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stract

Older adults in Canada face financial, behavioural and physical barriers to oral care. This final article of a 3-part series puts
forward suggestions to overcome these barriers. For example, the current multi-provider system of private dental insurance
could be transformed into a universal single-provider plan, similar to the existing plan for medical care, without much additional
investment from government funds. Consolidating dental insurance under a single provider would not only create equity in oral
care for older Canadians, but would also be more cost-efficient than the current system in rehabilitating oral health and func-
tions. Other suggestions include a call for socially responsible contributions from the dental professions to meet the needs of frail
people, and changes to enhance perceptions of oral health as integral to general health in an aging population.

Inequity in Oral Health Care: Series Overview

This 3-part series of papers began' with a description of the oral health concerns of
Canadians 65 years of age and older, an age group that will constitute about one-
quarter of the Canadian population by 2036.? Part 2 of the series® described the
financial, behavioural and physical barriers to oral care for older people, and now
Part 3 recommends that governments and dental professionals work together to
implement financial, socially responsible and educational strategies to reduce the
inequities in access to oral health care faced by older Canadians.

Overcoming Financial Barriers (older people) to another (dentists).

anadian governments have been Moreover, we believe that removing
C repeatedly called upon to assume the tax exemption on the employ-

greater responsibility for the ment-based benefits® currently carried
oral care of less advantaged commun- by half the population would be inad-
ities.*” In our view, implementing tax equate to cover the cost of oral care for
incentives for dentists to treat socially the other half of the population (i.e.,
marginalized groups® would only shift ~ those without dental insurance). Other

the inequity from one minority group  calls for public funding of dental care’
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might require governments to allocate funds from
their budgetary reserves. However, many fear this
would simply compromise other sectors of the
nation’s economy,” although data for the period
1995/96 to 2003/04 shows that increased spend-
ing on health care caused no decrease in spend-
ing on social or educational services."" In 2009,
public and private dental expenditures accounted
for only 7% of the total health care budget in
Canada (including physicians’ fees, hospital costs
and prescription drugs).”? Nonetheless, we believe
that in the current climate of restrained govern-
ment spending on health care, a new government-
funded dental program for all will have little or no
political appeal.

Fragmented Coverage

Medical services in Canada are financed
through public funds, while dental services are
financed directly by patients—either directly to
dentists or indirectly through multiple private
insurance companies. The relatively small dental
insurance market in Canada is dispersed among
multiple private insurers, and collectively accu-
mulates higher overhead and administrative
costs than it would be if administered by a single
provider.” Consequently, the premium rates for
dental insurance remain out of range for most
low-income people. Publicly financed dental plans
are available to households on social assistance in
some Canadian jurisdictions,"¢ but they are typi-
cally associated with low remuneration and com-
plicated paperwork for dentists, and the patients
are often noncompliant to appointment schedules
or treatment recommendations.®

Consolidation

We recommend a government-administered
system of dental insurance as a tax-deduct-
ible plan across the country for all Canadians.
Employers would contribute to the premiums of
their employees, as they do now, and everyone
else could contribute individually to the plan.
Governments would subsidize the premiums of
people receiving social welfare. It is important to
recognize that this plan is more akin to a pen-
sion plan than a government tax. Each provin-
cial and territorial government would act as local
underwriters to finance and invest the premiums.
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Given that administrative costs and expenditures
per capita in the Canadian publicly administered
medical insurance system are about half the cor-
responding costs for the mix of public and pri-
vate health care financing in the United States,'”'
we expect similar savings for a government-spon-
sored dental plan. Current employer-sponsored
dental insurance benefits are not taxed (except in
Quebec), a situation that in 2006 amounted collec-
tively to a loss in tax revenue of about $2.6 billion.
With this universal dental plan, the pooled contri-
butions would generate financial interest to offset
this loss in tax revenue and defray most of the
administrative costs, thereby sustaining the system

with little or no impact on government reserves.

Pooling of Risk

Private insurers prefer to cover healthy rather
than unhealthy people, and tend to favour those
who are relatively affluent.”* Premiums usually
increase with advancing age because of a presumed
greater health risk. In addition, some private
insurers adjust for risks with a diversity of options,
which adds further to their administrative com-
plexity and cost.?® Consequently, many people
cannot or choose not to maintain their private
dental insurance upon retirement.”” Thus, the
private insurance system consistently exhibits a
strong income-utilization gradient, as they tend to
exclude low-income people,* a trend that was iden-
tified by the Royal Commission on Health Services
in 1961 (which led to the 1966 Medical Care Act),?*
and again by the recent Canadian Health Measures
Survey (2007-2009).> Apparently, access to den-
tistry has not improved much over the past half-
century despite the growth of private insurance.

Within our proposal for a universal and pub-
licly administered dental plan, all Canadian resi-
dents, except those who wish to opt out, would be
covered at financially affordable rates, regardless
of age, health or employment status. After retire-
ment, people could continue to contribute to the
plan, according to personal capacity. This sharing
of financial risk would eliminate the adverse selec-
tion that occurs when the insured group consists
mostly of people at higher risk to disease.*® It also
allows distribution of the cost of oral care justly
and affordably across the population. The 2003
Canadian Community Health Survey estimated
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that dental insurance for low-income Canadians
would reduce the inequity associated with preven-
tive dentistry by about one-third.” Dental insur-
ance for all Canadians would further lessen the
inequity in services currently afflicting the frail
elderly population.

Cost-Effectiveness of Disease Prevention
Dentistry is widely perceived as expensive, and
many people on low income are predisposed to
use emergency rather than preventive services.?®
In one province, these emergency treatments,
which were mostly preventable, cost Ontario resi-
dents about $16 million a year in 2006, without
much address to the underlying dental problems.”
Indeed, the amount of money spent on dental ser-
vices by people without dental insurance is quite
similar to that spent by those with insurance.”> We
believe, therefore, that a universal dental plan to
all citizens, including older people, will eliminate
this inequity by helping to maintain oral health
awareness, encourage preventive care, and reduce
emergency and other costly dental treatments as

frailty increases.’**

Private vs. Public Care System

Proponents of a dual public and private health
care system believe that subsidized public ser-
vices inevitably suffer from a chronic shortage
of care providers and lengthy wait-times. They
also believe that competition from the private sys-
tems helps to improve the efficiency and quality of
care, by attracting care providers through higher
reimbursement fees.**** Nonetheless, the overall
effect elevates the cost of care and erodes confi-
dence in the public system,** which prompts some
jurisdictions to prohibit overlapping coverage for
physicians and necessary hospital services and
to regulate the fees of physicians who opt out of
the public plan.*® Reform of the Veterans Health
Administration in the United States has demon-
strated that a public system can guarantee better
access and better clinical outcomes than private
systems.® We believe that older people in Canada
can benefit from this experience when applied to
dentistry.

Solidarity in Care
Private dental insurers in Canada and else-
where typically recognize preventive services,
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extractions, complete dentures and prophylactic
removal of wisdom teeth as “basic” care covered
by their insurance policies, whereas rehabilita-
tive treatments, such as endodontics, periodontics
and fixed prosthodontics, are considered personal
responsibilities not covered by the insurance.?”
However, there is no universal consensus on the
scope of basic oral health care for any age group.
While most dentists in Canada would consider
endodontics, periodontics and uncomplicated
fixed prosthodontics as part of the routine basic
care they offer to their patients,*® insurers’ influ-
ence on patients’ treatment decisions could some-
times conflict with professional recommenda-
tions.* Furthermore, the scope of care varies with
changing expectations of the community. But the
provision of maximal benefit to the least advan-
taged in society is an essential principle of any
just and egalitarian distribution of health care.
Only then will the less well-off have a reasonable
opportunity to access the necessary health care of
a civilized society.” We also support the principles
that everyone should be free to select their care
providers, but that the provision of care must be
monitored responsibly by a regulatory body repre-
senting care recipients, care providers and policy-
makers. This regulatory surveillance, which exists
in all Canadian jurisdictions, should help prevent
unnecessary inflation of fees or other abuses.

Overcoming Physical Barriers

Remote Communities

Dental services in rural areas are limited,*
largely because dental professionals with minimal
personal or professional experience in rural den-
tistry generally prefer to live in urban commu-
nities.*’ Consequently, elderly people in remote
communities face major barriers related to isola-
tion and transportation, which predispose them
to serious personal and oral care neglect.*> Mobile
dental clinics have served many remote commu-
nities and long-term care facilities throughout
Canada.®* However, they are difficult to staff
and maintain.*® Universal dental insurance for all
Canadians would not necessarily bring oral care to
remote areas, but it would offer a financial incen-
tive for oral care providers to move to smaller and
more remote communities and encourage elderly
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people in remote communities to access care wher-
ever they find it.

Social Responsibility

Government leadership in oral health care
does not eliminate individual responsibility
to enable and promote basic health care equity.
A universal public dental plan might appear
to some as a simple shift of inequity from the
older population (15%) to the working popula-
tion (85%). Nonetheless, aside from fulfilling the
social responsibility to care for vulnerable mem-
bers of society (as Rawls argued) any of us can be
cast among the least advantaged in society and
might one day benefit from this principle of dis-
tributive justice.”” With the current system—where
employment-sponsored dental insurance is ter-
minated upon retirement—most people lose their

e

5 Strategies to Reduce Inequity in Oral Care

Encourage a government-administered universal dental
plan supported financially by redirecting the premiums currently
paid for private dental insurance in each province and territory

Promote oral health care widely to increase awareness and
enhance the skills of care providers responsible for older people

Establish official guidelines for standards of oral care within
all care facilities to reduce complications from oral diseases and
improve quality of life among residents living in the facilities

Develop and expand educational programs in dental
geriatrics for dental professionals interested in expanding their
scope of practice in the care of people who are elderly and frail

Review the admission criteria for dental and dental hygiene
programs to promote the selection of applicants with

mature social and humanistic values suitable for managing chronic
disease and disability in an aging population.
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premium contributions, as well as the potential
gains from preventive oral care. Although the ben-
efits of periodic recall examinations are unclear,*®
we believe that regular examinations would benefit
older people, especially when they grow frail and
increasingly more dependent on others.

Overcoming Behavioural Barriers

Health Promotion and Skill Development

Educational and dental public health programs
help to increase awareness about oral care and can
alleviate the anxiety associated with dentistry.*>*
Although nurses in care facilities are often over-
whelmed by competing priorities, they can be
motivated to convey their own personal hygiene
values to their patients.” Safe techniques for ren-
dering oral care to confused or defensively aggres-
sive elderly patients are challenging and should be
made familiar to all care providers in care facil-
ities.® Specially trained dental auxiliaries, such
as dental assistants and therapists, could help
champion oral care routines.”> Educating care-
givers, including family members, in oral care
can improve the general health of frail people
and reduce hospital admissions and health care
expenses.”** One conservative estimate indicated
that engaging one dental assistant to offer an oral
care program in each long-term care facility in
the United States would save a total of about
$300 million annually by reducing the incidence
of aspiration pneumonia by 10%.>° A similar pro-
gram could lead to a meaningful reduction in

Canada’s health care costs.

Quality Assurance

Continuous commitment to quality assur-
ance and a regular audit of interventions in care
facilities are needed to reduce inconsistencies in
oral care, even when staff are well trained.”*® A
well-run facility should engage all of its staff to
view “quality” broadly, provide quantitative and
qualitative evidence of its oral health promotion
activities to assure continuous maintenance of
care.”® We believe that an oral care protocol in
every care facility in Canada would go a long way
toward translating didactic knowledge into daily

practice.®

| 2014 | jcdagca



J Can Dent Assoc 2014;80:e11

Professional Training

Some dentists feel ill-prepared and over-
whelmed when confronted with the medical and
social problems associated with frailty, and they
struggle with the moral considerations of benevo-
lence and nonmaleficence in treatment plans.’>¢
Frequently, dental treatment performed on frail
elderly patients is little more than a “patchwork”
effort toward symptomatic relief.®* Questions
about choice of restorative materials, preservation
of natural teeth and level of oral hygiene can raise
large ethical dilemmas for which there is much
uncertainty.*>¢

Geriatrics is taught in almost all dental schools
in North America, although principally as a
didactic rather than a clinical subject.”*® Obstacles
to teaching dental geriatrics in undergraduate
education include overcrowded syllabuses, com-
pounded by lack of funding and personnel. Only
about one-third of the dental schools in the United
States and half of those in Canada offer their stu-
dents clinical exposure to geriatric patients.®”®
Moreover, there are very few formal programs (fel-
lowship or specialty) available worldwide for post-
graduate clinical and research training in geriatric
dentistry.®” Similarly, advanced training programs
for dental auxiliaries to expand their scope of ser-
vices to elderly people are similarly scarce.>

Holistic Approach

A curriculum in geriatrics can increase knowl-
edge and clinical skills, but typically fails to elim-
inate the negative stereotyping associated with
aging.®’® For instance, two surveys of British
Columbia dentists, one conducted about 20 years
ago’ and the other more recently,”* found a sim-
ilar disinterest in geriatric dentistry. Most dentists
perceived domiciliary services beyond their clin-
ical responsibilities because of time constraints,
administrative demands, meagre financial incen-
tive and limited education. Educational efforts
should focus more keenly on the social responsi-
bilities rather than the business of clinical practice,
in the hope that dentists instilled with humanistic
characteristics will address the needs of disad-
vantaged communities.®””?”*> Perhaps recruiting
people with empathy and altruism for admission
to dental and dental hygiene programs could help
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to achieve more holistic and equitable professional
oral health care for the rapidly aging population.

Conclusion

Inequity in oral care arises from financial,
behavioural and physical barriers, and remains a
challenge for older Canadians.” We believe that
the health professions, along with Canadian gov-
ernment agencies, have a social responsibility to
reduce this inequity for the benefit of all by imple-
menting the following 5 strategies:

1. Encourage a government-administered uni-
versal dental plan supported financially by redi-
recting the premiums currently paid for private
dental insurance in each province and territory

2. Promote oral health care widely to increase
awareness and enhance the skills of care pro-
viders responsible for older people

3. Establish official guidelines for standards of oral
care within all care facilities to reduce complica-
tions from oral diseases and improve quality of
life among residents living in the facilities

4. Develop and expand educational programs in
dental geriatrics for dental professionals inter-
ested in expanding their scope of practice in the
care of people who are elderly and frail

5. Review the admission criteria for dental and
dental hygiene programs to promote the selec-
tion of applicants with mature social and
humanistic values suitable for managing chronic
disease and disability in an aging population. #
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