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Abstract
Background  Australia benefits from one of the most comprehensive publicly-funded health systems in the world, 
however, dentistry hardly features at all within the provisions of the scheme. As a result, the majority of dental care in 
Australia is provided within the private sector, with the States and Territories providing a small eligibility-controlled 
service. This research examines Australian dental practitioner’s attitudes to the conceptual expansion of Medicare to 
include more dental services.

Methods  This research utilises the qualitative methodology of thematic analysis to explore the attitudes and beliefs 
of dental practitioners in relation to expanding Medicare to include more dental services. Participants were recruited 
from a pool of dental practitioners who had responded to a survey on Medicare expansion to include dental care. 
Participants were interviewed using an interview guide, with semi-structured questions. Interviews took place online 
and were recorded. Iterative rounds of coding allowed constituent themes to emerge for analysis.

Results  A total of 12 participants were interviewed before saturation was reached, with three main overarching 
themes developing through successive rounds of coding. The three themes identified were: Professional Factors; 
Nature and Organisation of a Potential Scheme; and, Oral Health as Health.

Conclusions  Professional attitudes to the expansion of Medicare are not simple or binary considerations. Dental 
practitioners are highly sensitive to the high cost of dentistry as an impediment to access and would welcome 
government assistance to help those who struggle with the costs of private dentistry to experience better oral 
health. However, participants also shared their anxieties in relation to how Medicare increasing its scope in relation 
to dentistry might herald unwelcome impacts for business models in dental care. Participants also noted the staunch 
self-interest to opposing comprehensive Medicare expansion from the Australian Dental Association.

Keywords  Dentistry, Oral health, Medicare, Public funding, Professionalism
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Background
Medicare in Australia is world-envied, being highly-
ranked for the health outcomes achieved, equity and the 
efficiency with which the scheme operates [1]. Aside from 
small, targeted schemes, dentistry has never been part of 
Medicare’s universal scope and this ultimately leaves oral 
health outside the ambit of wider healthcare in Australia, 
facing access challenges due to the high cost and unaf-
fordability of care for many [2, 3]. When Medicare (then 
as its predecessor, Medibank) was established in 1970s, 
dentistry was not included in the scheme due to a vari-
ety of political and economic factors, notable amongst 
these is the professional resistance from the dental pro-
fession advocating against the inclusion of oral health [4, 
5]. Contemporary discourse places oral health alongside 
general health, with dental care being included within 
concepts of universal health coverage [6]. It is appropri-
ate for the prospect of increasing access within the enve-
lope of Medicare to be discussed in earnest again.

Around 30% of Australian adults are eligible to access 
public dental services provided by the States and Terri-
tories. However, those accessing services can expect long 
waiting-times due to the rationing of services [7]. Recent 
research also highlights the frank unaffordability [8] and 
the impacts of financial hardship [9] on access to dental 
care. The limited nature of public funding and the high 
cost of private dental practice means that patients access-
ing dental care have one of the highest out-of-pocket 
costs in Australia. This has the impact of patients either 
deferring recommended treatment or reducing the fre-
quency of their dental visits [10, 11].

Pressure to improve access to dental care through 
increased public investment is building, with the 2023 
Senate Select Committee inquiry report recommend-
ing funding reform to establish a universal dental health 
scheme through Medicare to include greater numbers of 
dental services [12]. This aligns with contemporary posi-
tions from the World Health Organisation (WHO) which 
advocates for including oral health as part of universal 
health coverage initiatives [13].

Newly published research demonstrates that den-
tal practitioners in Australia support the principle of 
expanding Medicare to cover oral health [14]. However, 
the complex series of professional enablers and barriers 
that might affect professional perspectives remain unex-
plored. Greater understanding of reasons why dental 
practitioners may or may not support expansion of Medi-
care to include dental care is essential to preparing for a 
future where great government investment in Australian 
oral health may occur. The findings of this research have 
important implications for future policy, as well as add-
ing to the rich discourse already underway in relation to 
how increased publicly funded dental coverage in Austra-
lia might occur.

Methods
Potential participants were identified from those who 
had taken part in an earlier survey relating to the expan-
sion of Medicare to include dental care. The survey and 
associated results are reported separately [14]. Partici-
pants were invited to take part in in-depth interviews to 
further explore their views on the subject.

Ethics approval was gained from the Human Research 
Ethics Committee of the University of Melbourne (2024-
31002-60326-3). The conduct of this research complied 
with the expectations of the Australian National State-
ment on Ethical Conduct in Human Research which is 
based on the historical principles of the Declaration of 
Helsinki. Consent to participate was expressed by all par-
ticipants and informed through a Participant Informa-
tion Statement approved by the Human Research Ethics 
Committee overseeing this research. Interviews were 
guided by semi-structured questions, developed from 
the responses to the survey. Interviews were conducted 
by one researcher (ACLH) and were recorded and tran-
scribed verbatim.

Following data collection, thematic analysis was used 
to draw out common themes and their component sub-
themes through successive rounds of reading and analys-
ing the data. With each successive round of analysis, the 
number of themes condensed to form distinct, linked and 
overarching categories grouping the data, with themes 
becoming irreducible through this process [15]. Thematic 
analysis allows for the deep and rich connections within 
the data to be identified and further explored [16]. Inter-
views, coding and analysis took place simultaneously, 
with data synthesis feeding back into the data collection 
process, further facilitating the development of richness 
within the data.

Participants were provided with a copy of the find-
ings with their quotes highlighted to them. This allowed 
participants to provide feedback on how their com-
ments were interpreted and used within the research. 
No participants requested changes to how they had been 
represented.

Findings
A total of 12 participants, all registered dental prac-
titioners in Australia, were recruited to take part in 
semi-structured interviews, held over teleconferenc-
ing software (Microsoft Teams) between February and 
March 2025. The characteristics of the participants are 
displayed in the table below. Interviews lasted on aver-
age 42  min. Participants were recruited from New 
South Wales, Queensland, Victoria and the Australian 
Capital Territory and most had both private and public 
clinical experience. Table 1 below shows the participant 
demographics.
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Following data analysis, a total of nine individual 
themes arose which coalesced into three overarching 
themes after several rounds of coding and re-coding. This 
process is demonstrated in Table 2 below.

Following the final twelfth interview, the decision was 
made to cease recruitment of further participants due to 
the reduction of new themes and insights emerging as 
the interviews progressed, indicating that saturation had 
been reached. An approach of concurrent data collec-
tion and analysis was taken, allowing inferences from the 
analysis to feed back into the collection of further data.

The results are presented by theme and sub-theme 
below, illustrated by select participant quotes. Partici-
pants were asked to review the quotes used within this 
presentation of the qualitative results of this research to 
validate the interpretation of their statements and ascent 
to their use within this analysis.

Professional factors
This theme consists of three smaller sub-themes: Profes-
sional autonomy and control; Access and public health 
considerations; and, Concerns relating to profession-
alism. These three sub-themes coalesce and interact 
around how participants reported experiencing and per-
ceiving the professional elements around both support 
for, and opposition against, the proposal of increasing 

Medicare involvement within the provision of dental 
care.

Participants spoke about professional freedom from 
both the perspective of individual dental practitioners, 
as well as the collective profession as a whole entity. 
Within the latter, the views and position of the peak den-
tist’s body in Australia, the Australian Dental Association 
(ADA) were discussed by many participants. These sub-
themes illustrate the tension of the dental profession act-
ing collectively to promote and defend its own interests, 
with the perceived obligation that participants reported 
feeling that the profession must act cohesively to pro-
mote access to care.

Professional autonomy and control
A common element that participants reported perceiving 
within their colleagues and wider professional groups, 
as well as reflecting personally, was the concern that the 
introduction of greater Medicare involvement in dental 
care provision would attenuate the profession’s control 
over how dentistry would be provided in Australia.

The profession opposed it initially and I don’t think 
it’s advanced from that position. I don’t think it sees, 
broadly speaking, how it can make dentistry what it 
wants it to be with it being part of Medicare. - Par-
ticipant 6.
I guess there’s also a worry about government being 
the largest stakeholder in private practice that 
potentially leads to more interference with the way 
that we practise the industry. - Participant 1.

Government involvement also equated to increased 
administrative burden and the risk of oversight was a 
frequently cited reason for hesitance from participants 
in relation to the potential introduction of greater cov-
erage of dentistry within Medicare. The other concern 
that some participants raised pertained to how the evo-
lution of dental care provision within Australia being 

Table 1  Participant demographics
Participant Gender Scope Years of Practice Public Experience Private Experience Employment State
1 F Dentist 20 years 3 years 17 years Fully employed VIC
2 F Dental Hygienist 21 years 0 years 21 years Self-employed business owner ACT
3 M Dentist 40 years 5 years 35 years Self-employed business owner NSW
4 F Dentist 38 years 14 years 24 years Public Dentist NSW
5 M Dentist 50 years 0 years 50 years Self-employed business owner NSW
6 M Dentist 4 years 0 years 4 years Self-employed NSW
7 F Dentist 6 years 0.5 years 5.5 years Self-employed QLD
8 M Prosthetist 39 years 37 years 2 years Fully employed VIC
9 M Dentist 45 years 2 years 43 years Fully employed NSW
10 M Specialist Dentist 30 years 6 years 24 years Self-employed VIC
11 M Dentist 44 years 19 years 25 years Self-employed ACT
12 M Dentist 25 years 4 years 21 years Employed principal QLD

Table 2  Themes and Sub-themes
Overarching Themes Constituent Sub-themes
Professional Factors Professional autonomy and control

Access and public health 
considerations
Concerns relating to professionalism

Nature and Organisation of a 
Potential Scheme

Costs and sustainability
Scope of services
Payment system and value
Organisation

Oral Health as Health The importance of oral health
Pride in oral health
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predominantly within the private sector has led to an 
unfettered and free-market model of care, where the pro-
fession was able to set its own terms of engagement with 
the public that were largely determined by economic 
principles:

(dentists) don’t want to be controlled. They enjoy 
the benefits of dentistry being a free market. That’s 
what happening at the moment. If Medicare gets 
involved, then there is an additional party involved 
in the financial consent which could potentially 
mean more audits and paperwork that they have to 
do, which is a change from what they are currently 
doing. - Participant 7.
We don’t like being told how much we are charge for 
what we do.– Participant 8.
There’s mistrust from a private perspective with 
regards to Medicare and the government in that we 
don’t have any control over.– Participant 3.

Some participants reflected on the tension between the 
profession’s desire to avoid government control and price 
setting as part of a Medicare scheme, and the potential 
negative consequences for access to care:

Dentists didn’t want Medicare involved because 
they saw it as some sort of a threat that they would 
lose control, maybe of how it runs and costings…
it was our profession that stopped us in the begin-
ning which I find a little upsetting to hear because 
I think if that was the truth, I think the people that 
made those decisions at that time would maybe have 
no idea of all the thousands of people in Australia 
sitting in their homes or in aged care facilities with 
abscesses…suffering because they can’t access.– Par-
ticipant 2.

The tension between professional control and acces-
sibility of services was noticeable within participant’s 
responses. The next sub-theme reports how partici-
pants felt a Medicare scheme might impact access to oral 
healthcare.

Access and public health consideration
Some participants interviewed were sensitive to the lack 
of holistic coverage that the public and private sectors 
currently provide for dentistry in Australia. The lack of 
access to care faced by those who are ineligible to attend 
State and Territory public dental services and yet can ill 
afford the cost of care in the private sector was discussed 
by multiple participants:

It’s all those people who fall into that sort of mid-
dle demographic where they sort of fall through the 

hole and they only access services if they absolutely 
have to. They don’t get any routine care; it’s all relief 
of pain. You know, if there’s a problem, they’ll get it 
dealt with, then they’ll never darken the door of a 
dental practice again, so you’re really sort of missing 
that cohort of people. - Participant 11.
I can see that there’s still quite a significant number 
of people that only go to the dentist when they have 
a problem and quite often, they list cost as a factor 
as one of the barriers to them seeking dental help so 
if we could make it accessible like more accessible to 
all.– Participant 7.

One participant spoke about how they felt strongly that 
the public should not have to access their superannua-
tion savings to fund oral health care, and how this was 
inappropriate due to its impact on their future financial 
wellbeing:

All these people accessing their super for their den-
tal treatment…it’s absolutely ridiculous…what have 
they got later in life?– Participant 8.

Participants spoke about their belief that the dental 
profession has a duty to work to improve access to oral 
healthcare:

I think that we have a responsibility to try and make 
sure that everyone has access to dental care…I do 
think it may not benefit each individual dentist or 
they can see a real benefit for themselves, but I think 
that it will benefit the view that people have of den-
tists as a profession.– Participant 1.
Everybody, regardless of who they are, should at 
least have access. I think access is a universal right.– 
Participant 3.

Multiple participants highlighted their beliefs that the 
Australian Dental Association’s lack of support for a 
holistic, universal scheme did not align with the intrinsic 
mission and purpose of dentistry as a professional pur-
suit, with business considerations and desire for profes-
sional control undermining this central purpose:

If you go to the ADA, they have a mantra that they 
want to have money to look after kids, they want to 
get money from government to look after old folks 
and the stuff in the middle should be open slather to 
them. But it’s not about oral health, that seems to be 
the thing to me.– Participant 9.
I think that they (ADA) are very disconnected from 
the healthscape and they don’t see the true cost of 
health and they are isolated and not really thinking 
in a broad enough way. There is suspicion about the 
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government being in control and regulating things.– 
Participant 4.

Comments about the role of professional associations 
were accompanied by concerns over the anticipated 
behaviour of a minority of individual colleagues should 
the inclusion of dentistry within Medicare occur.

Concerns relating to professionalism
While there was strong criticism and skepticism from 
participants in relation to the behaviour and motiva-
tions in opposing dental integration within Medicare by 
professional associations in dentistry, there was gener-
ally a strong indication of support of the professional-
ism of professional colleagues. This initial strength of 
support was attenuated by the reported concerns from 
participants of how a wider public scheme might elicit 
negative professional behaviours from a small minority of 
colleagues:

There are some amazingly honourable dentists and 
professionals out there, but there’s just those few and 
there are a little bit more than a few that will abuse 
the system. It needs to be checked, and the fee needs 
to be equitable.– Participant 12.

One participant stated that they felt the nature of fee-for-
service attracted an inherent conflict of interest within 
healthcare and led to overtreatment:

Dentists are all people…I believe most dentists are 
trying to be good dentists…there is an inbuilt conflict 
of interest when they’re making a treatment plan to 
somewhat maximise the financial reward for them-
selves. This is just human nature.– Participant 10.

There was also concern expressed by multiple partici-
pants that previous attempts to cover more dental care 
within Medicare had been poorly organised and admin-
istered, leading to abuse and inappopriate professional 
behaviour. Participants shared their perspectives on the 
Chronic Diseases Dental Scheme (CDDS), a scheme that 
ran nationwide from 2008 to 2012 and allowed eligible 
patients with a chronic disease and a GP referral to access 
a capped amount of publicly funded dentistry within pri-
vate dental practice:

The CDDS. Oh my God. The dentists who were 
involved in ripping that system off should have been 
dealt with a lot more harshly because they ruined 
it. The doctors need a good kick in the ass too. They 
were writing out plans without giving any thought to 
it. That hasn’t been helpful.– Participant 3.

The idea that this particular scheme had damaged both 
the profession’s reputation and the likelihood of den-
tistry attracting Medicare investment and coverage in 
the future was strongly shared by multiple participants 
and will be explored further in other themes within this 
analysis:

If it’s done the wrong way, it would be very finan-
cially beneficial for the profession. If it’s done the 
right way, there’ll be people that complain about it, 
but it will overall be better because the profession 
won’t be brought into disrepute.– Participant 10.
I don’t want to see something abused and I don’t 
want to see the quality drop and nor do I want to see 
dentists flogged within an inch of their life.– Partici-
pant 12.

One participant shared that they were less concerned 
about negative professional behaviour, as they had wit-
nessed and experienced collectives of dentists within 
group practices self-regulating. Their reflection was that 
individual practices where there was less professional cul-
ture of audit and exposure of deviant practise were higher 
risk environments for poor professional behaviour:

I work with five chairs at the moment and if anyone’s 
over-treating, it’s going to be pulled up. It’s the solo 
dentist or maybe a couple who may just see every 
little scratch and mark in a tooth as an excuse to do 
a filling.– Participant 12.

Another participant shared their experience that the pro-
fessionalism of some colleagues was separate from their 
consideration of any financial benefit to providing par-
ticular types of care:

It depends on the ethical consideration of the den-
tist towards finance. Some people will work to an 
extremely high standard whether there’s money 
involved…other people are going to cut corners…
in the area around me, I know some of the dentists 
where their work is not ideal and others that will do 
superb work and it’s not related to the money. - Par-
ticipant 5.

It was clear that participants did not consider colleagues’ 
professionalism to be an isolated component to the like-
lihood of professional misconduct occurring, with the 
structure and organisation of any scheme also being 
an important component in determining professional 
behaviour.
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Nature and organisation of a potential scheme
This theme considers the participants’ comments and 
perspectives concerning how a potential Medicare 
scheme for dentistry might be structured and organised, 
both in relation to the scope of services offered, the way 
a scheme might operate and how this might fit within 
the broader landscape of clinical care. Four sub-themes 
are collected within this second overarching theme: Cost 
and sustainability; Scope of services; payment system and 
value; and, Organisation. These four constituent themes 
intersect with each other, but also inter-relate with other 
thematic elements within the other overarching themes.

Cost and sustainability
Broad support or opposition to a potential scheme for 
oral health within Medicare was irrelevant to participant 
concern over whether such a scheme would be afford-
able and sustainable within the wider political and social 
context.

Participants universally recognised that a scheme 
covering dentistry funded within Medicare would be 
expensive:

It’s going to be a lot more expensive than they bud-
geted for– Participant 12.

Some participants shared concerns around how the 
scheme would be affordable:

Even doctors don’t have completely universal cover-
age, I think that there always needs to be choice as to 
how people spend their money and how they go, and 
the government are really spending our money. It’s 
not their money; it’s our money so I think there does 
need to be choice. So now I’d probably have to say no 
to (universal coverage).– Participant 3.

Concern was also expressed about how the scheme would 
need to be resistant to inappropriate claiming behaviour:

I think it’s a very, very slippery slope to go down 
and I don’t know exactly how Medicare can pay for 
everything at an equitable rate, which isn’t going to 
be abused– Participant 12.

Other participants shared that the potential cost of a 
scheme was a large factor in why politicians had not 
shown more interest in establishing a universal dental 
scheme:

I just believe that they’re scared of how much it’s 
going to cost and it will cost a huge amount of 
money.– Participant 8.

Participants expressed a belief that funding for dental 
services provided through Medicare might be reduced 
over time, making participation challenging. Some drew 
parallels between the attrition of dentists working within 
the NHS in the UK as a lesson to be learned prior to 
establishing an Australian scheme for dentistry:

I think the cost will blow out and then they’ll be try-
ing to find a way to keep it low. Unfortunately, qual-
ity will be the problem that suffers as it has in many 
countries that have tried this before.– Participant 
12.
Rebates will start off as reasonable, but then over 
time it will be eroded away because the government’s 
not going to fund it to the same extent.– Participant 
5.

Some participants reflected on the risk of structuring 
business decisions around a scheme that might not be fit 
for purpose:

Before…investments are made, and we start struc-
turing our business models around some sort porta-
ble dental service that we’re leaving the practice we 
need to have some sort of confidence that it’s going to 
be financially viable…It’s the perception of it being 
underfunded, and there’s a lack of trust to base a 
private practice business decision on.– Participant 
3.

Other participants shared a belief that a publicly-funded 
scheme would create the need for unacceptable efficiency 
and productivity requirements that would compromise 
clinical care:

It can potentially turn into this sort of NHS-style 
dystopian nightmare that happened where you just 
have people doing root canal fillings in 20 min and 
bonding a crown on and doing as many procedures 
as they can.– Participant 10.

Although other participants felt that lower rebates would 
be balanced out by greater numbers of patients, with the 
end financial outcome for practitioners being neutral or 
positive:

I personally can’t see (value of rebate) being a huge 
problem, because if you can get more people through 
the door, the numbers should balance themselves at 
the end of the day.– Participant 7.

This same participant also shared that, in comparison to 
other welfare investments made by the Australian Federal 
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government, universal support for dentistry was very jus-
tifiable and represented good value for money:

If the government can give a rebate of $1000 for elec-
tricity for everybody, why can’t you just provide one 
free dental check-up for everybody? Just imagine the 
doors that they will open just by investing not a huge 
amount of money.– Participant 7.

The cost and sustainability of services was reported by 
participants to be closely linked to the general scope of 
care provided.

Scope of services
Participants were asked to reflect on what they would 
imagine a scheme should and should not cover. The 
participants varied in their perspectives, with most 
expressing a view that balanced the considerations of 
affordability with opportunity to provide treatment that 
would create the best social good for patients.

Some participants took a view that a scheme would 
need to be universal to ensure that payment consider-
ations wouldn’t interfere with clinical best practise:

I think a comprehensive scheme is what needs to be 
supported as soon as you don’t support everything, 
people will always choose the free option.– Partici-
pant 12.

One participant spoke about their wish for a Medicare-
supported scheme to allow clinical care to take a position 
of primacy over dealing with financial considerations:

In an ideal world, the scheme that I would like is: I 
can discuss patient care without having to be con-
cerned about discussing money. That would be 
my gold standard. I’d love to be able to discuss an 
implant overdenture, which is, depending on what 
literature you agree with, the minimum standard of 
care for a lower fully edentulous arch. I’d love to be 
able to discuss that without discussing money. I rec-
ognise that whatever funding model comes in, that 
not likely to be part of it. You know anything is better 
than nothing and anything is probably better than 
private health.– Participant 6.

The affordability of universality concerned many partici-
pants as they discussed scope of services:

I’d like to see more of a universal dental care pack-
age delivered rather than only targeting high risk 
groups, but there’s not an infinite amount of money 
that the government is going to be able to spend, so 
probably a phased approach of potentially people 

having access to a fixed amount of money to be able 
to spend on a dental service.– Participant 1.
Originally it should be limited because you don’t 
want to break the bank.– Participant 5.

Access to basic services, such as a dental examination 
and management of acute dental issues was expressed to 
be low cost and represented a good investment in public 
health and well-being:

I think it would be terrific if every single person could 
at least have an examination to become aware of 
what is going on in their mouth…If anyone in Aus-
tralia was able to go to a general dental practice for 
relief of pain and infection, which might include an 
extraction or a pulp extirpation, that would be rela-
tively low cost, I believe and efficient and deliver a 
lot of benefit to the society.– Participant 10.

The concept of scope of the service and the structure of 
payment systems within the scheme was a joint consid-
eration for some participants who stated that would be 
concerned that a holistic and free scheme might lead to a 
lack of public value in oral health:

I think the ideal model for dental care is a joint 
responsibility between Medicare and the individ-
ual. So Medicare will provide annual check-up for 
everyone under the sky and preventative services 
such as your fluoride treatment, scaling, clean and 
maybe some basic fillings. And whatever that is on 
top of that, the patient will fund it themselves or 
there is certain type of waiting period before higher 
treatment can be performed because the concern, I 
personally have about Medicare including dental is 
overservicing. Having said that overservicing within 
the Medicare system is already a present issue.– 
Participant 7.

The majority of participants were not supportive of 
higher value and complex treatment being covered by a 
potential scheme:

I’m thinking a lot of the crown and bridge stuff is 
obviously on the periphery, but things like removable 
dentures and things like that are absolutely critical 
to giving people a decent stab at life. So I’m basi-
cally going to say that it’s mainly the more advanced 
crown and bridge, and some of the implant stuff 
(that wouldn’t be included).– Participant 9.

As previously stated, participants did have concerns 
about how a potential scheme might facilitate or discour-
age over-servicing and financially driven clinical practice. 
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One participant was critical of the ADA’s advocacy 
efforts to include crowns within the scope of the ADA’s 
proposed scheme (targeting the 2025 Federal Election) 
which is a limited scheme for seniors:

To put the crown in there, I think it was a big mis-
take and it just plays to the tune of you know, den-
tists are just this muddy, bloody, rich, money-grab-
bing, “all I want to do is crowns” type thing and you 
know I don’t think it was the right message.– Partici-
pant 3.

This comment links with similar comments reported in 
other themes made about how potential schemes might 
encourage inappropriate clinical practice and the sub-
sequent consequences of this on the wider profession’s 
public standing.

Payment system and value
This sub-theme captures participants comments on how 
any potential scheme might be set-up to include a patient 
co-payment or not, and how value for money might be 
assured for the government funding the care provided.

One participant was adamant that introducing a system 
where a co-payment might be voluntary for providers to 
charge would create a financial challenge for anyone who 
then decided to charge this co-payment:

The competition at the moment is so horrendously 
high that everyone will be doing rebate only… Co-
payment is not going to work if patients will always 
find the bulk billing dentist and there will always be 
a dentist that will bulk bill– Participant 12.

This participant also detailed their perception of the 
challenge that would be introduced by patients being 
motivated by treatment that was covered by the scheme, 
versus treatments that were not funded by Medicare:

It we have a situation where someone is offered a free 
filling for $400, or a better crown…if they don’t pay 
for their $400 filling but have to pay for a crown for 
$1600 (which is the better option) they will choose 
the cheaper option. That’s what human nature is.– 
Participant 12.

Participants also shared their caution on how payment 
systems would likely be influential on dentists’ profes-
sional behaviour:

(in reference to CDDS) Last time it was $4,500 of 
whatever work you wanted to do, so naturally, every-
body ran it up to $4,500 as quick as they could– 
Participant 8.

The more you did, the more you got paid. Well, that 
in itself is going to be an issue because there’ll always 
be somebody at that end of the curve who’s going to 
try and milk the system a bit.– Participant 11.

Participants viewed the inclusion of co-payments within 
the scheme as an important component of public value 
for dental care and as a way to ensure accountability for 
engagement in their treatment:

I think if it’s totally free, the problem is that the ser-
vices tend not to be valued and that’s always a big 
issue because generally speaking, even in private 
practice, people don’t really understand the costs 
that you’re dealing with in terms of delivering ser-
vice.– Participant 11.
I think there needs to be a gap payment just to make 
people publicly accountable for their appointments 
and because we can book patients in and they just 
don’t turn up, and then they’re taking time off every-
one else.– Participant 8.

The structure of any proposed scheme was of great inter-
est to all participants, with many of the concepts linking 
with the sub-theme concerning the overall organisation 
of how dentistry might be provided by Medicare.

Organisation
Most participants expressed their belief that the Depart-
ment of Veterans Affair’s scheme for dentistry was estab-
lished well, with sufficient longevity for most operational 
challenges to have been addressed:

I believe that after many, many years of DVA, under-
standing how dentists work and humans work, they 
have actually got a very good system which does not 
get rorted.– Participant 12.

This participant was skeptical of the notion of a compre-
hensive dental scheme as part of Medicare. However, if 
such a scheme was based on the extant DVA scheme, 
they stated feeling more comfortable with an expansion 
of publicly-funded dental care:

I’d be much less concerned. The DVA system is quite 
good.– Participant 12.

Other participants were supportive of the broad scope 
that the DVA scheme offers those receiving care:

I think that the DVA model in terms of what they 
will fund in terms of more comprehensive treatment 
or more complex treatment are probably worth look-
ing at– Participant 6.
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In contrast, and as previously noted within this analy-
sis, the CDDS was held in comparatively low regard by 
participants:

(the CDDS) was an absolute disaster because it was 
so poorly implemented.– Participant 4.
(in reference to CDDS) The whole administrative 
setup for that was very, very clunky– Participant 11.

One participant suggested that a future scheme would 
benefit from being established following appropriate 
stakeholder engagement, so that the administrators of the 
scheme would be able to ensure that oral health might be 
better integrated within the wider health ecosystem:

I think that unless this scheme is co-designed, if it’s 
thought up in someone’s head with perhaps one per-
son’s view of dentistry or a couple of people’s views of 
dentistry, it will really be unfit for purpose. We know 
our profession is disconnected from each other and 
being alone and disconnected from the health sec-
tor.– Participant 4.

Participants were keen for a prospective scheme to 
be able to promote the position of dentistry as part of 
health, and not further oral health’s current disconnect 
from the rest of healthcare services. The structure of a 
scheme needs to be considered from the wider strategic 
perspective of better health integration and wider health 
promotion.

Oral health as health
The third and final overarching theme considers how 
participants valued the opportunity for oral health to be 
included within Medicare and in doing so, for dentistry 
to be valued in the same way that other branches of med-
icine and allied health are viewed to be essential compo-
nents of wellbeing.

This overarching theme is split into two comparatively 
small sub-themes in relation to the other sub-themes that 
emerged within this research: The importance of oral 
health; and, Pride in oral health. Despite their size, their 
distinctiveness, relevance and the poignancy of the par-
ticipants’ comments justify their inclusion as a separate 
dyad of sub-themes.

The importance of oral health
It is perhaps of little surprise that a collective of oral 
health professionals would make statements relating to 
their views that oral health was an important compo-
nent of a person’s general wellbeing and health. However, 
comments participants made around the apparent exclu-
sion of dentistry from the rest of medicine and allied 

health highlight an absurdity to the inclusion of some 
services and the absence of oral health:

If somebody has a car accident or has some sort of 
medical issue, and they’re in a hospital because 
that’s where they’ve ended up. Then if a doctor says, 
“well, we need to have physio and occupational ther-
apy and a dietician”, that’s all very normal. But if 
somebody was in hospital for three or four months, 
they wouldn’t be expecting to say, “we’ll have a den-
tist come in and clean your teeth for you every week”. 
That would be considered to be abnormal.– Partici-
pant 3.

The absence of oral health within Medicare was noted by 
other participants who felt that the exclusion of dentistry 
did not align with the otherwise comprehensive nature of 
Medicare:

It would be a good initiative to include dental in 
Medicare because oral health is a very important 
part of one’s overall physical and mental health and 
it is almost kind of ridiculous to just exclude that 
part from the Medicare system.– Participant 7.
The reason I think it could and should happen is 
there are a large group of people…with infection and 
pain that currently can’t pay to go to a suburban 
general practice to have that managed. So, to think 
that someone can go to a general practitioner with 
a sore throat and have that looked at, but someone 
with an abscess in their jaw in pain can’t have that 
relieved is unusual.– Participant 10.

Participants expressed frustration that the public and 
political community did not appear to value oral health 
and its contribution to wider health to the same level 
that they did, citing a need for greater advocacy and 
education:

We talk as dentists about connecting oral health to 
general health; I don’t think that the case has been 
made in either the politician’s mind of the public’s 
minds.– Participant 4.
There needs to be a lot of education with regards 
to the oral health, general health issue, because the 
reality is that we don’t have people marching in the 
streets arguing for higher levels of dental services…
there just doesn’t seem to be the same degree of anger 
there.– Participant 3.

The lack of integration of oral health was also seen by 
participants to represent an attenuation of the impor-
tance of oral health and its place within the health sys-
tem. The connected sub-theme below further explores 
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how participants felt the inclusion of oral health in Medi-
care would impact the profession’s ability to promote the 
importance of oral health.

Pride in oral health
Within this analysis, there is a strong thread throughout 
relating to the anxiety participants shared over how the 
inclusion of dentistry within Medicare might negatively 
impact the professional mission of dentistry in relation to 
poor professional behaviour. This sub-theme looks at the 
other extreme; how participants reported the inclusion 
of dentistry might enhance the status of dentistry and 
meaningfulness of their role within the health system. 
For one participant, it was the simple aspect of inclusion 
within Medicare that would assist in the collaborative 
efforts of professional dentistry to promote oral health 
and clinical outcomes:

At some level it would be good for our profession in 
that it sees us as part of the broader health picture. 
We can’t sit around and say the mouth isn’t attached 
to the body if we get invited into Medicare which is 
general health and we’ll be connecting with all of our 
allied health, nursing and medical colleagues.– Par-
ticipant 3.

For another, the inclusion of dentistry in Medicare repre-
sented recognition from the government as to the contri-
bution dentistry makes to the health and wellbeing of the 
community.

(Expanding Medicare to include dental care) would 
be good for the profession. I think on one end we’ll 
feel a bit more validation and also that the work 
that we do is appreciated and valued from a gov-
ernment point of view, and if there are more people 
going to the dentist in general, there will be a higher 
level of satisfaction, in terms of job satisfaction and 
being able to make a bigger impact. - Participant 7.

These comments demonstrate the commitment to oral 
health and the professionalism felt by participants around 
their professional role and their obligations around the 
promotion of oral health and the professional pursuit of 
dentistry.

Discussion
The results of this research demonstrate that whether 
dental professionals support the expansion of Medicare 
to cover dental services is not a simple binary consider-
ation. Participants in this research gave largely similar 
responses regarding their considerations of the central 
and surrounding issues to the establishment of such a 
scheme. However, they drew contrasting positions as to 

their overarching support or opposition to such a scheme 
becoming a reality. The themes explored in the results 
reveal tension between participants’ recognition of the 
importance of oral health and the professional duty to 
promote this importance, and the desire of the den-
tal profession to retain autonomy of their practise and 
ensure the future viability of the private model of dental 
care.

Autonomy vs. justice
In principle-based ethical arguments, typically the prin-
ciple of autonomy would over-rule arguments relating 
to justice. However, this only rings true when consider-
ing the autonomy of patients who are disempowered by 
knowledge and dependency imbalances, rather than the 
autonomy of dental practitioners in protecting their pro-
fessional interests. In this instance, dental professionals 
face tension in their recognition of the importance of 
promoting oral health through enhanced access to their 
services, and the simultaneous desire to remain in con-
trol of how dentistry is provided and to whom.

Many of the participants shared their belief in a lack of 
affordability of a Medicare-style scheme to support den-
tistry. This belief is reflected by the ADA’s advocacy for 
a targeted scheme for seniors, advocating for funding 
only towards specific disadvantaged groups. The ADA 
is well documented in its position that universal dental 
coverage in Australia is unaffordable [17], with modern 
day messaging hiding a stronger narrative espoused in 
the past that such a policy position would represent fiscal 
irresponsibility on behalf of any government that imple-
mented it [12].

The lack of support from the ADA for comprehensive 
and universal oral healthcare access in Australia appears 
to be at odds with the ADA’s statement of its primary 
objectives which are given to be: “(T)o encourage the 
improvement of the oral and general health of the pub-
lic, promote the ethics, art and science of dentistry and 
support members to provide safe, high quality profes-
sional oral care.” [18] These objectives also form the 
underpinning for, and are referenced in, the association’s 
code of ethics. Misalignments between codes of prac-
tice and ethics and the actual behaviour and statements 
of professional associations have been noted elsewhere 
in academic literature; “Not all the planks of a profes-
sional association’s code of ethics are meant to be taken 
in the same spirit. Some are merely costumes the pro-
fession puts on to impress outsiders. Some are preach-
ments to be honoured, but not necessarily obeyed.” 
[19] As the participants demonstrated, there are some 
significant issues that previous experience with public 
dental schemes that are delivered using private practice 
infrastructure that urge caution with how the adminis-
tration of a future scheme might be set up. However, for 
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the peak professional dental association in Australia to 
take an unsupportive and cynical position towards uni-
versal access for all to oral health, does not portray pro-
fessional values that are publicly-focused and altruistic. 
Such opposition has little to do with the public good, 
and everything to do with serving professional and finan-
cial interests. By contrast, the World Dental Federation 
(FDI), of which the ADA is a member, univocally sup-
ports the principle of integrating oral health within uni-
versal health coverage as promoted by the WHO [20, 
21]. Previous analysis of the Association’s values state-
ments through the codes of ethics of a state branch dem-
onstrated the association’s alignment to the notion that 
oral health is a matter of personal responsibility and not 
an issue that warranted government taking responsibil-
ity for health conditions caused by personal choice [22]. 
An emphasis on personal responsibility may explain the 
reluctance of the ADA to support the responsibility of 
funding oral healthcare to be taken on by government. 
The results demonstrated that some participants also felt 
oral health was important, but similar to other research 
findings [23, 24], some shared a belief that the nature 
of oral health being a matter of personal accountabil-
ity did not justify the perceived expense of establishing 
enhanced funding from the public purse.

Through the narrative of its advocacy, the association 
places the consideration of affordability and budgetary 
prioritisation ahead of its own association objectives of 
improving the oral health of the public, taking on the 
responsibility of government and in the process, becom-
ing unambitious for the possibility of furthering oral 
health access and improving oral health outcomes across 
the whole community. This lack of ambition and focus on 
financial responsibility may be better understood to be 
a concern for professional control and autonomy, thinly 
veiled as an argument for the betterment of the public 
purse. Previous exploration on the role of professional 
associations in oral health suggested that such self-inter-
ested behaviour which actively places the profession’s 
aspirations to maintain professional positions of power 
over the interests of the public to equitably access oral 
healthcare are in breach of the social contract between 
the profession and those it exists to serve [25]. A profes-
sional organisation must enhance the ability of its collec-
tive of members to act on issues of advocacy that no one 
member could act upon effectively alone. In this way, the 
ADA fails in its duty to both its members and the pub-
lic through lack of support and advocacy for universal 
access to dental care. As a member-driven association, 
the ADA should ensure that its position statement accu-
rately reflects the attitudes of both its members and the 
profession as a whole. This in-depth qualitative explora-
tion shows that dental practitioners do have wide sup-
port for dentistry’s inclusion into Medicare, attitudes 

supported more broadly by previously published work 
with greater numbers of participants. It is of note that the 
publicly-spirited and altruistic attitudes shared by indi-
vidual practitioners participating in this research are at 
odds with the narrative from the ADA.

Structural and organisational concerns
While this analysis is critical of the ADA for not philo-
sophically supporting universal oral health coverage, it is 
clear for the participants in this study that there are prag-
matic and legitimate considerations which might validate 
individual practitioners being hesitant and concerned 
about the introduction of a Medicare scheme for den-
tistry. Chief amongst these illustrated in the results are 
the impacts of such a scheme upon existing private prac-
tice structures, especially if a prospective scheme was 
poorly conceived or underfunded. Participants stated 
that, while they supported the idea and intention of a 
Medicare-style scheme, their vicarious experience of the 
NHS dental service in the UK made them distrustful and 
cautious in the face of a similar scheme being established 
in Australia.

Assessment of the current state of the NHS’s provi-
sions for dental care find these concerns to be justified. 
A recent independent report detailed that; ‘NHS-funded 
dental services in England are in near-terminal decline: 
nearly six million fewer courses of NHS dental treat-
ment were provided last year than in the pre-pandemic 
year; funding in 2021/22 was over £500m lower in real 
terms than in 2014/15; and there are widespread prob-
lems in accessing a dentist‘ [26]. The phenomenon being 
witnessed in England is the waning support of the NHS 
public dental services, which are predominantly pro-
vided through private dental practices, due to issues with 
the sustainability of business costs of providing care as 
part of the service [27]. In Australia, the Grattan Insti-
tute advocated for the introduction of a Medicare-style 
system for dentistry in a gradual and incremental man-
ner to assist with managing workforce shortages, as well 
as assisting with the assessment of the costs that such a 
scheme might represent to the Australian taxpayer [28]. 
Despite the Nuffield Report [26] supporting in-principle 
the idea of dentistry in the UK as a universal service, it 
suggests dentistry will not likely be a universal service 
due to the cost of covering an increasingly complex and 
expensive offering. Projections suggest that the future 
complexity of dentistry will reduce due to the oral health 
of younger generations being better than their predeces-
sors. How Medicare could learn from the experiences of 
the NHS dental system in England, with a structure that 
is less interventionist and more preventive in focus and 
operation, is the real challenge to establishing dentistry 
within Medicare. Activity focused payment systems are 
easy to implement and measure, with prevention being 
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harder to recognise and remunerate. Despite this, with 
lower levels of disease experience for many members of 
the community, spending time establishing a scheme that 
properly and appropriately recognises prevention over 
pure clinical activity would be both world leading and 
future proofed.

Within this research, a clear preference was given by 
most participants to the DVA dental scheme due to its 
comprehensive nature and the perception that it is well-
organised. Comments from participants in relation to the 
scope of public schemes being restricted to simple, more 
basic treatments were often less about the clinical need of 
the population, and more about restricting the opportu-
nity of unscrupulous dentists to engage in over-servicing 
and in doing so, damage the reputation of the profession. 
One of the key differences between the DVA scheme and 
the CDDS is the perception that the CDDS was vulner-
able to abuse through a lack of checks and balances.

 Alongside the view that the CDDS had been abused 
and was poorly administered, was an accompanying 
view that the scheme had disproportionately provided 
complex treatment such as crowns and dental implants. 
This assessment is supported by multiple analyses of 
the CDDS that demonstrate that these treatments were 
indeed overrepresented [29–31]. Despite one analysis 
showing complex treatment to be the main expense of 
the CDDS [30], analysis of the number of services shows 
that diagnostic, preventive and simple restorative care to 
be more numerous in number of claims than complex 
crown and bridge and implant care [29]. There was sug-
gestion from participants that the CDDS was used inap-
propriately where individual patient allowances were 
maxed out for clinician benefit. However, the data show 
that the average spend per patients was $1,808 out of a 
potential capped amount of $4,250, and that for most 
patients the cap was not met [29].

As Palfreeman and Zoellner identify [29], these analy-
ses demonstrate a clear need for increased access to 
dental services through the high rate of utilisation of the 
scheme to receive treatment. The fears of over-servic-
ing and greater than expected expenditure on any such 
scheme could both be mitigated relatively simply by hav-
ing either a restricted scheme to begin with (focusing 
on diagnostic, preventive and simple therapeutic pro-
cedures), or a fully comprehensive scheme with inbuilt 
approval processes for more complex care than would 
introduce accountability and enforcement of evidence-
based practice into the scheme.

Participants expressed concern in relation to how the 
arrangement of a scheme might impact the behaviour 
of colleagues. There were multiple references to clini-
cians ‘rorting’ payment systems or engaging in overtreat-
ment, abusing public money and trust through engaging 
in unprofessional or fraudulent behaviour. Participants 

were keen to qualify their comments in stating they felt 
that the majority of colleagues would meet any publicly 
funded scheme with professionalism and as any busi-
ness rules intended. However, they expressed concern 
that the minority of colleagues who didn’t behave within 
expectations would bring the profession into disrepute. 
This perception has not developed without grounds, with 
examination of the phenomenon of overtreatment show-
ing that dentists experience pressure to react to commer-
cial and market forces [32, 33] and that dentists report 
manipulating clinical need in order to meet their financial 
demands and pressures [34]. In Australia, there is very 
visible and well-publicised experience of public schemes 
being exploited by professionals and groups within den-
tistry. In a particularly shocking example, one dentist 
was found guilty of assaulting patients in an aged care 
setting; providing inappropriate and unnecessary dental 
crowns with no consent, funded through the CDDS [35]. 
In 2021, a public health warning was issued by the NSW 
Health Care Complaints Commission in relation to a 
mobile dental services provider (SDS) engaging in unac-
ceptable clinical practices which included, amongst oth-
ers, overtreatment of child patients. The public warning 
stated; “SDS and its sole director took advantage of the 
inexperience of staff to assert a degree of influence and 
coercion to create a culture of the provision of unneces-
sary and excessive treatment to vulnerable patients. The 
sole aim of SDS was to generate increased billing to the 
CDBS scheme. It was not possible for parents to provide 
financial consent to such levels of over servicing.” [36]. 
Participants stated that they felt a robust infrastructure 
would be needed to reduce the risk of aberrant behav-
iour occurring any future Medicare scheme for den-
tistry. One possible mechanism would be to include the 
use of Patient Reported Outcome Measures (PROMs) as 
an adjunct to assess the impact of interventions on the 
patient and alleviate concerns raised regarding the qual-
ity of care provided. It is questionable how realistic or 
pragmatic this could be in the Australian context given 
the lack of oral health leadership at the Commonwealth 
level and a lack of experience implementing sophisticated 
oral health surveillance systems. Nonetheless, there will 
be a need for mechanisms to ensure quality of care and 
minimise the risk of aberrant behaviour.

Two phenomena well-explored in this research of over-
treatment in dentistry and the financial aspects of pro-
viding care, would be addressed through the expansion 
of Medicare. While participants in this research worried 
about overtreatment, research investigating this phe-
nomenon suggests that over-saturation of dentists and a 
lack of genuine clinical work to do, are significant con-
tributors to the likelihood of dentists engaging in over-
treatment [32–34, 37]. It is well documented that were 
Medicare to be expanded, there would be a paradigm 
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shift from Australia having a perceived over-supply of 
dental practitioners in some areas, to a situation where 
there would be too few dental professionals to manage 
demand for care [28]. With Medicare funding dentistry 
for all, it is likely that unaffordability would also cease to 
be the main barrier to care [8, 9, 38].

This research represents the first in-depth qualita-
tive analysis of how Australian dental practitioners per-
ceive and assess the opportunity to expand Medicare to 
include oral health. As with all qualitative analysis, the 
findings presented here are bound within the time and 
space that the research was conducted within. The find-
ings here are specific to the participants who gave their 
perspectives and commentary to the research, as well as 
the researchers who conducted the analysis. Although all 
participants were broadly supportive of expanding Medi-
care in principle, we did not demand a definitive state-
ment of support or opposition, since it is clear that on the 
range of issues explored the level of support was weighed 
with concerns about consequence. It is possible that with 
an alternative research team examining the same data, 
different themes might emerge. Equally, a different set 
of themes may emerge with participants who are overtly 
opposed to expanding Medicare. The analysis detailed 
here is supported by a well-described methodology and 
analytical approach which allows transparency to how 
inferences have been drawn [39].

Conclusions
The participants acknowledged the importance of oral 
health and the work of the dental profession, however, 
a hesitation was apparent in relation to the prospect of 
increasing the scope of Medicare to include dentistry 
due to the inevitable cost of the scheme, the impact on 
professional behaviour and the sustainability of dental 
business models, and whether the government’s commit-
ment to such a scheme would be sustained. There was 
acknowledgement that the establishment of further fund-
ing for dentistry would be a good thing for the Austra-
lian public, but it remained to be seen whether this would 
lead to a positive outcome for the profession.

This research highlights the need for co-design of any 
future publicly funded dental scheme to ensure that it 
is fit for purpose and is able to meet the needs of dental 
practitioners providing care as part of any initiative, as 
well as the public the scheme would be intending to help.
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