
 

 

 

 
 

                                                                                                                                                                                         ABN: 68 480 848 412 

National Rural Health Conference                                                               PO Box 280  Deakin West  ACT  2600 

Australian Journal of Rural Health                                               Phone:  (02) 6285 4660     Fax:  (02) 6285 4670 

Web:  www.ruralhealth.org.au     Email:  nrha@ruralhealth.org.au 

 

 

 

 

 

Public consultation  

 

 

on  

 

 

Australian Government’s child dental benefits schedule 

 

 

Grow Up Smiling 
 

 

 

 

 
 

21 May 2013 

 

  

 

 

 

 

This Submission is based on the views of the National Rural Health Alliance but may not 

reflect the full or particular views of all of its Member Bodies.  

http://www.ruralhealth.org.au/
mailto:nrha@ruralhealth.org.au


2 

 

 
Public consultation on the Australian Government’s child dental benefits 

schedule – Grow Up Smiling 
 

Introduction 

The Alliance comprises 34 Member Bodies, each of which is a national organisation (see 

Attachment). They include consumer groups (such as the Country Women’s Association of 

Australia), representation from the Indigenous health sector, health professions’ organisations 

(representing doctors, nurses and midwives, allied health professionals, dentists, pharmacists, 

paramedics, health students and health service managers) and service providers (such as the 

Royal Flying Doctor Service, the Rural Hospitals Forum of Catholic Health Australia, and 

Frontier Services of the Uniting Church in Australia). 

 

With such a broad representative base, the Alliance is in a unique position to represent the 

views on health and health-related issues of people in rural and remote Australia.  

 

In this initial submission, we provide brief comments on GUS based on input from members 

of the Alliance Council relating to existing challenges and shortfalls in provision of dental 

services in rural and remote communities.   

Oral health and primary health care 

The Alliance believes that good oral health care should apply from birth to death and should 

be part of a holistic approach to health – instituted through true primary health care. This 

would see children encouraged in schools to understand the relationship between diet, 

exercise and health – including oral health. It would see targeted interventions relating to oral 

health for those in challenging situations where good oral health is concerned: families on 

very low income, people in prison, and those who do not have access to school dental health 

services or who cannot afford access to a private sector dentist. 

 

A primary health care approach would see governments and other agents leading on proven 

effective public health campaigns like water fluoridation, food security and support for 

health-promoting infrastructure, and doing so with the understanding - and on the basis of the 

fact - that those things will bring benefits in health status and reduced demand for treatment.  

 

For example, if they are to be true primary health care agencies, Medicare Locals will work 

on improving oral health through pre-school and school education, peri-natal care, targeted 

support for those living with a disability, special consideration for those in aged care facilities 

and prisons, and those with drug and alcohol problems and the homeless.  If, in 

contradistinction to this approach, Medicare Locals concern themselves only with the supply 

of oral health professionals, despite the great importance of that matter they will be working 

through primary care, not primary health care. 

Overall scheme design 

While the structural and attitudinal changes are being made toward the primary health care 

approach described in the section above, the Alliance is a very strong supporter of a program 

targeted at infants and children. One element of a primary health care approach should be a 

comprehensive dental scheme that covers all ages, rather than having one scheme for 

children, one for adults and another for people with special needs.   
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The Alliance supports the overall objectives of the GUS scheme as summarised in the 

consultation paper: 

 

 address declining child oral health, with a longer-term strategy to deliver improved 

population-wide oral health into the future; 

 target Commonwealth expenditure on dental services to those children in greater 

financial need; and  

 build a unified national system for patient eligibility and service delivery for children 

across the states and territories.   

 

We note the key features of the GUS scheme outlined in the consultation paper as already 

announced by the Government: 

 

 a child dental benefits schedule for children aged 2 to 17 years; 

 means-tested in line with current Medicare Teen Dental Plan eligibility (mainly for 

children whose families receive Family Tax Benefit Part A); 

 a benefit for basic dental services including prevention and treatment (eg fillings and 

extractions) with high end and orthodontic items excluded; 

 to be used in the public or private system; 

 a benefit entitlement capped at $1,000 per child over a two year period; and  

 to commence on 1 January 2014 and replace the Medicare Teen Dental Plan.  

 

These key features of the GUS scheme raise some particular issues for people living in rural 

and remote communities as discussed below.   

Ensuring access for eligible children who live in country areas 

 a child dental benefits schedule for children aged 2 to 17 years; 

 means-tested in line with current Medicare Teen Dental Plan eligibility (mainly for 

children whose families receive Family Tax Benefit Part A); 

 

Although the GUS scheme seeks to build a unified national system for service delivery to 

children and the means testing will help to target those families least able to pay, the Alliance 

is concerned that many country children who are entitled to access GUS will not be able to do 

so due to poor distribution of oral health care professionals, particularly dentists and dental 

specialists.  This barrier to access is of particular importance, given the higher proportion of 

low income families outside the major cities.   

 

The table on distribution of dentists by remoteness (below) shows that the supply of dentists 

has been increasing across all remoteness areas since 2006.   

 

The media is reporting an oversupply in the major cities, but the table makes it clear that, 

proportionally (per 100,000 people), those in remote and very remote areas have less than 

half as many FTE dentists as those in the cities. Those people living in outer regional areas 

have barely more than half and even those in inner regional only have two-thirds as many 

dentists as people in the cities.  The unmet need is further demonstrated by the number of 

hours the dentists worked which increases by remoteness.   
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Table: Geographic profile of the oral health workforce 
 
 Major cities Inner regional Outer regional Remote/Very 

remote 

Australia 

Dentists 2006 

Number 8,428 1,349 540 87 10,404 

Average weekly 

hours worked 

38.4 38.3 38.6 39.7 38.5 

FTE per 

100,000 

population  

60.1 33.3 27.9 18.9 50.9 

Dentists 2011 

Number  10,055 1,844 685 130 12,734 

Average weekly 

hours worked 

37.4  37.5 37.7 39.8 37.4 

FTE per 

100,000 

population 

64.1 42.1 33.5 26.4 56.1 

Dental hygienists 2011 

Carry out preventative dental procedures under the direction of a dentist 

Number  891 119 50 4 1,065 

Average weekly 

hours worked 

28.9 30.6 28.3 17.1 29.1 

FTE per 

100,000 

population 

4.4 2.2 1.8 0.3 3.7 

Dental therapists 2011 

Examine and treat diseases of the teeth in preschool, primary and secondary school children under the 

general supervision of a dentist 

Number  614 265 135 30 1044 

Average weekly 

hours worked 

28.6 28.1 30.4 31.9 28.8 

FTE per 

100,000 

population 

3.0 4.5 5.3 4.9 3.5 

Oral health therapists 2011 

Can practise as either or both a dental hygienist or therapist 

Number  729 56 35 3 371 

Average weekly 

hours worked 

32.6 34.7 36.3 35.8 33.3 

FTE per 

100,000 

population 

4.0 3.7 3.7 2.2 3.9 

Dental prosthetists 2011 

Construction and fitting of dentures and sporting mouthguards; maintain, repair and reline dentures 

either by direct consultation with patient or referral from a dentist 

Number  781 232 72 2 1,088 

Average weekly 

hours worked 

42.1 44.1 43.6 n.p. 42.6 

FTE per 

100,000 

population 

5.6 6.2 4.1 0.4 5.5 

 
This data is drawn from an AIHW 2013 report, which includes further data on work settings and nature of the 

workforce: AIHW, 2013.  Dental workforce 2011. National health workforce series no. 4. Cat. no. HWL 50. 

Canberra: AIHW. http://www.aihw.gov.au/publication-detail/?id=60129542638  

 

 

http://www.aihw.gov.au/publication-detail/?id=60129542638
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Dental therapists examine and treat diseases of the teeth in preschool, primary and secondary 

school children under the general supervision of a dentist, and so are of particular relevance 

to GUS, as are oral health therapists who can do the work of a dental therapist and or an oral 

hygienist.  While the table shows a fairly even distribution of dental and oral health therapists 

by remoteness, the numbers remain small and the FTE availability of oral health therapists 

does not make up for the shortfall in dentists.   

 

An entitlement to basic dental services is meaningless if there are no appropriate oral health 

professionals to provide the services – either in the area, which is preferable, or rotating 

through, which can be effective if done well and in collaboration with the primary care 

providers on the ground.  For rural and remote areas this may include remote area nurses, 

community nurses, Aboriginal Health Workers and allied health professionals as well as 

doctors.   

 

In addition, there seems to be no consistent pattern or overall planning for rural dental 

services.  For example, it is understood that Manilla in NSW (population 3000) has a dental 

room in the Multi-Purpose Service (MPS), but no visiting dentist. On the other hand, 

Wanaaring (population 65) has a full dental suite and a fly-in fly-out dentist.   

Collaboration across programs to make best use of limited workforce and facilities  

 a benefit for basic dental services including prevention and treatment (eg fillings and 

extractions) with high end and orthodontic items excluded; 

 to be used in the public or private system; 

 

The Alliance welcomes the fact that the capacity provided by GUS will be able to be used in 

the public or the private system.  It is important that the best use is made of the whole of the 

oral health workforce and oral health facilities available locally – not just those in the public 

sector.   

 

The Alliance wants to see GUS operating in full collaboration with State and other dental 

schemes as well.  For example, people with special needs in rural and remote areas, who have 

great difficulty in accessing Special Needs Dentists through State schemes, should be allowed 

to benefit from any increased local oral health capacity that is occasioned by GUS.   

 

Children in rural and remote areas have poorer access to dental care than in major cities and 

are likely to have higher dental disease rates. Consequently, there will be cases of young 

children residing in these settings having multiple teeth with dental caries or requiring 

extractions and restorations under general anaesthesia. To force these children to have the 

work done under local anaesthesia and through the multiple visits that would be required 

would be cruel and possibly frighten the children off accessing dental care in the future.  

Opportunities for collaboration between GUS and in-hospital care must be explored and 

developed. It may also be feasible to have extra procedures covered under certain conditions 

which could be provided by a team of dental experts, some of which could be drawn from the 

Department of Veteran Affairs (DVA). 

 

Where appropriate oral health professionals or facilities are not available locally or through a 

timely and appropriate outreach or satellite service, the cost of the travel for eligible country 

children and their family or carer must be covered as well as the cost of the service to ensure 

that they receive their entitlements to basic dental services despite their isolation from such 

services.   
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Flexibility to focus on good oral health outcomes for country children  

 a benefit entitlement capped at $1,000 per child over a two year period; and  

 to commence on 1 January 2014 and replace the Medicare Teen Dental Plan.  

 

Children living in rural and remote communities may have worse dental health at the 

commencement of the GUS scheme, related to barriers to access to dental care in their lives 

so far.  Adults living in Remote/Very remote areas are known to have a higher proportion of 

untreated decay (38%) than those in Major cities (24%).
1
  The base level treatment country 

children require is therefore more likely to exceed the limit of $1,000 over two years.  It 

would be negligent to turn them away with half-finished repairs and compromise the value of 

the repairs that did fit within the two year budget.   

 

A case can be made for the new scheme to begin with those in the very greatest financial and 

clinical need, with a higher and flexible cap on expenditure initially to reflect the amount of 

necessary work to be done. 

 

The travel issues raised above mean that it will be particularly important to ensure some 

flexibility in the proposed cap of $1,000 per child per two years for country families.  For 

example, if one child in the family has to travel to a regional centre for dental care, it is likely 

to be appropriate for other children in the family to receive treatment at the same time, rather 

than come back in a month or two so that their costs fit into the next two year period rather 

than the last.   

Specific issues from the Consultation Paper 

1. Schedule of items – scope of services 

One of the overall objectives of the GUS scheme is to “address declining child oral health, 

with a longer-term strategy to deliver improved population-wide oral health into the future”.  

One of the key features of the scheme is a benefit for basic dental services including 

prevention and treatment.   

 

A preventive approach to population-wide oral health, including improved oral health 

awareness and behavioural change, cannot be achieved without engaging the oral health 

professional workforce to educate families and children at their dental visit with dedicated 

appointment time.  

 

Accordingly, the Alliance would like to see the recognition of the importance of preventive 

items within the scheme as well as the consideration of other strategies for preventive 

approaches to oral health. 

 

There is a view that orthodontic services – even scarcer still in rural areas than dentistry – are 

essential in some cases for the prevention of poor oral health. 

 

For example, item 131 (Dietary advice) and item 141 (Oral hygiene) are fundamental to oral 

health and should be addressed as standalone items, not included under diagnostic services in 

the Schedule of items and restrictions.  The time, commitment and complexity involved to 

perform these item codes should be acknowledged, rather than assuming that they will be 

                                                 
1
 Chrisopoulos S, Beckwith K & Harford JE 2011.Oral health and dental care in Australia: key facts and figures 

2011. Cat. no. DEN 214. Canberra: AIHW.  http://www.aihw.gov.au/publication-detail/?id=10737420710 

http://www.aihw.gov.au/publication-detail/?id=10737420710
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covered adequately within an oral examination item code.  The DVA schedule addresses 

these issues well. 

 

Dietary services provided under item code 131 include detailed dietary analysis – such as 

analysis of food diaries, recommendations about good nutrition for general and oral health, 

and education on dietary factors affecting oral diseases including dental decay and dental 

erosion.  A recent study of 16,800 Australian children revealed that over 56% consumed 

sugary drinks daily, 13% consumed more than 3 sugary drinks daily and children from lower 

income families consumed more than 60% more sugary drink than other children.   

 

Children in greater financial need are the prime target population in GUS policy and make up 

a higher proportion of people who live in rural and remote communities.  Comprehensive 

dietary advice from health professionals will not only assist to reduce childhood caries, it will 

also help to tackle diabetes and obesity, both of which come at a high cost to individuals as 

well as the public purse and are more prevalent in rural and remote communities. 

 

Oral Hygiene Instruction provided under item number 141 includes individual tooth brushing 

instruction for plaque control, plaque disclosing techniques, appropriate information on the 

use of fluoride toothpastes, mouth rinses and gels and flossing instructions to prevent 

gingivitis and interproximal decay. It also includes specific oral hygiene techniques for 

children undergoing orthodontic treatment.  Oral hygiene instruction and prevention is not 

adequately addressed in GUS at present. Preventive services benefit the individual and the 

wider society by maintaining health and wellbeing and avoiding costly treatments. 

 

The Alliance is also very supportive of public health measures to assist with ongoing 

preventable oral health disease, including water fluoridation.    

 

1.2 Fees and billing 

In rural and remote areas, dental teams with a mixture of dental practitioner types are 

required.  Fee-for-service based on item numbers is relevant to dentists who are in short 

supply in rural and remote communities but does not cover the full range of oral health 

therapists that make up the rural and remote oral health workforce. 

 2. Dental professional requirements for service provision and billing eligibility 

2.1 Dental therapists and hygienists and oral health therapists 

The Alliance welcomes the consideration of arrangements by which dental hygienists, dental 

therapists and oral health therapists can provide services within their full scope of practice 

under the new program. 

 

The use of Medicare Items as proposed will place limitations on the full use of the skills of 

oral health therapists, dental therapists and dental hygienists under the current arrangements. 

This is an important consideration where rural and remote areas are concerned because, 

encouragingly, as shown in the attached table, those professions have a more even 

distribution across rural and remote communities than dentists.  

 

At present, registered oral health professionals are required to use the provider number of 

dentists which can mean unnecessary barriers to care - especially in rural, remote and 

Indigenous communities. Dental Therapists and Oral Health Therapists have a long history of 

treating children in schools and in communities and have a high record of public safety.  
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Dental Hygienists have been providing oral health education and preventive oral care service 

safely for more than 40 years. 

 

As the new schemes for oral health are rolled out and further developed, consideration should 

be given to special block funding or new arrangements under Medicare for Dental Hygienists, 

Therapists and Oral Health Therapists. Those professionals are accountable for their services 

and can provide certain treatments with less out of pocket costs to the patient. 

3. Lessons learned from previous Commonwealth dental benefits program  

Lessons can be learnt from both the Department of Veteran Affairs (DVA) program and the 

Chronic Disease Dental Scheme (CDDS).  

 

The DVA scheme has been well established within dental practices and provides a good 

framework for GUS. The Commonwealth has run the DVA program for many years and has 

much internal knowledge on how it works.   

 

The administration requirements for the CDDS were complex and not well explained to 

participating dentists. All requirements of future programs should be made very clear to any 

eligible dental practitioner. 

4.  Compliance and reporting arrangements for providers 

In principle, the Alliance supports the notion of informed financial consent as outlined in the 

consultation paper, ensuring that patients understand the services they are to receive and the 

impact on their entitlement balance as well as any out-of-pocket costs of services.  Further we 

appreciate that these requirements would need to align with standard dental practice and 

procedures so that both providers and patients are not disadvantaged.  Providers must be 

required to explain and discuss treatment plans with the patient and their families, obtain 

consent and record that they have done so and document reasons for change. 

 

However, the practical implications of holding these discussions will be challenging in rural 

and remote communities and these need to be further explored in the context of developing 

the education program outlined in Issue 5 in the consultation paper.  There will also be 

particular challenges for patients and their families to monitor their benefit cap and check the 

balance of their entitlement with the Department of Human Services.   

5. Education and communication with the profession and with the patients  

A considerable amount of effective public and professional education is required to ensure 

the success of this scheme. This can be done through government agencies, professional 

bodies, community organisations, and health services, among others.  

 

A national media program is also required, using avenues that are known to reach people 

living in rural and remote communities. A targeted education program may be needed for low 

income families who simply may not think they are eligible for the new service or who fail to 

utilise the program due to other barriers, as seen with the Teen Dental Plan review - where 

uptake was low. 

 

The National Rural Health Alliance would be pleased to contribute to raising awareness 

about the GUS program through its rural networks, including through our extensive email list 

and publications such as Partyline.   
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Attachment 

Member Bodies of the National Rural Health Alliance 

ACHSM Australasian College of Health Service Management 

RNMF of ACN Rural Nursing and Midwifery Faculty of the Australian College of Nursing  

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare & Hospitals Association 

AHPARR Allied Health Professions Australia Rural and Remote 

AIDA Australian Indigenous Doctors’ Association 

ANF Australian Nursing Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

APS Australian Paediatric Society 

APS (RRIG) Australian Psychological Society (Rural and Remote Interest Group)   

ARHEN Australian Rural Health Education Network Limited 

CAA (RRG) Council of Ambulance Authorities (Rural and Remote Group) 

CHA Catholic Health Australia (rural members) 

CRANAplus CRANAplus – the professional body for all remote health  

CWAA Country Women’s Association of Australia 

ESSA (NRRC) Exercise and Sports Science Australia (National Rural and Remote 

Committee) 

FS Frontier Services of the Uniting Church in Australia 

HCRRA Health Consumers of Rural and Remote Australia 

ICPA Isolated Children’s Parents’ Association  

NACCHO  National Aboriginal Community Controlled Health Organisation  

NRHSN National Rural Health Students’ Network 

PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group 

PSA (RSIG) Rural Special Interest Group of the Pharmaceutical Society of Australia 

RACGP (NRF) National Rural Faculty of the Royal Australian College of General 

Practitioners  

RDAA Rural Doctors Association of Australia 

RDN of ADA Rural Dentists’ Network of the Australian Dental Association 

RHW Rural Health Workforce  

RFDS Royal Flying Doctor Service 

RHEF Rural Health Education Foundation 

RIHG of CAA Rural Indigenous and Health-interest Group of the Chiropractors’ 

Association of Australia 

ROG of OAA Rural Optometry Group of the Australian Optometrists Association 

RPA Rural Pharmacists Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

 

 


