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Background

Good oral health is integral to good general health means being able to eat, speak and socialise without discomfort or embarrassment, and without active disease in their mouth which affects their overall well-being
 While Australian children enjoy one of the best standards of oral health internationally, Australian adults do not compare favourably against their counterparts in other OECD countries
.

Many Australians cannot access basic dental services, either because they are unavailable (in rural and remote areas), or because they cannot afford the financial cost (in the case of low income Australians who do not qualify for publicly funded dental services). Where publicly funded services are provided, they often have long waiting times and are often rationed through delay, dilution and co-payments.

In contrast to medical services, most of the cost of dental care for adults is met privately, either through private health insurance, or from direct payment by patients. Public funding for adult emergency and basic dental care is met by the States through public dental services (approximately $253M per year), and by the Commonwealth through the rebate on private health insurance (estimated to be $327M in 1999-2000
), and the health care expenditure taxation rebate (estimated to be $23m in 1999-2000). The Commonwealth also provides dental care to veterans and their dependents, armed services personnel and refugees. Many of the oral health problems of low-income Australians could be addressed by extension of federal funding to cost-effective dental health services.

Extension of federal funding to allied and dental health services.

The Federal Government has identical constitutional powers for providing funding for dental services as it does for medical services. Thus far, it has had only a limited role in dental services. For example, approximately 82% of funding for medical services (not including hospital costs) comes from the Federal Government, compared to only 4.2% of funding for dental services. Federal funding through Medicare for dental services is primarily for inpatient oral surgical procedures, such as tooth extractions requiring a general anaesthetic, or surgery and treatment for oral cancer, and outpatient radiological services. Some primary oral health care is provided to veterans and their dependents through the Department of Veterans’ Affairs, to armed services personnel and refugees.

Currently Commonwealth concession cardholders report high levels of financial barriers to accessing dental care. When cardholders do visit a dentist, they are nearly 20 per cent less likely than non-cardholders to visit for a check-up and 2.2 times more likely to have a tooth extracted
.

It is unlikely that extension of private dental insurance will have any impact on public dental services. Only four percent of people who use public dental services have private dental insurance
. Even with private dental insurance, individuals still face almost half the total fee as out-of-pocket costs. For example, a person from NSW with HBA Standard Extras cover who paid the average fees for an oral examination and scale and clean could expect to pay $52.93 in out-of pocket expenses. For the same person, average out-of pocket costs jump to $384.18 for a crown and $686.66 for a full denture
.

Preventive and basic dental care plays an important role in primary health care, by protecting oral health and by providing timely and cost-effective interventions to treat emerging dental diseases and disorders
. Failure to provide these services in a timely manner results in a deterioration of the condition and more costly, but less effective treatment when care is accessed. In addition, lack of access to dental care means that people with dental problems often use general medical practices or public hospitals to access palliative care and pain relief as a substitute for dental care. However, as neither of these is equipped to treat the underlying dental problems, they persist, recur and worsen. 

Basic dental care is also a prerequisite for a cost-effective health care system. The importance of good oral health to the success of many medical interventions means that failure to provide basic dental health care compromises the effectiveness of general health care. The best-known example of this is oral care prior to heart valve surgery. However, the increasing prevalence of diabetes and the emerging links between oral care and cardio-vascular and diabetic health are likely to have a greater impact in the future.

The implications of reallocating expenditure from changes to the private health insurance rebate

The introduction of the private health insurance rebate tipped the balance of public funding for dental care from primarily assisting those on low incomes to access dental services to increasing the level of dental insurance for people on high incomes
. As with general health, there is a social gradient in oral health with those on the lowest incomes having the worst oral health and those on the highest incomes having the best oral health. The combined effect of the cessation of the Commonwealth Dental Health Program and the introduction of the 30% rebate on private dental insurance has been to shift public funding from those with the poorest oral health, where significant gains in health status can be made, to those with the best oral health, where the gains are likely to be small.  This has resulted in funding that is less equitable and less cost-effective. A reallocation away from subsidising dental insurance for well-off, relatively orally healthy people to subsidising general dental care for less well off and less orally healthy people would be both fairer and more cost-effective than the current arrangements.

It has been estimated that a comprehensive dental program for Concession Card Holders and older Australians can be achieved with expenditure in the range of $446.4 - $610.7 million in 2001
 and approximately $750 million per year in 2003
. The States and Territories spent an estimated $253 million in 1999-2000 on adult public dental services. The addition of all or part of the current dental insurance rebate would provide a substantial portion of the required funding for better pubic dental services in Australia. However, part reallocation of the dental insurance rebate above income thresholds has benefits for both eligible adults and those on low to moderate incomes. At present 60 per cent of eligible adults last visited a private dentist. The dental insurance rebate may be important in keeping such eligible adults and others on marginally higher incomes out of the queue for public dental services. Table 1, below shows options for reallocating part of the dental insurance rebate to public dental services and the amount that could be reallocated under each option. These numbers are derived from Spencer (2001) and are 1999-2000 amounts.

	Option No
	Option
	Amount to be reallocated

	1
	Reintroduce PHIIS income limits to 30% rebate

	$99.8m

	2
	Restrict 30% rebate to those on incomes of less than $60,000 per year
	$88.5m

	3
	Restrict 30% rebate to those on incomes of less than $70,000 per year
	$75.2m

	4 
	Restrict 30% rebate to those on incomes of less than $100,000 per year
	$31.5 m


Options 1 and 2 would substantially fund the reintroduction of the Commonwealth Dental Health Program. Option 3 would allow a significant injection of funds into public dental services and Option 4 would make a small, but valuable contribution.

The following steps should be taken to ensure that additional funding for public dental care is cost-effective:

· Population-wide preventive strategies (including fluoridation) should be pursued to improve oral health status.

· Incentives in the dental care system that favour treatment over prevention should be removed and the system reorientated to provide preventive and basic services.

· Public subsidies for dental care should be targeted towards improving the oral health with those in the community with the worst oral health, and those for whom the gains from oral health care can be maximised.

· Eligibility for public dental services should be extended to those on low incomes who do not currently qualify through a sliding scale of public subsidy for dental services. 

· Efforts should address the need for access to dental care for vulnerable persons (for example, those on low incomes, Indigenous Australians, refugees, older Australians in rural areas) by improving access to public dental services for existing eligible persons. 

· Resources within the public dental services should be prioritised according to acuity, social, physical or psychological disadvantage and need/propensity for health gain. 

· Periodic maintenance care should be introduced incrementally into public dental care to main prior oral health.

Conclusion

Oral health is important per se and through its links with general health. Dental services are cost-effective contributors to oral and general health. Substantial improvements in access and affordability of dental services could be made with modest additional funding, part of which should be from the reallocation of expenditure on the dental insurance rebate. Such changes would improve the fairness and efficiency of dental services in Australia.
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