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Objective: Although routine dental care is essential for both oral and overall health, in Canada, access to such 
care is uneven. Those with low or medium income and no workplace dental coverage often face financial barriers 
in accessing dental care. However, the factors that affect access — income, employer-provided health benefits 
and public dental care subsidy programs — have changed over the decades. This study examines the net impact of 
these factors on long-term trends in dental care access among different groups in Canada over the past 5 decades.

Methods: Using data from 1,235,268 respondents to 20 Canadian cross-sectional surveys administered between 
1972 and 2017, we estimated the proportion of people who had at least 1 consult with a dental professional over 
the past 12 months. Prevalence trends by region, age group, education and income level were compared.

Results: In each age group, the proportion of people consulting a dental professional at least annually gradually 
increased over the last 5 decades. During the recession of the early 1990s, a temporary drop in use occurred, 
particularly among younger age groups. We noted significant regional differences in use among individuals in 
the same age group: rates were highest in Ontario and British Columbia and lowest in Quebec and the Atlantic 
provinces. Marked differences in use by level of education and income persisted over the 5 decades. Dental care 
use was significantly higher among those with higher levels of education and higher incomes. The increase in 
overall rates of dental care use suggest that an increasing fraction of Canadians have higher incomes or are better 
educated, or both. Nevertheless, about a third of Canadians ≥ 15 years did not receive dental care in 2015.

Conclusion: Given that dental care is almost wholly privately funded and displays a high degree of income-related 
inequity, there is an urgent need for policy action to address unequal access to dental care in Canada.
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Canadians are among the largest spenders and users of dental 
care globally, yet many face financial barriers to dental 
care.1 Such individuals are typically less affluent and lack 

an employer-sponsored health-benefit plan.1–3 People with access 
to dental care are more likely to receive basic preventive services, 
and any oral diseases are more likely to be detected at earlier 
stages.4 As a result, they are also more likely to maintain good oral 
health.4 It follows that financial barriers to dental care can result in 
compromised oral health and health-related quality of life. These 
barriers also result in lost productivity and higher medical and 
hospital care costs.1

The relation between income and access to dental care in Canada is 
well known.1 Less is known about how this relation evolved. Over 
the last 5 decades, average income levels in Canada have increased 
markedly. Data from the World Inequality Database indicate that the 
average, inflation-adjusted income of Canadian adults (≥ 20 years) 
increased by a factor of 2.25 between 1960 and 2022.5 Rates of 
senior poverty declined sharply in the 1970s and 1980s.6 This 
income growth has likely improved the affordability of dental care.

However, over the same period, income inequality increased. 
Although the share of pre-tax national income held by Canadian 
adults in the top 10% of income distribution has grown since the 
late 1980s, the share for those in the bottom half has declined.5 Thus, 
the marked income gains over the last several decades have not 
been equally shared. There is also some evidence that the fraction 
of working-age Canadians with employer-provided dental coverage 
has declined recently. Specifically, the proportion of Canadians with 
dental insurance fell by 3% between 2009 and 2018.7 This could be 
a result of labour market changes: a growing share of those in the 
labour force provide services as independent contractors and not as 
employees.8 An additional factor affecting use of dental care was the 
introduction by provincial governments of limited subsidy programs 
for youth, seniors and the indigent during the period 1970–2020.1

Little is known about how these changes in income, employment 
patterns and government subsidies have affected long-term trends in 
dental care access in Canada. Thus, we sought to provide empirical 
evidence on this issue by examining trends, over the last 5 decades, 
in the proportion of Canadians who report having seen or talked to 
a dental professional at least once in the previous year. This is by no 
means a comprehensive measure of the use of needed dental care. 
However, it does reflect the prevalence of at least a minimum level 
of care—a dental examination—and is measured in most health 
surveys. We examined trends by income distribution, region of 
Canada, age group and education level. These trends can show how 
the income gradient in dental care access in Canada has evolved 
over time and provide insights into its future direction.

Methods

Study Design and Data Source
We combined 1,235,268 individual observations from 20 cross-
sectional surveys of the community-dwelling population of Canada’s 
10 provinces that collect information on the use of dental care. These 
data were obtained from the public use versions of 6 surveys: the 
1970–1972 Nutrition Canada National Survey (NCNS); the 1978 
Canada Health Survey (CHS); the 1985 and 1991 General Social 
Survey (GSS); the 1990 Health Promotion Survey (HPS); the 1994, 
1996 and 1998 National Population Health Survey (NPHS); and the 
Canadian Community Health Survey (CCHS), which was conducted 
periodically from 2001 to 2017. These data were obtained from Odesi, 
a Canadian social science data repository and online exploration and 
analysis tool.9

Some of these surveys sampled residents of Canada’s 3 northern 
territories, Nunavut, the Yukon and Northwest Territories; however, 
these observations were excluded because of the inconsistent coverage 
over the years. The surveys targeted individuals living in private 
dwellings and, thus, excluded residents of long-term care facilities and 
other institutions. They also did not survey residents of Indian Reserves, 
full-time members of the Canadian Forces or residents of some remote 
areas of Quebec. Table 1 shows the sample size for each survey cycle. 
Most were conducted after 1990; only 2 were conducted in the 1970s 
and only 1 in the 1980s.

These surveys asked participants how many times they had seen or 
talked to a dentist in the previous year or whether they had seen or 
talked to a dentist at least once in the previous year. Later versions 
of the CCHS replaced “dentist” with “dental professional,” which 
includes dentists, denturists and dental hygienists. We used these 
data to estimate the proportion of Canadians who reported having 
consulted a dental professional at least once in the previous year. We 
estimated this proportion for each survey year and region, stratifying 
by age group, highest level of education or income level. The 2017 
CCHS asked about dental professional consults only for respondents 
from Ontario. Observations with missing information on dental 
professional consults or on stratifiers (region, age, education, income) 
were dropped.

Each of these surveys, except the 1972 NCNS, was conducted by 
Statistics Canada; the NCNS was conducted by Health Canada. All 
but the 1972 NCNS and the 1978 CHS were telephone surveys. The 
NCNS and CHS were administered through a combination of self-
completed, written responses to a questionnaire and interviewer-
administered surveys conducted at the respondent’s home. The surveys 
included observation-specific weights that adjusted for household 
non-response and other factors that made population estimates 
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consistent with known province–age–sex totals. We used these survey 
weights when estimating the proportion of the residential population 
that obtained dental care in the previous year.

Each of the surveys indicated the respondent’s province of residence, 
except for the public use version of the 1978 CHS, which grouped 
respondents from Alberta, Saskatchewan and Manitoba in the Prairie 
region. Similarly, respondents from New Brunswick, Nova Scotia, 
Prince Edward Island and Newfoundland-Labrador were grouped in 
the Atlantic region. To ensure comparability with the 1978 CHS, for 
most analyses, we used the CHS regional identifiers (British Columbia, 
Prairie, Ontario, Quebec and Atlantic regions) for all surveys. We also 
categorized respondents into 5 age groups—15–19, 20–24, 25–44, 
45–64 and ≥ 65 years — as the source of dental coverage varies across 
these groups. The youngest age group often obtained dental care 
coverage from a parent. This was also the case for some in the 20–24 
group; others in this age group were reliant on workplace benefits. 
The prime working age groups were 25–44 and 45–64. Many of those 
in the remaining group, those ≥ 65 years, were retired and no longer 
eligible for workplace health benefits.

Respondents were divided into 3 categories that reflect pre-tax 
household income from all sources. The categories of household 
income varied across survey years. To standardize, we estimated 
actual household income by taking the midpoint of each category. For 
instance, income of $20 000–$29 999 was taken to be $25 000. The 
income assigned to the open-ended top category (such as ≥ $100 000) 
was estimated as 25% above the top value (so, $125 000 for 
the ≥ $100 000 category). Next, we adjusted incomes for inflation 
using the Statistics Canada annual national all-item consumer price 
index.10 This adjustment measures incomes in 2002 dollars; $75 000 
in 2002 dollars is worth about $100 000 in 2017 dollars. Finally, we 
divided respondents into 3 groups of real annual household income: 
< $30 000, $30 000 to $74 999 and ≥ $75 000. 

We also placed respondents in 4 categories that reflect their highest 
level of education: less than high school diploma, high school diploma, 
some postsecondary education and completed a college diploma or 
university degree. Educational levels are more reliably measured than 
income: response rates are higher and are less subject to misreporting. 
Moreover, education is highly correlated with income. Thus, the 
dental care–educational attainment gradient provides an alternative 
way to assess the dental care–household income gradient.

We fitted a median spline curve to the annual estimates. The spline 
estimate fits a smooth curve through the yearly estimates in a way 
that captures local trends in dental care use, while smoothing out 
fluctuations in the estimates obtained from surveys conducted in close 
succession. All analyses were conducted in Stata v. 17.0 (StataCorp 
LLC, College Station, Tex.).

Results

We estimated the proportion of people ≥ 15 years in each region who 
reported having consulted a dental professional at least once in the last 
year (hereafter referred to as “dental care use”). Several patterns are 
evident (Figure 1). First, dental care use increased from the late 1970s 
to late 2010s in all regions, especially Quebec and the Atlantic region. 
Second, regional differences in dental care use persisted over time. 
Rates were highest in the relatively affluent provinces, Ontario and 
British Columbia; Quebec and the Atlantic provinces had the lowest 
rates. However, the differences across regions appear to be narrowing 
over time as a result of marked growth in dental care use in Quebec 
and the Atlantic region. Third, the rates of dental care use declined in 
all regions during the recession of the early 1990s. Finally, growth rates 
in all regions appear to be plateauing or slowing. The national average 
rate of dental care use for those ≥ 15 years in 2015 was 68%.

We also looked at the proportion of people in various age groups 
who visited a dentist at least annually (Figure 2). Data from the 2017 
CCHS was omitted, as it surveyed Ontario residents only. Dental 
care use has increased across all age groups from the early 1970s 
to late 2010s. The largest increases occurred among older adults, 
those ≥ 65 years. Differences in dental care use between age groups 
appears to be narrowing over time, although dental care use tended 
to decrease over the lifecycle, with rates highest for 15–19 year olds 
and lowest for seniors over the entire period. 

However, the relative rates of dental care use for those 20–24, 
25–44 and 45–64 varied over time. In the mid-1970s, rates declined 
uniformly with age. By the late 2010s, the rankings reversed: those 
45–64 years had the highest use, followed by those 25–44 and then 
those 20–24. Indeed, the rates for the 25–44 years group plateaued 
over the period 2000 to about 2013, while rates for those 45–64 
continued to grow. 

The final striking observation is the impact of the economic recession 
of the early 1990s on dental care use for those under 65 years. The 
impact is most evident for teens aged 15–19 years. Rates eventually 
rebounded as the economy recovered. There is also some evidence of 
a reduction in rates of dental care use among those under 65 during 
the recession of the early 1980s. The evidence is less clear, however, 
given the small number of surveys conducted in the 1970s and 1980s.

We explored how the trend in dental care use of different age groups 
varies across the provinces (Figure 3). As for the national trend, dental 
care use was highest among young respondents (15–19 years) and 
lowest among seniors (≥ 65 years) in all provinces. Rates of dental 
care use among adults ≥ 25 years gradually increased, whereas 
rates among younger people appear to have plateaued. There were 
persistent interprovincial variations in use, with the highest rates in 
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Ontario and British Columbia and the lowest in Newfoundland and 
Quebec. Variation in provincial rates for each age group (with the 
possible exception of those 20–24 years) appears to have decreased 
in the latter part of the sample period.

Graphs by region highlight the convergence over time of the rates of 
dental care use by the different age groups (Figure 4). Also, in 3 relatively 
affluent regions, British Columbia, the Prairies and Ontario, rates of 
dental care use of those ≥ 65 years is catching up to the rates for younger 
adults. In Quebec and the Atlantic region, rates of dental care use of 
those ≥ 65 years remain markedly lower than for adults < 65 years.

To estimate trends in dental care use by level of education, we 
restricted our sample to those ≥ 25 years, given that the highest 
educational attainment status of those still in school at the 
time of the survey was not available. Those with higher levels 

of education had higher rates of dental care use, and these 
differences persisted over time (Figure 5). Rates of dental care use 
among those who had not completed high school declined over 
the 1970s into the mid 1980s, and gradually increased thereafter. 
However, the rates of dental care use of this group remained 
below the rates for those with higher levels of education, 
especially in Quebec and the Atlantic provinces.

Trends in dental care use by people ≥ 25 years by level of household 
income and region showed an increase over time (except during 
the recession of the early 1990s) for all income groups (Figure 6). 
However, rates of use were higher with higher household income. 
Differences in dental care use among income groups use were 
particularly large in Quebec and the Atlantic region, but the gap 
appears to be narrowing because of increasing rates of dental care 
use by the lowest income group.

Table 1: Sample sizes, by survey and year.

Survey n

Nutrition Canada National Survey, 1972 15,074

Canada Health Survey, 1978 31,490

General Social Survey, 1985 11,200

Health Promotion Survey, 1990 13,792

General Social Survey, 1991 11,924

National Population Health Survey

  1994 16,989

  1996 79,172

  1998 16,497

Canadian Community Health Survey

  2001 121,968

  2003 124,124

  2005 123,419

  2007 121,925

  2009 115,230

  2010 58,329

  2011 6,579

  2012 57,649

  2013 118,891

  2014 59,285

  2015 100,864

  2017 30,867

Total 1,235,268
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Figure 1: Percentage of the population aged ≥ 15 years who consulted a dental professional at least once during the past year 
by region, 1972–2017.* 

Figure 2: Percentage of the population aged ≥ 15 years who consulted a dental professional at least once during the past year 
by age group, 1972–2015.* 

*Median spline curve fit to the region-specific estimates.

* Median spline curve fit to the age-specific estimates.

Long-Term Trends 
in Access to Dental Care in Canada

J Can Dent Assoc 2024;90:o3 
April 29, 2024

J Can Dent Assoc 2024;90:o3 ISSN: 1488-2159 	 5 of 10   



Figure 3: Percentage of the population who consulted a dental professional at least once during the past year, by province and 
age group, 1972–2017.* 

Figure 4: Percentage of the population who consulted a dental professional at least once during the past year, by age group 
and region of Canada, 1972–2017.*

*Median spline curve fit to the province-specific estimates.

*Median spline curve fit to the age-group specific estimates.
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Figure 5: Percentage of the population ≥ 25 years of age who consulted a dental professional at least once during the past year 
by highest level of education and region of Canada, 1972–2017.* 

Figure 6: Percentage of the population ≥ 25 years of age who consulted a dental professional at least once during the past 
year, by real annual household income and region of Canada, 1972–2017.*

*Median spline curve fit to the education-level specific estimates.

*Median spline curve fit to the education-level specific estimates.
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Discussion

This study presents evidence of the long-term trends in dental 
care use in Canada based on repeated cross-sectional population 
surveys, all but one of which was conducted by Statistics 
Canada. The results indicate that dental care use—measured 
as the proportion of Canadians who report having consulted a 
dental professional at least once in the past year—has increased 
over the last 5 decades, especially among seniors (≥ 65 years) 
and older adults (45–64 years). Around this secular increase, we 
observed temporary reductions in use around the recession of 
the early 1990s.

Although dental care use has gradually increased, disparities 
between socioeconomic groups and regions have persisted over 
time. In each age group, dental care use has been highest among 
individuals in Ontario and British Columbia, with Quebec and the 
Atlantic provinces moderately lagging behind. This is consistent 
with the findings of previous studies that a greater proportion 
of Ontario and British Columbia residents make annual dental 
visits.12,13 In both Ontario and British Columbia, the number of 
dentists per capita is higher than in other Canadian provinces.14 
The greater access (with subsequent higher service use) in these 
provinces may be attributed to their demographic composition 
or income levels.

Differences in dental care use by level of household income also 
persisted over time. This no doubt reflects the fact that lower 
income households are less able to pay for dental care costs 
and are less likely to have private dental insurance coverage 
(which is usually a benefit for employees in permanent, full-
time jobs).12,13,15 There is some evidence, however, that income-
related differences in dental care use in Quebec and the Atlantic 
regions are decreasing.15 In our data, this appears to be driven by 
a recent plateauing of dental care use among individuals in the 
2 highest income groups and a growth in use among those in the 
lowest income group. It is unclear whether the increase in use 
of dental care among lower income households reflects higher 
levels of income in these groups or perhaps public subsidies 
for dental care targeted at lower income households.12 Further 
research may help elucidate the impact of dental care subsidies 
on rates of dental care use among lower income households.

In each region, more highly educated people also had higher rates 
of dental care use. This likely operates through 2 mechanisms. First, 
people with higher levels of education tend to be more aware of 
the importance of oral and dental hygiene and, hence, more 
likely to seek dental care.16,17 Second, education also correlates 
with dental coverage and higher income, both of which relax 
financial constraints on access to care. There was less growth 

over time in education-level-specific rates of dental care use. The 
fact that overall rates of use are increasing, thus, likely reflects 
an increase in educational attainment of the population. Indeed, 
the proportion of the population without a high school degree is 
declining over time, while the proportion with a post-secondary 
degree has increased.18

Our study period ends in 2017, and of course much has 
happened since then. The COVID-19 pandemic disrupted the 
labour market and household incomes,19 and the post-pandemic 
recovery is ongoing. It is unclear how income-driven inequality 
in dental access has changed since 2017. Also, the federal 
government recently announced the launch of the Canadian 
Dental Care Plan (CDCP), which aims to improve dental care 
coverage for approximately 9 million uninsured Canadians with 
a family income < $90 000.20 Initially, only seniors are eligible for 
the subsidy, but eventually younger people will become eligible. 
The launch of this program may help narrow the income-dental 
care use gap. Estimating the impact of the CDCP on trends in 
dental care access and the provision of needed dental care is a 
fertile topic for future research.

This study has several limitations. First, self-reported consultation 
with a dental professional in the previous year is used as a 
proxy measure for access to dental care. This is by no means a 
comprehensive measure of use of needed dental care.1 Instead, 
it typically reflects a minimum level of dental care. Second, as 
with any survey analysis, some individuals may have difficulty 
recalling events from the previous 12 months. Third, combining 
respondents from provinces in the Atlantic and Prairie regions 
enhances comparability of the estimates over time but, of course, 
limits our ability to follow the trends in each province of these 
regions. Fourth, given that relatively few surveys were conducted 
in the 1970s and 1980s, evidence of trends in dental care access 
during this period are weaker than in later periods. Finally, the 
surveys exclude residents of long-term facilities and Indian 
reserves. Dental care access of both these groups tends to be 
lower than that for other Canadians.21,22

In conclusion, dental care access in Canada has increased 
substantially over the years, but about a third of Canadians 
≥ 15 years still do not obtain even a minimum level of dental 
care (an annual consult with a dental professional). These people 
tend to have lower levels of education and lower incomes. 
Although isolated provincial interventions may have contributed 
to recent improvements in overall dental care access, broader 
and coordinated policies are urgently needed to expand dental 
care access for marginalized groups in Canada.
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