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21 LifetimeHistory of Prevention in European
Countries. the Case of Dental Check-ups

Brigitte Santos-Eggimann, Sarah Cornaz and Jacgpagnoli

21.1 Accesstodental care: an indicator of performance of
health care systems

European countries differ in various aspects af thealth care systems, including
the level of public investments and the importagisen to prevention in national
health policies. However, little is known regarditige association between the
dissemination of preventive practices in populaiorciuded in the SHARELIFE
project and public policies in health domain.

Access to care is a major characteristic for théopmance of health care sys-
tems. Its assessment includes measurements ofgbeted use for a range of am-
bulatory and hospital services considered as apatat of realized access. Some
aspects of health care are particularly sensitivihé risk of inequality in access.
It is the case of dental care. Indicators of actesdental care are part of recent
WHO and OECD reports on health and care (WHO, 2@BCD, 2009); they
show a strong relationship with individuals’ soeieenomic circumstances (De
Looper and Lafortune, 2009; Van Doorslaer and Ma@ss2004). Previous results
from an analysis of SHARE baseline data indicated, in participating European
countries, visits to the dentist were unrelatedender but increased with the level
of education (Santos-Eggimann et al., 2005). Pvatien of the mastication ca-
pacity is crucial to avoid denutrition and its ceqaences on health and function
in older age. While in most countries European meoendations are issued for
yearly dental check-ups, dental care remains castily mainly offered by profes-
sionals active in the private sector and its cayerhy social health insurances
varies between countries from no one in Spain tmptete in Austria (OECD,
2009).

This chapter has the first objective to describlesiin the lifetime use of rou-
tine preventive dental controls in the SHARELIFEpplation, by country. The
second aim is to confront differences in underusdemtal check-ups observed
across European countries with contextual indicatioat describe national human
resources and reimbursement policy regarding deatal



21.2 Dataon individuals and health systems

SHARELIFE, the third wave of SHARE data collectiongluded original retro-
spective questions on individual lifetime use ofitdé care. They concentrated on
dental check-ups and care regularly performed febitdhood to the time of in-
terview. Information was collected on the age aspandents when starting to visit
a dentist regularly, the average frequency of densits, periods of interruption
and related age category of respondents, as wetasdns for not having dental
check-ups and care regularly over the life coufse.each respondent, we defined
holes in the lifetime use of routine preventive @déontrols as periods in which
dentists were either not regularly visited, orteidiless frequently than every two
years. These periods were characterized by thefigespondents: during child-
hood (0-15 years), youth (16-25 years), young adold (26-40 years), adulthood
(41-55 years), middle age (56-65 years) and older(66-80 years).

Analyses of SHARELIFE individual data were perfodvan respondents aged
52 to 80 years from 13 countries participating HARELIFE, taking account the
complete design information available from SHAREEIGnd Share wave 2 to
compute a correct estimate of variance. In orddakte account of cohort effects,
analyses were conducted for respondents aged 62 years and 66 to 80 years
separately.

Results are displayed in 4 geographic regions:héont (Sweden SE, Denmark
DK, Netherlands NL), Continental (Belgium BE, GemyaDE, Austria AT,
France FR, Switzerland CH), Southern (Spain E$y I Greece GR) and East-
ern (Czech Republic CZ, Poland PL) countries.

A total of 21281 respondents born between 1928 18%b were included in
analyses. The sample size ranged from 711 in AZ2®86 in GR. Respondents
were categorized into two age classes, 52-65 yaf9%) and 66-80 years
(43.0%). The proportion of women was 55.7% in fih& find 52.9% in the second
age category.

Context variables describe national manpower (temdidentists: number of
dentists in practice / 1'000 inhabitants) from 12602006, according to 2008
OECD Health data, and the coverage of dental @aredf-pocket dental expendi-
ture as a percentage of total dental expenditar@P06, according to OECD indi-
cators (OECD 2009). Additional information on hbattolicy for selected coun-
tries was collected from WHO European observatdrpenlth systems reports
(WHO, 2010).

21.3 Lifetime underuse of dental carein European countries

Both the level and the pattern of the lifetime unde of dental care of middle
aged individuals, as measured from self-reportéarimation, varies widely be-



tween European regions. Figure 21.1 shows that;, thee lifetime, underuse of

dental care in subjects currently aged 52-65 ygasat the lowest level and sta-
ble in all three Northern countries. Along the wéhdife course, a slightly higher

(although not significantly) proportion of underuseeported in NL as compared
to DK and SE, except in the childhood period. Ihthtee countries, underuse
does not exceed 17% at all ages, with very closp@tions observed in DK and

SE.

Countries of the Continental region of Europe sflammmon pattern of life-
time experience: BE, DE, AT, FR and CH all expecga decline in underuse of
dental care over the life course. However, the ll@feunderuse varies substan-
tially between these countries. It is the highesBE and FR, where proportions
decline from 62% in childhood to 43% at age 56-6&rg, with a slightly higher
level in BE than in FR. Underuse decreases dutieglife course from 44% in
childhood to 33% at age 56-65 years in AT, and fidi®6 to 23% in DE. It is the
lowest and characterized by the smallest declirex the life course in CH (from
23% to 17%). Figure 21.1 also shows that the rapkincountries in Continental
Europe is maintained all over the life course, vid#igian respondents experienc-
ing the highest level of underuse from their childd to their middle age, and
Swiss respondents reporting the lowest level okamsk during their whole life.

Like in Continental Europe, countries in the Southeegion display a decline
in underuse of dental care with age. However, tlesiel is very high, with pro-
portions of underuse ranging between 82% and 88%hildhood, and between
62% and 71% at age 56-65 years. GR experiencetiayparly high proportion of
underuse of dental care in adulthood, while ES [anshare a similar experience
of underuse along the whole life course.

In Eastern Europe, CZ and PL display a similarguatbf underuse unaffected
by age. The level is low (between 8% and 10%) in Wiere it compares with the
experience of Northern countries. By contrasts ihigh in PL (between 58% and
63%), where it compares with Southern countriesdulthood.

Figure21.1: Proportions of SHARELIFE respondents aged 52 tgegfs in 2008 who
underused dental care at given ages
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The life course experience of dental care in Euaapgopulations seems to have
improved over time in all countries participating SHARE. A comparison be-

tween Figures 21.1 and 21.2 suggests a cohortteffeall countries except SE,

the level of underuse reported by individuals a§&do 80 years (Figure 21.2) is
higher during the whole life course, than the leglorted by the 52 to 65 years
old (Figure 21.1).

In the Northern region, differences between coesti@re larger than in the
younger age category, and Figure 21.2 displaysgenedfect that was not ob-
served in Figure 21.1: underuse of dental carertegpdy individuals aged 66 to
80 years was higher in their childhood and you#intin their adulthood and in
older age. NL shows the highest level of undertegging between 45% in child-
hood and around 30% from age 16-25 to age 76-8(yaad SE the lowest level
(from 19% to 10%).

In the Continental region, the ranking of countigsimilar in Figures 21.1 and
21.2 except for DE. Underuse of dental care deglinem 79% in childhood to
59% at age 76 to 80 years in BE, and from 48% &b 84CH. However, the life-
time evolution of underuse for 66 to 80 year oldividuals in DE is characterized
by a high proportion of underuse in childhood (59&&k 3/5) to a low proportion
in the adulthood and older age (25% at age 76 te@0s, rank 5/5).

A high level of underuse over the life course gistered in Southern countries
for respondents aged 66 to 80. The order of camts the same as the order ob-
served for the younger age category of respondelifferences between coun-
tries, however, are larger and increasing ovetifbieourse. The level of underuse
declines slightly from 94% in childhood to 85% gear6 to 80 years in GR. The
slope is steeper in ES (from 94% to 76%) and i(fiddm 90% to 68%).

In Eastern Europe, the life course decline of unsiereported by individuals
aged 66 to 80 is moderate, and the level of thiscator is much lower in CZ



(from 25% in childhood to 18% at age 76 to 80 ye#nan in PL (from 83% to
72%).

Figure21.2:  Proportions of SHARELIFE respondents aged 66 tge2l's in 2008 who
underused dental care at given ages
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21.4 Elements of health policy regarding dental carein
European countries

In most countries participating in SHARELIFE, théseno clear evidence of a re-
lationship between the level of underuse of dectieck-ups and care and the den-
sity of dentists as shown in Figure 21.3. While léneel of underuse reported by
respondents aged 52 to 65 is very close over thiedle life course in the three
Northern countries, a sizable difference in desitidensity is observed between
NL (low density) and SE (high density), with DK am intermediate position. This
ranking, however, reflects the order of countribsesved in the older age group,
with a lower level of underuse over the life cours&E, a higher level in NL, and
an intermediate level in DK. Differences today simaller, with a level at 0.5 den-
tists / 1’000 inhabitants in NL and 0.8 in SE anld.Dn these Northern countries,
the current proportion of dental expenditure paid-af-pocket is estimated at
63% in SE and at 69% in DK (no data available i.NL

Countries in the Continental region have less diffiee in dentists’ density. DE
has the highest density over the whole 1960 to 2@0d. BE was characterized
by a low density in 1965-1969 and a continuousease in the following 40
years; it ranks as high as DE in the most receat {@.8). FR also increased its



density in the past 30 years and ranks slightlpwddE and BE in 2005 (0.7). AT
and CH are in the lowest range among these coantrigh a quite stable density
that compares to the density of NL today (0.5).gtestheir increasing dentists’
density over time, and despite a proportion of aleeipenditure paid out-of-
pocket in the low range (BE 34% and FR 28%), th®se countries have the
highest level of underuse of dental care in theti@ental region. By contrast, DE,
cumulating a high dentists’ density over the ldsty@ars and the lowest out-of-
pocket share of dental care expenditure, has a mawde&vel of underuse. The
Swiss situation, where dentists’ density is in thiddle range and dental care ex-
penditures are only marginally financed by the camity (out-of-pocket share
91%), is particular, with a favorable position retjag underuse of dental care.

Among Southern countries, ES was characterized fgrtécularly low density
of dentists from 1960 to the middle of the year8A Density then increased up to
0.5 in 2006. This level compares with IT in theaeyears (no data available be-
fore 1993). By contrast, the dentists’ density iR @as at 0.4 in 1960 and in-
creased to 1.2 in 2005. The very high proportiorithef population experiencing
underuse of dental care along the whole life coimséS may be explained not
only by a low density of professionals, but alsothg fact that dental care is al-
most exclusively paid out-of-pocket (97%) in thuatry. Information regarding
the share of dental care expenditure paid out okgiin GR and IT is not avail-
able in the OECD database.

In the Eastern region, the evolution of dentistshsity differs between CZ,
where it increased from a low 0.2 dentists / 1'G@Babitants in 1970 to 0.7 in
2006, and PL, where dentists’ density increaseoh f@o3 in 1960 to 0.5 in 1977-
1991, and then declined to reach 0.3 in the enth®fl990 years. The share of
out-of-pocket financing of dental care is lower@Z (30%) than in PL (69%),
which may explain the much higher level of underakdental care over the life
course in PL.

Figure21.3: Number of dentists in practice / 1’000 inhabitarfitsin 1960 to 2006
or last year available, by country (source: OEGEalkh data 2008)
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21.5 Reasonsfor missing routine dental controlsin European
countries

SHARE participants reporting holes in their lifeéinuse of routine preventive
dental controls were also asked about causes. leoahtries, a majority of re-
spondents mentioned that they did not perceiveed,nié was not usual to have
dental check-ups, or information was lacking.

Figure21.4:  Proportion of respondents reporting holes in thigtime use of routine
preventive dental controls who mentioned that thay did not perceive a need,
it was not usual to have dental check-ups, orimé&ion was lacking.
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The proportion mentioning that they had no placeetmive this type to care near
home did not exceed 5%, except in GR (18%) and.iflR%). Overall, financial
reasons (cost of care or lack of insurance covgnragee mentioned in 16%, but
the proportion exceeded 20% in CH (30%), ES (298k),(28%), DK (24%) and
GR (21%).

21.6 Conclusions

Underuse of dental care over the life course comjmes health in old age and
should be limited to improve the quality of lifeHBRELIFE data indicate that
even in countries characterized by the most faverabnditions of professional
manpower and care reimbursement, and using a w&rgecvative estimate of un-
deruse of dental care (periodicity of controlseatst every two years was the cut-
off used in this analysis, while most countriesoramend yearly visits to the den-
tist), underuse of dental care concerns at lea4t dfthe population aged 52 to 80
years.

Large variations were observed between Europedaanmg@nd countries, with
levels of underuse reaching more than 85% alongMi@e life course in some
countries. In most cases, high levels of underasebe explained by a dentists’
density lower than 0.5 / 1’000 inhabitants and bgra large proportion of dental
care bills paid out-of-pocket. Intriguing situat&grike CH where the level of un-
deruse is moderate and the proportion of dent& eapenditure financed out-of-
pocket is very high, may have roots in a sufficidantists’ density conjugated
with a high level of income. In GR, the high lewdlunderuse of dental care de-



spite a very high density of dentists may be rdlatethe high cost of this type of
care (Siskou et al, 2009) or to variations in dgnky region (e.g. Athens 1.66 /
1'000 inhabitants, lonian Islands 0.57 / 1’000 ipit@nts in 2001, according to
data provided by the Hellenic Statistical Author{BL.STAT.)). Further investi-
gations should be dedicated to gain a better utatetisig of the specific situation
in countries or regions, and to integrate the pakmultiple causes of underuse
of dental care in Europe.
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