
 

  

  
Victorian Oral Health Alliance (VOHA)   

W: voha.org.au   E: voha@adavb.org 
 1 

SUBMISSION 
For the Select Committee into the Provision of and Access to Dental Services in 
Australia 
PO Box 6100 

Parliament House 

Canberra ACT 2600 

E: dental.services.sen@aph.gov.au 

 

To whom it may concern, 

The Victorian Oral Health Alliance (VOHA) is a group of health, professional and consumer 

bodies that have united to advocate for measures to improve access to public dental care for 

those at the highest risk of oral disease.  For a list of member organisations and examples 

of our work please visit our website: voha.org.au. 

VOHA has provided a detailed submission here, but our key points are as follows. 

SUMMARY POINTS 

• Oral health care remains an outlier in the Australian health system because of its reliance 

on private practice, poor accessibility for public care, a lack of integration with other 

health services, and the fact that consumers pay a lot more of the overall cost of the 

system than governments do. 

• Dental caries (decay) is the disease condition with the highest expenditure in Australia 

and is attributed to high rates of potentially preventable hospitalisations, yet is largely 

preventable. 

• The cost of dental care is often significant and the majority of it in Australia is paid for 

out-of-pocket by the people receiving care. For many it is prohibitive. This contrasts 

sharply with the partially subsidised services available for most other health conditions 

through Medicare. 
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• For the large numbers of Australians unable to regularly afford private dental care, 

waiting lists for public care are typically unacceptably long. In Victoria people on average 

wait over 20 months and some up to 40. 

• The public sector in Victoria has only ever had the capacity to service less than 25% of 

the eligible population in any given two-year period.  

• Many Victorians with higher oral health needs wait many months, and sometimes years, 

longer than is clinically recommended for care. Most public Victorian services spend at 

least half of their dental appointments responding to emergency/urgent care. 

• Many Australians experience specific access issues, e.g., those living in rural, regional 

and remote areas are substantially impacted by service gaps.  

• Aboriginal and Torres Strait Islander people face unique issues accessing health 

services that are deep and systemic and any/all recommendations to improve access on 

behalf of first nations people should be community-led. 

• People with disabilities, LGBTQIA+ members of the community, asylum seekers and 

refugees, people who are incarcerated and institutionalised, people without housing, and 

people suffering domestic abuse and violence all experience particular access and 

safety issues that current services are poorly funded to address. 

• VOHA recommends the establishment of a national Senior Dental Benefits Scheme, as 

per the recommendations from the Royal Commission into Aged Care Quality and 

Safety. 

• There is inadequate access to timely and affordable specialist level services (treatment 

outside the scope of general dental practitioners, including dental treatment under 

general anaesthetic). 

• There has historically been poor funding for cost-effectiveness evaluations but also 

unconnected data systems that hinder such work, and hence a lack of accurate 

information to inform policy development and system improvement. 

• There needs to be significantly better coordination between the Federal and state 

governments in addressing Australia‘s oral health status and service provision, most 

importantly requiring the Commonwealth to appoint Australia’s first Chief Dental Officer. 
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• There are significant workforce issues that constrain optimum system performance. 

• VOHA suggests that a mixed system federal excise tax on sugar-sweetened beverages 

would be an appropriate source of revenue to reinvest into expanding the provision of 

dental services.  

• Prevention for oral health has had a very low priority by governments despite the 

research on cost-effective preventive strategies available internationally and within 

Australia (including community water fluoridation, comprehensive health promotion 

approaches, improving health literacy and tailored public awareness campaigns). 

PREVIOUS KEY REPORTS 

While VOHA is pleased that the Green’s Health Spokesperson Senator Jordon Steele-John 

is bringing much-needed attention to the issues facing Australians in accessing dental 

services, many of these issues have been investigated, reported on, and have remained 

unaddressed several times, since the introduction of Medicare.   

Attached, as an appendix to our submission, is a summary table we have compiled of the 

recommendations from several previous governmental reports prepared on this topic, 

including: 

• Senate Standing Committee on Community Affairs, Report on public dental services 1998 

• Report of the National Advisory Council on Dental Health 2012 

• House of Representatives Standing Committee on Health and Ageing Inquiry into Adult 

Dental Services in Australia: “Bridging the Dental Gap” Report 2013 

• Healthy mouths, healthy lives - Australia’s National Oral Health Plan 2015-2024 

• Introducing Competition and Informed User Choice into Human Services: Reforms to 

Human Services – Inquiry report, Section on Public Dental Services 2017 

• The Royal Commission Into Aged Care Quality and Safety. Final Report Volume 1: “Care, 

Dignity and Respect”  

Noting that while some of the recommendations from the various inquiries have been 

actioned many of the same concerns and conditions exist.  
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Dental practitioners generally advise everyone to have an annual oral health check from 

when the first tooth erupts, to the end of life.  The purpose of these check-up appointments 

is to monitor the oral environment for evidence of disease activity (mainly dental decay, gum 

disease and oral cancer) which includes people without any natural teeth because dental 

practitioners are best placed to identify oral cancer lesions in their early stages. Individuals 

and families considered to have a “higher risk” (of developing oral disease) due to a 

combination of socioeconomic factors and individual risk factors might be advised to have 

even more regular monitoring.  

This is an impossibility for many people relying on the public system. In Victoria unless you 

belong to a “Priority Access” group you must first wait a year since your most recent 

appointment before you’re even able to put your name on a waitlist again.  Eighty-three per 

cent (83%) of the adult individuals seen in the financial year of 2021/22 did not belong to a 

priority access group, meaning they are not permitted to even have their name on a waitlist 

until twelve months (12) have passed since they’ve finished general care. 

Given half of Victoria’s public dental agencies have a waiting list of over 12 months the 

majority of people accessing care can’t be seen within 24 months (2 years) for general care. 

Most of these community members would be clinically assessed as high-risk by virtue of their 

eligibility status and their socio-economic circumstances.  

Even if individuals and families are able to get an appointment in a public clinic, there are 

only a limited spectrum of dental services available.  For example, it is fairly common for 

public agencies not to provide a crown, or bridge or other fixed prostheses to protect fragile 

teeth or replace missing teeth.  Root canal treatment is only provided to save strategically 

important teeth (like first permanent molars).  

The Australian Dental Association Victorian Branch publishes maps made using data 

obtained under the Freedom of Information Act which demonstrate visually that wait times 

are worse in rural and regional areas. 
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times and limited transport options to services, affects the oral health care that they can 

receive.13 

KPI #19 in Australia’s National Oral Health Plan 2015–2024: performance monitoring report 

from 2020 indicates there’s been an unfavourable increase in potentially preventable 

hospitalisations for dental conditions, with highest rates affecting children in remote and very 

remote areas, almost double the rate in major cities. 

The relative likelihood of being diagnosed with head & neck cancer is 31% more likely for 

community members living outside Victoria’s major cities according to data from the Victorian 

Cancer Registry.  

There are 50 community dental agencies that provide public oral health services across 

Victoria. While sector-wide data is scarce, individual reports from community providers 

indicate that many clinics have the physical infrastructure to provide much more care. 

Apparently, many clinics operate with spare unutilised or underutilised chairs which sit idle, 

unfunded and cost money to maintain. To highlight a report from one rural location, the 

Benalla clinic has two chairs but no dental practitioners due to an inability to attract and retain 

qualified practitioners. Similar stories are reported from Maryborough, Omeo, Bairnsdale, 

Seymour, Boort, Nhill, Creswick/Daylesford, Colac, St Arnaud and Ouyen.  

This problem is not limited to rural and regional areas, metropolitan providers also find it 

extremely difficult to retain staff due to low pay rates and poor conditions. Reports from staff 

working at IPC in Western Metropolitan Melbourne indicate that the organisation has 10 

chairs but only operates with two full-time staff and a rotating roster of part-time staff, 

meaning there is significant capacity to upscale services but no ability to due to funding and 

staffing levels. 

 
13 COAG (Council of Australian Governments) Health Council 2015. Healthy mouths, healthy lives: Australia’s National Oral 
Health Plan 2015–2024. Adelaide: South Australian Dental Service.; Bishop LM & Laverty MJ 2015. Filling the gap: 
Disparities in oral health access and outcomes between metropolitan and remote and rural Australia. Canberra: Royal Flying 
Doctor Service of Australia. 

Provision of and access to dental services in Australia
Submission 39



 

  

  
Victorian Oral Health Alliance (VOHA)   

W: voha.org.au   E: voha@adavb.org 
 11 

The collection of data under the Freedom of Information Act shows that over the last five (5) 

years the equivalent full-time dental practitioners working clinically in the public sector has 

decreased by ten percent (10%) while the ratios of different types of practitioners remaining 

relatively stable.  

 

c. the interaction between Commonwealth, state and territory 
government legislation, strategies and programs in meeting 
community need for dental services; 

The area of most obvious overlap of responsibilities and funding between the Commonwealth 

and states is services for children. The Commonwealth’s Child Dental Benefits Schedule 

(CDBS) offers eligible children up to $1,052 in benefits over a two-year calendar period for 

basic dental services, with services provided in both the public and private sector. 

Approximately 50% of children are eligible to access the CDBS, but there is poor uptake, 

with the most recent review indicating only 40% of eligible children utilised the scheme.  

In Victoria, children have been eligible for free or low-fee priority access care in the public 

sector until age twelve (12) utilising both state government funding and the CDBS. In 2019 

the Victorian government launched the Smile Squad school dental program with the aim of 

providing free dental care to all children at Victorian government primary and secondary 

schools, massively increasing the number of children who would be able to access publicly 

funded dental care. However, with around 80% of children already accessing dental care, 

and the poor uptake of Smile Squad (particularly in secondary schools), there remain 

questions about the value of this program in improving the oral health of those children most 

at need. 
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The below graph was prepared by Dr John Rogers previously the Principal Oral Health Policy 

Advisor in the Victorian Department of Health. It demonstrates that injections of additional 
funds from the Federal Government can have a real and measurable impact on 
reducing wait time.  In other words, federal money does equate to greater access to care.  
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d. the provision of dental services under Medicare, including the 
Child Dental Benefits Schedule; 

VOHA recognises that there are multiple legislative options for oral health services which can 

potentially be administered by the Commonwealth, each with advantages and 

disadvantages.   

It is the preference of the Australian Dental Association for the provision of dental services 

to be expanded under the Dental Benefits Act 2008 (Cth), as it is reportedly easier to amend 

and modify than the Health Insurance Act 1973 (Cth), as the former is reviewed every four 

years and therefore there are greater opportunities to implement change (such as indexation) 

under the existing structure of the Dental Benefits Act. 

However, it’s been pointed out that this arrangement has made it difficult for non-dental 

professionals to access certain dental items that would be relevant to their practice, which 

maintains the status quo of a 'closed' free market for oral health. It also means no safety net 

for individuals, unlike the Health Insurance Act. 

VOHA strongly supports the provision of a Senior Dental Benefits Scheme, as per the 

recommendations from the Royal Commission into Aged Care Quality and Safety, as well as 

expansion for other groups at higher risk of oral health problems (such as our Aboriginal and 

Torres Strait Islander people, people with disabilities, the LGBTQIA+ members of the 

community, asylum seekers and refugees, people who are incarcerated and institutionalised, 

people without safe housing, people suffering domestic abuse and violence and people with 

chronic health conditions) as the first steps in the pathway to universal coverage. 

VOHA suggests there are several economic levers available to help provide the revenue for 

the expansion of oral health services.  For example:  

• a mixed system federal excise tax on sugar-sweetened beverages (as recommended 

for high-income countries in the 2022 WHO manual on sugar-sweetened beverage 

taxation policies to promote healthy diets), 

• increase the Medicare levy, and/or 

• redirect funding from private health insurance (as per Grattan Institute 

recommendations). 
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The Australian Institute of Health and 

Welfare (AIHW) reported that in 2018/19 

dental caries (decay) was the disease 

condition with the highest expenditure in 

Australia.  

 

 

 

 

 

 

 

f. the impact of the COVID-19 pandemic and cost-of-living crisis 
on access to dental and related services; 

The COVID-19 pandemic has had an impact on both patients and dental professionals in 

terms of the number of services, type of services and the way in which services are delivered.  

Early in the pandemic, the Australian Health Protection Principal Committee (AHPPC) issued 

advice to National Cabinet that recommended dental practices implement restrictions 

whereby dental practitioners should only perform dental treatments that do not generate 

aerosols, or where treatment generating aerosols is limited and that all routine examinations 

and treatments should be deferred. That meant for lengthy periods of time, patients were not 

able to access routine dental care, and that was experienced most profoundly in Victoria with 

more than 200 days of restrictions impacting on dental care. Beyond those restrictions, fewer 

dental services were provided as dental practices modified their infection prevention and 

control procedures to manage the pandemic – for example by increasing the time between 

appointments to minimise the risk of patient-to-patient transmission of COVID-19. 
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g. pathways to improve oral health outcomes in Australia, 
including a path to universal access to dental services; 

Any pathway to improve oral health outcomes must acknowledge the factors that 
influence oral health in the first place (i.e., the determinants of health) and an 
appreciation that while access to care does influence health outcomes, only a small 
degree of oral health is attributable to utilisation of dental services.  

The World Health Organization (WHO) published their Global oral health status report 

(GOHSR) in November last year, subtitled; “Towards universal health coverage for oral 

health by 2030” and highlights challenges and opportunities to accelerate progress towards 

universal coverage for oral health. Twenty years after the publication of The World Oral 

Health Report 2003 and in alignment with the landmark WHA 74.5 Resolution on oral health, 

the GOHSR is intended to serve as a reference for policymakers and provide orientation for 

a wide range of stakeholders across different sectors; and guide the advocacy process 

towards better prioritisation of oral health in global, regional and national contexts. 

In 2021, the WHO developed the draft “Implementation guidance to integrate non-

communicable disease services into other programmatic areas and health systems” as a 

public health product for the benefit of countries across multiple WHO regions.  The WHO 

included an Australian model as one of the case studies within this global guidance 

document, which was highlighted as compatible, acceptable, and feasible, with a “goodness 

of fit” with existing services. This case study is Integrating oral health promotion in midwifery 

practice through human resources development in Australia. 

The rest of the Australian health workforce has a very limited understanding of oral health.  

To integrate oral health as a part of holistic care (and from a multidisciplinary care model), 

attention must be paid to the core oral health competencies required of the primary 

healthcare workforce. After competencies are integrated into existing training and 

accreditation systems, interprofessional collaboration can be further facilitated by the 

development and implementation of shared electronic medical records, screening tools, 

outcome measures and funding models.  

Training in oral health for other health professionals including speech therapists, dieticians, 

general practitioners, nurses, pharmacists, Aboriginal Health Workers etc. can help fill gaps 

in geographical areas with poor access to dental practitioners and facilitate an 
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the single biggest area of public resource waste, that is; costs associated with high staff 

turnover, (e.g., lost productivity when understaffed, costs associated with recruitment 

estimated to vary between $40,000 and $110,000 per person, lost productivity during 

onboarding and training, and impact on morale and workplace culture when teams are 

understaffed).  

The WHO makes specific recommendations regarding the use of oral health information in 

their 2022 report for filling crucial knowledge gaps, improving the quality of oral health care 

and ultimately promoting better oral health for individuals and populations. “This should 

include research on learning health systems, implementation sciences, workforce models, 

digital technologies, health economics and the public health aspects of oral diseases and 

conditions.  Other research priorities include developing mercury-free dental restorative 

materials, identifying and overcoming access barriers in oral health care, addressing oral 

health inequalities, promoting oral health in key settings like schools, promoting 

environmentally sustainable practices and identifying cost-effective interventions through 

economic analysis.”  See Figure 37 from the 2022 GOHSR below. 
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Victoria has only ever ‘treated’ (seen) 25% of the population eligible for public oral health 

services. There is no data available to understand this issue.  It is unknown whether there is 

a lack of understanding about the availability of the services, whether community members 

perceive that the services available are inadequate and would rather pay to be seen in the 

private sector, whether community members can’t take time off work, or can’t arrange 

childcare to attend the service etc.  

In terms of understanding the complex funding arrangements, the state budget and the State 

Government’s statement of priorities provide inadequate detail regarding how financial 

resources are distributed to the agencies from whom dental services are purchased.  It is 

unclear how need is determined, how physical infrastructure available relates to funding for 

staffing, and how these calculations relate to local populations and community need.  

Public health surveillance is required to understand the changing needs of the population. 

There have only been three National Adult Oral Health Surveys in the last thirty-six (36) 

years. i.e., 1987/88, 2004-06, 2017/18. While the costs of conducting dedicated, regular 

national oral health surveys are high, the benefit of a better understanding that data collection 

and analysis could provide cannot be understated.  

i. workforce and training matters relevant to the provision of 
dental services; 

With regards to workforce: 

• Only 20% of registered practising dentists work in the public sector, despite the highest 

burden of disease existing within the population reliant on the public sector for care.   

• It has been alleged that there exists an oversupply of dental practitioners, but this could 

very reasonably be reframed as a maldistribution of dental practitioners between sectors 

and in geographical terms. 

• Recruitment of public sector dental practitioners is dramatically problematic in Victoria, 

and retention of clinical staff is similarly a significant issue. 

• Universities are also reporting that retention of dental academic and clinical supervision 

staff is an increasing challenge faced at the tertiary educational institutions.  
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• There are a lack of incentive and scholarship programs for rural practitioners, and 

underfunded student rural placement programs. Graduate programs that focus on the 

redistribution of the workforce are needed. 

• 80% of services delivered in the public sector are potentially within the scope of Oral 

Health Therapists (with extended scope of practice to provide basic restorative services 

to adults).  

• Working in the public sector in Victoria is unappealing for several reasons: 

 Dental practitioners are remunerated significantly more for care in the private 

sector.  

 There is less continuity of care which results in less job satisfaction compared to 

caring for the same people and families over time.  

 The medical, social, and economic circumstances faced by community members 

accessing public sector care are often extremely confronting and upsetting to be 

exposed to, increasing risks of compassion fatigue and occupational burnout.  

 The funding model has productivity targets that reward invasive and irreversible 

treatment and disincentivises preventive care, resulting in disillusionment within 

the clinical workforce and contributing to occupational burnout.  

 Short-term and unreliable funding means that some staff are employed on fixed 

term contracts which decreases financial security and increase barriers to 

borrowing and home ownership.  

 Completing a Bachelor of Dental Surgery or equivalent qualification (for 

registration as a dentist) means practitioners are over-skilled for the requirements 

of public sector work and such limited service provision by dentists in the public 

sector results in “deskilling” over time. The suitability of the training programs to 

meet the needs of the community may warrant a review. 

 Dental practitioners are paid on average 30% less than their interstate 

counterparts: 
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Data compiled in 2022 from each state’s most recently published public sector Enterprise 

Bargaining Agreements highlights the significant disparity in entitlements for dentists 

compared with other states and territories. This trend in classification and renumeration 

disparity in Victoria compared with other states and territories is consistent for each dental 

practitioner division.27 

 
27 Stormon N, Tran C & Suen B. 2021. Australian Oral Health Workforce: The Oral Health Professions Workforce Survey 
2020. Brisbane: The University of Queensland. The Australian Dental and Oral Health Therapists Association Ltd. And The 
Dental Hygienists Association of Australia Ltd. 
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Reference: Public Health England. (2018, May 15). Return on investment of oral health improvement programmes for 0-5 years olds. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/560973/ROI_oral_health_interventions.pdf. 

 

The above table compares the return on investment for a number of preventive oral health 

interventions.  This type of analysis is critical to assure responsible use of public resources. 

International best practice for consideration of the economic benefit of access to dental 

services includes: 

1. Cost-effective interventions: Prioritising cost-effective interventions, such as 

preventive care and early intervention, can lead to better oral health outcomes and lower 

overall healthcare costs. 

2. Targeted funding: Targeting funding to areas with the greatest need, such as low-

income communities or rural areas with limited access to dental care, can help to 

improve access to care and reduce health disparities as the starting point for a pathway 

to universal coverage. 
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Endorsements:  

 
  

Asylum Seeker Resource 
Centre Better Health Network IPC Health 

 

 
 

Australian Dental Association 
Victorian Branch (ADAVB) cohealth North Richmond Community 

Health 

 

  

Australian Dental & Oral 
Health Therapists Association 

Dental Hygienists Association of 
Australia Peninsula Health 

   

Australian Dental Health 
Foundation – Vic Branch East Grampians Health Service The University of Melbourne 

Dental School 

 
  

Australian Dental Prosthetists 
Association Health Issues Centre Victorian Healthcare Association 

(VHA) 

 

 
 

Australian Network for 
Integration of Oral Health  Your Community Health 
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