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ABSTRACT
Objectives: The study sought to determine barriers to access-
ing oral health services amongst the elderly residing in retirement 
villages in Johannesburg. The objectives were to determine the 
normative and perceived oral health needs, the barriers experi-
enced and the predictors of oral health utilisation.

Materials and methods: This was a cross-sectional 
study. Three hundred and eight (n=308) participants were 
recruited from 10 retirement villages in Johannesburg. Data 
were collected from questionnaires and clinical oral exami-
nations assessing the DMFT and CPITN scores.

Results: The clinical findings of the oral health status indi-
cated a caries experience of 46%, whilst 58% of participants 
suffered from periodontal conditions. Sixty four percent (64%) 
acknowledged the need to visit a dentist, however only 28% 
of the study population had utilised oral health care in the 
past 12 months, due to perceived barriers. The barriers most 
frequently reported included the belief that they were not able 
to afford dental treatment and the lack of transport availability. 
The multivariate analysis indicated that a significant positive 
predictor of utilisation was perceived need.

Conclusion: Though oral health access was freely available 
in the public sector and normative and perceived need for 
oral health care were high, the barriers experienced prevent-
ed 72% of the participants from utilising oral health services. 

Introduction
The elderly present with oral health problems that affect both 
their general health and oral health related quality of life.1,2,3 
Oral health conditions may impact negatively on chewing 
performance, and can cause pain and embarrassment about 
the shape of the mouth due to missing, or discoloured teeth. 
In addition systemic diseases and the unfavourable effects of 
accompanying medications can lead to adverse oral health 
symptoms such as reduced salivary flow, altered senses of 
taste and smell, oro-facial pain, gingival overgrowth, alveolar 
bone resorption and tooth mobility.4 These factors ultimately 
affect dietary choices, self-esteem and general wellbeing.5,6 
However, it has been shown that these oral health needs are 
often neglected and utilisation of oral health services amongst 
this population is low.6,7,8  

A study determining the oral health utilisation amongst 
adults and older adults in Brazil indicated that utilisation was 
inversely proportional to age. Older adults, aged 60 and 
above, had a utilisation rate of 17.2% in comparison with 
those between the ages of 20-59 years at 32.7% (p<0.001).9 
Dental access barriers contributing to the low utilisation have 
been reported widely and include advancing age, poor sys-
temic health, high cost of dental treatment, long distances 
and waiting times, low perception of dental need and lack of 
social support.7,10,11,12

The information available on dental health needs, health 
service utilisation and barriers experienced by the elderly in 
accessing care is relatively outdated in South Africa. The last 
dental survey was conducted in 1989.13 At that time 95% of 
the study population had periodontal conditions, the mean 
Decayed Missing and Filled Teeth score (DMFT) was 21, the 
rates of utilisation declined with advancing age and the most 
significant reported barriers to care were health-systems-
related, such as long waiting times.

MP Molete: 1.	 BDS, MSc, MDent. Specialist in Community Dentistry. 
University of the Witwatersrand, Faculty of Health Sciences, 
Department of Community Dentistry.

V Yengopal: 2.	 BCHD, BSc, MDent. Professor/ Senior Specialist in 
Community Dentistry. University of the Witwatersrand, Faculty of 
Health Sciences, Department of Community Dentistry.

J Moorman: 3.	 MBBS, MSc, FCPHM (SA). Senior Specialist in 
Public Health. University of the Witwatersrand, Faculty of Health 
Sciences,School of Public Health.

Corresponding author

MP Molete: 
���Department of Community Dentistry, Faculty of Health Sciences, 
University of the Witwatersrand. E-mail: Mpho.molete@wits.ac.za

SADJ September 2014, Vol 69 no 8 p352 - p357

MP Molete1, V Yengopal2, J Moorman3

Oral health needs and barriers to 
accessing care among the elderly 
in Johannesburg

ACRONYMs
DMFT: 	 Decayed Missing and Filled Teeth score

CPITN: 	� Community Periodontal Index of Treatment Need  



354 > RESEARCH

The health system in South Africa has undergone significant 
transformation since then and primary health care, including 
oral health services, are available at no cost for all citizens in 
the public sector.14 The lack of current data on the oral health 
status, needs and possible barriers to care, limits planning 
of oral health programs for the elderly.

The aim of the study was to investigate barriers to access-
ing oral health care amongst an elderly sample residing in 
government-subsidized retirement villages. The objectives 
were to determine the normative and perceived oral health 
needs, the barriers experienced in accessing care and to 
define the predictors of oral health utilisation. 

Materials and methods
This was a cross-sectional study conducted in retirement 
villages in six district regions in Johannesburg. The retire-
ment villages are managed by the local government and 
cater for the functionally independent elderly. Ethical clear-
ance was obtained from the University of the Witwatersrand 
(M111009). Participants over the age of 60 without mental 
disorders affecting communication and memory function 
were recruited. The information provided by the manage-
ment of the retirement villages indicated that the population 
size was 1511. Taking the size of the population into account 
and considering an expected frequency of dental utilisation 
rate at 35%10 with the worst acceptable rate of 30%12, a mini-
mal sample size of 284 was required for a 95% confidence 
interval (Epi-Info, version 3.5.3).

A stratified sampling technique was applied, identifying the 
regions as strata. The number of elderly required in each 
stratum was proportional to the population. All individuals in 
each stratum who fulfilled the study criteria were invited to 
participate.

An interviewer-administered questionnaire was adapted 
from a validated questionnaire developed by the Human 
Sciences Research Council of South Africa for the National 
Oral Health Survey.15 The questionnaire collected data on 
demographic information, utilisation of services and per-
ceived barriers to care and perceived needs. The question-
naire was pilot tested on 10 participants who were selected 
from a retirement village that was not included in the study. 
All the findings from the pilot study were used to modify the 
draft questionnaire for the main study.

The normative oral health status was measured by using the 
DMFT index and the Community Periodontal Index of Treat-
ment Need (CPITN). The unmet treatment need proportion 
was calculated by dividing the D component by the DMFT.16 
Participants were examined in a mobile dental unit following 
a procedure according to the World Health Organization Oral 
Health Survey Methods.17 In terms of perceived need, partici-
pants were asked whether they believed there was anything 
wrong with their teeth, gums or tongue. The responses were 
dichotomized as a No or a Yes. Those who responded with a 
Yes to any of the categories of teeth, gums and tongue were 
coded positive for perceived need.  The data was entered 
into Epi-info version 5.35 and analyzed in STATA 10. The Chi-
squared and Logistic regression tests were undertaken and 
statistical significance was set at p<0.05.

Results
Demographic characteristics
More than 284 individuals agreed to participate in the study 
and the final sample size consisted of 308 participants. The 
mean age of the population was 72 years old, almost two 
thirds (65.2%) were females and the highest educational at-
tainment was secondary schooling. All other background 
characteristics are illustrated in Table 1. 

Normative oral health needs
Thirty three percent of participants were edentulous and 
66.8 % were dentate. The mean DMFT was 17.56 (SD: 
11.67), with a caries experience of 46.1% among those with 
a DMFT above zero, and an unmet treatment need of 9.6%. 
In terms of the CPITN, 58% of participants had a CPITN of 
more than zero (Table 2).

Table 1: Demographic characteristics of study sample (N=308)

Variables (numerical) (N) mean (SD)

Mean age 308 71.7 (7.09)

60-79 266 69.8 (5.37)

80≤ 42 83.8(3.80)

Variables (categorical) (N) %

*Ethnicity

White 117 38.0

Coloured 88 28.6

Indian 53 17.2

Black 50 16.2

Education

No formal schooling 9  2.92

Primary 101 32.8

Secondary 175 56.8

Post matric 23 7.5

Source of Income

State Pension 279 91.8

Other 25 8.2

Social Contact

Living alone 193 62.6

Living with partner 115 37.3

Medical History

Chronic medication 250 81.2

No chronic medication 58 18.8

Table 2: Summary of CPITN score per category amongst dentate 
participants (n=206)

CPITN SCORE (N) %

0 - Healthy 86 41.74

1 - Bleeding 8 3.88

2 - Calculus 46 22.33

3 – Shallow pockets 36 17.47

4 – Deep pockets 30 14.56
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Perceived oral health needs
Amongst the 308 participants, 64.3% (n=198) felt that their 
oral health needed to be attended to.

When the normative needs as captured by the oral health 
examinations were compared with perceived needs as 
reported by participants, the data indicated that of the 
(n=198) individuals that responded positively to perceived 
need, participants without decay had a significantly (p<0.01) 
higher perception of need than those with decay (Table 3). 
However, participants who presented with a CPITN of 1 to 4 
had a significantly (p<0.01) higher perception of need than 
those with a zero CPITN score (Table 4).

Utilisation
Less than a third (n= 85: 27.6%) of the study population had 
utilised oral health services in the past 12 months.

Barriers
Amongst the participants (n=223: 72.4%) who had not uti-
lised any oral health services, 33.6% felt that they did not 
require a dentist and hence did not report on any barriers.  
Therefore (n=148: 66.4%) reported on the barriers indicated 
in Table 5. The most common barriers reported were the 
inability to afford dental treatment (n=78: 52.7%) followed by 
the lack of transport (n=24: 16.2%).

Predictors of utilisation 
Variables which indicated a statistical significance at p< 0.05 
in the Chi-squared tests were included in the logistic regres-
sion analysis. Participants of the age of 80 and above were 
less likely (OR: 0.39; CI: 0.15-0.97; p=0.04) to utilise oral 
health services. Those who perceived the need for oral care 
were more likely (OR: 2.02; CI: 1.15-3.54; p=0.01) to utilise oral 
health services. Participants who had indicated that they were 
generally satisfied with their mouths were less likely (OR: 0.51; 
CI: 0.29-0.87; p=0.01) to utilise oral health services. When 
the multivariate analysis was undertaken and odds ratios 
were adjusted, the relationship between age and utilisation 
increased in significance, from (p=0.04 to 0.02). Those living 

Table 5: Barriers reported for non-utilisation of oral health services by 
participants who felt they required care.

Barriers reported for non-utilisation 
(n=148 : 66.4%)

(N) %

Cannot afford treatment 78 52.7

No transport available 24 16.2

Afraid of dentists 16 10.8

Do not know 13 8.7

No services available 12 8.1

Live far from services 3 2.0

Long waiting times 2 1.3

Table 3: Relationship between presence of decay and perceived 
need.

Normative Need Perceived Need

Variables Yes No P value

Presence of Decay (N=114) 92 22 P<0.01

No Decay (N=194) 106 88

TOTAL 198 110 308

Table 4: Relationship between CPITN score and perceived need.

Normative Need Perceived Need

Variables Yes No P value

CPITN of > &= 1 (N=161) 126  22 P<0.01

CPITN = 0 (N=147) 72 75 

TOTAL 198 110 308

Table 6: Logistic regression results demonstrating associations between key variables and utilisation of services.

Variables
Univariate Results Crude Odds 
Ratio (95% Confidence Interval)

P-value
Multivariate Results Adjusted Odds Ratio
(95% Confidence interval)

P-value

Age

60 – 80 1.00
*0.04

1.00
*0.02

80 – above 0.39 (0.15-0.97) 0.18 (0.04-0.82)

Gender 

Females 1.00
0.88

1.00 
0.22

Males 0.96 (0.61-1.75) 0.51 (0.17-1.50)

Living with partner

No 1.00
0.07

1.00
*0.05

Yes 0.61 (0.35-1.05) 0.43 (0.19-1.00)

Perceived Need

No 1.00
*0.01

1.00
*0.05

Yes 2.02 (1.15-3.54) 2.37 (1.00-5.83)

Mouth satisfaction

No 1.00
*0.01

1.00
0.81

Yes 0.51 (0.29-0.87) 1.11 (0.46 -2.67)

1.00(ref): Reference group *: Significant P-value
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with partners were less likely (OR: 0.43; CI; 0.19-1.00; p=0.05) 
to utilise the services. Those who perceived the need for oral 
care were more likely (OR: 2.37; CI: 1.00-5.83; p=0.05 ) to 
seek oral health attention (Table 6). There was no significant 
association between systemic health, long distances to clin-
ics, waiting times and utilisation.

Discussion
The study indicated that despite there being free oral health 
services available, normative oral health needs were identi-
fied yet utilisation of the oral health services was low. Though 
perceived oral care need was generally high amongst all 
participants, this felt need did not necessarily translate to 
an expressed need that would ultimately result in the utilisa-
tion of oral health services. The barriers attributed to the 
low utilisation rate of 28% included the belief that oral health 
care costs were unaffordable and that there was inadequate 
transport available. In addition, predictors of utilisation were 
found to be significantly influenced by age, living with a part-
ner and perceived need. 

Participants in the study resided in government funded retire-
ment villages which generally accommodate the elderly from a 
low socio-economic grouping and only 8% of the participants 
had access to private pension. The socio-demographic pro-
file is representative of that of the general elderly population in 
South Africa in that most of the adults over 64 years are poor, 
not economically active, and are dependent on a government 
pension of about R1 270-R1 290 per month.15,19

Although only 28% of participants had utilised oral health 
services in the past 12 months, participants had normative 
oral care needs. There was a caries experience of 46%, 
26% required oral hygiene care, 32% required periodontal 
treatment and over half (64%) felt that they needed dental 
treatment. This differs from the results reported by Fiske 
who conducted a similar study in the inner city area of Lon-
don. He found that with the utilisation rate of 14%, amongst 
the 302 participants who had high dental care needs, only 
39% of them perceived the need for dental care.7

In general, the perception of need for oral healthcare was 
higher than the normative oral health need; however partici-
pants did not express their needs because of the barriers 
experienced. The availability of oral health services does not 
appear to be one of the barriers as only 8% reported that 
they did not attend due to the lack of availability of serv-
ices. Geographic accessibility was in addition not a barrier 
as only 1.3% reported that they lived more than 5km from 
the services. However, accessibility to adequate transport 
was reported as a barrier by 16.2% of the participants. This 
indicates that although the oral health services may have 
been at close proximity to the retirement villages, a quarter 
of participants experienced difficulty in getting to the clinics, 
and this may have been attributed to the challenges of avail-
ability of suitable transport and  limited mobility.12 

Fifty three percent (52.7%) reported that they were un-
able to afford treatment. The perception that they could 
not afford treatment was surprising given that the elderly in 

South Africa have access to free primary and secondary 
health care services in the public health sector.11 This mis-
conception became a barrier possibility due to the cost of 
transport and the fear of the unknown costs of dental treat-
ment.8 Some may not have been offered exemptions from 
fees upon accessing public health facilities, as reported by 
ljumba & Padarath.20

The logistic regression analysis demonstrated that perceived 
need was significantly associated with future utilisation particu-
larly in terms of the level of satisfaction the elderly had with the 
status of their oral health (Table 6). Those that were generally 
satisfied with their oral health status irrespective of their nor-
mative needs would less likely see the need to visit a dentist. 
This result was consistent with other published studies as it 
has been shown that some elderly have lower expectations 
of good health as they age, and that if they do not believe that 
their condition will worsen by not consulting a health practi-
tioner, they will not seek medical help.8,9,12 In addition, some 
participants may not have seen the need for dental care as 
priority, as first concern may have been given to those chronic 
conditions impairing their activities of daily living.12

The barriers identified in the study can be summarised 
into those reported by participants and those which will 
influence future utilisation. Frequently reported were the in-
ability to afford services, lack of transport and the fear of 
dentists. Long distances, lack of social support and long 
waiting times were not significantly reported as confirmed 
by the literature.7, 8,10,11 Those barriers indicated to predict 
future utilisation included advancing age, living with a part-
ner and low perception of need. These predictors are in 
line with current literature8,10,12 except for living with a part-
ner. In terms of social support in the context of the study, 
it was found that those living with partners were most fre-
quently males and therefore the result could have been 
confounded by the fact that men are generally low users of 
medical services.21  

Limitations
The data was skewed in favour of the white population. This 
may have been due to the historical fact that the elderly from 
non-white groups preferred to retire with extended fam-
ily members and considered residing in retirement villages 
as “un-cultural”.22 However this limitation was balanced by  
the study population being predominantly from a low-socio 
economic class, which is representative of the general eld-
erly population in Johannesburg. As free oral health serv-
ices were offered to all who participated, individuals were 
more likely to volunteer and this may have influenced the 
perceived need score.23  

Conclusion & Recommendations
Although normative and perceived needs for oral health care 
were identified amongst participants, less than a third (28%) 
of the study population had accessed dental care in the 
past 12 months, due to the barriers experienced, mainly the 
perceptions that dental service costs were unaffordable and 
that transport was inadequate. Perceived need was found to 
significantly influence future utilisation.
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Based on the study findings, it is suggested that the barriers 
of cost, transport and perceived need could be addressed 
by expanding on oral health outreach programmes targeted 
for the elderly. In addition, awareness needs to be raised on 
the dental services available and the user fee exemptions at 
all public health facilities in South Africa.
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