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ral health and dental service use among older

persons have improved dramatically in most

industrialized countries during recent de-
cades, yet there are still marked disparities in oral
health status and access to care. During the past cen-
tury, there has also been a notable increase in both
the number and proportions of older persons over
the age of sixty-five years, with those over eighty
years showing the most marked increase.! Because
these demographic changes in Europe are slightly
ahead of those in the United States, lessons learned
in western Europe may be useful for examination of
these same trends in the United States. The purpose
of this article is to examine utilization and financing
of dental services by elders in selected western Eu-
ropean countries and compare them with those in the
United States.

Aging and Utilization of
Dental Services in Europe

More Europeans are surviving into old age.
The growth in the number of elderly persons re-
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sults from improvements in both social living con-
ditions and medical care and is determined by the
size of the different birth cohorts from which the
elderly populations are derived. This development
has also contributed to a perceptible gain in life
expectancy, even after the age of sixty-five years.
However, the gain in life expectancy includes both
active and dependent years.? The concept “compres-
sion of morbidity” argues that better access to health
care and healthier lifestyles in the younger years
will result in postponing the period of chronic dis-
eases and dependence to advanced age and that the
period with disability will be compressed. Con-
versely, the concept “extension of morbidity” claims
that increased survival will result in a longer pe-
riod with disability at the end of life. It has been
suggested that we, in fact, may be witnessing a
greater polarization, where one part of the elderly
population is getting healthier, while another part
is getting more disabled and ill,> because, due to
medical advances, more people are surviving with
chronic diseases and disabilities that would have
been fatal in the past. The longer people live, the
more their mobility and/or capacity for self-care
often become reduced by physical or mental dis-
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ability and other chronic diseases, accompanied by
more limited access to mainstream dental services.?

For the purposes of this article, the term “ac-
cess” has been defined as a population’s potential
entry to the health care system, whereas “use of den-
tal services” refers to realized access.® Dental ser-
vice use has been further defined by the following
parameters: 1) annual number of dental visits per
person, 2) proportion of persons visiting a dentist
within a year, 3) reported first dental visit in a series
of visits, 4) lack of dental visits within a specific
period of time, 5) aggregated expenditures for den-
tal visits, and 6) routine vs. emergency care.>®

In principle, four different models of dental
needs’”® have been suggested:

» professionally defined need (the so-called norma-
tive need)

» perceived need

+ expressed demand

+ “realistic need.”

Each definition can be divided into need for
preventive services and need for restorative services.
There is a huge discrepancy between the outcome
measures of the different assessments of need for any
given individual; these differences may be more sig-
nificantly demonstrated among frail and institution-
alized populations.

Needs associated with oral health cannot be met
without rethinking concepts that define oral health
and quality of life.’ It is often difficult for oral health
care providers to consider offering and/or providing
treatment options considered less than optimal un-
der normal circumstances. The professionally as-
sessed need for dental treatment, based solely on
clinical diagnosis, often leads to an overestimation
of'the true need for treatment, especially among frail
and functionally dependent elderly people, some of
whom do not want treatment, either because there is
no perceived need or no expressed demand. Others
are very ill and some in such poor mental condition
that they cannot express any demand for treatment
and might not benefit from treatment such as new
dentures. Thus, the “realistic” or “feasible” need is
an attempt to assess the “true” need for treatment in
relation to the benefit provided.® It is a combination
of'the professionally assessed need, the self-perceived
need, and the expressed demand and takes into ac-
count the mental and physical state of the patient as
well as ethical considerations. The establishment of
outreaching preventive and restorative oral health
services for these subgroups of elderly people is de-
pendent on the allocation of resources and, hence, is

a political decision. Assessments based on the real-
istic treatment need, however, may create a mean-
ingful basis for practical communication with politi-
cal decision makers, institutional staff, and health
planners.

The present review will be based mainly on
studies conducted in Denmark, Sweden, Norway, the
United Kingdom, and Germany and, where appro-
priate, compared to findings of studies from the
United States.

Frequency of Utilization

In Sweden, a recent retrospective study of
adults over the age of eighty, using many past years
of patient records gathered from general dental prac-
titioners, found that 66 percent of the dentate indi-
viduals made regular dental visits every or every other
year in the 1990s.!° On average, 3.3 visits were made
per treatment period. A small fraction (10 percent) had
records with a great number of emergency visits. The
findings of this study regarding regular dental atten-
dance are of the same general magnitude or slightly
lower than those reported in other studies of similarly
aged, dentate older adults living in Sweden.'"!?

In a study of individuals aged seventy-nine and
eighty-eight years living in Northern Sweden,
Nordstrom et al." found that only one-fourth of these
elderly had visited a dentist at least once per year
during 1981-90. Their sample, however, included
edentulous people as well, which, in part, may ac-
count for lower utilization rates. A study using in-
surance claims from public and private dental clin-
ics during a three-year period (1990-92) found that
visits to the dentist decreased with age.'* Many re-
ceived emergency treatment at some time during the
observation period, but the majority had regular den-
tal care habits, defined as having received complete
dental care at least two of the three years.

A recent study compared the utilization of den-
tal services between Swedish citizens and Danish
citizens aged sixty to sixty-nine.® After controlling
for gender, dental status, and income, more than 80
percent had visited a dentist in the preceding twelve
months. However, 77 percent of the Danes reported
dental visits twice a year compared to 28 percent of
the Swedes. Although the Danes made more frequent
use of dental services, they had poorer dental condi-
tions than the Swedes. These findings suggest that
higher utilization does not necessarily lead to better
oral health. According to the authors, the amount of
dental treatment per visit, the different dental insur-
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ance systems, and, in particular, the different orga-
nization of the dental health care delivery system in
these two countries are major factors underlying this
discrepancy.

In the United Kingdom, McGrath et al.'* re-
ported that nearly 50 percent of older people claimed
that they visited a dentist within the past year, while
10 percent claimed that the reason for their last visit
was an emergency. Forty-three percent were classi-
fied as regular attendees, defined as having visited
the dentist within the last year for a non-emergency.

As an indicator of service use, Nitschke et al.'®
compared the accuracy of self-reported time since
last dental visit with the actual dental records in a
sample of German elders aged seventy to 103 years.
Only 13 percent remembered correctly when they
had last seen a dentist (less than a thirty-day vari-
ance), another 55 percent were mistaken by one to
six months, and the remainder by more than six
months. Self-reported time since last dental visit var-
ied from two weeks to fifty-two years. This study
confirms that research using a self-reporting tech-
nique may find higher dental care consumption than
research using more objective insurance claim reg-
istration or dental records as a data source, leading

e Accessibility of the dental office

to an overestimate of actual consumption. Among
older adult age groups, this recall bias may be more
prevalent and pronounced than in younger cohorts.

Determinants of Utilization

Many factors have been identified as possible
mitigating determinants of utilization rates among
elderly people (Figure 1) and may also interact in a
complex fashion with each other and with other fac-
tors, particularly attitudinal factors. A few key deter-
minants are discussed below.

Community-Dwelling Elderly. Old age by it-
self does not seem to be a major factor in determin-
ing the use of dental services when populations are
stratified by dental status. Dentition status, on the
other hand, has been described as a major determi-
nant of dental attendance among older people. Sev-
eral studies have shown that utilization of dental ser-
vices is substantially higher among dentate older
adults than among edentulous subjects.'®* Findings
from the United Kingdom identified self-reported
dental status as the most important predictor of utili-
zation of dental services, having controlled for
sociodemographic factors in the model."> A twofold

¢ Availability of dental services/number of dentists and dental hygienists

e Dental status (number of teeth, edentulism)

e Gender

e Personal characteristics of the individual

e Perceived oral health, symptoms (e.g., pain)

e Organization of the dental health care system (private, public, on-site)

* Income

e Cost of care

e Education

¢ Social background

¢ Geographical background

e Cultural background, ethnicity
¢ Social relations

o Lifestyle

e General health status, functional disability, cognitive decline, number of drugs used

e Dentist limitations

Figure 1. Determinants of utilization of dental services among elderly people
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increase in dental service use was associated with
the possession of twenty or more natural teeth, while
a sixfold decrease was associated with possession of
a full denture. A Swedish study found that, indepen-
dent of each other, men, people with a few remain-
ing teeth, and people with removable dentures had a
significantly higher probability of dental care utili-
zation of less than once per year.?! Among people
who reported a perceived need for dental care, those
who cited cost as a barrier had a sixfold higher prob-
ability of using dental care less than once per year
compared to those for whom cost was not a barrier.
Similar findings have been reported by Osterberg et
al."® Suominen-Taipale et al."” found that household
income together with number of teeth were major
factors predicting dental attendance. In a recent na-
tional, community-based survey in Denmark,
Petersen et al.?* reported that regular dental atten-
dance within the past five years was markedly lower
among older adults with lower income levels.

Several investigators have reported that the
main reason for infrequent dental service utilization
was low perceived need,'>*? whereas Suominen-
Taipale et al.”” found self-perceived need to be a mi-
nor predictor among older adults in Finland. The lat-
ter finding was based on a postal questionnaire that
was subsequently checked by a nurse. In addition, a
substantial proportion (41 percent) of the study par-
ticipants reported being edentulous. It is plausible
that lower rates of perceived need among edentu-
lous persons, compared to dentate persons, may help
explain this finding.

Other studies have found that the degree of sig-
nificance that older people attach to specific symp-
toms, including general health symptoms, is an im-
portant factor for seeking care.* Most dental diseases
are insidious and the early stages are often overlooked
or ignored because the patients do not associate the
typically nonsevere symptoms with initiation of a
potentially serious dental/oral condition. Because the
dental health care systems for independently living
older adults are passive and rely on the patients to
enter the system and initiate care, this lack of aware-
ness may account for low utilization of dental care
among some subgroups of older people.

Independent of dental status, the study by
Lundgren et al.!? revealed that factors such as loneli-
ness, low level of education, and functional impair-
ments were significantly associated with low demand
for dental services. Several studies have found that
education is associated with regular use of dental
services.'®182024 Tt has been suggested that education

reflects other important factors related to the use of
dental services, such as knowledge, attitudes, and the
value placed on oral health, factors that are known
to be related both to education and use of services.**
Further, education may serve as an indicator of so-
cioeconomic position and may determine individual
membership in certain societal subcultures, which
have their own norms about health, not governed by
individual knowledge.?

Osterberg et al.,”” in a study of seventy-five-
year-old men, reported that self-assessed impaired
general health, number of medications taken, and
economic problems were significantly associated
with irregularity of utilization of dental care, inde-
pendent of number of teeth. In women, living alone
and smoking tobacco were also significant factors.
In a subsequent study based on interviews by Statis-
tics of Sweden, Osterberg et al.'® found that the rela-
tive risk for not visiting a dentist within the last year,
adjusted for age, gender, and dental status, was higher
in dentate subjects with low income and education,
not married, not native born, living in rural areas,
smokers, and having low social and physical activ-
ity. The results of the logistic regression analysis
showed that, among the elderly, functional ability and
general health factors had lower significance for time
since last visit to a dentist than socioeconomic fac-
tors, social relations, and lifestyle factors.

In Denmark, Petersen and Nertov?® studied the
interrelation among oral health, lifestyle, and social
network among sixty-seven-year-olds. Sixty percent
of those with high scores on lifestyle activity (par-
ticipation in a number of social and cultural activi-
ties) had regular dental visits compared to 31 per-
cent of those with low activity. Regular dental
attendance also was lower among elderly persons
who had weak contacts with friends and were living
alone.

A Danish longitudinal study of individuals aged
seventy-five to eighty showed that community-dwell-
ing persons with general functional limitations (mo-
bility problems at both measurement times) sustained
from age seventy-five to eighty had nearly double
the risk of being nonusers of regular dental services
at age eighty and that persons with deterioration in
mobility had a 1.7 times higher risk of becoming non-
users.” In a subsequent study, Avlund et al.** found
that independently living very old people with cog-
nitive decline had a four times higher risk of not us-
ing dental services regularly than those with better
cognitive function.
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Institutionalized and Functionally Dependent
Populations. Frail and functionally dependent eld-
erly people, living in long-term care facilities or at
home, have special difficulties in accessing dental
care because the problems of attending a dental clinic
often appear insurmountable. The accessibility of the
dental office is important too, especially for func-
tionally disabled older patients. To help overcome
these barriers, onsite dental equipment may facili-
tate access in larger nursing homes, while mobile or
portable dental equipment may be the appropriate
method of choice for smaller care facilities and for
older people living at home with similar health prob-
lems and lack of mobility.’!

Fenwick et al.* studied the association between
medical problems and dental treatment needs of old
people referred to the National Health Service (NHS)
Community Dental Service in the United Kingdom.
General dental practitioners referred most of the pa-
tients, but some referrals came from physicians in
long-term wards. The most prevalent medical prob-
lems among the referred patients were dementia,
stroke, Parkinson’s disease, and cardiovascular dis-
eases. Several patients suffered from a clustering of
concomitant chronic diseases and problems. A fur-
ther complicating factor was lack of mobility: only
6 percent were mobile, and 19 percent were bedrid-
den. In addition, 18 percent suffered kyphoscolio-
sis, which can present problems in correctly posi-
tioning the patient in the dental chair for treatment.
Two-thirds of the sample had problems of mental
confusion. Overall, most types of treatment proce-
dures ultimately provided by NHS dentists were re-
ported to be relatively simple. Over two-thirds were
treated at home. The data indicated that, for the large
majority, the treatments were well within the scope
of a competent general dentist; further, likely rea-
sons for referring these patients were not shortcom-
ings in technical skills, but rather patient manage-
ment issues in dealing with physical and/or cognitive
disabilities. In addition, the cost and time involved
for general dentists to provide care for these patients
might be additional factors, especially for those pa-
tients for whom domiciliary (home) care was con-
sidered to be the appropriate method of dental care
delivery.

This raises an important question as to whether
undergraduate and/or postgraduate training programs
in geriatric dentistry will help ameliorate dentists’ re-
luctance to treat frail and functionally dependent pa-
tients due to perceived patient management problems.
There are only recent data available on geriatric den-
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tal curricula in a few European countries: Germany,
Austria, and Switzerland.* In addition, there is very
limited information about the impact of teaching pro-
grams in geriatric dentistry on dental students’ will-
ingness to carry out dental care for these subgroups of
old patients after graduation. A study from the United
Kingdom reported that providing dental students with
an experience with medically compromised elderly
patients in a rehabilitation unit in a large hospital suc-
cessfully improved the students’ understanding of and
attitudes towards elderly people.** According to the
authors, the students learned to understand and ap-
preciate that these patients had special needs as well
as special abilities and that many patients did not know
that they could obtain domiciliary dental care. Stud-
ies from the United States found that undergraduate
dental school programs in geriatric dentistry enhanced
dental students’ confidence in dealing with geriatric
patients.*36

Thus, old age in itself does not seem to be a
major factor in determining the use of dental ser-
vices when populations are stratified by dentate sta-
tus. The number of natural teeth has been described
as a major determinant of dental attendance among
older people. Consequently, the aim should be to
identify groups of aging persons who are at risk and
would benefit from treatment. Among elderly per-
sons in the European countries, socioeconomic fac-
tors, social relations, general health status, physical
and cognitive disabilities, and consequent problems
with access to services seem to be important barriers
to regular dental care. Thus, several factors—includ-
ing the education of dentists—determine the extent
to which oral health care is accessible to the elderly
population.

Dental Health Care Delivery
Systems in Several Countries

Tradition, politics, and values have all played
arole in influencing the pattern by which oral health
care services are financed and organized in different
countries. However, the prevailing political and eco-
nomic structure of a country does not alone deter-
mine the specific characteristics of the dental care
delivery system.*” In the Nordic countries, for ex-
ample, oral health care is provided by a blend of
public and private systems, partly financed by gov-
ernments through general tax revenues and partly by
out-of-pocket fees for service or private insurance.
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Denmark

In Denmark, all nondependent, community-
dwelling older adults can choose among private den-
tal practitioners only. The most common preventive
and restorative treatments are reimbursed up to ap-
proximately half of a fixed fee set by the national
health insurance. Dentures, crowns, and bridges are
paid totally by the patient or by a combination of
out-of-pocket expense by the individual and private
health insurance.

For the majority of nursing home residents and
for the very disabled noninstitutionalized elderly,
only episodic emergency care was available until
1994, when it became compulsory for the munici-
palities to provide systematic, outreach oral health
care, almost free of charge, to frail, dependent el-
derly. In principle, these patients may choose treat-
ment by private dental practitioners or by the public
dental service. In reality, however, the majority of
these patients are treated by the public dental ser-
vice in most of the municipalities following the rec-
ommendations of the realistic treatment need. The
counties also provide systematic oral health care pro-
grams on-site for elderly in long-term psychiatric care
institutions.

Sweden

Able-bodied Swedish elderly can choose treat-
ment from private dental practitioners or from the
public dental service, which is administered by the
counties. Treatment is not free of charge, but the na-
tional health insurance covers a certain amount of
the expenses. Sweden introduced national dental
health insurance in 1974 and, as a result, dental treat-
ment was heavily subsidized until recently. The guid-
ing principle was “high cost protection.” This meant
that the patient pays a relatively lower percentage of
the fee for more extensive treatment interventions
compared to routine services. The goal of this all-
encompassing dental insurance was to make com-
prehensive dentistry available to all citizens regard-
less of income.

The national dental health insurance was
changed in 1999, when a new method of financing
dental care for institutionalized, ill, and functionally
dependent patients was introduced. According to the
new law, the counties are responsible for perform-
ing oral health assessments and for counseling of
patients and nursing staff, as well as for providing
“necessary” dental care, while the national dental
health insurance is responsible for providing in-

creased reimbursement of expenses for “necessary”
treatment. Patients do have the option, however, to
choose treatment by a private dental practitioner and
pay a fixed fee per visit. These expenditures are added
to expenses for general health care, including pre-
scribed drugs, up a maximum of SEK 900 (equiva-
lent to approximately US$120) within a twelve-
month period. The costs for dental treatments
exceeding this amount are paid in total by the na-
tional dental health insurance. Oral health assess-
ments and counseling are free of charge. Many long-
term care institutions have systematic on-site dental
care units. The counties organize the oral health care
services for elderly in a different manner.

Norway

In Norway, the national health insurance does
not cover dental care for independent elderly patients;
rather, patients have to pay the total costs of treatment
out-of-pocket. Almost all treatment of healthy elderly
patients is provided in private dental practices.

According to the Dental Service Act of 1983,
Norwegian counties are responsible for the availabil-
ity and accessibility of adequate dental care services
to the entire population. In addition, the public den-
tal services must provide free regular and outreach
services to the following groups, listed according to
priority:
¢ children up to eighteen years;

» mentally handicapped people;

e groups of elderly, institutionalized and
homebound, sick and chronically ill and disabled
people; and

» young adults eighteen to twenty-one years.

The county is responsible for planning and
coordinating both public and private services. The
county is required by law to prepare a dental health
plan, which must be approved by the chief adminis-
trative body of the county and by the Department of
Social Affairs. According to the Dental Service Act,
frail and dependent elderly are included in the third
priority group.

United Kingdom

In the United Kingdom, dental care for com-
munity-dwelling elderly patients is provided by the
National Health Service (NHS) and by private den-
tal practitioners. The NHS was established in 1948;
subsequently, inexpensive oral health care became
available to all residents.?® At that time, extraction of
teeth and their replacement with dentures were per-
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ceived as an acceptable and perhaps even a prefer-
able approach to treating substantial dental problems.
The NHS is financed through public revenues. Den-
tists can choose to work for the NHS or in private
practice or both. Currently, dentists who work for
the NHS are paid a set amount per item of care as
well as a small capitation fee for retaining an indi-
vidual as a registered patient with their practice. Pa-
tients are required to pay a substantial portion of the
costs of their care to the dentist, although relief from
payment is available on the basis of financial hard-
ship. The fee scale is determined by national nego-
tiation between the British Dental Association and
the UK’s Department of Health, within a strict, gov-
ernment-imposed financial limit. This process has
driven down the costs of care over the years and now
covers treatment with the least expensive materials
available only. It has been argued that this method of
payment encourages replacement of restorations and
other active work for patients rather than prevention
and maintenance, as the latter are not rewarded by
the system. In addition, a substantial number of den-
tists in the UK now feel that they cannot function as
an economically viable practice in this system and
are withdrawing from the NHS altogether, resulting
in problems with access to care.

In 1999, the NHS treated 28.5 million patients,
while around one million patients had private health
insurance. On average, each dentist had 1,499 pa-
tients registered.** A survey of adult residents of a
district of Buckinghamshire indicated a substantial
unmet perceived treatment need, with more than one-
third of this population preferring continuing NHS
dental services but being unable to access them.*
Another recent national survey has shown that the
NHS treats over two-thirds of adults and less than
one-third have private dental care.*' The latter sur-
vey further showed that one in five adults experi-
enced difficulties in finding an NHS dentist. This
would suggest that many people are being forced to
pay privately for dental care when they would prefer
to obtain dental care through NHS means. Difficulty
in obtaining an NHS dentist was associated with age
(greater than sixty-five years), gender (men), social
class (higher social class background), and area of
residence (residents of the South of England [Lon-
don, South East, South West] were more likely to
report that they experienced difficulties in obtaining
an NHS dentist compared with those living elsewhere
in the UK). It is suggested that the latter finding may
reflect the change in the workforce that has occurred
in the South of England with a greater number of
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dentists providing dental care through independent
and private modes. Moreover, the study showed that
difficulty in obtaining NHS care was also associated
with dental service-related factors (time since last
dental visit, use of emergency dental services).

The NHS is undergoing a major revision of its
working practices at present, with a change from the
current fee per time of services to a capitation-based
system. Under this new system, dentists are being
employed (and paid a salary) by primary care trusts
to provide care for a cohort of patients with local
commissioning of services. These changes will be
implemented in full by April 2006.

The Community Dental Service (CDS) will
provide a safety net for dental care of frail and de-
pendent elderly persons in the United Kingdom.
However, these adult patients remain liable to meet
the costs of treatment by the CDS on the nationally
agreed scale of fees. The availability of this safety
net is not uniform across the UK.

Germany

In Germany, dental care is provided by private
practitioners and is embedded in the national social
system.* Historically, the German system of health
care was part of the national social policy as initi-
ated by Bismarck in 1883. Today, the social insur-
ance system has five columns: health insurance, pen-
sion insurance, promotion of employment,
occupational accident insurance, and long-term care
insurance. About 90 percent of all German citizens
belong to the national insurance system. A fee paid
in equal parts by the employer and the employee fi-
nances the health insurance system. Currently, the
total legal health insurance fee is approximately 14
percent of the employee’s gross income. At the start
of'the social health insurance system, no dental treat-
ment was insured and, later, only extraction of dis-
eased teeth and the manufacture of dentures were
included. In the current dental health care system,
extractions, apicoectomies, restorations with amal-
gam or composite, endodontics, nonsurgical peri-
odontal treatment, and radiographs are free of charge.
For dentures, crowns, and bridges, the patient pays
50 percent of the treatment; a bonus of 10 percent is
refunded if the patient verifies annual dental appoint-
ments. As of 2005, dental prostheses are no longer
refunded as a percentage of the total cost, but pa-
tients will receive a fixed amount based on their den-
tal state. Preventive dental services, inlays, ceramic
crowns on molars, and implants are not covered by
insurance funds.
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There are no special dental care programs for
frail and dependent elderly within the legal health
care system.

Germany is now facing economic problems,
especially due to increased unemployment, the in-
creasing number of old people, and the unification
of East and West Germany. These problems have
resulted in a lower income for the legal health insur-
ance. Legislation has established a limit up to which
dentists can be paid per year. If the total number of
dental services exceeds this limit, payment for single
treatments are reduced. A comprehensive review of
the German health care system has been published
recently.*

United States

There is no special financing or delivery sys-
tem specifically designed to meet the oral health care
needs of noninstitutionalized elderly people in the
United States. Oral health care services are provided
in private dental offices, but some older adults are
treated at community health centers. Private dental
practitioners primarily treat independently living
older adults who require little or no assistance in their
activities of daily living and access dental care as
would younger adults.*

Dentists in the United States are generally re-
imbursed on a fee-for-service basis, paid totally by
the individual or by a combination of out-of-pocket
expense by the individual and private/public dental
insurance. One important barrier to receiving dental
care for low-income older adults is the cost of care.*

Through payroll deductions, all working people
contribute to the federal Social Security program. The
Social Security program also includes the Medicare
program, which is the primary source of financing
for geriatric medical care in the United States. Medi-
care does not reimburse expenses for routine dental
care. Public financing of dental services is primarily
limited to lower-income older adults through the
Medicaid program, which is administrated by state
governments. Federal law mandates a specific mini-
mum of health insurance benefits and minimum eli-
gibility standards that all state Medicaid programs
must include. The federal benefit package mandates
dental care only for children and adolescents. Med-
icaid does not provide coverage of dental services
for older adults in every state. In fact, it has been
reported that “twenty-seven states are failing to meet
even the most minimal standards of care.”** Dentists
have the option to accept or limit patients enrolled in

the Medicaid program. Two reasons that are often
given by dentists for not accepting Medicaid patients
are that the fee paid to dentists for treating these pa-
tients is too low and that there are limitations on the
procedures for which Medicaid will pay.*® Two other
federally supported programs, the Old Age Pension
Program and the Post Eligibility Treatment of In-
come (PETT) program, also provide limited payment
for dental services.* The advocacy group Oral Health
America has characterized the overall grade for oral
health care of older adults in America a “D” due to
the many gaps in coverage and other access issues.®

Similar to Europe, the institutionalized and
homebound or frail elderly in the United States are
among those in greatest need of care, but they seem
to have the least access to dental services.* Nursing
homes that receive Medicare or Medicaid payments
are legally responsible for the dental care of their
residents, including performing an oral health assess-
ment, which must be completed within fourteen days
of admission to the nursing home and must be up-
dated annually. In reality, however, these require-
ments are far from being met in many long-term care
facilities in a way that would improve the residents’
oral health. In addition, few dentists are willing to
travel to these facilities to deliver treatment. A com-
prehensive review of these and related issues has been
reported by Berkey and Berg.*

Comparing Elder Dental
Care Access in Europe and
the United States

Dental care for independently living older
adults in the United States as well as in Denmark,
Norway, and Germany is primarily provided by pri-
vate dental practitioners only. In Sweden, indepen-
dently living older people can choose between pri-
vate dental practitioners or the public dental service,
and in the United Kingdom they can choose between
private dental practitioners or the National Health
Service. Dental treatment for independent older
adults is not free of charge in any of these countries,
but most preventive and restorative dental services
in the majority of the European countries mentioned
are subsidized, by law, by dental insurance systems
financed either by governments or by a fee paid in
part by the employer and in part by the employee. In
Norway, dental treatment for independent older
adults is paid totally by the patient.
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Theoretically, financial barriers to dental treat-
ment ought to be less important in these European
countries, except possibly in Norway, as compared
to the United States. However, this assumption may
not be entirely correct. Some of the studies referred
to in this review indicate that costs of care might
influence access for those of limited means.'3!’
Research has consistently shown social inequalities
in oral health and in the use of dental services in the
Scandinavian countries®**’® as well as in the United
States.* Although Palmqvist et al.*® reported that
higher income and education levels were significantly
associated with “best dental status” among older
adults in Denmark but not in Sweden, Avlund et al.>*
found rather strong social inequalities in oral health
status and use of dental services in a population of
generally healthy, very old Swedes, within public
health policies that have tried to minimize these in-
equalities.

Homebound, chronically ill, and institutional-
ized elderly people are considered to be a high-risk
group in the oral health services. For these people,
special dental care programs are available on-site in
Denmark, Norway, and Sweden and are almost free
of charge for the patient. Eligibility for non-
institutionalized older adults to be enrolled in these
programs is based on a medical evaluation. In the
United States, nursing homes that receive Medicare
and Medicaid payments are required by law to offer
dental care for their residents. In the United States
as well as in Europe, however, private dental practi-
tioners are generally hesitant to provide domiciliary
dental care to these groups of frail and functionally
dependent patients. One reason may be that, due to
high dental office overhead expenses, the dentist may
be reluctant to spend time away from his or her main
dental practice. Another reason may be problems
related to management of medically compromised
older patients, in particular, patients with dementia,
stroke, etc.?? In Denmark, Norway, and Sweden, the
public dental service may have a better basis for of-
fering outreach dental services than private dental
practitioners, because the municipalities (in Den-
mark) or the counties (in Norway and Sweden) make
the investment in equipment, and the dentists are paid
a fixed salary.

As previously mentioned, inadequate under-
graduate or postgraduate training in geriatric den-
tistry also may discourage practitioners from seek-
ing opportunities to treat geriatric dental patients with
challenging oral health problems, medical challenges,
and/or psychosocial concerns. Several European den-
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tal schools have undergraduate courses in geriatric
dentistry. In some dental schools, geriatric dentistry
has been established as a freestanding department or
program, while in other dental schools, the curricu-
lum is being taught integrated with existing courses.
Some dental schools only give a series of lectures on
geriatric dentistry, while other schools provide the
dental students with a comprehensive intramural
clinical component (“senior dental clinic’) and/or an
extramural rotation. In a few schools, dental students
and dental hygiene students work together as a team
and interact with nursing staff in long-term care fa-
cilities. There are no formal postgraduate specialty
training programs in geriatric dentistry in any of the
European countries discussed in this review; never-
theless, a few dental schools offer master of science
programs or Ph.D. programs in gerontology and ge-
riatrics, and their main focus is on research training.

Within the United States, dental schools uti-
lize similar predoctoral geriatric dentistry training
options. In contrast to the aforementioned European
countries, since the early 1980s there have been a
small number of one- or two-year postgraduate geri-
atric dentistry fellowship programs sponsored by both
the federal government and universities. Thus, in the
United States, there is a small core of well-educated
dentists specially trained to meet the needs of medi-
cally compromised, functionally dependent, and in-
stitutionalized elderly patients. Many of these den-
tists also teach geriatric dentistry in dental schools
and postgraduate courses. The shortage of skilled
gerodontists, however, is still a pronounced problem
in the United States as well as in Europe.

Summary

The availability of dental services, the organi-
zation of the dental health care delivery system, and
price subsidy for dental treatment are significant
mitigating factors that may influence the use of den-
tal services among older people. Additionally, stud-
ies have shown that the presence and number of natu-
ral teeth are highly correlated with dental visits, both
in Europe and in the United States. For older people,
dental care-seeking behavior is also impelled by sev-
eral other factors in addition to perceived need for
care, regardless of dentate status.’!5? Positive atti-
tudes toward dental care and a variety of social and
behavioral factors have been reported to be impor-
tant influences of dental service use. An active as-
sessment of and attention to these factors and an in-
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creased focus on undergraduate and postgraduate
training in geriatric dentistry may be meaningful in
order to increase access to dental care for older
people.

In conclusion, the socioenvironmental context
of a society, the oral health care system, and the per-
sonal characteristics of the individual may directly
or indirectly influence the use of appropriate oral
health services by aging populations.
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