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Oral health is important for people’s 
personal health and public health 
in general.1 Poor oral health often 

causes pain and suffering affecting general 
well-being and overall quality of life. The 
Global Burden of Disease (GBD) 2010 study 
reported that oral conditions affected 
3.9 billion people, with untreated caries 
in permanent teeth the most prevalent 
condition evaluated for the entire study.2 
Further analysis showed that “untreated caries 
in permanent teeth was the most prevalent 
condition worldwide, affecting 2.4 billion 
people, and untreated caries in deciduous 
teeth was the 10th-most prevalent condition, 
affecting 621 million children worldwide.”3 
Oral health is also associated with general 
health conditions, for instance, periodontal 
diseases have been found to be associated 
with diabetes mellitus, cardiovascular 
diseases and adverse pregnancy outcomes.4,5 
Numerous systematic diseases have morbid 
oral manifestations.6 Globally the economic 
burden of oral diseases amounts to US$442 
billion which is 4.6% of the world health 
expenditure.7 In Australia alone, AU$8.3 
billion was spent on dental treatment in 
2012/2013.8 Dental care constitutes around 
6.4% of national health spending in Australia, 
to which individuals contributed 58% in 
2010/2011.9 

The oral health policy of the Public Health 
Association of Australia (PHAA) emphasises 
the importance of a universal, equitable 
dental system to address the inequalities 
in access to oral health care.10 In the new 
National Oral Health Plan 2015-2024 one of 
the six foundation areas is ‘Accessible oral 
health services’.11 Access is considered central 
to the performance of the oral health system 
as it enables people to obtain health care 

when they perceive a health need. Waiting 
lists potentially are a barrier to timely clinical 
care and every effort should be made to 
reduce waiting times for all clients of the 
public dental health service. The oral health 
policy of the PHAA also recognises that 
people dependent on public dental services, 
can face significant waiting time for care.10

Waiting lists further provide a buffer between 
the demand for services and the capacity 
of the system to provide these services. 
They are consistently newsworthy as they 
are portrayed as one of the major issues 
experienced in government/tax-funded 
health systems.12 Waiting times for dental care 
are considered to be one of the major reasons 
for patient dissatisfaction.13-16 It has been 
reported that those who waited less than  

3 months experienced less inconvenience 
than those that waited for more than 3 
months.17

Overview of National Partnership 
Agreements for dentistry
Under the National Partnership Agreement 
(NPA 1) on Treating More Public Dental 
Patients the Federal Government provided 
States and Territories with $345.9 million 
over the budget periods 2012/13 to 2014/15. 
States and Territories were required to 
provide regular information on their dental 
spending, treatment rates and waiting lists.18 
In the 2014/15 Federal budget an additional 
$119.6 million was allocated under this NPA.19 
The Department of Health reported that over 
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these three budget years the national target 
to treat an additional 400,000 public dental 
patients was achieved.20

Under a new National Partnership Agreement 
on Adult Public Dental Services (NPA 2), 
the Federal Government would provide a 
further $1.3 billion to States and Territories 
from 1 July 2014 to expand dental services to 
assist up to 1.4 million low-income adults.21 
The Coalition Government, elected in 2013, 
deferred this NPA, instead replacing it with 
a new NPA on Adult Public Dental Services 
(NPA 3), which commenced on 1 July 2015 
and provided States and Territories with 
$155 million for additional services to around 
178,000 adult public dental patients.20 The 
Child Dental Benefit Schedule (CDBS), which 
commenced on 1 January 2014 to provide 
basic dental services to ~2.4 million eligible 
2 to 17 year-old children each year, received 
an additional funding of $45 million to bring 
the total envelope of Federal Government 
funding for dental health for 2015/16 to 
around $200 million. Funding for both the 
Voluntary Dental Graduate Year Program and 
the Voluntary Oral Health Therapist Program, 
both of which targeted workforce shortages 
in rural and remote areas, ceased.20 In 
announcing the new funding for oral health 
the Health Minister described current dental 
arrangements, split between the Federal 
Government and the States and Territories, 
as “fragmented with funding models that 
increase risks of inefficiencies and service 
gaps”. She foreshadowed a series of reforms 
to dental funding arrangements to be 
pursued over the next 12 months.22

Stakeholders reacted to the new NPA with 
disappointment and some concern, especially 
in light of a recent report that one in three 
Australian adults have untreated dental 
decay, with higher rates for those on lower 
incomes.23 The Australian Healthcare and 
Hospital Association pointed out the high 
unmet demand for dental services and the 
cost barriers consumers may face.24 The 
Australian Dental Association (ADA) warned 
that as a result waiting times for public dental 
services and access difficulties will continue.25

Queensland and NPA 1 & 2
An analysis of the Queensland Health public 
dental service waiting list database as of 
31 December 2012 reported that 130,546 
people were on the waiting list for dental 
care.26 In a follow-up to this study, at the 
end of December 2013, 77,146 people were 
found to be on the Queensland public dental 
waiting list; a difference of 53,400, equivalent 

to a decrease of 40.9% from a year earlier. For 
those waiting beyond the desirable period 
for care a decrease of 80.6% was reported. 
These decreases can be attributed to various 
Queensland Health initiatives for funding 
received under NPA 1 & 2.26 

Queensland and NPA 3
The first budget (2015/16) of the Queensland 
Labour government, elected in 2015, aims 
to restore balance to the health system with 
significant investments in frontline services, 
patient safety and preventive health. A record 
$14.2 billion will be invested to support 
growth in demand for services, deliver its 
election commitments and reverse cuts to 
frontline services made by the former Liberal 
National government. It is envisaged that 
investment in health will increase by $2.3 
billion over four years to support the ongoing 
growth in demand for services, and address 
priority areas of need.27 

No further mention is made in any of the 
budget documentation on oral health, apart 
from oral health services being listed as part 
of Prevention, Primary and Community Care 
in the Queensland Budget 2015/16 Service 
Delivery Statements.28 This document reports 
that $2 billion dollars were allocated to these 
services for 2015/16. 

This study analysed the numbers of people 
waiting for dental care in the Queensland 
Public Dental Service and the percentage 
waiting beyond a reasonable period for their 
treatment need, over a three-year period from 
end December 2012 to end December 2015, 
coinciding with various funding agreements 
between federal and state and territory 
governments. Concerns have been raised 
that the deferred NPA 3 should be blamed 
for lengthening waiting lists for public dental 
services. But is there any evidence for these 
concerns? 

Methods

As part of the Queensland Government open 
data policy,29 monthly public dental waiting 

list data were downloaded from December 
2012 to December 2015. The raw data provide 
numbers of people waiting for various types 
of care, further broken down by 6 different 
waiting periods (Table 1).30 For example, for 
people waiting for priority 1 care, the number 
is further divided into those waiting less than 
1 month, 1 to 2, 2 to 3, 3 to 4, 4 to 5 and more 
than 5 months. 

The data were summarised to present 
changes in the overall number of people 
waiting for care and the overall percentage 
waiting beyond the desirable period by 
treatment priority. Data is not presented for 
each month, but in six-monthly intervals, 
from December 2012 to December 2015. 
The overall number of people waiting are 
presented, as well as treatment categories of 
General, Priority 2 and 3 patients (Table 1). 
These categories comprise in excess of 90% 
of all people waiting for dental care. The same 
analysis was conducted for the percentage 
of people waiting beyond a reasonable time, 
for the overall list as well as for the General, 
Priority 2 and 3 patients.

Results

During the “blitz on dental public service 
waiting lists” (NPA 1 & 2), occurring mainly 
during 2013, there was a substantial decrease 
in the overall number as well as a lower 
percentage who were waiting beyond the 
reasonable period for their specific treatment 
category (Figures 1 and 2). 

Figure 1 shows that the overall numbers 
waiting for dental care decreased from 
130,546 at the end of 2012 to 77,146 at the 
end of the 2013. However, in 2014 and 2015 
the numbers waiting steadily increased to 
90,271 at the end of 2014 and 115,466 at the 
end of 2015 (Figure 1). People waiting for 
general care, with a reasonable wait period 
of 24 months, essentially mimic the overall 
numbers as they comprise by far the majority 
treatment category. 

Figure 2 shows the decrease in the 
percentage of people waiting beyond a 

Table 1: Treatments categories.
Wait List Treatment Category Description and desirable waiting time
Clinical Assessment Clinical Assessment (to determine need for priority treatment) desirable within 1 month
General General Care (routine check-up and dental treatment) desirable within 24 months
Priority 1 Dental treatment desirable within 1 month
Priority 2 Dental treatment desirable within 3 months
Priority 3 Dental treatment desirable within 12 months
General Anaesthetic Category 1 Dental treatment under General Anaesthetic desirable within 1 month
General Anaesthetic Category 2 Dental treatment under General Anaesthetic desirable within 3 months
General Anaesthetic Category 3 Dental treatment under General Anaesthetic desirable within 12 months
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reasonable time for their care, overall and 
by the main treatment categories. This 
decrease is especially obvious for the general 
treatment category, where no person was 
waiting longer than the 2-year reasonable 
period compared to 44% at the end of 2012. 
The overall percentage is also much lower 
now, however more than a quarter (28%) 
were still over their reasonable period on the 
waiting list (Figure 2).

Discussion

In the first year (2013) of the three-year study 
period the number of people waiting for 
dental care decreased by 41%, coinciding 
with the ‘blitz’ on these waiting lists. However, 
in the second (2014) and third (2015) years 
the numbers increased by 17% and 27% 
respectively, coinciding with reduced Federal 
Government funding to States and Territories 
and deferring the third NPA by a year. If we 
assume an increase of 30% in 2016, then the 
waiting list is estimated to be about 150,000 
by the end of 2016. A significant positive 
outcome, maintained over the three years of 
this study, is the decrease in the percentage 
of people waiting longer than the desirable 
period, decreasing steadily from 57% at the 
end of 2012 to 28% at the end of 2015. 

Other States report similar changes in 
their dental public service waiting lists. For 
example in New South Wales (NSW) at the 
end of 2012 about 68,000 adults were waiting 
for general treatment.31 Six months later it 
decreased to 40,000, but since then it has 
steadily increased to about 77,000 at end 
of 2015. In Western Australia the size of the 
dental waiting list increased at the WA Oral 
Health Centre by 55% since 2012, with the 
current median time for patients have to wait 
to access treatment reported as 150 days, up 
from 87 days a year ago.32 South Australia 
data reports an increases in average waiting 
time for public dentists in Adelaide from 10 
to 12.3 months in the past year, in contrast 
this decreased from 13.7 to 13 months for 
regional South Australia over the same time.33

A recently published study on the cost of 
resetting Australian adult dental waiting lists 
to zero, states that the NPAs are too new to 
determine whether its effect will be long-
lasting, cost-effective and sustainable.34 This 
study reported that it would require 359 
dental teams, consisting of a dentist and 
dental nurse, at an estimated cost of between 
A$50 and A$100 million (depending on the 
method adopted) to eliminate the waiting 
lists that remain in Australia in only 1 year if 

 

 

Figure 1: Number of people waiting for public service dental care, overall and main treatment categories, December 2012‐December 2015. 
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Figure 1: Number of people waiting for public service dental care, overall and main treatment categories, 
December 2012-December 2015.

 

Figure 2: Percentage of people waiting beyond the desirable period, overall and main treatment categories, December 2012‐December 

2015. 
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Figure 2: Percentage of people waiting beyond the desirable period, overall and main treatment categories, 
December 2012-December 2015.

they did not undertake any other care but to 
remove patients from the Australian waiting 
lists. This is based on a mean of three visits per 
patient. Costs associated with administration, 
reception, materials or laboratory work were 
not included.

The newly published Australia’s National Oral 
Health Plan 2015-2024, in Foundation Area 2 
on accessible oral health services, mentions 
that the increasing use of outsourcing to 
private providers, which has been shown to 
be most effective in the acute hospital sector, 
would be applicable to dental services.11 
This report also calls for the establishment of 
nationally consistent guidelines to categorise 
and improve data collection, leading to a 
more accurate picture of demand and waiting 
times for oral healthcare. 

In the most recent Queensland Budget 
Service Delivery Statements,28 it is estimated 

that in 2015/16, compared to 2014/15, the 
adult oral health weighted occasions of 
service (ages 16+) will increase from 2.2 
million to 2.4 million, which reflects the 
level of funding expected under a new NPA 
for 2015/16. The number of children and 
adolescent oral health weighted occasions of 
service (0-15 years) will remain at 1.3 million 
as part of the ongoing implementation of 
the CDBS. The percentage of public general 
dental care patients waiting within the 
recommended timeframe of two years 
will remain at 95%. The percentage of oral 
health weighted occasions of preventative 
services, which includes procedures such as 
removal of plaque and calculus from teeth, 
application of fluoride to teeth, dietary 
advice, oral hygiene instruction, quit smoking 
advice, mouthguards and fissure sealants, will 
remain at 15%. The percentage of oral health 
weighted occasions of service provided by 
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private dental partners as a service delivery 
statement has been discontinued as it is 
claimed that “it only reports who treated the 
patient rather than the overall impact on 
waiting times or the cost per occasion”.

In the recent 2016/17 Federal Budget, 
significant changes to the funding of public 
dental services were announced.35 A new 
Child and Adult Public Dental Scheme 
(caPDS) is proposed to replace the current 
NPA and CDBS. The total funding will be 
$2.1 billion over five years. The proposal 
gives States and Territories funding security 
for a longer period than the recent annual 
allocations. The Coalition government argues 
that the funding support has been doubled 
and that this change will provide 10 million 
Australians access to public dental health 
care. The ADA however believes that the 
Commonwealth funds for public dental 
services has been reduced rather than 
increased.36 An analysis shows that after 
taking into account the various accounting 
scenarios, the funding decrease due to this 
change is at least $235 million over five 
years.37 A further change is that children 
would now need to access the public dental 
service for care or for a referral to the private 
sector with a voucher. Under the CDBS 
children could utilise their vouchers directly 
in the private sector. This will further increase 
the pressure and burden on the public dental 
sector and potentially increase both waiting 
list numbers and waiting time.
This analysis shows that waiting lists as 
an indicator of demand remains a serious 
problem in providing public dental services 
in Australia. While an injection of funds will 
impact on the number waiting, this is not 
sustainable without significant continued 
funding. A strategic refocus is required to 
tackle the major risk factors for dental caries, 
the most common oral condition dealt with 
by dental services. One of these risk factors, 
common to other general health conditions 
such as obesity and diabetes, is the high 
consumption of sugar.38,39 

The ADA recently launched the Australian 
Dental Health Plan as part of the 2016/2017 
Pre-Budget Submission process to the 
Australian Government.40 The plan proposes 
that schemes similar to previous successful 
ones be developed over time to target various 
sectors of the community who have difficulty 
accessing dental care. It is encouraging that 
this plan also recognises the importance of 
more upstream approaches to oral health as 
it envisages dentists working in conjunction 
with the Australian Federal Government to 

provide oral health promotion and education 
campaigns to improve oral health through 
reduced tobacco use and improved dietary 
habits including reducing the consumption of 
sugary and acidic foods. The plan also urges 
the Federal Government to work with the 
dental profession as well as the States and 
Territories to ensure fluoridation of reticulated 
water supplies in all localities with 1,000 or 
more residents across Australia as it is still 
considered to be the most cost-effective way 
to reduce the prevalence of dental caries.

The recent WHO report on Global Diabetes 
shows that the number of adults living with 
this condition has quadrupled to 422 million 
since 1980.41 Following the release of this 
report the push for a sugar tax in general, and 
especially for sugar-sweetened beverages 
(SSBs), similar to the tobacco tax, as a strategy 
to reduce consumption, is growing.42 A 
modelling study shows that both a SSBs tax 
and eliminating tax subsidy of television 
advertising to children are cost-effective 
interventions.43 A recent modelling study in 
Australia of the impact of a tax on sugar on 
SSBs on health and health care costs shows 
that the number of new type 2 diabetes cases 
should decrease by about 800 per year.44 
After 25 years, there would be fewer prevalent 
cases of heart disease and persons living with 
the consequences of stroke. It is estimated 
that the tax would generate about $400 
million in revenue each year. 

There appears to be community support for 
an SSB tax in Australia45 and there is evidence 
that it will reduce consumption.46,47 In the 
United Kingdom 2016 budget, a soft drinks 
industry levy was announced by the Office 
for Budget Responsibility.48 In England 
the funds generated from the levy will be 
used to increase primary school physical 
education and sports programs. A number 
of other countries, for example South Africa, 
India and Indonesia, are considering a sugar 
tax. Australia has played a leading role in 
the fight against tobacco, including being 
the first country to legislate plain-paper 
cigarette packaging. It is important that 
the same effort is made to tackle the high 
consumption of sugar to reduce its significant 
general and dental health impacts. Possible 
upstream interventions include regulation 
of television advertising and a sugar tax. 
Government regulation for the advertising 
of sugary products to children needs to 
be implemented.49,50 Research shows that 
children are exposed to significant amounts 
of products high in sugar during times when 
they watch television. The sale of sugar-laden 

products in supermarkets (most common 
source) and school canteens must be 
discouraged, and consumption in the home 
(most common place) and at sports practice/
activities must be reduced.51,52

Fluoridation of water supplies in Australia 
exceeds 80% nationally. There are, however, 
many regional and rural area, who lack this 
effective and cost-effective intervention.53-55 
The PHAA recommendation that all Australian 
communities with a population of more than 
1,000 people should have access to fluoridated 
water supplies is supported in the ADA Dental 
Health Plan and National Oral Health Plan for 
Australia 2015-2024.10,11,40 It is paramount 
to maintain and expand the provision of 
fluoridated water to all communities in 
Australia, to reduce the tooth decay burden 
across all sectors of society. While most of 
the States and Territories rolled out water 
fluoridation to its citizens many decades ago, 
Queensland only recently achieved a coverage 
above 80% due a massive roll-out after it was 
made mandatory by the State government in 
2007. However, in 2012 the law was amended 
to allow local councils to choose to fluoridate 
their water supplies, and since then a number 
have opted out of water fluoridation.56,57 The 
current State government should seriously 
consider re-implementing the mandatory 
fluoridation of water supplies. The recent local 
council elections (1 March 2016) may move 
more councils to decide not to fluoridate, 
especially those councils with a narrow margin 
in favour of this effective and cost-effective 
upstream approach to prevent dental caries. 
Where fluoridation of water is not possible, 
there should be alternative approaches to 
fluoridating the mouth, such as the application 
of fluoride gels or varnishes, antiseptic mouth 
rinses and placement of fissure sealants on 
permanent molar teeth.54 Regular brushing 
with a fluoridated toothpaste must be 
maintained,58 as well as regular attendance 
for preventive dental care.59 Moving efforts 
upstream are usually cost-effective as they 
reduce costly curative treatments downstream, 
and will also reduce the number of people 
coming onto waiting lists.

While an injection of funds to reduce the 
waiting list is important and has had an 
impact, adequately addressing oral health 
requires not only continuing funding, but also 
a shift away from the current reactionary and 
curative ‘downstream’ approach towards a 
health-promotive and preventive ‘upstream’ 
approach. This will reduce not only the cost of 
treatment, but also waiting lists.
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