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1. ABOUT THE AUSTRALIAN DENTAL ASSOCIATION 

The Australian Dental Association Inc. (ADA) is the peak national professional body 

representing about 12,000 registered dentists engaged in clinical practice. ADA 

members work in both the public and private sectors. The ADA represents the vast 

majority of dental care providers.  

 

The ADA would like to thank the Australian Competition and Consumer 

Commission (ACCC) for the opportunity to respond to your letter of 10 August. 

 

2. EXECUTIVE SUMMARY 

Due to the deterioration in the behaviour of Private Health Insurers (PHIs) 

immediate remedial action is required to be undertaken to bring PHI into line with 

the health interests of their members. In responding to the ACCC‟s letter, the ADA 

has described conduct of PHIs and the impact that such conduct has on the 

consumer and in each context provides recommendations that will address the 

concerns identified. 

 

 

The recommendations are: 

 

1. PHIs to be brought to account to provide justification for the decline in 

payment of rebated benefits and if suitable explanation is not provided then 

remedial action be imposed through legislation to rectify this decline in real 

benefits. 

2. PHIs to be brought to account to provide justification for the lack of increase 

in dental rebates across all dental services. 

3. PHIs to increase dental rebates for all dental services annually. 

4. PHIs be banned from actively and directly attempting to influence their 

members to receive treatment from the PHIs‟ contracted providers as it 

interferes with the patient/dentist relationship. 

5. PHIs should cease to promote their contracted providers by use of 

terminology that potentially contravenes the Dental Board of Australia 

Guidelines and the “National Law”. 

6. PHI rebate structures for services must be designed with the health interests 

of the member as uppermost and should not be constructed to generate a 

profit for the PHI. 

7. Health experts be engaged to assess the manner in which PHI rules governing 

utilisation and rebate levels for services are implemented to ensure that the 

health interests of PHI members are being correctly prioritised. 

8. If there are to be annual limits imposed by PHIs (which is opposed by the 

ADA-see recommendation 11) then PHIs be required to provide to all 

contributors current details of such limits.  

9. PHI be required to provide all general treatment policy holders with an 

itemised copy of current rebates for all general treatments. 

10. There be some uniformity in business rules and qualifying periods in order 

that consumers can make valid comparison between PHI policies.  

11. There be no annual or lifetime limits on dental rebates in PHI policies. 
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12. Where PHIs attempt to exercise derecognition action, the following must 

apply: 

• Provision of full and accurate disclosure of the PHI‟s reasons for such 

action to both the dentist and the patient; 

• Any communication between the patient and health fund regarding 

derecognition of the dentist be on agreed terms between the fund 

and dentist;  

• Rights of review of such decisions must be put in place – natural 

justice must apply; 

• There be procedural fairness in the derecognition process. 

13. Enactment of legislation to prevent PHIs from purporting to “create” contracts 

where no consideration or meeting of minds between PHI and provider exists. 

14. Discriminatory conduct in the payment of various rebates to members based 

on where services were received be declared illegal, as it is against the 

interest of the patient and undermines open competition. 

15. When there is evidence of erroneous conduct by PHIs, immediate punitive 

penalties be imposed on PHIs and in the case of repeated infringements, loss 

of licence to operate as a PHI be imposed. 

16. In the context of Preferred provider Schemes, the recommendations 4-11 

above are repeated. 

17. If the ACCC wishes to assist consumers with provision of information about 

the financial impact of receipt of healthcare then where services are rebated 

by PHI, the ACCC must demand PHIs publish clear, easy to comprehend 

rebate tables for each Policy of PHI provided. [See recommendation 9]. 

18. Inducements to receive free care where patients are required to undergo 

additional unnecessary services must be outlawed and appropriate legislation 

enacted.  

19. The ADA calls for banning of social media sites that purport to assist 

consumers in identifying suitable health providers. 

 

 

 

3. INTRODUCTION 

There remains considerable disquiet being felt by both members of the public and 

the dental profession with regard to private health insurer (PHI) conduct.  

 

The behaviour of PHIs appears focused primarily on a profit motive, at the 

expense of the health and welfare of their members. With the increase in market 

share of for-profit funds to approximately 71% of the market in 2010 (compared 

to 12.5% in 2000), the impact of this focus will only increase. This profit motive 

may be acceptable in more commercial arrangements but in the sphere of health, 

it is the interests of the patient (health fund contributor) that must be given the 

dominant place in the contractual arrangements that exist. Figures from the 

Private Health Insurance Administration Council (PHIAC) and highlighted in the 

Table below  indicates there has been a steady but significant rise in the number 

of dental services provided to people with private health insurance in the past 

decade. 
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Despite the rise in dental services, the benefits returned to patients (relative to the 

cost of care) have declined over the past decade. As the table shows, the average 

benefit paid to patients as a percentage of the cost of care for dental services has 

fallen from 54.5% in 2000 to 48.73% in 2010. This is more than a 10% decline. 

There is no evidence to suggest why this diminution in benefits to members has 

arisen.1 

 

 

 
PRIVATE HEALTH INSURANCE -   

Benefit paid as a percentage of the cost of service for Dental Services 2000 to 2010 

 

Year 

Number of 

services 

Fees charged 

(cost of the 

service) 

Benefits paid 

for services 

Average 

cost of 

service 

Average 

benefit 

paid to 

patient 

Benefits 

paid as 

% of 

cost of 

services 

              

2000 

         

16,224,856  

        

1,255,697,000  

    

686,873,894  

          

77  

               

42  54.50% 

2001 

         

19,923,999  

        

1,575,518,000  

    

876,464,773  

          

79  

               

44  55.70% 

2002 

         

21,501,375  

        

1,771,760,000  

    

965,563,252  

          

82  

               

45  54.80% 

2003 

         

21,837,694  

        

1,886,382,000  

    

993,246,116  

          

86  

               

45  52.30% 

2004 

         

22,756,855  

        

2,082,321,000  

  

1,051,117,913  

          

91  

               

46  50.50% 

2005 23,297,702 2,230,007,000 1,098,089,121 96 47 48.90% 

2006 23,999,526 2,414,322,000 1,187,205,239 101 49 48.50% 

2007 25,072,735 2,638,144,000 1,283,302,782 105 51 48.60% 

2008 26,687,191 2,925,375,186 1,414,241,884 110 53 48.34% 

2009 27,739,510 3,118,928,845 1,509,763,524 112 54 48.41% 

2010 28,829,591 3,295,090,696 1,605,632,781 114 56 48.73% 
Source: PHIAC - Statistical Trends in Membership & Benefits Data Tables December 2010. 

 
 
 

Given that the rising cost of healthcare is promoted as the principle explanation for 

rising health insurance premiums, the ADA believes it is important for health funds 

to ensure that benefits paid as a percentage of the cost of care do not continue to 

decline, as they have done over the past decade. 

 

It is very apparent that in the last decade PHI has used general treatments 

[formerly referred to as ancillary services] as a means of generating enormous 

surplus in funds. This is clearly indicated in the table below. 

 

                                           
1 See Tables relating to Premiums, rebates and cost increases (Attachment 1).-Available at 
http://www.ada.org.au/private_health_insurance/cpi.aspx  

http://www.ada.org.au/private_health_insurance/cpi.aspx
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Year  Ancillary Income   Ancillary payout  Surplus Percentage 

2000/01  $ 1,920,519,000.00           $ 1,533,122,000.00           $ 387,397,000.00               20.17% 

2001/02  $ 2,121,529,000.00           $ 1,900,328,000.00            $ 221,201,000.00             10.43% 

2002/03  $ 2,371,360,000.00           $ 2,043,440,000.00           $ 327,920,000.00              13.83% 

2003/04  $ 2,556,786,000.00           $2,117,299,000.00            $ 439,487,000.00              17.19% 

2004/05  $ 2,724,385,000.00           $2,239,925,000.00            $ 484,460,000.00              17.78% 

2005/06  $ 2,857,096,000.00           $ 2,276,743,000.00           $ 580,353,000.00              20.31% 

2006/07  $ 3,049,798,000.00           $2,454,356,000.00            $  595,442,000.00             19.52% 

2007/08  $ 3,433,908,000.00           $ 2,656,255,000.00           $ 777,653,000.00              22.65% 

2008/09  $ 3,696,018,000.00          $ 2,869,540,000.00           $  826,478,000.00             22.36% 

2009/10  $ 3,996,818,000.00           $ 3,052,757,000.00           $  944,061,000.00             23.62% 

     

Total  $ 

28,728,217,000.00       

 $  

23,143,765,000.00      

 $  

5,584,452,000.00         

19.44% 

Source: PHIAC 

 

 

In the 10-year period depicted in the table a surplus of in excess of $5.5 billion 

has been achieved in comparing Ancillary income with payouts. It would appear 

that PHIs are using the surplus from ancillary to support [subsidise] their other 

insurance products as the declared overall profit of PHI does not reflect these 

massive profits from ancillary. The ADA believes that the health fund contributors 

are not informed of this massive surplus. In real terms it means that contributors 

to ancillary services are not getting full value in rebates as significant amounts are 

being used to offset other aspects of the PHI business. This is of great concern to 

the ADA as the Private Health Insurance Administration Council (PHIAC) figures 

indicate about 51% of the ancillary expenditure is for dental services. 

 

Furthermore, some health funds have not had across-the-board rebate increases 

since 1994. Despite the few dental rebate reviews that have occurred, rebate 

increases have not kept pace or even approximated the annual PHI contribution 

increases. 

 

The PHI annual contribution increases have with regular monotony been well in 

excess of CPI. 

 

 

Recommendation: 

 

1. The ADA calls for PHIs to be brought to account to provide justification for 

this decline in rebated benefits and if suitable explanation is not provided 

then remedial action be imposed through legislation to rectify this decline in 

real benefits. 

2. The ADA calls for PHIs to be brought to account to provide justification for 

the lack of increase in dental rebates across all dental services. 

3. The ADA calls for PHI to increase dental rebates for all dental services 

annually. 
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4. ACCC LETTER OF 10 AUGUST 2011 

In responding to the letter from the ACCC, the ADA will confine its responses to 

those questions that are of relevance to the Association, its members and the 

patients our members treat. For completeness, it has been necessary to reiterate 

certain points made in the Submission when responding to some questions. This is 

because some of the issues raised require response on more than one occasion. 

 

 

Question 1. CONTRACTING ISSUES 

 The ACCC seeks comment on any developments or trends in the sector in 

2010-11 that have impacted on these contractual arrangements 

 

As mentioned in the Introduction to this submission, there has been a significant 

increase in both the number of dental services provided to people with PHI over 

the past few years and the premiums paid for PHI.  Despite this, benefits returned 

to patients (relative to the cost of care) have declined over the past decade. The 

inherent reluctance of PHI to regularly implement rebate increases is a concern to 

the ADA and must also be of concern to the contributors of the health funds. It 

would not be unreasonable for contributors to expect annual rebate reviews 

reflecting increased rebates at least commensurate or equal to CPI. Annual 

premium increases to PHI are nearly always in excess of CPI. 

 

Health funds are often profit driven and their business rules are designed to 

maximise their profits. One method of achieving this is by placing a limit on their 

rebates to their contributors (annual limits), i.e. an annual limit. PHIs not only do 

not increase dental rebates but they do not on a regular basis review the annual 

limits. Further, PHIs also place restrictions on the number of services that are 

eligible for rebate. For example they may only permit payment of a rebate on a 

limited number of services each year [e.g. only allow one dental crown per 

annum] or may impose life-time limits on some procedures [e.g. orthodontic 

banding]. The creation of such limits is arbitrary and has no relationship to dental 

needs of the patient. These limitations are not well explained by PHIs, if at all, to 

their contributors and often the first time the contributors are made aware of 

these restrictions is after the event, i.e. after having the dental service provided 

and then attempting to make a claim for rebate.  

 

The impact that this can have on the dental health of the patient and the clinical 

independence of dentists is inappropriate in that it restricts services that are 

necessary for the contributor.  

 

The ADA sees health funds as increasingly interfering with the delivery of dental 

healthcare by:  

 

1. Seeking to influence patients in the selection of their dentist for treatment.   

 

Continuity of treatment is vital in the proper care of patients. Bonds and 

confidences are developed over time between patient and practitioner that are 

invaluable. These should not be interfered with. This is even more so in dentistry 

where often phobias or dislike of treatment can be a relatively common 

occurrence. 
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Examples of this are many and varied and set out below are instances of such 

conduct:  

 

a) There is evidence available that some health funds are using the 

opportunity of discussing written estimates of costs of treatments with 

their members to deliberately attempt to redirect patients to the funds‟ 

contracted (preferred provider) dentists. This behaviour by health funds 

is not in the patient‟s dental health interest and is unfair to the treating 

practitioner and in fact lessens competition. This practice amounts to an 

effort to discourage patients from using their dentist of choice. It is an 

underlying principal of PHI that one of the prime reasons for taking out 

PHI is to be able to attend the provider of choice.  It is contrary to the 

patient‟s dental health interests and is really a backhand and deliberate 

attempt by the funds to deflect criticism away from them for their 

failure to have rebates keep pace with premium increases and the 

higher „gap‟ for the provision of dental services that arises.  

b) There is an increasing trend detected by the ADA and displayed in PHI 

advertising where patients are often advised by health fund staff to 

seek treatment from practitioners who are „preferred providers‟ of a 

particular fund. Quite erroneous reasons for this advice are provided to 

the patient by the fund. The manner in which this is presented or 

advertised is often seen by the patients as indicative of inferior 

performance by the „non-preferred provider‟ practitioner when that is 

not the case. This practice is most unfair to those dentists who choose 

not to enter into a contractual relationship with a health fund and has 

the effect of creating an uneven field of competition. (See also later 

under Question 2) 

c) There is evidence of PHIs refusing to accept additional healthcare 

providers as preferred providers. Reasons given by the PHIs are varied:  

 There are too many preferred providers in the same area as 

the applicant; 

 The applicant‟s fees are too high even though there are 

already contracted providers who have a much higher fee 

base; and 

 The volume of dental services output is too high. 

d) Further, the PHI preferred provider schemes offer substantially 

higher rebates for services provided by the „preferred provider‟. This 

is most discriminatory and provides an unfair advantage to the 

contracted provider. 

 

Some schemes have fees set by the PHI which seems contrary to 

National Competition Policy and raises the spectre of a cartel 

arrangement or a contract arrangement that lessens competition.  

In some of the schemes with fees set by the PHI, the patients seen 

by the preferred provider have zero out-of-pocket costs but the non-

preferred provider's patient, even if the fee charged is identical gets 

a much lesser rebate. This punitive discrimination is anti-

competitive.  

e)  Other schemes have contracted agreed fee arrangements that 

cannot be increased without PHI agreement. The preferred provider 

patients receive substantially higher rebates depending upon which 

table they are in. 
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There are cases where the non-preferred providers‟ entire fee is less 

than the rebate offered to the preferred provider's patient yet 

because the out of pocket expense is less, the PHI‟s staff promotes 

the preferred provider as being cheaper. This is clearly not the case 

and is misleading and deceptive. 

f) PHIs often advertise “free services” or “no charge” services by 

preferred providers. Quite clearly the provider is paid for their 

service and the patient pays via their contributions. This is 

misleading and deceptive. There is lessening of competition as the 

non-preferred providers patients are not offered these “free” 

services. 

In all of the above examples the patients are paying the same contribution rates 

yet if the patient chooses the provider of their choice they are punitively 

discriminated against by the differential rebate. This lessens competition. 

 

The inference associated with the use of the term „preferred provider‟ which is 

promoted and advertised by health funds is that dental providers not listed as 

preferred providers are perceived as „not preferred‟ or „not approved‟. This also 

creates a misleading perception in the public‟s mind that these uncontracted dental 

providers have inadequate or lesser qualifications or provide substandard levels of 

care. This is both a deceptive and misleading activity by the health funds.   

 

Use of such terminology to describe a practitioner with a contractual relationship 

with a PHI is contrary to the Dental Board of Australia‟s (DBA) Advertising 

Guidelines.2 These   guidelines “apply to advertising of regulated health services.” 

As such, they apply to the promotion of one health provider over another and as 

such are applicable to PHI activity where they promote or advertise the services of 

preferred providers. The Guidelines are breached if advertising is “misleading” or 

can create an “unrealistic expectation” about service to be delivered. Use of such 

titles as “preferred provider” or the like also breach Section 6.4. 1. of the Guideline 

which prohibits a practitioner “taking or using any title that could reasonably be 

understood to induce a belief” that a person using such a title („preferred provider‟ 

or „approved provider‟) carries skills or expertise that sets them apart from other 

practitioners. Utilisation of such terminology therefore exposes a practitioner to an 

allegation of inappropriate professional conduct and a risk of deregistration as a 

health practitioner. Use of such titles by PHIs and the consequent use of the title 

by health practitioners place them in potential breach of the DBA Guidelines and 

must therefore be stopped.  

 

    Recommendation: 

4. PHIs should be banned from actively and directly attempting to 

influence their members to receive treatment from the PHIs‟ 

contracted providers as it interferes with the patient/dentist 

relationship. 

5. PHIs should cease to promote their contracted providers by use of 

terminology that contravenes the Dental Board of Australia 

Guidelines and the “National Law”. 

 

 

 

 

 

                                           
2 http://www.dentalboard.gov.au/Codes-Guidelines/Policies-Codes-Guidelines.aspx  

http://www.dentalboard.gov.au/Codes-Guidelines/Policies-Codes-Guidelines.aspx
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2. Creating fund business rules relating to rebates payable that result in 

patients sometimes not opting for a course of treatment that is best suited to 

them.  

 

Some funds adopt a concept of a „reasonable utilisation level‟ which, through 

imposition of financial limitations on payment of rebates, imposes a constraint 

upon the way in which treatment should properly be delivered to patients.  In 

some cases, a practitioner‟s mode of practice and delivery of proper dental care to 

the patient is adversely affected because of the utilisation level. These practices 

constitute interference in the delivery of proper dental care.  

Such utilisation levels are based on economic parameters and are not based on 

sound clinical evidence applied to individual patients.  

Where utilisation levels interfere with the delivery of proper healthcare they should 

be disregarded and the PHI obligated to meet, in part, the fees incurred for the 

optimal treatment.  

PHI place annual limits on services provided and in most cases the contributor is 

unaware of the restrictions imposed and has not had this clearly explained in the 

policy of insurance. The ADA is concerned that the term „insurance‟ is used in 

connection with PHI when what is provided is not insurance in the real sense. In 

no other area of insurance are such limitations imposed. In motor vehicle 

insurance for instance there are no policies that limit cover to only two wheels, one 

door and three windows per year.  Utilisation of the term “insurance” in itself when 

related to PHI is misleading. Where PHIs apply lifetime limits on what services will 

be rebated as a “business rule”, the contributors often elect to not proceed with 

necessary treatment if there is no rebate available. For example in some difficult 

orthodontic cases it may be necessary to apply orthodontic bands (fixed 

appliances) sometime after the initial course of orthodontic treatment. Because the 

orthodontic rebate has been claimed previously there is no further rebate available 

under lifetime cover. Furthermore, even when the life-time limit has been received 

for a particular service, the PHI continues to receive premiums from the 

contributor for such „Major Dental‟ entitlements knowing the contributor cannot 

claim for such services again. This is deceptive and misleading as contributors are 

often not aware of the particular business rule that would disqualify them for 

benefits in the future. 

Lifetime cover and annual limits are not applicable to medical cover. There is no 

uniformity in PHI business rules, rebates per service, annual limits, lifetime limits 

and qualifying periods. No other aspect of insurance has such impossible 

parameters for direct comparison of levels of cover and premiums. This does not 

occur with household, car, boat or any other form of insurance. It effectively 

lessens competition between health funds as it is impossible to make direct 

comparison of what is covered.  

 

 

 Recommendation: 

6. PHI rebate structures for services must be designed with the health 

interests of the member as uppermost and should not be constructed to 

generate a profit for the PHI. 

7. Health experts be engaged to assess the manner in which PHI rules 

governing utilisation and rebate levels for services are implemented to 

ensure that the health interests of PHI members are being correctly 

prioritised. 

8. If there are to be annual limits imposed by PHIs (which is opposed by the 

ADA-see recommendation 11) then PHIs be required to provide to all 

contributors current details of such limits.  
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9. PHI be required to provide all general treatment policy holders with an 

itemised copy of current rebates for all general treatments. 

 

10. There be some uniformity in business rules and qualifying periods in order 

that consumers can make valid comparison between PHI policies.  

 

11. There be no annual or lifetime limits on dental rebates in PHI policies. 

 

 

 

 

3. Recognising some dentists as unacceptable providers (both non-contracted 

and contracted dentists) so their patients will not receive a health fund rebate. 

   

The ADA objects to the manner by which health funds communicate to a dentist‟s 

patients the fund‟s decision to no longer recognise claims made by patients if they 

are treated by a particular dentist. Being deemed unacceptable means that 

patients of that provider receive zero rebate for dental services to that private 

health insurer‟s member. Removal of recognition is often based on non-compliance 

by the dentist with certain unilaterally imposed fund requirements. Such non-

compliance does not equate with any form of improper conduct by the dentist or 

delivery of inferior care.  All too often, we are advised by our members that when 

the fund communicates advice to a patient of termination of its recognition of a 

dentist or makes critical comment about a proposed treatment plan of the 

provider, the obvious inference drawn by the patient is that the dentist has been 

providing inappropriate, improper or dishonest treatment. Such comments are 

clearly outside the area of competence of a fund and the suggested motive for 

such comments can only be presumed to be in order to influence the patient to 

change to a preferred provider of the fund. 

 

Strict conditions on the exercise of such rights must be legislated. Not only does 

this conduct constitute the creation of a false and misleading perception in the 

mind of the patient it is contrary to competition policy as it effectively removes a 

practitioner from treating a PHI member. 

  

 

Recommendation: 

 

12. Where PHIs attempt to exercise derecognition action, the following must 

apply: 

 There be full and accurate disclosure of the PHI‟s reasons for such action 

to both the dentist and the patient; 

 Any communication between the patient and health fund regarding 

derecognition of the dentist be on agreed terms between the fund and 

dentist;  

 Rights of review of such decisions must be put in place – natural justice 

must apply; 

 There be procedural fairness in the derecognition process. 
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4. Recognising some dentists as a recognised provider without the dentist‟s 

agreement to a contract with the health fund. 

 

Some funds have sent correspondence to dentists suggesting that the dentist is a 

„recognised provider‟ of their fund, even though there is no contractual relationship 

between the two. The claim by the fund that a contractual agreement is now in 

place binding the treating dentist to the rules and regulations of that health fund is 

made simply on the basis the dentist has treated a patient who has insurance 

cover from the fund concerned. Once this unilateral „recognition‟ is provided the 

PHI then seeks to impose certain conditions/rules to ensure the provider‟s patient 

receives benefits. These rules may entail using a fund‟s „provider number‟ or 

similar imposition. This unilateral application of requirements on the provider, 

when no relationship (contractual or otherwise) exists between the two, is 

inappropriate and the ADA says it is improper for such requirements to be 

arbitrarily imposed. Non-compliance with the fund‟s unilateral provision of this 

requirement causes inconvenience to the patient and is often used as an 

opportunity for the fund to recommend to the patient a change of practitioner to 

one of the fund‟s actual preferred providers. It is in the ADA‟s view an unfair 

exploitation of market position by the funds. 

  

 

Recommendation: 

 

13. Legislation be enacted to prevent PHIs from purporting to “create” 

contracts where no consideration or meeting of minds between PHI and 

provider exists. 

 

 

 

5. The provision of higher rebates to a patient that is treated by a „preferred‟ 

or „contracted‟ provider of a fund is discriminatory to fund members.   

 

As all members of a fund will pay identical premiums, for the same level of cover, 

eligibility for rebates should also be identical. To increase a rebate available to one 

member who chooses to use a preferred provider discriminates financially against 

the member who chooses to maintain a dentist-patient relationship that may have 

existed for years. To place financial incentives to break down that trust is contrary 

to the provision of quality dental care.  

 

Recommendation: 

 

14. Discriminatory conduct relating to the payment of rebates based on 

where services were received be declared illegal as it is against the      

interest of the patient and undermines open competition. 

 

 

6. Repayment of erroneous claims by service provider. 

 

Often when PHIs claim there is over-servicing, overpayment or errant claims, the 

PHI demands repayment of the rebate from the provider of the service. The 

provider is not insured with the health fund – it is the patient who is insured and it 

is the patient who ought to be refunding the rebate. The contract of service is 

between the dentist and the patient. The contract of insurance is between the 

patient and the health fund. 
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In the case of an error in account to the patient the provider should refund the fee 

to the patient if that is the agreed outcome. The rebate issue is between the PHI 

and the contributor. 

 

7. The erroneous interpretation of dental item numbers by PHIs.  

 

The Australian Schedule of Dental Services and Glossary3 is prepared by the ADA 

and provides numbers and descriptors for various dental services. PHIs, with 

increasing frequency, are placing their own interpretation on dental item numbers. 

The Australian Schedule of Dental Services and Glossary is a copyright-protected 

document. It has been accepted by the National Coding Centre as the definitive 

and authoritative descriptor of dental services. PHIs are invited to contribute 

submissions to the review of the Australian Schedule of Dental Services and 

Glossary. 

 

The accusatory nature and invariably inaccurate ways in which PHIs make claims 

that the incorrect item number has been used are destructive to dentist-patient 

relationships. They often amount to no more than an attempt by PHIs to deny 

legitimate rebates. The ADA is unsure how it is that PHIs believe it is their domain 

to make such rulings on dental procedures. For all concerned there must only be 

one interpretation of item numbers. It is inappropriate for PHIs to attempt to 

interpret correct usage of item numbers, and where questions may arise, 

reference must be made to the ADA‟s expert committee for guidance. 

 

8. PHIs refusing to rebate for dental services carried out over multiple 

appointments until the services have been completed. 

 

Some PHIs on a regular basis, but at their discretion, refuse to rebate for dental 

services carried out over multiple appointments until all the services in a treatment 

have been completed. This particularly relates to crown and bridge work. These 

procedures are usually carried out over at least two visits.4  

 

The Australian Schedule of Dental Services and Glossary clearly defines the 

accepted protocol of billing for such procedures at the first visit. These protocols 

are based on common law contract principles. PHIs refuse to accept this protocol. 

  

This is contrary to how PHIs deal with general treatment rebates for other 

providers and is conduct clearly discriminating against the contributor for 

legitimate dental services provided. The same PHIs who do not rebate the crown 

or bridge at the preparation date will rebate optical services at the issue of the 

prescription for the lenses even though not yet provided and will rebate for 

orthotics merely at the impression-taking stage. Unlike the crown preparation, 

neither the optical nor the orthotic treatments are invasive or irreversible 

procedures. PHIs remain inflexible in their attitude to this and incorrectly inform 

patients on a regular basis that it is the dental provider who is at fault and refuse 

to rebate on presentation of the account even if the patient has paid for the said 

service in full. 

 

 

 

                                           
3 The Australian Schedule of Dental Services and Glossary has been published by the Australian Dental Association since 1986. 
Since its inception, it has been accepted as the definitive coding system of dental treatment and endorsed by the National Coding 
Centre.  
4 The first involves the preparation of the tooth/teeth which is an invasive and totally irreversible procedure. It also involves 
impression taking, temporisation, haemostasis, extensive laboratory procedures and is usually conducted under local anaesthetic 
administration. Prior to the next visit the crown or bridge is constructed. The second visit involves the fitting of the crown or 
bridge. 
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9.  Manipulation of the dental market to the detriment of the community. 

 

There is a maldistribution of dentists in Australia with the ratio of dentists per head 

of population in rural and remote areas well below in metropolitan areas. 

Workforce maldistribution is demonstrated by the following: 

 

 Major cities – 58.6 dentists per 100,000 population 

 Inner regional – 34.6 dentists per 100,000 population 

 Outer regional – 28.5 dentists per 100,000 population 

 Remote/Very Remote – 19.8 dentists per 100,000 population.5 

Evidence is available of PHIs trying to convince rural patients to attend a dentist 

other than the one in their town (the patient‟s normal treating dentist) as they are 

not contracted preferred providers and suggesting to the contributor they attend a 

contracted preferred provider dentist either in an adjoining town or in the CBD. 

Such conduct is not only manipulative of the market but impacts adversely on 

delivery of dental services in rural and remote communities. There is already an 

issue with the survival and viability of remote practices and these actions by PHIs 

are reprehensible and unnecessary.  

 

There is also evidence one PHI refusing a dentist the ability to be a contracted 

preferred provider in a rural township as there was already a contracted preferred 

provider in the town. Such conduct is clearly a restraint of trade and as such is 

anti-competitive.  

 

There have been instances where a contributor has been referred to a particular 

dental speciality by their usual dental provider only to have the PHI advise them to 

see a contracted preferred provider who has limited their practice to this field of 

dentistry but is not a registered specialist in this field. ADA would deem this as 

misuse of market power. 

 

Such examples are instances of a restraint of trade and a misuse of market power.  

 

Recommendation: 

 

15. When evidence of conduct described in paragraphs 6, 7, 8 and 9 arises 

immediate punitive penalties be imposed on PHIs and in the case of 

repeated infringements loss of licence to operate as a PHI be imposed. 

 

 

 

 

Question 2. PREFERRED PROVIDER SCHEMES 

 Provide views you/your organisation may have on third line forcing as it 

applies to preferred provider schemes.  

 

                                           
5   AIHW DSRU Dental Labour Force data collection 2005 in Australian Institute of Health and Welfare 2008. Australia’s health 
2008. Cat. no. AUS 99. Canberra: AIHW.  
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The ACCC states: 

 

"Under the CCA third line forcing involves the supply of goods or services 

on condition that the purchaser buys goods or services from a particular 

third party, or a refusal to supply because the purchaser will not agree to 

that condition. The ACCC is of the view that private health insurers through 

their preferred provider arrangements are unlikely to be engaging in 

conduct in contravention of the CCA". 

 

The ADA is concerned that in making this statement the ACCC is already of the 

opinion that PHIs are not contravening the Competition and Consumer Act. The 

ADA is of the opinion that the ACCC must adopt a more open mind on this issue. 

 

The ADA suggests that examples of third line forcing by PHIs are:  

 

 Provision of higher rebates for dental services to PHI members only if the 

services are purchased from a PHI contracted dental provider.  

 Refusal to supply a higher rebate to PHI members for dental services if 

they attend a non-PHI contracted provider. 

 Provision of free check-ups to PHI members only if the service is purchased 

from a PHI contracted dental provider.  

 Refusal to supply a free check-up to PHI members for dental services if 

they attend a non-PHI contracted provider. 

 Provision of free scale and clean treatments to PHI members only if the 

service is purchased from a PHI contracted dental provider. 

 Refusal to supply a free scale and clean to PHI members for dental 

services if they attend a non-PHI contracted provider. 

 Provision of „zero out-of-pocket expenses‟ to PHI members for dental 

services only if provided by a PHI owned dental clinic. The ADA has an 

additional concern with this issue in that the insurer is providing the service 

for which the insurance is offered and thus a conflict of interest is created.  

 Restriction of acceptance of preferred providers to those that are contracted 

to HICAPS. 

Aside from the issue of third line forcing, the creation of „preferred providers‟ in 

dentistry undermines significant features of „best practice‟ in delivery of dental 

care to patients. While it is argued that such providers may encourage 

competition, this is at the significant cost of a reduction in quality of care delivery. 

 

This impact occurs in the following ways: 

 

Continuity of treatment is vital in the proper care and treatment of patients. Bonds 

and confidences are developed over time between patient and practitioner that are 

invaluable. This is even more so in dentistry where often phobias or dislike of 

treatment can be a relatively common occurrence.  

 

Utilisation of the terms “preferred provider”, “participating provider” or “members 

choice provider” by PHIs can be seen by patients as indicative of inferior 

performance by their treating („non-preferred, non-participating or non-members 

choice provider) practitioner.  
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The inference attaching to being a health fund contracted provider, promoted and 

advertised by health funds, is that the dental providers not listed as preferred 

providers are perceived as „not preferred‟ or „not approved‟.  

This creates a misleading perception in the public‟s mind that these uncontracted 

independent dental providers have inadequate qualifications or provide 

substandard levels of care. This is both a deceptive and misleading activity by the 

health funds. In fact, evidence exists that there are more complaints registered 

against health fund contracted providers than non-contracted providers. 

  

Provision of cost comparisons by PHI staff when discussing claims with patients 

and by this means deliberately attempting to redirect patients to the PHI‟s 

contracted (preferred provider) dentists is not in the patient‟s dental health 

interest and is unfair to the treating practitioner. This practice is discouraging 

patients from using their dentist of choice. There is evidence that some contracted 

providers‟ fees are substantially higher than non-contracted providers yet 

contributors are openly touted by PHI to attend the contracted provider.  

The contracted provider is deemed to have a competitive advantage as the rebates 

for the contracted provider are higher than for the non-contracted provider and 

also benefit from the extensive PHI advertising campaigns. 

 

Use of terms such as a „recognised provider‟ by PHIs in an effort to involuntarily 

recruit a practitioner into some sort of contractual relationship with a PHI 

continues to occur. PHIs attempt to create this „relationship‟ on the basis the 

dentist has treated a patient who has cover with a particular PHI and a claim made 

by the patient has been met by the PHI. The fund seeks to have the provider 

comply with certain directions/rules to ensure the provider‟s patient receives 

appropriate benefits. The rules imposed may entail using a fund‟s „provider 

number‟ or similar imposition. This unilateral application of requirements on the 

provider, when no relationship exists between the two, is inappropriate and it is 

thus improper for such requirements to be imposed. Non-compliance with the 

fund‟s unilateral provision of this requirement causes inconvenience to the patient 

and is often used as an opportunity for the fund to recommend to the patient a 

change of practitioner to one of the fund‟s actual preferred providers. This is an 

unfair exploitation of market position by the funds. 

 

These actions are a backhanded attempt by the PHIs to deflect criticism away from 

them for their failure to have rebates keep pace with premium increases and the 

resultant higher „gap‟ for the provision of dental services that arises.  

 

Provision of „free check-ups‟ by preferred providers occurs, in which health funds 

may be complicit, whereby some preferred provider dentists offer inducements to 

patients to receive „free check-ups‟.  The „fine print‟ in the inducement offered for 

the free service in fact requires the patient to undergo other procedures for which 

no gap fee is charged but which the PHI will rebate to the practice. These 

procedures can entail undergoing OPG radiographic examinations and other 

(perhaps unnecessary) treatments. (See also at Question 3). 

 

Preferred Provider Arrangements (PPAs) connected to the preferred providers have 

the effect of limiting dental services provided. PHIs have increased rebates for 

PPAs at a higher rate than for non-PPAs services and this exacerbates the 

discriminatory approach by PHIs to non-PPAs. In fact some funds have not 

increased rebates across the board for dental services provided by non-PPAs for 

over sixteen years. Yet, these same funds have had significant increases in 

premiums. Patients view this conduct as restrictive and this prevents them from 

having their complete course of treatment.  
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Furthermore, the PPAs have had the effect of directing treatment patterns which 

advantage the health funds financially and are detrimental to the prescribed best 

practice course of treatment for the patient. 

 

Such conduct is grossly inappropriate as it: seeks to break or undermine the bond 

developed between patient and the normal treating dentist; seeks to coerce the 

patient to become a patient of the preferred provider for further services; unfairly 

exploits the relationship between preferred provider and PHIs to secure more 

advantageous financial results for the fund in respect of future treatment provided 

and delivers unnecessary services that may be both harmful or inappropriate. 

 

 

Recommendation: 

16. The ADA repeats the recommendations 4-11 above. 

 

 

 

 

Question 3. INFORMED FINANCIAL CONSENT 

 any trends in the private health insurance sector affecting informed 

financial consent in the 2010-11 period 

 

In the ACCC letter, there is the comment: 

 

“Private health insurance sector participants have a duty to inform their 

patients about the cost of the services they provide. This allows consumers 

to give their informed financial consent regarding the net costs of medical 

services after benefit payments, particularly those involving more than one 

provider.” 

 

It is not clear from this statement as to precisely who “Private health insurance 

sector participants” are. If it is intended to include the health practitioner providing 

the service then any obligation to provide “informed financial consent” (IFC) 

should solely be restricted to provision of informed consent as to the actual service 

charge between practitioner and patient.  

 

It is the PHI, not the providers, responsibility to inform the patient as to what the 

rebate for the dental service will be. PHIs do not issue to their contributors a list of 

rebates for dental services and nor is it easily accessible. [See recommendation 9].  

 

The subject of IFC6 has long been an issue for the ADA and its membership. The 

ADA recognises that the health provider has an obligation to provide IFC vis-à-vis 

the patient/dentist relationship but that obligation extends no wider. 

 

It is important to recognise that when patients have PHI cover, they have a direct 

contractual relationship with their PHI. The health provider is not a party to that 

contract and therefore has absolutely no obligations under that PHI arrangement. 

If the patient wishes to know what out of pocket expenses are to be incurred (i.e. 

expenses over and above the rebate received from the PHI) then the 

determination of that information is a matter between the Patient and PHI.  

 

                                           
6   ADA Policy 5.16- Informed Financial Consent. (Attachment 2) 
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The health provider, being external to the insurance contract, has no obligations to 

either the patient or PHI to advise on the financial impact of PHI cover on the cost 

of services. 

 

The ADA advocates the issuing of written and detailed treatment plans outlining 

proposed treatments and fees. Patients are encouraged to present these to the 

PHIs to ascertain their rebate. ADA policy is: 

 

“It is not the responsibility of dental practitioners to know the difference 

between their dental fees and the rebates payable by private health funds.  

Advice about that difference cannot be considered part of informed financial 

consent."  

 

The reasoning for such policy is that with around more than 377 different PHIs with 

each having some three or more different levels of rebate for dental cover and 

differing levels of annual limits based upon which table of cover and length of 

membership, there are many hundreds of permutations of rebate levels. 

Determining the level of rebate is also contingent on the consumer knowing 

exactly which table of cover, the balance of annual limit, the length of time in the 

fund and whether there are imposed limits on particular services. This is even 

further complicated by some PHIs having a different scale of fees for every 

contracted PPA. See previous comments on non-disclosure of business fund rules 

at Recommendation 9. Compliance with this recommendation would not only 

promote true open competition amongst PHIs based upon quantum of premiums 

rather than ambiguous and deceptive policies which leave consumers unable to 

make direct comparison but also clarify for patients exactly what benefits are 

available. 

 

It is the ADA's experience that regularly when patients present their proposed 

treatment plans and fee estimates to the PHIs, PHI staff are instructed to 

opportunistically use this information to try and force the patient to see their 

contracted providers. This is done utilising discriminatory rebates that favour PPAs. 

The underlying philosophy of private health insurance is that the patient has the 

right to choose the provider of their choice. This is the fundamental difference 

between public and private services. PHIs through PPAs are eroding this choice. 

 

Patients understandably have a low awareness of PHIs/ PPAs contracting issues, 

but the level of rebate does have the potential to impact adversely on their 

entitlements under their health insurance merely based upon which dental 

provider they wish to attend. The patient does not have the choice of a lower 

premium if they choose to attend a non-PPA. One PHI has a PPA scheme based 

upon different fee levels for each PPA. The dental provider is only accepted by that 

health fund if their range of fees is acceptable to that fund. This fund rebates 60, 

70, 80 or 90% of the agreed fee. The issue at hand is that there are dental 

providers who are not contracted to this fund. Their entire fee for some dental 

services is less than the 90% rebate of some contracted providers yet their 

patients receive much lower rebates and have a health fund generated gap of 

some 40-50% of the fee, when, if rebated the same amount as the contracted 

provider, there would have been zero gap. This is anti-competitive. 

 

 

 

 

                                           
7 PHIAC 2009/2010 Report 
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The ADA continues to recommend that dentists ensure treatment plans, preferably 

written, are offered to their patients prior to the course of treatment being 

undertaken. The ability to give IFC is an important consumer right and is 

supported and practised by dentists.  

 

Recommendation: 

 

17. If the ACCC wishes to assist consumers with provision of information 

about the financial impact of receipt of healthcare then where services 

are rebated by PHI , the ACCC must demand PHIs publish clear, easy to 

comprehend rebate tables for each Policy of PHI provided. [See also 

recommendation 9]  

 

 

 

 

QUESTION 3  (CONTD) ACCC LETTER: 

 Have you identified any trends in advertising private health insurance 

during the 2010-11 period? If so, please provide details.  

 

 Free Check-ups: 

 

The ADA sees regular promotion of „free check-ups‟ by preferred providers. This 

appears to be advertising in which health funds may be complicit. Some preferred 

provider dentists offer inducements to patients to receive „free check-ups‟.   

The „fine print‟ in the inducement offered for the free service in fact requires the 

patient to undergo other procedures for which no gap fee is charged but which the 

PHI will rebate to the practice. These procedures can entail undergoing OPG 

radiographic examinations and other (perhaps unnecessary) treatments. 

Advertising of such “free” services is misleading and deceptive. In some cases 

provision of these additional services may be detrimental to the health of the 

patient as the patient is required to undergo services that may not be required.  

 

This conduct borders on fraud. It amounts to exploitation of the patient by the PHI 

in an effort to induce the patient to receive treatment from a preferred provider. 

 

Recommendation: 

18. Inducements to receive free care where patients are required to undergo 

additional unnecessary services must be outlawed and appropriate legislation 

enacted.  

 

 

Question 4. DEVELOPMENTS 

Further information and comment on any initiatives or developments over the 

2010-11 period including:  

 the development of industry-run online tools allowing consumers to find 

and compare healthcare specialists in their local area; 

 the development of private health insurance comparison tools to compare 
the cost and terms and conditions of private health insurance policies.  
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Social Websites: 

 

NIB Insurance sought to introduce a website that would provide information to the 

public as to the „quality of services‟ provided by a dentist and the fees charged. 

The site did not proceed to final publication as nib had apparently utilised data 

about practitioners from information provided by Medicare Australia. Closure of the 

site only occurred through the actions of the ADA and other professional 

associations in establishing the utilisation of such data. 

 

What was of concern to the ADA was that this site and/or any similar site based 

upon the same premise could:  

 

 Contravene advertising requirements of the Dental Board of Australia – 

these preclude the use of “testimonials or purported testimonials” about the 

practitioner.8  

 Have the potential for misleading impressions to be conveyed and are 

therefore dangerous. 

 Provide „impressions‟ as to quality of care delivery when patients may not 

be able to properly judge such matters.  

 Have the potential for biased comments to be posted without adequate 

scrutiny being imposed. 

 

Such sites provide little reliable or valuable information to users. For further 

comment view the ADA‟s July National Dental Update on the issue of Websites on 

Healthcare professionals.9 

  

 

Recommendation: 

19. The ADA calls for banning of such sites. 

PHI Business Rules. 

The manner of application of PHI Business Rules is contrary to fundamental 

contract law.  How PHIs are able to apply such Rules when premium-paying 

members are not provided with details of them contradicts any basic tenet of 

contract law. 

In early 2010, the ADA wrote to 36 health funds requesting details of their 

business rules. None of the funds provided their business rules to the ADA. 

Following this, in May 2010, the ADA wrote to the Private Health Insurance 
Ombudsman (PHIO).   

 

 

                                           
8 Section 4-DBA- Guidelines for advertising of regulated health services 

9 http://www.ada.org.au/publications/natdentup11.aspx  (Attachment 3) 

 

http://www.ada.org.au/publications/natdentup11.aspx
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The ADA asked the Ombudsman to require: 

i. Private health insurers to make the existence of business rules known to 

prospective and actual members of funds. 

ii. Business rules be made publically available – either in documentation or via 

website. 

iii. Copies of business rules to be made available to members of funds at the 

time of: 

a. Initially entering into the contract of private health insurance; 

b. Annual renewal; 

c. Any change to the business rules. 

iv. Members of funds be given the ability to cancel a contract of insurance at 

any time there is a change to business rules (iii above) and another fund be 

obligated to accept that person (changing funds) as a member with the 

equivalent restrictions (if any) on benefits that may have applied under the 
original contract of private health insurance. 

The response was that the Private Health Insurance legislation allowed PHIs to not 

publish such Rules. The PHIO indicated that publication of the rules is not required 

due to their inherent complexity. Non-disclosure of the rules (either to the ADA by 

the funds or to their members and providers) is a cause for concern. All financial 

products require the publication of product disclosure statements and PHI should 

be no exception. Why funds are not prepared to disclose their rules supports the 

concerns that have been raised already: that the profit motive is more important 

than the rights of their contributors. As the rules are only publically disclosed  

when a dispute arises, one has to question whether the rules are being modified 

where convenient to account for claims that have fallen outside the anticipated 

claims‟ experience of the fund. Profit incentive over health improvement seems to 
be the motivating factor. 

These rules should be open to public scrutiny and available to not only educate 

and inform the fund member but also members of the public who wish to compare 
policies prior to signing up for private health insurance.  

Recommendation: 

20. Legislation should be introduced to repeal those sections of PHI 

legislation that permit non-disclosure of PHI business rules and 

legislation passed that require PHIs to publish  clear, simple, easy to 

understand, and publically available business rules. This is essential.10 

It is in fact the very reason these business rules need to be published. 

This is a basic tenet of contract law. Any legislative exclusion permitting 
such conduct must be removed. 

 

 

 

 

                                           
10 In 2009, private health insurance benefits for dental services amounted to $1.5 billion compromising almost 52% of general 
treatment expenditure. These figures highlight the need to provide more information to consumers about these charges. 
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Question 5.  ACCC STAKEHOLDER ENGAGEMENT 

 

The ADA remains concerned that issues raised by it in previous submissions have 

been ignored. PHI behaviour requires significant reform. It is evident that PHI 

behaviour has deteriorated markedly over the last few years. Immediate steps 

must be taken to make PHIs accountable to consumers in the interests of fair 

financial accountability and more importantly, their health interests. 

Adoption of the recommendations made in this submission must occur to achieve 

this end. 

 
 

Dr F Shane Fryer 

President 

Australian Dental Association Inc. 

5 September 2011. 
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INFORMED FINANCIAL CONSENT1

ADA Policy Statement 5.16 Page 1 of 2 November 15/16, 2007

POLICY STATEMENT 5.16

AUSTRALIAN DENTAL ASSOCIATION INC.

1 Introduction

1.1 The principle that no patient should be provided with health treatment without first 
having provided consent, and having had the opportunity to inform themselves of the risks
and consequences of the treatment, has long been recognised in dental practice. In some
jurisdictions, Boards have created Codes of Practice, which have identified requirements 
for the obtaining of patient consent to treatment.

1.2 Government agencies have published reports urging health care practitioners to obtain 
informed financial consent from patients before proceeding with a course of care. 

1.3 There are more than 30 separate health funds with no consistency of dental rebates, and
each has a range of tables defining corresponding terms of dental cover provided for their
members. Many health funds do not publish their rebate levels and only 14% of the cost
of dental services is funded by them. 

1.4 Definitions

1.4.1 BOARD is a Federal, State or Territory dental registration board.

1.4.2 FUNDING AGENCIES are third parties, which make contributions to the payment of
the fees charged by dentists.

1.4.3 INFORMED FINANCIAL CONSENT is consent given to the dentist by a patient [or 
the parent, guardian, or other legally responsible person] to the fees to be charged
for treatment agreed to be performed.

2 Principles

2.1 The clinical relationship between a dentist and a patient is independent of the source of 
funding for the patient’s treatment.

2.2 Any rebate for the services from third party funding bodies is a matter between the patient
and the funding body. 

2.3 The provision of written material to the patient regarding dental fees will reinforce the
patient’s awareness of the treatment cost.

2.4 The provision of information about dental fees should ideally be available to patients prior
to their treatment. 

2.5 Informed financial consent is sound ethical professional practice. This is also good business
practice and will result in fewer disputes over accounts, lower debt recovery costs and 
fewer bad debts. 

1 This Policy Statement is linked to other Policy Statements: 5.5 Funding Agencies, 5.8 Dental Acts and Boards, 5.14 Dentistry and the
Legal System & 5.23 Regulatory Authorities, and the ADA Guidelines for Good Practice “Consent for Care in Dentistry”.
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2.6 Many patients will be unfamiliar with what is involved with their dental procedure.  In some
instances, patients may have wrongly assumed that the fee for the dental service is fully
covered by their health fund.  

2.7 Patients may be apprehensive over the pending dental procedures. They may be unwell,
distressed, disoriented, or affected by more than one of those conditions. Discussing 
financial implications with some patients at this time may be impractical and unworkable.  

2.8 Dental fees may be based on an itemised schedule of treatment or on the time taken to 
complete the dental procedure. Accordingly, the dentist may only be able to estimate a 
range of fees based on the expected time to undertake the procedure. Similarly, if the 
planned procedure is changed during surgery, due to unforeseen circumstances, this may
also result in a change to the final fee charged by the dentist. Of course, any such change
should be advised at the appropriate time.

3 Policy

3.1 It is not the responsibility of dental practitioners to know the difference between their 
dental fees and the rebates payable by private health funds. Advice about that difference
cannot be considered part of informed financial consent.

3.2 The estimated cost of treatment involving multiple visits should be provided in writing.

3.3 Any information about expected charges, provided to the patient prior to treatment, 
should include advice that the estimate is not guaranteed and the cost to the patient may
increase if the planned procedure takes longer than expected or other procedures are 
required.

3.4 Dentists should ensure that patients are in a fit state to give informed financial consent. 

Policy Statement 5.16

Adopted by ADA Federal Council, November 15/16, 2007.



The average cost of health insurance increased by 5.56% on 
1 April this year following the approval of health insurance 
premium adjustments by the Minister for Health and Ageing, 
The Hon Nicola Roxon 
MP. This increase is 
only marginally less 
than the previous 
year’s increase of 
5.78%.  

“Once again, the gap 
between dental fees 
and average benefits 
paid to patients will 
widen,” commented 
Dr Shane Fryer, 
Federal President 
of the Australian Dental Association Inc. (ADA).  “Despite 
substantial increases in the premiums charged over the last 
ten years, health insurers fail to pass on appropriate rebates 
as a percentage of cost of care to its customers. This situation 
must be rectified.”

Dr Fryer also 
questioned the 
insurance premium 
increase being set 
substantially higher 
than the health index 
increase which has 
remained below 5% 
over the last few 
years.

“The 2010 ADA 
Dental Survey Fees 
Report demonstrates 
that the mean fee charged by dentists is being maintained 
well below the health services index (the measure of inflation 
for the health industry) at a rate of 4.8%”, Dr Fryer reports. 

The picture is similar with the rebates offered for services 
provided to Veterans and their families.  Average increases 
in the Department of Veterans’ Affairs schedule of fees for 
dental services remain steady at 2% – less than average CPI, 
let alone the health index over the same period.  

“The ADA is worried dentists won’t be able to service veterans 
and their families if this discrepancy continues. Dentists are 
doing their bit to ensure that the Australian public has access 

to quality oral health 
services, it’s time 
that the Australian 
Government and 
health insurers did 
likewise,” added Dr 
Fryer.

Figures from 
the Private 
Health Insurance 
A d m i n i s t r a t i o n 
Council and those 
highlighted in the  

diagram below show there has been a significant rise in the 
number of dental services provided to people with private 
health insurance over the past few years. 

Despite the rise in 
dental services, the 
benefits returned to 
patients (relative to 
the cost of care) have 
declined over the past 
decade. As the table 
(see overleaf) shows, 
the average benefit 
paid to patients as 
a percentage of the 
cost of care for dental 
services has fallen 
from 54.5% in 2000 
to 48.73% in 2010. 
This is more than a 

10% decline. There is nothing that can justify this.

Given that the rising cost of healthcare is the principal 
explanation for rising health insurance premiums, the ADA 
believes it is important for health funds to ensure that benefits 
paid as a percentage of the cost of care do not continue to 
decline as they have over the past decade.

PRIVATE HEALTH INSURANCE PREMIUMS – DENTAL REBATES

NATIONAL DENTAL UPDATE
APRIL 2011
www.ada.org.au

Contacts: Dr F Shane Fryer, President  Robert Boyd-Boland, Chief Executive Officer
All correspondence to: Australian Dental Association Inc. PO Box 520 St Leonards NSW 1590
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Source for CPI/Health CPI Comparison to mean increase in ADA and DVA fees: ADA Dental Fees Survey 2010; Department 
of Veterans’ Affairs (2010) Fee Schedule of Dental Services for Dentists and Dental Specialists (Effective 1 November 2010), 
Australian Bureau of Statistics, CPI Tables December 2010

Source for General treatment services: Source: PHIAC - Statistical Trends in Membership & Benefits Data Tables December 2010.

Source for Private health insurance – benefit paid as a percentage of the cost of service for Dental Services: PHIAC - Statistical 
Trends in Membership & Benefits Data Tables December 2010.
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