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Objective: To explore barriers to older
adults’ accessing dental care. Methods:
We performed oral exams on 184 community-dwelling older adults; those who
needed dental care were contacted 6-12
weeks later to determine if they were able
to access treatment. Those who could
not access care were interviewed regarding barriers. Results: Of those examined,
89% needed dental treatment. After 6
weeks, 52% had received treatment, 48%
had not. Those unable to access treatment had fewer teeth, were more likely

T

he oral health care system is facing an unprecedented need to expand capacity to provide services to older adults, especially as
life expectancy increases and those who are living
longer retain more of their natural teeth. According to the 2000 Surgeon General’s Report on Oral
Health in America, improved oral care among the
elderly would improve general health, treatment
outcomes, nutritional status, and quality of life.1
The relationship between oral health and general
health is particularly strong among older adults.2
Many older adults suffer from severe periodontal
disease and there is evidence that periodontal disease is associated with cardiovascular disease,3-12
poor diabetic control,13-18 and respiratory disease.19
Furthermore, poor oral health and the loss of
teeth are associated with lower intakes of nutrient
rich foods and dietary fiber.1,20 Also, chronic diseases and the side effects of medications to treat
these diseases affect oral health and may lead to
reduced salivary flow, altered sense of taste and
smell, and oral and facial pain.21 Some older adults
with impaired dentition may have trouble sleeping
because of dental pain.22,23 Finally, there are psychological and social impacts of oral disease, such
as avoiding social contacts and conversation, and
being too embarrassed to laugh or smile. These are
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to be referred regarding dentures, and
were less likely to have a dentist. Reasons cited for not accessing care among
the 35 participants we interviewed included a lack of finances, transportation, or assistance in navigating dental
service. Conclusions: Older adults have
a high burden of oral disease and access
barriers remain.
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important concerns given the positive effects that
social relations have on general health.24-26
Health policy analysts agree that the key to
maintaining oral health in the geriatric population is timely access to dental care; yet, older
adults face significant barriers to accessing oral
health services.27 These include a lack of insurance (there is no dental coverage under Medicare,
and limited adult dental coverage in some states
under Medicaid), unaffordable co-pays for the underinsured, lack of transportation, perceived lack
of need on the part of patients, and relatively few
geriatric dentists.1,28,29 An additional barrier is lack
of knowledge about dental insurance benefits. A
recent survey of adults who attend senior centers
in New York City found that 20% to 40% were not
aware of New York’s Medicaid coverage of dental
services for adults.30 Given the barriers to accessing care, it is not surprising that older adults have
the lowest rate of dental visits compared with all
other adults over 18 years old.27,31
The goal of this study was to determine the barriers that prevent community-dwelling older adults
from accessing needed dental care. We did this by
identifying the unmet dental needs of a group of
older adults who frequent senior centers associated with NORCs. We chose this population because
we wanted to focus on the unique needs of older
adults living in the community who are supported by some degree of social services (NORC social
workers and visiting nurses). We followed the older
adults who needed dental treatment to determine
whether they were able to access care. We interviewed those who were not able to access dental
care regarding their barriers to getting needed
dental services. Whereas the problem of poor oral
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health in the elderly is known,32 this study contributes by providing additional information on the
magnitude of the problem, and further examination of the barriers that prohibit access to dental
treatment, especially among community-dwelling
older adults.
METHODS
Site Selection
Our goal was to generate a study sample of older adults living in the community who are supported by some degree of social services, such as
social workers and visiting nurses. Therefore, we
selected 8 senior centers associated with naturally occurring retirement communities (NORCs).
We chose these 8 sites because we believed that
the participants they would yield would be varied
with respect to socioeconomic status, the proportion of seniors who are Medicaid eligible serving
as a proxy for low income, and for dental insurance coverage, that is, those with only Medicare
serving as a proxy for not having dental benefits.
Another variable was distance from the NYU dental
clinic (the largest safety net dental provider in New
York City), which in an urban area is complicated
by public transit routes. For example, the Stanley
Isaacs senior center was 4.34 miles from the university dental clinic, but it was located on the same
street as NYU and serviced by a direct express bus.
However, the Jacob Riis senior center was geodesically closer (3.73 miles), but with no direct public
transportation route to the university clinic that
was in a different borough across a river.
We also selected sites to maximize the languages
spoken by participants. In 4 of the sites English
and Spanish were spoken with equal frequency; in
2 sites Chinese was the primary language; in one
site English and Russian were spoken with equal
frequency; and one site was frequented predominantly by English speakers. Although we acknowledge that language concordance is important to
consider when studying barriers, it is not necessarily a barrier in New York City. English, Spanish,
Chinese, Russian, and other languages are spoken
at the university dental clinics. When we compiled
lists of community dentists specific to each NORC,
we found many primary care dentists, many of
whom are immigrants themselves, who offered
treatment in a plethora of languages. Table 1 lists
the 8 sites including number of study participants
from each site and their health insurance status,
plus distance from the NYU dental clinic.
For each of the 8 sites, we developed a site-specific community referral list from the New York
State Dental Association’s membership database.
The site-specific lists gave contact information for
local dentists, the distance of the dentists’ office
from the senior center, which languages in addition to English were spoken in the office, which
dental insurances were accepted (especially noted
was whether Medicaid was accepted), and whether
the treatment fees were negotiable.
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Recruitment of Participants
The investigators worked with senior center administrators to set up a dental screening event at a
time and on a day that would maximize the number of older adults who could attend. At some centers, 2 separate events were scheduled on different dates and times. The senior centers publicized
the events by putting the event on their calendars,
publishing notices in their newsletters, posting flyers, and making announcements at senior center
events (such as at meals). Adults who wished to be
examined by a team of a supervising faculty dentist and multi-lingual dental students attended the
events. Overall, 184 older adults volunteered to be
examined.
Data Collection
Older adults who volunteered to be examined sat
in common chairs and dentists wearing headlamps
used gingival probes, dental explorers, mirrors and
penlights to examine the older adults. An assisting
dental student recorded clinical findings electronically, using software developed specifically for this
study.
If those examined needed some form of dental
care, for example, untreated dental caries, periodontal problems, oral pathology, or needed dentures or partials (or repair if broken or no longer
fit), the language concordant faculty and student
dentists explained to the older adult that treatment was needed. The faculty and student dentists
made a referral, and with the language concordant
research assistant, discussed with the older adult
the various options for obtaining care, including
going to their own private dentist, going to a dentist
on the community list we developed, or going to the
NYU dental clinic to continue care with the dental
student or faculty dentist who had examined them
at the senior center. The research assistants asked
those who needed treatment for consent to contact
them 6 weeks later to determine if they were able
to access dental care. If they consented to be followed, they gave us their name, address, and telephone number. Compared to the 125 participants
who consented to be followed, we found that the 39
participants who declined to be in the study were
more likely to be immigrants (.04); had a higher
number of cavities for which they were referred for
dental treatment (.02); and, were less likely to plan
to go to NYU for treatment (.001) and more likely
to plan to access a community dentist from the referral list we developed specific to the NORC (.01).
We believe these differences could be attributed to
the disproportionate number of mono-lingual Chinese speakers in the decline group – 60% of those
who declined to be in the study were from 2 Chinatown sites at which Chinese was the predominant language spoken, whereas 37% of those who
consented to be followed were from these 2 sites.
We developed a community dentist resource list
specific to each NORC, and for the 2 Chinatown
sites we featured the Charles B. Wang dental clinic
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Table 1
Site Characteristics
Jacob
Riis
Number of participants

Health insurance

% M edicare only

% M edicaid + M edicare
a

% Private insurance
% Uninsuredb

% M edicaid only

Miles from NYU dental clinic

20

Confucius QueensPlaza
view

40

45
5
5

5

3.73

40

5

55

100

18

S tanley
Isaacs

Ravenswood

Chinese
CBA

Village
View

Elliot &
Chelsea

65

53

42

67

36

34

13
10

2.23

38

18

14

21

40

42

11

43

9

7

3

6

14

4.34

4.42

1.16

1.68

6

4.59

15

11
3

2.21

6

11

7

Note.
a
Some participants were between 60 and 65 years old
b Some participants were between 60 and 65 years old; other participants were not eligible for Medicare because they
were not yet citizens or permanent legal residents, or had not paid enough Medicare taxes during their working
years.

as the community resource; we even distributed
Charles B. Wang dental clinic brochures at our
Chinatown screenings. We believe that the immigrants who spoke only Chinese may have preferred
to seek treatment at Charles B. Wang because all
clinic personnel are bilingual, versus the NYU dental clinics, where only the associate student dentists could be guaranteed to be fluent in Mandarin,
Cantonese, Fuzhou dialect, etc.
Six to 12 weeks after they were examined at the
senior center, we contacted the participants who
needed dental treatment and consented to be followed. We asked the older adults if they were able
to get the dental care they needed. If they said yes,
they had accessed dental services, we thanked
them for participating in our study and wished
them well. If they had not received dental care, we
requested to interview them about their experiences trying to access care. Individual interviews were
conducted by language concordant members of the
research team, either in-person at the senior center
or by telephone. Interviews were unstructured and
open-ended, beginning with the interviewer saying:
“I understand that the dentist who examined you
at the senior center believed that you would benefit
from dental care, but you were not able to obtain
dental care. Please tell me about all the barriers
(conditions, causes, reasons) that made it difficult
for you to access dental care.” The interviewers
took notes, and if the participant allowed audio
recording, we recorded the interview. After closing
the interview, the research team worked with the
older adult to secure needed dental treatment.

egorical variables. We used an alpha level of .05 for
all statistical tests.
The 35 interviews were coded using content
analysis. The first and third authors independently reviewed the transcripts and interview notes
and inductively developed a coding scheme. They
met after every 3 transcripts were coded to discuss codes, achieve consensus, and resolve coding
differences. The codebook was revised if needed.
Coding was assisted by qualitative data analysis
software (http://www.maxqda.com/). Face validity
was assessed by a blinded reviewer (senior author)
who was presented with all the interview passages
that had been coded with one particular code (eg,
“transportation difficulties”), and was asked to determine what all the passages had in common. If
she offered a code identical to the code used by the
qualitative analysts, we considered the use of the
code to describe these passages as valid.

Data Analysis
Quantitative analysis consisted of a t-test for
continuous variables and chi-square test for cat-

RESULTS
As delineated in Table 2, the average age of the
adults examined was 75 years; 68% were female
and 32% male; 49% were Asian-American, 23%
white, 17% African-American, and 10% were Hispanic/Latino; 64% were immigrants who had been
in the US for an average of 37 years. Regarding
health insurance, 53% had Medicare only, 34%
had Medicaid (which in New York State includes
dental benefits), 7% had private insurance, and
5% were uninsured. Those examined reported on
average that it had been >4-1/2 years since they
last saw a dentist (ranging from one week to 5
people who had never seen a dentist). The participants had an average of 16 (of 28 examined) teeth;
and 47% experienced ongoing or occasional dental
pain. Forty-seven percent wore dentures or par-
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Table 2
Summary of Quantitative Results
Full S ample
N = 184
% (N), or
mean (±S D)

Age
S ex

75.1 (±8.3)

Referred for Tx Referred for Tx Comparing those who
did and did not
Able to Access Unable to Access
a
N = 50
N = 55
access treatment
% (N), or
% (N), or
p value
mean (±S D)
mean (±S D)
73.6 (±7.3)

74.8 (±9.2)

.45

Female
M ale

68% (126)
32% (58)

72.7% (40)

62.0% (31)

.30

Asian American
White

49% (92)
23% (43)

47.3% (26)
27.3% (15)

48.0% (24)
20.0% (10)

.82

Hispanic/Latino
Other

10% (18)
1% (1)

10.9% (6)
0.0 % (0)

10.0% (5)
2.0% (1)

Racial Ethnicity

African American

17% (29)

Nativity
immigrants to USA

64% (117)

mean years living in the USA
Health insurance
M edicare only
M edicaid + M edicare

36.6 (±16.1)

b

Private health insurance
Uninsuredc
M edicaid only

Number of days since saw dentist
Number of teeth
Experiencing Dental Pain

d

Dentures
wear dentures/partials

age of dentures/partials (years)

denture/partials cause discomfort

e

Referred forf
number of untreated caries
needed periodontics
oral pathology
dentures/partials need/repair/adjust

Plans for accessing dental treatmentg
NYU dental clinic
Community dentist on list
Own dentist
(those who reported having their own dentist)

27.3% (15)

12.7% (7)

58.2% (32)

32.3 (±14.4)

38.0% (19)

18.0% (9)

62.0% (31)

33.5 (±16.7)

53% (98)
49.1% (27)
52.0% (26)
29% (53)
29.1% (16)
26.0% (13)
7% (13)
9.1% (5)
8.0% (4)
5% (9)
7.3% (4)
6.0% (3)
5% (9)
5.5% (3)
6.0% (3)
1707.07 (±3955.17) 886.6 (±1512.5) 2147.24 (±4833.5)
16.3 (±10.0)
47% (87)

18.8 (±9.0)
50.9% (28)

14.6 (±10.0)
46.0% (23)

47% (87)

41.8% (23)

56.0% (28)

9.2 (±7.9)
40% (35)

.69
.78
.93

.09

.03
.62
.15

10.0 (±7.2)
47.8% (11)

8.5 (±7.8)
46.4% (13)

.50
.92

1.95 (±2.39)
78.2% (43)
18.2% (10)
38.2% (21)

2.34 (±2.67)
72.0% (36)
12.0% (6)
58.0% (29)

.43
.46
.38
.04

74.5% (41)
21.8% (12)
10.9% (6)
50.9% (28)

76.0% (38)
20.0% (10)
14.0% (7)
26.0% (13)

.86
.82
.63
.01

Notes.
a
T-test was used for continuous variables and Chi-square test was used for categorical variables. We used an alpha level of .05 for
all statistical tests.
b
Some participants were between 60 and 65 years old.
c
Some participants were between 60 and 65 years old; other participants were not eligible for Medicare because they were not yet
citizens or permanent legal residents, or had not paid enough Medicare taxes during their working years.
d
Five participants reported never having been to the dentist. Their values were calculated by taking their age, subtracting 21, and
multiplying the result by 365.
e
Calculated only for those who had dentures or partials.
f
Some participants were referred for more than one need for dental treatment.
g
Some participants relayed intentions to access treatment in more than one way.
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tials; the average age of the denture was 9 years
old, and 40% of the dentures/partials caused pain
or discomfort.
We found a tremendous need for oral health
care. Eighty-nine percent of those who volunteered
to be examined (164 of 184) needed some form of
dental care for untreated dental caries, periodontal problems, oral pathology, or need for dentures
or partial dentures, or repair/realignment of dentures/partials that were broken or no longer fit. We
found an average of 2 untreated dental caries per
mouth examined.
We asked those who needed care what their plans
were for accessing dental services. Seventy-seven
percent said they would seek care from the New
York University faculty or the associate student
dentist who examined them at the senior center;
22% said they would seek care from a community
dentist near the senior center (from the site-specific referral list we developed); and even though 39%
said they had a dentist, only about one-third of
those who had a dentist said they would seek care
from their own dentist. One hundred and twentyfive older adults who needed care consented to be
followed (76%).
Six weeks after participants were examined at
their senior center, we began to contact those who
needed care and had consented to be followed
by sending letters to their residence, telephoning
them, and/or returning to the senior center to encounter them in person. We were not able to reach
20 of the 125 who had consented to be contacted,
either because they had been hospitalized, moved
out of the area, had given us erroneous contact
information, or they never returned to the senior
center. Of the 105 participants we were able to
contact, 55 (52%) were able to get dental care, and
50 (48%) did not yet access care. Those who were
not able to access dental treatment averaged significantly fewer teeth (14.6 versus 18.8; p = .03),
were significantly more likely to be referred to acquire new or repair old dentures or partials (58%
versus 38%; p = .04), and were significantly less
likely to report having their own dentist (26% versus 51%; p = .01).
Of the 50 who did not access needed dental care
within 3 months from the date of their initial examination, 35 agreed to be interviewed about why
they were not able to access care. Of those who
did not get needed dental services, 60% of the
older adults reported that financial constraints
prevented them from accessing care; 31% lacked
adequate transportation; and 20% lacked someone who could help them make an appointment,
transit to an appointment, or navigate the dental
services system.
DISCUSSION
We found a great need for dental treatment; almost 90% of the community-dwelling older adults
who we examined at the senior centers needed
dental care for untreated dental caries, periodon-

tal problems, oral pathology, or needed to acquire
new, or repair old, dentures or partials. We also
found a high rate of self-reported oral pain. Yet,
just over half of those contacted were able to access dental care. Those not able to access dental
care reported that their barriers included financial constraints, lack of transportation, and need
for assistance. With respect to finances, when we
compared those who were able to access treatment
with those who were not able to, we found that
those who were not able to access care had significantly fewer teeth and were significantly more
likely to be referred to dental treatment to acquire
new, or repair old, dentures or partials. A complete
set of dentures costs an average of $3000, which
without dental insurance coverage is likely out of
reach for many older adults.33 Regarding the need
for assistance, in our comparison of those who
were able to access treatment with those who were
not, we found that half of those who were able to
access treatment reported having their own dentist, which was significantly more than those who
were not able to access treatment. We did not interview those who did access treatment, so we do
not know from whom they received dental treatment. However, we can postulate that those who
define themselves as “having a dentist” may have
more experience making dental appointment, transiting to an appointment, and navigating the dental services system.
Our findings have several policy implications.
First, Medicare covers the health needs of adults
over 65 years, but does not include a comprehensive dental benefit. This gap in coverage is an
important barrier to accessing care among older
adults and should be addressed in the context of
healthcare reform.34,35
Second, comprehensive Medicaid adult dental
benefits are not universal. Of the states that include dental benefits in Medicaid coverage, rolling
back or eliminating adult dental benefits is often
considered a way to contain state costs. Recently
Wallace et al36 studied the impact of eliminating
Medicaid dental insurance benefits in Oregon.
They found that without dental insurance benefits,
poor people suffer costs in the form of unmet need,
increased out-of-pocket costs, and use of inappropriate care settings for dental needs.36 Advocates
for older adults need to protect Medicaid’s dental benefit in the states that do cover dental services, and work to secure Medicaid dental insurance benefits in the states that do not cover dental
treatment. Of particular importance is coverage for
dentures. Currently, Medicaid covers dentures in
33 states,37 however the limitations are formidable.
For example, of the 33 states that do provide denture benefits, some exclude the elderly from getting
dentures (eg, California, Texas, Utah); most states
limit how often a beneficiary can get a replacement
set of dentures (eg, Wyoming provides one set per
lifetime), and some states have reimbursement
limitations (eg, Indiana will reimburse $600 of the
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cost of dentures). Realignments and repairs of the
dentures are typically not covered. Finally, even
those who do have Medicaid dental care coverage have substantial out-of-pocket expenditures;38
therefore, financial barriers exist even for beneficiaries.
New York is a state that includes dental care in
Medicaid benefits, and has excellent denture benefits: one set every 4 years for any adult. However,
we found that many of the older adults who participated in our study were eligible for Medicaid, but
were not enrolled. When we identified their dental
needs, senior center social workers and visiting
nurses conceptualized their need for dental treatment as a reason to consider enrolling in the Medicaid program. Low income adults who are dually
eligible for Medicare and Medicaid in states that
cover dental services should be made aware of the
benefit so that they may utilize Medicaid to maintain their oral health.
Third, another barrier to access was the lack of
transportation to dental clinics. Whereas transportation services do exist, they are typically available
only to people who meet eligibility criteria, such
as those who have a disability that limits mobility. Local government and social service agencies
need to be apprised of the need for wider eligibility
for transportation to a broader array of healthcare
services. With coordination, transportation to high
quality and reduced-cost dental treatment (such
as that provided by dental school clinics) could be
developed.
Fourth, local agencies and social services could
coordinate with local dental schools to regularize
dental screening and referral programs at senior
centers, either as part of an existing externship requirement for students, or an optional volunteer
activity. Community health workers, nurses, and
social workers who work with older adults in community settings such as senior centers need to be
trained to recognize the oral health needs of older
adults and to facilitate access to dental services,
such as assisting with making appointments. Burr
and Lee39 found that older adults who lacked social support were less likely to access dental care.
The nurses and social workers at the senior centers who were involved in this study were willing
and able to assist older adults in accessing dental
treatment, once the need was identified.
The Institute of Medicine and the National Research Council report, Improving Access to Oral
Health Care for Vulnerable and Underserved
Populations40(p. 230) concludes that: “Improving access to oral health care will necessarily require
multiple solutions that use an array of providers in
a variety of settings.” With respect to our findings,
policy implications include amending state regulation to enable dentists to screen and treat older
adults in their homes or at the community centers
that they frequent, utilizing mid-level dental providers,41 and training and encouraging non-dental
professionals (such as visiting nurses assigned to

786

senior centers or NORCs) to do oral health screenings and make appropriate referrals.
In conclusion, we imagine that if we found this
degree of unmet dental need and substantial barriers among older adults who frequent a NORCassociated senior center, then it is possible that
the situation of community-dwelling older adults
who are not integrated within a network of community services (such as the social work, nursing,
and transportation services available at NORC-associated senior centers) may be more dire. This is a
topic for further study and our findings can possibly serve as a comparison for subsequent research
on older adults not connected to community services. We believe that the barriers older adults face
when accessing dental services may be persistent,
but are not insurmountable. Our hope is that this
evidence will be used to inform policy advocacy to
remediate the situation.
Limitations
The sample selection procedure was non-random; we screened study volunteers who attended
senior center programs in New York City. Even
though 89% of those in the study needed dental
treatment, we do not know how representative this
rate of occurrence is in the general population of elderly. Therefore we counsel caution about the lack
of generalizability of these results given the small,
non-random sample. Regardless of these limitations, we went forward with our study because we
believed that taking a more qualitative approach
that would be narrower in scope, but have more
depth, would allow us to produce an evidence base
that could be used to inform policy change. Our
goal in doing this study was to further understanding of the impact of a social structure that prevents
older adults from acting on the knowledge that
they are in need of dental services, and to produce
a data analysis that could illuminate health programs that could facilitate the restoration of older
adults’ oral health.
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