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Abstract

Huge differences exist in health status includingl dealth between urban and rural population in
developing countries. Differences also exist inltheatatus between the urban rich and the urbam. poo
Poor and marginalized population form majority ke population in developing countries. This undeser
population typically defined by their low incomeashpoor oral health status and most of the times ar
unable to afford basic and emergency health caxéces. Significant disparities remain in both thé&es of
dental disease and access to dental care amongoapbgof the population, especially for childrerdan
adults who live below the poverty threshold.
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1. Introduction

Oral health is a critical but overlooked componehbverall health and well-being among children and
adults. Dental caries (tooth decay) is the mostmom preventable chronic childhood disease. Dental
disease restricts activities in school, work, anthl and often significantly diminishes the quatifylife

for many children and adults, especially those velne low-income or uninsured. There is increasing
evidence of associations between oral infectiond atiher diseases, such as pre-term, low birthweight
babies, heart disease, lung disease, diabetestak@® smong adults (National Institute of Dentatlan
Craniofacial Research, 2000)

Huge differences exist in health status includimgl diealth between urban and rural population in
developing countries. Differences also exist inlthestatus between the urban rich and the urban gbe
finding has been mainly attributed to differencessbcio economic status and limited paying capacity
across populations, specifically in developing ddes. Although there have been impressive advaimces
both dental technology and in the scientific untierding of oral diseases, significant disparitiemain in
both the rates of dental disease and access taldamé among subgroups of the population, esgpedal
children and adults who live below the poverty tad.

2. State of Affairs: India
Private fee for service is the only mechanism ghpent for dental care in most of the developingnitas
including India. The major disadvantage of fee dervice is that many patients are unable to recaiye
care. Developing countries have a high unequalnredistribution and in a market based deliveryesyst
socio economic factors play a major role in ushe#lth care services.

India has 289 dental colleges with around 25,0@@igates each year (Sivapathasundharam, 2007).
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Dental manpower though available yet the utilizatid oral health care services is low. The reasoritfe
low utilization of health care services being thghhcost involved thereby widening the oral health
differences across the social economic classes.

Poor and marginalized population form majority bé tpopulation in developing countries. This
undeserved population typically defined by theiw imcomes has poor oral health status and mogteof t
times are unable to afford basic and emergencyttheale services. Many developing countries inclgdi
India have neither an oral health policy nor a pethoral health care delivery system. Oral heatticy
was drafted by Dental Council of India (DCI) wayckain 1985. National oral health policy (1985)
recommends dentists to be appointed at primarycamimunity health centres. Till date the policy has
be implemented. (National oral health policy, 1985)

3. Dental Safety Net
Dental safety net providers are public and privaie-profit organizations that provide comprehensixed
health care to children, adults and the elderly d@hntal “safety net” is variously defined as theilfties,
providers, and payment programs that support detded specifically for “underserved populations.”
(Kwon, 2009) These various definitions distingutble “safety net” from the delivery of dental carg b
dentists in private practice. The safety net partxd care delivery in India that exclusively focasen
caring for the underserved has very limited capacimpared to the cumulative capacity of private
dentistry. As a result, most care received by thaetserved is today provided by private dentists.
Although a variety of social and demographic chiamstics correlate with use of dental services,
underserved populations are typically defined bgirttow incomes (Guay, 2004). Baikdt al (2006) in
America characterized the dentally underservedndiiduals with incomes less than twice the federal
poverty level (82 million Americans or 27 perceffittioe US population) because these individualszetil
dental services at about half the rate of higheofime groups and are described as “unable to pwechas
private sector care”.

“Effective demand” for dental care by the underedr defined as having both motive and financial
means to obtain care, has been considered to bestn@Guay, 2004) In addition to those disadvartdne
income, the underserved also includes those whgsepdysical, health, behavioral, social, language,
geographical conditions render them vulnerable lanid their access to, or acceptance by majorityhef
dentists in private practice (Edelstein, 2005)short, the dental safety net is the composite lgplates,
providers, and programs that deliver dental sesviogeople disenfranchised from the predominanafe
dental delivery system.

4. Composition Of Safety Nets—Whom Do They Serve andow Are They Organized?

Health care safety nets serve a diverse patientlatpn, including inner city and rural poor, thenheless,
low-income migrant workers, the uninsured and uindered. Many of these patients are also chrowicall
ill and require coordinated disease managementetyafets usually are community-based and are
influenced in large part by economic and other abtt@ristics of their local communities. Some safesy
providers are run by hospitals or community growgtsers by physicians or local governments. Sortye re
on donations of time and effort by physicians, earand other providers, while others rely on disted

13



Developing Country Studies www.iiste.org
ISSN 2224-607X (Paper) ISSN 2225-0565 (Online) ey
Vol 2, No.3, 2012 IS’

payment for caregivers. Some are a mixture of datsum, they are organized according to theiri@aer
patient population and financing. The local vadas in financing, patient mix and workforce mayule
a poorly coordinated and fragmented system of pafets.

Thus, while safety nets provide essential healtivices to individuals who otherwise would lack
access to care, this patchwork system also rasuttammon problems such as restricted access toadiye
services, disruption in care, and long waiting @asi for patients. Despite these strains, the same
fragmented local forces that create a patchworkegysalso open up opportunities for innovation et
highly attuned to a specific community’s need. 8sdr look at different safety nets across natiensals
some examples that provide adequate and coordicated In this case, adequacy means that the m@rovid
actively screens and enrolls eligible patientsigassthem to a primary care medical home, and ges/a
reasonably comprehensive range of services, indudssential medications, specialist referralsoror
disease management and hospitalizations. Through coordination of care, these adequate safety nets
can also rein in health care costs.

Hospital emergency departments have a numbeited ;1 underserved areas to potentially meet
demand for health services, yet they rarely arpaesive to dental needs, are not designed to peovid
comprehensive dental care, and have none or ingiffly trained personnel to deal with even actetal
problems. Policies therefore could be developedstablish at least a minimum standard of emergency
dental care in these sites. Safety net providetddcalso benefit from health information technology
enhanced cultural appropriateness, expanded deatkforce size, and increased delegation throuligdal
dental professionals (Byck et al, 2002; Okunseail €2008)

A study was conducted to shed more light on thecéiffeness of waivers and exemptions as safety
nets in the public health sector in Kenya. Findingdicate that, for the selected facilities, was/@mnd
exemptions have not been fully effective in prdterthe poor against the negative effects of faetheir
demand for health services, due to: (i) limiteduwok of waivers granted and waivers provided:; ifiited
awareness among the targeted; (iii) varied assegspr®cedures, with some procedures unable to
accurately identify the targeted; (iv) lack of soppfrom facility staff due to revenue loss, givirat user
fee revenues have become an important sourceafdanfor non-wage recurrent expenditure; and @R la
of enforcement of guidelines on waivers and exeomgtiby Ministry of Health, resulting in health figtgi
managers exercising discretion on the implememiatio an effort to increase effectiveness of theteay,
the study recommends the following: (i) publicisithg waivers and exemptions programme; (ii) enfaci
issued guidelines on waivers and exemptions; {iijreasing targeting efficiency through improved
assessment and approval mechanisms; (iv) providoantives to facility staff to support the safasts; (v)
use of needs criteria by the Ministry of Health wiadlocating resources to facilities. There wasmemtion
of inclusion of oral health care services in thieganets. (Eberhardt et al, 2001)

5. Rural Safety Nets

Rural and urban areas differ in many ways, inclgalemography, environment, economy, social strectur
and availability of resources The differences iesth characteristics significantly affect the sttt
capacity, and functioning of the rural health ceméety net. Rural populations, on average, tertgetolder
than those in urban areas and suffer from greateid of poverty and unemployment and lower lewéls
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income. Rural residents are more likely to engagasky health behaviors than urban residents. fRate
smoking, alcohol consumption, and obesity are higherural areas. Chronic illnesses and associated
limitations in activity are more prevalent, and madity rates for chronic conditions such as chronic
obstructive pulmonary disease are higher in rueds (Safety Nets in Kenya's Public Health Se2@®3)
Rural residents are more likely than urban resglémtdescribe their overall health as fair to padban
and rural hospitals differ considerably in regaodthe safety net and their financial vulnerabilitihe
ability of rural hospitals to cost shift indigerdre to their paying customers is significantly reetli by the
nature of their revenue mix. While urban hospitdto face a large proportion of publicly fundedigs,
they typically have the availability of cliniciams-training to deliver care. Although 70% of Indian
population resides in rural areas yet there is rawvipion of dental care through primary health eent
What is worse is that oral health has not beeuded in public health policies noticeably theradgsspace
for dental safety net in public health policies.

6. The Informal Safety Net

Because rural communities have few or none fornealtal safety net providers such as public hospital
outpatient departments, primary health centers @H@nd local health department’s vulnerable
populations in rural areas are often dependeninanfarmal safety net of providers who are not @ity
dedicated to providing care to low-income populatidhese providers often include clinics, private
physicians, traditional healers and other providet®o do not receive funding to serve vulnerable
populations, but do provide some access to carghfese groups. Monitoring or even identifying the
components of this "informal" safety net is quitiiclilt and depends on providers' self-reportsia level

of care provided. (Taylor et al, 2003)

7. Dental safety Nets in Developed Countries

Before discussing the formation of dental safetysna developing countries what is required is the
knowledge of how these programs have been runnirtgveloped countries. A Massachusetts analysis of
its community health center dentists reports tl3&t (approximately 2 percent of state-licensed d&s)tare
employed in health centers and that 40 percerteshthold limited licenses granted to graduate®iifn
dental schools. Most health center dental direct®rspercent) chose health center practice bediese
“felt a mission to the dentally underserved popatdt Compared to other Massachusetts dentistg; the
were disproportionately minority (36 percent AfieaAmerican or Hispanic) and older (49 percent over
50), and earned less (83 percent earn less thab,(I®H. Among tomorrow’s dentists, the influence of
“care to underserved” in choosing a dental careeies considerably by race and ethnicity. Many more
black and Latino students who graduated in 200&edrcare to the underserved as influential or very
influential in their career choice as did whitedgtnts (80.9, 70.1, and 47.2 percent, respectivélygse
minority students also expected to treat more wsateed individuals in their future practices (3pe8cent

of black, 26.7 percent of Latino, and 6.5 percdnivbite students expect that 50 percent or mortheif
future patients will be from underserved populatiorbut they comprise only 11 percent of the 2008
graduating classes. Underrepresented minority stadeanticipation of treating more underserved
individuals reflects existing practices of blaclddratino dentists. (Brown et al, 2003)
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Regarding dental school preparation to care foruhderserved, one in six 2008 graduates (16.5
percent) reported being less than prepared to “far@ diverse society,” one in five (22.0 percetat)
“adapt treatment planning for low income individualone in four (23.0 percent) to provide “oral hlea
care for rural areas,” and one in three (37.7 p#)de “care for the disabled.” The majority (7(&rcent)
agree that “access to care is a major problem énlthited States,” and nearly the same numbers (69.5
percent) agree that “providing care to all segmehtsociety is an ethical and professional obligrati but
fewer students agree that “everyone is entitledt@ive basic oral health care regardless of phdipay”
(59.7 percent). Only one in 50 (1.7 percent) grédgastudents report a long-term plan to practicei
“community clinic.”’Among 2007 graduates, 1 yeareafgjraduation, 2.2 percent were employed by dental
safety net organizations. (Okwuje et al, 2009)

Bailit et al (2006) conducted a study to deterntime size and characteristics of the dentally
underserved U.population, describe the capacity of the safetysyetem tdreat the underserved, explore
policy options for expandinthe system and discuss the policy implications tedfsé findings. The
underserved population was consisting of 82 milli@opldrom low-income families. Only 27.8 percent
of this populatiorvisits a dentist each year. The primary componehthe safetyet are dental clinics in
community health centers, hospitgdgblic schools and dental schools. This systenth@sapacityo care
for about 7 to 8 million people annually. The poblily feasible options for expanding the system include
increasinghe number of community clinics and their efficigncequiringdental school graduates to
receive one year of residency trainiagd requiring senior dental students and residentsork 60days in
community clinics and practicesThey concluded that the safety net systas limited capacity but could
be improved to care for anoth2i’5 million people. Even if it is expanded, howevitre majorityof
low-income patients would need to obtain care ikgbepractices to reduce access disparities. The biggest
challenges convincing the American people to provide theds needetb care for the poor in safety net
clinics and private practices. (Balit et al, 2006)

Byck et al (2005) conducted a study to examinertdie of community dental safety-rdinics in
providing dental care for these underserved pojmnsfThey administered a cross-sectional survesilof
identified safety-net dental clinics in lllinois.e$nty-oneof 94 clinics responded (response rate, 76
percent), describingheir history, operations, patients, staffing anehtst relationshipsAn in-depth
analysis of 57 clinics presents comparisons ofettagegories of clinics, sponsored by community healt
8centerg23), local health departments (21) and privateiseragencie$l3). Clinics were distributed
across the state; 80 percamre located in facilities with other health cam@wpders,and all provided
dental care to low-income and other undersegvedps. Clinics provided more than 3,100 annuatalen
visits,operated with limited staffing and budgets, and teddrralrelationships with local dentists. Clinics
with full-time dentistor any dental hygienists had higher annual numbémentalvisits. These clinics
provide dental care to groups withditional access barriers. Although they represesmalportion of all
dental care, their mission and role make tlackey component of strategies to address the deotalss
problem. Local and state dental practitionemeking to expand dental access should contigse
community dental safety-net clinics as partnerforfto expand these clinics should include considering
optimizingstaffing for better dental productivity. (Edelste2909)
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8. Policy alternatives

Addressing consequential oral health inequities safity net inadequacies will require multifactbria
approaches and will therefore require the conceatedl cooperative efforts of policymakers from asros
domains of government, the health professions, &ttt research, social service, and the dentaisimg
Without question, the single best approach is tmdttically reduce need and demand for conventional
dental treatment by preventing and managing disehseeby attaining better health at lower costs. T
accomplish this, effective biological and behavidngerventions need to be further developed bgr#ists,
behaviorists, health educators, social workers, hedlth professionals; promoted by governmental
payment, workforce, and reporting policies; andiingonalized for the next generation of caregsver
through changes in curricula and experiential etioica

The nation’s long-established and new dental dshoeed to view themselves as having a primary
responsibility to care of the underserved whileahalng their educational and research missions.nEe
dental schools need to explicitly reference resiiity to care for the underserved in their missio
statements and incorporate community-based learagngore elements of their curricular design. For
example, Western University of Health Sciences&alof Dental Medicine, America describes its missi
as training dentists “who will fulfill their profegonal obligation to improve the oral health of mémbers
of society, especially those most in need”.

Because private practice dentists constitute tleevavelming majority of care delivery capacity ireth
India, any attempt to reduce disparities must findys to significantly increase private dentists’
participation. Short term, this can be accomplisti@@dugh efforts ranging from providing outreach to
private practitioners, organizing care facilitat@nthe community level, contracting between heedthters
and private dentists, instituting continuing edigratof dentists in care of special populations, and
developing local and state level care programsgeorierm, safety net improvements will require \azti
engagement of tomorrow’s dental professionals. Thisresult from changes in how students are select
trained, licensed, and recognized and rewarded.

We suggest that developing countries like Indighvaitifficient dental manpower resources urgently
need to include dental safety net in public hesdttvices. This safety net should target populdtiom low
socio economic status, children and other depergiantps. Dentists have to be employed by the state
central governments from the available manpowesure®s. Allied dental health professionals also may
contribute meaningfully to the dental safety neBasic and emergency oral health care services tocee
provided at these public health centers with pioni®f preventive care at the core. The next stdhe
setting up of health centers where such care doeigrovided. These centers should be located pidfer
within the reach of such population, specificaliyriiral areas.

9. Conclusion

Ultimate responsibility of the health of its citizdies with the government. Oral health has notnbee
included in public health policies in India, a chgarthat could have led to improvement in the défferes

in health status of urban and rural population. beernment specifically in developing countriegd®to
focus on the health of its population irrespectieheir ability to pay. Local efforts may also beeded
to engage more private practitioners in care ofeuselved. The formation and inclusion of dentaétsaf
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net in public health services may significantlyuee the oral health differences between the lowragd
socio economic classes and thereby improve theheadth status of developing countries.
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