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SUBMISSION.

EXECUTIVE SUMMARY:

This submission addresses the Select Committee’s invitation to provide comment upon:

i) the issue of  the rebate for concession cardholders and children under 16 years of age, and

ii) workforce measures including the recruitment of overseas dental surgeons.

The Australian Dental Association Inc represents approximately 8500 registered dental practitioners within Australia. This constitutes well over 90% of all dental practitioners in this country.

The Association recommends the following:

1. In so far as the delivery of dental services to Concession Card Holders is concerned the Federal Government ought to immediately arrange for the reintroduction of a scheme along the lines of that which existed in the Commonwealth Dental Health Program. The submission identifies the issues to be addressed with the introduction of such a plan.

2. Extend additional funding to each of the various dental faculties and schools to facilitate the education of 20 to 24 additional dental students per annum in each school.  

3. The ADA suggests that similar economic incentives and funding to those provided to teaching and nursing students and faculties should also be made available for dental students and faculties. 

4. Economic incentives should be made available to under-graduates and graduates who would be prepared to practice in particular areas of special dental need. 

5. The ADA requests that the Federal Government funding provided for dental students be quarantined, as is the case for medical students, so as to be expended by the Universities on dental schools only. 
6. Additional focus must be given to the creation of further scholarships to residents of country and remote areas who in return agree to practice in rural and remote areas following graduation. 
7. Consideration should be given to the provision of a moratorium or debt forgiveness on fee indebtedness for all dental graduates who in turn agree to provide their services in specified areas of shortage. 

8. Similar financial incentives to those outlined earlier should therefore be introduced to graduates who agree to provide a period of service in the public sector. 
9. The ADA accepts the recruitment of suitably trained overseas dentists as a short term solution only to the significant labour shortage that exists, provided the arrangement supplements the proposals outlined above and certain other strict provisos are imposed.
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The Australian Dental Association Inc (ADA) represents approximately 8,500 registered dental practitioners within Australia. This constitutes well over 90% of all dental practitioners in this country.

The ADA welcomes the opportunity to again respond to the Select Committee’s invitation to address delivery of health services within Australia.

The Committee is invited to review the ADA’s previous submission to the earlier Senate Select Committee dated July 2003 as many of the observations made there remain applicable to the issues being addressed by this Committee.

Focus of this Submission.

The Committee is to inquire into and report on a number of issues. The ADA will confine its submissions to those facets of the Terms of Reference that pertain to the delivery of Dental Care to the Community.

It will therefore focus upon:

iii) the rebate for concession cardholders and children under 16 years of age, and

iv) workforce measures including the recruitment of overseas dental surgeons.

i) Concession Card Holders and children under 16 years of age.

The Federal Government’s power to deal with the provision of health services to Australians derives from Section 51 of the Constitution which states that the Parliament shall, subject to this Constitution, have power to make laws for the peace, order, and good government of the Commonwealth with respect to:-

“The provision of… medical and dental services (but not so as to authorize any form of civil conscription), benefits to students and family allowances.”

Insofar as it pertains to those sectors of the community reliant on public dental services, this and preceding Federal Governments have, for many years, felt that their obligation to deal with the provision of “dental services”,  has been satisfied by their delegation of this responsibility to the various State and Territory Governments by provision of funding.

It is the ADA’s submission that to date this method of delivery of dental services to those sectors has not led to the provision of an adequate, cohesive and comprehensive scheme of dental services to the Nation. It has led to the provision of an arbitrary and disjointed delivery of dental care that has been far too reliant on the approach that has been taken by the various State and Territory governments. The utilization made of funds provided by the Federal Government to the State and Territory Governments has been at the discretion and whim of that regional government and as such has meant that no comprehensive scheme has been developed to satisfy the needs of the whole country.

Apart from the short-lived Commonwealth Dental Health Program (CDHP), the state of Australian’s oral health does not appear to have been of major concern to Governments.  This is a short-sighted view, particularly given the research into links between oral health and general well-being, especially related to periodontal disease.  Similarly, with an increased life-span, the ramifications for health expenditure on an ageing population with poor oral health are huge.

The combined State and Territory expenditure on public dental care in 2002/03 is $270m which, given an eligible population of approximately 4.7 million people, means an allocation equivalent to only $57.50 per eligible person p.a.  Expressed as a per capita allocation in relation to the entire Australian population however, the average is $14.31 per person.  

Medicare is already under severe financial strain and the addition of a comprehensive universal dental scheme would probably lead to total collapse unless significant increases in the Medicare levy were to be introduced. The Australian Health Insurance Association in their submission to the earlier Senate Select Committee advised that the extension of Medicare to include universal access to Dentistry would necessitate an increase in taxes of $6.9 billion. In the UK, which had a nationalised dental scheme for many years, the standard of dental treatment became unacceptably low by Australian standards and the massive costs incurred in its maintenance have led to its gradual winding down. A similar path ought to be avoided as it would be detrimental to the oral health of the nation.

The ADA recommends that in so far as the delivery of dental services to Concession Card Holders is concerned the Federal Government ought to immediately arrange for the reintroduction of a scheme along the lines of that which existed in the Commonwealth Dental Health Program. This program, which was then funded to the extent of about $250 million, had a positive effect with about 1.5 million people being afforded some dental treatment and reducing waiting lists to nearly acceptable limits. It necessarily involved both public and private dental sectors and eventually operated with reasonable efficiency, although there were significant problems such as:

· It did not properly target the genuinely needy. Any public dental program, given that there are limited resources, should aim at including those most in need and strategies should include specific targeting using criteria such as duration of hardship, permanent disability and severity of unmet dental needs.

· There were significant anomalies in the actual services which could be delivered and inconsistencies with regard to availability of certain dental services to the disadvantage of the patient. For example, an abscessed upper front tooth could only be extracted from an otherwise healthy mouth as there was no allowance for pulp extirpation which would have saved the tooth.

· Administrative problems were frequent because of the lack of dental expertise of personnel directing patients for treatment. Proper triage arrangements are necessary for any such scheme.

· Fee levels for private dentists were unreasonably low and resulted in less than optimum participation.

These problems are surmountable and the ADA would be willing to use its expertise and knowledge to assist in designing a program of effective services, should such a scheme be contemplated. Some States are now using similar approaches for restricted, largely emergency-based treatment using State revenue, which admittedly may have had its origins as Commonwealth money. There is no doubt that the delivery of public dental services has to be via the States and Territories wherein the infrastructure and labour force resides but there are compelling managerial reasons why the Commonwealth Government should be the overseer and coordinator of such delivery. Accountability to the Commonwealth for the expenditure of these funds by the States and Territories in the delivery of dental care is essential.

ii)
Workforce measures including the recruitment of overseas dental surgeons.

This issue has to be seriously considered as the education of dental students in Australia is under major threat due to inadequate funding of dental schools and faculties which in turn is having an impact on the delivery of oral health care to Australians. The ADA has informed the appropriate authorities of this but with limited success. The current reforms being debated relating to Higher Education do not address the needs of the community with regard to dental services  nor do they attempt to focus education dollars to meet those needs. There is no coordinated plan in place to relate community needs with the education focus of the Universities, nor are there any Federal Government Health initiatives in place to rectify this crisis. 

This is the area that must be attended to initially in conjunction with any other programs. Whilst recruitment of overseas-trained dentists is being considered as one short term option, the ADA is of the view that the issue should be addressed by focus upon a number of issues, the last only of which would be the recruitment of overseas dentists.

The issues to be addressed and the priority in which they ought to be addressed are:

a) There are insufficient dentists practicing in Australia to enable proper dental care to be provided. 

There are currently approximately 9,000 registered dental practitioners within Australia. Approximately 85% of registered dental practitioners engage in general practice, with approximately 12% engaged as specialists. The remainder is involved in administration and research/education. Of those engaged in general practice: approximately 83% are involved in private practice, 16% in public sector practice with the remainder involved in industry and other activities. Approximately one third of registered dental practitioners are aged 50 and above.

Currently, it is estimated that there are approximately 28.8 million visits made by Australians to their dental practitioners each year.   Studies suggest that by the year 2010 this figure will increase conservatively to 33.2 million visits per year - a 15% increase.

Studies reveal that to cater for the changing oral health of the nation, population increase and the expected decrease in the number of dental practitioners through retirement etc, and to maintain an adequate dental labour force, the number of dental graduates from the present Australian Dental Schools will need to increase by 120 per year. 

University funding to their dental schools has been insufficient and consequently staffing levels have fallen.  The dental profession has assisted in overcoming this funding shortfall by providing voluntary unpaid tuition and dental students rely heavily on this donated teaching service. However, such unpaid tuition does not reduce the need for more academic staff for teaching and research.

To alleviate this situation within Australia the ADA identifies the immediate need to:

1. Extend additional funding to each of the various dental faculties and schools to facilitate the education of 20 to 24 additional dental students per annum in each school.  

2. With teaching and nursing students, there has been recognition by the Government of a need for special treatment to be provided to students participating in teaching and nursing studies. The action taken addressed a critical situation and the ADA says that the crisis in dental care delivery has reached a similar critical stage. The ADA suggests that similar economic incentives and funding to those provided to teaching and nursing students and faculties should also be made available for dental students and faculties. 

3. Economic incentives should be made available to under-graduates and graduates who would be prepared to practice in particular areas of special dental need. 

4. The ADA requests that the Federal Government funding provided for dental students be quarantined, as is the case for medical students, so as to be expended by the Universities on dental schools only. When the new funding arrangements come into place in 2005, priority must be given to funding increases to dental schools to enable them to expand, employ more academic staff and generally improve their facilities to ensure their status as world class institutions.

b) There is an inequitable distribution of dentists across Australia, resulting in insufficient levels of dental care being provided.”

Currently, there is an inequitable distribution of dental professionals geographically and across the public and private sectors. There are particular problems associated with people with specific disadvantages (relating to socio-economic status, general health, age or location) obtaining access to dental practitioners for treatment. Studies suggest that one of the best sources for obtaining practitioners to practice in these areas is to attract candidates from such backgrounds including rural and remote areas.

The cost associated with the pursuit of a dental degree creates a high financial burden upon the graduating student, particularly when compared with other courses.  For the HECS dental graduate under the Higher Education proposals, a fee liability of $45,000 will arise, with a full-fee paying student having a liability of about $150,000. As such, a graduate’s incentive will be to enter the workforce in an arena where the greatest remunerative return is available, so that the liability can be satisfied in the shortest and most economical way. This will almost certainly not be the public sector or teaching institutions where the need for dentists is very high.

The ADA suggests that to address the inequities that exist the following is required:

1) Additional focus must be given to the creation of further scholarships to residents of country and remote areas. The ADA suggests the creation of a number of specific Commonwealth places for dental students with a regional background and who agree to practice following graduation in rural and remote areas. 
2) Consideration should be given to the provision of a moratorium or debt forgiveness on fee indebtedness for all dental graduates who in turn agree to provide their services in specified areas of shortage. The extent of the moratorium or debt forgiveness could reflect the period of time the dental graduate undertakes practice in those particular areas. The longer the period of service, within defined limits, in those areas the greater the moratorium or debt forgiveness.
3) The extent of the substantial fee indebtedness that would arise for a dental graduate may cause the graduate to focus upon private rather than public sector work, where the remuneration achieved would probably be significantly higher. Similar financial incentives to those outlined in the preceding two paragraphs should therefore be introduced to graduates who agree to provide a period of service in the public sector. 

c)
Recruitment of overseas dental surgeons.

The ADA accepts the recruitment of suitably trained overseas dentists as a short term solution to the significant labour shortage that exists and to supplement the proposals outlined above. It accepts such overseas recruitment but does so with the absolute provisos that: 

· The option is identified as an interim solution only.

· That the time limit imposed for the plan is one consistent with the time that would be taken in the education and training of Australian dental students to fill the void that currently exists. The ADA believes that the various labour issues that confront the effective delivery of oral care in Australia are best addressed by the education and training of suitable Australian students, as they will represent the optimum long term permanent solution. There are many Australian students each year who seek admission to dental faculties with the secondary school or equivalent results suitable for admission and who, due to insufficient dental school places available, are not permitted to enter the Faculties. The ADA, as outlined earlier, believes the reform of dental education in Australia is the long term solution.

· The dental surgeons recruited must be of a standard commensurate with that of existing dental surgeons qualified to practise in Australia. To do otherwise will only cause deterioration in the delivery of dental care to the community. The ADA believes that, despite the crisis, the delivery of potentially inferior care would only compound rather than rectify the situation.

· In the case of recruitment of overseas dentists, such dentists be deployed to those specific areas of greatest need only. i.e. public sectors in rural and remote communities. The ADA sees no necessity for the recruitment of such personnel for any reasons other than to serve those pockets of need that the current Australian contingent of dental surgeons is unable to meet.

Conclusion

The ADA considers the state of delivery of dental care in Australia to be at a critical stage. It has set out within the framework of the Committee’s Terms of Reference the issues and priorities it considers needs to be addressed to rectify the situation that has arisen. It would be happy to participate in any dialogue designed to redress the situation which exists.

David S Houghton

President,

Australian Dental Association Inc.

� Spencer et al.The Dental Labour Force in Australia: the position and policy directions. Canberra, AIHW. (Forthcoming).


� ibid.
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