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4. Progress In
addressing the
recommendations
of our
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report, Community
Dental Services
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4.1

Background

4.2

The Victorian Government offers dental services to all school children (up
to Year 6), and community dental services to concession card holders and
their dependants. Around one-third of the Victorian population is eligible
for public dental services.

The Department of Human Services (DHS) has policy and program
responsibility for dental public health in Victoria.

Dental Health Services Victoria (DHSV), an independent statutory body, is
the lead agency responsible for co-ordinating and managing dental public
health services. DHSV manages the Royal Dental Hospital and the School
Dental Services, and also contracts with other agencies on behalf of DHS to
provide community dental services and pre-school dental services. DHSV
is funded through DHS and is both a purchaser and provider of dental
public health services.

Our Community Dental Services performance audit report was tabled in
Parliament in October 2002 and made 15 recommendations addressing

4 main issues:

® service access

e service delivery

e work force issues

e program management.

Audit conclusions

DHS and DHSV have put in place a number of the recommendations we

made in 2002. In particular, they have:

e increased service delivery and implemented a number of initiatives to
reduce demand in the longer term

e taken steps to improve efficiency in clinics

e addressed several of the clinical practice and compliance issues in
clinics.

DHSYV in particular has implemented a number of initiatives to improve
and enhance service provision.

Progress has also commenced on a series of plans, starting with the Oral
Health Strategic and Service Plan for Victoria, developed to provide a
comprehensive framework for the dental public health service.
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4.3

However, progress has been slow in:

e improving waiting list management practices

e developing agency level information on costs and agency level
benchmarks.

The increase in funding for community dental services from 2004-05
presents an opportunity to address the worsening access identified in our
2002 report. The challenge now is to provide the modelling, long-term
framework and plans to deliver measurable improvement in the delivery
of dental public health services, and the oral health of Victorians.

RESPONSE provided by the Secretary, Department of Human
Services

In general the report is well balanced, recognising gains made since your
earlier report in October 2002, and identifying areas for further improvement.
The Department will continue to work with Dental Health Services Victoria
to implement these improvements.

Improving service access

4.3.1

Our 2002 report concluded that:

e The Community Dental Program (CDP) was not providing adequate
access for the eligible population. Access was uneven across the regions.

e Targets for average waiting times for restorative care and for dentures
had not been met in 4 of the preceding 5 years. Average waiting list
times had increased across the State for both restorative care and
dentures. The increase was greater in rural than in metropolitan clinics.

e The School Dental Service (SDS) was providing relatively good access
for high need clients, but not meeting targets for low-risk students.

Access to community dental care

Since the 2002 audit report, waiting times! for access to dental care
increased during 2002-03 and 2003-04.

e In December 2001 there were 185 290 people on the waiting list for
general care, and a statewide average waiting time of 22 months. At
31 January 2005, there were 193 633 people on the waiting list, and an
average waiting time of 31 months.

1 As we discuss later, the current indicators of ‘average waiting time’ and ‘number of people on the
waiting list” have some limitations. However the comparison over time is valid.
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e For dentures, in December 2001 there were 25 085 people on the waiting
list, with an average waiting time of 24 months. At 31 January 2005,
29 486 were on the waiting list, with an average waiting time 34 months.

In 2004, the Victorian State Budget for 2004-05 provided a 30 per cent
increase ($97.2 million over the next 4 years) to the public dental budget.

Figure 4A shows how these additional funds have been allocated to programs.

FIGURE 4A: ADDITIONAL FUNDS BY PROGRAM

Program Area ($ millions)
Community Dental Program 58.0
School Dental Service 125
Early childhood oral health program (a) 13.1
Prevention Strategies 3.8
Workforce Strategies 3.1
Oral Health Promotion Strategies 12

(a) New program.

Source: Department of Human Services.

A further $5.5 million has been provided for capital development, which
will provide 6 new community dental chairs in 2004-05 and 11 in 2005-06.
The new chairs are being distributed across the state, with a preference for
clinics co-located with community health services.

DHSV anticipate that the increased funding allocated in 2004-05 will
enable them to contain the growth of waiting times. However, they noted
that the 30 per cent overall increase in funding will not lead to 30 per cent
more patients being treated. Factors behind this include increased costs of
service delivery, and the increasing complexity of care? of patients. In
2000-01 the average number of treatment items provided per person was
5.41. In 2003-04 the average number was 6.12.

Waiting time performance targets for 2004-05 have been set at the same
level as targets for 2002-03 and 2003-04. It is not anticipated that these
targets will be met.

2 DHSV and DHS have noted that the complexity of care of patients, measured by the number of
treatment items provided, has increased over the past 4 years. One of the reasons behind this
increasing complexity of care is the ageing of the population and the fact that people are keeping
heavily restored teeth rather than having their teeth extracted and replaced with a full set of
dentures. These teeth require more maintenance and care.
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Figures 4B and 4C show performance against targets set for waiting times

since 1997-98, year-to-date performance for 2004-05, and projected
performance in 2004-05. The projected performance was calculated in
October 2004 taking into account funds allocated at that time. DHS and
DHSV adyvise that since that date an additional $500 000 has been allocated
for dentures, and estimated waiting times have not been revised to take

this into account.

FIGURE 4B: WAITING TIME FOR GENERAL CARE
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(a) Year to date, to 31 January 2005.
Note: Projected figure for 2004-05, as calculated by DHSV in October 2004.

Source: Dental Health Services Victoria.
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FIGURE 4C: WAITING TIME FOR NON-PRIORITY DENTURES
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(a) Year to date, to 31 January 2005.

Note: Projected figure for 2004-05 as calculated in October 2005.
Source: Dental Health Services Victoria.

Figure 4C shows waiting times for non-priority dentures. Waiting times for
priority dentures are considerably lower than for non-priority dentures
and are shown in Figure 4D. Around 50 per cent of patients are assessed by
clinics as having “priority” needs for dentures®. These patients are usually
given the next available appointment, with a target waiting time of

3 months.

FIGURE 4D: WAITING TIME FOR PRIORITY DENTURES

Year 1999-2000 2000-01 2001-02 2002-03 2003-04
Waiting time (months) 10.5 3.78 2.31 151 2.25

Source: Department of Human Services.

Allocation of additional funding to agencies is based on a “hot spot’
approach which provides additional funds to clinics with the longest
waiting times for care and offers these regions priority access to resources
and assistance in developing localised solutions. The regional allocation of
funds, and waiting times as at October 2004, are outlined at Figure 4E.

3 This may be, because for example, they have missing front teeth.
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FIGURE 4E: REGIONS - WAITING TIMES AND BUDGET INCREASE 2004-05

Region General care Denture Budget Budget Additional
waiting time  waiting time 2004-05 increase  people seen (a)

(Oct 04) (Oct 04) over 2003-04 - anticipated

(months) (months) (%) (%) (No.)

Barwon 42.70 43.95 4992 621 60 2984
Grampians 26.54 29.09 3197 352 57 1938
Loddon Mallee 31.86 18.59 3259018 53 1976
Hume 22.74 41.56 2202 847 42 1335
Gippsland 43.49 28.72 2874 205 31 1742
N-W Metro 23.81 33.27 15484 310 33 9 386
Eastern Metro 26.92 4891 5643 068 64 3421
Southern Metro 32.49 46.93 10 258 248 26 6218
Totallaverage 30.75 3518  (b)48 263 768 41 29000

(a) “People seen” may include a number of procedures/appointments for a single individual.

(b) Includes other initiatives e.g. travelling dental team.

Source: Victorian Auditor General's Office, from data provided by DHS and DHSV.

DHSV has modelled the impact of additional funding on access for
2004-05. The priority has been identifying areas of immediate need and
distributing funds to these areas.

To date, neither DHS nor DHSV have modelled the impact of the
additional funding on access beyond 2004-05. DHS commissioned
modelling work in 2003-04 which gave long term projections of demand at
clinic level. However, this work has not yet been re-visited since then. The
likely impact of the additional funding on waiting times, and the capacity
of the system to meet projected demand has not been modelled beyond the
end of this financial year.

DHS and DHSV are also working to reduce long-term demand by
emphasising prevention programs and extending the service to younger
people. Around $3.8 million in funding has been provided for prevention
programs, including extension of fluoridation to towns of over 5 000
people where there is community support. Around $15.8 million has been
allocated to a new early childhood oral health program. This program
commenced on 1 July 2004 and will see an additional 77 000 preschool
children over 4 years.
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4.3.2 Waiting list management

Currently, each community dental agency maintains its own waiting list,
and patients must put their name down for care. If a patient identifies that
their condition is an “emergency” they are assessed within 24 hours. If
they are assessed as requiring urgent care, they are given the first available
appointment (they may also go on the waiting list for any non-emergency
treatment required).

Across the state there is significant variation in waiting times, and the
current statewide average waiting time masks some extremely long waits.
Clinic level data for January 2005 (which shows a statewide average
waiting time for restorative care of 30.91 months, and 34.26 months for
dentures) shows that the maximum waiting time for restorative care is
69.65 months (5 years 9 months) and for dentures is 67.35 months (5 years
7 months).

In 2002, we noted that the ratio of emergency treatments to general dental
treatments reflected an increasing use of unplanned (emergency) care.
During the 2 years since our report, there has been a steady increase in the
number of patients given emergency care, while the number of patients
taken off the waiting list has decreased. As a result, the ratio of unplanned
care to general treatment provided has increased. This trend is illustrated
below in Figure 4F.
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FIGURE 4F: NUMBER OF PATIENTS RECEIVING UNPLANNED AND GENERAL
CARE, 1997-98 TO 2003-04

120 000

104 180
103353 103682

100000 94 153 95 290

85 559 88290 | gg071

79523 82073 81135 81909 82 959 77 468
80 000 -

60 000 -

Total number of individuals treated

40000 -

20000 ~

1997-98 1998-99  1999-2000 2000-01 2001-02 2002-03 2003-04
Year

OEmergency @ General

Source: Dental Health Services Victoria.

High use of emergency care reduces resources available for taking patients
off the waiting list for planned care. There is also a risk that a patient who
presents as an “emergency” will be treated ahead of others on the waiting
list who may have more serious dental health needs. In order to promote
consistency in selection for unplanned care across clinics, DHSV is
implementing an emergency triage system. This system was piloted in
2004, and DHSV expects full implementation by the end of June 2005.
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The current decentralised approach to waiting list management means that
information about demand is not accurate:

e Because waiting times vary at clinics, some patients put their name
down at a number of clinics. Clinics have no way of knowing how many
patients on their list may also have their name down elsewhere. DHS
and DHSV believe that overall, less than 5 per cent of patients are on
multiple lists, but that this is likely to increase with lengthening waiting
times.

e Some clinics review their waiting lists regularly, and check if people are
still waiting for service. However, some wait until people are offered
service to remove them from the list. As a result, the number of people
reported as being on the waiting list at different clinics is not
comparable.

As well as reporting the number of people on their waiting list, clinics
report on “waiting time” which is the time since the longest waiting patient
was added to the list. However this figure is not an accurate indicator of
how long a patient who puts their name down today is likely to wait for
service. If demand at a clinic is growing faster than patients on a list are
treated, then the wait experienced by patients putting their name on a list
today could be significantly longer. Currently, there is no assessment or
reporting on this estimate.

Since our 2002 report, DHSV has undertaken a survey of waiting list
management practices across a number of community dental agencies and
proposed a strategy to improve waiting list management and provide a
common approach across the state. One element of the DSHV proposal, an
emergency triage system, has been piloted and will be fully implemented
by June 2005, waiting list audits have been conducted on agencies with the
longest waiting times, and DHSV are supporting agency initiatives to cull
lists.

DHS and DHSV are yet to reach agreement on other elements, including
the efficiency of a statewide cull of waiting lists and whether there should
be other changes to waiting list management practises. DHSV has
proposed the consolidation of the 60 separate waiting lists across the state
into a cental waiting list, as well as a prioritisation system that would
categorise non-emergency patients into high/moderate/low need.
However, DHS believes that further research and cost-benefit analysis
would be required before implementing these changes.
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4.3.3

4.3.4

School Dental Service

In 2002 we reported that the School Dental Service was failing to meet
targets for provision of dental care for low risk children and cycle times*
were increasing.

Cycle times continued to increase in the 2 years following our report. At
the end of 2003-04, the average cycle time was 33.8 months statewide.

During 2004-05, average cycle times have reduced and, at the end of
December 2004, the average cycle time was 31.2 months. On current trends
DHSV anticipate it will be 29.5 months at the end of June 2005.

The target of 12-month recall for children most at risk is being met. A cycle
time of 24 months is considered ideal for all other children; however, the
target set for 2004- 2005 is 28 months. DHS anticipate that the target for
2005-06 will be 24 months.

Conclusion - Improving service access

It is too early to tell whether the increased funding provided for service
delivery will significantly improve waiting times for community dental
services. Year-to-date performance does not fully reflect the impact of the
increased funding because of the time required to increase service delivery.

While DHS and DHSV anticipate that Community Dental Program (adult)
waiting times will reduce, they believe that it is unlikely that the waiting
time targets for 2004-05 will be met.

The continuing high ratio of unplanned to planned care, and the increased
care needs of some patients who have been waiting for long periods for
care mean that significantly reducing waiting times will be challenging.

The initial distribution of funds to address areas of immediate need has
been a necessary short-term response, needed because there had been no
long-term projections of demand at clinic level. However, allocating
additional funds on the basis of current waiting times is not a sound basis
in the long term. The ‘hot spot’ strategy needs to be replaced by a
comprehensive analysis of current and future demand, and resources
allocated on that basis.

The current approach to waiting list management means that it is not
possible to accurately know how many people are waiting for treatment in
Victoria and how long they will wait. It is also not possible to know if the
current supply of services is matching demand.

4 Cycle time is the length of time before the School Dental Service recalls a child for general dental
care.
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There are inequities in current waiting list management practices. The
implementation of a common emergency triage protocol will reduce
”queue jumping” by people who present as an emergency while others
who may have greater clinical need wait for planned care. However, the
inequity of patients waiting for long periods at their local clinic while other
clinics in the region could offer them quicker service needs to be
addressed.

%Recommendations

1. In collaboration with DHSV, DHS needs to lead the
development of comprehensive modelling work taking into
account current demand, growth rates and impact of additional
funds by region. This work should be aligned with other
strategic planning projects to ensure the most efficient and
effective allocation of additional funds.

2. DHS and DHSYV need to collaborate on the implementation of a
waiting list strategy as a priority. This needs to include
developing an accurate picture of current demand on waiting
lists (including the number of people on the list, the time they
have been on the list and projected waiting times based on
current demand and supply). The strategy also needs to
incorporate measures to manage excessive waiting times.

RESPONSE provided by the Secretary, Department of Human
Services

Recommendations agreed.

DHS is to continue the modelling work undertaken by contract in 2003-04
that gives long term projections of demand at clinic level. However, it should
be recognised that modelling is not an exact science given the many supply
and demand variables involved.

Considerable efforts are being made to manage waiting lists with positive
results. While the fuller impact of the additional $97.2 million provided in the
2004-05 budget over the next 4 years will be seen by July 2005, progress to
date includes:

o An 8% (7 244) increase in the number of people treated in the Community
Dental Program between July and December 2004 compared to the same
period in 2003 (100 731 people treated compared to 93 487). This will
equate to an additional 29 000 people being treated in 2004-05 compared to
2003-04.
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RESPONSE provided by the Secretary, Department of Human
Services - continued

e 15 300 less people waiting for service in January 2005 compared to July
2004, through a combination of more people treated and waiting list
audits.

e Stabilisation of waiting times after increases of 3 months every year for the
last 3 years. Non-priority denture waiting times have decreased over each
of the last 4 months and were a month lower in January 2005 (34 months)
compared to October 2004 (35 months).

It is also important to recognise that people with urgent needs receive care
within clinically appropriate timeframes. Emergency needs are assessed
within 24 hours and people in urgent need of dentures are treated within
3 months.

4.4 Improving the efficiency of service delivery

Our 2002 report concluded that:

e Efficiency in clinics varied widely, with the underlying reasons for
variations in performance between clinics not well understood, and a
lack of a system-level approach.

¢ Infection control and health and safety performance was uneven across
clinics. Record keeping standards were inconsistent, particularly
regarding patient consent forms and complaint handling.

e The condition of some clinics (particularly the mobile dental vans), and
equipment was poor. An audit of equipment (other than that funded
through minor works) should be conducted to enable the development
of an equipment replacement strategy for the entire system.

4.4.1 Clinic efficiency

In our 2002 report, we noted a wide variation in the number of individuals
treated, across chairs and across regions. We recommended that DHSV
undertake a review of clinic efficiency, to find out why performance
varied, and to develop strategies to make service delivery more efficient.
Our report recommended that this commence with improved monitoring
and benchmarking of dental clinics.
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4.4.2

4.4.3

DHSV adyvises that limited progress has been made in identifying
benchmarks that would enable comparisons between clinics. DHSV has
developed processes for measuring clinic efficiency in terms of chair
management, with agency funding allocated on a chair utilisation model.
However, benchmarking work that commenced under the Dental Funding
Reform Project is yet to be completed.

A number of initiatives implemented since 2002 are likely to enhance clinic
efficiency. These include roll-out of a new electronic patient records
management system (EXACT). Current targets are to complete the roll-out
to all community dental clinics within 13 months, and to the School Dental
Service within 22 months.

Clinical practice and compliance

In 2003, DHSV completed its first quality accreditation under the
Australian Council on Health Care Standards EquIP3 framework. DHSV
has also developed a compliance framework so it can identify and meet its
obligations in regard to laws, regulations, contracts, industry standards
and internal policy.

DHSV uses the Funding and Service Agreements (FASA) with all agencies
to detail compliance requirements for infection control and safety
standards. DHSV uses self-assessment tools in infection control for clinical
practice, instrument and equipment sterilisation and infection control.

During 2003-04, DHSV undertook 8 clinical audits — 4 rural,

4 metropolitan. There are plans for another six in 2004-05. The 2003-04
clinical audits showed consistently high levels of compliance across all
aspects of clinical practice with the exception of documenting client
consent and maintaining up-to-date client histories. The roll-out of the
EXACT system is expected to improve performance in this area.

Equipment management

We reported in 2002 that a number of client clinics had criticised the
DHSV workshops for slow response times and excessive cost. DHSV
underwent a major re-organisation during 2002-03, which included the
separation of workshop activities into a separately registered business
unit, Dental Logistics. The changes were expected to produce better
outcomes for service and equipment purchasing and for equipment repair
and maintenance.
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4.4.4

The re-structure has been accompanied by a number of initiatives:

e Dental Logistics has introduced a computerised maintenance
management system which has allowed it to achieve efficiencies
through bundling service callouts by location (reducing the costs of
multiple call outs) , and prioritising urgent work.

e The distribution of “self-help” manuals has provided advice to agencies
on how to manage minor repairs in-house.

e The introduction of a new capital prioritisation model involving all
agencies completing a standardised form on an annual basis. This
allows for streamlining of requests on an equitable basis. Dental
Logistics reports that the allocation process is less haphazard and the
waiting time from request to delivery has been shortened.

DHSV plan to review the effectiveness of the new Dental Logistics unit
during 2004-05, and to report by December 2005.

DHSV undertook an equipment audit in 2002-03 as a pre-cursor to the
introduction of an equipment replacement strategy. The strategy has been
completed, and identifies the desirable replacement timetable to maintain
equipment into the future.

The future of the mobile dental clinics remains an issue. Mobile clinics can
provide access in remote areas, but older vans do not provide a good
clinical environment and have been identified as a significant source of
work dissatisfaction for dental therapists. Fixed clinics provide better
facilities (reception, waiting rooms and toilets), integration with other
public dental and community health services, certainty of location, and an
enhanced clinical environment (peer support, infection control and clinical
amenity).

At the time of our 2002 audit, there were 37 mobile dental vans in use, and
older vans were being progressively decommissioned. During 2004-05,
$882 000 in infrastructure funding has been provided for medical
equipment and infrastructure. This will enable the purchase of 2 new
2-chair vans. However there is currently no plan determining the desired
number, standard and location of mobile clinics.

Conclusion - Improving efficiency of service delivery

A number of initiatives to improve the efficiency of service delivery have
been undertaken, however the benchmarking work commenced by DHSV
in 2002 has yet to be completed.

The compliance framework depends in part on self-reporting and a small
number of annual audits. Training and support for staff in self-reporting,
and a wider audit program to cover all community dental clinics will help
keep this on track.
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Some of the changes implemented by Dental Logistics (for example the
distribution of self-help manuals to allow clinics to carry out minor
maintenance) make good business sense for DHSV. However they need to
be monitored to see whether genuine efficiencies are being achieved and
the changes are benefiting both Dental Logistics and clinics.

Current progress toward decommissioning or replacing older mobile
clinics is slow. This is a significant investment, and a strategic approach is
needed. The development of the Dental Capital Plan (which we discuss in
the next section of this report) needs to consider this issue.

%Recommendations
3. DHSYV should complete the work commenced on benchmarking,.

4. DHSV’s review of the effectiveness of Dental Logistics should
consider agency satisfaction with changed service arrangements.

5. The Dental Capital Plan should include an analysis of the
desired configuration of fixed and mobile clinics, and plans to
decommission any vans identified as not meeting clinical
standards and service requirements.

RESPONSE provided by the Secretary, Department of Human
Services

Recommendations agreed.

4.5 Work force planning

Our 2002 report concluded that:

e Immediate and long-term initiatives were needed to address current
work force shortages and future shortages generated by growing
demand. Targeted initiatives were needed to address particular
shortages in the public sector and in rural and regional Victoria.

e A workforce database was needed to enable accurate and ongoing
monitoring of the oral health workforce for the school dental service and
the community dental program.

e The role of allied dental professionals could be expanded to enable them
to provide some services traditionally provided by dentists.
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4.5.1 Work force initiatives

In 2002 we reported substantial vacancy levels in the Community Dental
Program and School Dental Service, particularly in rural areas. National
and state analyses showed that the situation was likely to worsen, with
high and growing demand predicted to 2010.

Since 2002, there has been an increase in the number of clinicians
employed in the Community Dental Program and School Dental Service,
however the number of positions required to service demand has increased
at a faster rate. Thus, the overall vacancy rate has increased.

Figure 4G shows dentists required and vacancy rates in August 2002,
December 2002, June 2004 and December 2004. Vacancy rates tend to
increase at the end of each calendar year.

Comparisons between August 2002 and June 2004, and December 2002 and
December 2004 show marginal reductions in the overall vacancy rate. By
December 2004, with an increase in the number of positions needed, and a
reduction in clinicians employed, the vacancy rate was 20.2 per cent.

FIGURE 4G: COMMUNITY DENTAL PROGRAM AND SCHOOL DENTAL SERVICE
CLINICIAN VACANCIES 2002 TO 2005

Dentists Employed Vacancies Vacancy

required
(no.) (no.) (FTE) Per cent
Rural 61.3 433 18 29.4
Metro 1215 106.2 15.3 12.6
Total August 2002 182.8 149.5 333 18.2
Rural 70.8 439 26.9 38.1
Metro 134.0 116.6 174 13.0
Total December 2002 204.8 160.4 44.4 21.7
Rural 73.0 445 28.5 39.0
Metro 140.1 136.9 32 2.3
Total June 2004 2131 181.4 318 14.9
Rural 71.8 411 30.7 428
Metro 1429 130.3 12.6 8.8
Total December 2004 214.7 171.4 43.3 20.2

Source: Department of Human Services.

Generally, it appears that the situation in metropolitan clinics has
marginally improved between 2002 and 2004. However, the rural vacancy
rate has worsened from 29 per cent in August 2002 to 39 per cent in June
2004, and 42.8 per cent in December 2004.
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In order to address the shortage in rural areas, DHSV has deployed
travelling dental teams made up of a dentist, a prosthetist, a dental
therapist and 2 assistants to travel to understaffed rural agencies. Visits to
Bairnsdale, Sale, the Latrobe Valley, Warrnambool, Horsham and
Wangaratta are planned for 2005 to provide treatment where there are
limited numbers of public dentists and strong unmet demand for services.

There are fewer dental therapists employed in December 2004 (81) than
there were in August 2002 (86). Rural clinics have a vacancy rate of 36 per
cent. As with clinicians, more positions have been needed to service
growing demand. In addition, prior to 2002, dental therapists were only
able to work in public dental services. From 2002 dental therapists have
also been employed in the private sector, creating increased competition

for qualified staff.

FIGURE 4H: SCHOOL DENTAL SERVICE - DENTAL THERAPIST VACANCIES

Therapists Employed Vacancies Vacancy

required

(no.) (no.) (FTE) (%)

Rural 455 328 12.7 279

Metro 72.5 54.1 18.4 254

Total August 2002 118.0 86.9 311 26.4

Rural 44.4 28.3 16.1 36.3

Metro 67.3 52.7 14.6 21.7

Total Feb 2005 111.6 81.0 30.6 274

Source: Department of Human Services.

From 2005, the 2 year diploma for dental therapists will become a 3 year
degree course. This will potentially worsen the situation, by creating a gap
year in 2007 when there are no graduating students. Strategies are being
discussed to manage this impact.

The Victorian Public Dental Workforce Project has identified reasons for

the difficulties in recruitment and retention, particularly in the public

sector, and identified broad strategies with 2, 5 and 10 year targets to

improve this, including;:

e promoting the goals and directions of public dental service in Victoria

e career paths and professional development opportunities, including
mentoring

e examination of remuneration packages

e increasing re-entry to the labour force.

An additional $3.1m over 4 years has been allocated to address dental
workforce shortages and implementation of the immediate strategies is

expected by March 2005.
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4.5.2

DHSV has developed a recruitment and retention plan for dentists, dental
therapists and dental assistants. The plan identifies attraction and retention
barriers, with a plan of action to address each barrier.

DHSV also conducts regular recruiting campaigns to identify potential
applicants with suitable qualifications. The graduating classes from the
University of Melbourne and RMIT are regularly contacted about working
in the public sector, particularly rural areas. DHSV and DHS also work to
increase recruitment of dentists from overseas, either through encouraging
overseas students who train here to remain, by attracting overseas-trained
dentists and extending automatic registration (for public dental provision)
for additional countries.

Activities to improve recruitment and retention in rural areas include
scholarships and internships to encourage students to experience work in
rural public clinics; mentoring programs for young graduates placed in
rural practices; and linking in to local government plans to attract and
retain professionals in their area.

Rural allowances for clinicians in public clinics have been increased to
match the overall remuneration levels paid in other states.

Work force information

DHSYV collates a return on work force vacancies in community dental
agencies and the school dental service that is provided to DHS quarterly.
Data is collected on the number of dentists, dental therapists and
prosthetists required and employed, plus vacancy rates.

To date, a comprehensive work force database has not been developed.
Such a database would include identifying critical roles and provide
information enabling analysis of the work force in terms of experience,
capability, vacancy rates, staff mix and duration of vacancies®. A
comprehensive work force database would also assist with analysis of the
success of work force strategies, by building information on how long
employees remain, where employees came from, and the destinations that
employees go to or their reasons for leaving.

% Victorian Auditor-General's Office, 2004, Meeting our future Victorian Public Service workforce needs,
Government Printer, Melbourne, p39.
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4.5.3

4.5.4

Expanding the role of allied dental professionals

Some progress has been made in expanding the role and scope of activities
that can be undertaken by dental therapists. In late 2002, the Dental
Practice Board of Victoria developed a Code of Practice for the practice of
dentistry by dental hygienists and dental therapists after consultations
with practitioners, dental professional bodies and educational institutions.
The Code allows dental therapists, on prescription from a practising
dentist, to treat patients aged between 19 and 25, an increase from the
previous age limit of 18. In addition:
e therapists and hygienists can work in areas where they have training
and are assessed as competent — previously they were restricted to a
relatively narrow list of tasks they could undertake

e atrial to use dental hygienists in nursing homes has commenced.

In 2003-04, DHSV commissioned a review of work structure and
satisfaction issues for dental therapists. The key factors identified were:
* pay

e decommissioning of mobile vans

e improving professional standing

e implementing the 1:1 ratio of dental assistants to dental therapists in the
School Dental Service.

Conclusion - Work force planning

The increase in service delivery made possible by the funding increase can
only be delivered if work force shortages are addressed. Workforce
shortages are a national problem and the solutions are not entirely in DHS
or DHSV’s control.

To date, little progress has been made in addressing workforce shortages in
rural Victoria. The programs being implemented to encourage new
graduates to consider rural areas and to offer them support and mentoring
programs are a start.

Many initiatives have commenced to address the work force shortage, and
each may make a contribution toward solving the problem. However, they
need to be monitored for impact and cost-effectiveness.

Currently, information on work force is poor, and the work done to date is
little more than reporting on vacancies. Better information will help DHS
and DHSV to measure the success of their responses to the work force
shortage and to identify additional opportunities.
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4.6

%Reeommendations

6. DHSYV should develop a more complete dental health work
force database. In addition to the information currently
collected, they should include information on the profile of the
current work force, how long employees remain, where
employees came from, the destinations that employees go to and
their reasons for leaving.

7. DHS should monitor and report on the effectiveness of
implementation of their 2, 5 and 10 year public dental work
force strategies.

RESPONSE provided by the Secretary, Department of Human
Services

Recommendations agreed.

Program management

4.6.1

Our 2002 report concluded that program management required
improvement. In particular:

The strategic direction for dental public health needed to be revisited to
ensure that it was appropriate to program objectives.

There were divergent understandings and expectations of roles and
responsibilities between DHS and DHSV for both policy and operational
areas.

The relative cost of service delivery through DHSV and non-DHSV
clinics was not known. There was not sufficient data on the costs of
service provision to make fully informed decisions on resource
allocation.

Performance reporting was adequate but focused on outputs (numbers
of services delivered) rather than outcomes (the impacts of services
against the program objectives for oral health in Victoria) or quality of
care delivered.

Strategic planning

At the time of our report in 2002, the state strategy for dental health in
Victoria was 7 years old, and had been developed prior to the
establishment of DHSV. DHSV had strategic plans, however these only
related to its own services.
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4.6.2

4.6.3

Since our report, DHS has reviewed priorities for oral health, and
articulated them in the Oral Health Strategy 2004-08. This strategy sets
down the policy framework against which DHSV is developing the Oral
Health Strategic Plan and Service Plan for Victoria.

After extensive consultations, the first stage of the Oral Health Strategic Plan
and Service Plan: Strategic Directions 2005-2010 is in a final draft form.

The Capital Plan, which will detail strategic, service and infrastructure
planning, is currently scheduled for completion in October 2005. DHS and
DHSV will collaborate on this plan.

DHS is also developing the Victorian Oral Health Promotion Strategy 2005-10,
due for release in October 2005.

Roles and responsibilities

The Oral Health Strategic Plan and Service Plan: Strategic Directions 2005 —
2010 includes a specific section on the 10 key leadership areas for DHSV,
along with its direct service delivery responsibilities.

However, DHSV and DHS advise that there are still areas where the
division of responsibilities between the 2 bodies is unclear, and where
working arrangements could be improved. DHS has committed resources
and in conjunction with DHSV will undertake a collaborative review of
respective roles and responsibilities. The review will take place over the
next 6 months.

Other steps, including the re-organisation of DHSV, with the new Dental
Logistics unit and the creation of a single clinical unit and a single Health
Purchasing and Provider Relations unit, have helped improve client and
supplier understanding of their respective roles.

Understanding the costs of service delivery

Our 2002 report recommended that a review of the funding formula be
undertaken to ensure that clinics were adequately funded to meet the costs
of service delivery. At that time, clinics were funded on a system where
each item of service was multiplied by a funding rate based on the
Commonwealth Department of Veteran’s Affairs Local Dental Officer (DVA
LDO) rate unit price. This price, along with population statistics and data
on a clinic’s productivity is used to determine funding paid by DHSV to a
clinic.
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4.6.4

Since 2002, a number of projects have considered aspects of the cost of

service delivery:

e The dental funding reform project commenced in February 2003. The
project determined that the most significant issues were salary
assumptions, laboratory costs, and management overheads. These three
areas have been addressed in the 2004-05 funding formula. The
Victorian Healthcare Association (VHA) has expressed satisfaction with
the new formula.

e DHS has developed a specific funding formula for the Early Childhood
Oral Health Program(ECOHP). The ECOHP funding formula for
2004-05 recognises the different costs of provision by dental therapists
and dentists. DHS is considering extending this approach to the other
components of the Community Dental Program.

e The DHS Primary Health Funding Approach Costing Study, due for
public release early in 2005, investigated the factors that affect the
overhead costs of primary health agencies, including those that manage
community dental programs. The study found no evidence of cross-
subsidisation of the dental program by other program funding and
concluded that the dental program was covering its costs through the
output funding formula and direct grants for equipment. The report
also commented that agencies do not currently maintain suitable data to
reliably inform or regularly update unit prices for the costs of service
delivery, including dental services.

However, overall, there is still no effective means of determining the unit
costs of service delivery.

Accountability and monitoring

Our 2002 report found that information reported, both externally and
internally, was substantially focussed on outputs, with a lesser degree of
reporting on outcomes. It also found that some of the reporting from
DHSYV to DHS focussed inappropriately on operational issues (for
example, the number of library requests). The audit recommended that
reporting required should inform DHS’ policy development role, and
enable it to monitor the effectiveness and efficiency of DHSV’s
management of the service system.

In 2004-05, DHS implemented reporting by health services against targets
agreed in the Statement of Priorities (a high-level agreement between the
minister and the chair of the Health Service Board). Reporting by DHSV
under the Statement of Priorities includes information on delivery of key
projects and on access and activity targets.
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Public reporting of data on community dental waiting times was removed
from the Dental Health Services Victoria website in August 2003. While
information on Statewide performance was available annually in the
Budget Estimates reports, information on performance at clinic level was
not widely available.

DHS advises that the withdrawal of the information from the DHSV
website happened because they planned to include the information in the
quarterly Hospital Services Report. In April 2005, DHS launched “Your
Hospitals” a quarterly performance report. The revised report includes
clinic level data.

4.6.5 Conclusion - Program management

Overall, there has been considerable development in strategic planning
since our 2002 report. DHS and DHSV have commenced a substantial
strategic and service planning task. This will be critical if they are to
deliver the service increases made possible through the increased funding.
The work planned for 2005, including development of a detailed service
plan and asset management strategy, needs to be a priority.

The improved strategic planning process has begun the process of
clarifying the roles and responsibilities of DHS and DHSV. DHS's
commitment to working with DSHV to review arrangements during 2005
should also drive improvement.

Little progress has been made in improving the understanding of the costs
of service delivery for dental health. This will be essential if additional
funding is to be allocated wisely in the future.

The introduction of reporting against the Statement of Priorities will
enhance reporting from DHSV to DHS, and enable reporting to focus on
key performance issues.

The absence of easily accessible publicly reported performance data from
August 2003 to April 2005 is a concern. While state level information was
reported annually, as previously discussed, this state average figure masks
significant outlier waiting times. Key performance information should not
be withdrawn from one source without a strategy in place to make it
available from another.
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%Recommendations

8. DHS needs to undertake work to better understand the costs of
service delivery and develop a funding formula based on this
information.

9. DHS should ensure that when changes to reporting of
performance information are implemented, there is a transition
strategy to ensure continuity of reporting.

RESPONSE provided by the Secretary, Department of Human
Services

Recommendation 8 agreed with qualification. The funding formula
assumptions will continue to be monitored with annual revisions as
appropriate. As the report recognises, a number of recent projects have
considered aspects of the cost of service delivery. The accuracy of agency
costing data will improve as community health services introduce more
comprehensive systems to record and attribute costs.

Recommendation 9 agreed.






