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The Delivery of Oral Care Services to Elderly People

Living in a Noninstitutionalized Setting
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Abstract

Advances in medical science are enabling people to survive more illness and
disability. As people live longer, their mobility and/or ability for self-care often are
reduced by physical or mental disability and other chronic diseases. It may
become unreasonable or impractical for them to access mainstream dental
services. Increasing numbers of dentate elderly people with expectations of oral
health higher than earlier cohorls of elderly people are likely to bring increasing
demands to the dental profession for their continuing care. Thus, the oral care for
disabled elderly people in noninstitutionalized settings may pose a challenge. The
oral care options available to this group of people include the dental surgery/op-
eratory, a mobile dental service, home-based or domiciliary dental care, a
mix-and-match combination of surgery-based and domiciliary care, and cyber-
space. Noninstitutionalized, disabled elderly people may have to rely on domicili-
ary care services for their oral health care. This paper explores the training
implications, the necessary knowledge and skills base, the benefits and limitations
to both the service provider and user, the equipment available, and the cost/fund-
ing of domiciliary dentistry. Domiciliary dental care services need to be developed
by improving pre- and postdoctoral training programs and by establishing realistic
remuneration for dental teamns providing this care so that noninstitutionalized,
disabled elderly people can access oral health care. [J Public Health Dent

2000;60(4):321-25]
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Improvements in sanitation, infant
survival, and medical science all have
contributed to an increased life expec-
tancy in industrialized and urbanized
countries. Consequently, more people
are surviving into old age. People born
with a disability or acquiring disability
early in life are increasingly likely to
survive into old age. Also, the longer
people live, the more likely they are to
develop medical conditions coinci-
dental with or in consequence of old
age. An estimated 70 percent of the
population over the age of 65 years are
functionally independent; 20 percent
are frail, having lost some of their in-
dependence, but still live in the com-
munity with the help of social services;
and 10 percent are functionally de-
pendent and either homebound or in-
stitutionalized (1,2). While a large pro-
portion of elderly people are function-

ally independent, the majority of all
disabled people are elderly. In the
United Kingdom, in 1989, the Office of
Population Census and Surveys (3) re-
ported that 60 percent of all disabled
people were over the age of 65 years
and 20 percent of people over the age
of 85 years were either house-bound or
bed-bound. Thus, the numbers of frail
and medically compromised elderly
people are increasing.

Successful aging not only adds
years to life, but also adds life to years
by improving its quality. Good oral
health contributes to successful aging
by adding to self-esteem, self-image,
appearance, socializing, dietary selec-
tion, and nutrition (4,5). Recently, poor

-oral health (particularly poor peri-

odontal health) has been implicated as
a causative factor of heart disease, dia-
betes, and aspiration pneumonia (6).

Thus, good oral health may contribute
to successful aging by adding both life
to years and years to life. In this way
oral health and successful aging be-
come synonymous.

Changes are occurring in the dental
demographic picture for elderly peo-
ple. Studies from many industrialized
countries show that more people are
surviving into old age with at least
some of their natural teeth. The preva-
lence of edentulousness in people
aged 65 or older is about 20 percent in
many industrialized countries (1).
Periodontal disease is prevalent in this
population (particularly in the de-
pendentelderly group) asisroot caries
(1). Also, treatment needs are higher in
disabled than nondisabled elderly
people (7). The frequently reported
high normative need for dental care
(commonly exceeding 70%) has dem-
onstrated the growing requirement for
both preventive strategies and com-
plex restorative procedures amongst
this sector of the population. As re-
cently as 1998, Lester et al. (8) specu-
lated that the increasing dental expec-
tations of elderly people willlead to an
increasing demand for care outside
the traditional dental practice. In their
study, 52 percent of the elderly people
interviewed expressed a preference
for dental treatment to be carried out
in their own home. This figure in-
creased with age to 75 percent of peo-
ple over 90 years old preferring home
care over other locations.

The literature continues to highlight
the barriers to dental care experienced
by elderly people generally, and by
elderly disabled people in particular
(9). On the whole, the barriers to care
fall into the “five A’s” framework for
access to services put forward by Pen-
chansky and Thomas (10): availability,
accessibility, accommodation, af-
fordability, and acceptability. Legisla-
tion is a strong motivator and, in the
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countries where it has been intro-
duced, it has helped to reduce barriers
to access to care for disabled people.
For example, in the United Kingdom
the provisions of the 1995 Disability
Discrimination Act (11), which focus
on services provided by small busi-
nesses, came into force in October
1999. It means that dentists as service
providers have to take “reasonable
steps to change any policies, proce-
dures, or practices which make it im-
possible or unreasonably difficult for
disabled people to make use of their
services.” Where access is difficult,
dentists will be expected to make their
premises accessible or to provide their
service by a “reasonable, alternative
method.” In due course, this legisla-
tion will lead to an increased demand
for domiciliary dental care that den-
tists will be unable to refuse.

With increased life expectancy, mo-
bility and the ability for self-care often
are reduced as a result of physical or
mental disability and other chronic
diseases. Therefore, it may be unrea-
sonable or impractical for some eld-
erly people to attend a dental surgery
for treatment and to be accommodated
within conventional mainstream serv-
ices. Is this a problem? After all, re-
search indicates that elderly people’s
use of dental services decreases with
increasing age (12). Not only is per-
ceived need for oral care less likely, but
even when perceived need exists, it is
less likely to be translated into action
and a demand for care (12). Also, older
people are more likely to visit the doc-
tor than the dentist when they have an
oral problem (12). When they do use
dental services, it is more likely to be
on an emergency than a routine basis
(12).

The combination of all these factors
puts elderly disabled people’s oral
health in jeopardy, particularly nonin-
stitutionalized elderly people who,
commonly, live alone or in an entirely
elderly household. It is a situation that
must be confronted.

Where and How Can Elderly People
Access Oral Care?

A search of the literature for the last
10 years suggests the following op-
tions for obtaining dental care: the
dental surgery/operatory, a mobile
dental service, home-based or domi-
ciliary dental care, a mix-and-match
combination of surgery-based and
domiciliary care, and cyberspace. Any

treatment should be based on a phi-
losophy of continuing care and pre-
vention of dental disease. Tailor-made
preventive programs developed for
elderly people and/or their caregivers
need to be supported by an empathic
dental team to overcome barriers and
achieve motivation and compliance.
The remainder of this paper provides
a brief description of care provided at
the dental surgery, with a mobile serv-
ice, with a combination of dental sur-
gery and home care, in cyberspace,
and an expanded discussion of domi-
ciliary care.

The Dental Surgery. A proportion
of disabled elderly people can be
transported to, and treated in, the den-
tal surgery provided that physical ac-
cess to the surgery is adequate. Some
practices can do this simply by install-
ing a portable or permanent ramp.
Surgeries need to be large enough to
accommodate a wheelchair as some
people may require treatment in their
chair. While this can make the provi-
sion of treatment more physically
challenging for the operator, all the
facilities of the dental surgery remain
available to them. Circumstances per-
mitting, this option is the best one for
both the dentist and the elderly pa-
tient. In some countries, legislation de-
mands that dental and medical prac-
tices be accessible to disabled people
and, if this cannot be achieved, that the
service be provided by a different
method such as home-based care (10).

Cyberspace. In this world of in-
creasing technology, it is not surpris-
ing to find cyberspace suggested as a
method of providing oral care for eld-
erly people. Bounin and Bui (13) point
out that the Internet is a popular form
of communication being used increas-
ingly by elderly people. They point out
that, in 1994, 21 percent of Americans
aged 55 and older used a home com-
puter and by 1996 this figure had risen
to 28 percent. They suggest that den-
tists use this technology via a web
page to promote both oral health and
access to dental services for elderly
people. They advocate its use for prac-
tice newsletters; asking the dentist
questions; making appointments; and
providing information on preventing
oral disease, recognizing early disease,
available technology, and treatment
options. Thus, access to oral care
might be improved by bringing infor-
mation directly into the home of at
least some, and perhaps a select group
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of, elderly people.

Mobile Units. Other methods of
bringing dentistry into the home were
described by Shaver (14) in 1991 and
Combs (15) in 1994. They described
two types of mobile units. The first is
a fully equipped dental vehicle that is
essentially a walk-in dental surgery
and delivers a service inside the van.
The second is an equipment van deliv-
ering a complete dental office that can
be set up on site in an individual’s
home. The advantages of these serv-
ices are that they provide easy access
to a conventional dental setting that
can supply all types of dental services.
Its main disadvantage is the cost of
setting up the service. Both the equip-
ment van and the dental vehicle are
more likely to visit institutions or day
centers for elderly people than house-
bound individuals because this mini-
mizes difficulties with traveling, park-

_ing, setting up, and accessing power

sources while maximizing the num-
bers of patients treated in a defined
time period.

Mix-and-match. Fiske and Lewis
(16) suggest a “mix-and-match” ap-
proach to the oral care of noninstitu-
tionalized elderly people such that
complex or risky procedures are per-
formed in the dental surgery in a mini-
mum number of well-planned visits
while other procedures are performed
in the home. This flexible approach
allows, for example, a surgical proce-
dure for a medically compromised pa-
tient to be provided in a surgery with
full facilities and emergency back-up
available, and any follow-up care to be
provided at home on a domiciliary ba-
sis. Similarly, disabled or medically
compromised elderly people who are
fit enough to have dental implants in-
serted would have the surgery carried
out in the dental office, but could have
their maintenance reviews carried out
at home. Experience shows that peo-
ple generally are prepared to make the
effort required to visit the surgery in
the knowledge that it is only necessary
occasionally. This approach to care for
a substantial proportion of disabled
people is realistic.

Domiciliary Dental Care

For other people, the physical, emo-
tional, or psychological trauma of be-
ing transported to a dental surgery
may eclipse any benefits provided by
the surgery environment. These peo-
ple require domiciliary dental
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care—i.e., they require a dental service
that reaches out to care for them as
they cannot reach the service them-
selves. Elderly people who can benefit
from domiciliary dental care include
individuals with mobility problems
due to physical disabilities or incapaci-
tating medical conditions, as well as
individuals with mental illness such as
Alzheimer’s disease, who, although
physically able, become confused and
disoriented in an unfamiliar environ-
ment.

The benefits of domiciliary dental
care are not exclusive to elderly peo-
ple. It can be particularly useful for the
initial assessment of very anxious pa-
tients, and may be a considerable asset
as a practice-building strategy in this
capacity. The sophistication of dental
treatment that can be provided on a
domiciliary basis depends on the pa-
tient’s level of cooperation. In the case
of a progressive condition, such as
Alzheimer’s disease or Parkinson’s
disease, high-quality, low-mainte-
nance dentistry underpinned by pre-
ventive regimes and good daily oral
hygiene in the early stages of their
condition will minimize the need for
invasive dentistry later on. The mate-
rials and equipment available to the
operator also will influence the treat-
ment they are able to provide.

Elderly people who can access the
dental office have no special service
requirements, although some of them
may be unable to transfer from a
wheelchair to the dental chair. Those
elderly people who are unable to ac-
cess the surgery more likely to require
domiciliary dental care. They may in-
clude homebound and institutional-
ized people, although some residen-
tial and nursing homes have their own
dental office and can offer mainstream
dental services on site. The remainder
of this paper explores various aspects
of domiciliary dental care.

Patterns of Domiciliary Dental
Care Visiting. The literature on domi-
ciliary care provision (published in
English) is limited to Canada, the
United Kingdom, and the United
States. This finding is perhaps indica-
tive that other countries are in the for-
mative stages of developing this serv-
ice or that they do not provide it other
than on an occasional basis. In 1992 a
study of general dental practitioners in
Scotland used the Scottish Dental
Practice Board figures to consider den-
tists” ages and their domiciliary prac-

ticing patterns (17). It found that two-
thirds of registered health service den-
tists in Scotland were under 40 years
of age, but only 34 percent of them
provided domiciliary care. A signifi-
cantly larger proportion of dentists
over the age of 40 years (46%) pro-
vided this service. In 1995 a postal sur-
vey of dentists in an urban area of the
United Kingdom found that 85 per-
cent of respondents provided domi-
ciliary care (18). However, the 58 per-
cent of their sample who responded to
the questionnaire probably were more
likely to provide this service than were
the nonrespondents; thus, these find-
ings must be interpreted with some
caution. Both these studies indicated
that the number of elderly people who
received domiciliary care was rela-
tively small, with only 2 percent of all
treated people over the age of 80 years
receiving home care, and an average
of 2.9 patients per month per respond-
ing dentist treated at home. The major-
ity of visits were made out of regular
office hours, either on the way to work
or on the way home. This schedule
reduces the dentist’s time out of the
dental office, but increases their
chance of the being without a
chaperone.

In 1996 a total-sample postal survey
of the 238 practicing dentists in Ham-
ilton-Wentworth, Canada, found no
significant differences between the
year of graduation and the provision
of home visits (2). However, they did
highlight a desire for continuing edu-
cation in geriatric dentistry as, on the
whole, dentists did not feel adequately
prepared or up to date in this area. Of
the 180 dentists (78% of the sample)
who responded to the questionnaire,
27 percent provided domiciliary care,
although a number of them com-
mented that these visits were rare and,
often, made only on request. The types
of services generally were limited to
examinations, hygiene-type services,
some denture work, simple extrac-
tions, and the placement of glass-
ionomer restorations (2,17,18). The
difficulty encountered in providing
dental care outside the surgery envi-
ronment was cited as the reason for
this limited treatment itinerary. To
some extent, it is also a reflection of the
equipment and skills available to most
practitioners. A significant proportion
of dentists undertaking domiciliary
care had purchased a rechargeable,
battery-operated handpiece (18).
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However, this equipment was the
most sophisticated piece of equipment
purchased exclusively for domiciliary
care.

In the past, domiciliary dental care
has been restricted mainly to elderly
people whose treatment needs were
limited almost entirely to extractions
and complete dentures. This situation
placed little demand on the provision
of domiciliary equipment. The in-
creasing demand for domiciliary care
by dentate people and the advent of
portable dental units will change the
face of domiciliary dentistry. An in-
creasing range of equipment is avail-
able from the rechargeable, battery-
operated handpiece to sophisticated
portable restorative dental units and
even portable chairs. The equipment
and materials required depend on the
number and types of visits planned
and the resources available to pur-
chase them. Restorative dental units
will not be purchased lightly, as they
costbetween US $3,500 and US $14,000
(2,500 and 10,000 pounds sterling). A
coalition of several dentists or prac-
tices may be required to justify this
financial outlay.

Providers of Domiciliary Care. A
number of studies have looked into
who provides domiciliary care and
what, if anything, these dentists have
in common. Until the early 1990s, age
and experience seemed to be the deter-
mining factors with older dentists who
are likely to have had more experience
and, perhaps, more likely to view old
age more positively, providing the
majority of domiciliary care. A review
of the worldwide literature and a UK
survey of undergraduate teaching in
geriatric dentistry (19) found that the
topics leastlikely to be taughtin dental
school related to the care of home-
bound and institutionalized people.
The clinical experiences of under-
graduate students were mainly associ-
ated with well ambulatory elderly pa-
tients being treated in dental schools.
Thus, their training was reflected in
their postgraduation practice of carry-
ing out few home visits.

Since those studies were done, un-
dergraduate teaching in geriatric den-
tistry has become more innovative and
programs with increased student con-
tact with disabled elderly people have
led to increased competence, confi-
dence, and awareness, as well as more
positive attitudes (20,21). This training
is in accordance with encouraging
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dentists to provide domiciliary dental
care because it is recognized that den-
tists with positive attitudes and an
awareness of the needs and wishes of
patients and caregivers find home vis-
its more clinically rewarding (16).
Thus, appropriate training sets up a
positive cycle of care provision.

Dentists not providing domiciliary
care cite their reasons as insufficient
demand for the service, insufficient re-
muneration, inadequate equipment,
and reduced quality of work (22). The
influences of financial considerations
associated with the disruption of the
daily routine and the ability to treat
fewer patients are perceived by non-
salaried dentists as the most damaging
beliefs with regard to their intention to
treat special care patients (22). This
finding highlights the issue of remu-
neration for home dental services as a
barrier to its provision.

Benefits and Limitations. Like any
service, domiciliary dentistry has
benefits and limitations for both the
service users and the service provid-
ers. These have been outlined by Fiske
and Lewis (19) and are based on infor-
mal group discussions with dentists
and caregivers and one-to-one patient
and caregiver interviews.

They describe the benefits of domi-
ciliary dental care to the users as (19)
improved access to a service and,
somewhat paradoxically, increased
independence as they are not reliant
on a caregiver or transport service.
People feel less anxious and more in-
volved in their dental care when it is
provided in the familiar environment
of their own home, and they feel more
able, or inclined, to disclose personal
information to the dental team, or to
ask questions of them, as confidential-
ity is increased. Also, a visitor may be
a welcome contact and the fact that the
dental team are guests can give the
client more control and confidence.In
the case of unpaid caregivers, who are
often elderly themselves, they too can
gain access to dental care withouthav-
ing toleave home or arrange for asitter
for the person they look after.

There are also several benefits for
the service providers: it can be a re-
freshing change of scenery to visit pa-
tients out of the surgery environment;
the frustrations of failed appointments
and waiting for transport to arrive are
reduced; the dental team is able to ob-
serve the client in their own surround-
ings, thus gaining the opportunity to

provide a holistic approach to care;
and the comfort and relaxation be-
stowed by being in their own sur-
roundings may improve rapport and
compliance with treatment and pre-
ventive regimens. Liaison with other
members of the health and social serv-
ices teams can facilitate the provision
of streamlined services.

The limitations of domiciliary den-
tal care services, from a user’s view-
point, are that they are difficult to find;
there can be a longer wait for treat-
ment and a limited choice of provid-
ers, as well as a limited scope of dental
procedures; the individual may feel
vulnerable allowing strangers into
their home or see the visit as an inva-
sion of privacy; and it can be a consid-
erable disruption of routine for the cli-
ent and their caregiver (19). Paradoxi-
cally, for some people domiciliary care
compounds their sense of isolation be-
cause they would welcome the oppor-
tunity for an organized outing.

There are also limitations for service
providers, and dentists express a
number of common anxieties. The
concern verbalized most often is the
fear of the unknown when visiting a
person for the first time. This fear is a
role reversal of the usual sjtuation,
where this emotion belongs to the pa-
tient. Just as some anxious patients are
unable to visit the dentist, some den-
tists find their anxiety so difficult to
deal with that they are unable to make
domiciliary visits. Dentists often feel a
lack of control out of their conven-
tional dental setting. All the require-
ments and compromises that may
have to be made are difficult to antici-
pate. However, with a little practice, it
is easy to take back some control—
such as switching off loud televisions
or radios and banishing inquisitive
pets from the room.

Undoubtedly, domiciliary visits are
time consuming. It is more difficult not
to become involved with a client’s per-
sonal life and problems, and on some
occasions the problems may have to
take priority over the dentistry. Also,
by virtue of the fact that you are visit-
ing an individual’s home, there is a
social element to the visit, as well as a
need to respect the person’s wishes,
property, and culture. A balance has to
be reached between the social and the
business elements of the visit. Careful
organization is required to make home
visiting cost effective, but ad hoc visit-
ing can be more time efficient than a
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dedicated session.

Another anxiety is that some clinical
constraints exists in the domiciliary
dental setting. Careful treatment plan-
ning is required to accommodate these
constraints. A major part of this con-
cern is about infection control. The
principles for domiciliary care are ba-
sically the same as those applied in the
surgery. For example, the technique of
zoning can be adapted to any environ-
ment, instruments should be assem-
bled and organized in a way that clean
and dirty instruments never come into
contact, and local guidelines for the
disposal of medical waste in the home
should be complied with (23). Anxi-
eties related to a lack of emergency
back-up and potentially increased vul-
nerability to personal safety are
founded in reality, but need to be kept
in perspective. Local guidelines on
emergency equipment and drugs that
need to be carried should be respected.
It is recommended that, as a mini-
mum, oral airways (such as Laerdal
masks and Guedal airways), portable
suction, oxygen, and an Ambu bag to
facilitate cardiopulmonary resuscita-
tion be available (16). A third person
(preferably a dental nurse) should al-
ways be present as a chaperone and
the dental team should carry a mobile
phone.

Skills. The skills required for the
smooth running of a domiciliary den-
tal service are diverse. Although many
of them are the same as those required
for the smooth running of a surgery-
based dental service, they probably
are ranked in a different order of pri-
ority. The time involved in visiting in-
dividuals in their own home decreases
the treatment time available; thus,
planning and navigation skills are
paramount in organizing the domicili-
ary visiting circuit. Flexibility in one’s
approach is probably the most impor-
tant skill for domiciliary visiting be-
cause not only are no two patients ever
alike, neither are their circumstances
or their environments.

Remuneration. The provision of
oral care to disabled elderly people is
more time consuming than the provi-
sion of oral care to elderly people per
se. This circumstance means their care
comes at a higher cost. This cost is
greater when care is provided outside
the conventional dental setting, re-
gardless of whether it is via fully
equipped dental vehicles, equipment
vans, or domiciliary dental care. While
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the occasional example exists of a den-
tist setting up a mobile dental service
or dedicating a practice to domiciliary
dental care, it is the exception rather
than the rule (14,15). Additionally,
such services tend to be targeted to-
ward elderly people in residential
care, where reasonable numbers of pa-
tients can be seen per visit. Individual,
house-bound people are not an attrac-
tive financial proposition. Indeed,
they are often not a viable financial
proposition. Dentists cannot be ex-
pected to deliver more than the occa-
sional home-based dental visit with-
out financial incentive to do so.

The financial situation begs the
question of who should pay for the
service. Should it be the government,
the local authority, or the elderly indi-
vidual? The latter would certainly not
provide equitable access to oral care.
Some countries have partially ad-
dressed the problem. For example, in
the United Kingdom the salaried
Community Dental Service acts as a
safety net to provide care for people
who cannot access mainstream den-
tistry. It provides the extra time and
expertise required to provide oral care
for disabled people in the dental or the
home setting. Also, general dental
practitioners who work within the Na-
tional Health Service are paid an addi-
tional fee for making a home visit. This
additional fee is not the panacea that it
might seem. The Community Dental
Service is constantly under threat of
financial cutbacks; many elderly peo-
ple are not registered with National
Health Service dentists, and therefore
are unable to access home care unless
they pay privately; and dentists are
paid an additional fee per domiciliary
circuit, rather than per visit. Until
these issues are resolved, disabled eld-
erly people living in nonresidential
settings are at risk of being denied ac-
cess to continuing oral care services.

Conclusions

Elderly people will require greater
access to oral heaith care in the future.

They will have greater expectations
regarding their treatment options and
will make greater demands on dental
services including domiciliary serv-
ices. Given a choice, people generally
seek health care at the most sophisti-
cated and well-equipped units. How-
ever, noninstitutionalized, disabled
elderly people may have to rely on
domiciliary care services for dental
treatment. Therefore, domiciliary den-
tal care needs to be developed to im-
prove access to dental services for peo-
ple unable to receive their care in a
conventional dental setting, and to
make these services acceptable to pa-
tients, their caregivers, and their fami-
lies. To develop domiciliary dental
care, further improvement in domicili-
ary dental care training available to
predoctoral (undergraduate) dental
students, trainee hygienists, and den-
tal nurses is required, as is the provi-
sion of postdoctoral (graduate train-
ing) for the dental team. Most impor-
tantly, the issue of funding to make
domiciliary dental care financially at-
tractive to dental practitioners must be
resolved. Only in this way can the bar-
riers to oral care for disabled elderly
people in noninstitutionalized settings
be resolved.
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