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Abstract

Objectives: This study aimed to investigate the referents and meanings that
underlie self-ratings of oral health and to determine whether they vary by partici-
pants’ characteristics. Methods: Semistructured interviews were conducted with a
convenience sample of 80 adults who were asked to rate their oral health and
explain the reasons for their ratings. The interviews were tape-recorded, transcribed
in full, and subject to a content analysis that involved identification and coding of their
frames of reference. These codes were collapsed to create a smaller number of
categories to allow for comparisons of the proportions invoking each frame of
reference. Results: There was considerable variation in the accounts offered to
support the self-ratings of oral health. The most common referents used were
biomedical, involving current oral problems, treatment needs and treatment histo-
ries, and behavioral, which included oral self-care practices, other health behaviors,
and dental visiting patterns. Pain and tooth loss were also common. Most notable
was the absence of functional and psychosocial referents that are prominent in
contemporary definitions and measures of “oral-health-related quality of life.” There
was some variation in the referents used according to sociodemographic character-
istics, with age being the main source of variation. There was also variation accord-
ing to the category of the self-rating used; those with favorable ratings tended to use
different frames of reference than those with unfavorable ratings. Conclusions: The
biomedical model and professional ideologies and values provide the main frames of
reference that give meaning to self-ratings of oral health. Variations in the meanings
of the self-ratings have some implications for the use of this item in quantitative
studies, which warrants further investigation.
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Introduction
One of the most commonly used

types of questions on health surveys
is a global self-rating. Here, individu-
als are asked to rate their general
and/or oral health on a scale that
usually ranges from “excellent” to
“poor” (1). It is generally agreed that
these global ratings provide a
summary of how people perceive
their health, both objectively and
subjectively, and, given their close
association with scores from multi-
item, multidimensional health status
scales and indexes, they may be as
useful as these scales and indexes in
assessing the health status of patients

and populations (2). For example, it
has been suggested that, where
questionnaire resources are limited,
these single-item measures can sub-
stitute for much longer indexes and
scales.

In addition, a substantial body of
research indicates that these ratings
are powerful predictors of survival,
functional decline (3,4), and use of
health care services (5). Fewer
studies have been undertaken with
respect to oral health, but those that
have indicate that self-ratings of oral
health are independent predictors of
concurrent and future self-ratings of
general health (6), oral functional

decline, and predictors of concurrent
proxy measures of quality of life
(7-9). Given their widespread use
and predictive potential, two impor-
tant questions need to be addressed.
First, how do we account for the
predictive power of self-ratings of
general and oral health? The answer
to this question depends on the
answer to a second: What do they
measure? That is, what dimensions,
frames of reference, and meanings
underlie self-ratings of health?

Two approaches have been used
to study these issues: quantitative
and qualitative (10). The first involves
the use of large and often random
samples and correlational and
regression analyses to assess the asso-
ciations between multi-item, multidi-
mensional measures of health status,
single-item measures of behaviors,
and/or other attributes and global
ratings of health (11,12). While this is
a useful approach and one that has
provided some valuable insights, it
has a number of important limitations.
The main problem is that the scales
and items used as predictor varia-
bles are based on the investigator’s
assumptions about the dimensions or
factors that are important in shaping
people’s evaluations of their health.
This may be why, in these analyses,
much of the variation in self-rated
health is not accounted for (10). In
addition, these correlation and regres-
sion techniques identify the correlates
or predictors of self-rated health
rather than their meaning.

By contrast, the qualitative
approach uses semistructured inter-
views with relatively small, conve-
nience samples to identify the frames
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of reference underlying summary
measures of health (1,10). The main
questions addressed by such studies
are: “What is it that people are saying
when they rate their health? What do
they mean?” (13). Some studies take
a strictly qualitative approach and
identify frames of reference, while
others code these frames of refer-
ence and subject the reduced data
to simple quantitative analysis to
determine whether meanings vary
according to sociodemographic
characteristics and according to the
categories of the self-rating. That is,
do people who rate their health as
“excellent” use a different frame of
reference than those who rate their
health as “poor”? However, such
studies are rare (13).

For example, Manderbacka (14)
undertook semistructured interviews
with 40 people aged 35 to 64 years
who had taken part in a national
study of living conditions in Finland.
They were asked to describe their
health in their own words and to
give their reasons for rating their
health on a continuum from “excel-
lent” to “very poor.” Health was
described as the presence or absence
of disease states, as the ability to
function in relation to the person’s
life circumstances or environment, as
the experience of physical and psy-
chosocial symptoms and as fitness-
and health-promoting behaviors.
Manderbacka (14) concluded that
“the health the respondents were
constructing was not an abstract,
general construct but a varied, con-
crete, contextual sometimes contra-
dictory concept drawing on different
sources of information.” Similarly,
Jylha (15) found that the concept of
health that emerged in response to
the question of why people rated
their health in certain ways “was
complex and context bound” and
“negotiated through comparisons
and relativities.” Kaplan and Baron-
Epel (1) conducted interviews with
383 adults aged 20 years and above
and identified three models on
which assessments of health status
were based. These were the bio-
medical or disease-oriented model,
the emotional or general-feeling

model, and the functional-related
model. Health-promoting or health-
damaging behaviors and lifestyles
were uncommon as frames of refer-
ence in judgments concerning health
status.

A more quantitative approach to
the analysis of qualitative data was
used by Groves et al. (16) who con-
ducted interviews with 100 respon-
dents who were asked to rate their
health and explain the basis of their
ratings. Coding of first responses,
that is, the first referent mentioned,
indicated that almost a third (31
percent) mentioned the presence or
absence of illness, 14 percent men-
tioned health behaviors, 7 percent
mentioned physical functioning, and
6 percent mentioned health-service
use.

A similar study was undertaken
by Krause and Jay (10) who con-
ducted 158 semistructured interviews
with US adults. Transcripts of the
interviews were coded with multiple
codes being allocated as necessary
to capture the full range of referents
mentioned. Overall, 91 separate
codes were required. In order to
facilitate simple quantitative analysis,
these codes were reduced to nine
“conceptually meaningful catego-
ries,” and each respondent was given
a single code based on those cate-
gories. As with Groves et al. (16),
where more than one initial code
had been applied, the respondent
was coded according to the first
referent mentioned in their explana-
tion. A majority of respondents, 70
percent, mentioned some physical
health factors, either the presence or
absence of health problems, physical
functioning or their general physical
condition, as the bases of their self-
rating of health. Positive and nega-
tive behaviors were mentioned by
24 percent, and 6 percent based their
rating on comparisons with other
persons. Simple cross-tabulations
indicated some subgroup differences
in the referents used with the most
marked being according to age.

Idler et al. (13) have criticized the
general tendency to use “first men-
tions” only when summarizing and
quantitatively analyzing qualitative

data because it leads to a substantial
loss of information and masks the
“complexity and multilayered” char-
acter of health ratings. In order to
manage the problem of “multiple
mentions,” they created a hierarchy
of referents that ranged from the
“most restrictive and biomedical” to
the “most wholistic and inclusive.”
This hierarchy consisted of six
categories: a) narrow biomedical
referents; b) those that include func-
tioning; c) those that incorporate
health behaviors; d) those that refer
to the ability to perform social activi-
ties; e) those including reference to
social relationships; and f) those that
mentioned psychologic, emotional,
or spiritual criteria. Each subject was
given one code reflecting the most
inclusive referent they employed.
In a study of 159 older African-
Americans, just over half employed
medical or functional criteria, while
just under one-half also referred to
behaviors, social activities, and psy-
chologic and emotional states.
However, while a data reduction
approach based on a hierarchy of
inclusivity/exclusivity is somewhat
more sophisticated than an approach
based on first mentions, it still masks
much of the complexity of respon-
dents’ accounts.

Although there have been a
number of qualitative studies of
perceptions of oral health (17-19),
studies of the frames of reference
used in self-ratings of oral health
have not been undertaken. Studies
are needed to address questions
similar to those posed by investiga-
tions of self-rated general health:
What frames of reference underlie
self-ratings of oral health? Do the
referents vary by sociodemographic
characteristics? Do they vary by self-
rated oral health? Are the referents
underlying general and oral health
ratings similar? Do the referents used
reflect contemporary professional
definitions of oral health that place
emphasis on the functional and psy-
chosocial impacts of oral disorders?
Can single-item self-ratings of oral
health substitute for multi-item, mul-
tidimensional measures, such as the
Oral Health Impact Profile, which
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assess these impacts? Consequently,
we undertook a qualitative and
quantitative study largely modeled
on the work of Krause and Jay (10)
and Idler et al. (13) in order to begin
the process of providing answers to
these questions.

Methods
Subject Selection. Participants

in the study were a convenience
sample of community-dwelling
adults aged 18 years and above. An
initial sample was recruited by adver-
tisements in apartment buildings,
educational institutions, and homes
for the aged with additional partici-
pants recruited by using snowball or
referral techniques (13). Recruitment
was undertaken in two large urban
centers in Southern Ontario, namely,
the cities of Toronto and London.
Our aim in using the recruitment
approach adopted was to acquire a
sample that was as diverse as pos-
sible in terms of age, gender, educa-
tional attainment, and self-rated oral
health. In terms of gender and age,
we aimed to recruit equal number of
male and female participants and
equal number of young, middle-
aged, and older adults. There was
no upper age limit to recruitment.
The only other criterion influencing
recruitment into the study was a
command of the English language
sufficient to enable the individual to
participate in an in-depth interview
conducted in English.

In qualitative studies, which
include individuals with specific
health or behavioral characteristics,
saturation is often achieved after 25
to 30 participants have been inter-
viewed (20). Because we wanted to
include sufficient numbers for com-
parisons of proportions according to
sociodemographic and other charac-
teristics, we arbitrarily set the sample
size at 80.

Data Collection. The interviews
with participants were semistruc-
tured and guided by a relatively
simple data collection instrument.
The initial question was closed
ended and asked participants to rate
the health of their teeth and mouth
using the conventional five-point

response scale (Excellent, Very
good, Good, Fair, Poor). They were
then asked an open-ended question
as to why they rated their oral
health in that way. Nondirective,
open-ended probes were used if
necessary to obtain further detail
regarding the issues raised by the
participants in their responses to the
“why?” question. Directive, open-
ended probes concerning oral
symptoms, oral function, dental vis-
iting, oral self-care practices, dental
treatment history and experiences,
and the appearance of the teeth
were then asked. We also collected
simple, sociodemographic data such
as age, gender, place of birth
(Canada or elsewhere), and educa-
tional attainment. Data on income,
dental insurance coverage, or length
of time in Canada for those born
elsewhere were not collected. The
interviews were conducted by two
trained research assistants neither of
whom were members of the dental
professions. The interviews were
tape-recorded and transcribed in
full.

Prior to being interviewed, all
participants signed a consent form.
The study was approved by the
Health Sciences Committee of the
University of Toronto’s Office of
Research Ethics.

Data Coding and Analysis. The
main aim of the analysis was to iden-
tify the referents participants used in
explaining their oral health ratings.
This was a relatively simple process
and somewhat different from the
identification of themes in interview
transcripts (17). In order to facilitate
the reporting and analysis of data,
the interview transcripts were coded.
For the purposes of this article,
coding and analysis were limited to
the participants’ spontaneous res-
ponses to the initial open-ended
question that followed the closed-
ended ratings of their oral health and
to the nondirective probes used to
obtain more detailed information.
Responses to the directive probes
were not used here because they
may have supplied the respondents
with, rather than reveal their own,
frames of reference.

The main methodological chal-
lenge with respect to the coding
process was to preserve the detail of
participants’ accounts while accom-
modating what has been referred to
previously as “multiple mentions”
(13). That is, while some accounts
were simple and utilized a single
frame of reference, others were
complex and could not be captured
by means of a single code (10,13).
Consequently, the content of even
brief responses often required the
allocation of more than one code.
The maximum number of codes used
for any account was seven.

The coding process was under-
taken by the three authors at a series
of meetings, and the coding scheme
was developed by using a cumula-
tive process. That is, the interviews
were coded in batches of 10 to15 at
a time. Initially, each of the three
coders reviewed the transcripts inde-
pendently and highlighted portions
of the text to be coded. The coding
process always occurred jointly. In
order to code new transcripts, the
list of codes already allocated was
reviewed and applied if the codes fit
the data. If not, new codes and
verbal descriptors were created and
applied to the data. Subsequently,
the codes were collapsed into a more
manageable number based on com-
monality of content. As explained
later, the final coding scheme con-
sisted of six categories. In order to
fully preserve the content of partici-
pants’ responses, each was allocated
from one to six final codes. We did
not follow Krause and Jay (10) or
Idler et al. (13) and reduce the data
further by selecting a single code to
characterize each person because
this masks the complexity and char-
acter of what was said. The rationale
for this approach is apparent later in
the article.

The quantitative analyses were
simple and limited to a description of
the percentage of participants invok-
ing each of the six summary types of
referent by gender, age, education,
place of birth, and oral health rating.
Because this was a convenience
rather than a random sample, infer-
ential statistical tests were not used
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to test for differences between
groups. Rather, a rule of thumb
was applied whereby groups were
deemed to be different if there was a
15 percent difference across cate-
gories in the percentage invoking a
given referent.

Results
Characteristics of the Partici-

pants. Table 1 indicates that the
recruitment strategy was broadly suc-
cessful in terms of the diversity of the
sample. Approximately half the par-
ticipants were female, the age range
was 22 to 97 years with half over the
age of 50, and half had completed
some form of postsecondary educa-
tion. Two-thirds were born in
Canada, and one-third were born
outside of Canada. However, it
should be noted that 16 of the 22
participants aged 65 and over were
female; 14 of the 17 participants with
the lowest level of education were in
the oldest age group, and 13 were
female, and 23 of the 29 born outside
Canada were over the age of 40
years.

Table 1 also shows the distribu-
tion of responses to the self-rating of
oral health. The majority rated their
oral health as “excellent,” “very

good,” or “good,” and one-fifth rated
it as “fair” or “poor.” The majority of
the participants were healthy with
only 15 percent rating their general
health as only “fair” or “poor.”

Characteristics of the Partici-
pants’ Accounts of Their Oral
Health Ratings. When asked to
explain their oral health ratings, all
participants were able to give a clear
account of why they rated their oral
health as such. However, their
accounts showed considerable vari-
ability. There were four sources of
variability. First, the main source
of variation was in terms of the type
of referents, that is, the biomedical,
behavioral, and other characteristics
or attributes that were invoked in
explaining the meaning of the
ratings. Second, the accounts varied
in terms of their complexity.
Approximately a quarter, 26 percent,
referred to only one characteristic or
attribute and could be represented
by a single code. Forty percent
required two codes, 22 percent three
codes, while 11 percent needed four
or more codes. The mean number of
codes allocated was 2.2 (standard
deviation = 0.96). Third, some
accounts were based on the pres-
ence of certain characteristics or

attributes and others on their
absence; and fourth, some were
limited to the present point in time,
while others referred to both the
present and past and incorporated
aspects of the participants’ oral
health and personal biographies.

The following are examples of
fairly simple responses used to
support ratings of “good” to
“excellent.”

Interview 78: Male aged 42. Rating:
Good

Interviewer: Can you explain a little
bit why you say good?

Participant: Because I’m not in
pain . . . it doesn’t hurt.

Interview 28: Male aged 30. Rating:
Very good.

Interviewer: Now why do you say
very good?

Participant: Um.. I haven’t had cavi-
ties in a very long time and I think
I’ve had a total of four in my life-
time.

Interview 68: Female aged 39.
Rating: Excellent.

Interviewer: Why do you say
excellent?

Participant: Every time I go to the
dentist that’s what they say. They
say “This is excellent. You’ve been
doing a great job.”

Interview 21: Female aged 39.
Rating: Excellent.

Participant: Um it’s excellent. I take
extremely good care of my teeth.

Interviewer: What do you do?
Participant: Daily brushing more than

once a day, almost after every
meal, uh flossing, gum stimulation.
I go for regular check-ups, regular
cleaning and regular maintenance
and up-keep.

Interview 16: Female aged 47.
Rating: Excellent

Interviewer: Why do you say that?
Participant: Because I have all of my

teeth. Well, I have two bridges but
I still have all of my own teeth.

The first participant rated his oral
health as “good” using the absence
of pain as the only referent. The next
invoked the long-term absence of

Table 1
Characteristics of Participants

Number of subjects %

Gender
Male 36 45.0
Female 44 55.0

Age
39 and below 28 35.0
40-64 30 37.5
65 and above 22 27.5

Education
High school or less 16 21.2
Some college/university 20 25.0
Completed college/university 43 53.8

Place of birth
Canada 51 63.8
Elsewhere 29 36.2

Rating of oral health:
Excellent 11 13.8
Very good 29 36.3
Good 24 30.0
Fair 12 15.0
Poor 4 5.0
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new disease, in the form of “cavi-
ties,” as his referent along with
minimal disease experience over his
lifetime, while the fourth made refer-
ence to her dentist’s opinion regard-
ing the state of her oral health. The
fourth participant’s rating of “excel-
lent” was based on the extremely
good care she took of her teeth with
exemplary oral hygiene practices and
regular dental visits for cleaning and
maintenance of her dentition. The
last participant rated her oral health
as very good based solely on the fact
that she had retained most of her
own teeth. For these individuals, oral
health is rated favorably if there is
freedom from pain and disease, if it
is favorably evaluated by the dentist,
if the teeth and mouth are the object
of care and attention, or if the natural
dentition has been maintained into
later life.

Similarly, simple responses were
also used to support unfavorable
ratings of oral health:

Interview 17: Female aged 89.
Rating: Fair

Interviewer: Would you say that
health of your teeth or mouth is
excellent, very good, good, fair or
poor?

Participant: Well, I have dentures.
Interviewer: But how would you rate

it?
Participant: How would I rate it now

I’ve got the dentures? I would say
fair.

Interview 24: Female aged 53.
Rating: Fair

Interviewer: Could you expand on
that and tell me why you rated it as
fair?

Participant: Because I took care of
my teeth for a long time . . . saw a
particular dentist with whom I’m
no longer happy so I’ve neglected
my teeth for about two years. It’s
been two and a half years since
I’ve seen a dentist.

For the first participant in this
sequence, the wearing of dentures
is sufficient in and of itself to
warrant a rating of “fair,” while, for
the second, neglecting her teeth by

avoiding visiting the dentist is used
to support her rating of “fair.” Here,
a neglected mouth is an unhealthy
mouth.

The following extract illustrates a
more comprehensive response to the
“Why do you rate you oral health in
that way?” question in which mul-
tiple referents are invoked and orga-
nized into what can be called an oral
health biography.

Interview 37: Male aged 47. Rating:
Very good.

Interviewer: What leads you to say
that?

Participant: Well I haven’t had a
cavity in 25, 30 years. I think I
had about average cavities. I
think I maybe had five or some-
thing. I used to have braces so I
brush my teeth two or three
times a day and floss my teeth
and anytime I go to the dentist all
I need is a cleaning and that’s it.
I used to go every six months but
now I go every year because my
dentist says there is no reason. I
don’t have tartar build up and I
don’t have any problems with
teeth or gums.

This contains seven different ref-
erents: a long-standing absence of
new disease (cavities), a lifetime
history of minimal disease activity and
treatment needs (only five cavities), a
comparison with undefined others
(average number of cavities), appro-
priate oral hygiene behaviors (brush-
ing and flossing), absence of current
treatment needs (cleanings only), his
dentist’s view of his disease risk
(yearly rather than biannual visits),
and the absence of current problems
with his teeth or gums. In response to
the nondirective probing, he made
further reference to a professional’s
opinion regarding his oral hygiene
practices and his standing in compari-
son with others.

“The hygienist, she was saying
that you know, I am not the best
person that they got in there but
you know I look after my teeth a
lot better than most people she
said so. . . .”

Later in the interview, he elabo-
rated on this dental treatment history
and reported having some teeth
extracted but only for orthodontic
purposes and having an anterior
tooth crowned because of an injury
sustained in childhood during play.
However, these treatment experi-
ences are presented in ways that do
not compromise his view of his oral
health as “very good.” Unlike other
participants, unfavorable health
behaviors did not lead to a more
negative oral health rating. Although
he reported that his diet was terrible,
“I don’t buy groceries, I eat out most
of the time, I eat too many sweets
and I drink too much Coke,” this
reinforced rather than undermine his
conception of his oral health as “very
good.” As he continued, “I should
have really bad teeth. I don’t know,
maybe I am lucky. I keep telling
myself I have to get it together, so it
might be fluoride in the water or
luck.”

All of these referents are then
organized into a coherent biography
that incorporates the presence and
absence of positive and negative
attributes and behaviors and refers to
the present and the past and to self
and others with events and experi-
ences linked into an explanatory
framework that gives meaning to his
rating of his oral health.

Similarly, complex rationales
were provided by some of those who
rated their oral health as only “fair”
or “poor.” For example:

Interview 79: Female aged 51.
Rating: Fair.

Participant: I just had my teeth
cleaned and I have my teeth
cleaned every three months. I
would say that its fair just because
even though I have my teeth
cleaned regularly there’s a lot of
work that’s need to be done on it.

Interviewer: Why do you say fair? So
you say . . . ?

Participant: Okay, I’ll say because I
grind and I’ve had TMJ and I’m not
good at wearing my night guard.
It’s one of the reasons. The second
reason is . . . when I was in sixth
grade I had a bad bicycle accident
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and I put my . . . two front teeth
though my lip. And they found out
that as an adult . . . my two front
teeth were dead. And I had them
capped at that stage. So the wear
and tear of the grinding as well as
having two dead front . . . teeth
has always made me very aware
of my dental health. But I
do . . . cleanings every three
months. I brush my teeth after
every meal and I . . . floss after
every meal. And so I’m just very
conscientious. I would love . . . to
have my whole mouth rebuilt.

Interviewer: Your what?
Participant: I would love to have

my whole mouth capped and
rebuilt. They capped . . . every-
thing because I had worn them
way down too much . . . but they
are . . . beginning to have a lot of
wear and tear now as well
because it’s been seven . . . years.

Again, this participant invokes six
referents, some positive and some
negative. On the positive side, she
reports appropriate dental visiting
behaviors and exemplary oral
hygiene practices involving frequent
brushing and flossing to an extent
that, as she reported later in the
interview, “the dentist said to me one
time, you know you could floss a
little less. There is such a thing as
flossing too much.” However, she
also reports several dental condi-
tions, some past and some current,
including trauma to the anterior
teeth, which happened as a child
enters adulthood and acquires “dead
teeth,” temporomandibular joint
problems and grinding, which have
resulted in the need for extensive
dental rehabilitation with most of her
teeth “capped.” The wear and tear
associated with her grinding, partly
as a result of her failure to wear her
night guard, mean that she requires
substantial treatment to rebuild her
whole mouth. Here, a complex
treatment history, current problems,
and extensive treatment needs lead
to a definition of her oral health
as only “fair” in spite of her tak-
ing “conscientious” care of her
mouth.

The above extracts illustrate many
of the features of the participants’
accounts of their oral health ratings.
However, there are other features that
are worth noting because they cast
further light on the variations in the
conceptions of oral health that under-
lie those ratings. One is that some
respondents usually spontaneously
or occasionally, in response to an
interviewer’s question, differentiated
between the categories of the self-
rating scale. For example, a 42-year-
old man who rated his oral health as
“very good” said, “Its not excellent
because I don’t floss as much as I
should,” and a 36-year-old woman,
also giving a “very good” rating, said,
“Because I am a smoker I can’t say its
excellent, but its very good,” and a 74
year-old man, also with a “very good”
rating, said, “Well I have false teeth,
that’s why I don’t say excellent.” For
some respondents, “excellent” was a
state difficult to obtain. A 27-year-old
woman explained, “Excellent would
be perfect so no problems no cavities
no problems so because I have a few
I would be very good.” Where these
distinctions were made, it was usually
between the “very good” and “excel-
lent” categories. One 24-year-old
woman, rating her oral health as
“good,” explained why she had not
used the “excellent” category, which
to her also implied perfection:
“Because I used to floss. So I don’t do
it any more and I think that makes a
difference for me personally. I just
like to be extra clean to be excellent.
I think excellent for me, the standard
of excellent is, you know, doing that
extra . . . . .”

A 59-year-old man, explaining
why he used the “good” and not the
“excellent” category, illustrates a
further feature of the participants’
accounts, recognizing a difference in
the health state of different mouth
parts:

I would not say excellent because
my teeth are crooked and I have
lots of cavities that slowly but
surely are falling out and need
to be replaced. But when they
clean most of the gum recession
numbers are good.

Other examples are a woman of
40 who rated her oral health as
“poor, ” saying, “Well, I have really
bad teeth. Actually I had it since I
was a young kid, I started doing the
filling of my teeth when I was about
13 or 14 years old. And that runs in
the family. We have bad teeth. But
the gums are good, perfect,” and a
22-year-old woman who said, “I
would rate it very good because I’ve
had maintenance done every year
and because I had orthodontics. My
gums, probably not so good because
I don’t floss regularly.” Surprisingly,
these divergent ratings of different
mouth parts did not seem to pose
any problem for the respondents;
they were still able to provide an
overall or summary rating.

Coding and Quantitative
Analysis of the Accounts. These
reproduced extracts encompass
many of the features of the partici-
pants’ accounts of why they rated
their oral health in the way that they
did, and many, but not all, of the
referents used to construct those
accounts. In order to represent the
full range of referents and incorpo-
rate other issues such as the pres-
ence or absence of various attributes
and behaviors and references to the
past and the present, 64 initial codes
were required. These were collapsed
into 13 intermediate categories and
then into six final or summary
categories.

For example, six of the initial
codes/descriptors referred to tooth
loss or tooth retention: “No missing
teeth,” “Have all my teeth,” “Lots of
missing teeth,” “Few remaining
teeth,” “No teeth taken out for long
period of time,” “Lots of teeth
extracted in the past.” These were
distinguished at the initial coding
stage because they all expressed
tooth loss/retention in subtly differ-
ent ways. At the intermediate stage,
they were collapsed into one cat-
egory termed “Tooth loss/retention”
and, at the final stage, combined
with an additional category “Wears
dentures” to give the final summary
category “Tooth loss/denture
wearing.” Clearly, this coding pro-
cess, necessary to present the
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content of the accounts and to
enable quantitative analysis, inevita-
bly leads to the reduction of the
data and the progressive loss of
information.

Table 2 shows the intermediate
and final categories of referents and
the percent of participants invoking
the referents contained within the
collapsed categories. The column on
the right indicates the number of
initial codes from which each of the
intermediate and summary catego-
ries was constructed. The column
percentages exceed 100 percent
because of the use of multiple
referents. Table 3 provides examples
taken from the transcripts, which
further illustrate each of the 13 inter-
mediate categories.

The data in Table 2 indicate that,
in justifying oral health ratings, bio-
medical and biophysical concerns
predominate, with 57.8 percent citing
the presence or absence of dental
problems in the form of symptoms
such as swollen or bleeding gums,
the presence or absence of current
treatment needs, and treatment his-
tories. With respect to the latter,
some reported extensive treatment
over the life course, while others
commented on how little treatment
they had required. Tooth loss/
retention and denture wearing were
invoked by 25.2 percent. As noted,
this category referred to numbers of
teeth lost or retained, time since the
last tooth extraction, and having or

having not to wear dentures. When
these two categories were combined,
71.2 percent made reference to
biomedical/biophysical issues. Oral
hygiene practices such as brushing,
flossing, and interdental cleaning,
other health behaviors such as
smoking and diet, and dental visiting
patterns were the next most common
referent with 51.2 percent including
these concerns in their explanations
of their ratings. As with studies of
general health, some reported posi-
tive and some negative health behav-
iors. The presence or absence of
pain was mentioned by just over 1 in
10, but the functional and psychoso-
cial issues that figure prominently in
contemporary professional defini-
tions of oral health and measures of
oral-health-related quality of life
were almost entirely absent, being
mentioned by only three partici-
pants. These outcomes involved
chewing, being self-conscious, and
worrying about oral health. Profes-
sionally linked referents such as the
opinions of dental health profession-
als and the quality of dental care
received in the past were mentioned
by just over 10 percent. The social
comparisons that often form the
basis for evaluations of self-rated
general health (1) were used as a
referent by only five subjects who
referred to their age, specific indi-
viduals, or nonspecified generalized
others in formulating their ratings.
The last included reference to them-

selves as “average” in terms of
disease experience or oral health
behaviors.

Variations in the Accounts and
Referents by Participant Charac-
teristics. Table 4 and Figure 1 show
differences in the use of referents by
participant characteristics. The only
difference by gender was that women
were more likely than men to use
tooth loss and denture wearing as
frames of reference. However,
because most of those in the older age
group were women, this may be an
age rather than a gender effect. With
respect to age, younger participants
were more likely than the older age
group to refer to self-care and other
health behaviors and to dental prob-
lems, needs, and treatment histories,
while older ones were more likely
to invoke tooth loss and denture
wearing. A similar pattern was
observed by education; the better
educated were more likely than those
with lower levels of education to
include dental problems in their
accounts and less likely to refer to
tooth loss and denture wearing.
Tooth loss and denture wearing
were more likely to be used as refer-
ents by those born outside of
Canada. However, this group was less
likely to refer to pain and other out-
comes than the Canadian-born.
Again, these differences may be con-
founded by age. It may be that
there are interaction effects operat-
ing here, such as an age–gender

Table 2
Intermediate and Summary Codes and Descriptors and Their Distributions

Summary codes/descriptors % Intermediate codes/descriptors %
Number of
initial codes

1. Self-care/health behaviors 51.2 1. Oral self-care 31.6 6
2. Other health behaviors 5.0 3
3. Dental visiting 33.8 3

2. Dental problems/dental treatment history 58.7 4. Current dental problems 37.5 16
5. Current treatment needs 12.5 5
6. Treatment history 25.0 8

3. Pain/other outcomes 16.3 7. Oral pain/discomfort 13.8 6
8. Other outcomes 3.8 4

4. Quality of care/professional opinion 12.5 9. Quality of dental care 2.5 2
10. Professional opinion 10.0 1

5. Tooth loss/denture wearing 25.2 11. Tooth loss/retention 18.0 6
12. Denture wearing 7.5 2

6. Social comparisons 6.3 13. Social comparisons 6.3 3
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interaction, but the sample size was
too small to allow for examination of
this possibility .

The data presented in Figure 1
suggest that there are differences in
the referents used according to the
category of the self-rating of oral
health. Those rating their oral health
as “excellent” were more likely to
invoke health behaviors, and there is
also some indication that they were
less likely to refer to pain. Those
rating their oral health as only “fair”
or “poor” were more likely to base

their responses on dental problems,
treatment needs, and histories and
tooth loss and denture wearing.
However, perhaps the most interest-
ing observation here is that, irrespec-
tive of the category of the self-rating
given, all six of the major referents
were used by some participants to
support their depiction of their oral
health.

However, the relationships
between the categories of the self-
ratings and the referents used were
more complex than they might seem,

this complexity being masked by the
coding and data-reduction process.
This can be illustrated with data
pertaining to tooth loss/retention
and denture wearing, referents used
largely but not exclusively by older
participants. As might be expected,
having retained most of the natural
teeth, not having had an extraction for
a significant period of time, and not
having to wear dentures were often
the basis for participants’ assigning a
rating of “very good” or “good.” An
80-year-old woman, rating her oral
health as “very good” (Interview 31),
said, “Well, I still have all my teeth,”
and an 80-year-old man said, “I would
say very good. I have my own
teeth . . . all of them.”

Also as expected, having lost
many teeth and having to wear
dentures provided the basis for
oral health ratings of “fair” or
“poor”:

Interview 57: Female aged 72.
Rating: Fair

Interviewer: Now could you tell me
why do you give it a fair?

Participant: Because I don’t have any
teeth up here . . .

Interviewer: No teeth on the upper?
Participant: And I’ve got a perma-
nent bridge in the front, these
three teeth, two caps and one
bridge.

Table 4
Percent Invoking Each Referent by Participant Characteristics

Self-care/health
behaviors

Dental
problems/dental
treatment history

Pain/other
outcomes

Quality of
care/professional

opinion

Tooth
loss/denture

wearing
Social/temporal

comparisons

Gender
Male 55.6 52.8 19.4 13.9 11.1 5.6
Female 47.7 63.6 13.6 11.4 36.4 6.8

Age
<39 64.3 64.3 10.7 17.9 7.1 3.6
40-64 50.0 70.0 20.0 10.0 10.0 3.3
65+ 36.4 36.4 18.2 8.1 68.2 13.3

Education
High school or less 41.2 29.4 17.6 5.9 64.7 5.9
Some college or university 60.0 55.2 20.0 10.0 10.0 5.0
Completed college or

university
51.2 72.1 14.0 16.3 16.3 7.0

Place of birth
Canada 49.0 62.7 21.6 11.8 19.6 7.8
Elsewhere 55.2 51.7 6.9 13.8 34.5 3.4

Figure 1
Percent invoking each of the six summary referents by self-rating
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Interview 17: Female aged 89.
Rating: Fair

Interviewer: But how would you rate
it?

Participant: How would I rate it now
I’ve got the dentures . . . I would
say fair.

However, tooth loss and denture
wearing did not invariably lead to
negative oral health ratings. A
94-year-old woman (Interview 65)
rated her oral health as “very good”
despite having worn full denture for
40 years: “I mean, I have dentures
. . . top and bottom. But I can chew
everything.”

Similarly, a 74-year-old man
(Interview 3) also rated his oral
health as “very good” even though
he had full dentures. As he
explained, these represented
freedom from a long history of pain
and other problems associated with
the natural dentition.

Interviewer: Why did you end up
with dentures?

Participant: I always had teeth
trouble. I had very soft teeth
according to what the dentist
. . . told me. So I got cavities very
easily and it really hurt. I mean
. . . I had pain . . . sometimes that
was unreal.

Interviewer: It was a mutual deci-
sion between you and the dentist?

Participant: At the time I don’t think
we talked about it. It was my deci-
sion because you get sick of tooth-
aches. I said you might as well
give me full mouth. . . .

Interviewer: How do you feel about
that decision now?

Participant: Okay . . . because when I
had partials and had some bad
teeth sometimes I didn’t like to
smile because a broken tooth
would show or something like
that so I actually felt better about
myself.

The participant in Interview 58
(male aged 73) rated his oral health
as “very good” in spite of only
having six remaining teeth, wearing
bridges and a full upper denture, and
having to be careful about eating
foods such as apples.

Interviewer: What makes it very
good?

Participant: Well, I look after it and I
go to the dentist every six months.
I don’t have many teeth left but
what I do have I take care of. The
dentist says to look after them
because it’s very hard to have a
bottom plate.

For these participants, definitions
of good oral health were not based
on the physical state of the mouth
but on other considerations such as
functioning, pain, and feeling better
about oneself. For participant 58,
“taking good care” of the few
remaining teeth that he had and
following professional advice were
sufficient to warrant his oral health
as being “very good.” These data
fragments indicate a general pro-
cess observed in the data. That is,
favorable ratings of oral health
can be maintained even in the pres-
ence of negative attributes and
behaviors.

Discussion and Implications.
The results of this preliminary study
broadly agree with studies of
general health ratings. That is, the
meaning of oral health varies with
different frames of reference being
used by participants when rating
their oral health. Notwithstanding
this variation, biomedical issues,
including dental diseases, diag-
noses, treatment histories, and tooth
loss, were the most prominent,
referred to by almost three-quarters
of the sample. Consequently, the
results of the study are consistent
with those of Manderbacka (14)
who concluded that “the medical
model is a predominant cultural
model of health and thus a mean-
ingful choice (i.e., frame of refer-
ence) for the respondents when
asked to describe or assess their
health in the interview situation.”
However, for some of her respon-
dents, the concept of health under-
lying health ratings was broadened
when they referred to health behav-
iors and issues of individual respon-
sibility and lifestyle. This broader
concept was much more prominent
in the accounts of oral health col-

lected here than those reported by
studies of the meaning of general
health ratings, with self-care activi-
ties, other health behaviors such as
smoking and dental visiting patterns
being mentioned by more than half.
The content of the accounts consist-
ing of such matters suggests that
professional ideologies and values
concerning appropriate behaviors,
such as brushing and flossing twice
a day and regular preventive dental
visits, also provide a language and
frame of reference that people can
use to give meaning to their oral
health ratings. Interestingly, the par-
ticipants in the study who used
such referents were not saying that
their oral health was good because
they acted appropriately; rather,
such actions were in and of them-
selves indicators of good oral health.
As Kaplan and Baron-Epel (1) state,
“Health is a social construction and
our beliefs and conceptions are
rooted in wider socio-cultural
contexts (and) influenced by bio-
medicine and prevailing social and
medical ideologies.” Our data sug-
gest that this is the case for oral
health as well as general health.

A further similarity between this
study and studies of general health
ratings was that many of the
accounts were complex and used
multiple referents that were some-
times inconsistent and contradictory.
That is, some who rated their oral
health favorably referred to negative
attributes or behaviors, while some
who rated their oral health unfavor-
ably made reference to positive
attributes and behaviors. In addi-
tion, some participants differentiated
between adjacent categories of the
self-rating and explained why they
rated their oral health as “very
good” rather than “excellent,” a
finding previously reported by
Kaplan and Baron-Epel (1). This
suggests that responses to the self-
rated oral health question are not
ad hoc or arbitrary and, although
spontaneous, are the product of a
process involving judgment and
consideration of multiple experi-
ences pertaining to the present and
past.
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One notable feature of the
accounts offered by the participants
and one way in which accounts of
oral and general health appear to
differ was that the functional and
psychosocial outcomes that form the
basis of contemporary definitions of
oral health were largely absent. This
may mean that the more inclusive
concept of oral health that is a
feature of much contemporary dis-
course may be a professional con-
struction that is not recognized or
used as a frame of reference to any
great extent by the lay population.
Alternately, it may be because the
participants in the study were
recruited from community rather
than from clinical settings and,
because most rated their oral health
as “good,” they may not have been
experiencing many of the impacts
captured by measures of “oral
health-related quality of life” at the
time of the interview. Similar studies
of individuals actively seeking dental
care for oral health problems would
be useful in determining whether or
not this is the case and whether in
lay discourse oral health, as a bio-
medical construct, is distinct from
“oral health-related quality of life”
considerations. Such considerations
did emerge when participants were
questioned about how oral health
diminished or enhanced their quality
of life, although this was usually in
a hypothetical sense rather than a
product of their own experience. At
a minimum, this suggests that what is
being captured by self-ratings of oral
health differs from what is being
measured by scales such as the Oral
Health Impact Profile (21), so that
these single-item self-ratings should
not be used as a substitute for multi-
item scales. Certainly, this contrasts
with quantitative work we have
undertaken where a number of Oral
Health Impact Profile subscales
emerged as significant predictors of
self-ratings of oral health (12).

It is also possible that the content
of the participants’ accounts could be
an artifact of the interview process.
That is, because the participants
knew that they were part of a study
of oral health being conducted by

university-based dental researchers,
they may have selected frames of
references consistent with their
assumptions about the intentions
and interests of those conducting the
study. This highlights the fact that
qualitative interviews do not simply
reveal respondents’ meanings; rather,
the interview is a social encounter
and a context within which such
meanings are constructed and nego-
tiated (22). That is, “people’s views
not only vary because of where and
who they are, they may vary because
of the purpose of the account they
are giving and how they are asked
about their views” (23). This may be
what Manderbacka (14) and Jylha
(15) mean when they refer to con-
cepts of health as “context bound.”

Consistent with the studies of
ratings of general health, there was
some variation in the referents used
according to sociodemographic
characteristics. If the 15 percent rule
of thumb for defining differences is
accepted, the main variation was
with respect to age. Older subjects
were more likely to refer to tooth
loss/retention and denture wearing,
while younger subjects more often
referred to health behaviors and
dental problems. While differences
were noted with respect to other
sociodemographic variables, these
may have been confounded by age.
However, comparisons with other
studies require caution because, in
their analyses, each subject was
given a single code rather then the
multiple codes we used in an attempt
to preserve as far as possible the
complexity of many of the accounts.

There was also evidence of varia-
tion in referents within the categories
of the self-rating. Those who rated
their oral health as “excellent” were
more likely to refer to health behav-
iors, while those rating it unfavorably
were more like to invoke dental
problems and treatments and tooth
loss. These, along with the differ-
ences according to sociodemo-
graphic variables, may reflect
differences in the oral health status
and oral health experiences of those
rating their health in different ways
and are to some extent predictable

(10). However, there were
some instances where participants
rated their oral health as “good”
even though, from a normative/
professional perspective, their oral
health would be considered to be
“poor.” This was most notable with
respect to tooth loss. Here, a positive
evaluation was constructed and
maintained by situating tooth loss
within a broader context consisting
of multiple referents so that the
physical state of the mouth was not
the criterion on which the self-rating
was based. Idler et al. (13) consider
that such cases provide evidence of
“active selves creating meaning,
choosing points of view and reject-
ing others.” This, they claim, sup-
ports previous studies that show that
participants “pick and choose their
frames of reference and sources of
comparison with respect to health”
consistent with their interests at
hand. Given the relatively small
sample size of our study, these find-
ings and interpretations, while not
unreasonable, are only tentative.

Perhaps the most interesting
observation arising from the quanti-
tative analysis was that within each
of the categories of the self-rating, all
of the six major types of referents
were used. This helps to explain why
correlations between variables such
as tooth loss and self-ratings of oral
health tend to be weak and why the
explanatory power of regressions
models predicting the self-ratings is
low (11,12). Moreover, and perhaps
of most significance, is the fact
that, even when respondents choose
the same response option, their
responses are not necessarily equiva-
lent in terms of meaning. The
meaning of excellent oral health and
indicators of excellent oral health,
for example, differ from one person
to another. As Mallinson (23) has
suggested, this challenges a basic
premise of survey research:

While psychometric assessments
have a role to play in developing
health questionnaires, they shed
little light on the meaning of the
questions and response options
to respondents and, therefore, the
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meaning of their answers. Yet the
validity of survey data depends
upon shared meanings.

She continues:

The issue of meaning is abso-
lutely central to understanding
subjective views and without
more assessment of peoples’
understandings of survey ques-
tions it is difficult to see how one
can establish their validity as sub-
jective health measures.

Consequently, single-item global
ratings may not fully capture subjec-
tive perceptions of oral health;
rather, the response option chosen
merely indicates the label people use
to summarize those perceptions.
Further qualitative work around this
issue is warranted to allow for a
fuller appreciate of what survey
questions actually measure and what
this implies with respect to quantita-
tive research (24).

Although the findings of this
study are of some interest, the study
itself is not without limitations. In
common with most qualitative
studies, the sample was small and
not selected at random so that gen-
eralizing the findings is problematic.
Moreover, because the participants
in the study were a convenience
sample, inferential statistical tests
were not used, and the interpretation
of the data regarding variations in
the use of referents by subgroups
required the use of a rule of thumb
for determining whether the sub-
groups did differ in this regard.
Further, the coding and reduction of
the data necessary for the reporting
of the results and quantitative analy-
sis masked much of the complexity
and variation in participants’ ac-
counts. For example, participants
who referred to a history of extensive
dental treatment over the life course
were given the same intermediate
code as those who commented
on how little treatment they had
received. Keeping these referents
distinct might have provided better
insight into variations in referents by

participant characteristics (10).
Further, it meant that the six
summary variables used in the quan-
titative analysis were not homog-
enous as we would have liked,
which might have masked as much
as they revealed. It is this illusion
of homogeneity that Mallinson (21)
refers to in her concerns regarding
survey questions and responses.
These problems can only be over-
come by the collection of similar data
from much larger, randomly selected
samples that allow for the creation of
less heterogeneous categories.
Finally, we did not collect clinical
data so were not able to relate par-
ticipants’ accounts and the referents
they contained to their clinical oral
status. This is a shortcoming of many
studies of this type (13). Conse-
quently, the study represents a first
step in the process of uncovering the
various meanings that underlie self-
ratings of oral health and will stimu-
late further qualitative research on
survey participants’ understandings
of and responses to questions com-
monly used to assess self-perceived
oral health.
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