referrals from other hospital 

departments as they were received. Participants explained that, typically, a dentist would first visit 

the patient on the ward, especially if the patient was not ambulatory or was severely unwell, to 

determine the nature of the problem and triage the care required, for example, “we do see them but 

it is essentially usually by kind of a phone call and you know send us the information and we will put 

them in as soon as we can” (2). Depending on the treatment and its urgency, the patient would either 

be seen in the dental department or discharged without further treatment. For example, “if a referral 

comes from them [the mental health unit], we will get one of our house surgeons to assess the problem 

in the ward first and then to arrange any treatment in the outpatient clinic if possible” (17) and “if they 

refer down we generally will either see them in the ward or bring them down, as long as we believe 

what they're after is right, so yeah no we see them quite quickly and routinely” (3).   
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A participant’s description of the system in their service was typical of how other services functioned:  

The only established process or pathway is via internal referrals. Usually it is a house 
surgeon giving me a ring, or our scheduler, and saying – hey I’ve got this patient, they’re 
an in-patient, this is going on – and then we’ll assess it from there and see if they need 
treatment.  Sometimes it’s a phone call saying - oh they’ve got a small broken filling on a 
front tooth but they’re getting discharged tomorrow and it’s like – well they can go to their 
dentist – are they otherwise fit and are they otherwise well – oh yeah, they’re fine.  It’s like 
– well, they can go and see their dentist can’t they. But if they are an inpatient and they 
need care while they are in hospital, then definitely we’ll go and assess them and then go 
from there. (5) 

In contrast, a few participants explained that their dental department allocated a specific period of 

time for inpatient referrals, for example,  

We have an hour that is kept every afternoon, we keep it until lunchtime for any wards 
that ring up in the morning and say they’ve got an inpatient that needs a review, and then 
if it’s not been used by lunchtime then we’ll put a low-income toothache person who’s on 
our waiting list waiting to be seen. (1)  

Clinicians from DHBs that did not have a physical dental department reported stabilising infections or 

toothaches on the ward or unit, and then referring the patient back to their primary oral health care 

provider, as one such clinical leader explained, 

Because somebody [from the hospital] will say – oh we’ve got this lady here who was 
bought in last night, could you have a look at her please – she’s got a swollen face and I’ll 
say – well okay has she got a toothache – yes – right I’ll come and have a look at her and 
I usually pop in early in the morning before I come to work – they start some antibiotics 
and once we’ve got that under control, then the patient is then directed to their own 
general dental practitioner rather than being treated in the hospital, because we don’t 
have a dental department. 

Utilisation 

Table 7 presents the total number of inpatient visits and visits per 100,000, by DHB of domicile and 

the total number of inpatient visits and visits per 1.0 FTE, for 2017/18 by DHB of service.  

Inpatient visits/100,000 by DHB of domicile ranged from 120 (Auckland DHB) to 810 (Whanganui DHB) 

(median 244). Almost all DHBs had fewer than 300 visits; Hauora Tairawhiti (308 visits/100,000), 

Taranaki (435), Whanganui (810) were higher. Similarly, the number of visits by DHB of service per 1.0 

FTE varied widely across the country, from 44 in Canterbury DHB to 782 in Bay of Plenty DHB (median 

139); in addition to Bay of Plenty DHB, Hauora Tairawhiti DHB (423) and Whanganui DHB (541) had 

substantially more visits/1.0 FTE than the majority of DHBs.  

It should be noted that the data represent the total number of patient visits, not the number of 

patients (which in all likelihood would be lower); some patients will have made multiple visits. The 

wide variation in visits among DHBs may be partly attributable to differences in the numbers of visits 

made by each patient in each region. In addition, differences in the numbers of visits by domicile and 

by service are most likely attributable to Inter-District Flows (IDF); that is, services provided by a DHB 

other than the patient’s DHB of domicile. In addition to the inpatient categories listed in the Service 

Matrix, the data presented also include children admitted as day patients for dental treatment under 
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GA (as defined in the Service Matrix as High Needs and Vulnerable (see Section 5.3.4)). There may also 

be variation in reporting and funding among DHBs. 
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Table 6. Nature of care pathways for HDS inpatients, by DHB 

DHB Acute medical/surgical wards Acute mental health units 

North Island   

Northland Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Auckland Regional Service Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Waikato Established Established 

Bay of Plenty Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Lakes Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Hauora Tairawhiti Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Hawke’s Bay Established Established 

Taranaki Established Established 

Whanganui Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

MidCentral Established Established 

Wairarapa - - 

Hutt Valley Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Capital and Coast Established Established 

South Island   

Nelson Marlborough Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Canterbury Established Established 

West Coast - - 

South Canterbury Ad hoc/based on internal referrals Ad hoc/based on internal referrals 

Southern   

Otago Established Established 

Southland Ad hoc/based on internal referrals Established 
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Table 7. Inpatient visitsa: total and per 100,000 by DHB of domicile, and total and per 1.0 FTE by 
DHB of service, 2017/18b 

DHB 

 Inpatient visits 

 DHB of domicile  DHB of service 

 Total (N) Per 100,000  Total (N) Per 1.0 FTE 

North Island     
 

 

Northland  639 356  468 126 

Auckland Regional 
Service 

 2450 143  2551 102 

Waitemata  767 122  1 - 

Auckland  654 120  1953 - 

Counties Manukau  1029 183  597 - 

Waikato  944 225  974 238 

Bay of Plenty  620 260  626 782 

Lakes  306 267  303 - 

Hauora Tairawhiti  151 308  127 423c 

Hawke's Bay  441 266  373 81 

Taranaki  522 435  513 160 

Whanganui  414 810  439 541c 

MidCentral  523 292  484 118 

Wairarapa  81 180  4 - 

Hutt Valley  374 250  430 62 

Capital & Coast  630 198  664 71 

South Island     
 

 

Nelson Marlborough  365 242  391 93 

Canterbury  694 122  682 44 

West Coast  90 269  87 - 

South Canterbury  144 239  148 185 

Southern  820 249  555 - 

Otagod  - -  - - 

Southlandd  - -  - - 

a May include more than one visit per patient 
b Source: Ministry of Health (personal communication, 2019); National Minimum Dataset (NMDS) [purchase unit = ‘Inpatient Dental 
Treatment’, health specialty = ‘Dental Surgery’ and multiple Diagnosis-Related Groups]  
cNot including additional contracted hours of SMO 
dData for each Southern DHB region not available 
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5.3.3 Outpatient Services 

The requirements for hospital outpatient dental services are presented in Table 8. 

Table 8. Hospital Dental Services Minimum Eligibility and Level of Service Matrix – Outpatient 
services 

Population 
Group 

Description Services 

Core services (secondary) 

Hospital 
outpatients 

 Medically complex adults, children and 
adolescents requiring hospital based 
medical support. 

 Pre-surgery oral health assessments 
and treatments. 

Care will be episodic for most 
patients and related to immediate 
need. 

Patients should be referred to 
their primary care practitioners for 
continuing care once the episode 
of care has been completed. 

However, there should be an 
ongoing commitment of hospital 
dental services to provide more 
specialist episodic care as and 
when required.  

 

Population groups served and services provided 

To determine services’ alignment with the requirements for hospital outpatient dental services as per 

the Service Matrix, all participants were asked whether their department provided outpatient services 

for the patient groups listed in the Service Matrix, and to list any additional patient groups for whom 

they provide outpatient services.  

Almost all DHBs provided services for the listed medically-complex patient groups and those requiring 

pre-surgery assessments and dental services. A few DHBs also provided services for other groups of 

medically complex patients (mostly haematology), most commonly those people receiving 

bisphosphonate therapy and additional types of patients undergoing pre-surgery assessments. 

To further understand outpatient services provided in DHBs, all participants were asked about the 

total number of outpatient referrals their service received, the source of those referrals and the 

number of referrals declined (Table 10). All DHBs with a hospital dental service (including those with 

no hospital-based facilities) received outpatient referrals; the number received varied with the 

regions’ populations. Typically, most referrals were received from the COHS (being children’s GAs and 

treatment for severe caries) and general medical practitioners. Other sources included DHB/hospital 

specialists, general dental practitioners, residential care facilities, public health nurses, prisons and 

Māori providers. All receiving DHBs also declined a proportion of patients referred to their hospital 

dental service. Reasons for declining referrals are presented in Section 5.4.4. Low-income Adults 

Utilisation 

Table 10 presents the total number of outpatient visits and visits per 100,000, by DHB of domicile, and 

the total number of outpatient visits and visits per 1.0 FTE , for 2017/18, by DHB of service. Outpatient 

patient visits/100,000 by DHB of domicile ranged from 110 (Hauora Tairawhiti DHB) to 3776 (Taranaki 

DHB). The majority of the DHBs had fewer than 2433 visits/100,000 (Canterbury DHB), with about half 
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fewer than 1000. Five DHBs had over 3000 visits/100,000 (Whanganui (3002), Nelson Marlborough 

(3393), Hutt Valley (3707), Capital & Coast (3755) and Taranaki (3776). Similarly, the number of visits 

by DHB of service per 1.0 FTE varied widely across the country; from 132 in Northland DHB to 2315 in 

Whanganui DHB. 

As with the inpatient data, it should be noted that the data represent the total number of patient 

visits, not the number of patients (which in all likelihood would be lower); some patients will have 

made multiple visits. The wide variation in visits among DHBs may be partly attributable to the 

differences in the numbers of visits made by each patient in each region. Differences in the numbers 

of visits by domicile and by service may also be attributable to Inter-District Flows (IDF), that is, a 

service provided by a DHB other than the patient’s DHB of domicile. Further, the NNPAC data was 

described by a few participants as “unhelpful” for evaluating outpatient flow. 
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Table 9. Hospital dental service outpatient service provision, by DHB 

  Medically complex patients  Pre-surgery assessments 

DHB 

 Includes endocrine disorders, severe or complex 
cardiac conditions, complex haematology, complex 
oncology, dialysis, severe stroke and organ transplant 
patients 

 Includes organ transplant, bone marrow transplant, 
cardiac valve surgery, pre-head and neck cancer 
treatment and supporting patient care for those 
receiving medical/surgical care in tertiary hospital 

North Island     
Northland  All  All 
Auckland Regional Service  All  All 
Waikato  All; also complex medical including physical, mental 

health and behavioural issues, haematology 
patients, special needs and syndromic patients 

 All; also joint replacement 

Bay of Plenty  Cardiac, complex oncology, stroke, transplant, bone 
diseases, rheumatic fever; not endocrine and dialysis 

 All 

Lakes  All  All 
Hauora Tairawhiti  All  All 
Hawke’s Bay  All; also severe respiratory (OSA) and haematology  All; but supporting patient care for those receiving 

medical and surgical care in tertiary hospitals - 
depends on the condition; also bisphosphonate 
therapy if holds community services card (especially 
IV) 

Taranaki  All   All; also prior to IV bisphosphonates for cancer-related 
conditions 

Whanganui  All   All  
MidCentral  All; except endocrine and severe stroke  All 
Wairarapa  -  - 
Hutt Valley  All  Cardiac, head and neck cancer treatment, those 

receiving medical and surgical care in tertiary hospitals 
Not organ and bone marrow transplant 

Capital and Coast  All; also haematological conditions  All; also prior to IV bisphosphonates for cancer-related 
conditions 
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South Island 

    

Nelson Marlborough  All  All; also IV bisphosphonate for myeloma and prior to 
chemo for some  

Canterbury  All  All; but 'supporting patient care for those receiving 
medical and surgical care in tertiary hospitals' is 
limited; also high dose bisphosphonates, excluding 
osteoporosis 

West Coast  -  - 
South Canterbury  All  All; but ‘supporting patient care for those receiving 

medical and surgical care in tertiary hospitals' is 
occasional 

Southern     
Otago  All  All 

Southland  All  All 
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Table 9. Outpatient referrals: total received, referral sources and number of referrals declined, per month, by DHB 

DHB Total referrals /month Referral source and % of referrals Referrals declined/month 
 

 Source N (%)  

North Island 

Northland 140 CDS 
GDP 

GP  
DHB/Hospital Specialists 

50 (35.7) 
20 (14.3) 
50 (35.7) 
20 (14.3) 

4 

Auckland Regional 
Service 

750-800 
 

Not available 150 

Waikato 146 CDS 
GDP 

GP 
DHB/Hospital Specialists 

110 (75.3) 
10 (6.8) 

20 (13.7) 
6 (4.0) 

25 

Bay of Plenty 90 (sometimes 120-130) - Majority CDS 30 

Lakes 59 CDS 
GDP 

GP 
DHB/Hospital Specialists 

36 (61.0) 
9 (15.2) 

11 (18.6) 
3 (5.1) 

10-15 

Hauora Tairawhiti 28-34 CDS 
GDP 

GP 
DHB/Hospital Specialists 

14-20 
4 
5 
5 

- 

Hawke’s Bay 112 aCDS 
GDP 

GP 
DHB/Hospital Specialists 

Other (Public health nurses, 
RF and Māori health) 

55-60 
Few 

20-25 
- 
5 

24 
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Taranaki 90 CDS 
GDP 

GP  
DHB/Hospital Specialists 

20 (22.2) 
20 (22.2) 
40 (44.4) 

11.1 

10 (approx) 

Whanganui 115 CDS 
GDP 

GP 
DHB/Hospital Specialists 

b 40 (34.8)  
16 (13.9) 
40 (34.8) 

4 (3.5) 

10-20 

MidCentral 242-275 CDS 
GDP 

DHB/Hospital Specialists 

80-100 33.1) 
120 (49.6) 

12-15 (5.0) 

40% (mainly 
from GPs) 

Wairarapa - 
 

- - 

Hutt Valley 117 CDS 
GDP 

GP  
DHB/Hospital Specialists 

Prison 

33 (28.2) 
23 (19.7) 
33 (28.2) 
23 (19.7) 

5 (4.3) 

10 

Capital and Coast 240-280 CDS 
GDP 

GP  
DHB/Hospital Specialists 

Prison 

80-90 (33.3) 
40-50 (16.6) 

90-100 (37.5) 
30-40 (12.5) 

3-4/year 

10 

South Island  

Nelson 
Marlborough 

149-231 CDS 
GDP 

GP  
DHB/Hospital Specialists 

Orthodontist 
Self referrals (Wairau) 

Māori  Health Provider 

25-43 (16.8) 
40-55 (26.8) 
45-70 (30.2) 
25-36 (16.8) 

5-10 (3.4) 
6-11 (4.0) 

6 (2.0) 

10-12 

Canterbury 256c CDS 
GDP 

30 (11.7) 
79 (30.9) 

24 (approx) 
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GP  
DHB/Hospital Specialists 

Rest homes 
Other 

36 (14.1) 
75 (29.3) 

6 (2.3) 
30 (11.7) 

West Coast - 
 

- - 

South Canterbury 35 CDS 
GDP 

GP  
DHB/Hospital Specialists 

10 (28.6) 
11 (31.4) 
11 (31.4) 

3 (8.6) 

6-8 

Southern (Otago) - 
 

- - 

Southern 
(Southland) 

- 
 

- - 

aestimates only 
b15 CDS straight to GA lists with no first specialist assessment; other seen in a ‘community clinic’ not counted as first specialist assessment 
c2013 data "which would be close to current data" 
Abbreviations 
CDS – community dental service; DHB – District Health Board; GDP – general dental practitioner; GP – general practitioner (medical) 
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Table 10. Outpatient visitsa: total and per 100,000 by DHB of domicile, and total and per 1.0 FTE by 
DHB of service, 2017/18b 

DHB 

 Outpatient visits 

 DHB of domicile  DHB of service 

 Total (N) Per 100,000  Total (N) Per 1.0 FTE 

North Island     
 

 

Northland  912 508  488 132 

Auckland Regional Service  14444 831  - - 

Waitemata  5082 808  - - 

Auckland  4354 814  15576 618 

Counties Manukau  4922 874  - - 

Waikato  1893 451  1865 455 

Bay of Plenty  1011 423  917 1146 

Lakes  423 370  308 - 

Hauora Tairawhiti  54 110  - - 

Hawke's Bay  3116 1882  3158 687 

Taranaki  4533 3776  4683 1463 

Whanganui  1938 3002  1852 2315 

MidCentral  2533 1417  2517 614 

Wairarapa  511 1138  94 - 

Hutt Valley  5549 3707  6244 905 

Capital & Coast  11941 3755  12767 1373 

South Island     
 

 

Nelson Marlborough  5116 3393  5303 1263 

Canterbury  13818 2433  15490 999 

West Coast  460 1377  10 - 

South Canterbury  937 1556  735 919 

Southern  1631 494  1444 - 

Otago  0 -  
 

- 

Southland  0 -  
 

 

a May include more than one visit per patient 
b Source: Ministry of Health (personal communication, 2019); National Non-Admitted Patient Collection (NNPAC) [purchase unit = 
‘Outpatient Dental Treatment’, health specialty = ‘Dental Surgery’ and diagnosis-related group = ‘Outpatient’]; does not include 
Emergency Dental Care for Low-income Adults 
cNot including additional contracted hours of SMO 
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5.3.4 High needs and vulnerable 

Table 11 describes the service requirements for the high needs and vulnerable population group. 

Table 11. Hospital Dental Services Minimum Eligibility and Level of Service Matrix – high needs and 
vulnerable patient services 

Population 
Group 

Description Services 

Core services (secondary) 

Adults, children 
and adolescents 
who have high 
needs or a 
particularly 
vulnerable, 
requiring special 
care 

 People with severe physical and/or 
intellectual disabilities. 

 People with complex medical 
comorbidities. 

 People living in residential care, nursing 
care or attending day care programmes. 

 People in long-term mental health units. 

 Children and adolescents attending special 
schools. 

Continuing care by a 
secondary level hospital 
dental service should be 
provided for most patients, 
with a focus on holistic, 
whole-of-life oral health 
care. 

Some patients may be able 
to be referred to public 
sector or private primary 
oral health care providers for 
routine assessment and 
preventive care.  

However, there should be an 
ongoing commitment of 
hospital dental services to 
provide more specialist 
episodic care as and when 
required.  

Children and 
adolescents 
needing 
secondary care 

 Children and young people who: 

 have developmental or congenital 
conditions and/or 

 have high uncontrollable caries rates 
and/or 

 require dental treatment under GA in 
day surgery or inpatient settings. 

Care will be episodic for 
most patients. 

 

Population groups served and type of care provided 

Tables 12 and 13 summarise the nature of the services provided for the high needs and vulnerable 

population, by DHB. Overall, DHBs appear to be meeting the HDS T2 service specification for high 

needs and vulnerable patients. With the exception of Lakes DHB, all services were providing 

continuing care to people with severe physical and/or intellectual disabilities. The majority of DHBs 

were providing continuing care for people with complex medical comorbidities, children and adults 

attending special schools, and children and adolescents with developmental/congenital conditions. 

Episodic care was more likely to be provided for those people in residential care and day-care 

programmes, long-term mental health patients, and children and adolescents with uncontrollable 

caries and treatment under GA. 

 



 

34 
 

Table 12 Nature of hospital dental service provided for adults, adolescents and children who have high needs and require special care, by DHB 

DHB 

People with severe 
physical and/or 
intellectual 
disabilities-  

Complex medical 
comorbidities 

Residential care, 
nursing care & day care 
programmes 

Long-term mental 
health units 

Children and adults 
attending special 
schools 

Other 

North Island       
Northland Continuing care Yes - varies Episodic  Episodic  Continuing care 

 

Auckland Regional Service Continuing care Episodic Episodic  Episodic  Episodic 
 

Waikato Continuing care Continuing care Episodic No Continuing care 
 

Bay of Plenty Continuing care Continuing care Continuing care No Continuing care 
 

Lakes Episodic  Episodic Episodic No Continuing care 
 

Hauora Tairawhiti Continuing care Continuing care Both - Continuing care 
 

Hawke’s Bay Continuing care Continuing care Episodic Episodic Continuing care Frail elderly - one-off 
Taranaki Continuing care Continuing care Continuing care Continuing care Continuing care 

 

Whanganui Continuing care Continuing care Episodic  Continuing care Continuing care Pregnant women 
[episodic for 
toothache on 
referral) 

MidCentral Continuing care Continuing care Episodic  Continuing care Continuing care 
 

Wairarapa - - - - - 
 

Hutt Valley Continuing care Continuing care Episodic Episodic Continuing care 
 

Capital and Coast Continuing care Continuing care Continuing care Continuing care Continuing care 
 

South Island       
Nelson-Marlborough Continuing care Continuing care Continuing care Continuing care Continuing care Rest home care 

relief of pain 
Canterbury Continuing care Episodic Continuing care Both Both 

 

West Coast 
      

South Canterbury Continuing care Continuing care Episodic/continuing care No No 
 

Southern (Otago) Continuing care Continuing care Episodic  Episodic  Continuing care 
 

Southern (Southland) Continuing care Continuing care Episodic  Episodic  Continuing care 
 



 

35 
 

Table 13. Type of service provided for high needs and vulnerable children and adolescents needing 
secondary care, by DHB 

DHB 
Developmental/ 
congenital conditions  

Uncontrollable caries Treatment under GA  

North Island    
Northland Continuing care Continuing care Continuing care 

Auckland Regional Service Continuing care Episodic Episodic 
Waikato Continuing care  Continuing care Continuing care 

Bay of Plenty Continuing care Episodic Continuing care 
Lakes Continuing care Continuing care Continuing care 

Hauora Tairawhiti Continuing care Continuing care Episodic 
Hawke’s Bay Continuing care Episodic Episodic 

Taranaki Continuing care Continuing carea Episodic 
Whanganui Continuing care Both Episodic 
MidCentral Continuing care Episodic Episodic 
Wairarapa - - - 

Hutt Valley Continuing care Episodic Episodic 
Capital and Coast Continuing care Episodic Episodic 

South Island    
Nelson-Marlborough Continuing care Episodic Episodic 

Canterbury Episodic No Episodic 
West Coast - - - 

South Canterbury Continuing care Episodic Episodic 
Southern (Otago)^ Continuing care Continuing care Episodic 

Southern (Southland) Continuing care Continuing care Episodic 
aif medically compromised or special needs, otherwise discharged 

 

Eligibility - exemplar scenarios 

To determine consistency in service provision for high needs and vulnerable patients across DHB 

hospital dental services, all participants were provided exemplar patient referral scenarios and, for 

each scenario, asked whether or not the patient would be accepted in their DHB’s hospital dental 

service (Table 14). Acceptance was consistent across DHBs for patients with severe mental health 

conditions, acute schizophrenia, oncology patients needing a full clearance, patients on warfarin 

requiring a surgical extraction, patients with dementia and those with rheumatic fever. Less consistent 

were patients with poorly controlled diabetes who had toothache or periodontal disease, and 

someone presenting with irreversible pulpitis in an anterior tooth. Moreover, acceptance of the latter 

groups of patients was often dependent on the person meeting further criteria, such as having a CSC 

and/or a cormorbid condition. When responding to the latter scenarios, participants were more 

ambivalent, many citing provisos to the patient’s eligibility. Factors influencing service eligibility are 

presented in Section 5.4.3 Accessing the Hospital Dental Services. 
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Table 14. High needs and vulnerable exemplar scenarios and subsequent service eligibility, by DHB 

DHB 

Severe mental 
health issues 
(outpatient) 

Acute 
schizophrenia 

Warfarin 
surgical 
extraction 

Poorly 
controlled 
diabetes and 
toothache 

Poorly 
controlled 
diabetes and 
periodontal 
disease 

Oncology 
needing full 
clearance and 
F/F 

Irreversible 
pulpitis anterior 
tooth 

Dementia – 
symptomatic or 
GA for 
complete 
treatment 

Rheumatic 
Fever 

North Island          
Northland Only with CSC Yes/RoP Yes, then  refer 

back to GDP 
Only with CSC Only with CSC Yes/?F/F Only with CSC Yes tx prn Yes; Recall- if 

heart 
conditions, 
must be on RF 
register 

Auckland Regional 
Service 

Yes Yes Yes Yes No Yes, but not 
F/F 

Exo only 
through RoP 
clinic 

Yes tx prn Yes; Paediatric 
Dental team 
has a monthly 
MDM RHF 
clinic at SSH 
and Manukau 
Superclinic. 

Waikato Yes Yes Yes Yes Unlikley as no 
perio 

Yes, but not 
F/F 

No, but yes with 
comorbidities 

Yes Yes; First check 
and relief of 
pain; not recall 

Bay of Plenty Yes Yes Yes Yes Yes Yes No Yes prn Yes; Recall 
Lakes No No Yes Yes No Yes, but not 

F/F 
Yes Yes Yes; Recall 

Hauora Tairawhiti Yes Yes No No - Yes but not 
F/F 

No Yes - 

Hawke’s Bay Possibly Yes Yes Yes Yes Yes, but not 
F/F 

No Yes Yes- patients 
over 18 on 
HBDHB RHF 
register HDS 
until 30y at 
finish of 
prophylaxis 
regime; then 
recalla  

Taranaki Yes Yes Yes Yes Yes Yes, but not 
F/F 

No Yes Yes and no; 
Recall if severe 
and significant 
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cardiac co-
morbidities 

Whanganui Yes Yes Yes Possibly Possibly Yes both No Yes Possibly 
MidCentral Yes Yes Yes Yes Yes Yes, but not 

F/F 
No Yes Yes; Relief of 

pain 
Wairarapa - - - - - - - - - 
Hutt Valley Yes Yes Yes Yes Yes Yes (incl F/F) No Yes Yes; On 

referral; 
maintained if 
can. 

Capital & Coast Yes, depending 
on severity 

Yes Yes Yes, with CSC No Yes both Yes, with CSC Yes Yes; Recall if 
low income 
(CSC) 

South Island          
Nelson 
Marlborough 

Yes  Yes Yes Yes (T2DM 
with CSC) 

Yes (T2DM with 
CSC) 

Yes (head and 
neck for F/f) 

If CSC Yes Yes; Depends 
on patient 
wishes, ability 
to see GDP 

Canterbury Yes RoP Yes No Yes RoP No Yes If CSC and only 
RoP and unless 

Yes prn Yes; Recall 

West Coast - - - - - - - - - 
South Canterbury Yes Yes Possibly No No Yes, but not 

F/F 
No Yes prn No; N/A 

Southern          
Otago Yes Yes Possibly Possibly with 

comorbid 
Possibly with 
comorbid 

Yes No Yes prn Yes; Episodes 
of treatment; 
recall if 
considered 
special needs 
outpatient 

Southland Yes Yes (RoP & 
routine) 

Yes Yes Yes Yes Yes Yes prn Yes; Recall 

a Make exception if referred by public health nurse, recognising these patients are likely in the most low socioeconomic status group and limited in their access to affordable dental care even though their dental 
care could be managed by a general dental practitioner, after discussion with public health nurse and Oral Health Promoter about the problems with their access to dental care post 17 years. 
Abbreviations 
CSC – community services card; exo – extraction; F/F – full denture; GA – general anaesthetic; prn – as required; RoP – relief of pain 



 

38 
 

5.3.5 Tertiary and higher specialist services 

Table 15 presents the service requirements for tertiary and higher specialist services. 

Table 15. Hospital Dental Services Minimum Eligibility and Level of Service Matrix – Tertiary and 
higher specialist services 

 Population Group Description Services 

Tertiary – higher specialist services 

High needs and vulnerable 
children, adolescents and 
adults requiring high-end 
specialised oral health care 

DHBs with tertiary level hospital dental 
services should, in addition to providing core 
secondary services, provide high-end 
specialised care, including: 

 Oral Maxillo-Facial Assessment and 
surgery; 

 head and neck trauma; 

 oral medicine; 

 treatment of cranio-facial abnormalities; 

 orthodontic, restorative and 
prosthodontics specialist support. 

Services will be 
episodic for most 
patients and 
related to 
immediate need.  

Referral and 
continuity of care 
arrangements 
should be inter-
regional, regional 
and sub-regional 
with DHBs 
providing 
secondary care 
hospital dental 
services.  

Wherever 
possible, patients 
should be 
referred to their 
primary dental 
care practitioner 
for ongoing 
dental care once 
the specialist 
episode of care 
has been 
completed.  

 

Location and types of tertiary services provided  

The tertiary and higher specialist services provided by tertiary centres, or other DHBs’ referral 

pathways, are presented in Table 16. It would appear that patients have access to the majority of 

tertiary oral health services, either within their domicile DHB, if a tertiary centre, or by referral to the 

nearest tertiary centre with the appropriate service. Four centres provide specialist oral medicine 

services: Auckland, Wellington, l Christchurch and Southern (Otago). The remaining DHBs either have 

to refer to, or seek advice from, the nearest DHB that has oral medicine services, or refer internally to 

                                                           
lAt time of data collection. The oral medicine specialist for the Wellington region retired at the end of 2018 and 
the position is currently vacant. At time of writing, a locum has been appointed one day/month. 
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the hospital’s OMFS (if available). Participants said that most of the referrals they received were from 

general medical practitioners, and predominantly for ulceration and suspected malignancies.  

The majority of participants participated in multi-disciplinary team meetings (either on-location or 

virtually), particularly for cleft lip and palate, and oncology patients. In almost all DHBs, orthodontic 

services were only available for cleft lip and palate, and syndromic cases; a few provided limited 

number of orthodontic treatments for other patients. Most participants said that prosthetic services 

were provided for oncology patients, typically with no charges for dentures. 

Nevertheless, interview data suggests that there are some access, capacity and workforce issues with 

some tertiary services within NZ, particularly oral medicine and oral maxillofacial surgery (OMFS) 

services. For example, when discussing how they manage oral medicine services in their DHB, a 

participant said, “we're forced to manage a lot of the oral med conditions ourselves because we don't 

have an oral medicine specialist”.  In addition, there are resource issues associated with tertiary 

services at the Auckland Regional Service. While the Service services the Auckland region’s three DHBs, 

they are not funded on an IDF basis. Referrals for oral medicine, special needs and paediatric dentistry 

from those and other DHBs, are: 

not funded nor configured for these [referrals]. Such referrals are part of ‘custom and 
practice’ and are likely to be declined in future. We provide support to tertiary services 
such as Head & Neck Cancer, Starship kids etcetera, however the services we provide are 
not tertiary in nature. We are not funded for these procedures. The OMS team may accept 
referrals for tertiary services from out of region, however, I suspect if this is the case then 
these too would be about ‘custom and practice’ rather than a formal service structure.  

Findings on issues concerning the specialist workforce and services are presented and discussed in 

Section 5.4.2 Resources and capacity. 
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Table 16. Provision of tertiary and higher specialist services, by DHB 

DHB Oral medicine services  
Cleft lip and 
palate/craniofacial 
anomalies 

Orthognathic surgery Head and neck oncology Other 

North Island 
Northland No 

(refers to ADHB) 
No 
(refers to ADHB) 

Yes Yes 
 

Auckland 
Regional 
Service 

Yes 
 

Yes 
 

Yes 
 

Yes 
 

Severe congenital 
cardiac patients - whole 
country; 
when specialist 
anaesthetic and 
paediatric intensive care 
is required 

Waikato No Yes 
(referrals from BOP, 
Lakes, Tairawhiti DHBs) 

Yes 
(referrals from Lakes, 
Tairawhiti DHBs) 

Yes 
(referrals from BOP, 
Lakes, Tairawhiti DHBs) 

 

Bay of Plenty No No 
(refers to Waikato DHB) 

No No 
(refers to Waikato DHB) 

 

Lakes No No 
(refers to Waikato DHB) 

No 
(refers to Waikato DHB) 

No 
(refers to Waikato DHB) 

 

Hauora 
Tairawhiti 

No 
(refers to Waikato via 
Paeds or ENT) 

No 
(refers to Waikato via 
Paeds or ENT) 

No 
(refers to Waikato via 
Paeds or ENT) 

Yes, if treatment at 
Tairawhiti.  
Radiation therapy and/or 
chemo treatment 
completed at Waikato 
DHB 

 

Hawke’s Bay Within capability of 
dental surgeons and/or 
OMF Surgeon. HB only 

Yes Yes/No Yes/No 
 

Taranakia Yes  Yes Yes Yes 
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Whanganui Yes 
 

No No Follow-up only 
(refers to MidCentral 
DHB for primary 
treatment) 

 

MidCentral Yes 
(referrals from  
Whanganui, HB DHBs) 

No No Yes 
(referrals from HB, 
Taranaki, Whanganui 
DHBs) 

 

Wairarapa No 
(refers to CCHDB) 

No 
(refers to CCHDB) 

No 
(refers to CCHDB) 

No 
(refers to CCHDB) 

 

Hutt Valley Yes (by OMFS) 
(referrals from HVDHB, 
Wairarapa) 

Yes 
(via plastic 
multidisciplinary and cleft 
programme CC, HV, NM, 
HB, MC, Wairarapa DHBs) 

Yes 
(via plastic 
multidisciplinary and cleft 
programme CC, HV, NM, 
Wairarapa DHBs) 

Yes 
(via plastic 
multidisciplinary and cleft 
programme CC, HV, 
Wairarapa DHBs) 

 

Capital & 
Coast 

Yes 
(referrals from 
HV/Wairarapa DHBs) 

No No Yes some 
(referrals from 
HV/Wairarapa DHBs; 
HVDHB also provide 
some) 

Those receiving oncology 
and requiring support 
e.g. transfusions for 
HV/Wairarapa DHBs) 

South Island 
Nelson 
Marlborough 

Yes (as part of OMFS 
clinic; refers to HVDHB, 
visiting private 
consultant)  

No (but adjunct treatment 
provided, e.g. extraction 
of tooth in cleft site) 
(refers to HVDHB) 

No 
(refers to CDHB) 

No 
(refers to CDHB) 

 

Canterbury Yes 
(referrals from WCt, 
South Canterbury, NM 
DHBs) 

Yes 
(referrals from all South 
Island DHBs) 

Yes 
(referrals from South 
Canterbury DHB) 

Yes 
(referrals from NM, WC, 
South Canterbury DHBs) 

 

West Coast No No No No 
 

South 
Canterbury 

No 
(refers to CDHB) 

No 
(refers to CDHB) 

No 
(refers to CDHB) 

No 
(refers to CDHB) 

 

Southern 
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Otago Yes 
 

Yes 
(Referral of complex cases 
to Auckland in the future) 

Yes Yes 
 

Southland Some provided for local 
residents by OMFS 

Yes 
(refers to CDHB for repair, 
ortho at Southland) 

No 
(refers to Otago) 

No 
(refers to Otago) 

 

a Services all provided to some degree within TDHB. Severe, high needs oral medicine, cleft lip and palate and orthognathic reconstruction cases are generally referred to larger centre 
Abbreviations 
ADHB – Auckland DHB; BOP – Bay of Plenty; CC – Capital & Coast; CHDB – Canterbury DHB; HB – Hawke’s Bay; HV – Hutt Valley; MC – MidCentral; NM – Nelson Marlborough; OMFS – Oral Maxillofacial Surgery; WC 
– West Coast 
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5.3.6 Services as capacity allows 

The HDS T2 service specification “acknowledges the custom and practice” of those DHBs providing 

basic dental services for low-income adults, “where capacity and funding allows”.21 Basic dental 

services are typically: restorations and extractions, and possibly endodontic treatment on anterior 

teeth and simple plastic dentures. During business hours, emergency dental services may also be 

provided to low-income adults, in accordance with the Emergency Dental Services (EDS) for Low 

Income Adults Tier Two service specifications. Such services include those that “are immediately 

necessary for the relief of pain and infection”22 and may be provided in the hospital or by community-

based primary oral health care providers contracted to the DHB under the EDS Contract to deliver 

those services. Outside of business hours, the EDS service specification calls for the availability of a 

“telephone information service providing contact information of the usual after-hours dental service 

where Service Users will receive telephone triage and immediate treatment, if necessary”.22 Low-

income adults are eligible for basic dental services from the hospital dental services (or external 

contractor) if they “meet the DHB’s eligibility criteria”21 and for emergency dental services if they hold 

a CSC.22 

Table 17 describes the dental services requirements for low-income adults. 

Table 17. Hospital Dental Services Minimum Eligibility and Level of Service Matrix – low-income 
adults 

Population Group Description Services 

As capacity allows and as a provider of last resort 

Vulnerable adults 
with high oral 
health needs i.e. 
low-income adults 
accessing 
emergency or 
essential oral 
health care. 

Services should be provided as a last resort 
where provision of services in primary health 
care settings is limited or not available and 
capacity exists within the DHB. This would 
include: 

 urgent relief of pain and essential dental 
treatment; 

 urgent treatment of significant infection 
of oral origin. 

Care should be episodic and most 
individuals referred to a primary care 
provider for continuing care. 
 
Vulnerable adults should also be 
encouraged to access appropriate oral 
health services privately in primary 
health care settings, with financial 
assistance from other avenues (e.g. 
Work and Income). 

 

Services provided 

Table 18 presents the nature of basic and emergency dental services provided for low-income adults, 

by DHB. Minimum eligibility for low-income adults to access the hospital dental service was possession 

of a CSC; several DHBs also required the person to have at least one comorbid condition. About half 

of the DHBs provided an outpatient-based dental service for low-income adults. The dental fees or 

part-charges patients were charged varied by DHB. Most hospital dental services had a part-charge, 

typically a fixed fee per item; a few (e.g., Auckland) provided basic treatment at no cost to the patient. 

Dental services for special needs and inpatients were provided at no charge. Of those DHBs that 

provided emergency dental treatment for low-income adults, almost all charged a flat fee for their 

service, ranging from $35-$50. Of the remaining DHBs, most contracted external providers 

(community-based primary oral health care providers, Māori oral health providers) to address the 

emergency dental needs of their low-income adult community.  

Typically, clinical leaders said of low-income adults, “the low-income groups you know are huge really” 

(2). The provision of dental care, particularly for non-traumatic emergencies (i.e. toothaches), for this 
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group was of substantial concern to almost all the participants. Their concerns, and other hospital 

dental service-related issues raised about low-income adults, are presented in Section 5.4.4. Low-

income Adults. 
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Table 18 Emergency and basic dental services, for low-income adults, by DHB 

DHB Measure of eligibility  Emergency Dental Services for Low Income Adults  Basic dental services 

 In-hospital emergency 

service? 

Fee/co-payment for RoP External provider contract? 

(N) 

Patients seen/year (N)  
Fees 

North Island         

Northland CSC  Y $40 2 3000  $40 flat fee 

Auckland Regional 
Service 

Referral/CSC 
 

Y $40 
Yes; contract 10,000 
treatments/annum 

10674 
 Majority no charge; 

otherwise per item 

Waikato Comorbid only  N - Uncertain  N/A  Per item 

Bay of Plenty -  N - 10 N/A  - 

Lakes -  N - 3 N/A  N/A 

Hauora Tairawhiti -  N - 3; CSC only N/A  - 

Hawke’s Bay 
CSC + clinical need and 
referral 

 
N - 3 + Te Taiwhenua N/A 

 
Per item 

Taranaki CSC + comorbid  Y $40 2; EDS contract 450  Per item 

Whanganui CSC +comorbid/other  N Yes, co-payment or WINZ None Now decline, no capacity  Per item 

MidCentral CSC  Via ED 25% GDB fee 8/9 EDS contract A few  Per item 

Wairarapa   N - 7 -  - 

Hutt Valley CSC 
 

Y (no charge) $50 or WINZ/item None 2500 
 Flat fee on day or per 

item  

Capital and Coast CSC +comorbid  Y $35 None ̴1900  Per item 

South Island         

Nelson Marlborough CSC  Y $40-50 None N/A  Per item 

Canterbury CSC  Y $45max 12 3300  Per item 

West Coast -  - - - -  - 

South Canterbury CSC + comorbid  N - 1 N/A  - 

Southern         

Otago CSC 

 

Y $35 Subcontract 

1800-2500 (Dunedin) 

1800-2000 
(subcontractors) 

 

Per item 

Southland CSC  Y $35 - 1500  Per item 

Abbreviations 

CSC – Community Services Card; ED – emergency department; EDS – Emergency Dental Services; GDB – general dental benefit; N/A – not applicable; RoP – Relief of pain; WINZ – Work and Income New Zealand; - information not available 
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5.3.7 Summary 

Hospital dental services – facilities and workforce 

Sixteen of New Zealand’s twenty DHBs provide hospital-level dental services; the exceptions are 

Waitemata, Lakes, Wairarapa and West Coast DHBs. Of those DHBs that provide hospital-level dental 

services, fourteen have dental facilities located in their hospital(s) (i.e., have hospital-based services) 

and four also operate at multiple sites; and two (Bay of Plenty and Hauora Tairawhiti DHBs) employ 

local, community-based oral health care providers who provide the required outpatient services in 

their private surgeries or, when necessary, in their DHB’s hospital operating theatres. Almost half 

(typically provincial) of all DHBs also have the use of mobile surgical services, a few up to four times a 

year, to treat some adults and children.  

Thus, about one-third (6/20) of DHBs either do not provide hospital-level dental services or do provide 

such services but not in hospital-based dental facilities. 

Seven DHBs are regional centres providing a range of tertiary and other dental services for their own 

population and (their typically neighbouring) less well-resourced provincial DHBs. Auckland Regional 

Service incorporates three DHBs (Waitemata, Auckland and Counties Manukau); people who live in 

the Waitemata DHB region are able to access hospital dental services at Auckland and Counties 

Manukau DHBs. Southern DHB contracts the University of Otago School of Dentistry to provide 

hospital-level care for the Otago region.    

Capacity to manage and deliver hospital dental services varies widely across the country, with the 

number of dental chairs/100,000 ranging from 0.8 to 4.5, and the FTE/100,000 ranging from 0.3 to 

6.2. 

Hospital dental services – services provided 

Inpatient services 

Annual hospital dental service inpatient visits/100,000 (120 to 810) and inpatient visits per 1.0 FTE (44 

to 782) differ across DHB. About half of all services have an established inpatient referral pathway 

within their DHB; the remaining DHBs appear to have well-established ad hoc systems.  

Outpatient services 

Almost all DHBs provide dental treatment for medically-complex patients and those requiring pre-

surgery assessment. A common additional patient group is those receiving intravenous 

bisphosphonates for cancer-related conditions. Nationally, there is substantial variation in annual 

hospital dental service outpatient visits/100,000 (110 to 3776) and outpatient visits per 1.0 FTE (132 

to 2315). In accordance with the HDS T2 service specifications, almost all DHBs provide continuing 

dental care for core hospital dental service outpatients: severely physically and intellectually disabled 

people, those with complex comorbidities, children and adults attending special schools, and with 

congenital conditions.  About half of DHBs provide continuing dental care for those in residential care 

and long-term mental health units; the remaining DHBs provide dental care episodically. Dental care 

at most DHBs for children and adolescents with uncontrollable caries, and treatment under GA is 

episodic. In general, service eligibility criteria and acceptance into the hospital dental services appear 

consistent across DHBs. 
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Tertiary services 

Patients appear to have access to the majority of tertiary oral health services, either in their DHB of 

domicile or by referral to a DHB with such services. 

Services as capacity allows 

The eligibility criterion for hospital dental services for low-income adults is, at minimum, the 

possession of a Community Services Card; several DHBs also require the card holder to have at least 

one comorbid condition. About half of all DHBs provide emergency dental care services for low-

income adults; all charge a co-payment of $35-$50. Of the remaining half, some contracted local 

dental practitioners to provide emergency dental care. Over half of all DHBs provide basic dental 

services for low-income adults. 

This section has provided an overview of the hospital dental services provided by each DHB, in 

accordance with the HDS T2 service specifications and Service Matrix. With the exception of those 

DHBs without a hospital dental service, and a few DHBs with greater need and reduced capacity than 

the majority of DHBs, it appears that the majority of New Zealand’s hospital dental services are 

functioning in accordance with the HDS T2 (and EDS T2) services specifications, and Service Matrix. 

However, the data do not provide insight into the context in which hospital dental services are 

managed and delivered in New Zealand, and an understanding of how it impacts service management 

and delivery. The following section addresses these gaps in knowledge. 

5.4 Hospital dental services – key informants’ perspectives 

This section presents the participants’ perspectives on the key contextual issues associated with New 

Zealand’s hospital dental services, using data from the semi-structured interviews. All participants 

were asked questions to explore in-depth: (i) each aspect of the HDS T2 service specification and 

Service Matrix;  (ii) the main challenges in providing and managing the hospital dental service in their 

own DHB and/or generally; and (iii) any successes they had in enhancing their service. 

Key categories discussed in all interviews were the changing nature of patients referred and treatment 

need, resources and capacity, accessing hospital dental services, low-income adults, presentations to 

hospital emergency departments, mental health, visibility of oral health and the hospital dental 

service, DHBs without hospital dental services or services with limited capacity, and successes within 

hospital dental services.  

5.4.1 The changing nature of patients referred and treatment need 

When asked about each of the different aspects of their hospital dental service, almost all clinical 

leaders talked about how the nature of the patients being referred to, and treated in, the hospital 

dental service had changed over recent years. They also commented on the impact of those changes 

on the nature of the dental treatment required and the management of their patients. 

The most notable change almost all participants said they had noticed was the greater prevalence of 

multimorbidity among the people they saw in the hospital dental service. Moreover, they said that 

“increasingly they are dentate” (15). Most also said that they had noticed more older dentate people 

with dementia and other health conditions being referred to the service than in the past,  

Yeah, medically compromised and some of the aging, the adults out in the community for 
complex procedures, that's probably on increase too.  Because more people are older and 
more chronically unwell and dentate I would say that more referrals for that. (12) 
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Of course there's a significant increase in the number of elderly that are now coming 
through the system, particularly with dementia and all the other medical comorbidities 
that they've got in the plus 80 age group and a lot of those having to go along for full 
dental clearances.  So that is a big change. (9) 

Comorbidities and things have increased as the cohort [older people] has gotten bigger 
and surviving longer. (8) 

We are definitely seeing more of the dementia type patients. (2) 

However, not all clinical leaders agreed with their colleagues about the changes in the number of older 

people being referred to the service. A few said that despite receiving referrals from “rest homes for 

patients if they’ve got dementia and Parkinson’s and other significant dental issues…we’re not seeing 

a significant increase in them” (4). Nevertheless, the same participant also said, 

The patients who are frail, elderly, who are in residential care, those sorts of facilities, 
those are the ones I field most phone calls from dentists [who say] they seem to be beyond 
my ability to treat them here in my dental surgery – we’re getting a few more referrals for 
those (4). 

Almost all participants said that, as a consequence of the changing nature of patients, “you have a lot 

more demand for that really complex, complex case” (2) and that managing them was “tricky, really 

tricky” (7). Others said,  

The ones we are seeing are really high needs and often need a general anaesthetic because 
they have still got lots of teeth and lots of problems and you know very limited ability to, 
to manage anything so they often presenting quite late I suppose as well (2) 

The medically compromised people are really difficult especially polypharmacy – the dry 
mouth polypharmacy people are very difficult because their decay rates are going up – it’s 
not uncommon for us to have people who have been well in the community and suddenly 
they’re elderly, they’re not able to manage their home care very well, maybe they’ve gone 
to a rest home and started with their lovely high sugar diet, and suddenly they’ve got decay 
everywhere and what do we do with that?  (7) 

I think that's [being dentate] the really important bit because the dental management is 
sometimes quite simple, in most cases quite simple if they are dentureless but can be quite 
complex as dentate. (15) 

Yes – and time consuming.  Complex cases.  They are complex because they’re complex to 
plan – and then you’ve got to work out what to do with them and quite a lot of those – we 
run a fortnightly continuing medical education meeting amongst ourselves as a 
department and often the dentist or house surgeons will bring those cases to the table and 
we’ll have a conversation as a department about them – what are we going to do with 
Mrs. Jones – and they’re also taking theatre time because a number of them need to go to 
theatre because they’re unmanageable and there’s all the issues of dementia and what do 
we do and life expectancies and all that.  So yes, they are taking quite a big growing 
amount of time.  And really, really hard to know what to do with them. (10) 

Many participants described scenarios illustrating the complexities in managing such patients. For 

example, one commented on the difficulty in securing anaesthetists for GAs for older people with 

dementia, saying anaesthetists are “pretty reluctant…we actually will go round our anaesthetist’s 

team and see if there is anybody who is prepared to do it” (11).  
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The oral medicine specialist interviewed said they too had noticed a greater proportion of complex, 

medically-unwell patients presenting to their service over recent years. That change was reflected in 

recent increases in FTEs for oral medicine specialists in the hospital dental service throughout the 

country. Particular population groups and/or presentations they said they saw more of were:   

 younger cancer patients, with human papillomavirus and verrucous cancers; 

 psychiatric patients - despite there being an overall reduction in smokers presenting, a large 

proportion of psychiatric patients are very heavy smokers; 

 inflammatory changes with polypharmacy lichenoid presentations; and 

 undiagnosed hepatitis C patients with lichenoid presentations.   

Consistent with the pre-interview data (Table 10), most participants said that the majority of the 

referrals they received were for children’s GAs. As such, several commented that, over time, the 

amount of treatment required by, and the number of referrals for, children’s GAs had also 

“significantly increased” (8). For instance,  

We’ve found over the last kind of three or four years that our referrals from therapists and 
the amount of work that’s needing to be done on children has actually increased – we’re 
getting quite inundated with referrals for kids requiring more extensive treatment (4) 

What is more, there was an expectation among the majority of participants that the changes they had 

seen were likely to continue: 

I imagine that the medical, there's going to be more and more medically complex, we know 
yeah, we haven't got an answer on it but I've got no doubt it's increasing. (3) 

I think the demand is recognised as being quite considerable….[it’s] going to continue to 
grow because of the demographic distribution of our population, the way things are 
shifting towards an increasing number of dentate elderly, essentially.  It's a looming 
problem. (15) 

It does feel like if the grey tsunami is coming (7). 

5.4.2 Resources and capacity 

Resources and capacity within the hospital dental service were discussed in almost all interviews, and 

were typically associated with the previously described changes in the nature of the patients seen by 

the hospital dental services. Topics raised by participants included staffing and workforce, facilities, 

funding, workload and patient records. 

Staffing and workforce 

For almost all participants, staffing and workforce issues were key challenges to the delivery of a 

hospital dental service. In particular, they said there was a need for sufficient and experienced dental 

personnel. Although there was a consensus about the greater complexity in patient treatment and 

management, many participants also agreed with a colleague who said, “it’s managing staff which is 

the constraint…the issue of managing the patients is not that big” (10).   

Impact of changing nature of patients seen by the hospital dental service 

Almost all clinical leaders talked about the impact of the changing nature of patients on workload, on 

the level of staff required and their management. The majority of participants thought that the current 

staffing model did not adequately meet the needs of their service or patients. While inpatient 
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workload seemed to be managed satisfactorily, for example, participants said, “I think by and large 

we cope reasonably well with inpatient referrals” (8), “I think we do ok” (10) and “I do think that service 

[inpatients] is particularly well done at the moment” (15), the majority of their comments also 

indicated that it was the multimorbid and complex group of patients that generated much of the 

services’ workload: “when you look at the outpatient service, it’s actually the medical, medically 

complex and disability, frail elderly group who are driving most of the service” (10).  

Given the complexity of treatment that is typically required, most participants commented on the 

need to have more staff, and a more experienced and specialist workforce. As such, several 

participants also expressed concern about the impact of the changes on job opportunities for recent 

graduates and succession planning. Comments illustrating these issues included:  

the problem we’re running into is that as that complexity goes up, it’s less and less a model 
which fits well with house surgeons. And you really need senior dentists. But then how do 
you run an acute service….But that is starting to drive what our staffing mix looks like and 
it might actually mean that the opportunities for junior dentists in our DHB might dry up – 
so it’s quite a complex issue.  (10)  

I think we are seeing increasingly complex medically managed patients who…require 
sometimes some pretty complex protocols to safely manage from our point of view…It's 
been slowly increasing over the years, but I think the specialist involvement in care of 
patients is changing. So we have a greater number of specialists generally in New Zealand 
now and referral thresholds are changing I think.  So specialists are becoming more 
involved more often. (15) 

so for instance a patient with special needs…who has a lot of tooth wear, that really needs 
a restorative specialist to look at. Because the numbers of those are quite small, and so 
retaining somebody with those skills in the hospital, with the volumes is quite tricky…. 
you've got enough volumes to maintain the staffing level, yet you're not trying to treat 
everybody, and I think that's quite tricky (1) 

Several participants also talked about how the changing nature of patients seen in, and subsequent 

demand on, the hospital dental service, impacted patients’ long-term management; i.e. whether they 

were seen for episodic or continuing care. Their comments suggested that providing on-going care for 

high needs and vulnerable patients was becoming more difficult and potentially problematic with 

regard to discharging their “duty of care”, for instance, 

we do offer continuing care, but it's getting to a point where we recall them basically for 
annual checks and treatment, but the recall list is getting, it's blowing up put it that way.  
(9) 

the high needs and vulnerable do get seen, but I guess with the demand increasing…you 
know with the same workforce, so there are those challenges as well, and even though 
they are put on our recall we don't see them, you know bang on in the recall time. (17) 

I think our issue is really the fact that a lot of what we do as a hospital dental service are 
episodic care and that’s not just about in-patients – that’s about out-patients as well.  We 
have a relatively small group that we put on any sort of recall system now, because 
otherwise we just couldn’t cope with any new referrals.  We can’t. And that is a problem, 
we know we’re discharging people to the fact that they probably aren’t going to get care 
unless they are re-referred or they may a really active effort to go and find a dentist and a 
lot of them won’t. (10) 
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The oral medicine specialist interviewed also said that, as a consequence of the greater number of 

patients with multimorbidity and complex treatment needs being seen in their service, recall periods 

for their patients had also lengthened. Similarly, the increase in children’s GAs mentioned by several 

participants also resulted in difficulties in finding the resources (especially theatre time) to meet the 

increased need and to maintain adequate waiting times. 

According to most participants, the greater demands of the complex patients in the hospital dental 

service had a profound impact on the services for the ‘as capacity allows’ group of patients such as 

low-income adults. A clinical leader explained, 

that group of medically compromised patients has grown so much that we aren’t able to 
cope with the Community Services Card holders now, so it’s a whole aging population and 
medical complexity issue that’s driven the Community Services Card holders out….if they’re 
not a patient with a dentist and they need to get it [dentistry] done to get ready [for 
surgery], then we’ll get it done. So what we don’t want is them being held up for their 
cardiac or their oncology or whatever care. So again, they become the priority over 
Community Service Card holders and why we can’t see the Community Service Card 
holders. (10) 

Given the substantial discussion generated in almost all interviews about the hospital dental services’ 

care for low-income adults, the findings are presented separately in Section 5.4.4. Low-income Adults.  

Specialist workforce issues 

Several issues of concern about the oral maxillofacial surgery and oral medicine workforces were 

raised by some participants, including staffing levels, recruitment and training. 

Oral maxillofacial surgery 

When asked about vacancies in their service, several clinical leaders said they were in need (some 

long-standing) of OMFS personnel in their DHB. Many agreed with these participants who said 

recruiting OMFS specialists was, “difficult” (8), “can be a real problem” (9), “is not proving 

straightforward” (10) and “maxillofacial surgeon, that's the bane of my life. Yeah, so unfortunately in 

rural areas maxillofacial surgeons don't seem to be that easy to come by and a lot of them are retiring, 

and I know that's a nationwide problem” (12). 

Ensuring a balance between having enough staff to provide an on-call service and keeping OMFS 

personnel busy was problematic for some, for instance, “there isn't enough work for full time surgeons, 

and so you have that mismatch, what do they do the rest of the time, and how much, where they make 

up the rest of their hours” (1). 

Difficulties with training in New Zealand further challenged the recruitment of OMFS specialists, as 

these participants said,  

there's very little kiwis getting onto the training program, so we've got lots of medical and 
dental degrees, who just can't get on the training programs…that we are demanding a 
certain percentage each year from New Zealand, because it's an Australasian college, but 
the last few years it all seems to be Australians that are getting on, and as with any other 
surgical specialty, there's not enough training programs for them. I think it's a huge 
[problem], I mean there's only two ways it can go, we need to increase our numbers or we 
give them up, because it's just a constant struggle, and these poor kids you know you 
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spend 5 years at dental school, and then another 3-4 at med school, and they've got 
nowhere to go. (3) 

in terms of getting OMS trainees there has been a difficulty in the last few years getting 
New Zealand trainees onto the OMS program.  Because the OMS program is an 
Australasian program but it's heavily dominated by the Australians given the size and 
population.  So we've been unable to get New Zealanders onto the program for a number 
of years and that, I think, is probably translating itself through to a workforce problem 
now. (9) 

Consequently, a participant suggested, “There needs to be some national work done on maxfax 

workforce planning – that hasn’t been done.” (10). 

To address the issues associated with OMFS specialist workforce, a few participants suggested the 

need for a centre of excellence for OMFS. The following clinical leaders described typical scenarios,  

maybe once every three months we'll have a patient who has got a large cyst, that is going 
to need plating when it's removed, or needs plates removing or stuff that isn't dental. We 
do it here, but because we don't do a lot of it we don't have the equipment, so we have to 
order in the equipment from another hospital, and it's logistically quite tricky, because 
we're not doing it all the time. So it will be really nice to have a regional centre of excellence 
that would take all that maxfax stuff, so that you've got the same unit doing it all the time, 
rather than bits and pieces. (1) 

cleft lip and palate surgery – you’ve got to be doing fifty cases a year to be good – so that 
needs to be tidied up – that’s there’s like one centre of excellence for cleft lip and palate I 
think for the surgery in New Zealand - would be a really good thing I think. (13)  

Oral medicine 

Despite there being good regional liaison on oral medicine matters, the oral medicine specialist 

interviewed said there was a need for an oral medicine specialist at each of the tertiary centres: 

Auckland, Wellington, Christchurch and Dunedin, and also Waikato. They acknowledged that their 

OMFS colleagues were able to diagnose oral medical conditions. However, they also said that, 

increasingly, many oral medicine patients require long-term management, including regular recall, 

aspects of care that did not fit with the surgical focus of the OMFS training and practice.  

The participant also recommended increasing New Zealand’s oral medicine workforce but thought 

doing so would be difficult given current training and registration processes. They explained that few 

oral medicine specialists are trained in New Zealand (one in training at the time of data collection) and 

recruiting overseas-trained oral medicine specialists is challenging. For registration with the Dental 

Council, specialists require both a medical degree and postgraduate specialty training. Countries from 

which most applicants typically originate (that is, Australia and the UK) ceased the medical degree 

requirement for specialist registration some years ago. Currently, New Zealand’s registration process 

for oral medicine specialists is under review.  

Career progression pathways within DHBs for the specialty also appear to be needed. The oral 

medicine participant explained that, currently, there are no registrar posts or hospital-based systems 

for further clinical training. They also felt that specialist oral medicine training should be available by 

distance, because the larger populations in centres outside of Dunedin (where they are currently 

trained) provide broader experience and better opportunities for training.  
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Other workforce issues 

Some of the participants who operated a hospital dental service from multiple sites said that managing 

staff to sufficiently service those locations was challenging. For example, a participant from a DHB 

region with a widely dispersed population and facility locations said “the challenges are absolutely our 

dentists’ travel” using car, plane or shuttle, with some travelling up to two hours or more. Others 

described having to juggle staff between centres. Several of the clinical leaders from smaller DHBs said 

that they felt the pressure of their region’s growing population and associated greater workload on 

their small oral health team. 

Another factor that impacted staff recruitment (and, in turn, workload) was the greater oversight in 

service delivery from management, as this clinical leader explained: 

staffing....that is probably the worst…we sort of feel like we have an extra level of 
management which make the decision making process for everything,  it makes things a 
lot slower and you know someone to say no, no you can’t do that….rather than like it used 
to be within the department and within the budget it would simply be signed off with 
them….You know and having to go up to a higher level to someone that has no knowledge 
of dental and I don’t think they have ever been in to the department making decisions 
of….you know things that are very operational.(2) 

Generally, several participants suggested that there were a number of practitioners within the 

workforce who had extensive experience in hospital-level oral health care, who should, and could, be 

utilised to assist in alleviating specialist workforce issues, 

we have to recognise that although not all hospitals have a specialist in special needs but 
a lot of them do have really qualified practitioners that come in that are senior dentists 
that have been doing this sort of stuff for years and they may not have the qualifications 
but they’ve certainly got the skills. (4) 

The continual turnover of medical staff in other hospital services, typically house surgeons, was 

problematic for some participants. A participant recounted the success of having an ED house surgeon 

spend time in the hospital dental department and expressed frustration at the disruption to having 

trained those personnel on oral health referrals, “whatever systems you get, because they continually 

turn over their staff, anything you’ve set up disappears and you’re left battling again”.  

Financial 

Issues related to financial resources, predominantly underfunding, were raised throughout the 

majority of participant interviews; comments included: “[there’s a] constant struggling for finances, 

you know we're treating the most difficult of patients, in a set up that you would never work in, in a 

private practice, you know equipment wise” (3). 

Management’s tighter oversight of finances also seemed to be a source of frustration for most 

participants, likely because it impeded the provision of an adequate service and implementing change. 

For instance,  

you've got CEOs who rather than say the funding model is what's wrong, they will keep 
trying to make a square peg go into a round hole, whether they think if we cut here, cut 
here to meet budget, they see their job is to meet budget, whereas they should be arguing 
the budget's wrong…it's just that constant management-clinician battle and management 
always think clinicians…there's probably very few clinicians who would want to spend, 
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waste money, you're not here just for the money, so it's that constant management 
clinician battle, battling for resources.(3) 

For a few participants, a lack of understanding of the value of oral health by those who managed the 

finances also appeared to influence funding decisions. For example, a participant said they thought 

that older people were probably not prioritised in the system because they did not give “bang for your 

buck” (3) and that, in contrast to children, unless there was public attention drawn to the situation, 

there was “no value being attached” (3) when considering resourcing for dental care for medically 

compromised older people.   

Communication with planning and funding 

Responses were mixed when participants were prompted to discuss their contact and communication 

with their DHB’s planning and funding team about the management of their service’s resources. For 

example, some participants’ experiences with planning and funding were similar to colleagues who 

said, “we really don't interact with them very - we have had a meeting with them this year but that's 

an absolute rarity, we're not really involved in the planning and funding situation” (9) and “we don’t 

usually have meetings with planning and funding and other groups” (5). However, others appeared to 

have a reasonable relationship with planning and funding, meeting with them occasionally to discuss 

service provision. For instance, a few participants had discussed the possibility of providing an 

alternative urgent dental care service to reduce toothache presentations and associated workload on 

ED. Another participant talked about how they had met with planning and funding to emphasise the 

need to continue the emergency dental service contracts in their DHB:  

we make that very clear [to planning and funding] that that's important to continue…and 
I think we have a good relationship…they certainly will ask me my opinion if they are 
thinking about changing a contract they certainly ask me how I feel about that.  So it's 
pretty reasonable (8). 

Nevertheless, most of those participants would often add that their requests to planning and funding 

went unheeded. 

Timing of referrals 

A common issue associated with the inpatient service that most participants raised was the timing of 

referrals from other hospital departments. Several participants appeared frustrated at often receiving 

referrals late in the person’s hospital stay, because it subsequently placed pressure on their own 

service. For example,  

I think that there could be definite improvements in terms of timing of referrals.  We would 
always want to have more time to be allowed to see patients, particularly those who are 
elective, who are facing elective surgery, so cardiac electives.  First diagnoses of 
haematology patients who need work or oncology patients early on.  Because the earlier 
we can see them the earlier we can get treatment completed so then they are fit to carry 
on their other treatment required. (9) 

unfortunately sometimes they [other services] don’t think about the dental side of it and 
so they leave the referral until it’s very late in the day…there can be some pressure 
internally from late referrals and we occasionally do have limited capacity to deal with 
them at times, yeah. (8)  
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we end up with a referral that we are trying to fit in to an already overbooked 
clinic…[and]…having enough time and staff ability to be able to treat those people. (2) 

To reduce late referrals, several participants said they met with directors and leaders of other 

departments to discuss how the hospital dental service worked and recommended referral 

timeframes to them. They also commented that the constant rotation of staff in other departments 

was problematic, with knowledge lost with every change in personnel; they overcame this by meeting 

regularly,   

I think you've got to go to the department and have a discussion with the clinical lead and 
make them just more aware of what the requirements are, and we have done that at 
times. Personnel changes, of course, but we have done that to the various departments 
occasionally…and they change quite, relatively frequently. So that is a problem. (8) 

Credentialing 

All participants were asked questions about the credentialing process for the senior staff and clinicians 

in their DHB, and for those they contract. Although almost all participants had a credentialing process, 

the nature of that process differed by DHB, ranging from “we have a credentialing committee” (2) to 

“more of an informal chat” (1). Some processes were clinician-led and others were led by DHB 

management. About half of the participants described the formal DHB-credentialing process that 

occurred in their department, which was usually every five years, although in some DHBs the cycle 

was shorter, for example: 

it's initiated by the Chief Medical Officer. So there's a system in the DHB for all services to 
be credentialed and we're on a five year rota system and we were credentialed about two 
years ago I think it was. So they invite an external person from another DHB and there's a 
panel and we go through, and in a fairly prescribed way. (8) 

A few participants described also having a more frequent “mini one” (2) and annual performance 

reviews, for example, “that [the formal process via DHB] has been done and then on top of that I meet 

another two times per year with each staff member just to check and see how they are going.” (14) 

In general, all full- and part-time senior staff and clinicians, including visiting specialists, were 

credentialed; contracted providers were typically not included in the process. For example, 

All our staff we have to, have to be credentialed to work in the DHB.  So that any external 
dentist, for instance, that would come, if they worked within the DHB facility they have to 
be credentialed…if they (DHB staff] go to a private hospital they would need to be 
credentialed for the private hospital….But if they're working within their own private 
practice my suspicion is no, no. (9) 

No, only employed [are credentialed] – we don’t credential people who are doing mobile 
surgical services and we don’t credential [name of external provider] or anything like that 
– it’s only the employed senior dental officers or senior medical officers. (10) 

They [external contractors] just undertake…to work within the parameters of the contract 
and within the scope of dentistry as per their Dental Council licence. (15) 

Lakes DHB accepted their external contractor’s Waikato DHB credentialing status, although an 

external credentialer for Lakes DHB described that DHB’s process as “shambolic” and that 
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credentialing needed to have a higher profile in some DHBs. Mobile surgical services were typically 

operated by another service, which had its own credentialing process.  

A few participants also said their service either had not been credentialed within the previous five 

years, or did not have any formal process. For instance a clinical leader said, “we’ve been trying to set 

it up for quite some time.  I believe it will occur this year, but it’s taken a long time.  But the intention 

is definitely there”.  

Accessing patient records  

All participants were asked questions about the ease of accessing patient dental records, especially 

whether they were synchronised between the hospital and community dental services, and with the 

DHB’s own electronic patient record-keeping system. Responses were mixed.  

Most participants used their DHB’s electronic system to see patients’ demographic information. While 

an electronic record-keeping system (typically Titaniumm) was used by the COHS in most DHBs, not all 

participants used one in the hospital dental service. A few participants said that although radiographs, 

lab results and demographic information were stored electronically, dental record-keeping in their 

DHB was still paper-based, which they described as “a nightmare”. Not having an electronic system 

also made it “a lot harder to keep a tab on and to know what's happening as it should” (15). One 

participant said they had yet to move to digital radiographs.  

According to those participants using Titanium in their hospital dental service, the system had a 

number of limitations. They explained that patients’ dental records could not be accessed by other 

hospital staff; while referral letters written by dental staff could be seen, referral letters sent to the 

hospital dental service could not; and it was not synchronous with the COHS records. Some 

participants observed that having different record-keeping systems between the hospital and dental 

services, and within the dental services (i.e. hospital and community) reflected and reinforced the 

siloing of oral health and the disconnect between the two oral health services, 

We have our own discharge summaries post-GA. So literally carry out a treatment, or 
indeed have an assessment or treatment under a local with an outpatient and we record 
on our own system here. So that will be an outpatient note or a discharge summary for 
GAs. It is not the same as community, community are using Titanium. We have got access 
and links across to it but it is actually very, very cumbersome and it is a bone of contention 
between the two services in terms of access for radiographs as well… actually oral health 
is part of general health and it makes infinitely more sense to me that [the DHB IT system] 
be the gold standard.  Rather than having a separate system such that in fact any discipline 
can actually access oral health records rather than having a separate one.  I think that's a 
step backwards, to my mind. (9) 

that tech is getting better but effectively we sit out there in our isolated little world with 
Titanium not talking to anybody. (13) 

Some participants also reported having to manually enter or transfer dental notes into the hospital’s 

clinical portal, which they said was problematic and risked introducing error: 

Duplication is a problem with having us cut and paste but actually management here has 
resisted that and I firmly agree with them that it does introduce yet another source or form 

                                                           
m https://www.titanium.solutions/ 
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of error. If we're cutting and pasting from one system into another any type of distraction 
can actually cause problems (9) 

The need for, and importance of, having a seamless IT system across the hospital was raised by some 

participants. For them, having it would assist in the provision of timely and appropriate treatment and 

care,  

I think just having a lot more access to information you know including you know…other 
medical and mental health and things like that. Just because it’s a better picture of the 
person we are treating and who else is involved and why they may be more risk or more 
vulnerable or that sort of thing. And it is useful when I am even looking at a referral coming 
in that I can get a better picture of we know where that patient needs to come and see us. 
(2) 

Comments made by the clinical directors who worked across both hospital and community dental 

services indicated that the dual role was beneficial and assisted in having a seamless IT system, 

although it still was not perfect, as this clinical leader described,  

we are using Titanium in the school dental service. We do at the hospital though have 
access to that. So if we see children we do actually have what we call a titanium clinic 
where we actually see the children in the hospital but under a community umbrella and 
then their information is put on the community dental service programme so they can see 
that. And we also, we do have someone that enters like the what has been done at general 
anaesthetic in to the Titanium so that it’s accessible….and the management we overlap 
both services then it, you know it is quite good really because we kind of are doing both 
anyway….it is not as seamless as what we would like but it is, yeah it is reasonably good.  

At the time of data collection, some South Island DHBs were using Health Connect Southn, a system in 

which all five South Island DHBs share and have access to patients’ records for hospital care. The 

system appeared to address several of the issues identified by some of their colleagues from other 

DHBs, illustrated by comments such as, “we can just see everything that’s done – we can see all the 

letters, we can see any images that have been taken – see the histology results. I don’t know how I 

could function without it now. I love it” and “well since it’s all gone electronic [on Health Connect South] 

I can look up various letters for people and get a grip on the comorbidities and things like that more 

readily, but we still have paper records”. They said that patients’ dental records and referral letters 

were not yet part of Health Connect South. 

Note: the Ministry of Health is currently working to implement the Electronic Oral Health Record 

(EOHR) Programme.o The intent of the EOHR programme is to provide consistency nationwide in 

information, processes and technology for the provision of oral health services. By including oral 

health information in patients’ electronic health records and integrating their oral health information 

with other key applications, the programme aims to deliver efficient and integrated patient care. 

(https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-

health-record-eohr-programme).  

 

                                                           
n https://www.sialliance.health.nz/our-priorities/information-services/health-connect-south-/ 
o https://tas.health.nz/dhb-programmes-and-contracts/oral-health-programme/electronic-oral-health-record-
programme/ 

https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
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‘Mandatory’ service specifications  

While all oral health service specifications are ‘Mandatory’, some participants pointed out it 

contradicted the ‘as capacity allows’ criterion. A clinical leader thought that the latter criterion gave 

DHBs permission to not provide some services,   

It’s [service specification] got mandatory on it, there is also that ‘as capacity allows’ to it 
as well. So there is no ability to actually dictate or mandate that we have to be able to 
provide a care….the feedback we would like to give to the Ministry of Health is that if it’s 
mandated, it is mandatory. Not, not as your capacity allows…then that would also help 
the other DHB’s that provide some service or other services…a carrot or a stick that would 
help. At the moment…they basically don’t have to provide it…how can it be mandatory? 
(14) 

As others highlighted, the ‘as capacity allows’ criterion, in turn, had the potential to create disparities 

in services provided, with some patient groups who should come under the auspices of the hospital 

dental service missing out.  

Reporting requirements 

A few participants were prompted to discuss the current hospital dental service reporting 

requirements. They said that, unlike the COHS, which must report on oral health conditions and 

service use and access, the hospital dental services are required to report only on DHB metrics. For 

example, for outpatients, only the number of visits was required to be reported, described as 

‘outpatient dental appointments’. Across the DHBs, reporting focused on the Elective Services Patient 

Flow Indicators 2 (ESPI2)p; that is, patients seen within four months of accepting referral to first 

specialist assessment. Responses were mixed when participants were asked about ESPIs. A few knew 

them well, whereas others were not sure of the requirements. Reporting for inpatients was similarly 

limited, with it including only the number of patient visits and case weight discharges.q They felt that 

the current reporting model does not align with the ‘mandatory’ aspect of the HDS T2 service 

specifications, given the lack of all specialities at all DHBs and that those DHBs without a service are 

not required to report. Consequently, a clinical leader had concluded that, overall, “data integrity 

across the DHBs is poor” (10). The participants said that, while it appeared that the focus of reporting 

is changing, there was little known about alternative reporting criteria.  

Participants’ comments also suggested that the lack of reporting requirements had consequences for 

clinical leaders who wanted to collect data on their hospital dental service for use in monitoring and 

improving services, and in supporting business cases for more resourcing. In addition, along with the 

lack of reporting requirements, hospital dental services’ data were typically linked to the OMFS 

service, and that it was problematic having separate portfolio managers for each service who were 

unaware of each other’s portfolios and the linkages between the two. Comments illustrating these 

views include: 

                                                           
p ESPIs measure whether DHBs are meeting the required performance standards. For more information see 
https://www.health.govt.nz/our-work/hospitals-and-specialist-care/elective-services/elective-services-and-
how-dhbs-are-performing/about-elective-services-patient-flow-indicators  
q Case weights are used to measure the relative complexity of treatment given to patients. For more information 
see  
https://www.health.govt.nz/publication/services-delivered-patient-discharge-and-case-weight-information  

https://www.health.govt.nz/our-work/hospitals-and-specialist-care/elective-services/elective-services-and-how-dhbs-are-performing/about-elective-services-patient-flow-indicators
https://www.health.govt.nz/our-work/hospitals-and-specialist-care/elective-services/elective-services-and-how-dhbs-are-performing/about-elective-services-patient-flow-indicators
https://www.health.govt.nz/publication/services-delivered-patient-discharge-and-case-weight-information
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There is no standardised intervention rates, or treatment rates, or anything like that, that 
we could be measured against, or use for service or target so, as far as I'm aware there's 
no nationally gathered data of any relevance in the hospital industry…[reporting 
requirements] would help, they're always a crude tool, and I know there are pros and cons, 
but it surely must be better with something rather than nothing. (14) 

If you know what you are looking at there is data there but mostly lost in the Med/Surg 
data, no focus on dental and access really and the data isn’t reported with enough 
granularity to be able to cross DHB analyse issue. Level of access is compared by 
intervention rate across DHBs but that doesn’t bear much relationship to need and just 
compares 20 DHBs. (10) 

A greater focus on hospital dental would be good, but there are benefits to being in the 
med surg mix in terms of not being an orphan service off to one side – disadvantage we 
get lost in the noise and portfolio manager doing oral health in many DHBs is not the 
person doing med surg and so the oral health portfolio manager doesn’t understand or 
even see it, and the med surg manager sees it as just one of the collective and with little 
understanding of the oral health issues.  In many ways people looking at hospital dental 
need to get better at understanding the data that is there and highlighting the issues 
within the current metrics. (10) 

In addition, it appeared that there was little, if any, reporting undertaken or required to inform the 

services’ planning and funding teams. A clinical leader said of funding allocation,  

It's an absolute mystery to me because, our patient visits can go up and down and the 
funding doesn't seem to change. It's a total mystery…even when we say we do more or 
less, the money for next year doesn't seem to change, or whatever so we do get a case 
weight per visit, but how that gets funded back and forward I absolutely don't know. It's a 
total black box (14). 

For further findings on reporting, see Section 5.4.2 Resources and capacity. 

Gaps in service provision 

Population groups missing out 

All participants were asked, “Do you think there are patient groups that your service is not reaching 

that it could or should be, and if so, which groups?”. Collectively, participants’ comments indicated 

that, within the current resourcing levels, the hospital dental services were “working hard to provide 

the services that we’re doing at the moment” (9). However, almost all participants (including the oral 

medicine specialist) also raised the point that, in all likelihood, they were not seeing all their 

community’s high needs and vulnerable patients, saying, for example, “our big fear is we're only really 

seeing the tip of the iceberg” (3) and “it's [need] probably untapped, unmet”(15). 

Several patient groups were identified by the participants as missing out on services. Most frequently 

mentioned were low-income adults, followed closely by “the older age” (3), people in care facilities, 

and people with mental health conditions. A few participants also thought that some high needs 

patients, particularly those with special needs, were not receiving the same type of treatment as they 

would be if being treated in private practice for ACC-related conditions. For most clinical leaders, the 

key issue with all these groups was the lack of comprehensive care; rather than being seen regularly 

and preventing more severe dental problems, they said such patients were typically seen only when 

there was an acute dental problem. Comments illustrating these findings include: 
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Relief of pain service for low-income people…yeah, that's certainly a group of patients that 
we know that we aren't providing a service for (9). 

I certainly don't think we are in any way looking at residential care at all.  Although I do 
think we do provide a good service to intellectually disabled in the community...But in 
terms of low-income and in terms of residential care, in terms of the elderly in general I 
would say we are simply not providing any service unless they're in an acute situation. So 
there's quite a group of people who have unmet needs that unless it becomes acute we 
wouldn't, we wouldn't be involved with. (8) 

the domiciliary one I think that's a biggie that we need to work on, so patients in residential 
care, in long term private hospital yeah will be a big one, and we can definitely do better 
with our inpatients as well, be more presence and more access for them. (17) 

So I think one of the areas that I think we could provide better care is at, and we could add 
on better to the community dental service…you know comprehensive care. (2) 

Addressing gaps in service 

When asked about improvements or increases in their services to address the gaps in service, most 

participants said that they would like to be able to better meet the needs of those who were missing 

out. However, the subsequent increase in workload if, and when, such patients were identified, 

concerned most participants, especially if they were to be treated within the services’ current 

capacity. For example, participants said,  

your patient group would expand if your ability to provide treatment expanded. So if we 
had more practitioners and more surgeries operating, I’m sure it would just mean that we 
would then find that we would accept more referrals…..I think if the numbers were 
identified we actually wouldn't be coping, but at the moment, touch wood, we are coping 
yeah (3).  

there's an awful lot of patients who've got other medical pathways, that probably dental 
should be a part of that, but if we went out and looked for them, then we'd have to make 
changes somewhere else to free up the spaces, so the ones I'm thinking particularly are 
the dialysis patients, who often have quite a lot of dental infection. We've talked about 
the forensic psychiatry which we need to really get that pathway sorted, but by doing that 
we've then got to, we're going to see less low-income patients, because we've only got so 
much, so there's probably an awful lot of patients who are under the care of IDS services, 
or the IHC providers, that are not getting, they're not being seen dentally….to actively go 
out and look for them, would mean we've got to change something else, so it's you know 
it's not something we can just simply decide to do, it's quite a larger piece of work, because 
of the knock on implications it has elsewhere, but also if they haven't sought us out, you 
know there may be a perceived need or lack or perceived need issue as well. (1) 

Further, given the expected increases in the prevalence of multimorbidity and the older population 

group, and tooth retention among those groups, the prospect of increasing workloads worried most 

participants. 

Unsurprisingly, almost all participants felt that addressing the gaps in services would require greater 

resourcing, for instance,   
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we would agree with the principle [improving the service] but the reality is different. So 
we would need an increased number of surgical instruments, so clinic rooms with suction, 
light, all those sorts of things. (9) 

[we’re] restrained by resources…this is a reason why we don't provide a relief of pain clinic.  
We just don't, we haven't got staff, resources or clinics available to do that…we need 
increased clinic space if we're going to actually increase the amount of work we do and 
we need increased manpower….and that's across the board.  We need allied services like 
dental assistants and all the nursing staff and all that sort of thing to go along. (9) 

we just don’t have enough money or FTE to deal with expanding at this stage. (10) 

Ultimately, service improvements came down to “finding the funding and the time and the personnel 

who’ve got the experience to go in and deal with these sorts of people [who use the HDS]” (6). 

Other means of addressing gaps in their service and alleviating workload pressures were suggested, 

included shifting care to the community, implementing HealthPathways for oral health (oral health 

HealthPathways) and instituting complete treatments. 

Shift oral health care to the community 

The majority of participants thought that some patients referred or currently being treated by the 

service, and that certain procedures, such as patients’ continuing care following treatment with the 

hospital dental service and simple extractions for stable patients on warfarin, could—or according to 

some, should—be provided by general dental practitioners in the community. A few also suggested 

that given the wait time for children’s GAs and the concurrent need for preventive care, children with 

high caries rates would also be better served in the community. A clinical leader explained that,  

we have about an eight weeks between appointments [for children’s GAs] so being able 
to, to kind of manage patients that need lots of work, you know because sometimes you 
just get to the end of the list you know and you have got a new list. So I don’t think we are 
the best people to manage some of those like the high caries rate. Actually they are 
probably better off either at a private practice or some, you know the community dental 
service that can do lots of kind of preventative care and you know more regular review. 
(2) 

However, most participants also noted that shifting care to the community would likely be challenging. 

Their comments suggested that some general dental practitioners lacked the capacity, confidence or 

interest to provide such care, as these clinical leaders explained: 

we are hoping to set up some sort of discharge criteria for some of these patients, if they 
can be seen in the community. It is very challenging, there's not many [dentists] out there 
who can, are prepared to see them. (17) 

the younger dentists are less likely to want to treat these patients, because they take more 
time, and it's a difference in attitude. (3) 

Several clinical leaders were more explicit in their views. For example, when discussing emergency 

dental service contracts, a participant said of their relationship with general dental practitioners, “we 

don't have great communication with the private practices at present, between us and them” (8). 

Another explained their perspective and frustration on the topic, 
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dentists don't like dealing with medically compromised patients….[they] can’t be bothered 
or they don’t have the skills to do these things which they should be able to do as general 
dental practitioners and they just want to dump the patients. For example somebody 
who’s got quite bad teeth and is a bit nervous about having them out or getting them 
treated and they’ve just got worse and worse and they just say – ‘oh no, this patient needs 
to be treated at the hospital and have a GA’.  So I’ve got to say, ‘look we can’t deal with 
all of these patients’….but they just can’t be bothered and they don’t see any money in it 
and so they dump them.  And we’ve got a lot of younger practitioners now who haven’t 
got that sort of experience or wish to actually spend time and support the patient and get 
their confidence and get them through things….there is a limit to what we can do.  (9) 

On the other hand, some clinical leaders acknowledged that general dentists’ skill, confidence and 

capacity varied, and to facilitate and successfully shift care to the community, the less skilled, 

confident or experienced practitioners would require support from the hospital service. For example, 

a clinical leader said,  

one person’s medically compromised is another person's run of the mill, so you've got 
general dentists out there who are not bothered about taking out a tooth from someone 
who’s on warfarin, because they know how to get the INR, they know what level they need 
to do it safely, they get it they just do it, they take the tooth out, whereas other 
practitioners who, ‘oh my god they're on warfarin I don't know what to do, I'll send them 
to the hospital’, and for us to send them back and say no you can do this, without any extra 
support around that, is not fair on the dentists, and probably not fair on the patient, to 
have them being treated by someone whose not comfortable, working at that level. (1) 

HealthPathways 

HealthPathways provide general practice teams, specialists, and allied and other health professionals 

with information on patient assessments, management and referrals.r They are developed by health 

professionals across the health system, provide an interface between primary and secondary care, 

and facilitate community-based health care and treatment, when appropriate and feasible.17 In 

addition to Community HealthPathways, a few DHBs also have Hospital HealthPathways, which 

provide information on and aid within-hospital referrals. 

To facilitate dental care for high needs and vulnerable people in the community and reduce pressure 

on the hospital dental service, a few participants discussed instituting oral health HealthPathways in 

their DHB, “I think that would be the next logical step – doing something with private dentists, GPs and 

rest homes” (13).  

More information and findings on HealthPathways are presented in Section 5.4.10 Successes. 

Complete treatments 

For patients who typically presented with poorer oral health, such as older people and low-income 

adults, several clinical leaders said that they had instituted “complete treatments…a full clearance or 

multiple extractions” (1). Patients would usually be advised to seek continuing care back in the 

community unless eligible for hospital level care:  

if we can rehabilitate a patient or get their oral health and hygiene back to a state where 
they could be discharged to a private dentist and a private dentist could help them to 
maintain that – then generally they will be seen once and then discharged. For most 
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patients who are financially compromised, they will be seen and then discharged and 
advised that they should be having their check-ups with a regular dentist once we’ve got 
them dentally fit, or dentally healthy.  But for patients where it’s going to be an ongoing 
issue, then there is always an option for a recall (4). 

They said the main purpose of the strategy was to reduce repeat visits to the department and ED, to 

address barriers to care (typically cost) and reduce the resource burden on the hospital. Clinical 

leaders with such services explained: 

each repeat visit is going to end up costing them [DHB] more money…. we were trying to 
reduce the barriers to care and we determined one of the biggest barriers to that care was 
most probably cost. And so we said because we are making them healthy, in inverted 
commas, we will offer this service free. So we will do a clearance or full dental clearance 
pathway if they get accepted for that with a community services card and then they are 
seen and assessed for the appropriateness of a clearance.  

If I’ve got a patient that comes in and they’ve had multiple admissions or approaches to 
A&E and they’ve got a significant number of teeth that need to come out, if not all of their 
teeth that need to come out, to reduce their chances or likelihood of them coming back to 
A&E multiple times or being admitted multiple times, I’ll often offer a full clearance and 
we won’t charge them for it just so they can’t complain that finances were an issue 
because it’s much more financially significant for the hospital to have patients in as in-
patients than for us as a dental unit to lose a couple of hundred dollars because we didn’t 
charge them to have all of their teeth out. (4) 

5.4.3 Accessing the hospital dental services 

Eligibility and prioritisation 

All participants were asked questions to determine their understanding of patient prioritisation and 

eligibility within the hospital dental service. Issues with service eligibility were particularly highlighted 

when the eligibility scenarios for outpatients were put to participants during the interviews. As 

previously noted, while eligibility for some of those ‘patients’ was certain, it was less clear for others 

and often conditional on other factors.  

Overall, participants appeared to be well aware of their services’ priority; that is, the ‘must do’ and 

‘should do’ groups in the Service Matrix. For example, “high needs and vulnerable patients – we are 

their dental home and that’s our first priority and then these other groups sort of fit in underneath 

that” (13) and that the service has “responsibilities to provide a good standard of care for those 

groups” (9). They also seemed certain about patient eligibility for inpatients and most outpatients, 

particularly those listed in the Service Matrix. However, many also said that, given the range of their 

patients’ medical and social histories, they frequently had difficulty judging some patients’ service 

eligibility. Consequently, clinical leaders’ interpretations of the criteria and, in turn, the ability to 

provide an equitable service, varied, as these participants explained:  

you've got to have quite clear guidelines, but it's difficult to have clear guidelines when 
you've got people with different levels of disease, it's that grey area about what is 
medically compromised and what isn't, and so you've got complications on who would you 
treat….even within the matrix there's a lot of grey, which is quite subjective (1).  

Well I think there’s something that us hospital dentists struggle with, in that we would like 
to provide more care to these groups.  We see it as our core business and it’s always a 
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difficult – how do you balance – getting equity across – equity of access is really difficult.  
Some people seem to get an awful lot of care and some people seem to get very little.  But 
they might fit into the same box.  It’s that balance about equity of care – it’s very, very 
difficult….Within the DHB and across and that’s something that we work really hard at but 
sometimes trying to get all the clinicians on one page – it’s very tempting when you’ve got 
a relationship with a patient to deliver as much care as possible because you like them and 
they like you and you like seeing them and sometimes it’s hard to get the clinicians to pull 
back and see the big picture.  If you give that care to someone else, who are you not 
treating by giving all that care?   And we’re always going to have those – to be in a rationed 
service is difficult. (7) 

All of the cases where it is maybe not clear there is normally a little team meeting or two 
or three dentists will discuss it and see if it is appropriate we should see them. So we may 
have criteria but they are not, they are not always, it is not always clear if they do or don’t. 
(14) 

The low-income adult group of patients was the source of most uncertainty about eligibility. Much 

discussion was generated on the topic, the findings of which are presented in Section 5.4.4. Low-

income Adults.  

Physical access 

All participants were asked about their community’s ability to access their service. Issues discussed 

included transportation, the use of multiple sites and the surgical bus, contacting patients, and 

domiciliary services. 

Transportation 

Most participants mentioned that some patients had difficulties physically accessing the hospital 

dental service for treatment, particularly those living in remote areas and smaller towns some distance 

from the hospital. For example, a clinical leader from a DHB that covered a wide geographic area 

commented, 

a lot of those patients may be without their own transport or having to rely on others for 
their transport and a lot of our patients in general rely on another person for support to 
being them to and from appointments. 

Even participants from larger centres thought that patient access could be challenging. In Auckland, 

for example, patients have to move between hospitals, given trauma and infections were admitted 

only to Middlemore Hospital. To successfully meet the needs of their diverse populations, most 

participants said it would be beneficial to take the service to their population rather than ask patients 

and whānau to travel to the service “if we could go to their own home and treat them it would be 

great. That way we would certainly catch them” (6). 

Multiple sites and surgical bus 

Participants whose hospital dental service operated out of more than one location (even if one was 

equipped to provide only basic, minimally-invasive services) said that having multiple sites improved 

patient access and reduced patient waiting times. Similarly, most participants who had the use of a 

surgical bus commented that it reduced the need for their patients to travel and that their service was 

consequently better able to meet the oral health needs of patients and their whānau living in remote 

locations in their region. A participant expressed concern about the pressure on their service following 
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the recent cessation of the surgical bus in their DHB, “all these kids now are going to have be bought 

down from [a remote area] and there is going to be transport problems”.  

For some participants, the surgical bus also helped to reduce the hospital-based workload. Several 

participants with access to a surgical bus said children’s referrals for GAs was “coming to a point where 

you’re almost relying on the bus to come to actually reduce or take another ten off your list so that you 

can kind of keep your list at a more manageable level” and another participant commented “if they 

[surgical bus] didn’t go to [name of town] we’d have a big issue because all of that volume would have 

to start coming to the hospital and that would add to our complexities of getting into theatre”. 

Most of the participants who had the use of a surgical bus said it also improved appointment 

attendances: 

I think it’s just a matter of cutting down the number of trips into the hospital for patients 
– otherwise patients would have to travel, and their whānau, would have to travel from 
the [a rural town] into the hospital twice – once for their assessment visit and once for 
their surgery.  And so what we’re doing is cutting down the amount of time they have to 
actually go into the hospital.  And it seems to be improving the DNAs to theatre as well. 

Domiciliary services 

Only Canterbury and Southland (Otago) DHBs provide a domiciliary service for their patients in 

residential care; this typically comprised a basic denture service and assessments for hospital-level 

treatment. Of the remaining participants, several said they could see benefits for patients and the 

service in having such arrangements, for example two different participants said,  

it would be more to make the referrals easier on the homes or that, and also more accurate 
so we're not wasting peoples time for coming in for something we can't actually deliver, 
or you know if they're too sick to have a GA, but there's no hope of treating them any other 
way, that could be discussed out there, and also you know just things like finding out the 
power of attorney and all that, simplify a lot of things rather than wasting a clinic in here, 
so even if no treatment is done. 

here were people we couldn’t actually shift – either because of their dementia – these 
people liked their own surroundings and to change it, it can be very stressful for them, so 
it’s better if you go in there and deal with them. 

However, a few participants said that, when exploring or trying to initiate such a service, they had 

come up against some practical issues and barriers, including staffing, equipment and other resources. 

For example, a participant described the outcomes of piloting a domiciliary service to conduct check-

ups at a facility:  

we can't do treatment out there because we don't have, it's really, really logistically it's 
harder than it should be, so we've got a portable x-ray unit that we've taken out there, 
and we develop the x-rays on site, and so we can do the check-up, we can get the x-rays, 
we can do a plan but the patients still need to be transferred down to the unit for 
treatment. So we've been able to triage properly, but it takes a person out of the clinic, 
and we've got to transfer all the stuff up there, and they've got to have a suitable room, 
and then their patients have got to be around on that day, it's just logistically it's getting 
quite tricky. 
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A few participants said they had visited a facility to do an assessment, but only very infrequently, only 

if needed, and often in their own time “as a community service”. Most participants cited hospital 

workload and subsequent limited clinical time for not making such visits more regularly: “we don’t 

have many hours to do the work we need to do so I am kind of confined to the hospital most of the 

time. There is not a lot of opportunity to get out”. 

Contacting patients 

Several participants commented on patients’ missed appointments. Although they said missed 

appointments could be addressed by contacting patients, and family and whānau, to remind them 

about appointments and pre-operative instructions, such as fasting for GAs, some also said their 

service (and others within the hospital, such as paediatrics) had difficulty contacting patients. Often, 

patients’ phone numbers and addresses changed, or patients were reluctant to answer their phone as 

the hospital number comes up as ‘unknown number’ on mobile phones.  

A few participants described the efforts their DHB had undertaken to assist people, and particularly 

children, to access the service and attend appointments, such as these two who said,  

So what we do – we’ve actually hired like a social worker and these people have te reo – 

because we have a high Māori population here – they then go into the home and help them 

meet that appointment and support them to get them there – to make sure that they don’t 

feed the children on the day of the treatment and provide sometimes transport and 

reassurance that everything is going to be all right and get them there.  So that’s what we’ve 

been doing for a little while now and it’s proving much more successful in avoiding the do-not-

attends. 

One of the biggest issues we have is actually access, failed appointments, how we address 

that.  We have a huge public health nurse input so the policy here is that if they have, if we 

have three DNAs then the public health nurse is automatically informed and tries to source 

and find that family. That is a very big problem. We also try and bring families in where possible 

so there's just providing transport, we do that was well in so far as it's possible….it is changing 

things and it certainly seems to be helping to bring them through. 

Nevertheless, the last participant continued, saying, “I would say it [having a public health nurse] 

certainly improves and helps but I think there is probably quite a lot of room for improvement and 

communication in and around that as well”. 

5.4.4 Low-Income Adults 

All participants were asked about the dental care provided to low-income adults in their hospital 

dental service. Almost all participants discussed and expressed considerable concern about a range of 

issues associated with the group’s dental care within the hospital dental service, including: the amount 

of unmet need, capacity to treat, eligibility criteria, providing treatment and addressing need, 

treatment provided, suitability of the hospital setting for low-income adults’ dental care, and call for 

government action.  

Amount of unmet need 

According to almost all participants, a substantial proportion of the referrals to the hospital dental 

service were for low-income adults; they were also the referrals most frequently declined, typically 
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due to ineligibility. When discussing the provision of dental care for low-income adults, several clinical 

leaders’ comments indicated that the unmet need was substantial and poorly addressed, 

when I look at the amount of untreated dental sepsis and problems that are in our 
community, it’s immense….I know there is a huge pool of people with dental problems that 
are just not being serviced….this is a problem nationwide – I don’t think this is just peculiar 
to [our DHB]. (6) 

hospital dental services are just trying to plug a gap that’s not properly plugged otherwise. 
But so are others. Some of the Māori health providers – so is Work and Income New 
Zealand frankly. Everyone is trying to plug a gap that is not properly dealt with. (10) 

One participant described the difficulties low-income people had accessing care for relief of pain as 

being “third world” (16). 

Capacity to treat 

Although a few participants said their service was able to accommodate low-income adults, most said 

that, 

generally across the board we don’t have the capacity at the moment for low-income 
adults (5).  

if someone rocks up and they've got a toothache often, it depends on who's available, but 
sometimes we just will say unfortunately you'll have to go downtown and find a dentist, 
we just don't have the capacity to do that. (8) 

As previously mentioned, the reduced capacity was largely due to the demand from, and prioritisation 

of, the medically compromised and older adult patients, and children’s GAs, being seen in the service. 

For example, clinical leaders said, 

we don't treat as many financially compromised people as we used to.  We just don't have 
the capacity to do that and we don't run emergency services for financially compromised 
people, we don't have the capacity to do that.  So I guess that it's more about the physical, 
mental and medical compromised people who are complex and can't be, and find it very 
difficult to be treated in the community….I think so, I think the demands from the other 
people have increased and I mean…we just have kept the door pretty closed on the 
financial compromised people because we don't have the capacity to do it. (8) 

as we fill up with kids and OMFS, because the demand for that is growing, it is going to 
lessen our ability, to offer as much with the low-income. (3) 

there’s a limit to what we can do [for low-income adults]. Our priorities are to deal with 
all the people who have got major health issues, comorbidities, children with multiple 
problems – people who are having organ transplants. (6) 

Several participants commented on the lack of financial resources available to the hospital dental 

services to treat low-income adults, such as this clinical leader who said, “Well this is all that we have 

a capacity for and I think we only get funding for [a number] a year….massive shortfall in low-income 

adult relief of pain services.” (12) 
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Eligibility criteria 

In all DHBs, the minimum eligibility criterion for low-income adult emergency and basic dental care 

was the possession of a CSC (Table 18). However, as previously mentioned, many DHBs also required 

the person to have a co-morbid condition. Overall, participants’ explanations of their DHB’s eligibility 

criteria reflected that of these participants:  

Usually if they’ve got another co-morbidity as well, if they’re healthy and low-income we 
haven’t got the capacity for everyone, so we sort of now, used to be anybody. Now we’re 
saying they’ve got to have at least one more co-morbidity. (1) 

There needs to be a description of the fact that they are having pain, they’ve got problems 
with their teeth, they’re low-income and they require our services, other than just for the 
fact that they have a Community Services Card.  For most part, they would be a bit of a 
combination of everything. (4) 

If they're not medically compromised or physically compromised or, you know, we refer 
them back to the, basically to the community dentists who have low-income contracts and 
we ask them to be referred to those people rather than seeing them ourselves. (8) 

However, for a few participants, co-morbidity was difficult to determine. In turn, this made it difficult 

to assess eligibility and resulted in inconsistencies in the services delivered among DHBs. They also 

thought that inconsistencies in DHBs’ capacity to treat such patients partly also determined eligibility. 

For example, a clinical leader said,  

it’s a very grey area, so if we stop seeing the low-income patients, what we may find is 
that they just dress up the co-morbidity so that we think ‘oh yes, actually maybe they are 
medically compromised’ so all we’re doing is still seeing them, we’re just calling them 
something different…our DHB has capacity and we will see a lot more grey, whereas 
somewhere, Bay of Plenty for example, won't. They'll say ‘oh they don't need a hospital 
level’, you know so it will, so to some extent that will be driven by capacity, so there's no 
consistency (1) 

Many participants were critical of the CSC as the key criterion for eligibility. While they acknowledged 

that “we have to have a line in the sand” (3), they also considered the CSC not fit-for-purpose as it did 

not adequately identify low-income adults; as a participant said, “the community services card 

certainly has its drawbacks…not necessarily the best indication [of low-income]” (3). Of most concern 

were those people who were not eligible for a CSC but were borderline eligible and were clearly 

struggling financially, as these participants explained:  

Certainly I feel there is a lot of low-income adults – the working poor – they might be just 
over the threshold for Community Services Card and it’s really frustrating because we can’t 
provide anything for them and it’s not like they’re not deserving.  That’s very difficult. (7) 

The group just above the community services card…you know, both parents are working 
and two to three children at home, they’re still struggling even though they don’t qualify 
for a community services card. (3) 

[a group] that is very sad is the people just above the cut-off for the Community Services 
Card, you know we have to, The ones that they’re not recognised officially as a vulnerable 
group. But yeah, the people who have an income but they’ve got a reasonably young 
family and their income’s not particularly great and they have to pay for everything 
themselves. I believe they’re vulnerable because they’re quite severely challenged to 
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pay….so it’s like a group that falls between the cracks, it’s those that are on the low-income 
just above the eligibility criteria, just beyond that threshold of getting lots of assistance. 
(15) 

Several participants identified a gap in the way oral health was funded as the source of the problem: 

The problem is of course the Government does not fund people over eighteen for dental 
treatment and so in terms of the DHB we don't provide adult dentistry in the community. 
That's just the way it is, yeah. (8) 

Alternative means of determining eligibility were suggested by some participants, such as “some sort 

of means testing” (13), “deprivation levels in the area” (3) or, as a clinical leader described, 

We use Community Services Card – but it’s such a blunt tool. At one stage we just tried 
that they had to be on a Work and Income benefit but that’s a bit blunt too. When you’ve 
got say two people working their arses off and they’re on a low-income and they’ve got 
toothache, why should we disadvantage them – and some of them don’t want to have a 
Card – so it’s almost a bit case-by-case – but then if you’re not consistent people talk and 
someone gets in who shouldn’t – and then we get complaints – they got in and I didn’t.  
There’s been a lot of grey. The older people in particularly are grey – why should I see this 
person who is over 65 on a fixed income and why don’t I see that one. (13) 

Several other clinical leaders talked about having some flexibility in their system to accept those 

patients who clearly demonstrate a need, but did not meet their service’s low-income adult criteria. 

Their comments reflected the ‘grey’ area within the eligibility criteria some of their colleagues 

described, for example,  

There is a bit of leeway – usually if there’s a medical condition it’s automatic.  But there is 
leeway to deal with the ones with chronic disease that keep on having exacerbations and 
problems.  But the ones who’ve got drug and alcohol issues and things like that, they are 
eligible on that. (11) 

it depends a little bit on, on what the circumstances are so if they are kind of a repeat 
presenter to, to somewhere like ED and they have emailed us or the social worker has been 
involved or you know if they, there are complicating factors rather than just low-income 
then…there is often a bigger social problem or mental health problem or you know things 
that go alongside so it is really hard to draw a line on those you know low-income and 
yeah because people are more complex than that …we have to be a bit picky about you 
know where the line is drawn so that we don’t inundate the service….they have got a 
higher need perhaps. (3) 

Several others said they found ways of ensuring people received assistance, 

we’re pretty broad – and I think in my head that if somebody makes contact with our 
department and they’re in trouble – we’ll sort them – we’re not going to put barriers up 
and go we’re not going to see you because you don’t tick a box or something like that. (13) 

I probably get a bit soft and take him – because you’re just stuck between nowhere really. 
(10) 

Providing treatment and addressing need 

The processes for providing emergency and/or basic treatment, and the treatment provided, by 

hospital dental services that had the capacity to treat low-income adults, varied by DHB.  
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Of those DHBs that provided an emergency service for low-income adults, most of the clinical leaders 

said they kept a list of patients to call when time became available at short notice; a few allocated 

specific sessions for low-income adult emergencies. Some participants kept only one appointment 

available for all emergencies, whether trauma-related or not. Regardless of the system used, most 

also said they were unable to accommodate all those people who called for emergency appointments. 

For example, a clinical leader said of their emergency service, “we get anywhere between fifty and 

eighty calls for those six [weekly emergency] appointments” and described the response of patients 

who were accepted as “feel[ing] like they’ve won the lottery…they are ecstatic” (4).  

Emergency treatment ranged from extractions to placing restorations; a few provided endodontic 

treatment. Similarly, basic services differed by DHB. Most participants who reported providing basic 

dental treatment in their service described how they would usually provide a one-off course of 

treatment to stabilise patients’ oral health, with a view of saving both the participant and the hospital 

service crucial resources. Patients would then be referred back to a community-based primary oral 

health care provider for future care. Participants typically said, “if they have been accepted then we 

will tend to provide the complete course of treatment for them” (2), “it’s more of a one-off, clean up 

what we can, get them into a good space and then see if they can access hygiene care elsewhere” (7), 

“our rule of thumb is if it looks like it's going to give them pain within six months then we do it, 

restoration or extractions” (12) and “in our spare capacity we do bring back a lot of those patients 

because we believe by treating them it's going to save them, save the hospital long term by coming 

through ED” (3).  

However, several participants also highlighted the problem with this system, such as this clinical 

leader, who said of the patients attending their service, 

they will get a one-off treatment plan and it’s usually basic dental care, so they will get 
restorations, extractions….really good oral hygiene and then if they’ve had that one-off 
course of treatment we will advise them that they need to actually register with a private 
dental dentist. But often you’ll find that two or three years down the track, they’ll get 
themselves re-referred for another course of treatment. (4) 

As previously mentioned, the implementation of ‘clearance pathways’ provided a means of alleviating 

return visits by low-income adults.  

Most participants felt that the majority of hospital dental services were most likely not adequately 

meeting the dental needs of low-income adults and the means of funding the treatment to meet those 

needs. Some participants also raised the point that oral health conditions were approached differently 

to other health conditions. A clinical leader’s comments summarised the consensus view, 

Oh we’ll do fillings and endos on anteriors and extractions and restorations. I mean it’s all 
pretty shitty really.  As soon as they need a molar endo – because I think that old contract 
we’ve got excludes molar endos – and it’s like that’s stupid – they’re 26 and it’s their one 
main tooth – we should be able to do that.  But then they’ll be well what will you restore 
it with, are you putting crowns on it – or just a big GIC [filling] and then it fails.  It’s a bit of 
a mess. I guess I really like the whole concept of control and stabilisation – I’d much rather 
get them in for a couple of visits – pull the really bad stuff out – get dressings and things 
and then set them free and if their life changes then we’ve preserved as much as we can 
but it’s not a great system – it would be far better to get them under control and then 
manage them when they are able – should that be in the public system. We haven’t got 
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any of that but that Work and Income stuff is just a perverse system as well – that $300 
special needs grant – which everybody thinks is purely for dentistry is not and it’s for 
emergency treatment here – so trying to stick in some restorative routine stuff is not 
appropriate really and then really they’ve got to get a loan for anything else which when 
you look at any other health care systems is just wrong.  You don’t pay for your hip, you 
don’t pay for an abscess anywhere else on your body, but as soon as you’ve got an abscess 
on your face we’re now going to charge you as well as pulling your tooth out….We’re the 
safety net for the low-income adults stuff, but it’s just a crap service because it’s an after-
thought for everybody – oh you just pull teeth out – you know, that New Zealand culture. 
(13) 

Other means of addressing need 

Some participants talked about other ways low-income adults received treatment in their region, 

especially when they could not see a patient in a timely manner or if their department did not offer a 

relief of pain service. They said that they would refer low-income adults to the general dental 

practitioners contracted to the DHB to provide emergency services for low-income adults. A few also 

said that the Māori oral health provider in their area kept appointments free for emergencies. 

Likewise, a participant said a local primary health organisation was contracted to provide treatment 

for those people who were financially vulnerable. Most participants were not able to comment on 

how the contracted community-based primary oral health care providers were coping with the 

demands of the low-income group, however one clinical leader said they thought they were, “nowhere 

near touching demand….if we gave them any profile, they would be swamped” and that the Māori oral 

health provider in their region “get[s] far too many phone calls to cope with – which is unsurprising”.  

Unprompted, several participants mentioned the Work and Income NZ dental treatment grant as a 

means of low-income adults accessing dental care, although views were mixed on its efficacy in 

addressing dental problems. Several participants, typically those from smaller DHBs, talked about how 

private practitioners in their area sometimes came to the aid of low-income adults and assisted them 

with accessing care, for example, 

Some practices are more, kind of, empathic would be probably be the right word…..They 
are probably more willing to give the person a Work and Income New Zealand quote – 
they’re probably more willing to take on a patient who’s got a limited ability to pay. (10) 

I do know that the general practitioners don’t charge people that are genuinely unable to 
pay….they don’t make it obvious and it’s at the discretion of the individual practitioner.  
But when you’ve worked in a town for many years, you do know quite a lot of people and 
you do know families that would be worthy…there’s plenty of charity. (11) 

We have had in the last year had a private practitioner open a kind of a, like a clinic which 
is doing you know reduced cost basic care and so that is usually where we suggest they 
go, and often they are kind of one hundred dollars for a filling and an extraction so then 
they can often get multiple things done under a WINZ quote. (2) 

we have one [local dentist] that does a weekly afternoon session to low-income adults and 
the dentist doesn’t get paid – the staff don’t get paid – they volunteer.  So they will provide 
care and the patients do pay, but they don’t pay normal fees.  Other dental practices do a 
similar thing, but just not as formally.  There’s certainly a lot of goodwill out there from 
our local dentists who will give reduced rates dental care. (7) 
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A few participants said they knew of private practitioners in their community who would discount 

their regular fees for low-income adults or provide a mobile service to remote areas.  

A few participants described having contrasting experiences with their local general dental 

practitioners, such as this participant who said,  

they’ll [GDP] take the $300 – thank you very much – for one tooth – but the patient has 
still got eight other things – that’s what we tend to get dumped into us.  They don’t have 
access to the $300 anymore and they’ve got multiple problems. (13) 

Suitability of the hospital setting for low-income adults’ dental care 

Almost all participants agreed that the provision of dental care for low-income adults was the 

responsibility of DHBs. However, most also thought that the community, rather than the hospital, was 

a more suitable setting in which to deliver dental care for low-income adults, for example, they said,  

I think there are a lot of people that struggle to access services like you know privately for 
what, well for a whole lot of reasons. But yeah it [dental care] doesn’t necessarily have to 
be in the hospital setting though but I think it is a DHB kind of responsibility as far as having 
you know a healthy population and it would be nice to have more access for these people 
to able, you know so they can afford care. (2) 

It doesn’t need to be a hospital setting for a lot of, the majority of the low-income, it could 
be adequately provided in the community I think, it would be a bid win/win. And we could 
concentrate on socially and medically disadvantaged in a, in a lower threshold which 
would be more appropriate. (14) 

It [dental services for low-income adults] might be a DHB job but I’m not convinced it’s a 
hospital dental service job...actually the best place to be treating those people is in the 
community. You can have a big debate about whether or not that’s private practice or 
whether or not that’s community oral health services, or whether that’s Māori health 
providers, or it’s a bit of everything – but actually in most places hospital dental services 
are probably the least sensible people to be doing it.  What I’d like to see happen is that 
group carved off and said actually let hospital dental services stick to their knitting, which 
is actually really mostly a secondary cum tertiary level service and that group actually get 
service – they need a primary community care service which is a different beast to trying 
to mix the two things together. (10) 

A participant suggested using the existing community oral health service clinics to deliver dental 

treatment for low-income adults, 

I mean they are empty all weekend, they could be utilised in some way shape or form, 
probably easier than a hospital department providing that service, it would probably be 
better if they were provided in the community…I do think it could work. (3) 

In addition, most participants thought shifting low-income adults’ dental care to the community would 

reduce the burden on their service and allow them to concentrate on their priority groups, for 

example, 

most of the patients who are going to hospital dental services are actually the most 
vulnerable – they are really unable to – most of them are unable to advocate for 
themselves because they’re either children or have got disabilities. There are a few others 
– people with oncology and medical problems – some of whom are able to be quite 
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articulate, but if you’re in the middle of oncology treatment, even if you’re really articulate, 
you’re probably not going to be at your best point of advocating for yourself. (10) 

Well I guess we, we view the dental as a secondary service and not as a primary service 
and so our view is that we would, we tend to see people more who can't be seen in the 
community in terms of those illnesses. (8) 

It would take the pressures off us, and let us be a true hospital department….we'd only be 
seeing those that needed to be [seen in hospital]. (3) 

[we’d like to] see less low-income because it means we’re then targeting more towards 
those groups [high needs]. (1) 

I think that one of the big problems is because we’re the de facto ambulance at the bottom 
of the cliff, we’re getting fit, healthy people into the hospital for management of 
toothache. It’s not the right environment for it. So we’re doing a bit primary and 
community strategy for [the participant’s DHB] and looking at these health care hubs and 
things and going well, if they built one of those near the hospital I’d like to have a couple 
of dental chairs in there and I’d try and shove all the low-income adult emergency fit, 
healthy stuff out there and then we’d use that capacity within the hospital for the 
inevitable big lump of older people that are going to come screaming at us shortly. (13) 

Call for Government action 

Given the scale of the issue, several participants expressed frustration at the lack of intervention by 

Government to address the issue: “it's frustrating sometimes, but it's not in my hands, it's a political 

decision…I think it's my duty as a clinician is to try to protect the community that I am working with” 

(16). However, several participants also thought that any substantial or meaningful change or action 

would be a “monstrous cost and be a monstrous task” (6). Thus, they called on Government to act and 

take leadership on the issue through national-level approaches,  

I think there has to be some national policy making by Government and some decisions 
about funding (10). 

when you see the work, see the level of need that we've got, it's unbelievable but this is all 
preventable, and so something's got to change, and so anything that can be done to help 
these people, the better, and yes a lot of it can be done in the community, and a lot of it 
needs to be prevention from the base up, but until that time, I mean the trouble is 
governments are going to have pay for, a whole cycle for a whole generation aren't they, 
two cycles and the trouble is politicians are never going to see the value in that, because 
it'll be someone else getting the credit. (3) 

it would be great if the government in some way provided some safety net...or care for 
that group. I think would make a huge difference. But I know that is pie in the sky type 
stuff (14). 

here in New Zealand, the oral health service needs to improve, we need to find a way to 
do something bigger from the public health perspective, to offer something 
different…..seeing what is happening with adults I feel…we need to provide them with 
something, we cannot just leave [them], for me it's quite sad to receive calls here in my 
office, people asking me ‘I am an adult what I can do’, and the only that I can say is ‘sorry, 
try to find in WINZ or in some other place, who can provide you with the service very 
cheap’, I know that the dentists are not cheap. (16) 
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5.4.5 Presentations to hospital emergency departments 

All participants were asked whether they “provide emergency dental treatment for patients presenting 

through the emergency department with head and neck trauma, severe orofacial infections and out of 

control bleeding?”. In accordance with the service specifications, all those with a hospital dental 

service or salaried hospital dentist said they did. The dental personnel attending to ED patients ranged 

from junior house surgeons, senior dentists, or in the smaller DHBs, the salaried hospital dentist, often 

with support from the OMFS if available, or neighbouring DHBs. A few DHBs have a dental chair in ED, 

for example, Auckland, Waikato and Christchurch Hospitals. Typically, dental personnel did not remain 

on-site at ED. Given the few, and irregular nature of, presentations at hospital EDs outside of the main 

centres, clinical leaders from those DHBs often commented on the difficulty they had in justifying on-

call dental personnel. Rather, they said that it was more efficient for colleagues from another hospital 

department, typically ENT, to see the patient and to subsequently call the hospital service if necessary.  

Given the lack of on-site or on-call dental personnel, participants’ comments indicated that it was 

important to ensure that ED personnel knew how to manage dental or oral presentations, or when it 

was necessary to call their dental colleagues; as a clinical leader said, “[we] try to make them [ED staff] 

as self-sufficient as possible. Knowing that you know there is a lot of time when you know we don’t 

have anyone on site” (2). 

To build linkages between ED and the dental department, one clinical leader had trialled having ED 

house surgeons in their department to familiarize them with dental procedures and staff. The 

outcome was “our house surgeon got more help when they were around in ED, and these guys [ED] 

learnt a bit more about dental, and weren't ringing up with such rubbish….we thought it was great” 

(3).  

In addition to trauma and severe infections, the majority of participants appeared aware that a 

substantial number of people presented to ED for relief of pain from toothache, largely because “it’s 

a cost thing and it’s convenient because they go after work” (13).  For instance, these participants said,  

we know that there are people who are presenting to ED – because I also work for an 
emergency clinic that the DHB run – and quite often they’ll [patients] say, ‘I went to ED 
three nights last week’ and I’m like ‘well I don’t know about that’. Or I’ve been on-call and 
a patient will turn up with a fat face or a facial swelling and you’re like – why didn’t they 
call me about you two days ago.  So yes, there is a of triaging and screening and often 
they’ll send patients home on antibiotics and then say you need to see a dentist but the 
patients get the antibiotics and don’t come back. (4) 

our ED nurses were telling us they were getting a lot of dental patients turning up in ED 
looking for dental access…they do get a lot of people fronting up who say they’ve got 
toothache. (10) 

Can’t prove that yet but there just seems to be more and more demand going that way. 
(13) 

In addition, a few participants said that local private medical emergency clinics were also likely to be 

seeing more people with toothache, which probably masked the actual number of people seeking 

relief of pain, for example, 

I’ve had anecdotal evidence from them [medical clinic] – their doctors say ‘hey we’re 
getting more and more people turning up with toothache’.  I don’t have the figures from 
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them, but their service is growing because ED are trying to keep – obviously it’s more of 
an urgent service – you want to make sure you can see your life threatening injuries, not 
someone with a toothache.  So my feeling is it is growing, but it’s probably not growing in 
ED in particular, they might be popping [into the medical clinic]. (7) 

In almost all DHBs, people presenting with only toothache (i.e. without associated severe or 

concerning orofacial swelling) were not usually seen by ED and in most cases, the dental house 

surgeon was not called, as these participants explained: 

we probably get about five a month where they ring up, and take advice, because if they've 
got a toothache or a swelling, and they haven't got a community services card, and they're 
fit and well and healthy, they won't be seen, so then there's another group are the ones 
that we don't get the calls even, and we don't know how many that will be, sorry those 
ones the toothaches, so I think most of the time ED call the house surgeon. But there will 
be a few that obviously don't, because just straight toothaches if they just turn up to ED 
with toothache, they won't even call our house surgeon. (3) 

[patients who present with toothache] are told these are your options…one of them is to 
not call a house surgeon out and so we don’t actually deal with them – they get turned 
around and told here’s the list of dentists – they might be given pain relief by a triage nurse 
or even by a doctor – but there’s not a response by the dental service.  We would only 
respond where it’s deemed that they’ve got spreading infection or another acute problem. 
(10) 

Typically patients would be provided with some pain relief and possibly antibiotics and advised to 

either attend the relief of pain clinic in the dental department if available and/or eligible, or seek care 

with a primary oral health care provider in the community.   

A few DHBs provided a limited relief of pain service, and only during normal work hours. When asked 

about the allocation of resourcing of that service, participants from those DHBs typically responded 

as this clinical leader did,  

the number that we provide is driven by the contract we have with planning and funding, 
and they base it on the number we did last year, but we're turning away probably twenty 
a week. So we're not meeting the need of low-income toothache people. (1) 

There appears to be little systematic collection and collation of data on people who present at ED but 

who are not seen. When asked to provide such information, most participants said they had difficulty 

retrieving it, for example,  

We tried to get figures on that but it's actually extremely difficult to extract figures from 
presentations. So no, we haven't had that information so we actually don't know how 
many are presenting.  Certainly after hours we have no idea. (8) 

Only data on those treated by ED appear to be available, predominantly on trauma and severe 

infections. Most participants said they were not routinely advised of those people with toothache who 

were turned away from ED, and in some DHBs even those treated in ED for infection or severe pain.  

Participants commented:  

I can only tell you the ones that got as far as a doctor, I can't tell you the ones that were 
turned away by the triage nurse, because they only had toothache”. (1) 
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I don't think we have an idea about who they [ED] don't refer on [to HDS]. (9) 

ED will do their own gate keeping, so if they turn them away we probably don't know about 
them. (17) 

They [ED] have multiple toothache patients they see per day that don't even make it up to 
us. (12) 

In addition to implementing a full clearance pathway, several participants described other strategies 

they had initiated to address or alleviate the pressure of ED presentations. To better inform ED staff 

about how to manage dental presentations, some said they met regularly with ED staff to discuss 

strategy. Others had worked with ED staff, training them to administer local analgesia and hosted ED 

staff in the dental department to improve working relationships between house surgeons, for 

example,  

I have been [to ED department meetings] a couple of times and talked to them about 
giving dental injections and dental blocks and I know one of our past surgeons – her 
partner was training in anaesthetics and ED and that sort of side of things – and he 
requested some information because he was giving the talk – so they obviously do 
refreshers on that sort of thing every so often.  But we know that they don’t get a lot of 
training in their medical degree. (4) 

when I’ve got med students here I’m always teaching them about blocks and infiltrations 
so that if they are ever in ED they are confident to ram some LA beside a tooth. (13) 

To determine the scale of ED presentations and inform the development of strategies to alleviate the 

pressure on ED, a few clinical leaders had undertaken their own audit of ED presentations. Their 

findings confirmed anecdotal reports. However, the lack of resources hampered any further planning. 

For instance, a clinical leader said, “we’ve parked it [planning] on the fact that we haven’t got enough 

time and we haven’t got enough resource to deal with it at the moment”. (10) 

5.4.6 Mental health 

All participants were asked about pathways of care for acute and chronic mental health patients; a 

few participants did not have any (or only a few) mental health patients presenting to their service. 

As described previously, the pathways of care for mental health patients were often provided on an 

ad hoc basis.  

Several clinical leaders’ comments suggested mental health patients were a challenging group to 

manage and of some concern, as they thought their general health needs were not being adequately 

met. They said that, often, acute mental health patients were too ill to receive dental treatment, as 

this participant explained: 

I think adult mental health is an issue. I think the biggest issue there is…that there is a bit 
of a disconnect for mental health to a bunch of other physical health services and so that’s 
probably not unique to hospital dental – I think it’s about people with mental health 
problems and the way that we respond to them for their physical health needs.  It is also 
difficult to provide mental health patients with dental health services, particularly because 
of the nature of mental health these days, they have to be quite sick to be an in-patient 
mental health patent and so often they’re not really in a mental health position to be able 
to do dental health at that point. (10) 
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Some also explained that the oral health management of patients with chronic mental health 

conditions needed to consider more than just their oral health and mental illness, as this participant 

explained, 

they can be referred either as an inpatient or sometimes - because their stay with mental 
health services and drug and addiction services is often sporadic and sometimes not for a 
long period of time – they’ll be referred as an inpatient but then when they’re seen or a 
treatment plan is set up, they may come back to the service as an outpatient…[their 
attendance] depends on their mental state and what kind of support they’ve had set up 
with them – what kind of family infrastructure and that sort of thing that they have going 
on.  The failure of the DNA rate can be quite high in those kinds of services, but there’s a 
lot of issues as to why they might fail – it can be medical, it can be mental, it can be 
financial – a lot of the time it’s all of the above. (4) 

5.4.7 Visibility of oral health and the hospital dental service 

In almost all interviews, a key discussion point was the lack of visibility of the hospital dental service 

within DHBs, and poor understanding among other services within their hospitals, nationally and with 

central government of the role and importance of oral health in general health. Participants 

considered the visibility of oral health and that of the hospital dental service as being pivotal to 

ensuring their service was duly prioritised within the DHB and, in turn, appropriately resourced. 

Comments typically included: 

as long as dentistry and oral health care is perceived as something slightly to the side of 
general health and general health care we are always going to have this major problem 
[demand and lack of resourcing]…one of the challenges [we] face here…is almost the 
attitude that we're sitting here waiting to be called in to a situation. But as you know 
actually, we run our own clinics, this is a department in its own right. (9) 

the integration of oral health into general health, we are still a pimple on the backside as 
far as you know, our place is, I just would love the medical profession to consider oral 
health, and things, they don't, we're something completely separate, ‘oh mouth that's 
alright we don't have to worry about it’, it's separated off. (3) 

it’s very hard to wave the flag and say ‘look I’ve got someone who needs their teeth out 
and that needs to happen over and above someone’s hip or someone’s – it is sometimes 
hard to advocate for a dental service when all the hospital systems are under-funded and 
falling over – not quite falling over, but you know what I mean – when the system is under 
pressure and trying to develop services in other directions – it’s hard at the end of the day- 
sometimes we’re just teeth….So that’s a concern. (7)  

We [dental] are a small department compared to other departments, and we don't get a 
lot of management oversight, and so it's always a battle to get what you want….to get 
more resources into something as tiny as dental in a hospital. (3) 

I just really worry the Hospital Dental Services are below the radar for most District Health 
Boards and actually are not getting any real national attention and so therefore it’s very 
hard to get traction for them. (10) 

A few participants also highlighted the lack of oral health referral pathways within primary medical 

care. One recalled attending a recent meeting with general medical practice colleagues at which they 

had observed that, 
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they're [GPs] used to having pathways in general medical practice, they've got pathways 
until the cows come home, for care, for referral. That was the thing they were saying to 
us, is that there's no referral pathway, actually proper referral pathway for oral health, for 
people when they come to see them in general medical practice. You know they can refer 
them for their feet, they can refer them for their eyes, you know if they're diabetic and 
they need a retinal screen, or you know so there's all of those but you know, where's the 
pathway for oral health? (14) 

Another participant said of implementing a low-income adult clinic, “we would start turning away a 

lot of referrals from GPs particularly who haven’t got any pathways to send them.” (1) 

For most, raising awareness of the hospital dental service required “educating within our own system” 

(9). Several other participants also commented on the need to more fully integrate training among 

health professionals. A few clinical leaders illustrated this point referring to the inter-professional 

education (IPE) scheme, which aims to break down educational silos among health professionals.  The 

participant from the University of Otago School of Dentistry explained the benefits of the scheme and 

the need for more such education: 

Yep.  I see it as very valuable, very important and at Te Kaikas we're looking to have IPE for 
two medical students, dental students and we're seeing the value of that up in Gisborne 
with our students who go on placement up there. So that's a positive. I know our maxfax 
staff do speak to the medical students, so we do teach into the medical program. Could 
we do more? Yes, because I think we still have our own perception at least that the medicos 
seem to gaze past dental and not always understanding what they've just gazed past very 
well. Yeah, so I think there's room for improvement there. 

Another participant mentioned conducted the IPE conducted by the Division of Health Sciences, 

University of Otago, Wellington,t “it's almost a university training staff, bottom up, I mean I think 

Gisborne is doing some training and stuff, where they're trying to integrate them in with things, so 

they have their house surgeons working together” (3). The IPE was also being conducted in Hauora 

Tairawhiti DHB with final year dental students providing clinical support. However, because of the 

time input required, that part of the scheme has now been discontinued.  

For a few participants, oral health had gradually become more incorporated into the general medical 

practice in the hospitals, such as in paediatrics: 

we have it right here with the child development team and with paediatrics and whatever 
now, we are actually in the patient pathway to some extent, but only as good as the person 
who is referring on.  But at least we're in there. I want us to be part of post-immediate 
diagnosis of that VSDu or whatever that's that where is dental here before these teeth 
arrive and education in terms of overall oral health as part of general health. That would 
help to address that problem [need], you're still going to have a problem with peoples' 
housing and how much money is coming into that household. But that should be at least 
be considered part of it all…[it] would be a major step forward (9). 

                                                           
s University of Otago’s community clinic; for details see Section 5.4.10 Successes. 
http://www.tekaika.org/nihotaniwha  
t https://www.otago.ac.nz/healthsciences/staff/ipe/index.html and 
https://www.otago.ac.nz/otagomagazine/issue35/otago048753.html  

u Ventricular septal defect 

http://www.tekaika.org/nihotaniwha
https://www.otago.ac.nz/healthsciences/staff/ipe/index.html
https://www.otago.ac.nz/otagomagazine/issue35/otago048753.html
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Some participants’ comments indicated that the key to improving the visibility of the hospital dental 

service and raising awareness of oral health in general within DHBs was the inclusion of non-clinical 

time in the clinical director role to advocate for the hospital dental service. Those who had such 

capacity were able to attend management meetings and meetings associated with planning and 

funding, liaising with other hospital services, and other strategic actions. For example, one such clinical 

leader said, “I could see in other places, if you had a relatively low profile person – yeah, it [the dental 

service’s visibility] could sink beneath the radar a bit” (10). The lack of visibility of oral health appeared 

to be a substantial barrier to action to address the concerns about low-income adults’ dental care. As 

such, several participants highlighted the need to raise the profile of oral health and awareness of the 

issue through greater advocacy. However, they pointed out that “there’s no real group advocating – 

no community group – really advocating for that group [low-income adults] either. (10) Some 

questioned who would or could take the lead, such as this clinical leader who said, 

it is a matter of trying to raise the priority of that [low-income adults] really in the central 
within government, virtually. To try and effect some sort of - I know Labour has sort of said 
it wouldn't be doing it in this term and there's vague sort of murmurings about later on. 
But I think there's a huge unmet need and to some degree we just basically, we don't 
ignore it but we do what we can and that's basically all we can do. It is a major problem 
and various politicians have tried to do things about it, but frankly we're down the list of 
priorities, really. That's the reality of it. Trying to raise that, trying to raise that, the profile 
and the reasons and an effective way really. How do you do that?  That's the big challenge, 
and who is going to lead that – because we all get very involved in our own DHBs… let 
alone at a higher level. So there's very few people who have got the time to, at a sort of 
more national level approach. (8) 

However, for some, knowing that treatment need outweighed capacity and that there was potential 

for that need to substantially increase, raising their service’s profile was potentially problematic given 

the current levels of resourcing. A few suggested that keeping a low profile assisted workload control. 

For example, a clinical leader was somewhat relieved that their service was “not promote[d] as being 

available” (11). Another said, 

It’s one of those ones we don’t want to advertise either because if a patient is suddenly an 
inpatient they’re actually entitled to free care – so I guess I do emergency stuff – but if 
every patient came in and said they had a broken tooth or toothache, we’d be busy – 
because it’s free.  (13) 

The need to emphasise the value of oral health among the population was also raised by a few clinical 

leaders. The lack of understanding of the importance of oral health contributed to the pressures being 

placed on the overall dental systems in New Zealand. One such participant also said that a more 

comprehensive approach was required when considering national level actions: 

I’m heartened by the fact that there’s public health initiatives on fluoride and a lot of 
discussion about sugar in diets and things and maybe we can start creating something to 
start reducing the demand for our service – that would be brilliant. That also needs to 
come with a lot of wrap around services so people actually value their oral health because 
traditionally I think people in New Zealand haven’t – they’re not delighted about going to 
the dentist and are they’re not proud that they’ve gone there and have sorted themselves 
out.  So that’s always going to be a challenge for us I think. (7) 

 



 

80 
 

5.4.8 Benefit of research 

A few participants commented on the opportunity the research process provided to reflect on their 

service and realise that, for change to occur, they should critically reflect on and evaluate their 

processes.  For example, 

I mean sometimes it [thinking about the service] is quite, quite good because you don’t 
often go back and have a look at your own service either so it is all, also quite useful 
sometimes you know having to answer your questions which makes you look at what you 
are doing. (2) 

Another said, when asked about the nature and effectiveness of the referral pathways in their DHB, 

I couldn't tell you how it's [the referral pathway] working, and it possibly means that it's not 

as smooth as it could be, so I guess yeah…I think we need better oversight as a system of what's 

happening…you know things just kind of happen, and they just go on happening, without it 

being necessarily the right thing to be happening. (18) 

5.4.9 DHBs without hospital dental services or with services of limited capacity 

Interview data indicated that the resourcing (i.e. funding, workforce and facilities) of hospital dental 

services was a concern for almost all DHBs. Most participants expressed concern about their capacity 

to match the demand on the service and adequately meet the needs of their respective communities, 

especially in the context of an increasing and ageing population, greater prevalence of comorbidities 

and improved tooth retention, and more children requiring dental care under GA.  

However, inadequate capacity is more problematic in some DHBs/hospital dental services than others; 

in seven DHBs, the hospital dental service is of considerable or critical concern. Fivev either do not 

provide a hospital dental service or do not have hospital-based dental facilities in which to provide 

hospital-level care: Lakes, West Coast and Wairarapa, and Bay of Plentyw and Hauora Tairawhiti, 

respectively; the latter each employ (on a part-time basis) a local, community-based primary oral 

health care provider as a hospital dentist. Several of those DHBs serve regions with populations 

smaller than (or of equivalent size to) others that have hospital dental services with hospital-based 

dental facilities. Whanganui and Waikato DHBs have hospital-based dental facilities, but limited 

workforce capacity. In addition, the Auckland Regional Service has workforce, facility and funding 

constraints that are of concern. The situation in each of the DHBs is described and the specific issues 

relating to their regions presented. 

Bay of Plenty 

The Bay of Plenty DHB serves almost 240,000 people. It covers the fifth largest region in New Zealand 

and has one of the highest rates of population growth. In the year ending June 2017, the population 

increased by 2.2%, and it is expected to continue to increase. The region’s population is older than the 

national average, with a large proportion of people aged 50+. Further, the proportion of the 

population who identify as Māori is also greater than the national average (25.1% v. 15.8%); the Bay 

of Plenty’s Māori population is third largest in New Zealand. Those who are most deprived are also 

over-represented, with almost half the region’s population categorised as NZDep2013 Quintiles 4 

(23%) or 5 (most deprived) (25%) (Appendix 8).  

                                                           
v Waitemata not included as services are provided as part of the Auckland Regional Service. 
w At the time of publication, hospital dental services were being instituted in Bay of Plenty DHB. 
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The region has two hospitals (located in Tauranga and Whakatāne), neither of which has a hospital-

based dental unit. Currently, outpatient clinics are held in the private rooms of a community-based 

primary oral health care provider employed (salaried) by the DHB, who also provides treatment in the 

hospitals’ main operating theatres. Typically, general anaesthesia cases are seen first, followed by 

patients requiring treatment under local anaesthetic.   

The salaried primary oral health care provider is employed as a senior hospital dentist (SMO) at 0.6FTE, 

time, which includes hospital dental service head of department, COHS principal dental officer and 

SMO-level clinical time. Combined with 0.2FTE time provided by a contracted general dentist, the total 

FTE for Bay of Plenty is 0.8FTE. This equates to 0.3FTE/100,000 of the region’s population, which is 

substantially lower than almost all other DHBs with salaried hospital dentists or a hospital-based 

service. Moreover, it does not include additional hours provided by the SMO on contract. In 2017/18, 

Bay of Plenty DHB’s hospital dental service provided dental services for 626 inpatient and 917 

outpatient visits (by DHB of service), or 782 and 1146/100,000, respectively.   

By contrast, eight DHBs (nine, if including Southland Hospital) serving (often much) smaller 

populations have hospital-based dental units with almost 1.0 to up to almost 7.0 FTE dental staff; one 

of those DHBs is a regional centre providing tertiary dental services. For comparative purposes, Table 

19 presents data on workforce and facility capacity for Bay of Plenty and four DHBs with smaller or 

similar populations. 

According to the Bay of Plenty DHB participant, the current arrangement for hospital dental services 

attracts substantial costs, inconvenience and stress for all involved. For instance, Kawerau’s rural 

nature and high deprivation mean that patients from the area have difficulty accessing Whakatāne 

hospital, with subsequent very high rates of non-attendance. When asked whether there were 

population groups missing out on services in the region, the participant said that the lack of a physical 

presence at the hospital was a critical factor in meeting patients’ dental needs, “there’s a big gap of 

patients that we probably could be looking after who don’t come under us but I think it’s just more 

because of the lack of facilities”. Given the DHB’s population size, demographic characteristics and 

geographic distribution, the absence of a hospital dental service “stick[s] out like a sore thumb”.  The 

participant said that what is required is, 

a proper unit in the hospital where we could properly assess patients and do treatment in 
an actual clinic, rather than either having to book them onto a list to have treatment in 
the main operating theatre or refer them back to their dentist when they get discharged. 

Initiatives to reduce transportation barriers, non-attendance and waiting times have been instituted 

in the DHB. For instance, following the use of the paediatric team’s outpatient clinic, the appointment 

attendance rate has substantially improved to the point that it is now near 100%. Recently, plans to 

establish a dental unit within the hospital were initiated by a DHB senior manager. However, they 

vacated the position prior to arrangements being finalised and, since their departure, progress has 

stalled and the project “just sort of got left hanging…at the moment we’re just trying to work out 

where to next”. Cost and space were proffered as likely barriers to progress, with the latter being 

“pretty sought-after real estate”. Further, the lack of ‘visibility’ and status of oral health and the 

department within the hospital, DHB and its management, is likely to be another reason for lack of 

progress,  
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my assumption is that people know that there is a dental team, but we don’t have a base 
at the hospital – we don’t have a home at the hospital.  So we’re just sort of people 
wandering around I think. They know we’re there, but they don’t probably know 
specifically who we see or what we do.  I think they’re aware – because I go to the Head 
of Department meetings sometimes and other meetings – so they know that’s there’s 
dental people around but they’re not 100% sure what cases come to us….there are other 
services that probably have a lot more clout than dental. 

The biggest challenge to improving the situation was “trying to work through or work with 

management, senior management in the hospital, to get something sorted and sorted out soon”. 

Overall, given the available resources, the hospital dental service in the Bay of Plenty is being delivered 

to the best of the incumbent’s capacity and capability. However, the lack of adequate facilities and 

resources means the service provided is not equitable to that provided in almost all other regions in 

New Zealand. In addition, it is likely that many of the hospital dental service objectives and service 

specifications are not being adequately met in the Bay of Plenty region. Moreover, the service is not 

prepared to address the region’s future oral health needs. The hospital dental service in the Bay of 

Plenty DHB is of critical concern. [At the time of writing, plans are underway to establish a dental 

department in Tauranga Hospital.] 

Lakes 

Lakes DHB serves over 100,000 people; the proportion of Māori and people who are 

socioeconomically deprived is substantially greater in the Lakes DHB region than the national average 

(Appendix 8). The region’s hospitals are located in Rotorua and Taupō, neither of which have a dental 

department or an employed hospital dentist.x  Eligible hospital dental service users are currently 

clinically managed by a contracted community primary oral health care provider, Rural Dental Services 

Ltd. (http://ruraldental.co.nz/) either in the community (schools), or in theatres at Rotorua, Taupō and 

Southern Cross (private) hospitals. The region’s COHS clinics are also used for adult assessments. By 

contrast, four DHBs with smaller populations have a hospital-based dental service: Whanganui, 

Taranaki, South Canterbury and Southern (Southland). 

Comments made by the Lakes DHB participant indicated that, although most hospital-level dental 

presentations were being addressed, either by the contracted community provider or referral to 

neighbouring DHBs, there were “gaps that we have with the service in the hospital”.  Of most concern 

was the lack of services for mental health patients, along with emergency dental services.  

At the time of data collection, the Lakes DHB participant explained about the plans that had been 

presented to the DHB for the installation of one dental unit in Rotorua Hospital’s outpatients area and 

that they were awaiting the outcome of that decision. They said, if successful, it “will make a big 

difference for our community” and that “the implementation of the service in the hospital, this is the 

big challenge”, especially appointing a hospital dentist, managing the service and raising awareness 

among the community of the unit’s purpose. They were hopeful that, if installed, the unit’s value 

would be realised and that it would prompt expansion of the service, “I need to be realistic and 

probably show the Lakes DHB how this service will be used, and how much a month we have, justify in 

future an extension of the service.” 

                                                           
x At the time of data collection, the contracted hospital dentist had recently vacated the position. 
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[At the time of writing, the Lakes DHB participant advised that they were no longer with the hospital 

dental service, that the plan to implement a hospital-based service was transferred to surgical 

services, given they have responsibility for dental GAs. The plan is still active but has not progressed.] 

According to a clinical leader who has advocated for improved services at both Bay of Plenty and Lakes 

DHBs, it was difficult to know how to impress on management the critical need that exists for 

establishing oral health services for the high needs and vulnerable population in those regions, “I do 

not know what would improve that situation. Yeah, I am at a loss to know what will motivate them.” 

The hospital dental service in the Lakes DHB is of critical concern. 

Hauora Tairawhiti 

Hauora Tairawhiti DHB serves a widely-dispersed younger population (almost 50,000) that has greater 

proportions of Māori and people living in highly-deprived neighbourhoods than the national average. 

The region’s hospital is located in Gisborne. There is no hospital-based dental service. As in the Bay of 

Plenty region, Hauora Tairawhiti DHB employs a local practitioner as a hospital dentist on a part-time 

basis (0.3FTE) who undertakes hospital-related treatments in their own dental surgery. Currently, the 

clinical director role is split between the Community Oral Health and Hospital Dental Services. The 

incumbent has extensive experience in hospital dentistry and in-depth knowledge of the region’s 

population. At 0.6FTE/100,000, the workforce capacity and workload is “worrisome in what we are 

expected to do”.  

When asked about the need for a hospital-based dental service in the region, the participant 

responded, “absolutely, absolutely.  But it [instituting a service] would be gigantic and I don’t know if 

the DHB could afford to have a full-time dental programme there – it would be full every day.” Their 

comments also suggested that addressing the workload was likely contingent on finding an oral health 

care practitioner in the community who had sufficient experience and would be prepared to take on 

the role, “whether or not somebody else is going to be interested to get interested in the special needs 

area for the money that they’re going to get paid – it all comes down to the doe, ray, me”. 

The participant was of the view that practitioners coming into the service had to be able to cope with 

the demands of the service and meet the needs of hospital patients. As such, they thought the 

practitioners should be experienced and mentored into a hospital role:  

Well it’s [setting up of clinic] going to be dependent I would think on just how much money 
we’ve got but I’d certainly like to see a dental department set up with a full-time mentor 
there because when you hire young, new graduates, they don’t have the skills that are 
necessary to do the treatment – they need somebody with a few grey hairs and a bit of 
time and experience to make sure that they’re not getting out of their depth. 

They also suggested that community practitioners could also be part of the service’s future, although 

this also seemed problematic: 

I’d like to see some other people within the community sort of taking a role.  But there’s a 
lot of people who just don’t see that as being something which they want to commit 
themselves to. So that’s what I’d like to see…at one stage I should have some sort of a 
succession plan. 
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Since data collection, two community-based primary oral health care providers have joined the service 

at Hauora Tairawhiti; one attends for an afternoon every second week to maintain the dental fitness 

of patients with a history of rheumatic fever and another dentist to succeed and be mentored into a 

hospital role. Nevertheless, while this lessens the workload, it is likely that the current FTE (i.e., that 

since data collection) is not sufficient to need the community’s considerable oral health need.   

Ultimately, Hauora Tairawhiti hospital dental service was in a similar position to Bay of Plenty and 

Lakes DHBs, in that a physical presence within the region’s hospital(s) was needed, with good 

oversight: 

having a proper clinic where people can come to and get what treatment they need – but 
it’s going to need a person at the top to monitor the workers that are going to be there. 

Aspects of the hospital dental service in Hauora Tairawhiti DHB are of considerable concern. 

Wairarapa 

Wairarapa DHB serves approximately 45,000 people; the region’s hospital is located in Masterton. 

There is no dental facility within the hospital and the DHB does not employ a dentist. The key focus of 

the DHB’s dental service is children and adolescents. The only adult oral health service the DHB 

provides is a full clearance service under GA for CSC holders with comorbidities. For all remaining adult 

hospital dental needs, the service relies on local practitioners, together with the Hutt Valley and 

Capital & Coast DHBs. The participant acknowledged that it was likely that there were oral health 

issues with the high needs and vulnerable population in the region; however, they thought those 

issues lacked visibility among local primary oral health care providers, 

I think our service really is largely around children and youth, in terms of responding as a 
provider, and we've certainly got huge challenges in terms of oral health generally. In 
terms of yeah the sort of, I guess because that's where it is being managed, and we know 
what issues we've got, in terms of vulnerable adults, I guess our challenge is to actually 
understand better, what the need is that we need to be responding to, and whether we're 
responding to it appropriately.…Yeah, I would imagine they're the older people, but yeah 
I mean it's an issue, I guess it's, but it's not, I suppose because we, you know we don't have 
dentists that we employ, so it's not one that's necessarily getting a lot of air time within 
the DHB…it's not something that the private dentists are raising….It's not something that 
there's any noise about, that I'm aware of, yeah I mean I think there's huge unmet need in 
the community generally, for sort of lower level care, Well low-income adults, over 18 
really, the preventative care, not affordable.   

Raising the issue of high needs and vulnerable seemed to alert the participant to the needs of that 

group of patients and the need to reconsider the status quo,  

I think we need better oversight as a system of what's happening….You know things, just 
kind of happen, and they just go on happening, without it being necessarily the right thing 
to be happening. 

Participants from neighbouring DHBs confirmed that they received referrals from Wairarapa DHB. 

They commented on the capacity of local community practitioners to treat high-needs patients and 

concerns for the workforce, 

there'll be a number [of high needs patients] being seen in private practice by the dentists, 
but as they retire the younger ones aren't interested, they'll just try and send them to us, 
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we've got a lot of special needs patients from the Wairarapa on our books…now we see 
anyone that's referred but I think there's a lot that are sitting out there, not even being 
touched whereas ours, Hutt's historically always looked after its special needs quite well, 
so we've got plenty of capacity, and we see a lot of them….that's all just paid for by Inter-
District Flows…whether that was good value or bad value 

Aspects of the hospital dental service in Wairarapa DHB are of considerable concern. 

West Coasty 

The West Coast does not have a hospital dental service. A GA service for children and adults, is 

provided by a hospital dentist from Christchurch Hospital. However, there are no post-GA follow-up 

arrangements available, or any funding for them. All other patients requiring hospital-level dental care 

are seen at Christchurch Hospital.  As such, transportation is a substantial barrier for West Coast 

patients accessing hospital-level care. Undoubtedly, transportation difficulties are compounded by 

patients’ medical comorbidities, disability and other medical conditions, or pain. In particular, 

institutionalised high needs patients are most likely to have difficulty accessing dental care if they are 

not already cared for by their family’s primary oral health care provider. When asked whether a 

hospital dental service is required on the West Coast, the participant said, “the unmet need is definitely 

there”. 

The West Coast DHB does not have representation in the Southern Alliance (discussed in Section 5.5.1 

South Island Alliance). However, the Oral Health Development Group does include such 

representation, and it is currently investigating models of oral health care for the West Coast. The 

allocation of time devoted to clinical directorship/management of the service (as opposed to clinical 

time) at Canterbury DHB has facilitated the advocacy for a dental service on the West Coast. 

Aspects of the hospital dental service in West Coast DHB are of considerable concern, although it 

should be acknowledged that those concerns are in the process of being addressed. 

Whanganui 

Whanganui DHB serves a population of approximately 65,000, which has greater proportions of Māori 

and higher deprivation than the national average. The DHB has a hospital-based dental service, with 

two dental chairs operated by two SMOs (1.2 FTE/100,000). One SMO is local and employed by the 

DHB two days a week as SMO and COHS Principal Dental Officer; they also contract about 0.2FTE back 

to the hospital dental service to cover additional demand and the GA waitlists. Another SMO, located 

in a nearby city, visits on two days a fortnight to do a GA list and an outpatient clinic. The dental 

therapist workforce in Whanganui DHB is important to service provision, and high valued and 

respected. 

Despite appearing to be adequately resourced, workload is a substantial concern for the Whanganui 

DHB hospital dental service. The lack of junior staff—combined with the recent resignation of an 

experienced dental therapist able to treat adults under limited scope—has substantially impacted the 

main/local SMO’s workload. That the SMO contracts services back to the DHB also indicates the 

                                                           
y At the time of writing, CDHB were undertaking investigations to inform the establishment of a 

hospital dental service on the West Coast. 
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insufficiency of the current dental personnel FTE. Moreover, the ageing dental therapist workforcez 

(and in turn imminent retirement of the department’s dental therapists) is likely to further increase 

workload-related pressures. The lack of workforce capacity not only impacts staff but has 

consequences for patients, in particular longer waiting times, for example,  

a lot of the challenge is trying to provide timely services I think you know we will see 
someone and it has taken three or four months to see them and they need a tooth out but 
you know the appointment is eight weeks away….we are always feeling like we have to 
kind of close the door because we have too much to do and too many people to see. 

The lack of capacity is especially felt when patients’ dental-related problems arise out of normal 

clinical hours or when one of the SMOs takes annual leave, 

we kind of don’t have enough on the ground to kind of cover for each other…if it is kind of 
acute then they [patients] can come in to ED or to the GP or to see someone in town. But 
we, yeah don’t really have any other options…it has always been like that, we have never 
been, had…enough staff to provide after hours and on call services at our DHB. 

Given the nature of the patients presenting and subsequent treatment requirements, and the need 

to ensure dental cover at almost all times, to increase capacity and ease workload, it would seem 

prudent for a house surgeon to join the team.  

While the lack of workforce capacity was particularly evident at Whanganui DHB, there were 

indications that other smaller DHBs, such as those previously described with Hauora Tairawhiti, were 

experiencing similar issues. South Canterbury DHB, which serves a similar-sized population and has 

almost the same FTE allocation as Whanganui, was an exception. However, South Canterbury and 

Whanganui do not have the same ethnic and deprivation profiles, with the former’s population likely 

to be less vulnerable and at-risk. Accordingly, it is likely that South Canterbury’s oral health needs also 

differ; for example, Table 19 shows that Whanganui DHB’s number of outpatient visits was almost 

double that of South Canterbury. Moreover, unlike Whanganui, South Canterbury DHB has the 

support of a large, neighbouring DHB (Canterbury DHB) and the Southern Alliance (see Section 5.5.1 

South Island Alliance), both of which can advocate (and have advocated) for improvements in 

resourcing its hospital dental service, and in turn, reducing workload pressures. 

The current workload of the hospital dentists at Whanganui DHB is of considerable concern. 

Waikato 

There appeared to be some differences in the management and operation of hospital dental services 

across the DHBs, largely due to variations in the population they serve, the available personnel, 

expertise, facilities and other factors. Nevertheless, overall, most services had commonalities in their 

operation. In addition, smaller, regional DHBs throughout the country rely on their larger, more-

resourced, (typically) neighbouring DHBs to provide dental services; such services are purchased 

through Inter-District Flows. For example, Canterbury, Capital & Coast and Hutt Valley DHBs receive 

referrals from South Canterbury, Nelson-Marlborough, Wairarapa and other neighbouring DHBs.  

Generally, such arrangements work well; Waikato DHB was an exception. As a regional centre, 

Waikato DHB provides services for several small nearby DHBs. However, it appears that the hospital 

                                                           
z A national issue, particularly relevant to Wanganui DHB. 
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dental service is not coping with the demand generated by those referrals. The DHB has an 

appropriately equipped dental department; however, they have only 1.0FTE/100,000 and 1.2 

chairs/100,000 to deliver services. Thus, they lack the capacity to meet the demands of their own and 

other DHBs’ patients, and are struggling to maintain a service:  

The problem is our outlying DHBs don't have dental departments, don't have the services 
provided, and so by default it comes here….so we're under pressure. We're trying to 
provide some service but we can't provide everything to everyone. 

In addition, unlike some other larger DHBs, Waikato DHB allocates only two hours/week for the Clinical 

Director role. Therefore, they also have limited capacity to advocate for the implementation of 

hospital dental services in their neighbouring regions that either do not have a service or refer patients 

to them, as Canterbury DHB has been able to do for the West Coast and South Canterbury regions. 

Doing so would reduce the Waikato DHB hospital dental service workload.  Further, Waikato DHB’s 

hospital dental service differs to most other DHBs serving similar-sized populations. Its focus is surgical 

rather than dental, and that compounds the lack of workforce capacity. This difference is likely due to 

the way the department was initially established. A clinical leader explained, 

by default this department's come out of maxillofacial and has always been more - we are 
definitely more surgery orientated than a true dental sense.  So the dental side is really a 
cling on to the surgical specialist team, so it's more oral surgery than anything and it's an 
adults' GA.  Whereas the other dental departments I don't think are as medically organised 
as we are.  So we're more medically based than dentally based.  It's different to probably 
any other DHB. 

Other factors pressuring the Waikato DHB hospital dental service were the transient population, “lack 

of funding overall and the other thing for this particularly DHB I think at the moment may be a lack of 

strategic vision” aa  and given a considerable proportion of the Waikato population live in high 

deprivation, it is likely there are high oral health care needs.  

When asked how the hospital dental service at Waikato DHB could be improved, the participants 

agreed with their colleague who said, 

I'd like to see an expansion of the hospital dental service so that we provide a more 
comprehensive service in terms of dental specialists' availability.  So some form of DHB 
contract to dental specialists so that those groups of patients who require specialist 
treatment can access it.  Also I think we need more manpower, we need more dentists on 
board to provide a better service, not just a more comprehensive service but actually a 
more dentally-orientated service from the services that we actually currently provide or 
try to provide. 

Of particular concern to the Waikato DHB participants was the current lack of a relief of pain service 

for low-income adults, likely due to their low FTE capacity.  

The hospital dental services at Waikato DHB should be reviewed with a view to establishing a more 

comprehensive service, particularly a larger hospital dentistry component. 

 

                                                           
aa It should be noted that at the time of data collection, and at the time of writing, Waikato DHB was and is faced 
with substantial issues related to finance and personnel at Board and management levels.  
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Auckland Regional Service 

The Auckland Regional Service, managed by Auckland DHB,bb provides oral health services for three 

DHBs—Waitemata, Auckland and Counties Manukau. It services a large geographic area, and New 

Zealand’s most populous and ethnically diverse region. However, current resourcing and 

infrastructure do not meet the substantial demands placed on the service. For example, other than 

some GA services, Waitemata DHB does not provide a hospital dental service for its population, i.e. 

patients from the region have to travel to Greenlane for hospital dental services. In ADHB and CMDHB 

there are 

significant gaps in matching facilities to demand – that is there too few ‘chairs’ where we 
need them…and significant skills gaps – insufficient clinicians (general and specialists) with 
the skills, experience and interest in treating some patient groups such as  oral medicine, 
paediatric dentistry”. 

Overall, workforce capacity of the Auckland Regional Service is 1.2/100,000 population, with 1.1 

chairs/100,000, both being lower than the national median. 

Changes within the Auckland Regional Service have also impacted capacity. Rather than a single 

service incorporating hospital dentistry and OMFS, it has been essentially disbanded with the 

establishment of two separate Services: Auckland Regional Hospital and Specialist Dentistry (HSD) and 

Auckland Regional Oral & Maxillofacial Surgery (OMS).  The HSD provides hospital-based dental 

services and OMS is focused on the delivery of acute services to manage trauma and infection, and 

some elective work in areas that include head and neck cancer, orthognathics and temporomandibular 

joint treatment.  

The capacity limitations and constraints within the Auckland Regional Service are considerable. They 

have implications for high needs and vulnerable people from the wider Auckland region and referring 

DHB regions. The Auckland Regional Service should be reviewed to inform a plan to address its 

resourcing issues. 

Others’ perspectives 

Clinical leaders from several DHBs talked about DHBs with no (or a minimal) service, highlighting the 

subsequent lack of national consistency in hospital dental services. They considered it problematic 

because the needs of patients in those regions were not being adequately met. For example, a 

participant said, “other DHBs are not meeting those hospital specifications because they either don't 

have a department, don't have people available and don't provide a service” (9). Several participants 

from smaller DHBs confirmed this view; speaking of their outpatient service, one such participant said, 

“we’re a pretty small DHB and that’s part of the problem I suppose”. 

Several participants thought the solution to improving services in the smaller DHBs and those without 

adequate services again lay in increasing service visibility and raising awareness of, and advocating 

for, its need and importance at the DHBs’ funding and management levels. For example, a clinical 

leader said to get change in those regions,  

It is primarily [at a planning and funding level], yes it is. But it also is of course very 
controlled by the CEO. The direction that the CEO sets is, it permeates down the whole 

                                                           
bb https://www.healthpoint.co.nz/public/oral-maxillofacial-surgery/auckland-dhb-oral-health-service-
regional/at/greenlane-clinical-centre/ 
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organisation. So if, you know, it depends on how they've organised things and what their 
philosophy is and how they, what they prioritise. Yeah, and so it comes from the top really. 
You've got to, you've got to try and influence the top people to then influence how it is 
funded. (8) 

 

 

 

Table 19. Comparison of hospital dental service capacity of DHBs without a dental service or 
limited services with hospital dental services in similar-sized or smaller DHBs 

DHB Population FTEa/100,000 No. of chairs/100,000 

Limited DHBs    

Bay of Plenty 238,380 0.3 0.0 

Lakes 114,410 0.0 0.0 

Hauora Tairawhiti 49,050 0.6 0.0 

Whanganui 64,550 1.1 3.1 

Waikato 419,890 1.0 1.2 

Auckland Regional 
Service 

1,737,820 1.2 1.1 

Comparison DHBs    

Northland 179,370 2.1 4.5 

Hawke’s Bay 165,610 2.8 2.4 

Taranaki 120,050 2.7 3.3 

Nelson-Marlborough 150,770 3.1 3.3 
a not including OMFS    

5.4.10 Successes 

All participants were asked to provide some examples of activities or aspects of their service that were 

working well or that benefitted their patients. Positive aspects of their service mentioned included, 

relationships within hospital dental departments and with other hospital services, the combined 

hospital dental and community oral health services clinical director roles, community care and a range 

of smaller initiatives to improve services. 

HealthPathways  

Oral health HealthPathways has been implemented in some DHBs, with the standout being Canterbury 

DHB. Canterbury DHB has led the way in the use of HealthPathways for oral health, both in the 

community and within the hospital. They have also shared their oral health HealthPathways with other 

DHBs for local adaptation and implementation.  

Participants from hospital dental services in DHBs with oral health HealthPathways said the system 

has several benefits. For patients and external providers accessing the hospital dental service, it 

facilitates referrals, providing consistency and clarity:  
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for us being part of HealthPathways, we have to be fairly transparent what we do, and so 
if everything's transparent, it makes it easier for everyone to see, including the patients….it 
makes life very clear of who we accept, why we accept it, why we don’t, the information 
is readily available especially to doctors.  

It supports general dental practitioners in the community to provide care for patients they would 

otherwise refer to the hospital service, but who could be treated equally well in the community, as 

these differing HealthPathways users explained: 

you’re sitting at your dental practice…oh I’ve got a warfarinised patient – they got to 
HealthPathways and go check the INR – less than three – do it yourself.  And put stitches 
in and pack it or whatever. But if they need multiple extractions then maybe we’d see 
them. 

Let’s say special needs if it’s for an extraction we can provide them [community dentists] 
with information these days through HealthPathways about how they go about doing 
that. Well dabigatran, the bisphosphonates, so we've got quite a good section…so there's 
not just the pathway, how to refer and when to refer and we're saying ‘no, no, no’. We 
have a PDF print out of how to assess, what to look for, when to refer, for dentists. So 
there's the patients on bisphosphonates or any of these medications, you know many 
patients, and so when we get a referral, we often say ‘no’, and ‘check HealthPathways or 
print out the PDF and send it back with the ‘no’ letter’. So it's warfarin medication, and the 
other group that we are seeing much less of, is the patients with inherited bleeding 
disorders, who are not needing very much invasive dental care. We have a very nice 
spreadsheet where the dentist, which is on HealthPathways, inputs what they want to do, 
patients names, they fax that off to the haemostasis service, and the haemostasis services 
goes, sends back to that dentist, whether or not they need cover, depending on what the 
dentist is planning to do, and some of the dentists even arrange for that to happen at the 
hospital, and the patient goes back to the general practice. What we're doing is 
facilitating…So it's inherited bleeding disorders, the anti-resorptive medication and the 
warfarin would be our three biggest ways to keep more care in the community.    

By supporting general dental practitioners in this way, oral health HealthPathways potentially reduces 

the pressure on the hospital dental service and workforce.   

To reduce the burden generated by toothache presentations on the hospital dental service and ED, a 

few DHBs had implemented a toothache pathway in HealthPathways. For use by general medical 

practitioners, the toothache HealthPathways provided information on treatment or referral criteria; 

it included: 

what to look at, what to consider and when to refer…is it acute, are there some red flags, 
is there swelling, is there temperature, is your eye closing, you know if that's the case refer 
to maxfax, or house surgeon on call, if its pain and no swelling, no temperature consider 
antibiotics, consider analgesics and these are the subsidised dental options, and these are 
the non-subsidised dental options if the patients over eighteen, and these are the options 
if the patients under eighteen…it's more so that ED doesn't become inundated with 
toothache…Mind you, you know it's similar in other aspects of health too isn't it, they don't 
want to be the primary care provider, for people who've got you know respiratory 
infections from their viral cold you know.  

By including oral health in other medical conditions’ HealthPathways, it appears that HealthPathways 

also assists in ensuring that patients receiving treatment for those conditions that have implications 
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for their oral health are seen, and treated and supported appropriately and in a timely manner. For 

instance, Canterbury DHB’s HealthPathways has information on eligibility for several hospital dental 

procedures, including orthodontic referrals, surgery, patients taking warfarin, facilitate referrals for 

full clearances for their patients, providing information on non-acute assessments and who will be 

seen and not seen by the service, management of people on warfarin or taking bisphosphonates, oral 

ulceration and ‘lumps and bumps’ (http://edu.cdhb.health.nz/What-We-Do/Projects-

Initiatives/Health-Pathways-Health-Info/Pages/default.aspx).  

 

A participant explained how this aspect of HealthPathways works: 

So what happens, when you have a pathway, so say I'm a geriatrician and or a GP, and I 
want to prescribe bisphosphonates, or an oncologist, so they will use their prescribing 
bisphosphonates clinical pathway, and embedded in that clinical pathway is drop down 
box, consider oral health, and if you meet these criteria, which is you're having the 
bisphosphonates for oncology, you have a neoplastic disorder, you are having and you 
know other immunise suppressant medication, then refer to the hospital dental service, so 
the dental referral is embedded in the medical pathways, that's one example of it  

The participant continued, “ED wanted a whole dental acute, dry sockets, trauma as well as toothache, 

so and that's all going to go on the hospital health pathways for the ED house surgeons”. 

In addition, those with Hospital HealthPathways did not appear to have the previously described late 

referral issues of some other hospital dental services. They said this was because HealthPathways,  

helps to clarify within-hospital transfers and requests for care…we get to see them within 
enough time to be able to provide either urgent care or we can defer care or whatever….[it] 
provides a forum for discussion with the various departments to sort out what needs to be 
done or how it needs to be done and our restrictions and their restrictions or their point of 
view. So it has made things like that fairly seamless.…there’s generally fairly good 
agreements amongst departments on what we provide and how we provide it. 

Moreover, HealthPathways has the potential to improve within-hospital referrals. For example, 

Canterbury DHB’s pre-interview data indicated a higher proportion of referrals from within the 

DHB/hospital than almost all other DHBs (Table 10). When this was queried with the participant, they 

said they thought it was most likely a result of Hospital HealthPathways, “which again helps to clarify 

within-hospital transfers and requests for care”. 

According to participants whose DHBs had instituted oral health HealthPathways, the system 

enhanced the visibility of oral health and the hospital dental service within the community and the 

DHB. One said,  

one of the negative sides of it [HealthPathways] is we put things in boxes all the time, and 
constantly put them in the box of this is our pathway for the low-income, this is our 
pathway for the adults with special needs, this is our pathway for pre-oncology and we, 
but it’s helped us be clear…knowing what we had to do, and what we were actually doing, 
and we had to say why we wanted to still be in the, in the DHB campus rather than off-
site. And so by looking at what we had to do, we were able to say actually no we deserve 
to be here, we should be here and we can win other people over. So it helps you define 
your service, which has been for us incredibly valuable. 

http://edu.cdhb.health.nz/What-We-Do/Projects-Initiatives/Health-Pathways-Health-Info/Pages/default.aspx
http://edu.cdhb.health.nz/What-We-Do/Projects-Initiatives/Health-Pathways-Health-Info/Pages/default.aspx
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As a consequence, the previous participant said that that those involved in developing new pathways 

are now much more aware of the need to include oral health and to consult with the hospital dental 

service, “so when new pathways are developed by, you know by GPs or with hospital specialties, there's 

enough awareness of oral health within the HealthPathways critical team. Then they'll come to us”. 

HealthPathways also facilitates the breaking down of the traditional oral health and general health 

silos, and considers oral health as any other health condition. A participant explained that by having 

oral health HealthPathways, oral health then becomes “part of general health, because it's not just 

dental health pathways it's HealthPathways for clinical conditions”. 

For some participants, developing oral health HealthPathways has required some self-reflection and 

re-evaluation of their service, which they saw as a positive because it has helped them better 

understand and improve their service: “we've had to, we've had to document everything we do and 

understand as a group why we do it, and what our priorities are, it's helped us to be proactive as well 

as reactive“. 

There were some limitations and challenges to the implementation of oral health HealthPathways 

that would need to be overcome for its greater success. While some participants said HealthPathways 

was “completely embedded in general [medical] practice” in their region, its use among community 

dental colleagues was generally sub-optimal. A reason, they thought, was the division between oral 

health and general health care, “dentistry has divorced itself from general medicine so 

[HealthPathways] is a hard concept for them [general dental practitioners]”. Others explained the 

challenges in implementing HealthPathways among general dental practitioner colleagues given the 

perceived disconnect between general and hospital dental practice, and the need for the two to work 

more closely:    

general dental practitioners speak a different language, have totally different, um, 
motivators, and are not really interested about what's happening in the public system. So 
whenever we try to engage with them, it basically falls on deaf ears.  

What happens is that when we talk to them, the general dental practitioners—and I’m 
using the wrong language already, ‘cos we should be working together—but I think they 
feel as though we're telling them what to do, and they don't like that. So most of the 
general dental practitioners are not engaging in using HealthPathways….[they] don’t see 
it as being relevant to their day to day life…I think they're living a different practicing 
environment….the thing is though, is that it has to change because of the elderly, and 
because of our chronically unwell. We either have to develop a completely different health 
system, to provide care for those groups, and I find that hard to imagine, there is scope for 
oral health therapists and hygienists to become a bigger part of that workforce, or general 
dental practitioners need to become involved and engaged. 

Community care 

In early 2018, the iwi-driven health hub Te Kāikacc opened in Dunedin. The University of Otago is a 

partner in the initiative, which aims to provide affordable, high-quality health and social services, 

including oral health services. The Otago participant explained: 

Te Kāika is a general practice clinic for general dental care. Four dental chairs and serviced 
by undergraduate students and qualified general dentists. Whereas the dental school 

                                                           
cc https://www.otago.ac.nz/healthsciences/news/otago678072.html 
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offers a full range of specialist services, far more comprehensive level of care, Te Kāika s a 
50/50 initiative between the University and Te Mataora and as far as the focus is to 
provide a culturally sensitive holistic care in a, we call it, Te Kaika means the villages, like 
a village concept. So we've got a medical practice combined with a dental practice, 
pharmacy, physio, special services and it's a community kind of meeting point, if you like. 

According to the participant, the initiative was particularly beneficial for those high needs and 

vulnerable people who would typically fall into the ‘as capacity allows’ patient group: 

It really ticks the box of the high needs/vulnerable in that we've got a greater percentage 
of people who tick that box probably arriving there as a proportion of patients than we do 
here [Dental School]. So we recognised that there were some access issues for some people 
in the Dunedin community, even the dental school's a significantly lower rate [fees] 
because it's not always just about money. Sometimes it's about institutional structure 
barriers to care or perceived barriers, some of them are psychosocial barriers. So Te Kaika 
needful to reduce those barriers and for people who might find coming to the dental school 
uncomfortable they are hopefully more comfortable there. 

Working relationships 

Almost all participants described the collegiality they experienced and the good working relationship 

that existed, among their hospital dental service staff, and having a “happy department” (14). The 

majority of clinical leaders’ views aligned with a colleague who said of their department, 

I would say the teamwork here is fantastic between the senior staff, the trainees, the 
registrars, the house surgeons. We've just got a really good ambiance that we, I think, 
perpetuate on a daily basis through a lot of sharing. There's no blame culture here, we all 
make mistakes, we all help one another out and I think that's very important that we can 
foster that and bring that forward and that's why it's a good place to work. (9) 

Overall, participants reported having good access to (and working relationships with) other clinical 

and medical support services within their DHB. Although participants said that they accessed most 

other services within their hospital, they worked predominantly with colleagues from the ear, nose 

and throat (ENT), haematology, cardiology and paediatric departments. The majority of participants 

said that they were typically included in the multidisciplinary team meetings for oncology patients and 

were often involved in the treatment planning and management of other patients, particularly 

haematology. Clinical leaders from departments without specialist/tertiary oral health services also 

seemed to have good access to specialist oral health colleagues in other DHBs. For instance, 

participants said, “I feel our specialists have really good relationships within the hospital across 

departments – so it’s easy to access the care that’s required – without overloading the service” (7) and 

“we have a really good relationship with the rest of the hospital, we’re really lucky and they really value 

our relationship as well…we’re quite highly respected by our medical colleagues which I think is really, 

really, really important” (12). The latter participant went on to say that they thought this was the 

result of having worked on building relationships by having “turned up to meetings, turned up to the 

medical executive leadership meetings and being involved in general hospital proceedings and 

volunteer for groups” (12). 

Some participants commented that the good working relationships among the dental team and with 

others in the hospital were reflected in the service they provided for their patients, for instance: 
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I think we, the oral health team, the clinicians we are all, we work well together as a group, 
and you know we work for the welfare of the patient, you know patient comes first, and 
the other thing is I believe we do have a good, relationship with the other medical and 
surgical teams around the hospital. Processes and stuff have been set, yeah in terms of 
referring and looking after each other's patients. (17) 

A few said that arrangements within the service that encouraged continuity of care among special 

needs patients were important, as were stability of staff and processes. 

For good oral medicine care, the oral medicine specialist interviewed emphasised the need for liaison 

and working with other specialists within the hospital service, especially ENT, oncology and neurology. 

They also thought it was important for oral medicine to be included in DHBs’ continuing medical 

education sessions. Further, given optimal oral medicine services are reliant on good communication 

and relationships, the participant said it was important that oral medicine specialist had a physical 

presence in the hospital. 

Combined clinical director roles 

Clinical leaders who shared hospital dental and community oral health director roles in their DHB 

thought that, generally, the direct service flow that resulted from the linkage between those services 

was particularly beneficial and provided for a more efficient service, “we’re a seamless service in that 

we are very, very linked with our community oral health service”. Others said,  

we provide quite a comprehensive community service which is kind of backed up and yeah 
has kind of a direct referral in and out of our hospital specialist service. 

finds links from the community to help get those patients into see us.  So whether it’s our 
public health nurses, or our support nurses in the hospital that work in the community – 
those sorts of things.  So I think just the link between what happens in the community in 
terms of dental and in the hospital – that link is so much better. 

I think that the streamlinedness between the community and the hospital is really good.  I 
think we don't muck children around as much as some other DHBs when they come in for 
care….because the same community dentist that assesses them is likely to be the surgeon, 
or the surgeon and we'll, you know, obviously before surgery in the same way.  Our repeat 
GA rate is extremely low. 

Nevertheless, several participants, including those working across both services, thought there was 

room for improvement, “I work both over the community oral health service and within the hospital 

service – I think one thing we could do a little bit better is make our communication between the two 

a little bit better”. Several other participants said that they were working on improving communication 

between their service and other hospital departments, for example, referrals from paediatrics. 

Other initiatives 

When responding to questions, several participants during their interview described initiatives that 

had been instituted to improve their hospital dental service. A previously mentioned scheme was the 

hosting of ED staff (particularly house surgeons) in the dental department. Another was the recently 

instituted appointment system for Southland Hospital’s acute mental health patients. To improve 

services and reduce missed appointments, when well enough to receive dental treatment, patients 

were transferred to a day-stay facility near the dental department and contacted as soon as an 

appointment became free, and seen on the day. This system reduced waiting times for the patients 
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and they were treated in a timely manner. Feedback was positive, “[it] seems to be working quite 

well”. In Hauora Tairawhiti, the Hapu Mama Oranga Niho Service has successfully provided a publicly-

funded oral health and oral health promotion service for expectant young mothers. 

In addition, participants from relatively well-resourced hospital dental services, in terms of diagnostic 

tools and specialist staff, typically reported having efficient and effective services.  

The formation of the South Island Alliance has been particularly successful for the South Island DHBs. 

Section 5.5 describes and presents the relevant findings on Alliances.  

5.4.11 Implementation of the 2012 High Needs and Vulnerable Report recommendations 

The 2012 High Needs and Vulnerable Report3 found there to be: 

1. A lack of national planning for hospital dental services, or adequate regional arrangements, to 

accommodate variation in service distribution, resources and workforce. 

2. No common definition of ‘high needs and vulnerable’ groups. 

3. Resource constraints. 

4. A range of clinical leadership capacity and capability across DHBs. 

5. A need for reliable, appropriate and affordable training that will develop an appropriately 

skilled workforce.  

Recommendations to address those gaps in service were: 

1. Working with the NZOHCLNGdd Executive on a process to engage and consult with relevant 

stakeholders. 

2. Promoting more consistency and equity of access of service.  

3. Promoting more regional collaboration and planning. 

4. Building a skilled workforce ‘fit for purpose’ by developing a workforce plan.  

5. Considering alternative pathways of oral health care for low-income adults.  

6. Monitoring progress in improving provision of services to high needs and vulnerable 

populations.  

The current report did not set out to evaluate the progress on the implementation of the previous 

recommendations. However, given the key findings of this report (Section 5.6.2), it would appear 

progress has been limited. The formation of the South Island Alliance partially addresses Point 3 

Promotion of regional collaboration and planning; the following section in this report provides the 

results from questions posed to determine its success. In addition, as previously described, the EOHR 

programme seeks to work, and implement their system, regionally. Section 5.4.10 described some of 

the locally-implemented initiatives that address Points 2 and 5. Recommendations resulting from this 

report are presented in Section 5.6.3. 

5.4.12 Summary 

Changing nature of patients referred and treatment need  

Almost all participants thought that the nature of the patients referred to, and treated by, hospital 

dental services had changed. They said they had noticed that greater proportions of people with co-

morbid conditions and older people now present to the hospital dental service than ever before, and 
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increasingly, those groups are dentate. Consequently, patients’ oral health management has become 

more complex. The majority of participants also said that, in recent years, more children are being 

referred by the COHS for treatment under GA.  

Resources and capacity 

In the majority of DHBs, the changes in the nature of patients had consequences for the management 

and provision of hospital dental services. Staffing levels and workload were of particular concern to 

almost all participants. Most clinical leaders thought that, to appropriately meet the complex needs 

of their high needs and vulnerable patients, experienced dentists, especially senior dentists, and 

specialists, were required in the hospital dental service. Several participants were particularly 

concerned about the oral maxillofacial surgery (OMFS) and oral medicine workforces, citing challenges 

in the training and recruitment of New Zealand OMFS clinicians, and in recruiting overseas-trained 

oral medicine specialists because of registration challenges. Suggestions participants made to address 

those issues included undertaking OMFS workforce planning, establishing an OMFS centre of 

excellence, ensuring each tertiary centre had oral medicine specialists, instituting career progression 

processes in DHBs and providing more opportunities for distance specialist training.  

Several participants also said that, to accommodate the increased workload in their hospital dental 

service, the recall periods for core hospital dental service patients receiving continuing care are being 

extended or rather than seeing some high needs and vulnerable patients for continuing primary care, 

they were referred back to their community-based primary oral health care providers. Almost all 

participants said that their service lacked the capacity to provide emergency and/or basic dental care 

for low-income adults. In several DHBs, ‘low-income adults’ were provided with a one-off episode of 

treatment or the option of a full dental clearance. Those patients, and those people declined access 

to the service, were then typically returned back to their community-based primary oral health care 

providers.  

Some participants highlighted the contradiction in the HDS T2 service specifications between the 

‘mandatory’ requirement and the ‘as capacity allows’ clause. Several were of the view that the latter 

introduces inconsistencies among DHBs in the services provided and data collected. 

Hospital dental services in which the clinical leaders who were allocated non-clinical time appeared to 

have greater capacity to advocate for, and participate in, their DHB’s strategic planning of their service 

than those who did not. In turn, their hospital dental service seemed better resourced than services 

in which the clinical leaders’ time was purely clinical. Hospital dental services’ interaction with 

planning and funding services within DHBs appeared mixed; some clinical leaders said they had little 

contact with planning and funding, whereas others had a good relationship with them. Overall, all 

participants said they enjoyed good working relationships within their team, and with other hospital 

services. Nevertheless, the majority of participants said they received inpatient referrals very late, 

which they said was frustrating and placed unnecessary pressure on the hospital dental service. 

Participants’ responses when asked about the credentialing processes in their hospital dental service 

indicated that they varied among DHBs, with some having regular formal processes while others were 

more informal or minimal. Further, several participants also said that their service’s external providers 

are not included in the process.  
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Comments from a few clinical leaders indicated the lack of meaningful reporting requirements for the 

hospital dental service. They also appeared unaware of funding and planning arrangements, their 

comments suggesting that there is little data to inform business cases and decision-making for clinical 

leaders to monitor and improve resourcing and services for patients and to reduce staff workloads.  

Clinicians’ access to patient records was mixed. Typically, participants described fragmented systems 

within the DHB and between the hospital dental service and the COHS. Almost all clinical leaders 

agreed that, to assist them in appropriately diagnosing and planning the treatment of their high needs 

patients, they need to have all of their patients’ medical records available to them. 

Low-income adults 

According to most participants, it was likely that not all high needs and vulnerable patients were being 

seen by the hospital dental service. The most commonly mentioned groups missing out on services 

were older people, low-income adults, mental health patients and those in residential care. The 

majority of participants said they would like to improve or increase their service; however, doing so 

would increase workload beyond the services’ current capacity. Almost all participants agreed that, to 

address this issue, more resources—staffing and funding—would be required. 

All clinical leaders were able to identify the hospital dental services’ priority groups and thought that, 

generally, they were providing an adequate service for those patients. There was less certainty among 

almost all participants on the eligibility of those people who did not clearly fit within the core patient 

category for the hospital dental service, described by several participants as a ‘grey area’. Typically, 

they were patients who were categorised as ‘as capacity and funding allows’, usually low-income 

adults. The eligibility of those groups of people appeared to be more arbitrarily determined, and thus 

differed by DHB.  

In all DHBs, the criterion for ‘low-income adult’ was a CSC, although many DHBs also required the 

presence of a co-morbid condition. A common theme raised by the majority of participants was the 

inadequacy of the CSC to identify low-income adults. Most participants had observed that people who 

were just above the threshold for a CSC but could not afford oral health care in the community—‘the 

working poor’—struggled to access any oral health care. Almost all participants acknowledged there 

is considerable unmet oral health need among low-income adults in New Zealand. To address the 

issue, several called on central government to act. 

According to almost all participants, low-income adults were the most impacted by the increased 

workload generated by the greater complexity in treating patients who required hospital-level care. 

Almost all participants thought that low-income adults (and some patients with higher health needs) 

could, and would, be more appropriately treated by primary oral health care providers in the 

community. They said that doing so would reduce pressures on the hospital dental services and other 

hospital services, such as ED, and allow the hospital dental service to focus on treating their core 

patients. However, they also thought that shifting oral health care back to the community providers 

would be challenging. Many clinical leaders were of the view that, in general, community providers 

likely lacked the capacity, and/or confidence, skill and experience, and/or motivation and interest to 

treat patients with more complex health conditions.  

Several clinical leaders said that some of their service users have difficulty physically accessing or 

attending the service. Comments from clinical leaders who operated out of multiple sites and/or 
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mobile surgical services indicated the benefits of those facilities in improving physical access to the 

service, and reducing waiting times and pressure on the service. Very few hospital dental services 

provide domiciliary services. While most participants said that providing such services would be 

beneficial, staffing and resource constraints prevented them from doing so. 

Lack of visibility and prioritisation of oral health and the hospital dental service  

The lack of visibility of the hospital dental service and the importance of oral health within the DHB 

was a key focus in almost all interviews. Most participants’ comments indicated that their service’s 

low profile made it more difficult to obtain support for greater resourcing of the hospital dental 

service.  

DHBs without hospital dental services or with services of limited capacity 

There are seven DHBs in which the hospital dental service is of critical or considerable concern. This is 

because there is either no hospital dental service provided, no dental department physically located 

in the hospital and/or that the existing hospital dental service has limited capacity, primarily sufficient 

dentist FTE, to meet the needs of the high needs and vulnerable population in those DHBs’ respective 

regions. Hospital dental services at Auckland Regional Service are also of concern as it faces 

considerable resource limitations and constraints that impact its ability to serve its diverse, large and 

increasing population.  

Successes 

Several DHBs have implemented successful initiatives to improve oral health services to the high needs 

and vulnerable population. The most successful appears to be the implementation of oral health 

HealthPathways. The few participants who were currently using HealthPathways for oral health 

referrals and treatment in their DHBs thought that oral health HealthPathways improved the visibility 

of oral health and their service within their DHB and other hospital services. It also improved referral 

quality, assisted in managing workload and supported community-based primary oral health care 

providers when treating more complex patients. They also thought the differing treatment 

philosophies and models of oral health care delivery between hospital and community-based primary 

oral health care providers had the potential to challenge greater use of oral health HealthPathways. 

Other successful initiatives included those to improve working relationships with other hospital 

services, establishment of community services and improved processes for appointments for mental 

health patients.  

Progress on implementing the recommendations of the 2012 High Needs and Vulnerable Report has 

been limited.  

5.5 Regional DHB Alliances 

Regional Alliances are seen as an essential strategy for improving coordination and consistency in 

service provision. These are considered below.  

5.5.1 South Island Alliance 

All South Island participants were asked their views on the South Island Alliance and about its impact 

on their service. They all spoke very positively of the Alliance, saying that it had improved 

communication, formalised relationships and generated greater collegiality among the South Island 

clinical leaders. As a consequence, almost all participants thought the Alliance provided an ideal forum 
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for joint problem solving, be it clinical or management issues, being valuable for “working out hiccups” 

or “tricky topics…a good interface for thrashing out some stuff”. Their views were summarised by an 

Alliance member who said, “I really enjoy going to the Southern DHB Alliance meetings and sharing 

problems and coming out with solutions together, it's great.” The peer contact generated by the 

Alliance appeared to provide most clinical leaders with reassurance about their work, for example, 

“it’s nice to have colleagues who understand, who can say hang in there, we get it, we’ve got the same 

problems in our world” and “it’s just knowing how others cope with the same things that we’re thinking 

about or bothering about”. This aspect was particularly relevant for those from the smaller DHBs, who 

appreciated having the support and subsequent increased confidence in the service they were 

providing. For example,  

the potential for us to have e-conference – like more regular meetings – each of us bringing 
cases to the table and having video conferences and saying – hey look at this, give me 
some input on what you think I should do with this.  So the potential to care for some of 
our complicated patients is really enhanced by having that framework.  

we do feel isolated and it is really interesting to hear how the other larger areas are 
managing things – to find out that we’re really no better or worse.  And that’s quite 
reassuring when you’re basically one or two of you – so that’s been good.  

Information sharing was another key benefit of the Alliance mentioned by almost all South Island 

participants. Some raised the point that “sometimes the strategies developed are shared. We’ve seen 

the gain from having access to the Canterbury HealthPathways documentation to help us and our DHB 

develop ours, there’s a lot of collaboration there, it’s been great”. Some participants also thought that 

such information sharing improved system efficiencies. For example, a participant thought that “us all 

working and reinventing the wheel in each little place is just crazy”, and continued, saying that the 

Alliance provided “one bargaining power – one organisation that bargains for the support” for 

resources, citing electronic information systems as an example, otherwise “it feels like everyone’s 

paying for the same thing”. 

Concerning the impact for high needs and vulnerable patients, some thought the Alliance gave the 

clinical leaders “the ability to discuss the same problems to try and get consistent care” and identifying 

“priority around definitions of outpatients and help to define who we will see and what we shouldn’t 

see”. A few also mentioned benefits for the workforce, such as the potential to provide a “South Island-

wide solution” to the future OMFS workforce issue they were facing. Another participant discussed 

the benefits of having representation from the Dental School for postgraduate specialist training, 

until recently we haven’t really had the support of Otago – you know a special needs 
specialty – a hospital degree – post grad wasn’t really available – or it was very difficult to 
gain that specialist qualification – so with the support of all the DHBs in the South Island 
in particular, and supporting Dental School and thinking about in the future the possibility 
of outreach and those kinds of concepts – I think it’s really exciting thinking about e-
consultations or outreach clinics or maybe some of the post grads could come and sit in 
the clinic and realise that actually everyone doesn’t do it the way that Dunedin does it 
because we’re different. And I think the potential there for both post grad. students and 
actual hospital dental departments is looking very bright. 
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5.5.2 North Island  

The South Island Alliance and its purpose were described to clinical leaders from the North Island 

DHBs. They were then asked for their views on the formation of a similar network in the North Island 

or their region. The consensus among the North Island participants was that such an arrangement 

would “absolutely” and “definitely” have advantages, summed up by these participants, “there’s 

always advantages about talking to people, of getting together and talking to people” and “I think if 

things can be standardised throughout the whole country, that will actually help with our delivery and 

also for the best interest of the patient, yeah definitely”. A few observed that having DHBs (more 

broadly) working well together facilitates good working relationships among dental departments 

within those DHBs. 

While enthusiastic about an Alliance, most participants thought success in establishing one would be 

challenging given the diversity in the North Island’s DHBs. Differences they mentioned included: the 

dental services provided, the funding arrangements, the size of department (or if there even was one), 

the priority given to oral health within each DHB, departments’ specific challenges and the 

personalities of the clinical leaders. For example,   

it certainly wouldn’t do any harm – I mean it’s good where people talk together because 
you identify common problems and you come up with good solutions…but the thing is that 
all DHBs have a different focus and all dental departments, in a way, have a different focus.  

the problems for say someone from Auckland would be really different to what, what we 
do in the regions”.  

it would be fantastic but unfortunately you’d probably find that because all the DHBs are 
funded for different services, the diversity of things that are going on in different 
departments, it would be hard to actually then streamline them and say – you all need to 
be doing this or you all need to be doing that…. that kind of thing could work really well – 
you’d just have to streamline the actual clinical leaders in each department to actually get 
together and actually agree on something…[the challenge] is probably around the clinical 
leaders personalities and what one would want, another would not want and whether or 
not they could actually agree to disagree. 

Given the geographic spread and number of DHBs in the North Island, almost all participants thought 

that it would be best to establish regional Alliances. Views on the configuration of those regional 

groups varied among the participants. The majority suggested three groups: Lower NI, 

Central/Midlands, and Auckland & Northland. When asked about their own services, participants 

thought the best Alliance partners would likely be their geographically closest neighbours or those 

they already work with (either as regional centre/regional DHB) or those they with whom have 

developed an informal relationship.  

Some participants described the informal alliance-type relationships that have already been formed 

in the mid-central region, such as this clinical leader who said, 

the clinical directors work very closely together because we don’t want to be isolated 
so.…we converse all the time and we’re trying to find out what sort of service we’re 
offering and whether or not we should improve it or change it and so we’re doing that 
informally in many ways….we’re saying – what do you do in this situation – are you looking 
after this group of type of patients.  How do you manage them – what sort of treatment 
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are you providing for them – are you doing here or are you sending them off somewhere 
else. 

When discussing the same group, another participant from the region said that the meetings were for 

the COHS only and involved managers, clinical director and advisors, and realised the benefit of 

expanding the group to include planning and funding, “our discussions are more focused in the clinical 

perspective and in the management perspective, but we know that planning and funding at some point 

will be, a group of people that we must have there” and “they’re pretty key – they’re the ones who get 

our funding and who we get our funding from.  So, yes, we need them there as well”. To ensure the 

visibility of dental services, another participant agreed it was critical to have additional non-dental 

personnel involved: 

Absolutely, yes absolutely.  You need people who are making those decisions at that high 
level to be involved and that very much depends on how they see dentistry. What priority 
do they give dentistry versus orthopaedics and versus general surgery…any sort of alliance, 
any sort of group where the consciousness of those people is improved is helpful, but 
traction on the ground seems to be extremely slow.  Simply because of the priority they 
have put into oral health. 

When talking about existing informal alliances and the challenges, a clinical leader explained that 

greater cohesion among the DHBs would facilitate the formation and sustainability of alliance groups,  

you’ve got to work with the way the DHBs are split and if we were to bring together the 
oral health across – cross cutting those boundaries, then we might want to think we could 
do things joined up in a way but then we’re going to find we run into problems with our 
DHBs…we’ve managed to get everybody in the room but it’s really hard work getting 
everybody in the same place at the same time and getting everybody on the page. And it’s 
not been helped by the fact that [the region’s] district health boards until recently weren’t 
working very cohesively, even as a group of district health boards. That has improved in 
the last little while…so the environment is evolving a bit for us. The South Island works well 
because you’ve got the South Island DHBs actually all joining up as DHBs so it’s easier for 
the oral health people to do that. 

It should be noted that the Northern region has a similar alliance-type group which includes 

representatives from planning and funding, COHS, hospital departments, public health physicians, and 

Māori and Pacific representations.  

5.5.3 Summary 

Benefits of the South Island Alliance include: improved communication; providing a forum for 

problem-solving and opportunities to advocate for the resourcing of hospital dental services in 

neighbouring, less well-resourced (and smaller) DHBs. While some loose, regionally-based alliance 

groups among some North Island DHBs have been formed, they have not been formally established; 

most do not have service management, and funding and planning representation, and some groups 

focus only on the COHS. In general, there is support among the North Island DHBs for a similar 

arrangement to that in the South Island, with the formation of three or four alliance groups, based on 

typical or usual regions. The regional arrangements used by the EOHR Programme could form the 

basis of the hospital dental services’ North Island Alliance groups. 
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5.6 Key findings and recommendations 

This section concludes this report. First, the strengths and limitations of the study are presented. This 

is followed by a discussion of the key findings of the research and the recommendations to ensure 

that oral health services are equitably provided to New Zealand’s high needs and vulnerable 

population.  

5.6.1 Strengths and limitations 

This is the first nationwide investigation of the hospital dental services provided to New Zealand’s high 

needs and vulnerable population. That all DHBs are represented is a strength of the research. The use 

of a mixed methods approach has provided a more in-depth and comprehensive understanding of the 

issues within and among the hospital dental services and DHBs than would have been obtained if 

solely quantitative or qualitative investigations were undertaken. Moreover, where common issues 

were explored in both approaches, many findings were concordant. The Service Matrix provided a 

valid and relevant framework to inform data collection and analysis. All of those who participated in 

the research were very willing to do so. Although many of the participants were known to the 

researchers, it is our impression that the participants felt comfortable to speak freely; the nature of 

the responses and data presented reflect that freedom. 

The research also has some limitations. Only clinical directors (or someone in an appropriate 

alternative role) were interviewed. Therefore, the findings reflect only those informants’ perspectives 

on the hospital dental services, and they may differ from those of others involved in the services. 

Moreover, the domains investigated are not exhaustive, but are those that were enquired about 

directly, prompted for, or raised unprompted by the participants. It is possible that not all aspects of 

the hospital dental service have been included.  

For a comprehensive view of the issues facing hospital dental services, and prior to implementation 

of the recommendations and/or initiatives, other personnel involved in delivering hospital dental 

services should be consulted. This includes (but is not limited to) portfolio managers, planning and 

funding personnel, administrative staff, other dental personnel including dental therapists, and junior 

and specialist dentists, clinical staff from other hospital services, external providers (e.g. general 

dental practitioners and Māori oral health care providers), and workforce-related organisations 

(Dental Council, tertiary training institutions and Workforce NZ). 

Tertiary/specialist services are a key component of the Service Matrix and hospital dental services. 

While study participants were asked about the tertiary services provided in their DHBs, those services 

were not investigated in depth. The report findings indicate there are likely critical issues with oral 

medicine and OMFS services (particularly workforce and capacity) that warrant further investigation. 

Doing so would contribute to a better understanding of the hospital dental services provided to high 

needs and vulnerable New Zealanders.   

Service users—patients—are the centre of the hospital dental service, with the key focus being equity 

in access to, and provision of, oral health services, and in oral health.  The purpose of this research 

was to have a greater understanding of New Zealand’s hospital dental services and how they may 

better support patients’ oral health and wellbeing. This research did not include an exploration of the 

hospital dental services from patients’ perspectives. Prior to considering change, it is critical that the 

views of patients, and their whānau and supporters, are gathered and taken into account. 
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This research aimed to gather a national-level view of hospital dental services for high needs and 

vulnerable New Zealanders. A detailed investigation of each DHB’s hospital dental service was beyond 

the scope of this study. As such, some of the contextual and structural factors underpinning the 

delivery of each hospital dental service have not been fully explored. For example, the measures used 

in this study to determine capacity (FTE/100,000 population and number of chairs/100,000 

population) are only indicative; they are not benchmarked against the needs in each DHB region. 

Further, they do capture the specific issues that impact capacity—such as chair location or support 

staff requirements—specific to each DHB. In-depth investigations should be undertaken (at a DHB 

level) to better understand the specific needs and concerns of each hospital dental service.  

Notwithstanding those limitations, the information presented in this report provides a comprehensive 

understanding of the hospital dental services for New Zealand’s high needs and vulnerable population 

from the perspective of the people who are tasked with managing and delivering those services, and 

who have an interest in patients’ health and wellbeing. Limitations of the data from the Ministry of 

Health have been discussed when presented in previous sections. The quantitative data presented are 

subject to coding issues and are likely to be underestimates.   

5.6.2 Key findings 

1. The nature of the patients being referred to (and treated by) the hospital dental service has changed. 

More than ever before, greater proportions of high needs and vulnerable people have multimorbidity 

and retained their natural teeth. In addition, more children are being referred for dental treatment 

under GA. These changes place a substantial burden on hospital dental service resources and those 

of some other hospital services. 

The changes in the nature of the patients being referred to, and seen by, the hospital dental services, 

as observed by the study participants, are consistent with the demographic and epidemiological 

changes that have occurred in New Zealand. Up to one-third of adult New Zealanders have 

multimorbidity, its prevalence increasing with age.25 Socioeconomic and ethnic differences in 

multimorbidity prevalence are also evident, with Māori and Pacific peoples, and those living in greater 

deprivation being disproportionately impacted.25 In the last five decades, a greater proportion of the 

population has retained their natural teeth; increases have occurred in all age, ethnic and 

socioeconomic status groups.4,6 In addition, during the last twenty years, the volumes and rates of 

admission to hospitals for general anaesthesia for dental care—especially for children—has steadily 

increased.26 Oral health services—both community and hospital—are struggling to meet the demand 

for children’s GAs.27 As a consequence of those changes, the health management of such patients has 

become increasingly complex; this in turn places substantial burdens on the hospital dental services’ 

time and resources, and on those of other hospital services.  

What is more, multimorbidity prevalence and the retention of natural teeth among the population 

are expected to continue to increase. New Zealand’s population is also ageing; by 2036, it is predicted 

that 22% of New Zealand’s population will be aged 65+, the proportion increasing to 25% by 2056.28 

Moreover, the proportion of older people aged over 80y is projected to rise during that time.28 The 

demographic and epidemiological changes predicted will need to be taken into consideration when 

planning future hospital dental services.  

Overall, the epidemiological and demographic changes in the New Zealand population that have 

occurred in recent decades have—and will likely continue to have—substantial implications for all oral 
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health services, and other health and social services.13 Addressing the oral health needs of the high 

needs and vulnerable population—now and in the future—requires appropriately skilled and 

experienced treatment providers, supported by a comprehensive and collaborative approach 

involving all relevant health and social services. 

2. The provision and resourcing of oral health services lacks national consistency. Some DHBs have 

limited or no hospital dental services. In about one-third of DHBs, the provision of oral health services 

for their region’s high needs and vulnerable population is of critical or considerable concern.  

There is substantial national variability in the provision and resourcing (workforce, facilities and 

funding) of hospital dental services in New Zealand. One-third of all DHBs either do not provide their 

region’s population with any hospital dental service or, if they do, they do not have a physical presence 

on a hospital campus. In two DHBs, both of which have hospital-based facilities, hospital-level dental 

care provision and workload is of substantial concern, largely because of a lack of sufficient staff 

resources. 

The DHBs that have been identified in this research as being of critical or considerable concern—Bay 

of Plenty, Lakes, Wairarapa, West Coast, Whanganui, Hauora Tairawhiti and Waikato—serve regions 

that include high proportions of New Zealand’s most vulnerable population groups, and therefore 

those who most likely need hospital-level oral health care. They are also districts in which reside many 

of the Ministry of Health’s priority population groups (Māori and Pacific peoples, the most deprived 

and older people).2,29 Further, some of those regions are relatively isolated, and have widely 

distributed, growing and/or highly transient populations. In addition, some of the DHBs that are of 

critical or considerable concern have populations of similar size to (or even larger than) some DHBs 

with hospital dental services. 

DHBs are not required to provide a hospital dental service. Nevertheless, the establishment of a 

hospital dental service (even one without a physical presence) in the majority of DHBs sets a clear 

precedent for the provision of a service in those DHBs without one.  

Nationally, DHBs’ capacity to treat high needs and vulnerable people also lacks consistency. The 

variation in the number of chairs/100,000 in DHBs across the country is indicative of how well-

resourced some hospital dental services are in terms of facilities than are others of similar size or 

characteristics. Similarly, some provincial DHBs with a widely-distributed population are better 

resourced to serve their population, through the utilisation of mobile units or satellite clinics for 

instance, than other provincial DHBs. 

The credentialing of hospital dental services, and those working within and with the service lacks 

national consistency. Some DHBs have a relatively robust and regular credentialing process; for others 

the process was poorly defined or conducted on an ad hoc basis. Further, those providers working 

with the hospital dental service, such as on the surgical buses, or contracted to the DHB, such as 

external practitioners providing emergency dental care, are not included in the hospital dental 

services’ credentialing process. The lack of uniformity in, and inadequate monitoring of, the hospital 

dental services’ credentialing processes among DHBs has the potential to contribute to national-level 

inconsistencies in the standard and quality of hospital-level care provided to service users.   

3. For the most part, hospital dental services appear to be adequately meeting the ‘must do’ service 

specifications for the majority of core service users. However, the complexity of many hospital 
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patients’ oral health and overall health management means that many hospital dental services find 

it challenging meeting all the core patients’ oral health needs, particularly ongoing primary oral 

health care. Increasingly, because of limited capacity, hospital dental services are less able to provide 

oral health care, including relief of pain treatment, for low-income adults. The HDS T2 service 

specification’s ‘mandatory’ requirement and the ‘as capacity allows’ clause are contradictory. The 

lack of consistency in the application of the ‘as capacity allows’ clause by DHBs likely contributes to 

inequalities in access to care and oral health among the high needs and vulnerable population 

nationally, and between Māori and Pacific peoples, and the overall population.  

The findings of this research indicate that, generally, the hospital dental services are fulfilling the ‘must 

do’ service specifications; that is, they are meeting the ‘mandatory’ requirements for the core high 

needs and vulnerable population groups: inpatients, outpatients (medically-complex children and 

adults; and pre-surgery assessments and treatment), special needs children and adults, and children 

requiring secondary care. With the exception of oral medicine (and OMFS in some DHBs), most tertiary 

services are also adequate. 

Nevertheless, this investigation found that the greater complexity of patient management, in the 

context of insufficient resourcing and capacity, means that some core patients who would likely, and 

possibly should, be receiving continuing care in the hospital setting are being referred back to their 

primary oral health care provider, following an episode of care in hospital. This is in line with the ‘as 

capacity allows’ clause in the HDS T2 service specifications. However, this may be a less-than-clinically-

desirable option for some patients, and likely not ‘optimum care’ as required by the HDS T2 service 

specification. Further, of those core patients who do receive continuing care, in some DHBs, the period 

between recall appointments is probably longer than ‘optimum’, having been extended to 

accommodate the hospital dental services’ increased workload. There is also national inconsistency in 

the decision-making on discharging patients ‘as capacity allows’ from the hospital dental service or 

lengthening of recall periods. Those situations are also of considerable concern given the patients 

being discharged or having recall periods extended are typically those people least able to advocate 

for themselves.   

A proportion of referrals to the hospital dental services are for treatment for low-income adults— 

those who cannot afford dental care with a primary oral health care provider in the community; they 

are also the referrals most likely to be declined. Low-income adults typically have poor oral health and 

high oral health need;4,6 they are also more likely to have at least one co-morbid condition and have 

difficulty accessing health care than the general population, typically due to cost.6,30 Under the current 

HDS T2 service specifications, low-income adults ‘may’ be eligible for hospital dental services in DHBs, 

‘as capacity and funding allows’.21 The findings of this research indicate that increasingly, hospital 

dental services do not have the capacity to meet the oral health needs of low-income adults; in a few 

DHBs, this also includes emergency dental care. These findings are consistent with those from New 

Zealand’s national oral health surveys,4,6 and anecdotal and media reports of those on low incomes 

being unable to access dental services, largely due to cost.31-34 It is also likely that Māori and Pacific 

peoples are disproportionately impacted by the inclusion of the ‘as capacity and funding allows’ 

clause. 

That those groups are advised to seek care with their primary oral health care provider in the 

community when the hospital dental services’ ‘capacity does not allow’ is problematic. A HDS T2 

service specification’s exit criterion is that, before discharging patients, “the Service must consider its 
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duty of care for people who are unable to access oral health services in the community”. However, 

several participants expressed concern that, on discharge, people will not (or cannot) access care. 

Moreover, those people’s referral to the hospital dental service suggests that they either lack such a 

provider because of their financial vulnerability or that primary oral health care providers in their 

community also do not have the capacity, confidence, skill and/or interest in providing treatment. It 

is likely that a substantial proportion of New Zealand’s vulnerable population have few means of 

accessing oral health care, including that for relief of pain and treatment of infection. Ultimately, this 

leaves those people in an unacceptable position of having no or very limited access to a ‘dental home’, 

a situation that contributes to poor oral health. There is an urgent need to establish a system of 

appropriate and affordable oral health care for this population group.  

The ‘Mandatory’ requirement and the ‘as capacity allows’ clause of the HDS T2 service specifications 

are contradictory. The former was added to the HDS T2 service specifications in 2006/07 to relieve 

workload pressures on the hospital dental services (Ministry of Health, 2019, personal 

communication). The majority of DHBs exercise the ‘as capacity allows’ clause in some form. However, 

its inclusion is confusing and incongruous with the overall requirement to provide services. It also 

facilitates and legitimises the lack of service provision to some of New Zealand’s most vulnerable 

people, generates disparities in treatment provision and oral health across the country, and removes 

a leverage point for clinical leaders to advocate for oral health services for low-income adults in their 

DHB’s region.  

4. Overall, the Hospital Dental Service lacks sufficient staff resources, and/or the appropriate mix of 

skilled and experienced staff to meet the current and future oral health needs of the high needs and 

vulnerable population. Particular concerns include workload, training, career progression and 

succession planning of hospital dentists and some specialties. 

The substantial variations among DHBs in dentist FTE/100,000 and number of visits/1.0FTE found in 

this research illustrate the inconsistency in DHBs’ workforce capacity and the workload of dentist 

personnel across the country. Some DHBs appear well resourced in terms of dentist staff, whereas 

others are operating at levels that are potentially unsafe for those personnel; workload pressures 

were evident in several of the participants’ interview responses. For patients, it likely has implications 

for their access to timely services. 

Participants’ concerns about the lack of appropriately skilled and experienced dentists, including 

junior and senior hospital dentists, and oral medicine and OMFS specialists, to treat patients requiring 

hospital-level care, and the lack of career progression and succession planning, are consistent with 

the findings of recently published reports on New Zealand’s oral health workforce: Strategic 

Workforce Services – DHB Dental Service Workforce Assessment35 and Dental Council Workforce 

Analysis 2013-2015.36 The participants’ concerns stem from the substantial demands on hospital 

dental services as a consequence of the complex oral health care management their patients require, 

the demographic and epidemiological changes that have occurred in the population, and the greater 

demand from people who cannot afford or access primary dental care in the community, such as older 

people on fixed incomes, and low-income adults seeking relief of pain services and treatment of 

infection. It is also likely that primary oral health care providers in the community—the general dental 

practitioner workforce—may also not have the capacity or confidence, be appropriately skilled and 

experienced, and/or interested in managing such patients. Consultation and collaboration with the 

primary oral health care sector on those issues will be required.  
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OMFS, oral medicine and other specialties 

In the 2018 Dental Council (NZ) Evaluation of University of Otago Postgraduate Programmes, OMFS 

training was not granted accreditation, and oral medicine was granted conditional accreditation to 

end of December 2019.37 A key shortcoming of the latter is to be addressed by expanding clinical 

outplacements to ensure adequate exposure across the scope of practice for oral medicine; a medical 

degree is still required, yet it is not mandatory in Australia. 

In the 2012 High Needs and Vulnerable Report,3 concern was raised about the need for special care 

dentistry specialists and the lack of training available to develop a special care dentistry workforce. 

Interestingly, none of the participants in this research raised this as a concern. Since the 2012 High 

Needs and Vulnerable report,3 a special needs dentistry specialist has joined the University of Otago 

School of Dentistry and is actively developing training in the specialty. His appointment will go some 

way to addressing the findings of the 2012 report. At the time of writing, there were ten registered 

Special Needs Dental Specialists practicing within the specialist scope of practice; three of the four 

Special Needs Dental Specialists registered since 2015 are currently practicing.38 In the previously 

mentioned 2018 Dental Council evaluation, special needs dentistry training was granted conditional 

accreditation, again to be addressed by establishing outplacement arrangements to achieve broader 

exposure to special needs dentistry training. The presence of a special needs dentistry lead at the 

University of Otago School of Dentistry was positively noted by the Dental Council evaluation review 

team.  

Health Workforce New Zealand39 is currently working on oral health workforce planning. 

5. The determination of some patients’ eligibility to access the hospital dental service among DHBs is 

mixed. Eligibility is very clear for some high needs and vulnerable groups; for other groups it is 

arbitrarily determined, and consequently, the services provided to them differ by DHB. In all DHBs, 

the criterion for eligibility as a ‘low-income adult’ was the possession of a Community Services Card. 

However, this criterion does not adequately identify all adults on low incomes. Although the Service 

Matrix is used by some DHBs to triage patients into the hospital dental service, its use is not universal 

across the hospital dental services. 

The determination of service users’ eligibility to access hospital dental services was inconsistent 

among DHBs. The core groups of high needs and vulnerable patients (that is, the ‘must-do’ services 

and patients) were the most easily determined by participants. In contrast, there was much greater 

uncertainty about referrals that would likely be categorised ‘as capacity allows’ or for whom their 

medical, dental and/or social condition placed them in, as described by several participants, a ‘grey’ 

area. In such cases, triaging decisions were more difficult and arbitrarily made, and typically based on 

each hospital dental service’s capacity.  

A key finding of this research was that, of all high needs and vulnerable people, ‘low-income adults’ 

were the group least able to access the hospital dental services. As previously discussed, access to the 

hospital dental services for low-income adults is not ‘mandatory’ as it is for other groups, but ‘as 

capacity and funding allows’. Although ‘low-income adult’ is not defined in the HDS T2 service 

specifications, all DHBs use the criteria as defined in the EDS for Low-Income Adults T2 service 

specifications: “adults aged 18 years and over who hold a valid Community Services Card”. However, 

given reduced capacity, most DHBs have either further restricted the eligibility criteria to also include 

the presence of a co-morbid condition, or simply no longer accept low-income adults into the service, 

instead relying on contracted community providers to provide relief of pain. Most participants in this 
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research identified that there is already a substantial amount of unmet oral health need among the 

high needs and vulnerable population, particularly the low-income adult group. As time goes on, and 

the impact of the sociodemographic and epidemiological changes described previously take greater 

effect, it is likely that even fewer DHBs will have the capacity to meet the needs of low-income adults. 

If they do continue to provide such a service, it may be at the expense of the high needs and vulnerable 

patients who have specific medical or psychological conditions or intellectual, physical or behavioral 

disabilities which exclude them from oral health care in a primary care setting. 

This research also revealed the inadequacy of the Community Services Card as a criterion for 

determining ‘low income’. Almost all participants expressed concern about the group they described 

as the “working poor”; that is, those who are not only financially unable to afford care with a primary 

oral health care provider in the community, but who also do not hold a CSC, and are in turn ineligible 

to access some hospital dental services in New Zealand. There is a strong and consistent association 

between low income (at individual and household levels), and poor oral health and oral health–related 

quality of life.40 In New Zealand, income inequality has widened in recent decades,41 and New 

Zealand’s ‘working poor’ has become increasingly apparent. Māori and Pacific peoples are most 

impacted; they are more likely than their non-Māori and non-Pacific counterparts to not be in paid 

employment, have incomes substantially lower than the national average, to be recipients of benefits 

and live in areas of greatest deprivation.42 Thus, the issue of (in)eligibility particularly—and 

disproportionately—impacts Māori and Pacific peoples.  

The current means of determining eligibility for some of the high needs and vulnerable population, 

and arbitrary funding arrangements, contributes to the inconsistencies and inequalities in dental 

services provided across the DHB. Depending on the triaging process undertaken in each hospital 

dental service, it is possible inconsistencies also occur within DHBs. A more robust and appropriate 

means of defining financial vulnerability needs to be explored.  

The Service Matrix was developed to provide guidance and clarity in hospital dental service eligibility, 

triaging and levels of service. A key outcome of the 2012 High Needs and Vulnerable Report,3 the 

Service Matrix, has been well received. It (or a version based on it) is used by some of the hospital 

dental services for triaging people into the service. Nevertheless, this research found that its use is 

not as ubiquitous as may have been intended.  

6. The oral health care needs of some high needs and vulnerable people, particularly low-income people, 

are more appropriately addressed by primary oral health care providers in the community. The 

hospital dental service should only provide primary-level health care for those who have high health 

needs and whose treatment can only be provided in a hospital setting.  

The Hospital Dental Service “provide[s] specialist oral health care services for people with special needs 

that prevent them from accessing oral health care services in the community” or for “dental treatment 

[that] is an essential part of hospital treatment for current medical or surgical conditions…the need for 

special management facilities….because of a…medical or congenital condition and or…disability”. 

Service Users are defined as “people whose dental treatment can only be, or is most appropriately 

provided, within a hospital oral health service setting”.21 

Several participants described receiving referrals for patients whose health management has a low 

level of complexity, such as well-controlled diabetic patients or those who are taking warfarin. The 

general view among clinical leaders was that those patients, and also the low-income adults referred 
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to the service, typically do not require hospital-level care. Rather, their primary oral health care needs 

can be adequately—and more appropriately—met by primary oral health care providers in community 

settings, albeit still overseen by DHBs where necessary. In addition to providing more appropriate 

services, shifting the primary oral health care of low-income adults to the community would likely 

reduce waiting times for hospital dental service patients, and increase hospital dental services’ 

capacity to concentrate on providing oral health services to those who most need hospital-level care.21 

Currently, the Health and Disability System Review is considering the “importance of primary health 

care as the foundation of a person-centred Health and Disability system”.ee Shifting the provision of 

primary oral health care needs to community-based practitioners and facilities fits with the 

government’s view of a future health system. Such a shift would have challenges, requiring a 

collaborative approach, constantly and consistently focused on equity and improving the health and 

wellbeing of patients. It would rely on establishing positive relationships and communication among 

the range of providers within the oral health sector, each acknowledging and respecting the others’ 

experience, skills and capacity in delivering the necessary care. It would take time, patience and 

resources. Community-based primary oral health care providers would likely need support from their 

hospital colleagues to ensure the delivery of appropriate care. A greater focus on the management of 

such patients in general dental practitioners’ undergraduate training and continuing education would 

also be required. As a consequence of the shift, dental workforce planning would have to be reviewed 

to address the increased workload in the primary oral health care sector. 

There are a few community-based primary oral health care facilities in New Zealand. For example, 

Dunedin’s Te Kaika provides an alternative model to treating low-income people in a hospital setting, 

and on which community-based primary oral health services could be established. Although it has yet 

to be evaluated for efficacy and acceptability with those who use and provide the service, early 

indications are positive, according to this study’s participants. To meet the oral health needs of Māori 

and their communities, Māori oral health providers operate oral health services throughout New 

Zealand, based in local primary general health care settings.ff International models also exist.43 

Another related primary care-level gap highlighted in this research was the presentation of people 

with toothache and less severe infection (non-traumatic dental presentations), particularly at ED, with 

the unaffordability of dental care being a likely key driver. Despite the lack or inaccessibility of data 

on such presentations, almost all participants were aware that they occurred. International evidence 

indicates that non-traumatic dental presentations place a small but significant burden on EDs,44-46 and 

that ED staff are unable to provide definitive treatment.44,45 While the provision of clearance pathways 

in some DHBs mitigate the burdens (for patients and the hospital) associated with non-traumatic 

dental presentations, it is not ideal or satisfactory treatment. Most DHBs provide emergency dental 

care for low-income adults either in-hospital or through contracted primary care providers in the 

community, but typically only during usual working hours. Allocation of funding for hospital dental 

service time and/or funding for relief of pain clinics is limited, appears to be arbitrarily determined 

and differs by DHB. For example, some DHBs keep an allocated number of appointments available 

daily for emergency dental care, whereas Auckland Regional Service’s funding allocation is based on 

                                                           
ee https://systemreview.health.govt.nz/about/terms-of-reference/ 
ff https://bpac.org.nz/BPJ/2009/July/oralhealth.aspx 
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10% of CSC holders in the district (ADHB, 2019, personal communication).  Furthermore, if an 

emergency service is provided, it is only available to CSC holders. 

There is a need to alleviate the burden on ED and hospital dental services from providing what is 

essentially a primary oral health care concern and establish community-based, primary care-level 

after-hours/urgent treatment facilities for non-traumatic dental presentations. To our knowledge, 

there are few such arrangements in New Zealand. By contrast, general medical practitioners are 

required by the Ministry of Health to provide after-hours medical care for urgent medical conditions 

(Prof. A. Dowell, 2019, personal communication). That requirement, and medical colleagues’ practice 

in this regard, provides a framework on which the oral health sector could develop after-hours, urgent 

dental care arrangements for those with less severe but urgent, non-traumatic dental conditions in a 

community-based setting. 

The oral health concerns of low-income New Zealanders are becoming a pressing issue that has health 

and social consequences if left unaddressed. Finding effective, meaningful and sustainable means of 

addressing their concerns is urgently required. Indeed, there is a groundswell of public opinion. 

7. Hospital dental services lack visibility within DHBs, and oral health stands alone from general health 

and health care. Consequently, the hospital dental services and oral health typically lack prioritisation 

within the DHB, and within the overall health system. Overall, collegiality and relationships within 

hospital dental services and with personnel from other hospital services are positive. However, in 

many DHBs, there is a disconnect between the hospital dental and community oral health services; 

those DHBs in which the two services have a common clinical director role appear to have a more 

seamless service. There is also a disconnect between the hospital dental service and the community-

based primary oral health care sector. 

The findings of this research indicate that, in the majority of DHBs, the hospital dental service lacks 

‘visibility’ in: its physical presence (even with a department on the hospital campus); its role and 

importance in the hospital system; in the health and wellbeing of the patients; and with hospital/DHB 

management. Most participants felt that the hospital dental service and oral health are perceived by 

other services and DHB management as less important than other hospital services and health 

conditions. Consequently, they lacked prioritisation and consideration for funding and strategic 

planning within the health care system.  

An exception to this lack of visibility was seen in DHBs in which the Clinical Director had the capacity 

in the form of non-clinical time, to be ‘at the table’ in hospital and DHB management, planning and 

strategy meetings, and able to undertake activities that advocated for (and raised awareness of) the 

service. Participants’ comments suggested that those hospital dental services had a higher profile 

within the hospital and DHB, and be better resourced than services in which the clinical leader role 

was purely clinical. Moreover, DHBs with no (or a limited) hospital dental service appeared to struggle 

to gain attention and sufficient resourcing. The visibility of the hospital dental service and oral health 

is a critical component in providing oral health care services, addressing inequalities providing 

services, improving oral health and advocating for services for the most vulnerable. 

Positive relationships within the hospital dental services and between the hospital dental service and 

other hospital services provide a strong foundation on which to improve the visibility of the hospital 

dental service and oral health. 
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An objective of the HDS T2 services specifications is to provide “hospital based oral health care services 

that are seamlessly integrated with other hospital based and community health care services”. A 

consistent finding of this research was the lack of coordination, and in turn, ‘seamless integration’ in 

most DHBs, between oral health and medicine, and among the range of dental services—community 

dental services, hospital dental services and primary oral care providers in the community. The 

fragmentation of New Zealand’s oral health system is historical and persistent. Features of the hospital 

dental service perpetuate the fragmentation, such as the lack of consistency between the hospital 

dental and the community oral health services in their record-keeping and data collection processes. 

Interestingly, the DHBs in which the two services had a shared Clinical Director role appeared to have 

a more seamless service. A good working relationship, and better communication and understanding 

of the two services, appears to reduce the pressure on the hospital dental service from children’s GA 

lists and for patients and their whānau, thus strengthening positive relationships between the 

practitioners, and improves the timeliness of patients’ access to services. The inability of the hospitals’ 

oral and general health practitioners to view the records of patients they have in common, along with 

the lack of resourcing and visibility of the hospital dental services, contributes to the siloing of oral 

health from the rest of the hospitals’ health services, and from general health. The general lack of 

communication and differing priorities between hospital dental service practitioners and their primary 

oral health care colleagues in the community appears to contribute to the disconnect between those 

two facets of the oral health care sector. 

Strategies to improve the visibility of the hospital dental service and oral health among the hospital 

services, DHBs and in other sectors need to be developed and instituted. To do this, effective means 

of communication within and among the hospital dental service, DHBs, and other oral health and 

health sectors are needed.  

8. Data collection within the hospital dental services is limited. There is a lack of meaningful data, and 

monitoring and evaluation of hospital dental services, to usefully inform their management, 

resourcing, performance and planning. Data management processes not only lack consistency 

among hospital dental services, but also between hospital dental and community oral health services, 

and between hospital dental and other hospital services. 

The findings of this research suggest there are few reporting requirements in the HDS T2 and EDS for 

Low-income Adults service specifications; those that do exist are limited to service use. It appears that 

there are little or no data gathered or used to predict service need and use, and to plan hospital dental 

services; some participants had difficulty obtaining data about their service. According to study 

participants, hospital dental services operate on levels of funding and other resources based on 

previous years’ allocations. Without relevant data on the hospital dental service, clinical leaders, 

managers and those involved in planning and funding of hospital dental services are unable to 

adequately understand their service and service users, plan for future service provision, or have 

evidence to advocate for more resources and services. Further, few changes instituted appear to be 

planned, or monitored and evaluated for their efficacy. The lack of knowledge about (and inability to 

gather information on) ED presentations for relief of pain, and the arbitrary allocation of funding for 

emergency dental and relief of pain services illustrate these findings.  

Overall, it is likely that the hospital dental service is meeting the oral health needs of only the ‘the tip 

of the iceberg’ of New Zealand’s high needs and vulnerable population. It is also likely that, if all the 

population group’s oral health needs were revealed, the hospital dental service would not have the 
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capacity to address them. To develop and implement adequate and appropriate oral health services 

for the high needs and vulnerable population, there is an urgent need to gather information to better 

understand those in the population who have not been identified or had their oral health needs met. 

9. Differences in the hospital dental service likely contributes to the poor oral health of the high needs 

and vulnerable population, and to oral health disparities between high needs and vulnerable people 

and the overall population.   

Overall, the findings of this research indicate that differences exist among New Zealand’s hospital 

dental services, including: 

 Inconsistencies in the services provided, by DHB -  some have no or limited services; 

 Resources and capacity—staff, facilities and funding; 

 Determination of eligibility of service users and their access to services, particularly among 

those who are eligible ‘as capacity allows’; 

 Capacity of clinical leaders to advocate for hospital dental service—lack of non-clinical time; 

 Record keeping processes, by DHB; 

 The requirement for co-payments for hospital dental treatment; 

 Credentialing of the hospital dental services and personnel, and other services that work with 

the hospital dental service; and 

In addition, the lack of a nationally-consistent oral health record keeping system for the hospital dental 

services, and with other oral health and health services, and the inclusion of the ‘as funding and 

capacity allows’ clause introduce further inconsistencies and inequalities into the hospital dental 

service system. Consequently, the services available to those accessing hospital dental services differ 

across the country. In turn, those inconsistencies likely perpetuate the oral health disparities between 

the high needs and vulnerable population and the rest of the population. Most impacted are Māori, 

Pacific peoples and those on low incomes. 

10. There are benefits to the regional coordination of hospital dental services.  

A key outcome from the 2012 High Needs and Vulnerable report,3 was the establishment of the South 

Island Alliance. The current research has revealed some of the benefits of such regional coordination 

among DHBs, including improved communication, providing a forum for problem solving and 

opportunities to advocate for the resourcing of hospital dental services in neighbouring, less well-

resourced, and often smaller DHBs. While some loose regionally-based alliance groups among some 

North Island DHBs have been formed, they have not been formally established; most do not have 

service management, and funding and planning representation, and some only focus on the COHS. 

In general, there is support among the North Island DHBs for such an arrangement, with the formation 

of three or four alliance groups, based on typical or usual region. Establishment of such groups will 

require negotiating relationships, time and resources, and someone to ‘drive’ the process. The 

regional arrangements used by the EOHR Programme could form the basis of the hospital dental 

services’ North Island Alliance groups. 
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5.6.3 Recommendations 

The following recommendations are derived from the findings of this research. While some are broad 

and aspirational, they provide direction for action and policy. Their implementation will require more 

discussion and possibly further research.  To that end, the first recommendation is: 

1. Establish a working/reference group to develop an implementation plan that includes a set of feasible 

and acceptable strategies to operationalise recommendations 2-14.  

As already noted, little substantive action or change resulted from the findings of the previous report 

in 2012. To maximise the chances of gaining traction for change and that the findings of this research 

are acted on, a group consisting of representative from within and beyond the oral health profession 

should be formed. In particular, the group should include people with expertise in the oral 

health/health system—how it functions and the mechanisms and means required to achieve change. 

The latter members of the group will be necessary to ensure the strategies developed are practicable 

and implementable. The implementation plan should be a stand-alone document based on the 

findings of this report and other information sources if necessary.  

Equity must underpin the Terms of Reference of the working/reference group, and the group’s 

outcomes should align with (i) the aim of the Ministry of Health’s Equity Work Programme: to facilitate 

an equity focus across the health system’s operational landscape while promoting the cultural shift 

needed to affect the system change that achieves equity in health outcomes. 

[https://www.health.govt.nz/about-ministry/what-we-do/work-programme-2018/achieving-equity] 

and (ii) the equity actions in DHBs’ Annual Plans. [https://nsfl.health.govt.nz/dhb-planning-

package/equity-actions-dhb-annual-plans]. 

There are two broad population groups whose oral health needs are to be addressed: ‘low-income 

adults’, and ‘those requiring secondary and tertiary oral health services’. Based on the findings from 

this report and the High Needs and Vulnerable Workshop (Section 5.9), and Tomar and Cohen’s 

“Attributes of an ideal oral health care system”,47 the working/reference group’s discussion and 

outcomes should be guided by a framework that includes the following elements: 

 National policy (define eligibility for the various population services appropriately and 

responsibilities of DHBs, i.e. establishing clear population level priority groups); 

 Coordination of providers (hospitals, Māori/Pacific/PHO, private providers);  

 Funding treatment and preventive services adequately for the identified priority groups; and 

 Monitoring/Evaluating services and outcomes – from a health-value and equity perspective.   

Further, to ensure the research findings and implementation plan are disseminated to the appropriate 

and necessary audiences, an advocacy/dissemination strategy should be developed alongside the 

implementation plan, identifying advocacy and dissemination activities, key stakeholders and forums. 

The following is a link to a possible toolkit https://www.phaiwa.org.au/the-advocacy-toolkit/  

2. Review the definition of ‘high needs and vulnerable’ in the context of the hospital dental service and 

the HDS T2 service specifications ‘mandatory’ requirement, in particular, those who are eligible 

service users ‘as capacity and funding allows’. Address the contradiction between ‘mandatory’ and 

‘as capacity allows’ in the HDS T2 service specification.  

The Service Matrix defines a diverse group of people as high needs and vulnerable, some of whom 

require hospital level care and others who could be treated by primary oral health care providers in 

https://www.phaiwa.org.au/the-advocacy-toolkit/
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the community. To accommodate this diversity, the definition of high needs and vulnerable groups 

needs to be reviewed. To the forefront in the renewed definition should be those who can least afford 

dental care—low-income adults—and those medically-complex patients whose primary care could be 

provided in a primary oral health care setting in the community. 

3. Update the Service Matrix and require its use in all hospital dental services. 

It is recommended that the Service Matrix be updated to include recent changes in practice, including 

in bisphosphonate therapy and haematology. Also, that consideration be given to oral health care 

provision for rheumatic heart disease patients who are over 18, and that national access criteria for 

mental health patients are considered and developed in line with the current Government focus on 

this area of health.  

It is recommended that the Service Matrix is included as a requirement in the HDS T2 service 

specifications. 

4. Reorient some oral health services to accommodate the outcome of Points 1 and 2. In particular, oral 

health services for low-income adults should be shifted from the hospital dental service to primary 

care (when appropriate).  

The oral health management of low-income adults with no or few co-morbidities and for those 

medically-complex people whose oral health care management is relatively straightforward should be 

provided care in the community by primary oral health care providers. When the ‘as capacity and 

funding allows’ criterion was added to the service specifications in 2006/07, it does not appear that 

alternative treatment systems were proposed or instituted.  

It is acknowledged that reorienting oral health services to manage the oral health care of low-income 

people in a primary care setting will place additional pressure on the primary oral health care 

workforce. Discussions and strategic planning are needed among all relevant stakeholders, and at 

Government level, to determine how to best address the oral health needs of low-income adults. 

Implementing this change will require collaboration among all members of the oral health sector, 

along with additional funding and other resources. 

Dunedin’s Te Kaika provides a model for such a service, and Māori oral health providers already 

address the oral health needs for Māori, their whānau and communities in a primary care setting. 

Other suggestions include utilising existing DHB facilities, such as the COHS clinics, mobile units and 

revising operating hours to accommodate patients’ work and other commitments.  

5. Review the eligibility criteria for ‘low-income adult’.  

To ensure that those people on low incomes, but who are not eligible for a CSC or can afford oral 

health care with a primary oral health care provider in the community, have access to affordable oral 

health care, especially emergency dental care, a new criterion for identifying a ‘low-income adult’ 

should be developed. This review should be undertaken irrespective of whether oral health services 

for low-income adults remain in the hospital dental service or (if and when) those services are 

reoriented.   

6. Deal with those DHBs in which the hospital dental service is of critical or considerable concern. 

Urgent action is required to implement hospital dental services in those DHBs without a hospital 

dental service, ensuring that they are appropriately resourced for their population.  
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Most urgent are the Bay of Plenty and Lakes DHBs. To adequately meet the needs of their high needs 

and vulnerable population and reduce workload, both DHBs require the establishment of a well-

resourced dental department in their respective hospital campuses. The West Coast and Wairarapa 

DHBs most likely do not warrant such a presence in their respective hospitals; however, they should 

employ a salaried dentist with local knowledge and a service manager whose role is dedicated to 

managing and coordinating hospital dental services for their population, respectively. Instituting such 

personnel would improve the visibility of oral health among the DHB services and provide a means of 

advocating for services to meet their high needs and vulnerable populations’ oral health needs. 

Instituting oral health HealthPathways in all the DHBs of concern would provide a clear and consistent 

referral pathway for high needs and vulnerable people, but also information for primary oral health 

care providers in the community in DHBs that do not have a hospital dental service. 

Specific actions  

 For the Bay of Plenty and Lakes DHBs: 

o Establish a well-resourced dental department in Tauranga and Rotorua Hospitals;  

o Continue, or consider, using mobile services or utilise COHS clinics to ease the difficulties 

some people have in physically accessing the service.   

 For the West Coast DHB: 

o A primary oral health care provider in the community, with local knowledge and sufficient 

experience be employed as a salaried dentist to provide hospital-level oral health care 

and have strategic oversight of the DHB’s hospital dental services. This practitioner should 

continue to have support from their colleagues at CDHB. 

o Given the widely-dispersed and sometimes remote population, employ mobile services or 

utilise COHS clinics to ease the difficulties some people have in physically accessing the 

service.   

o Consider changing the emergency dental contract with external providers by redefining 

relief of pain and monitor any contracts put in place so that services are being provided 

as per the contract (this is applicable to all other DHBs who have emergency dental care 

contracts with external providers). This has already been achieved in CDHB. 

 For Whanganui: 

o Review of the workforce capacity with a view to increasing the SMO FTE.  

 For Hauora Tairawhiti DHBs: 

o Review of the workforce capacity with a view to increasing the SMO FTE. 

o Ensure there is a definitive succession plan.  

 For Waikato DHB: 

o Investigate recruiting and resourcing for hospital dentists to provide hospital-level care, 

and institute a relief-of-pain clinic. 

 For the Auckland Regional Service: 

o Review the service to inform a plan to address issues of capacity (workforce, funding and 

facilities).  
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7. Institute oral health Community and Hospital HealthPathways nationally. 

It is recommended that oral health HealthPathways be instituted nationwide and be a requirement in 

the service specifications.  

HealthPathways arose in post-earthquake Christchurch as:  

a consequence of a move towards an integrated healthcare system and acted as a 
platform to disseminate the key principles [of] developing primary and community services 
that supported people to take greater responsibility for their health and ensured patients 
were treated by the correct person, thereby reducing demand on secondary and specialist 
resources. To implement these changes partnerships were formed across the full spectrum 
of healthcare.48 

HealthPathways are currently established in nine DHBs;gg not all have HealthPathways for oral health. 

The oral health HealthPathways model—both community and hospital—is relatively well established 

in CDHB. Several other DHBs (for example, Auckland Regional Service, and Southern and Northland) 

have implemented, or are about to implement, oral health Community HealthPathways, having 

adapted CDHB’s oral health HealthPathways to suit local contexts.  

Although CDHB has yet to evaluate the effectiveness of its Oral health HealthPathways, the 

effectiveness of HealthPathways for general medical conditions has been demonstrated.48,49 

Evaluations of HealthPathways conducted in 2015 found that it delivers more care into the 

community, improves referral quality, more equitably triages referrals, and provides greater 

transparency in the management of demand for secondary care. HealthPathways is also considered 

an effective change management tool when integrating health services.48,49 It is well accepted by 

clinicians in both primary and secondary care, and strengthens relationships between primary and 

secondary care providers.49 

Oral health HealthPathways is still in its infancy. However, instituting it would most likely deliver 

similar benefits to those of HealthPathways, and also address several of the key gaps in the hospital 

dental service identified in this study. Those include: increasing the visibility of the hospital dental 

service within a DHB; assisting in ‘de-siloing’ and connecting oral health with general health; positively 

linking community-based primary oral health care providers with their colleagues in secondary care; 

providing national consistency in the Hospital Dental Services; enabling transparency in the services 

provided; and assisting in shifting the oral health care of some Hospital Dental Services service users 

back to primary oral health care providers in the community and thereby reducing the burden on the 

hospital dental service. It would also provide a means of up-skilling and supporting community-based 

primary oral health care providers to assist them in treating the needs of patients who are more 

medically complex but do not require hospital-level management. For smaller DHBs, it would assist in 

identifying the responsibilities of the hospital dental services for their high needs and vulnerable 

populations, especially for DHBs that do not have a service. Anecdotally, some DHBs have struggled 

to gain traction on instituting oral health HealthPathways; national leadership would assist those 

DHBs. Finally, it would facilitate national consistency in service provision and prioritisation in the 

hospital dental service. 

                                                           
gg https://www.healthnavigator.org.nz/clinicians/r/regional-pathways/ 
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Instituting Oral Health Pathways in all DHBs will take time and resources, and require cooperative and 

collaborative working relationships within the oral health sector with a focus on patient-centred care, 

and with other hospital and community services and providers. It will also require having someone to 

‘champion’ or ‘drive’ and oversee its implementation. Ultimately, its implementation, and subsequent 

monitoring and evaluation, should be overseen by the Ministry of Health. Canterbury DHB sets a 

precedent for action, and could assist in its nationwide implementation. To inform such an initiative, 

a stock take of progress on oral health HealthPathways implementation across the country should be 

undertaken, with an agreed national set of oral health HealthPathways to be implemented. 

Implementing oral health HealthPathways nationally will likely have implications for the oral health 

workforce, increasing workloads for all members of the sector. To this end, it is recommended the 

workforce plan is reviewed with this change in mind. 

8. Review the oral health workforce plan, developing a strategy that will adequately address the current 

and future demands of the high needs and vulnerable population. 

The findings of this report (and others) strongly indicate an urgent need to address the oral health 

workforce, and particularly the specialist workforce. As previously stated, Workforce NZ is currently 

reviewing the oral health workforce. Such work requires an intersectoral approach involving the 

Ministry of Health, DHBs, NZDA, DCNZ, Te Ao Marama, the University of Otago School of Dentistry, 

AUT and Immigration NZ. It also requires drive to gain the interest of school leavers and young people 

in oral health. The University of Otago School of Dentistry should consider more distance training of 

their specialists. The upcoming opening of its facility in South Auckland should facilitate that. A 

workforce review should also align with work to strengthen the COHS workforce as the impact of COHS 

workforce shortages on the hospital dental service are likely considerable. 

There is a need to ensure that the workforce is appropriately planned and resourced to accommodate 

the expected demographic and epidemiological changes ahead.  

There is a need for DHBs to: 

 Review the progression pathways for hospital dentists and specialists, so that they have 

the same opportunities to progress their careers as other salaried hospital practitioners; 

 Ensure that succession plans are considered, especially in smaller DHBs; and 

 Consider reviewing the location of new graduates, so that they are placed in larger DHBs 

that have the capacity to support and mentor them into more senior roles to 

appropriately equip them for smaller communities.  

Changes in scopes of practice are required to address the changing oral health needs of the 

population. The scope of practice for oral health therapists is currently under review.  

It is recommended that the undergraduate curricula for oral health, dentistry and dental technician 

students incorporate oral health HealthPathways, and that students receive the training necessary to 

ensure that they are able to manage special needs and vulnerable people at a primary care level, or 

to know when to refer. New dental house surgeons at Canterbury DHB now receive training in the use 

of HealthPathways. 

Establish a centre of excellence for OMFS and ensure that all tertiary centres have oral medicine 

specialists. 
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9. Institute meaningful reporting requirements, and require DHBs to support and adopt the Electronic 

Oral Health Record programme. 

To inform planning and funding, management, and monitoring and evaluation of hospital dental 

services, it is recommended that meaningful reporting requirements are instituted and included in the 

HDS T2 service specifications.  

To provide consistent national data, the same IT system should be implemented across all DHBs.  

The inconsistencies in data capture, access and availability found in this research will likely be 

addressed by the implementation of the EOHR Programme in all DHBs. The EOHR is designed to 

“provide a national platform of information, process and technology to support the needs of consumers 

and clinicians of DHB-provided oral health services”. hh The intention is for the EOHR Programme to be 

integrated with key national and DHB applications, to ensure oral health information and processes 

are consistent, integrated and high quality. It includes the COHS, the hospital dental service and other 

key oral health care providers including Māori health providers. For more information, see 

https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-

health-record-eohr-programme. The DHBs have been working with the current provider—Titanium 

Solutions Ltd.—to make improvements in the interaction between that system and the DHBs, and in 

the way the information is reported and accessed. The EOHR Programme has recently had 

implementation sign-off from the DHB Chief Executive Group (13 May 2019).ii A national minimum 

data set developed by the EOHR Programme design group will be implemented on a regional basis. 

The programme is on-going. It is recommended that, during the planning stages of the EOHR 

Programme, information on those aspects of the service that need to be monitored and the 

information needed to plan services is being captured. The Matrix should inform the national dataset. 

Given the greater prevalence of multimorbidity, extended life expectancies and improved tooth 

retention, it is essential that all health practitioners are aware of patients’ medical and social histories. 

Hence, there is a need for an information and record-keeping system that is integrated with other 

hospital systems and consistent across the country. An integrated IT system would also assist in 

facilitating communication between the hospital dental and community oral health services in those 

DHBs with standalone clinical directors.  It is recommended that all DHBs be required to support and 

adopt the EOHR Programme. 

10. Investigate and implement strategies to improve timeliness of service provision and physical access 

to hospital dental services, particularly those DHBs with widely dispersed population. 

To overcome patients’ transportation challenges and difficulties in finding suitable times to attend 

appointments, it is recommended that services investigate the capacity to use mobile services, COHS 

clinics and domiciliary visits to those who have difficulty physically accessing services. Consideration 

will need to be given to resourcing. 

11. Ensure that all hospital dental services clinical leaders have allocated non-clinical time.  

This is essential for the appropriate oversight and support of the clinical and other services.  

                                                           
hh https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-
record-eohr-programme. 
ii https://mailchi.mp/daa7ac95904f/eohr-programme-update-may-2019?e=4395c4cab8 

https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/oral-health/electronic-oral-health-record-eohr-programme
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12. Institute a universal credentialing process – for all services, providers and external contractors. 

To address the diversity in the credentialing of hospital dental services found in this research, and 

contribute to national consistency in service provision, it is recommended that the credentialing 

process is standardised at a national level.  

13. In the North Island, establish or review and formalise current alliance groups. 

To provide support and strengthen the visibility of the oral health services in the North Island, and 

improve coordination and consistency in service provision, new Alliance groups should be formed or 

the current alliance-type groups reviewed to include the hospital dental service, and planning and 

funding and other management personnel as required. To ensure workforce training issues are 

addressed, it would also be beneficial to have representation from the main training institutes on 

those groups. It is suggested that the South Island Alliance provide support to these new groups as 

they become established.  

It seems prudent to base the form of the alliances on the regional arrangements used by the EOHR 

programme. 

14. Invest in oral disease prevention throughout the life course 

Most oral health conditions are preventable; if established early in life, they cast a long shadow over 

the life course.50,51 Prevention services—incorporating the full spectrum of health promotion efforts, 

from individual approaches to national-level policies—are key to ensuring that all New Zealanders 

enjoy good oral health, particularly those who have high health needs and the most vulnerable.52 

These, of course, need to be supported by appropriate population-level public health and policy 

measures (which are beyond the scope of this particular report).52  

As identified by some participants in this research, one of the most effective means of reducing oral 

health care need among the high needs and vulnerable population, and in turn demand on, all oral 

health services, is to institute effective preventive measures early in life and ensure equitable access 

to oral health care services throughout life.52 To this end, the work of the COHS (particularly its 

preventive measures) must be encouraged, supported and appropriately resourced in order to reduce 

the incidence and progression of oral conditions early in life. Although New Zealand children’s and 

adolescents’ access to oral health care is relatively high, the public oral health system fails to meet the 

oral health needs of most Māori and Pacific children.  

The 2009 NZOHS found that young adult New Zealanders (18-35y) have considerably poorer oral 

health and access to oral health care (primarily due to cost) than children and adolescents.4 The 

findings of the current research support the NZOHS report’s conclusion that the current oral health 

status of our young adults is likely attributable to the “exit from the publicly-funded oral health 

services, and…[being in] the user-pays oral health system”4 and that the poor oral health experienced 

by this age group “may lead to poorer oral health and general health for these people in the future and 

may mead to considerable pressure on the oral health workforce”.4 It is recommended that means are 

found to address the financial barriers that prevent New Zealanders, particularly those aged 18-34, 

who cannot afford community-based primary oral health care accessing basic oral health care. 

To address the oral health concerns of the high needs and vulnerable population, it is recommended 

that a coordinated programme of health promotion efforts should be undertaken. Such a programme 

should take a common risk factor approach, be broad (from individual education to policy and 
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advocacy), comprehensive and intersectoral, and address the environmental risk factors and social 

determinants that drive poor oral health. 

5.7 Research implications 

As discussed previously, the findings of this research are limited to the perspectives of hospital dental 

services’ clinical directors and leaders, or other DHB personnel. To provide a comprehensive view of 

New Zealand’s hospital dental services, it is recommended that the perspectives of all those involved 

in the delivery of hospital dental services are explored. In particular, it is crucial that the perspectives 

of the service users—patients—and their whānau and supporters are gathered. Given the implications 

of the findings of this research for Māori and Pacific peoples, and the disparities in oral health between 

Māori and non-Māori, and Pacific and non-Pacific peoples, gathering those groups’ perspectives of the 

hospital dental service is critical. Such investigations must be led by, or be conducted in partnership 

with, Māori and Pacific peoples, so that the planning and implementation of interventions are relevant 

to both groups. Most importantly, doing so would ensure the obligations to health equity and 

protection for Māori under Te Tiriti o Waitangi are met. Research with the high needs and vulnerable 

population should align with the research priorities identified and outlined in Oranga Waha1 and any 

subsequent a Māori oral health research agenda. 

To plan services and formulate strategies to address the oral health needs of low-income adults, more 

information is required. In addition to including low-income adults’ perspectives, it would be useful to 

speak with primary oral health care providers who are currently contracted under the EDS contract, 

ED staff, and personnel from after-hours/urgent medical centres. Further, collecting and analysing 

data on non-traumatic ED presentations would provide an indication of the burden on ED. 

To advocate for services for oral health care services for low-income adults, economic analysis of 

hospital-level care should be undertaken. The cost of providing advanced emergency dental care (that 

is, those people admitted to hospital for dental reasons other than trauma, particularly those to 

intensive care units) should be determined. Almost all of those admissions are likely preventable.  The 

cost-benefit of providing oral health care in primary settings should be undertaken and weighed 

against costs to the taxpayer for hospital admissions.  

To inform the reorientation of services for low-income adults, it will be crucial to gather the 

perspectives of the primary oral health care providers and determine the capacity, skill, confidence, 

cultural competency and willingness within the sector to manage such patients. An evaluation of Te 

Kaika would contribute useful information and potential for the scaling-up of such an initiative. 

Given the extension of the University of Otago School of Dentistry to Manukau, service 

implementation and evaluation will be crucial.
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5.8 Conclusion  

Inconsistencies in the provision and delivery of hospital dental services likely contribute to the poor 

oral health and access to services experienced by the high needs and vulnerable New Zealanders, and 

likely perpetuate oral health inequalities. 

Addressing the gaps in the hospital dental service is a collective responsibility, requiring a coordinated 

and collaborative response from the whole of the oral health sector, guided by national leadership. 

Achieving equitable hospital-level care and seamless service for the high needs and vulnerable 

population requires increased resourcing and workforce planning, reorientation of some oral health 

services, meaningful monitoring and evaluation of services, implementation of systems to break the 

silos between oral health and general health, and development of a national strategy to plan oral 

health services and coordinate hospital dental services and other facets of the oral health sector.  

Recent demographic and epidemiological changes in New Zealand’s population have placed 

considerable pressures on the hospital dental service. Given that such changes are predicted to 

continue into the future, so too are the pressures on the hospital dental service; indeed those 

pressures are likely to worsen if the underlying causes are not addressed.  

The government is currently exploring how to provide a “sustainable and forward-looking Health and 

Disability System that is well placed to respond to future needs of all New Zealanders”.53 Urgent action 

is required to ensure the hospital dental service has the capacity to provide high needs and vulnerable 

New Zealanders—now and in the future—with services that adequately and appropriately respond to 

their oral health needs. Only then will New Zealand’s most vulnerable people enjoy good oral health, 

for life. 
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5.9 High Needs and Vulnerable Seminar and Workshop 

5.9.1 Introduction 

On 25th July 2019, a half-day seminar and workshop was held to gather the views of the wider sector 

on some of the key issues raised in the report, and the actions required to address them. Sixty-two 

people, representing a range of organisations attended, including those from government, DHBs 

(planning and funding, oral health practitioners, portfolio managers), professional organisations, 

academics, and Māori and Pacific health providers. 

5.9.2 Method 

One month prior to the seminar and workshop, all attendees received a penultimate draft copy of the 

report for their review. On the day, a summary of the key findings and recommendations were 

presented, then attendees were divided into groups to discuss the following key topics: (i) service 

specifications, the Matrix and reporting requirements, (ii) hospital dental service advocacy, (iii) 

national advocacy, and (iv) low-income adults. The selection of those topics was based on feedback 

from advisors and other key informants. Each topic was discussed by two groups of six to nine 

attendees (eight groups in total). To ensure an even representation of organisations in each group—

and therefore, knowledge, expertise and perspectives on the issue—attendees were pre-assigned 

their topic group. Three facilitators worked with the groups to ensure discussions remained ‘on topic’. 

Each group was asked to: 

 Establish and discuss their assigned issue from the range of perspectives in the group 

 Consider the actions needed to address the issue; including: 

 Key stakeholders 

 Challenges and facilitators 

 Unintended consequences 

 Timeframes – short and long term  

 Research/data to inform 

 Document their discussion points on paper provided and present an oral summary (4 mins) to 

all attendees. 

The summary presentations were audio recorded for the researchers’ later reference.jj   

At the time of registration, attendees were advised that the workshop outcomes would be 

summarised and included in the final report. Thus, following the workshop, MS and CAF reviewed the 

written presentation summaries and the recording. Key themes were identified, which are 

summarised below. Verbatim quotes illustrate the points raised (with permission from the 

participants). 

5.9.3 Findings  

Key themes that emerged from all groups were:  

 There is a need for a national strategy, one that emphasises equity, prioritises low-income 

adults and at-risk ethnicities, and focuses on community development and action, and 

                                                           
jj Prior to the group discussions, all participants were advised the session would be recorded for this purpose 
only and offered the opportunity to decline. 



 

123 
 

prevention. A national strategy that specifically included the hospital dental service would 

provide governance for all DHBs, but particularly those without a hospital dental service. 

 Evaluation and monitoring was important for all aspects discussed. There is a need to conduct 

a new national oral health survey to inform policy and practice. 

 There was strong consensus that low-income adults should not be treated by, and included 

in, the service specifications for hospital dental services; develop a specific service 

specification for low-income adults’ dental treatment. It is inappropriate and places strain 

on capacity for those who should be prioritised in the service. Instead, the bulk of care should 

be provided by the primary oral health care sector. However, currently there is no alternative 

service and, at least low-income people in those DHBs that still provide oral health care 

services are still at least receiving some care. Further, ‘low-income adult’ needs to be 

redefined and a model of funding low-income adult dental care needs to be developed. 

Models of care delivery that utilise and respect relationships within the community. 

Suggestions included Health Care Home [https://www.healthcarehome.org.nz/] or funding 

based on the PHO model of subsidies. It was also recommended that primary care be 

extended to include oral health practitioners as part of a larger primary health care team. In 

addition, data needs to be gathered to understand and quantify the unmet need and 

consumer voice: “We need to quantify the size of the problem; I mean how big is it?  Is it as 

big as …? I don’t know.  It’s massive, but how massive is massive?” National consistency in 

care provision was required, and that people were actually able to access the care.  

 Collaboration with other hospital services, primary oral health care providers and others is 

required. Opportunities to engage with those services and providers need to be identified and 

actioned.  

 National consistency in record keeping is critical and the EOHS is much needed.  Data sharing 

is critical to good oral health care. Information sharing within and among DHBs and with other 

health care providers (medical and social). 

 Public health strategies were important for prevention and in turn as a means of reducing 

stress on services, including ensuring that community water fluoridation is 

maintained/increased, and strategies to reduce sugar intake. 

 Workforce development and training, not only oral health professionals but all others who 

come into contact with oral health care. Increase public health training in undergraduate 

curriculum so that there is greater willingness to participate in the workforce providing oral 

health care to low-income adults. 

Low income adults  

 It was suggested that new criteria be found to identify low-income adults; NZDep was 

suggested.  It is difficult to find other means as the CSC is measurable, however, it does not 

take into consideration the working poor. Have a dental access card with the CSC? 

 The fee structure for the WINZ grant is currently not regulated (unlike ACC or CDA) and that a 

lot of time and money is expended by the need for those people seeking treatment to obtain 

several quotes from providers. To mitigate the ‘shopping around’, it was suggested that WINZ 

could identify preferred dental providers and that what care can be provided defined. Define 

what oral health care should be provided (emergency only? Basic – what does this include?). 

 Greater investment of resources for Māori and Pacific oral health care providers. To provide 

more culturally-appropriate oral health care. 
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 Bonding graduates in primary care and to undertake work in the community as part of their 

bonding arrangements was suggested as a means of improving training and understanding 

the needs of low-income adults, undertaking an internship similar to medicine or all oral 

health professionals to be trained in primary care at graduation. Low-income adult dentistry 

is not necessarily low-skill dentistry. The workforce needs to be adequately trained.  

To a certain extent there needs to be a paradigm shift to really think of teeth as the 
same level as other parts of the body. Further research on integration with primary 
care and connecting the mouth to the rest of the body.  Extended care team member 
so that dentists are part of a bigger team and they have done that in Scotland, and 
consulting with Māori and Pacific organisations to find out what would really work 
for them. 

 Do more for the young adult group as they are at high risk of being low-income adults and 

unable to access care. 

Service specifications 

 Utilise inequalities to drive change. 

 The question was raised: Is there a need for a new service specification for the treatment of 

low-income adult oral health services (emergency and basic)? The question was based on the 

issue of inequality of services for low-income adults with some DHBs enacting the ‘as capacity 

allows’ clause. It was suggested to move low-income adults out of the T2 HDS and either have 

a separate service specification or include in the OHS T1 services specification. Make it a 

requirement that DHBs provide treatment for low-income adults, based on a separate service 

specification.  

 Oral health should be recognised in other health services’ service specifications.  

 T1 OHS service specification wording is too loose and broad. Strengthen the focus on Māori 

and tighten definitions in the T1 OHS services specification. 

 The consensus view was that the Matrix was a good document; that it needed to be reviewed 

and updated, but requires in-built flexibility (which the ‘as capacity allows’ clause did). More 

work is required on the ‘mandatory’ requirement of the service specifications, especially the 

implications for those DHBs that don’t have a service. 

 Need more resources and strategic planning. 

 Aspects to consider when reviewing service specifications include: funding, capacity, equity 

and be population-based.  

 Should be needs-based rather than population-based. 

 The HDS knows who presents for care, but knows almost nothing about those who are not 

presenting. And where do they go? How can unmet need be captured – to inform the service 

specifications? 

National Advocacy 

 The current model for hospital dental care is based on one developed by Government. It was 

suggested that there be a greater focus on taking a community-led model of care.  

 Need for evaluation and monitoring of services. 

 One group provided a succinct model of advocacy. Their summary follows: 
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To make a right model and a different model to what we actually work under at the 
moment takes courage and with that we need kotahitanga which means we all 
work for the same outcome which is … the outcome that we are after is healthy 
communities. And I think that group over there has touched on it and that it comes 
from manaakitanga, so kindness – being kind – and actually thinking of the greater 
good ….The model at the moment comes from government, so if we flip the model 
around to actually be less [government] and to come from the research 
recommendations so we look at community – or dig down into it a bit more…the 
model comes from a plan and the plan is delivered for and from the people and from 
that comes policy change.  So, like the community here, we are looking at local 
community, iwi, hapu, communities and associations. It comes from the nationally-
led associations, tertiary education systems, education within those 
associations.  Government means local government, national level government – so 
how do we do it? We inform so it all sort of runs into one another. We inform of our 
policies and of our plan, we hold conferences and we have hui – community hui, iwi 
hui and we do things like this [seminar] that for some reasons are one of the very 
few times that everyone is in the same room. 

We develop our strategies and our models from these and then we implement 
them.  So, this is the start of our strategy and each and every one of these can be 
individualised and dug down as deep as you want to go. So, from this you can make 
strategy from that – it’s just the same for them all. 

Local advocacy 

 Regional consistency was considered important and that regional alliances were required.  

 The DHBs’ focus on equity was suggested as a means of raising the visibility and profile of the 

hospital dental services within hospitals and DHBs. The need to contribute to strategy and 

annual plans was considered important, as was collaboration and relationship-building was 

important. There was also a need to approach others in the hospital and beyond with a 

positive attitude.  A hospital dental service advocacy group summarised this point:  

We wanted to use equity and to really push that because that is something that is 
really important to most DHBs at the moment, so use the power around that to push 
our point. We wanted to have more input in the annual plan and we wanted to 
become visible by using things like GP liaisons to meet with key stakeholders 
really. We wanted to engage leaders, raising our profile, better integration of 
primary care, general dental practitioners and perhaps the Dental Association 
branch as well. Communicate and form relationships with other departments, and 
we just said actually ‘Be Nice’. So, how do you get anywhere in a hospital and 
[another attendee] brought up the point that it’s to do with who you have coffee 
with and your relationships around the departments. So yeah, be nice. Invite them 
to your meetings and your CPD days and offer to speak at theirs. Get involved in 
RMO training and so forth. 

 More time to be allocated for clinical leads to attend meetings etc. and involve themselves 

within hospital, and “exploit every opportunity” to engage with a range of key stakeholders 

including local agencies, PHOs, primary oral health care providers, non-governmental 

organisations. 

 A national plan/strategy for governance is required to underpin and guide local advocacy and 

strategies, and especially important for those DHBs without a HDS. 
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 When making changes, there needs to be consideration of any unintended consequences, 

particularly the impact on capacity (funding, workforce) across the entire oral health service 

 Groups acknowledged that there were numerous interventions and programmes being 

conducted by DHBs. They suggested that there needed to be more evaluation and 

communication of the findings from those activities, and of strategic plans. For example,  

We would really like to see some in-depth evaluation of some of the pilots that are 
running around the place, for example the pregnant women contracts that are 
running, the mental health contracts that are running in some places and different 
DHBs are doing different … dabbling in different ideas, but we are not really seeing 
evaluation within the DHB, let alone between DHBs. 

 Capturing the ‘consumer voice’ is important. For example,  

Consumers offer a very, very strong voice in terms of good stories so we should try 
to get good stories and use those and put them to the attention of the CEO and try 
to raise the profile within the DHB. 

 Consider trans-disciplinary models (utilising a range of oral health professionals and other 

such as social workers) and outreach. 
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Appendix 1 History of Hospital Dental Services in New Zealandkk  

Hospital dental services were first introduced in 1913 based on the concept that a public hospital 

should provide medical and allied services for the “underprivileged” section of the community. Dental 

treatment of patients in New Zealand public hospitals was therefore originally intended to provide for 

those unable to afford the fees charged by private practitioners.  

A report on hospital dental services published in 1965 (Board of Health, 1965) noted that the position 

around the provision of hospital services had changed with public hospitals then providing medical 

and most allied services for all sections of the community and not only for the “underprivileged”. This 

situation did not apply to dental services as they were not necessarily included as hospital benefits 

under social security and not all sections of the community were eligible to receive hospital dental 

services.  

The report noted that there was an absence of an overall policy for the provision of hospital dental 

services to guide hospital boards and there was, therefore, a consequent lack of uniformity between 

the various hospital boards in the dental services they provided. Legislation at the time allowed for 

dental services to be provided for inpatients of public hospitals if these services constituted an 

essential element of the hospital treatment. There was, however, no requirement for hospitals to 

provide additional dental services. In addition, in some situations charges for services were applied to 

both inpatient and outpatient services subject to the power of the board to grant relief in situations 

of financial hardship.  

In 1965, of the 37 hospital boards, five had dental departments with full-time dental officers, 16 had 

visiting dental surgeons and the remaining 16 appeared to make no provision for dental services. In 

the three major public hospitals (Auckland, Wellington and Christchurch), dental services consisted 

mainly of outpatient services. In Dunedin, hospital dental services were provided on behalf of the 

Otago Hospital Board by the University of Otago Dental School. Both inpatient and outpatient services 

had been well developed in Otago but were considered peculiar to Dunedin as it supported the supply 

of hospital patients as a source of clinical teaching material for the Dental School.  

At this time, four metropolitan hospitals (Auckland, Wellington, Christchurch and Dunedin) were 

providing facilities for dealing with maxillofacial injuries, deformities and diseases. The Committee 

considered that in addition to these services, plastic surgery units similar to those at Middlemore 

(Auckland) and Burwood (Christchurch) should be established at both Wellington and Dunedin.  

Part of the purpose of the 1965 report was to propose recommendations for improving hospital dental 

services, including ensuring that these services were consistently provided and that access was 

available for groups of the population requiring hospital dental services. However, at that time the 

Board found it challenging to identify the extent of the problem since it was difficult to assess the total 

number of people who may require hospital dental services. The report subsequently proposed a total 

of 51 recommendations, including recommendations which ensured the provision of emergency 

treatment for the relief of pain for hospital inpatients and maternity patients; short stay patients 

requiring dental treatment as an essential part of treatment, long-stay inpatients such as older people 

                                                           
kk Source: Improving Oral Health Services for High Needs and Vulnerable Populations. Advice to the Chief Dental 
Officer and the Ministry of Health. August 2012. Wellington: New Zealand Oral Health Clinical Leadership 
Network Group. 
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and people with chronic diseases; outpatient services for people unable to meet the cost or who 

cannot obtain services privately; and intellectually and physically disabled people.  

Hospital dental services in New Zealand have continued to develop since this time with no national 

plan. District Health Boards (DHBs) and their predecessors have been responsible for decision-making 

at the local level regarding the range of hospital dental services (if any). 
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Appendix 2 Oral Health Services – Tier One service specification 

 

All District Health Boards 

 

ORAL HEALTH SERVICES - 

TIER ONE 

SERVICE SPECIFICATION 

STATUS: This nationwide service specification describes 

the national minima of services to be funded or provided by a 

DHB. 

 

MANDATORY 

 

Review History Date 

First Published on Nationwide Service Framework Library June 2006 

Administration review of tier one Oral Health Services service 
specification (2006) Amendments: Standard Māori health clause, entry 
and exit criteria, support services, service linkages table, quality 
requirements updated, purchase units table updated.   

December 2009 

Administration review: updated formatting, names of linked tier two 
service specifications, purchase unit table national collections column. 

June 2015 

Consideration for next Service Specification Review within five years 

Note: Contact the Service Specification Programme Manager, National Health Board, 
Ministry of Health to discuss the process and guidance available in developing new or 
updating and revising existing service specifications.  

Nationwide Service Framework Library website: http://www.nsfl.health.govt.nz/ 
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ORAL HEALTH SERVICES 
TIER ONE 

SERVICE SPECIFICATION 

This tier one Oral Health Services service specification is the overarching service 
specification for all publicly funded oral health services in New Zealand.  It covers hospital 
and primary oral health care services for children, adolescents and adults irrespective of 
the setting of service delivery. 

The following service specifications must be used in conjunction with this tier one service 
specification: 

 tier two Community Oral Health Services for Children and Some Adolescents 

 tier two Adolescent Oral Health Coordination Service 

 the Service Agreement for the Provision of Oral Health Services for Adolescents and 
Special Dental Services for Children and Adolescents (commonly known as the ‘Combined 
Dental Agreement’ or CDA).  tier two Hospital Dental Services 

 tier two Emergency Dental Services for Low Income Adults. 

Background 

The focus for oral health services is to implement the key actions in Good Oral Health for 
All, for Life38: the Strategic Vision for Oral Health in New Zealand (Ministry of Health, 
2006). 

The provision and ongoing development of oral health services will also be aligned with the 
following documents39: 

 He Korowai Oranga: Māori Health Strategy 

 Youth Health – A Guide to Action 

 New Zealand Disability Strategy 

 Health of Older People Strategy 

 Ala Mo’ui: Pathways to Pacific Health and Wellbeing 

 Better, Sooner, More Convenient health care in the community. 

1. Service Definition 

District Health Board (DHB) funded Oral Health Services (the Services) will provide 
primary, and specialist oral health care services for eligible children, adolescents and 
adults.  Not all people are eligible for publicly funded health services.  Refer to the New 
Zealand Health and Disability Services Eligibility Direction 201140 for eligibility information. 

The Services includes: assessment, diagnosis, treatment, planning, procedures, onward 
referral if required, and oral health promotion and disease prevention. 

An integrated continuum of care should be provided between services and between oral 
health services and wider general health services, as appropriate. 

2. Service Users 

The Services are provided for eligible: 

 children and adolescents up to their 18th birthday, refer to Community Oral Health 
Services for Children and Some Adolescents service specification and the CDA for 
further details 

                                                           
38 http://www.health.govt.nz/publication/good-oral-health-all-life 
39 The range of documents listed are available at the Ministry of Health page http://www.health.govt.nz/publications 
40 http://www.health.govt.nz/new-zealand-health-system/eligibility-publicly-funded-health-services 
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 adults aged 18 years and older, refer to the Hospital Dental Services and Emergency 
Dental Services for Low Income Adults service specifications for further details. 

3. Exclusions 

The following oral health services are excluded from this service specification:  

 oral health treatments, and/or diagnostic services that are outside evidence-based 
best practice 

 orthodontic treatment (other than that specified in the tier two Hospital Dental 
Services service specification) 

 elective dental treatment provided for cosmetic purposes only 

 patients eligible for treatment funded by Accident Compensation Corporation (ACC) 
or where funding for services is provided by other Government agencies (ie, 
Department of Corrections) 

 oral and maxillofacial surgery (refer to the tier one Specialist Medical and Surgical 
Services Service Specification) 

4. Service Objectives 

4.1 General 

The Services’ key objectives are to: 

 improve the oral health status of the population by promoting, maintaining and 
restoring good oral health 

 reduce inequalities in oral health and improve access to oral health services for those 
in greatest need 

 provide an evidence-based approach to service delivery and evaluation when this 
exists 

 ensure that professional and fiscal resources are used efficiently and effectively.  
4.2  Māori Health 

An overarching aim of the health and disability sector is the improvement of health 
outcomes and reduction of health inequalities for Māori.   

In addition to the generic objectives above, the Services will:  

 contribute to addressing the health needs of Māori  

 be clinically sound, of good quality and culturally appropriate 

 be accessible, timely and effective 

 ensure equitable outcomes for Māori 

 collect ethnicity data for Māori in accordance with the Ethnicity Data Protocols for the 
Health and Disability Sector 2004. 

5. Access 

5.1 Entry and Exit Criteria 

Refer to the relevant tier two oral health service specifications listed above for information 
on access, exit and entry criteria. 

5.2 Distance 

The Service should be provided as close to the Service User’s home as is possible within 
the bounds of clinical safety and quality. 
5.3 Timeliness 
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The Service will be provided in a timely manner and in line with the requirements of the 
relevant tier two oral health service specifications. 
5.4 Charges to Service Users and Co-payments 

All children and adolescents up to their 18th birthday are eligible for free dental care under 
the following: 

 tier two Community Oral Health Services for Children and Some Adolescents service 
specification. 

 the CDA. 

DHBs may charge co-payments for outpatient dental services (other than those described 
in 5.4.) 

The current Service Coverage Schedule 41 provides guidance on maximum charges and 
co-payments. 

Before oral health treatment is undertaken, Service Users must be explicitly advised of the 
treatment they require and the costs of any treatment that is outside of the scope of the 
Service.  When requested to do so, the Service will provide an estimate of costs for Work 
and Income clients. 

6. Service Components 

6.1 Processes 

The Service includes: 

6.1.1 Oral Health Assessment, Diagnosis, Treatment Planning and Procedures 

clinical oral examination in order to detect and diagnose disease 
general maintenance of the teeth and mouth including appropriate preventive, 

restorative and extraction services 

 discussion of treatment options (including possible risks) and management 
plans with Service Users and/or their family and whānau or caregivers as 
appropriate. 

6.1.2 Oral Health Promotion and Disease Prevention 

appropriate education and counselling of Service Users and or their caregivers and 
groups concerning: 

- oral health care and dietary advice in line with preventing dental disease 
- smoking cessation 

 advocacy for dental public health issues in line with current government policies 
and procedures 

- promotion of fluoridation of water supplies. 

6.1.3Oral Health Services for People in Minority Cultural Groups 

Pacific Health 

For Service Providers that have significant Pacific Peoples populations, service 
delivery must be linked to the improvement of Pacific health outcomes, contribute to 
achieving health equity and be relevant to Pacific Peoples’ health needs and 
identified concerns.   

                                                           
41 The Service Coverage Schedule describes the agreed level of service coverage for publicly funded services. 
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/menumh/Accountability+Documents 
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The Service must recognise the cultural values and beliefs that influence the 
effectiveness of services for this group and their families and fono or caregivers.  
Pacific peoples’ communities are to be consulted in the design and delivery of 
services for their people. 

Other Minority Cultural Groups 

The Services must take account of the needs of other eligible minority cultural groups 
such as refugees and new immigrants to ensure the Service is responsive to their 
needs. 

6.2 Settings 

The Services will be located within the most appropriate setting for their purpose and 
population needs.  Considerations in determining these settings should include (but are not 
limited to) accessibility, cultural appropriateness, workplace and physical safety of the 
practitioner and Service User, and the effective and efficient use of resources.  Settings 
may include fixed or mobile dental clinics and local community settings that meet the 
Dental Council of New Zealand standards for oral health practitioners to deliver safe and 
competent care to the public of New Zealand.  
6.3 Transport 

Transport to the Services is the responsibility of the Service User or their caregivers.  The 
Service will assist in coordinating or arranging transport when it is appropriate to do so. 
6.4 Facilities 

Refer to the Funder’s Provider Quality Specifications, and the Health and Disability Sector 
Standards for requirements on facilities that also apply to mobile oral health clinics. 

The Service must consider: 

 if clinically appropriate services can be effectively delivered from mobile clinics  

 take into account the specific needs of their communities  

 the need to ensure the health and safety for the Service Users and staff delivering 
such services. 

6.5 Equipment 

The Serviced will have access to dental operative equipment, instruments and treatment 
facilities that enable the provision of appropriate contemporary dentistry and comply with 
current standards and codes of practice. 
6.6 Service Levels 

6.6.1 Primary Oral Health Services 

Primary oral health care services will be provided within the scope of practice of 
professional staff.  When treatment is out of scope, timely and appropriate referral 
processes to a specialist service must occur. 

6.6.2 Specialist Oral Health Services 

Specialist oral health services will be provided by general and specialist dental 
practitioners contracted to provide these services, or hospital dental services when 
necessary. 

6.7 Key Inputs 

The key inputs required for the Service are: 

6.7.1 Staff 



 

134 
 

 appropriately trained clinical staff to meet the service mix requirements 
including: general dentists, dental specialists, dental therapists, dental 
hygienists, clinical dental technicians and dental technicians 

 auxiliary staff including dental surgery assistants and administrative support 
personnel. 

The staff must comply with current professional standards and Codes of Practice, the 
Code of Health and Disability Services Consumers’ Rights, and the Health 
Information Privacy Code. 

6.7.2 Supplies, Equipment and other Services 

 pharmaceuticals - local anaesthetics, haemostatic agents, analgesics, topical 
fluorides 

 oral health supplies 

 diagnostic imaging 

 sterile supply services 

 infection control 

 occupational health and safety services 

 biomedical engineering 

 interpreter services, including New Zealand sign language (NZSL) information 
technology. 

7. Service Linkages 

To ensure optimum care for the Service User, the Service Provider will maintain robust 
and effective relationships with appropriate services/agencies listed below to facilitate 
referral and liaison with those services. 

Other oral health providers: 

 DHB funded oral health services 

 community based general and specialist dental practitioners in private practice. 
Primary care health providers including: 

 Medical specialists 

 General Practitioners  

 Primary Health Organisations 

 Community pharmacies 

 Well Child/Tamariki Ora, Plunket 

 Lead Maternity Carers (LMCs) and DHB Community Midwives 

 Māori health providers 

 Pacific peoples’ health providers 

 non-Governmental organisations 

 Public health programmes 
Support services: 

 cultural support and advocacy services, as appropriate 

 Māori primary and community care services, community health worker services; 
whānau facilities including whānau accommodation facilities 

 other specialist support services, as appropriate. 
Supported independent living/accommodation facilities and residential services including 
those for: 

 older people 

 people with disabilities 
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 mental health and addiction services 

 young people in Ministry of Social Development, Child Youth and Family Care and 
Protection and Youth Justice Facilities. 

Education services: 

 Schools and pre-schools including kindergartens, Early Childhood Education Centres, 
kohanga reo, kura kaupapa, puna reo and Pacific language nests. 

Government organisations: 

 Ministry of Education 

 Work and Income 

 Ministry of Health 

 Department of Justice 

 Department of Corrections 

8. Quality Requirements 

8.1 General 

The Service must comply with the Provider Quality Specifications described in the 
Operational Policy Framework (OPF)42 or, as applicable, Crown Funding Agreements, 
contracts or service level agreements.  

The Services will be delivered in full compliance with relevant legislation including: 

 New Zealand Public Health and Disability Act 2000 

 Health and Disability Services (Safety) Act 2001 

 Health Practitioners Competence Assurance Act 2003 

 Vulnerable Children Act 2014. 

The Services must comply with current professional standards and Codes of Practice of 
the Dental Council of New Zealand and the New Zealand Dental Association, the Code of 
Health and Disability Services Consumers' Rights, and the Health Information Privacy 
Code. 

The Service will implement and monitor quality improvement processes and clinical audit 
activities relevant to their service.  Reporting on these activities will be provided to the DHB 
funding the Services, on request. 
8.2 Access 

Service Users will have timely access to appropriate oral health information and advice.  
The Service will monitor access to its services, and ensure entry is managed in a timely, 
equitable and efficient manner. 
8.3 Acceptability 

The Service must ensure that the needs of Service Users and their families and their 
whānau are taken into account at all times. 

Service Users and their families are to be treated with respect, dignity and in ways that are 
culturally sensitive. 
8.4 Safety and Efficiency 

8.4.1 General 

                                                           
42 The OPF is a set of business rules, policy and guideline principles. It is a schedule to the Crown Funding Agreement 
published on the Nationwide Service Framework Library website: under Policy Documents heading 
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/menumh/Accountability+Documents 
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The Service Provider (Provider) will have documented protocols for the following: 

 patient management including confidentiality and informed consent 

 equipment management and maintenance 

 imaging procedures 

 infection control procedures 

 patient record management 

 management of referrals and communication with referrers. 
 

8.4.2 Child Protection Policy 
 

In accordance with Part 2 of the Vulnerable Children Act 2014: 

 the Provider will adopt a child protection policy as soon as practicable and 
review the policy at least every three years 

 the Provider’s child protection policy must be written and must contain 
provisions on the identification and reporting of child abuse and neglect in 
accordance with section 15 of the Children, Young Persons, and Their Families 
Act 1989 

 the Provider’s child protection policy must be posted on a publicly available 
website maintained by, or for, the Provider. 
 

8.4.3 Safety Checking  

In accordance with Part 3 of the Vulnerable Children Act 2014, the Provider must 
carry out safety checks on all personnel who are “children’s workers” as defined in 
the Act. 

 
8.5 Effectiveness 

The Providers will: 

 prioritise and monitor timeliness of assessment and treatment. 

 monitor entry to their service, and ensure entry is managed in a timely, equitable and 
efficient manner, to meet assessed need. 

 meet the Clinical Effectiveness and Effectiveness of Services requirements of the 
OPF. 

8 Purchase Units and Reporting Requirements 

Purchase Units are defined in the joint DHB and Ministry’s Nationwide Service Framework 
Purchase Unit Data Dictionary.  Specific reporting requirements apply in the tier two 
service specifications and the CDA. 

Service Specification Title Purchase Unit Code 

Community Oral Health Services for Children and Some 
Adolescents 

D01022 

Hospital Dental Services D01001, D01001S1, D01001S2, 
D01002, D01021, D01PRE, 

Emergency Dental Services for Low Income Adults D01005 

The Combined Dental Agreement (CDA) Service 
Agreement for the Provision of Oral Health Services for 
Adolescents, Specialist Dental Services for Children and 
Adolescents 

D01016, D01017, D01020 
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Adolescent Oral Health Coordination Services D01009 
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Appendix 3 Hospital Dental Service – Tier Two service specification 

 

All District Health Boards 

ORAL HEALTH SERVICES 

HOSPITAL DENTAL SERVICES  

TIER TWO 

SERVICE SPECIFICATION 

STATUS: This nationwide service specification 

describes the national minima of services to be funded 

or provided by a DHB. 

 

MANDATORY 

Review History Date 

First published on Nationwide Service Framework 
Library 

June 2010 

Administration review: updated template, service linkages 

table, quality requirements, purchase units table and national 
collections requirements. User charges wording changed.  

December 2009 

Amendment: Inserted D01PRE Purchase Unit into the Purchase 

Unit table. 
April 2012 

Administration review of tier one Oral Health 
Services service specification (2006): edited for 
alignment with 2013/14 Service Coverage Schedule and the 
Community Oral Health Services for Children and some 
Adolescents service specification. 

June 2015 

Consideration for next Service Specification Review within five years 

Note: Contact the Service Specification Programme Manager, National Health Board, 
Ministry of Health to discuss the process and guidance available in developing new or 
updating and revising existing service specifications.   

Nationwide Service Framework Library website http://www.nsfl.health.govt.nz  

 

http://www.nsfl.health.govt.nz/
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ORAL HEALTH SERVICES –  
HOSPITAL DENTAL SERVICES 

TIER TWO 
SERVICE SPECIFICATION 

D01001, D01001S1, D01001S2, D01002, D01021, D01PRE 

This tier two service specification for Hospital Dental Services (the Service) must be used 
in conjunction with the overarching tier one Oral Health Services service specification.  
This service specification must also be read in conjunction with the tier one Specialist 
Medical and Surgical Services service specification with regard to oral and maxillofacial 
surgery. 

1. Service Definition 

The Service provides specialist oral health care services for people with special needs that 
prevent them from accessing oral health care services in the community.  

The Service provides specialist oral health services for people when: 

 dental treatment is an essential part of hospital treatment for a current medical or 
surgical condition, or for dental pre assessment for receiving another medical or 
surgical treatment 

 orthodontic treatment is required for cleft palate or other craniofacial syndromes or 
severe congenital craniofacial abnormalities 

 a hospital admission is required because of the need for special management 
facilities in order to provide dental treatment, such as general anaesthetics 

 general and specialist dental services are required because a Service User’s medical 
or congenital condition and/or physical, sensory, intellectual or psychological 
disability mean they are unable to access dental care in the community. 

People needing special dental care may include: residents of community residential 
disability services, residents of aged residential care facilities, dementia and hospital level 
care facilities, care recipients under the Intellectual Disability (Compulsory Care and 
Rehabilitation) Act 2003 and care recipients under the Criminal Procedure (Mentally 
Impaired) Act 2003.   

Ongoing primary oral health care may be provided by the Service for people with 
disabilities who require special management for their dental treatment, when capacity of 
the Service allows. 

The Service will be located in a clinically appropriate setting. 

Emergency dental services are also available when dental services are required as part of 
other medical or surgical treatment, such as the assessment and management of severe 
orofacial infections, uncontrolled oral haemorrhage and/or orofacial trauma. 

The Service is complimentary to, rather than an alternative to the oral health services 
listed below: 

 oral health care services provided for children and adolescents  

 emergency dental services for low income adults  

 dental services for adults that are not publicly funded. 

2. Service Users 

Service Users are people whose dental treatment can only be, or is most appropriately 
provided, within a hospital oral health service setting. 
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3. Exclusions 

In addition to the exclusions described in Section 3 of the tier one Oral Health Services 
service specification, the following services are excluded from this service specification: 

 services funded under other tier two Oral Health service specifications 

 the Service Agreement for the Provision of Oral Health Services for Adolescents and 
Special Dental Services for Children and Adolescents (commonly known as the ‘Combined 
Dental Agreement’ or CDA).   

 Oral and Maxillofacial surgery services 

 orthodontic treatment for dental crowding or mild/moderate skeletal discrepancy. 

4. Service Objectives 

The key objectives of the Service are to: 

 provide hospital based oral health care services that are seamlessly integrated with 
other hospital based and community health care services 

 provide clinically appropriate hospital oral health care services to ensure optimum 
care for the Service User.  

Refer to tier one Oral Health Services service specification section 4 for generic Service 
Objectives.  

5. Access 

5.1 Referral 

Entry into the Service will usually be by referral from health professionals registered with 
the appropriate regulatory authority under the Health Practitioners Competence Assurance 
Act (2003).  These health professionals include: 

 medical and surgical specialists  

 general medical practitioners 

 general and specialist dentists  

 dental therapists 

 public health nurses 

 nurse practitioners 

 registered nurses in residential care facilities 

 Well Child/Tamariki Ora and Plunket nurses. 

5.2 Entry Criteria 

5.2.1 General 

Access to the Service will be managed ethically and equitably so that priority is based on 
acuteness of need and capacity to improve oral health status and quality of life.  The 
Service will use eligibility criteria and prioritisation tools. 

The entry criteria include: 

 hospital inpatients that require essential dental treatment 

 people requiring specialist oral health care in conjunction with other hospital 
treatment 

 people needing inpatient, day patient and outpatient dental services that are not 
available from oral health practitioners in the community because of their special 
dental or medical condition, disability or their need for special management facilities. 

The Service will ensure that people with special needs and disabilities have equitable 
access to the Service.  For people who require special management of their dental 
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treatment and/or who have special access requirements that can only be addressed in a 
hospital setting, the Service may become the ongoing primary oral health care provider. 

5.2.2 Dental Services for Low Income Adults 

Where capacity and funding allows, the Service may provide basic dental services for low 
income adults. This service specification acknowledges the custom and practice of those 
District Health Boards (DHBs) providing dental care for Service Users that meet the DHB’s 
eligibility criteria.  

Emergency dental services for low income adults may also be provided by the Service if 
agreed with the Funder.  Refer to the tier two service specification for Emergency Dental 
Services for Low Income Adults. 

5.2 Exit Criteria 

The Service must consider its duty of care for people who are unable to access oral health 
services in the community before discharging them from the Service.  Most Service Users 
will be discharged back to their primary oral health care provider after the necessary 
episode or course of treatment is completed.   

5.3 Timeliness 

The Service will provide access to care for Service Users within the times specified in the 
current Elective Services policy. 

Priority Time Period 

Immediate within 24 hours 

Urgent within 2 weeks 

Semi-
urgent/Routine 

within 16 weeks 

5.4 User Part Charges and Co-payments 

Not all Service Users who are referred or present to the Service are eligible 43 for publicly 
funded health services.  For those who are not eligible the Service provider may charge a 

co-payment for each treatment. 

For eligible people the Service will be provided free of charge for: 

 hospital inpatient services, and day-patient services 

 services provided to children and adolescents aged 0 up to their 18th birthday: 
- that are covered in the scope of the CDA, and 
- orthodontic treatment for the correction of severe congenital craniofacial 

abnormalities and malocclusions. 

The Service may charge co-payments to Service Users for outpatient dental treatment, 
other than those described above. 

The Service must ensure that Service Users are explicitly advised of services that require 
a co-payment and informed of these charges prior to treatment commencing. 

The Service must refer to the current Service Coverage Schedule44 for guidance on co-
payments when setting Service User charges.  

                                                           
43 Refer to the current Direction of the Minister of Health Relating to Eligibility for Publicly-funded Health and 

Disability Services in New Zealand http://www.health.govt.nz/new-zealand-health-system/eligibility-publicly-
funded-health-services/eligibility-direction 
44 The Service Coverage Schedule is updated annually and published on the website 
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/menumh/Accountability+Documents 
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6. Service Components 

6.1 Processes 

The Service will provide the following: 

 general and specialist dental services including oral health assessment, diagnosis, 
treatment planning and appropriate dental treatment 

 oral health education and promotion to Service Users and/or their caregivers, and 
other health service personnel as appropriate  

 a written assessment of cost information, before treatment is started, for:  

- Service Users where a co-payment may be required  
- Work and Income clients, when requested 
- clients of ACC and other accident insurance providers where dental treatment 

to be provided is not covered, or if there will be a surcharge made above the 
claimable amount from the insurance provider. If there is doubt of coverage, 
prior ACC approval should be gained before treatment is commenced. 

6.2 Referral process 

Referring health practitioners will be informed when inappropriate referrals are received 
and when practicable, the referred person will also be informed of their ineligibility for 
treatment and provided with advice about accessing alternative care. 

For DHBs without a local hospital dental service, arrangements must be in place for timely 
and appropriate referrals for service provision from the DHB of domicile to a DHB of 
service.  

On completion of treatment adult Service Users will usually be referred back to the 
referring dentist or dental specialist.  Child and adolescent Service Users will usually be 
referred back to a provider under the tier two Community Oral Health Services for Children 
and Some Adolescents service specification or a CDA provider for primary dental care. 
6.3 Equipment 

Refer to tier one Oral Health Services service specification section 6.4 for Generic 
Equipment Requirements. In addition, the Service will provide equipment, such as hoists 
to transfer patients, to assist in the service delivery to those Service Users with disabilities. 
Staff should be familiar with and trained in the use of this equipment. 
6.4 Support Services 

Support services include but are not limited to the following: 

 clinical support services: 

 operating theatres and anaesthetics 

 blood transfusion services 

 laboratory services 

 allied heath support services: 
– speech language therapy 

 ancillary services: 

 sensory support services for people with hearing and visual disabilities. 

The Service will ensure the Service User has access to interpreter services, including New 
Zealand Sign Language (NZSL) interpreters.  
6.5 Key Inputs 

The key inputs required for the Service are: 
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6.5.1 Staff 

 appropriately trained clinical staff to meet the service mix of the Service including: 

 general dentists - senior and junior staff, may include Dental House Surgeons 
and Registrars 

 dental specialists45 or access to specialist services to meet service mix of the 
Service  

 clinical dental technicians 

 dental hygienists and dental therapists 

 auxiliary staff including dental surgery assistants and administrative support 
personnel. 

6.5.2 Supplies, Equipment and other Services 

 prosthodontic services – access to dental technology services for fixed and 
removable prosthodontics 

 pharmaceuticals – including antibiotics, analgesics, haemostatic agents, and oral 
sedatives. 

7. Service Linkages 

In addition to the generic Service Linkages in the tier one Oral Health Services service 
specification, the Service will have effective relationships and linkages with the following 
services that contribute to their Service Users’ overall care management: 

 DHB paediatric services including child development services 

 Other oral health practitioners and services including Dental Therapists and Child 
and Adolescent Dental Services. 

8. Quality Requirements 

Refer to tier one Oral Health Services service specification for generic Quality 
Requirements including requirements of the Vulnerable Children Act 2014. 

In addition the Service will: 

 establish and maintain robust and effective communication channels with other oral 
health services and providers, as appropriate, to ensure optimum care for the Service 
User 

 have effective linkages to ensure people in supported accommodation are able to 
access the Service, as appropriate. 

9. Purchase Units and Reporting Requirements 

9.1 Purchase Units (PUs) are defined in the joint DHB and Ministry’s Nationwide Service 

Framework Purchase Unit Data Dictionary.  The following PUs apply to this Service. 

Where the Service is provided by a non-hospital provider, data may be provided to the 
Contract Management Service (CMS) as per the contractual agreement. 

                                                           
45 Dental specialties currently registered with the Dental Council of New Zealand are: Endodontics, Paediatric 

Dentistry, Periodontics, Prosthodontics, Oral and Maxillofacial Surgery, Oral Medicine, Oral Pathology, Oral 
Surgery, Orthodontics, Public Health Dentistry, Restorative Dentistry and Special Needs Dentistry 
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PU Code PU 
Description 

PU Definition Unit of 
Measure 

National 
Collection 

D01001 Inpatient 
Dental 
treatment 

DRG WIESNZ Discharge. Additional 
Information is found in the NZ Casemix 
Framework for Publicly Funded Hospitals 
which gets updated every year. 

Cost 
Weighted 
Discharge 

National 
Minimum Data 
Set (NMDS) 

D01001S1 Sedation 
programme -
Consultation
s 

Consultations for children requiring dental 
treatment under sedation. 

Attendance National Non-
Admitted 
Patient 
Collection 
(NNPAC)  

D01001S2 Sedation 
programme 

Sedation for children requiring dental 
treatment. 

Attendance NNPAC  

D01002 Outpatient 
Dental 
treatment 

Attendance to registered Oral Health 
Practitioner for assessment/ treatment. 

Attendance NNPAC  

D01021 Paediatric 
dental 
support 

Specialist dental support for children with 
and jaw deformities or complex dental 
problems. 

Service NNPAC  
 

D01PRE Dental - 
Preadmissio
n visit  

NOT PURCHASED FOR NNPAC USE 
ONLY - preadmission visit for Dental pre- 
anaesthetic activity, paid for as part of 
CWD price 

Attendance NNPAC 

 

Unit of Measure Name  Unit of Measure Definition  

Attendance Number of attendances to a clinic/department/acute assessment unit 
or domiciliary. 

Cost Weighted 
Discharge 

A numerical measure representing the relative cost of treating a 
patient through to discharge. 

Service Service purchased in a block arrangement uniquely agreed between 
the parties to the agreement 

9.2 Reporting Requirements 

The Service must comply with the requirements of national data collections where 
appropriate.  

Ethnicity data 

Services will record data at patient level, using the National Health Index (NHI).  Ethnicity 
data for NHI is to be collected and provided to the DHB according to the ‘Ethnicity Data 
Protocols for the Health and Disability Sector – 2004’ 46 at Level 2.  The Protocol provides 
guidelines for collecting ethnicity for children.   

There is an expectation that all providers of the Service will collect and provide Level 2 
ethnicity data for DHBs as requested, by 1 July 2015. 

 

  

                                                           
46 Ethnicity Data Protocols for the Health and Disability Sector 2004 Ministry of Health publication:  

http://www.health.govt.nz/publication/ethnicity-data-protocols-health-and-disability-sector 
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Appendix 4 Emergency Dental Services for Low Income Adults – T2 service specification 

 

All District Health Boards 

ORAL HEALTH SERVICES - EMERGENCY DENTAL SERVICES FOR LOW 
INCOME ADULTS 

TIER TWO  SERVICE SPECIFICATION 

STATUS: This nationwide service specification describes the 

national minima of services to be funded or provided by a DHB. 

MANDATORY  

Review History Date 

First published on Nationwide Service Framework Library* January 2011 

Review: Oral Health Services – Emergency Dental Services for 
Low Income Adults service specification (2001) Amendments: 
Inserted standard Māori health clause, updated Exclusions Injury 
Prevention, Rehabilitation, and Compensation Act 2001, Purchase 
Unit table, User Part Charges/Co-payment updated in line with 
October 2010 GST changes. 

October 2010 

Amendment: Removed reference to Waiting Times Fund (WTF) in 
additional reporting requirements. Aligned section 2.2 with other 
dental service specifications.  

May 2013 

Amendment: Aligned with Community Oral Health Services for 
Children and some Adolescents service specification. Requirement 
to collect Level 2 ethnicity information.  

June 2015 

Amendment: Amended discrepancy in section 9.2 quarterly 
reporting requirements 

August 2015 

Consideration for next Service Specification Review within five years 

Note: Contact the Service Specification Programme Manager, National Health Board, Ministry of Health to 

discuss the process and guidance available in developing new or updating and revising existing service 

specifications.  Nationwide Service Framework Library website http://www.nsfl.health.govt.nz 

 

http://www.nsfl.health.govt.nz/
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ORAL HEALTH SERVICES 

EMERGENCY DENTAL SERVICES FOR LOW INCOME ADULTS 

TIER TWO  

SERVICE SPECIFICATION 

D01005 

This tier two service specification for Emergency Dental Services for Low Income 
Adults (the Service) must be used in conjunction with the overarching tier one Oral 
Health Services service specification.   
1.  Service Definition 

The Service provides emergency dental treatment services that are immediately 
necessary for the relief of pain and infection for low income adults. The Service can 
be provided from facilities located at a public hospital or at a private dentist’s 
facilities. 

The Service provides treatment only for the current problem that the Service User presents 

with, not any preventive or maintenance dental work that may become apparent on 

examination. Service Users may receive more than one episode of treatment per year.   

2. Service Users 

Service Users are low income adults aged 18 years and over who hold a valid Community 

Services Card. 

3. Exclusions 

Refer to tier one Oral Health Services service specification for generic Exclusions. . In addition 

the following services are excluded from this Service: 

 dental services other than those listed in clause 6.1 below, for example, orthodontics, 
crowns, dentures and root fillings in posterior teeth 

 any work of a non-urgent nature that is not immediately necessary for the treatment of 
pain and infection (elective maintenance and preventive treatment excluded) 

 people eligible to receive a Special Needs Grant (Dental) for the total cost of 
the treatment from Work and Income. 

4. Service Objectives 

Refer to tier one Oral Health Services service specification for generic Service Objectives.  

In addition, the Service will: 

 provide rapid diagnostic and treatment services 

 ensure reasonable access is readily available for people in need of emergency dental 
care 

 contribute to improvement in the Service User’s health status and/or quality of life by 
restoring function, reducing pain and distress, and minimising disability by providing 
rapid diagnostic and treatment services for people in need of emergency dental care. 

5. Access 
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5.1 Entry and Exit Criteria 

Service Users in need of emergency dental treatment may be referred, or self-refer, to the 

Service.  

The Service User is discharged from the Service once the treatment of the current problem 

that the Service User presents with has been completed. 

5.2 Timeliness 

The Service will be provided as soon as possible within a 24-hour maximum response time.  

This response will include telephone triage and a surgery visit, if required. 

5.3 Service Delivery Times 

The Service will operate during normal business hours.  Outside of normal business hours, 

the Service will provide a telephone information service providing contact information on the 

usual after-hours dental service where Service Users will receive telephone triage and 

immediate treatment, if necessary. 

5.4 Service User Part Charges and Co-Payments 

Refer to tier one Oral Health Services service specification for the requirements for Service 

User Charges and Co-payments.  

6. Service Components 

6.1 Processes 

The Service includes: 

Assessment, diagnosis and advice 

 emergency oral examination 

 radiography: intra-oral periapical or bitewing radiograph - single film, or two films of the 
same site, ie, periapical and bitewing. 

Treatment 

Extraction: 

 removal of permanent tooth or parts thereof 

 surgical extraction of un-erupted or partly erupted tooth not requiring removal of bone or 
tooth division 

 surgical extraction of un-erupted or partly erupted tooth requiring removal of bone or 
tooth division, but not more than one procedure in this category. 

Root treatment for anterior tooth, endodontic dressing for posterior tooth: 

 pulpectomy 

 root canal preparation and filling 

 pulp removal and dressing - posterior tooth. 

Tooth restoration, single or multi surface metal or non-metallic restoration of the problem tooth 

(not cast metal or porcelain): 
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 amalgam restoration - one surface - permanent tooth 

 amalgam restoration - two surface - permanent tooth 
 amalgam restoration - three surface - permanent tooth 

 complex coronal restoration in amalgam 

 white filling - one surface, anterior tooth 

 white filling - two surface, anterior tooth 

 white filling - three or more surfaces, anterior tooth 
 temporary restoration, where not an intrinsic part of another service. 

Treatment of acute infection: 

 temporary restoration or sedative dressing for emergency treatment where not an 
intrinsic part of another service 

 treatment of acute periodontal infection, scaling, draining and irrigation  

 incision and drainage of abscess or cyst 

 drug prescription for pain/infection (does not include sedation or general anaesthetic). 

6.2 Key Inputs 

The key inputs required for the Service are: 

 appropriately trained clinical staff such as:  
- general dentists registered with the Dental Council of New Zealand 
- auxiliary staff including dental surgery assistants 

 administrative support personnel 

 laboratory diagnostic services 

 pharmaceutical supplies such as antibiotics. 

7. Service Linkages 

Refer to tier one Oral Health Services service specification for generic Service Linkages 

requirements. 

8. Quality Requirements 

8.1 General 

Refer to tier one Oral Health Services service specification for generic Quality Requirements.   

In addition, the Service will keep appropriate clinical documentation of the Service User’s 

relevant dental and medical history in relation to the emergency treatment being provided. 

The Service will: 

 manage access to the Service in a timely, equitable and efficient manner, to meet 
assessed need within available resources and according to entry criteria agreed 
between Funder and Provider 

 document the criteria and subsequent decisions made based on these criteria. 

9. Purchase Units and Reporting Requirements 

9.1 Purchase Units are defined in the joint DHB and Ministry’s Nationwide Service Framework 

Purchase Unit Data Dictionary.  The Provider must comply with the reporting requirements of 

national data collections, where appropriate.  The following Purchase Unit applies to this Service: 
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PU Code PU 

Description 

PU Definition PU Unit of 

Measure 

PU Measure 

Definition 

National 

collections 

and Payment 

Systems 

D01005 Emergency 
Dental Care 
for Low 
Income 
Adults 

Dental services that are 

immediately necessary for the 

treatment of pain and infection 

for adults with a Community 

Services Card.  Includes 

examination and diagnosis and 

treatment and reparative 

services as necessary.  Elective 

maintenance and preventative 

care are excluded. 

Treatment  Number of 
attendances for 
treatment. 

As per the 
Contract or for 
Hospital 
Services 
National Non-
Admitted 
Patient 
Collection 
(NNPAC)  

9.2 Reporting Requirements 

Reporting is to be provided to the DHB Funder as requested.  

Reporting Requirements 

Frequency Reporting Unit 

Quarterly  Total Number of completed treatments 

 Number of completed treatments by ethnicity (NZ Māori, Pacific Island, 
Other) 

Annually 

(financial year) 

Quality Reporting Requirements 

If requested by the Funder, the service provider will provide a report on the 

quality-related activities that are currently in place and/or proposed for 

implementation in the following year.  

Other locality specific reporting requirements for the Service may be specified by the Funder 

in the agreement Provider Specific Terms and Conditions. 

Recording ethnicity data 

Services will record data at the unit (individual) level, using the National Health Index (NHI).  

Ethnicity data for NHI is to be collected and provided to the DHB according to the ‘Ethnicity 

Data Protocols for the Health and Disability Sector – 2004’ at Level 2.  The Protocol provides 

guidelines for collecting ethnicity for children.  Some people may identify themselves as 

belonging to more than one ethnic group, so use section 4.4 of the protocols to report their 

prioritised ethnicity.Transition arrangements for NHI recording: There is an expectation that all emergency dental oral 

health Providers will record and report NHI numbers to the Funder with effect from 1 July 2015.  



 

150 
 

Appendix 5 Hospital Dental Services Minimum Eligibility and Level of Service Matrix 
Population Group Description Services 

Core services (secondary) 

Hospital inpatients  Establish pathway of care for hospital inpatients in acute medical and 
surgical wards and acute mental health units 

 Emergency dental treatment for patients presenting through the 
emergency department with head and neck trauma, severe oral-facial 
infections and uncontrolled bleeding. 

Care will be episodic for most patients 
 
Patients will be referred to their primary care 
practitioners for continuing care once episode of care 
has been completed. 

Hospital outpatients  Medically complex adults, children and adolescents requiring hospital 
based medical support. Could include (but not be limited to): 

 Endocrine disorders 

 Severe or complex cardiac conditions 

 Complex haematology 

 Complex oncology 

 Dialysis 

 Severe stroke 

 Organ transplant patients 

 Pre-surgery oral health assessments and treatments, Could include, 
but not be limited to: 

 Organ transplant 

 Bone marrow transplant 

 Cardiac valve surgery 

 Pre-head and neck cancer treatment 

 Supporting patient care for those receiving medical/surgical 
care in tertiary hospitals. 

Care will be episodic for most patients and related to 
immediate need. 
 
Patients should be referred to their primary care 
practitioners for continuing care once the episode of care 
has been completed. 
 
However, there should be an ongoing commitment of 
hospital dental services to provide more specialist 
episodic care as and when required.  
 

Adults, children and 
adolescents that 
have high needs or a 
particularly 
vulnerable, requiring 
special care 

 People with severe physical and/or intellectual disabilities 

 People with complex medical comorbidities 

 People living in residential care, nursing care or attending day care 
programmes 

 People in long-term mental health units 

 Children and adolescents attending special schools 

Continuing care by a secondary level hospital dental 
service should be provided for most patients, with a 
focus on holistic, whole-of-life oral health care. 
 
Some patients may be able to be referred to public sector 
or private primary oral health care providers for routine 
assessment and preventive care.  
 
However, there should be an ongoing commitment of 
hospital dental services to provide more specialist 
episodic care as and when required.  
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Children and 
adolescents needing 
secondary care 

 Children and young people that: 

 have developmental or congenital conditions and/or 

 have high uncontrollable caries rates and/or 

 require dental treatment under GA in day surgery or inpatient 
settings. 

Care will be episodic for most patients. 

Tertiary – higher specialist services 

High needs and 
vulnerable children, 
adolescents and 
adults requiring high-
end specialised oral 
health care 

DHBs with tertiary level hospital dental services should, in addition to 
providing core secondary services, provide high-end specialised care, 
including: 

 Oral Maxillo-Facial Assessment and surgery 

 head and neck trauma 

 oral medicine 

 treatment of cranio-facial abnormalities 

 orthodontic, restorative and prosthodontics specialist support 

Services will be episodic for most patients and related to 
immediate need.  
 
Referral and continuity of care arrangements should be 
inter-regional, regional and sub-regional with DHBs 
providing secondary care hospital dental services.  
Wherever possible, patients should be referred to their 
primary dental care practitioner for ongoing dental care 
once the specialist episode of care has been completed.  

As capacity allows and as a provider of last resort 

Vulnerable adults 
with high oral health 
needs i.e. low-income 
adults accessing 
emergency or 
essential oral health 
care. 

Services should be provided as a last resort where provision of services in 
primary health care settings is limited or not available and capacity exists 
within the DHB. This would include: 

 urgent relief of pain and essential dental treatment 

 urgent treatment of significant infection of oral origin. 

Care should be episodic and most individuals referred to 
a primary care provider for continuing care. 
 
Vulnerable adults should also be encouraged to access 
appropriate oral health services privately in primary 
health care settings, with financial assistance from other 
avenues (e.g. Work and Income). 



                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 
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Appendix 6 Information sheet and consent form 

 
 
 

 

 

 

Thank you for showing an interest in this project.  Please read this information sheet carefully before 

deciding whether or not to participate.  If you decide to participate we thank you.  If you decide not 

to take part there will be no disadvantage to you and we thank you for considering our request.   

Who is doing this study? 

This project is being conducted by researchers from the University of Otago, Department of Public 

Health, University of Otago, Wellington, and the Sir John Walsh Research Institute, Faculty of 

Dentistry, University of Otago, Dunedin. 

What is the aim of the project? 

The study aims to investigate the hospital-based dental services currently available to the high needs 

and vulnerable population group in New Zealand, and the consistency and equity in access in those 

services across the country. It is based on a 2015 pilot study with the Clinical Directors of the hospital 

dental services in the South Island DHBs.  We are now extending the study to include the North Island 

DHBs and re-interviewing personnel from the South Island DHBs.   

The findings will be used to identify any gaps in New Zealand’s hospital-based dental services.  They 

will also inform options on how those gaps may be addressed, so as to provide a public dental service 

that is timely, equitable, and patient and family/whanau-centred, and contribute to improvements in 

high needs and vulnerable New Zealanders’ oral health.  

Who would we like to participate? 

We would like to talk to the clinical directors and/or senior dentists of hospital-based dental units, or 

other appropriate dental personnel, in the DHBs in New Zealand.   

What will participants be asked to do? 

If you agree to participate, you will be asked to (i) complete a brief (pre-interview) questionnaire on 

the oral health services in your DHB and (ii) participate in a face-to-face or telephone/videoconference 

interview lasting about 45-60 minutes, at a time and location convenient to you.  With your 

permission, the interview will be recorded. You can choose not to participate in this project without 

any disadvantage to yourself.  

What will be the nature of the questions? 

This study uses a semi-structured questionnaire.  While the exact nature of most interview questions 

has been determined, the nature of other questions will depend on the way in which the interview 

develops. Consequently, although the general areas to be explored in the interview are known, the 

Committee has not been able to review the precise questions to be used. In the event that the line of 

Public-sector Oral Health Service Provision for High Needs and 

Vulnerable New Zealanders 

Participant Information Sheet 
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   Ethics approval #D17/340 
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questioning develops in such a way that you feel hesitant or uncomfortable you have the right to 

decline to answer any particular question(s). 

What data or information will be collected and what use will be made of it? 

Information will be collected about your hospital dental service’s facilities and staff, and the nature of 

the services provided.  The interviews will be typed up and the written transcripts and data from the 

pre-interview questionnaire will be analysed.  The information collected will be written up in a report, 

as articles in peer-reviewed journals, and presented at academic meetings and conferences.   

The data collected will be stored securely in password-protected computer files and only the 

researchers will be able to access it. Those with access to the written versions of the group discussion 

include the researchers and the person who typed up the interview; only the researchers will know of 

the informant.  In addition to quantitative data, some verbatim quotes will be used to illustrate key 

findings. The information you provide will be kept confidential and no identifying features will be 

presented; we will make every attempt to preserve your anonymity.  If your quotations are to be 

included in publications, you will not be named but a general descriptive title will be included.  

All audio-files will be erased from the recorder(s) once they have been copied to a password-protected 

computer file. Any personal information held on the participants such as contact details will be 

destroyed at the completion of the research. Data obtained as a result of the research will be retained 

for at least five years in secure storage. 

What will be the benefits and risks of participation? 

Although participants will receive no direct benefit from participating, we hope the study will provide 

much-needed information on the oral health services provided for the high needs and vulnerable 

population in NZ, and ways to improve the oral health of that population.    

It is not expected that participation in the study will have any adverse impacts on participants. 

Participants will not incur any financial costs. 

Can participants change their mind and withdraw from the project? 

Your participation is entirely voluntary. You do not have to take part in this study. If you do agree to 

take part in the study, you are free to withdraw from the study at any time, without having to give a 

reason and without any disadvantage to yourself. 

 
What if participants have any questions? 

If you have any questions about this project, either now or in the future, please feel free to contact 

Moira Smith, email: moira.smith@otago.ac.nz 021 476 099 

  
This study has been approved by the Department stated above. However, if you have any concerns 
about the ethical conduct of the research you may contact the University of Otago Human Ethics 
Committee through the Human Ethics Committee Administrator (ph 03 479-8256). Any issues you 
raise will be treated in confidence and investigated and you will be informed of the outcome. 

mailto:moira.smith@otago.ac.nz
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I have read the information sheet concerning this research and understand what it is about. 
All my questions have been answered to my satisfaction. I understand I am free to request 
further information at any stage. 

I know that:- 

1. My participation in the project is entirely voluntary; 

2. I am free to withdraw from the project at any time without any disadvantage; 

3. Personal identifying information will be destroyed at the conclusion of the project but 

any raw data on which the results of the project depend will be retained in secure 

storage for at least five years and only the researchers will have access to it; 

4. This project involves a structured questionnaire to determine the oral health services 

provided to the high needs and vulnerable population by DHBs in New Zealand, 

including information on the hospital dental service’s facilities and staff, and the nature 

of the services provided.  

While the exact nature of most interview questions has been determined, the nature of 

other questions will depend on the way in which the interview develops. Consequently, 

although the general areas to be explored in the interview are known, the Committee has 

not been able to review the precise questions to be used. In the event that the line of 

questioning develops in such a way that you feel hesitant or uncomfortable you have the 

right to decline to answer any particular question(s). 

5. I agree to the interview being recorded and transcribed; 

6. I understand that every effort will be made to preserve my anonymity; if my quotations 

are to be included in publications I will not be named but a general descriptive will be 

included; 

7. The results of the project will be presented in the form of a report and presentation.  

They may also be published and presented in peer-reviewed journals, reports and 

conferences in New Zealand and internationally.   

I agree to take part in this project.       Yes / No 

I would like to receive a copy of the overall findings in due course.   Yes / No 

 
Name of participant ........................................................................ Date:…….............. 
 
Signature: .....................................……………………………………………………….. 

Public-sector Oral Health Service Provision for High Needs and 

Vulnerable New Zealanders 

Consent form for participants 
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Appendix 7 Pre-interview questionnaire and interview schedule 

 

HOSPITAL DENTAL SERVICES 

INTERVIEW SCHEDULE 

 

 

Highlighted sections indicate questions in the pre-interview questionnaire that will be sent 

to participants prior to interview.  Interviewer to check these questions have been answered 

in pre-interview questionnaire.  Review and check any information that is incomplete. 

This study aims to investigate the hospital-based dental services currently available to the high needs 

and vulnerable population group in New Zealand, and the consistency and equity in access in those 

services across the country. It is being conducted by researchers from the Department of Public 

Health, University of Otago, Wellington, and the Sir John Walsh Research Institute, School of Dentistry, 

University of Otago, Dunedin.  

We are very grateful for the information you have already provided on the pre-interview 

questionnaire.  

The questions I will be asking in this interview will gather further information about your hospital 

dental service’s facilities and staff, and the nature of the services provided.  The findings will be used 

to identify any gaps in New Zealand’s hospital-based dental services.  They will also inform options on 

how those gaps may be addressed, so as to provide a public dental service that is timely, equitable, 

patient and family/whanau-centred, and contribute to improvements in high needs and vulnerable 

New Zealanders’ oral health.  

 

Check that the interviewee has: 

 Read the information sheet; 

 Signed the consent form; 

 Consented to have the interview recorded; 

 Any questions before beginning the interview. 

NOTE:  

Highlighted questions have been asked in the pre-interview questionnaire.  Any unanswered 

questions or questions for clarification are to be asked in the interview. 

***denotes new questions from the South Island pilot  

Public-sector Oral Health Service Provision for High Needs and 

Vulnerable New Zealanders 

Hospital Dental Services 

Pre-interview questionnaire 
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My first set of questions is about your oral health service facilities… 

A. Facilities 

1. What is the physical location of your service (e.g. are you located on the main 

hospital campus, ground level, near other outpatient services)?   

    

If you are able to provide a map or a link to the DHB website which marks your location 

that would be helpful.     

2.  

a. Is your service provided from one location or across multiple sites?   

b. Do you provide the same services from each site?     

c. If different, what services are provided at each site?    

 

Probe: If across multiple sites what are the benefits/ challenges of this?  

 

3.  

a. Does your service have readily available access to other clinical services and 

medical staff for patients who require medical support?  

 

Probe: for example, haemophilia services, ED or anaesthetics for sedation…    

 

b. If so, which services/staff?       

4.  

a. Does your DHB provide any domiciliary dental services?    

 

b.  If so, can you describe the services you provide:  

 

 

c. Which staff members are involved in providing the domiciliary service, e.g. 

Dentist/Hygienist/Clinical Technicians/Therapists?  

 

Probe: How often do they go out, e.g. a set number of days per week set aside 

as domiciliary days? Last year how many days do you think would have been 

spent on domiciliary visits or, if just a few, how many visits? *** 

 

d. Who typically refers patients to the domiciliary service?   

 

Probe: GPs/ GDPs/ Rest home staff…*** 

 

e. Has the demand for a domiciliary service changed over recent years?  

 

Probe: How do you think the demand has changed? *** 
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5. Are your dental records synchronous with the DHB electronic patient records? *** 

  

6. Does the software package you use work across all of the DHB Oral Health Services? 

For example if a child has dental treatment under general anaesthetic does that 

appear on the CDS software? *** 

 

7. For South Island participants only*** 

a. Do you use Health Connect South?*** 

 

b. If yes, has it been useful in your DHB?*** 
 

c. If yes, how has it been useful?*** 

If no, why hasn’t it been successful? 

 

d. How could it be improved/expanded?*** 

 

e. Does the dental software that you use feed into Health Connect South?*** 

 

Next, I am going to ask you about your service’s staff and workforce… 

B. Staff/workforce 

8. What oral health specialists does your service employ, and what FTE are they?  

Oral Health Specialist title (do not need to 
provide name of Specialist) 

FTE 

Eg. Oral Medicine Eg 0.1 

              

9. Does your service employ Dental House Surgeons/RMOs and SMOs, and what FTE are 

they? 

House Surgeons (please list) FTE for each 

  

  

 

10. Does your DHB employ any other clinical staff (e.g. clinical dental technicians, 

hygienists or therapists, registered nurses) within the hospital dental service?   

Clinical Staff Number FTE 

Clinical dental technicians   

Hygienists   

Dental Therapists   

Registered Nurse   
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11.  

a. Does your service have any current (or recent) clinical vacancies that have 

been difficult to fill?  Yes/No 

 

b. If yes, what has that meant for your service?  

 

Probe, what about your Specialists, DA’S …  

12.  

a. Does your DHB refer patients to another DHB for any dental services? 

 

b. If yes, to which DHB and for what services?    

13.  

a. Have you always referred to this/those DHB(s)? 

 

b.  If not, what has changed and why? *** 

14.  

a. Does your service provide dental services for other DHBs?   

 

b. If so, which DHB(s) and what services?  

 

c. If yes, have you always provided this service?  

 

If there have been changes, what are those changes and why? *** 

15.  

a. a. Does your DHB contract any other providers for oral health services (e.g. 

Surgical bus, Māori or Pacific Oral health providers?) 

 

b. If so, which providers/services?    

 

c. If it is the surgical bus, where does this service operate from? *** 

 

d. Why do you use this service? 

e.g. location/caseloads? 

 

e. How often do you use it per year? 

 

f. What services do you provide most often from the Surgical Bus e.g. 

Paediatric or adults? *** 

 

g. Repeat for …………………………………………..provider: 

 

h. Where does this service operate from? *** 

i. Why do you use this service? 
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e.g. location/caseloads? 

 

j. How often do you use it per year? 

 

k. What services do you provide most often from ……………….. e.g. Paediatric or 

adults? *** 

 

16.  

c. Does your service undertake a formal credentialling process of senior staff 

and clinicians? *** 

 

d. Who leads this? *** 

 

e. What is the credentialling cycle in your organisation? *** 

 

f. Does your credentialling process include locums, part time staff and visiting 

specialists? *** 

 

g. Earlier you said that you contract out………………..  

 

How do you credential those providers? 

 

How do you ensure the services they provide meet the service specifications 

for the HNV group? *** 

 

My next set of questions is about the hospital dental services provided by your DHB… 

C. Services  

17. Are you familiar with the Hospital Dental Services specifications? *** 

 

18.  Are you familiar with the HNV Service Matrix? 

 

19. Which member of staff triages patients into your service? *** 

 

Probe; Qualification. 

 

20. What do you use to guide your triaging? *** 

Now, thinking about services for hospital inpatients 

21.  

h. Do other hospital services/ departments in the hospital refer to oral health 

services? 



                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 

160 
 

 

Probe: What are those services, highest demand? 

 

i. Does your service have an established pathway of care for hospital inpatients 

in surgical and medical wards? 

 

j. If you don’t see this group(s), what arrangements does your DHB have for 

treatment of individuals in such circumstances? 

 

k. Does your service have an established pathway of care for hospital inpatients 

in acute mental health wards?    

 

l. If you don’t see this group, what arrangements does your DHB have for 

treatment of individuals in such circumstances? 

 

m. Do you think these services could be improved?   

22.  

n. Does your service provide emergency dental treatment for patients 

presenting through the emergency department with head and neck trauma, 

severe oral-facial infections or uncontrolled bleeding?  

        Yes/ No 

 

o.  Who staffs this?   

 

Probe, House Surgeons, Senior Dentists, Specialists  

 

p. If you don’t provide this service, what arrangements does your DHB have for 

treatment of individuals in such circumstances?   

 

Probe: If a GDP provides the service do they come in to the ED department or 

does the patient go to the GDP’s practice? Does the DHB fund that? Would the 

patient pay at a GDP? 

q. How many patients would you see from the Emergency Department per             

month (in your clinics or after hours through on-call)? 

 

r. Do you know how many patients present to the Emergency Department per 

month with dental pain or swelling, that aren’t seen by the oral health 

department?     

23.  

s. Do you have allocated inpatient beds for dental patients or arrangements in 

place with other hospital services for admitting dental patients overnight?  

 

t. What are those arrangements? 
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Probe: For example some DHBs have an arrangement with the ENT Dept that 

patients may be admitted into their ward if needed. 

 

u. How many dental patients were admitted overnight in your DHB last year? 

 

       I now have some questions about services for hospital outpatients… 

24.  

a. How many referrals do you get per month and where do these referrals come from:      

Referral source Numbers per month 

Community Dental Services  

GDPs  

General Practitioners  

DHB/ Hospital Specialists  

Other, please list:  

 

c. How many referrals do you decline per month?  

 

d. What is the most common patient group referred to your hospital dental 

service? *** Probe: Low income, Children, Medical 

 

e. Which group of patients are you most commonly turning away (in the referred 

group)? *** 

Probe: Talk about changes in demand with referrals 

25.  

v. Does your DHB provide oral health services for medically complex adults, 

children and adolescents that require hospital based support, such as people 

with: 

Condition Yes/ No  

Endocrine disorders  

Severe or complex cardiac conditions  

Complex oncology  

Dialysis  

Severe stroke  

Organ transplant patients  
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Other, please list:  

 

w. Do patients with Rheumatic fever fit this category in your service? 

Probe, if yes, are they seen on a recall system or only for relief of pain? 

Probe: If you only see low income rheumatic fever patients on recall can you explain 

why you do this? 

26. Do you provide pre-surgery oral health assessments and treatments, for example, 

prior to:  

Organ Transplant Yes/ No 

Cardiac valve surgery  

Bone marrow transplant  

Pre-head and neck cancer treatment  

Supporting patient care for those receiving 
medical and surgical care in tertiary 
hospitals 

 

Other- please list:  

 

Services for other high needs and vulnerable people  

27. Does your DHB provide oral health services for adults, adolescents or children with 

other high needs such as:  

People with severe physical 
and/or intellectual disabilities 

Yes/ No One off or on a recall 
system ( please circle) 

People with complex medical 
comorbidities 

Yes/ No One off or on a recall 
system ( please circle) 

People living in residential care, 
nursing care, or attending day 
care programmes 

Yes/No One off or on a recall 
system ( please circle) 

People in long-term mental 
health units 

Yes/No One off or on a recall 
system ( please circle) 

Children and adults attending 
special schools 

Yes/No One off or on a recall 
system ( please circle) 

Other, please list:  One off or on a recall 
system ( please circle) 

  

28. Does your DHB provide oral health services for children and young people that: 

Have developmental or 
congenital conditions 

Yes/ No One off or on a recall 
system ( please circle) 

Have high uncontrollable caries 
rates 

Yes/ No One off or on a recall 
system 
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Require dental treatment under 
GA in day surgery or inpatient 
settings 

Yes/ No One off or on a recall 
system 

   

29. 

x. If I can run through some patient scenarios with you and you could tell me if 

these patients would be eligible for treatment in your department at 

present*** 

-  Outpatient with severe mental health issues? 

-Inpatient with acute schizophrenia 

- Patient on warfarin that needs a surgical extraction? 

- Patient with poorly controlled diabetes with toothache 

-Patient with poorly controlled diabetes and periodontal disease?  

-Oncology patient that requires a full clearance and full denture 

-Irreversible pulpitis in an anterior tooth? Probe: If eligible what options would 

they have: exo and p/- , root canal treatment or temporary dressing and GDP 

for RCT? 

-Dementia patient? Probe: What would the treatment options be: 

symptomatic one-off treatment or option to ‘get rid of everything’?  

 

30. Do you have any other comments on services for the inpatient and outpatient group? 

The next set of questions is about tertiary and regional services-higher specialist services… 

31.  

a. Does your DHB provide tertiary level or regional oral health services, and if so 

please describe what services and for which DHBs? 

Service Yes/ No DHB(s) you provide this service for: 

Oral Medicine   

Cleft lip and palate/ 
craniofacial anomalies 
service 

  

Orthognathic surgery   

Head and neck oncology 
services 

  

Other, please list:   

          

b. As part of these services, does your DHB provide orthodontic, restorative or 

prosthetic treatment services?   

Please describe:             
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c. Are patients charged co-payments for any tertiary services?  

If yes, what is the co-payment for?     

        

d. If you part-charge can you please give examples of charges 

Probe; Full denture 

             Implants 

e. Have there been any changes in tertiary service provision recently? 

 

f. If yes, what are they and why have they changed? 

 

32. Do your clinicians participate in MDM clinics?*** 

  

a. Which clinicians are involved? 

 

b. Which patients are seen  

The next few questions are about dental services for low-income adults… 

33.  

a. Does your service provide hospital based emergency dental treatment for 

low-income adults?     

 

b. Do you know the number of emergency treatment low income adults you 

treat each year? *** 

 

Probe: is this keeping up with the demand? How many would you turn away 

each day, week? 

 

c. Do you charge a co-payment for emergency dental treatment?  

 

d. If you do charge a co-payment, how much? 

 

e. If your DHB doesn’t provide emergency dental treatment for the low income 

adult group, what arrangement does your DHB have for treatment of 

individuals requiring care? *** 

 

f. Do you know how many Emergency Dental Services for Low Income Adults 

contracts your DHB has with GDPs or other providers?  

 

g. Can you tell me how many contracts you have and who they are with 

please?*** 
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34. Do you know how many patients present to your ED department seeking emergency 

dental treatment and are turned away? *** 

 

35. How do you assess low income adult eligibility? 

 

36.  

a. Does your service provide basic dental treatment for low-income adults?   

 

b. Can you describe the types of services provided and how patients are 

prioritised? 

 

37. Are you aware of other services in your area which are providing dental treatment for 

low-income adults?   

 

Probe: for example charity hospitals, services for homeless people out of the City 

Mission in Wellington, Revive a Smile   

We are nearing the end…I would now like to ask a few questions about fees…  

38. Does your DHB charge fees for dental services?       

If yes, are fees charged per item or a flat fee per visit?    

Probe; If flat fee per visit what could the patient expect to get for that?   

39. If a fee schedule is used, what would the cost be for: 

 - an extraction? 

- 2 surface filling? 

- denture? 

Would you be able to provide us with a copy of your fee schedule please?     

40. Have the fees been adjusted in the past 4 years?     

 

To finish up, I have some general questions about your DHB’s dental services… 

Final comments  
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41. Do you think there are patient groups that your service is not reaching that it could or 

should be?   

Probe: What problems would you see if you were to see patients that the service isn’t 

currently catering for?  

 

42. Are you able to meet the ESPI time requirements for the HNV group? *** 

 

43. What direction do you hope your service will be taking in the next 2 years? 

 

    

44. Name two things that are going well with your service at present and do you have any 

good practises you would like to share?  

For example, CDHB uses the CDS surgeries in Ashburton in the school holidays for a 

few days to provide check-ups and treatment for local special needs adults.  

 

45. What are the two biggest challenges your service is currently facing? 

      

 For South Island participants only 

As you are in the South Island, I would like to ask you some questions about the South Island 

Alliance…*** 

46.  

a. Has the SI Alliance of Oral Health Clinical Leaders been helpful? Please 

explain? 

 

b. If yes: Can you list the top three benefits of the Alliance? 

 

c. Can you explain any changes to the provision of care for the HNV group, 

in your DHB, which have come out of the Alliance? 

  Probe; Streamlining codes, referral form processes from GDPs to hospitals 

For the North Island DHBs: The South Island DHBs have formed the South Island Alliance of 

Clinical Oral Health Leaders- it brings together Hospital Dental Clinical Leaders, Service 

Managers, and Planning and Funding staff. They have a focus on access to care and 

eligibility, scope of treatment and charges for services. They aim to meet quarterly*** 

47.  

a. Can you see advantages in forming an Alliance of Clinical Oral Health 

leaders in the North Island?*** 
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Probe: What do you imagine those might be? 

 

b. If yes: which DHBs do you imagine coming together in your area to form 

an alliance?*** 

 

I have come to the end of my questions. 

 

Do you have any other comments about the high needs and vulnerable group of patients, low 

income patients or the HDS Matrix? 

 

Would it be ok for me to recontact you if I have any further questions or to clarify information? 

 

Thank you for your participation, we really appreciate your time. 
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Appendix 8 Hospital dental service profiles, by DHB 

NORTHLAND 

Profilea 

Location: Based in Whangarei, and covers the northern-most part of the North Island. 

Population: 179,370; 

Population featuresb:  

Age: older 

Māori: higher (33.9% c.f. 15.7%) 

Pacific: lower (2.1% c.f. 6.5%) 

SESc: higher most deprived quintile (34.6%); lower least deprived quintile (6%) 

Hospital Dental Services 

Hospital level: Primary, Secondary 

Whangarei Base Hospital and Kaitaia Hospital 

Also operate from Community clinics in Kerikeri, Taheke, Mangawhai and Dargaville 

Predominantly the same services across all sites, some specialist services and sedation/GA are 
provided in the hospitals only 

Number of dental chairs: 4 (Whangarei Base Hospital) and 4 (Kaitaia hospital)  

Surgical bus: operates from Dargaville and Kaikohe 

Māori Oral Health Provider: Te Hiku (adolescents and adults) 

Hold Prison contract 

Workforce 

Total DHB FTEd = 3.7 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

0.4 Public Health (1) 0.8 

Orthodontics (1) 0.1 

OMFS (2) 0.1 

Special Needs (1) 0.8 

Prosthodontist - 
Contracted out for 
oncology patients 

 

No FTE for: 

Paediatric Dental, Oral 
Medicine, Restorative, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (2) 2.0 
 

 1.5 Dental 
Therapists  
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aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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AUCKLAND 

Profilea 

Location: Based in Auckland City 

Population: 545,640 

Population featuresb:  

Age: younger 

Māori: lower (7.9% c.f. 15.7%) 

Pacific: higher (10.3% c.f. 6.5%) 

SESc: lower most deprived (18%); higher least deprived (23%) 

Hospital Dental Services 

Hospital Level: Primary, Secondary and Tertiary 

Auckland Hospital - dental room available (very limited space), providing inpatient and outpatient 
services. 

Starship Children’s Hospital - shared dental room, providing inpatient and outpatient services 

Greenlane Clinical Centre - outpatient dental services only 

Tertiary and Regional Services provided for: all of Auckland region. Whole country for patients with 
severe congenital cardiac conditions, severe airway issues and craniofacial syndromes. 

Number of dental chairs = 9 

WAITEMATA 

Profilea 

Location: Based in Takapuna, and covers North Shore City, Waitakere City and the Rodney District 

Population: 628,970 

Population featuresb:  

Age: similar 

Māori: lower (9.9% c.f. 15.7%) 

Pacific: similar (7.0% c.f. 6.5%) 

SESc: lower most deprived (8%; higher least deprived (26%) 

Hospital Dental Services 

Hospital level: primary, secondary, tertiary  

Children and adults from the Waitemata DHB are treated at Greenlane Clinical Centre 

Number of dental chairs: 0  

Surgical bus: operates from Warkworth 

COUNTIES MANUKAU 

Profilea 

Location: Based in Manukau and covers Manukau City and Franklin and Papakura districts 

Population: 563,210 

Population featuresb:  

Age: much younger than the national average 

Māori: same (15.7% c.f. 15.7%) 

Pacific: higher (21.1% c.f. 6.5%) 
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SESc: higher most deprived (36%); similar least deprived (18%) 

Hospital Dental Services 

Hospital level: Primary, secondary  

Most children and adults from the Counties Manukau DHB are seen at the Oral Health Clinic at 
Middlemore Hospital and Buckland Road Southern Cross Campus at Mangere (also Mangere Refugee 
Centre). 

Middlemore Hospital provides mainly inpatient and some outpatient services. 

Surgical bus: operates from Pukekohe 

Number of chairs: 8 

Workforce for Auckland Regional Service (i.e. Auckland, Waitemata and Counties Manukau DHBs 
combined) 

Total DHB FTEd = 21.69 
Position (number of personnel) and total FTE for that position: 

Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

 1.0e Public Healthf (1) 0.7 

Oral Medicine (3) 
1.33 

Paediatric Dental (3) 
2.4 

Special Needs (2) 1.8 

Restorative/ 
Prosthodontist (3) 1.3 

Orthodontics (2) 0.85 

Oral Surgeons (1) 0.7 

 

No FTE for: 

Periodontist, 
Endodontist, Oral 
Pathologist 

RMO (7) 7.0 
SMO (9) 5.1 

 

Clinical dental technicians (1) 0.8 
Non-clinical dental technician (2) 
2.0 

Dental Auxiliary (with 
Orthodontist) (1) 1.0 

Paediatric 
specialist 

0.6 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 
e0.4 clinical (prosthodontist), 0.6 Clinical Director and associated duties 
fNot employed in specialty area 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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WAIKATO 

Profilea 

Location: Based in Hamilton, and covers an area from the Coromandel in the north to near Mt Ruapehu 
in the south. 

Population: 419,890 

Population featuresb:  

Age: similar  

Māori: higher (22.8% c.f. 15.7%) 

Pacific: lower (3.1% c.f. 6.5%) 

SESc: higher most deprived (25%); lower least deprived (15%) 

Hospital Dental Services 

Hospital level: Primary, Secondary and Tertiary 

Waikato Hospital 

Contracts with GDPs to provide some of the dental screening pre cardiac surgery (currently under 
review). 

All other contracts with rural and community services not Hospital Dental Service  

Tertiary and Regional service provider for: Bay of Plenty, Lakes, Tairawhiti 

Number of dental chairs: 5 

Workforce 

Total DHB FTEd = 4.05 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

Vacant 

Acting CD 
allocated 
0.05 

OMFS (4) 3.08 

Paediatric Dental (1) 1.0 

 

No FTE for: 

Public Health, Oral 
Medicine, Special 
Needs, Restorative, 
Orthodontics, 
Prosthodontist, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (4) 2.0* 
SMO (1) 1.0 

 

Accredited 
OMFS 
Registrar (1) 
1.0 

Unaccredited 
OMFS 
Registrar (1) 
1.0 

*RMO 0.5 

OMFS 

Clinical dental technicians (2) 
2.0 
 

 

Clinical 
Director 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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BAY OF PLENTY 

Profilea 

Location: Based in Tauranga, and covers an area from Waihi Beach in the north-west, to 
Whangaparoa on the East Cape, and inland to the Urewera, Kaimai and Mamaku ranges. 

Population: 238,380 

Population feature (relative to national average):  

Age: higher, especially 50y and older 

Māori: higher (24.9% c.f. 15.8%) 

Pacific: very low (1.9% c.f. 6.5%) 

SESc: higher most deprived (25%); lower least deprived (12%) 

Hospital Dental Services 

Hospital level: Primary, Secondary  

No hospital-based dental department; salaried dentist only 

Outpatient clinics run in outpatient department at Tauranga and Whakatāne hospitals and private 
rooms - assessment only.  

Outreach outpatient clinics in Kawerau - assessment only.  

All hospital dental procedures, including prophylaxis with no sedation, completed in main operating 
theatres. 

Tauranga Hospital: OMFS and general dentistry 

Whakatāne Hospital: General dentistry only 

Contract with private provider Rural Dental Services Ltd., to provide care for mental health patient 
group in private rooms and community dental clinics. 

Number of dental chairs: 0 

Workforce 

Total DHB FTEd = 0.8; not including additional contracted hours of SMO and Rural Dental Services 
Ltd. hours) 
Position (number of personnel) and total FTE for that position: 
Clinical 
Director 

Specialists RMOs/SMOs 
Other clinical 
staff 

Vacancies 

0.1  

Head of 
Department- 
also works as 
PDO and 
hospital 
dentist 

OMFS Contracted (1) 0.2 

Oral Surgeon Contracted (1) 
0.2 

 

No FTE for:  

Public Health, Oral 
Medicine, Paediatric Dental, 
Special Needs, Restorative, 
Orthodontics, 
Prosthodontist, 
Periodontist, Endodontist, 
Oral Pathologist 

General Dentist 
contracted (1) 0.2 

SMO (1) 0.5 

- - 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more 
or fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 
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LAKES  

Profilea 

Location: based in Taupō and Rotorua, and covers an area from just north of Lake Rotorua down to 
Mount Ruapehu in the south. 

Population: 114,410 

Population features (relative to national average):  

Age: younger, especially 19y and under 

Māori: higher (34.7% c.f. 15.8%) 

Pacific: lower (2.4% c.f. 6.5%) 

SESb: higher most deprived (35%); lower least deprived (11%) 

Hospital Dental Services 

Hospital level: Primary, Secondary  

No hospital-based dental service or salaried dentist 

Contract Rural Dental Services Ltd. (http://ruraldental.co.nz/) to provide some treatment, including 
GAs; assess and treat in Community Clinics.  

General Anaesthetic treatment provided by Rural Dental Services out of Rotorua Hospital, Southern 
Cross Hospital, Rotorua and Taupō Hospitals. Rural Dental Services Ltd. attend 4- 5 times a month. 

Number of dental chairs : 0 

Workforce 

Total DHB FTEd = 0 

Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

None None None  None None 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

 
  

http://ruraldental.co.nz/
https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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HAUORA TAIRAWHITI  

Profilea 

Location: Based in Gisborne, and covers an area from the East Cape in the north to the Wahrerata 
ranges in the south. 

Population: 49,050 

Population featuresb:  

Age: younger 

Māori: higher (50.3% c.f. 15.8%) 

Pacific: lower (2.6% c.f. 6.5%) 

SES^: higher most deprived (48%); lower least deprived (10%) 

Hospital Dental Services 

Hospital level: Primary, secondary 

Gisborne Hospital 

No hospital based dental service; salaried dentist only 

Private dentist’s surgery for assessment and treatment.  

Some treatment under General Anesthetic at Gisborne Hospital 

Wahora Dental Clinic for: 

Hapu Mama - assessment and treatment of pregnant women 
Rheumatic Fever patients; assessment and treatment 

Number of dental chairs : 0 

Workforce 
Total DHB FTE@ = 0.3 (contracted dentists’ hours not known) 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

None None 0.3 None None 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

   

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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HAWKE’S BAY  

Profilea 

Location: Based in Hastings, and covers an area along the east coast which includes Wairoa, Napier 
and Waipukurau. It also covers the Chatham Islands. 

Population: 165,610 

Population featuresb:  

Age: older  

Māori: higher (26.1% c.f. 15.8%) 

Pacific: lower (3.9% c.f. 6.5%) 

SESc: higher most deprived (28%); lower least deprived (15%) 

Hospital Dental Services 

Hospital level: Primary, Secondary 

Hastings Hospital 

Napier Health Centre; exclusive outpatient centre that combines secondary outpatients, hospital 
dental, a primary care medical practice, some allied health and community pharmacy. 

Similar services across both sites although inpatients, more medically complex and risky patients are 
managed at Hastings site. OMFS inpatients and outpatients are managed at Hastings site. 

100 wisdom teeth cases per year contracted out to private OMFS for extraction under IV sedation in 
private clinic. 

Number of dental chairs: 4  

Surgical bus: operates from Wairoa and Waipukurau 

Māori oral health provider: Te Taiwhenua; contract between Māori Health Services and Te 
Taiwhenua, as part of the Te Kaianga contract, to provide services for 800 adolescents and some low-
income adults needing access to emergency dental treatment.  

Workforce 

Total DHB FTEd = 4.6  
Position (number of personnel) and total FTE: 

Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

1.0  

Clinical 

Director, 

PDO, 

Clinical 

and oral 

health 

advice to 

DHB 

Public Health (1) 

OMFS (1) 0.75  

Orthodontics (1) 0.2 

 

No FTE for: 

Paediatric Dental, 
Special Needs, 
Restorative, 
Prosthodontist, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (2) 2.0 
SMO (2) 1.4 

Dental Hygienists (2) 0.1 - 
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aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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TARANAKI 

Profilea 

Location: Based in New Plymouth, and covers an area including Stratford and Hawera, and out to the 
eastern hill country 

Population: 120,050 

Population featuresb:  

Age: older 

Māori: similar (18.9% c.f. 15.8%) 

Pacific: lower (1.2% c.f. 6.5%) 

SESc: higher most deprived (15%); lower least deprived (13%) 

Hospital Dental Services 

Hospital level: Primary, Secondary (Taranaki Base Hospital is considered a secondary level service and 
Hawera is ‘rural’). 

New Plymouth Hospital; all dental and oral maxillofacial services, head and neck cancers, trauma, oral 
med, oral pathology. GA services, surgical exodontia with sedation in clinic. Inpatients and 
outpatients. More medically complex patients seen here. No prosthetic work 

Hawera Community Hospital; outpatient only, high needs and vulnerable adults and children, simple 
surgical and restorative work, prosthetic work. 

Surgical bus: operates from Hawera. Children for One Complete Treatment and some adults for 
surgical extractions.   

Number of dental chairs: 3 (New Plymouth) and 1 (Hawera) 

Workforce 
Total DHB FTEd = 3.15 
Position (number of personnel) and total FTE: 
Clinical Director Specialists RMOs/SMOs Other clinical staff Vacancies 

0.3  

and 

0.3 Head of 
Department 

OMFS (1) 0.3 

Special Needs (1) 0.95 

 

No FTE for: 

Public Health, Oral 
Medicine, Paediatric Dental, 
Restorative, Orthodontics, 
(Orthodontics are out-
sourced at approximately 
0.1 session per 6 weeks, 
patients are seen in the 
orthodontists private 
rooms) Prosthodontist, 
Periodontist, Endodontist, 
Oral Surgeons, Oral 
Pathologist 

 

RMO (2) 1.0 
SMO (3) 0.6 

                         - - 
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The OMFS provides oral 
pathology and oral medicine 
services and is also HOD. 
(0.3) is the combined time 
given for both clinical and 
non clinical duties. 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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WHANGANUI 

Profilea 

Location: Based in Whanganui, and covers an area including Waiouru, Taihape and Bulls 

Population: 64,550 

Population featuresb:  

Age: older 

Māori: higher (26.5% c.f. 15.8%) 

Pacific: lower (2.5% c.f. 6.5%) 

SESc: higher most deprived (37%); lower least deprived (8%) 

Hospital Dental Services 

Hospital level: Primary and Secondary  

Whanganui Hospital 

Surgical bus: operates from Whanganui and Taihape. Twice per year. Adult surgical extractions and 
some children.  

Pilot: Check-ups and clean for first time mothers on referral from midwife.  

Number of dental chairs: 2 (Whanganui Hospital) 

Workforce 

Total DHB FTEd = 0.7 (not including additional contracted hours of SMO) 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

None; 
covered 
by PDO 
and 
Clinical 
Manager 

Public Health (1) 0.1 

OMFS (1) 0.1 

 

No FTE for: 

Oral Medicine, Paediatric 
Dental, Special Needs, 
Restorative, 
Orthodontics, 
Prosthodontist, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

SMO (2) 0.60 

SMO also contracts 
back to service to 
cover additional 
demand and GA 
waitlists (on average  
0.2FTE) 

Hygienist (1) 0.1 

Dental Therapist (1) 
0.4 (Dental Manager) 

- 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

 

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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MIDCENTRAL 

Profilea 

Location: based in Palmerston North, and covers an area from the east coast to the west coast, and 
from north Manawatu down to Otaki in the south. 

Population: 178,820 

Population featuresb:  

Age: Similar, slightly higher proportion of older people 

Māori: higher (20.2% c.f. 15.8%) 

Pacific: lower (3.1% c.f. 6.5%) 

SESc: higher most deprived (26%); lower least deprived (13%) 

Hospital Dental Services 

Hospital level: Primary and Secondary and some tertiary services. Regional Cancer treatment services. 
Palmerston North Hospital 

Horowhenua Health Centre, Levin. Dental treatment under general anesthetic only 

Number of dental chairs: 4 

Workforce 

Total DHB FTEd = 3.2 
Position (number of personnel) and total FTE: 

Clinical 
Director 

Specialists RMOs/SMOs 
Other clinical 
staff 

Vacancies 

0.4 OMFS (1) 0.5 

Oral Surgeons (2) 0.9 

 

No FTE for: 

Public Health, Oral 
Medicine, Paediatric 
Dental, Special Needs, 
Restorative, 
Orthodontics, 
Prosthodontist, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (2) 2.0 
Dental Officer (1) 0.8 

- Senior Dentist 

OMFS 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/


                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 

183 
 

WAIRARAPA 

Profilea 

Location: based in Masterton, and covers an area from the Rimutaka and Tararua ranges in the west, 
to the south and east coasts, and north to Mauriceville 

Population: 44,905 

Population featuresb:  

Age: significantly older than the national average 

Māori: similar (17.6% c.f. 15.8%) 

Pacific: low (2.0% c.f. 6.5%) 

SESc: higher most deprived (47%); lower least deprived (36%) 

Hospital Dental Services 

Hospital level: Primary, Secondary 

No hospital-based dental service or salaried dentist 

Contract one private GDP to see children and adults in private surgery once a month (10 children, 2 
adults). Emergency care provided in previous 12 months 917. 

Provides full dental clearances, under General Anesthetic, for CSC holders with chronic medical 
conditions. 

Surgical bus: 6-7 times/year. 54 children treated in 2017.  

Some patients referred directly to Hutt Valley or CCHDB by GPs or GDPs.  

Workforce 

Total DHB FTEd = 0.0 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

None None None None None 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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HUTT VALLEY 

Profilea 

Location: Based in Lower Hutt, and covers an area including Upper Hutt, Wainuiomata and Eastbourne 

Population: 149,680 

Population featuresb):  

Age: similar 

Māori: higher (17.4% c.f. 15.8%) 

Pacific: higher (7.9% c.f. 6.5%) 

SESc: same most deprived (20%); higher least deprived (23%) 

Hospital Dental Services 

Hospital level: Primary, Secondary and Tertiary for regional Plastics and Maxillofacial Services  

Hutt Hospital 

Tertiary and regional services for: Capital and Coast, Wairarapa , Nelson Marlborough, Hawkes Bay, 
Mid Central DHBs 

Number of dental chairs : 5 

Workforce 

Total DHB FTEd = 7.65 (note 0 .15 ( Restorative and Orthodontists) are employed by the Plastics Service 
for the Cleft and Multidisciplinary clinics) 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

0.6  
(0.2  CD, 
0.4 
clinical) 

Public Health (1) 0.6 

OMFS (3) 1.3  

Paediatric Dental (1) 
0.2 

Restorative(2) 1.05 
(0.05 is a 
prosthodontist) 

Orthodontics(2) 0.1 

 

No FTE for:  

Special needs (one in 
training), Oral 
medicine, 
Prosthodontist, 
Periodontist (one 
0.025 but employed 
via the Cleft 
programme through 
Plastics (not for 
dental department 
patients), 
Endodontist, Oral 

RMO (4) 4.0 
SMO (2) 1.1 

   OMFS (2) 
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surgeons, Oral 
pathologist 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/


                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 

186 
 

CAPITAL AND COAST 

Profilea 

Location: Based in Wellington; covers an area from Wellington up to Waikanae along the Kapiti Coast 
District south of Te Horo. 

Population: 318,040 

Population featuresb:  

Age: younger; 20-49y higher 

Māori: lower (11.4% c.f. 15.8%) 

Pacific: higher (7.0% c.f. 6.5%) 

SESc: lower most deprived (12%); higher least deprived (33%) 

Hospital Dental Services 

Hospital level: Primary and secondary, and tertiary 

Wellington Regional and Kenepuru Hospitals 

Regional services for: Hutt Valley and Wairarapa DHBs  

Similar services at both sites [complex medical needs and oral medicine services provided at Regional 
hospital] 

Number of dental chairs: 6 (Wellington) and 5 (Kenepuru) 

Workforce 

Total DHB FTEd = 9.2 
Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

0.1 Public Health (2) 1.3 

Oral Medicine 0.6 

OMFS (2) 0.38 

 

No FTE for: 

Paediatric Dental, Special 
Needs, Restorative, 
Orthodontics, 
Prosthodontist, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (4) 4.0 
SMO (4) 3.2 

Clinical dental technicians 
(3) 3.0 
Non-clinical dental 
technician (1) 1.0 

Registered nurse (1) 1.0 

- 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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NELSON MARLBOROUGH 

Profilea 

Location: Based in Nelson, and covers the top of the South Island, including Golden Bay, Picton and 
Blenheim 

Population: 150,777 

Population featuresb:  

Age: older 

Māori: lower (10.6% c.f. 15.8%) 

Pacific: lower (1.7% c.f. 6.5%) 

SESc: lower most deprived (9 %); similar least deprived (18%) 

Hospital Dental Services 

Hospital level: Primary and Secondary  

Nelson Hospital and Wairau Hospital 

Similar services at both sites, but CBCT scans, OMFS consultations and surgery only at Nelson Hospital 

Surgical bus: operates from Motueka. Children.  

Number of dental chairs: 5 

Workforce 

Total DHB FTEd = 4.6  

Othodontics and prosthodontics contracted to private provider; OMFS visits one day/month 

Position (number of personnel) and total FTE: 

Clinical 
Director 

Specialists RMOs/SMOs 
Other clinical 
staff 

Vacancies 

0.76 Public Health (4) 2.0 

Paediatric Dental (1) 0.3 

 

No FTE for: 

Special Needs, Oral 
Medicine, Orthodontics, 
Prosthodontist, 
Restorative, 
Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (1) 1.0 
MOSS 1.0)  

SMO 1.9 

Dental 
Therapist (1) 
0.1 

- 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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CANTERBURY 

Profilea 

Location: Based in Christchurch, and covers an area from Kekerengu in the north, down to Ashburton 
in the south and inland to the Southern Alps.  

Population: 567,870 

Population featuresb:  

Age: Similar 

Māori: lower (9.1% c.f. 15.8%) 

Pacific: lower (2.5% c.f. 6.5%) 

SESc: lower most deprived (9%) higher least deprived (31%) 

Hospital Dental Services 

Hospital level: Primary and secondary, and tertiary 

Christchurch Hospital:   Outpatient clinics – adult and paediatric  

Christchurch Hospital:  General Anaesthetic – adult special needs and paediatric  

Domiciliary: examination, restoration, simple extraction, some pros. 

Southern Endoscopy: paediatric  general anaesthetic 

Tertiary and Regional Service providers for: West Coast, South Canterbury, Nelson Marlborough 
Located in the new Christchurch Outpatients facility on the Christchurch Hospital campus after 
relocating in November 2018 from Hillmorton Hospital. 

Surgical bus:  operates from Ashburton and Rangiora 

Christchurch Men’s prison: extractions, restorations, prosthetics 

Number of dental chairs: 12 (also 1 in the prosthetic clinic and 1 in ER) 

Workforce 

Total DHB FTEd= 15.5 

Position (number of personnel) and total FTE: 29 clinical staff, 18.3FTE 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

0.4 (incl in 
SMOs) 

Public Health (1) 0.5 

Oral Medicine (1) 0.6  

Paediatric Dental (2) 2.0  

Special Needs (2) 1.4 

Orthodontics (2) 0.4 

Prosthodontist (1) 0.2 

OMFS (4) 2.3 ( but 
separate dept) 

 

No FTE for: 

Restorative, Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

RMO (5) 5.0  
Paediatric 
SMO (2) 0.9 

Special needs 
SMO (9) 4.1  

OMFS RMO (3) 
3.0 

 

Clinical dental technicians 
(3) 3.0  
Orthodontic Auxiliary (1) 0.2  

 

- 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 
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SOUTH CANTERBURY 

Profilea 

Location: Based in Timaru, and covers an area that stretches along the east coast from Rangitata to 
Waimate, and inland to Mt Cook.  

Population: 60,220 

Population featuresb:  

Age: older 

Māori: lower (8.7% c.f. 15.8%) 

Pacific: very low (1.2% c.f. 6.5%) 

SESc: lower most deprived (9%); similar least deprived (18%) 

Hospital Dental Services 

Hospital level: Primary, Secondary  

Timaru Hospital  

Number of dental chairs: 1 

Workforce 

Total DHB FTE@ = 0.8 

Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

 None None SMO (2) 0.64 -  SMO 0.32 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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WEST COAST 

Profilea 

Location: based in Greymouth, and covers an area from Karamea in the north to Haast in the south. 

Population: 32,410 

Population featuresb:  

Age: older than the national average 

Māori: lower (12.0% c.f. 15.8%) 

Pacific: very low (1.2% c.f. 6.5%) 

SESc: higher most deprived (28%); lower least deprived (9%) 

Hospital Dental Services 

Hospital level: Primary, Secondary  

No hospital-based dental service or salaried dentist 

Contract one private GDP to provide children’s and severe special needs general anaesthetic 
treatment; 11 GA treatments/year provided for this group.  

A few OMFS and oncology patients referred across to Canterbury DHB 

Number of dental chairs: 0 

Workforce 

Total DHB FTE@ = 0.0 

Position (number of personnel) and total FTE: 
Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

 None None None None  None 

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bcompared to national average 
cby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
dSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

  

https://www.health.govt.nz/new-zealand-health-system/my-dhb/
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SOUTHERN 

Profilea 

Location: Based in Dunedin and covers the bottom of the South Island, including Fiordland, 
Queenstown, Oamaru and Invercargill 

Population: 329,890 

Otago region: 202,467b 

Southland region: 93,339b 

Population featuresc:  

Age: older  

Māori: lower (10.1% c.f. 15.8%) 

Pacific: lower (2.0% c.f. 6.5%) 

SESd: lower most deprived (12%); higher least deprived (23%) 

Hospital Dental Services 

Southland Hospital, Invercargill  

Hospital level: Primary, secondary 

Dental Chairs (Southland Hospital): 3 (dental) and 1 (OMFS) 

University of Otago, Faculty of Dentistry. Independent of Dunedin Hospital but holds DHB patient 
contracts including management of Dunedin Hospital Outpatients. Comprehensive range of specialist 
services, with 214 dental chairs and including a GA day surgery theatre suite. 

Te Kaika Health Centre, South Dunedin, 4 dental chairs. General dental services within a 
multidisciplinary setting offering free and affordable health and social services.  Focused on the needs 
of Māori, Pacific, Low-income families and other people that experience barriers to primary care. 

Surgical Bus: operates from Oamaru, Gore, Queenstown and Invercargill, Balclutha and Wanaka 

Hospital level: Primary, Secondary, Tertiary  

Workforce  

Southland Hospital 

Total FTEe = 5.75  

Position (number of personnel) and total FTE: 

Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

0.0 Public Health (1) 0.95 

OMFS (1) 0.6 

Special Needs (1) 0.8  

Orthodontics (1) 0.2 

 

No FTE for: 

Paediatric Dental, 
Oral Medicine, 
Restorative, 
Prosthodontist, 

RMO (2) 2.0 
SMO (3) 2.6 

 

 

 

                     - 0.8 FTE SMO and 1.0 FTE 
Training Registrar position 
Oral and Maxillofacial 
Surgeon Trainee – employed 
by DHB and seconded to 
School of Dentistry. 



                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 

193 
 

Periodontist, 
Endodontist, Oral 
Surgeons, Oral 
Pathologist 

University of Otago School of Dentistry 

Total FTEe = 26.8 

Position (number of personnel) and total FTE 

Clinical 
Director 

Specialists RMOs/SMOs Other clinical staff Vacancies 

1.0 OMFS (2) 2.0 and 
further 1.0 in training 

Special Needs (1) 1.0 

Paediatric Dental (3) 
3.0 and one pending 
registration 

Oral Medicine (1) 1.0 
and visiting 
consultant 0.2 

Orthodontics 5.0 

Prosthodontist 6.1 

Periodontist 2.0 

Endodontist 3.5  

Oral Pathologist 3.0 

 

No FTE for: 

Oral Surgeons, 
Restorative 

   

aSource: https://www.health.govt.nz/new-zealand-health-system/my-dhb/ [2018/19 estimate] 
bSource: StatsNZ 
ccompared to national average 
dby quintile; nationally, each quintile represents 20% of the population. If >20% or <20% then more or 
fewer people, respectively, in the quintile than the national average. 
eSpecialist and RMO/SMO and Clinical Director.  Excludes OMFS hours 

 

https://www.health.govt.nz/new-zealand-health-system/my-dhb/


                                                                                                                                                 Date: March 2018 
   Ethics approval #D17/340 

194 
 

Appendix 9 Characteristics of ED presentations, by DHB 

DHB ED presentations 

North Island  
Northland  See about 50/month; about 2-3 become inpatients 
Auckland Regional 
Service 

Patients presenting to Middlemore Hospital ED will be triaged and if 
necessary seen by the OMFS team for any acute problems 

Waikato See about 20/month 
Not seen 30/month 

Bay of Plenty Tauranga: 67/month average, dental/OMFS, not admitted, Tauranga 
5/admitted per month for dental/OMFS.  
Whakatane ED dental, OMFS, not admitted: 23/month.  
Whakatane: all admissions go to Tauranga or Waikato Hospitals 
Not seen = uncertain 

Lakes - 
Hauora Tairawhiti 18/month presenting; seeing 4-8/month 
Hawke’s Bay 6-8/week 

Not seeing about 350/year 
Taranaki 2-3/week with seasonal variation 

 
Whanganui ED treatment not generally provided. No on-call service; not enough 

staff and no junior or RMO assigned. 
Would be called for 2-3/month 
Toothaches prescribed pain relief and antibiotics  
Not seen 15/month 

MidCentral 30-40/month 
Toothaches prescribed pain relief and antibiotics  

Wairarapa - 
Hutt Valley See about 30/month 
Capital and Coast 40 (25 on-call, 15 work-day);  

20/month get past initial triage at Wellington Hospital  
25/month get past initial triage at Keneperu Hospital 
Admitted under ENT (6-8/y) or ED (for observation for swelling 
“several a week”) 
Toothache – seen if patient has a CSC and an appointment is available 

South Island  
Nelson-Marlborough 25-80/month 

Reduced since medical injury centre opened; not sure of numbers 
from there 

Canterbury 77/month 
West Coast - 
South Canterbury One per month  

Those not seen = “some to many” 
Southern (Otago) 340/month (70/day weekdays; 10-15 weekends) 

20-30 from ED 
None turned away; all seen at School of Dentistry 

Southern (Southland) See 20/month 
180 presentations during work hours not seen by HDS 
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