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ABSTRACT

In the fall of 1974, the Province of Saskatchewan implemented
the first stage of a voluntary dcntal plan for children. Through this

government-operated program, preventive and treatment services are

provided at mno charge by teams of salaried dentists, dental nurses and

dental assistants.

Within the first seven months following implementation, approx-

imately eighty percent of all six-year old children (the first age group

cligible) had been enrpllcd in the Plan by their par ats. The focus of

the study was on. the remaining twenty percent of eligible children who

had not been enrolled.
A review of the literature {ndicated that lower class members
were less likely than higher class members to utilize traditional

sources of dental care services, even when these services were provided

under a variety of insurance plans. The reasons cited for underutili-

zation by lower class members generally jnvolved social and psychological

characteristics of the lower classes themselves——lack of financial

resoufcés, ignorance, apathy and fear. Very little consideration was

given to the characteristics of the dental care delivery_system.and its

effect on utilization behavior.

In view of the growing body of literature on the interplay:
between characcd§£stics of the organization of health services and
those of the papulation being served, the organization of the

Saskatchewan Dental Plan was reviewed. Under this Plan, convenience

iv
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to the parent was waximized; financial and geographical barriers to
carc were removed; and the quality of care was expected to bé high.
Because of these features, it was hypothesized that the Plan would
meet the needs of the majority of members of all social classes. In
.other words, it was expected that the introduction of this altcrnativé
delivery system in Saskatchewan would result in an equitable distribu-
Jd :
tion of dental care services throughout the eligible population. The

results of a sample survey of parents who did not initially enroll

their children in the Plan supported the hypothesis.

Ny
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CHAPTER T

INTRODUCTION

A. Statement of the Problem

In Septcmber of 1974, the Province of Saskatchewan,impleménted
the first stage of a voluntary dental plan for children. Services
under the Saskatchewaﬁ Dental Plan are provided at no charge by teams
of salaE}ed dentists, dental murses and dental assistants in school-
based clintcs throughout the province. During the first year of oper-—
ation of the Plan, all six-year old children became eligible to re-
celve scrvices.l Within the first-seven months following implementa-
tion,'approximately eighty percent of the eligible children had been
enrolled by thelr parents. | »

" Although the rate of anrollment in the voluntary plan was
very high, concern was raised about the twenty percent of eligible
children who had not been enrolled. Studies of the utilization of
dental care under the predominant delivery system in North America--
vprivate dental practice--have shown that members of the lower classes:
are less 1lik=ly tc receive dental care than their middle class counter-—
parts. The question to be investigatediwas whether a change in the

nature of the dental care delivery system would result in a change in

1 . .
All children from age three to twelve will be eligible for

services once the Plan is fully implemented.



the well-documented relationship between social class and dental care
utilization. In other Qords, would the lower classeés continue to be
nonutilizers of dental care even though an alternative delivery system
had been introduced. After considering the organization of the
Saskatchewan Dental Plan,vand reviewing literature on medical and
dental care utilization, it was predicted that patterms of utilization
would be radically altered. Contrary to the results of studies of
utilization of private dental care, it was hypothesized that the non-~
Autilizers of the Dental Plan would be primarily middle class. It was
further hypothesized that this group would-sontinue to utilize private
dental practices. If these hypotheses were found to be correct, it
would follow that the direct relationship between social class and
utilization no longer existed, since all other eligibie children in
the province would be receiving dental caré‘through the prbvincial
plan. In order to test the hypotheses, int;fviews were conducted with

a sample of parents who had not enrolled their children in the Dental

Plan by March, 1975.

B. Characteristics of the Traditional Dental Care Delivery System

The cdnventionai mechanism for tﬁe delivery of dental care in .
North America is through the independent, feé—for—serviqe private |
practice. 1In Canada, about seventy percent of dentigts are 1nvsolo
practice (Hall, 1965). Thé individualiétic éhafacter of dental
practice has grown out of the nature of oral disease and its treat-
ment. Dental proﬁlemS‘gre eaéily treated outside a hospital; necessary

"equipment is relatively inexpensive; and the technical knowledge.



.. '
required for most"treatment {s within the scope of a single practi-

tioner (0 Shea, 1971b) . J

.‘_ Despite the fact’ that dentists are a skilled professional

LN

group, trained to provide a high level of servics)to their patients,

dentists werk in an organizational setting which may mdke this goal'“

difficdlt'to achieve. The private dental practice is essentially

a business enterprise ope/ating on a fee- for—service basis. " Since s

- treatmenb_costs represeét income to the dental practice,'there mny'b,p
. /
little incentive to reduce these costs by yperforming less costly

I“ﬁ

'.preventiVe 'dervices rather: than more expensive restorative procedures

LI

‘YEvans, I975). In addition, because the dentist’ usually works in a .“

solo practice, it is difficult‘for}him to objectively evaluate the'

’
B |

S
@

effectiveness .of the treatment he provides. o .

»
\ » R

‘ / The. inherent contradiction in the practice of dentistry both '

* [§

as a profession and as a business has apparenfly made it difficult,for

dentists to recognize the possibiiity that a reorganization nf prsc- ?”fi‘~”

i ‘e

tices could result in a higher level of service at reduced cost touthe '

s

~
public, while maintaining as high an income ‘for the dentist. This

could be accomplished, in part, by greater use of auxiliary pe@sonnel

o 2

trained to undertake sinple preventive and treatneut procedures. 0 .

Possibly because of the rel tsnde of professionall fb ﬂarrow their

3

scope of responsibility, thils change has been very slow to come about.~j>
t

R |
The productivity of dentists might also;be increased by, nore effective
* use of resources in group prsctices. ’ LT~ ' .;, -”7“,-:" s,
“Under the systen of private practice, the indivfdusl ig - ;\ .

responsible for seeking out a?d obtaining dental services fot hinself .

and his family. However the nature .of the delivery system has*

‘ . T ., . M
K- 3 B R " : o . o . o . )
. . . .1‘ -

Ry
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limited the accessibility.of services in several ways. First, the
location of dental practiceé’has been determinéd primarily'by economic
considerations and personal preferences of individual mémbers of the

dental profession. . As t‘resﬁlt, rural areas and poorer'sections of '
metropolitan centres are often unserved. The.cost of services also

limits the accessibility of lower class familiéé to adééuaﬁe care.

{Other, less tangible cﬁaracteristics of the orgénizationbof care may

.bg interacting:vitﬁ the cost'factor to discourage Qtilization by some

gfoups injthe popﬁlétioﬁ. Although very little réseﬁrch exists Qﬁ this
subject, problems related Eé thentimei during which services are avail-

aBle and the natdfe of the dentist-patient relhationship itéelf may be
concributinggfo pgderucilization.v ' .l |

Over. the past several yeafs it has become increasingly apparent

e,

that this delivery system is.not adequate to meet the need for dental

care in the Province of Saskatchewan. Studies have shown that children

v
‘o

in the p;ovince_are gene;ally rgceiving‘less déntal care than they
require and‘coﬁsequently"suffey from poor'dental health (Research and
) Plannipé Branch; Saskatchewan Depaftment of Public Health, 1972).
Thid‘s;tuatiqn can be acCounﬁed.fOr, in part, by the high cost N
4ofjéénCa1 care and fhe laék'OE avail#ﬁility,dfadeggalkééfvices. Eoth'
Eﬁe suppiy and,distribution:of'dentists in Saskatchewan are unfaVOﬁr*<

able. In 1974, the-Saskatchewan{dentist-to—population ratio was

'1!3,876‘compared.to an all-Canada ratio of 1:2,851 in 19731.

_ e 11: was estimated that in order to provide all the dental ser-
vices required by the age group 3 to 12 through the traditional deliv-
ery syséem in Saskatchewan, the ratioiweuld.havéihad to be improved to

." 1:2,500. - This ratio would still not be adequate to meet the dental
care needs of the entire population (Research and Planning Branch, Sask-
atchewan Department of Public Health, 1972). It should be noted that.

this estimate is based on need rather than demand.
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Ih addition, over fifty percent of the province's dentists are prac-
ticing in the cities of Regina and Saskatoon, serving only thirty per-
cent of the total population. It is evident that the greatestfproblems
are in rural areas and small communities, but the overall shortage
affects the larger centres as well. Financial barriers to deptel care

e

affect all classes but have greatest impaction lower income groups.

C. Health Care in Saskatchewan

The people of Saskatchewan have historically acted collectively
to ensure that their health needs were met. Early in the twentieth
century when much of the population lived on scattered farms and in
rural communities, residents of municipalities cooperated to recruit
and pay physicians to provide health services. Funds were raised
through taxes on‘residents and landowners. During the same period,
residents of rural municipalities, towns and villages cooperated to
build and operate small hospitals with moneys ¢ llected through_prop—‘
erty taxes. In 1927 these municipalities were<empowered to pay for
hospital care with tax revenues (Badgley and Wolfe, 1967).

As transportation improved rural residents began to seek
health services in urban centres. This shift from use of the general
oractitioner in the rural area was partly a result of advances in
medical technology which meant specialized health services were avail-
able--but only in larger centres. Since the municipal doctor - plans
-covered only services provided by the resident physician, patients
had to_pay‘directly for seryices'received in other centres. The need
' for>a‘portab1e form of health coverage became more pressing. In 1939,

rural municipalities were empowered to collect taxes for hospital and
|

\



medical care insurance plans. About the same time, private voluntary

health insurance plans were established and grew in popularity in urban

\

areas.

Dnring the‘proVincial election campaign of 1944, the Coopera-
tive Commonwealth Federation pledged to make medical, dental and
hospital services available to all regardless of the ability of the
individual to pay. As a result of the C.C.F. victory, Saskatchewan
established the first provincial hospital and medical care insurance
plans. holloning the defeat of the C.C.F. government in‘1964, few
changes were made in.the nature of the health system.

With the return of the New Democratic Party following the 1971
provincial election, several new health programs were introduced. Per-
haps in an effort to avoid the haphazard extention of services through
insurance plang, these programs were both financed and operated by the
government. Since many of the existing health resources tended to be
concentrated in the two largest urban eentres;lthe gevernment assumed
respensibility for ensurlng improved éeographieal access to these

)
services by residents of sparsely settled areas of the province.

.

D. The Alternative Dental Care Delivery System in Saskatchewan

Instead of trying to solve problems of dental care in .
Saskatchewan through a system of insurance, a government—operated
 program with salaried dentists, dental nurses and dental assistants
was established. As previously‘mentioned,‘the supply of private
"dental practitioners would have.been inadequate to meet even a snall
portlon of the needs of the provincefs children. In addition, an

. insurance plan would not have resolved many of the problems which have



been found to contribute to underutilization of dental care by some
segments‘of the population. . |

In 1974, the Government of Saskatchewan4implemented the first
stage.of a dental program for children which was designed to improve

. ,

rhe geographical accessibility of services, remove financial berriers
and reduce the impact of ‘what has been termed parental indifferehce to
dental‘health. Two hundred and fourteen dental clinies were established
in schools throughout the provinceT Children are first examined by 'a
salaried dentist who prescribes a treatment program. Much of the \\
.treatment is provided by dental nurses whovhave completed a two-year
trainingvprogram. Complicated procedures are carried out by dentists
employed by the Plan, or by private dentists on referral. |

N% premiums or enrollment fees of any kind are paid by par-
ticipating families, and no charges are made for services provided by
Dental Plan personneI; hhen a child receives referred services from
a privace dentist, the Plan pays the cost at an agreed—-to rate. Any
charges beyond this ratevere paid by the family. ~

When a child is enrolled in the Plan, the parent gives his
consent for the Plan‘tb preblde'preVentive services only, or combined
prevencive and treatment servlcee, Parents«are-inforned that the
child is to receive certain services wlthinia specified period-of time.
I1f the pérent wishes to be present he must contact the dental clinic

to arrange an appointment time. = If this is not done, the child auto-

"matically receives treatment or preventive services in the absence of
the parent. ' : ‘ : .

The Saskatchewan Dental Plan for children therefore represents

a delivery system which is a radical departure from fee—for-service

.



private dental practice. Optimal use is made of cach category of
salaried dental manpower; services are pr&vided in clinics which are
geographically more accessible; no fees are paid for servicés; and
parents need not accompany their children when services are provided.
Once a parent has enrolled his child aﬁd given consent for treatment
services, all services deemed necessary by phe dentist are provided
autométically. Parents can be involved in the Plan to the extenf tha;
they choose. They can accompahy the child during all services, or none.
However, as long as th; child is eprolled in the Plan, the final

decision regarding treatment is the responsibility of the dentist.
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CHAPTER I1

SURVEY OF THE LITERATURE

A. Dental Care Utilization and Social Class

Sfudies on dental care utilization have generally investigated
utilization under the predominant system of delivery--through private
dental practitioners paid on a fee-for-service basis. These studies
have shown that a relatinely small proportion of the population is
receining dental care, and that much of this care is received by those
in higher soclioeconomic groups. ’

The most recent Canada-wide study of dental care utilization
found that only 42 pereent of the populetion received any dental care
in 1967 (Lewis, 1974). A 1971 survey in'Alberta (Bene, et al, 1974)
reveeled that 63 percent of the Alberta respondents had received care
‘in the previous two years. Considering the fact that the Alberta study
was based on utilization over a two year period, the figufes suggest 
very little increase in utilization since 1967.

Further investigation of utilization data in Canada and the
United States has‘consistently resnlted in the finding tnat a direct
relationship exists between socioeconomic indicators and measures of
the extent of.ntilization. Two. nation-wide studies in the United
States (Freidson and Feldman, 1958; Newman and Anderson, 1972) revealed
a direct relationship between visits to the dentist'and family income.
Direct relationships were alsb found between expenditure’ on dental

care, number of dental visits and the education and social status of
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the occupation of subjects (Newman anq Andersom, 1972). Similar
. : o
e made in a number of other studics in the United States

o
£t

(Koos, 1954; Kriesberg and Treiman,'ldéo; Muller, 1965; Powell and

A

findings wer

Roghmann, 1973).

Tﬁo.recent Canadian srudies conducted in Alberta and Ontario
produced.essentially the same results. The Alberta study (Bene, et al,
1974) using income as the independent variable, clearly revealed a
direct reletionship between economic status and the average eumber of
dental visits of respondents over a two year period. The Ontario study
(Lawton, et al, 1973) used the Blishen (1967) socioeconomic index to
determine the social class‘of respondents. Because the study was
limited to the city of London and nearby communities, results cannot be
geeeralized to that province as a whole. Nevertheless, the findings
follow the same pattern es those in Alberta. Lower class respondente
were less likely to have rcceived dental care within the previous year °
and to report that their children were receiving regular dental care.

These findings on the differential utilization of dental care
by social classes strongly suggest that access to dental care is not
equitably distributed throughout the population. The reasons for
variable patterns of utilization are of interest both to the theoretical
sociologist.inyeetigating the class structure, and ro the planner of .
health services'attempting'to design programs which will meet the needs

of a pa¥ticular target group OT of the population as a whole.

B. Modelziff Utilization Behavior

»,

Altigygh considerable research has been: done to identify the

determinants ‘F utillzation, most of the research has focussed on the

10
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social and psychological characteristics of potential consumers of
dental care. Very little work h;s been done to investigate the‘effept
of characteristics of the delivery system on ﬁtilization behavior.
The basic assumption of this research is that utilization‘behavior
can be changed only by gltering the characteristics of the population
to be sérved§ the organization of the del;?afy system is\gccepted as
given. From a pragmatic point of vieﬁ, these assumptions may be
valid, inasmuch as the social and poiitical characteristics of most
areas of North America would tend to prevent_fadical changes in the
delivery system. lHowever, such assumptions may obscure the most
important reasons for underutiiization of dental care services by the
lower ;ocial classes. This characteristic of research'oq dental care
utilization is particularly surprising in Qiew of the iarge “olume.of
literature on organizational phenomena.and‘the effects of organiz-
aﬁional sfructure_oﬁ human behavior (McKinlay, 1972). ‘

'The focus on characteristics of the potential utilizer -of den-
tal care is illﬁgtrated by the social-psychological model of dental
health behavior developed by Kegeles (1961, 1963a, 1963b, 1974). The
principal‘componen;s of the model are: - '

1) belief in éusceptibiiity to the diseése,

- 2) seriousness of the conéequencéé,

3) awaréness of actions neéessary to prevent or cure the
disease, and

4) determination of the advant#ges and disadvantages of

seeking help (barriers to care). i

The use of Seryicgé.is thus cxplained in terms of the motivation,

values, perception and knowledge of the individual.

11

T?,——/’



A second focus of utilization studies is financial access to
care. This factor has been found to be of most significance when the
type of health care sought is discretionary (Andersen, 1968) and would
therefore appear to be of particular relevance to the seeking of preven-
tive or nonemergency dental care.

| Although these two orientations——financial access and social-
psychological attributes of consumers—-predominaté in studies of dental
. health beh?vior, a third model can be drawn from.literature on the
utilization of health services in general. This model focusses on the
interaction between cultural variations within the population andvthe
natute of the delivery system. Socioeconomic classes are assumed to
constitute reiatively distinct subcultures having differing value‘
preferences withvregard to the way in which cervices are delivered
(Berkanouic and‘Reeder, 1973).

From this pelspective, utilizatlon behavior is viewed as a
response to a system of medical practice, as well as a product of the
patients’ chafacteristics (Freidson, 1961). The patient and practi-,
tioner each have a distinctive orientation limited by the social struc-
ture witnin which he acts. Freidson has conceptualized these as two
major structures: "the lay and the profes.ional3 in interaction,
‘meshing at some peints and failing to mesh, or clashing at others"
(1961 13) These two structures are variable in that the lay structure
differs with such factors as social clzas, and the_professionel struc-
ture varies with.the way in which the delivery of serVice is organized.
On the basis of 'this premise, utilization of a nerticular service
could be'prédicted to be highest when the professional structure is

organized such that it meshes rather ‘than conflicts with the lay

12



structure. In other words, to be most effective, the organization of

services must accommodate the structure of the personal affairs of the

patient.

Berkanovic and Reeder (1974) have similarly stressed the inter-

play between the culture of the organization delivering services and

that of the subgroup see?%ng services.

|

Clearly the culture represented by a particular source of health
services could be supportive, neutral or antagonistic to the
culture of any of the target groups it presumes to serve (Anton-
ovsky, 1972). Thus the psychological cost of using a particular
source of service may differ for different subgroups in the
population. Where other factors, such as the perception of
serious medical need, do not intervene, those subgroups for
whom the psychological cost of using-“available services is

high are more likely to develop a negative set of attitudes,
opinions and perceptions toward them (Berkanovic and Reeder,

1974: 95). ‘

The implication of this'model for research qgrpqgss_is to
change from the use of individual attributes to organizational factors
as the independent variables detérmihing utilization behavior. This
type of reséarch is most.readily conducted in settings where alterna-

- tive deliveq vsysteng‘ have been _es‘tablishec‘li. The int;r_action betw_eer;
cultural‘differences-and‘organizationél characteristics can be investi-
gated by‘determining the sources of care chosen.by particular subgroups.
In contrast,‘the social psychological model focusses on thé:individual
with little if any regard for the nature.of the organization proyiding
service. Studies of the finaﬁcial éccesé model consider only one as—bl

pect of the delivery system--method of payment--and its effect on

"utilization behavior.

13



C. Examination of Research on Utilization Models

Tash et al (1969) cested a number of hypotheses derived from
the Kegeles‘social—psychological model. This investigation demonstrated
‘the complexity of utilization behavior by identifying several variables
determining preventive use of ‘the dentist. These includad self—reported
symptomatology (susceptibility), the value of retention of natural
_teeth (seriousness of consequences), belief in the utility of preven-
tive action(advantages or benefits of action), belief that the cost of
dental care is worth the benefit, expeccecions_of pain, fear of treat-
ment, dental health knowledge, and a variety of social demographic
variables-—age, sex, race, urban-rural residence, education, income,
and standard of living. These factors individuaily accounted for some
of the‘diffecences between utilize;s end nonutilizers of preventive
care and therefore lend support to the Kegeles model. However, as
Kegeles (1963b) himself noted, although these variables appear to be
relevant and necesgarys- they are not sufficient for explaiﬁing!utiliz—
ation behavior. Nevertheleae, Tash et al concluded on the basis of
their study that in order to increase utilization of dental care,
values regaxding dental health would have to be changed.

Studies of the financial barrier explanatioﬁ for under—
utilization of dencal care‘have shown that the removal of economic
bafriers alone is inadequate to substantially increase utiliiatioﬁ.
Most of the research has investigated the.use'of‘insured_dental care;

, 0ver'an.eight_year period,-an eﬁplojee dental insurance olan
in.the United States experienced a utilization rate of only twenty
percent (Mulvihill.gg_gi, 1972). Services were to be dbtained in the

usual manner, through a fee-for-service dentist of»the'employee s
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choice. No mention was made of the cost of premiums. However, util-
- izers were required'to‘pax the first $25.00, plus twenty- five percent
of the remaining costs of treatment. These economic restrictions, com—

bined with the need to submit claims for services to the insurance’com—

)
pany, may have acted as a deterrent to utilization,

A second study (Nikias, 1968) investigated the relationship -
between social class and utilization under a community-wide dental pre-
oayment plan in New York City. Under this plan most insurance premiums
were paid by employers or union fundsr Coverage of basic dental ser-
vices was almost complete. 1£ therefore appears that this particular
plan removed most of the financial barriers to care. The availability
of dentists was not considered a barrier to care due to the high
dentist—to—population ratio in New York. As in most insurance plans,
services were to be delivered in the'eustomarv way at orivate offiees
of dental practitioners chosen by patients. Therefore, the only
change in the delivery of dental services was the removal of cost
barriers. Under this system, social class, based solely on occupational
classification, was still found to be directly related to extent >f
utilizatioo. Similar results were obtained hy 0'Shea and Bissel (1969)
in their study of utilization under Medicaid in Erie County, New York.

Since financial barriers to dental care do not account for all
of the variation in utilization by social classes, Nikias, and o' Shea
and Bissel have suggested that values and beliefs about dental health
are significant factors in underutilization of services. The exis—
tegce Of.a relationship between orientations toward dental care and -

social class is supported by empirical studies. Freidson's analysis

of data based on a nationfwide u.S. survey jndicated that good dental



health is a value stress re by

lower classes (1958).

middle and upper classes than by

.

The crucial question raised-by the existence of class-related

N

value systems is why these values have developed and been perpetuated.

Pact of the answer may be that certain aspects of the delivery system

have fostered such beliefs. One potentially significant aspect of the

delivery system which may contribut

‘the patient—therapist relationship.

e to such beliefs is the nature of

Early theory on this relationship

* mssumed a known®set of expectations on the part of both the natient and

the practitioner (Parsoms, 1951).

Largely because patients have failed }

to conform to ptofessional expectations, this assumption now has little

credibility.

Studies which have focussed on the dentist-patient relationship

have generalliy investigated the role of the patient and excluded that

¢

of the dentist. This feature of the research is probably a result of

the belief that the behavior of the dentist 1is determined by profes-

sional rather than psychological or social factors (Linn, 1971). Little

investigation has been made of the
towafd his patients and the possibl
" In the case of dental care,
tions about the behavior of the pat
larly for the lower class patient.
’writings of one dentist on the use

patiants in Alberta (Bodnarchuk 19

documenting the. disruptions caused

attitudes of the provider of services

e effects of class differences.
theipractitionet‘may hold expecta—
ient which are unrealistic,.particu—

This point is illustrated by the

of dental/services by welfare

Sre

e

67). The author was concerned with

by welfare patients in a private

practice. These patients were shown to break appointments, discontinue

treatment and require emergency Ser

vices more frequently than regular
N

16
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patients. These findings were attributed primarily to peglect on the

AU
part of welfare recipients. Practical problems ‘faced by welfare mothers

N

¢ ¢

in obtaining babysitteré and transportation to keep’scheduled a point#ﬁ.?-
PPOLMLY

ments: during regular office hours were not consideped by the dentist;
| . N

o)

(24

v

nor,was there any consideration of the social and psychological Stressehf”ﬂv

faced by these patients as a result of their position in the social
structure. In addition, the dentist's negative attitudes toward serv-

ing welfare patients could have been evident to the patients themselves,

» A

thus contributing to the high rates of diseontinued treatment.

Other problems may be encountered bf the lower élass patient.
Bécause iower class workers often have less control over. their schedules,
they may delay seeking care, arrive late for.scheduled appointments or
cancel appointments. Those who delay seeking care %or.finangﬁal or
roial—psychological reasons may require extractions @hich cquldiﬁave

been ayoided by earlier care. As a result, the dentistbmay display -

negative sanctions.. - ' : ' -
. ) N . v

%h;wimportant point is that the patient-therapist relationship
may reinforce the social-psychological respons; to 11%ness or, in this
case, dental disease——ﬁncertainty, fear and anxieci {Coe and Wesaen,i‘
1965). The impact of the therapeutic encountef on the self;concept‘of
the patieﬁt is'also of concern, particularly when the patienf_is already
in the disadvantaged position 6f being on welfare or posses;ing a,lbw
social stﬁtus. Research indipates that peopleAfesist or ﬁwitpdraw‘frbm
situations in thch they occupy a disédvantaéed positidu, or lo;q“oon—
tréi over the factors whicﬁ enéble ;hem to present themselveq in a

févorablé 1ight“ (Coe and Wessen, 1965: 1029), The extent to vhich thése

factors have contributed to the development of a negative orientation

3

a
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toward dental health is unknown, but it is suggested that the nature of

(L

the patient-therapist encounter may be one significant factor in utiliz- Q‘I

et

ation behavior. o : )
Other characteristfcg of the private pfactice delivery system

‘may be contributing to underutilization Sy‘a large segment of the pop-
ulation. Routin? care is not available when the ldﬁer class worker is
free té thain it——after‘working hours. . The appointﬁent system,'utiliz— .
ing the standdrd douﬁle booking proc;dure,tgenerally means“lgngthy '
"periods in a waiting.room; during which time the wagé—earher may be
losing the income he needs to pay for the high cost of tfeatmgﬁt. This?
factor ;ncreas;s in importance as more females enterlthe labour forée

aﬁd thg parent must find time for yi;its not only'fdr peggahal.care, but
also for care of childrén: ' I_ . .

fhroughout the literécnre on depial care utilization there has

been a tendgncy_fo ascribe the primary ptoblems'of undefutilization to
the pubiic. Those who do not make approp;iate use of dental care ser~
vices are variougly described as_"ignofant,'apathetic;runréaiistically
fearful of dental treétment; dnd-unwiiling to pay for den;af‘qare"
(quﬂg, 1971: 262). "Yet, there is an increasing demand §n thé part

of the.public'for adequate dental care as a basic.ﬁuﬁan'right father f
than.a privilege‘for the few. Questions are bgginning to be raised

about the ability of the present delivefy system to ﬁeétfghis demand
(Lewig,‘1974; Bugbge,A1970;'McDermott, 1970). In Canada; it has been
suggested thatﬁmo;e thaq‘CQiqevthe current supply‘of dentists would be
'neé_essary to megt the needs of #11 Ca'nadi.ans' undef tﬁe existing method

of delivéring dental care (Lewis, 1974). Even with an increased supply

of dentists hqwevét, the‘evideqce already presented suggests that a
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large segment of the population would-still not make use of the services
available.

Many members of the dental profession see solutions in increasing

She productivity of the private dental office (McDermott, 1970) or in

M prepaid dental insurance plans (Thomson, et al, 1973) While these
approaches may increase the availability of services to some, it is the
contention of this paper that the delivery system must be altered to a
much greater extent if access to dental services 1s to be equitably dis-
tributed throughout the population.

Those who support a social—psychological explanation of utiliz-
ation behavior, which implies the existence of erroneous values and
beliefs about‘dental health, suggest problems.might belsolved by means
of dental health education (Tash, et al 1969; Thomson,‘gg al, 1973).
The success of education programs aimed at changing opinions and atti-

:tudes about dental care is highly questionable.' Festinger (1964) has
suggested that changes in attitude alone are insufficient to change
behavior; that environmental change or behavioral change must be brought
about by external means it the attitude change is'to be stabilized.
Based on thL work of Festinger and others on attitude and behavioral
change, Douglass (1971) has argued that attitudes toward health services
can best be‘changed by placing the individual in a "new health services '

environment (by.bringing the health services to the individual)....

The individual is placed in a new relationship with health services

that require him to reexamine his previously held attitudes toward ‘
,,preventive actions and ‘health services in general” (Douglass, 1971:11).

In other words, intervention must occur at the behavioral rather than

the attitudinal level' and to effect behavioral change, it will be
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necessary to alter the delivery system such that underutiliaers are
brought into the system.

Innovations in the delivery of dental care services provide'an
opportunity to examine the validity of the argument for a "delivery ~
sys€Em" explanation for utilization behavior. Host of the experiments
in alternative delivery systems have been limited in scope, acting as
supplements to solo fee-for-service practice primarily for the under—
privileged (Haber and Leathexwood, 1969;.iambert et al, 1963). However,
these experimental programs do lend support to the idea that.changes in
the delivery system are neceésary. The report of Haber and Leatherwood

(1969) on a clinic for Head Start Children in New York indicates the

high utilization rates which can be achieved when the delivery of ser-

vices is adjusted to suit the needs of low income groups. The climic
itself was staffed by salaried part-time dentists and operated ¢n a non-
profit basis with costs of treatment paid through a medical.assistance
‘program, Initial appointments were made for small groups of Head Start
children accompanied by Head Start personnel and an adult family member.
. The head Start Agencies oriented parents, prepared children for visits
and made transportation arrangements. Parentsbwere given ‘a choice of
.participating by attending during further appointments. Only 13.5 per-
cent of the children did not utilize the service. !

_ Schoen (1970) has reported on the use of a salaried group prac—
tice with a capitation payment mechanism in a poor comnunity in
California. The group practice served ‘both families eligible for care
under a social service program and other patients. Although the number

of families eligible ‘for care through the special program was relatively

‘ small (sixty), almost all chose to receive dentaI care from the group



practice. Treatment needs of the entire family were determined at-the
initial examination and priorized according to urgency, but all patients

. received prophylaxis. The program used community . service workers and a
' ~ N . )

dental aide to coordinate all -services, and dental health education sem-

B

inars were plannéd; During the.first four months of operation, seventy-
two percent of ‘the eligible patients had been seen. About forty percent
:of these patients had never received any dental care, and a quarter

had received care only through the group practice prior to the beginning
of the project. Broken appointments were high\(twenty—one percent)
.compared to those for the entire practice (nine percent) yet treatment
had been completed for over half of the patients within four months.
Although this was a small—scale project it points out one way in which
the delivery system can be altered to provide complete restorative and
maintenance care of a group of nonutilizers of the conventional "free-
choice" private practice systen. Resources are deployed in a very
different way both to bring patients into care (through community

workers) and to provide continuous care rather ‘than emergency extrac-

tions. o . : -
A4

Schoen'(19655 has also repofted on the effect of the use.of‘
this type of group practice by a longshoremen s children s dental pro-
gram. In a longitudinal study over a,nine-year period,,an annual
utilization rate of 85 percent was found. The study also found that
children eligible for care for the entire nine-year period had an
average of .05 missing teeth at ‘age. fifteen, compared to 39 missing
teeth for fifteen-year olds who had been eligible for only one year of
. care. This suggests that without the care offered by the program,

" these children ‘would have received either less care, or less effective-

21



care. The capitation method of payment has apparently tended to encour-
age the salaried dentists to operate a preventive-oriented uractice.

In Canada, a school-based tfeatment progran has been instituted
in the Borough of North York of Metropolitan Toronto (Lewis, 1974). |
Results of this program indicated sixty to seventy percent of the chil-
dren utilized the services of the program's salaried dentists. The
remaindef of the children were receiving care through pfivate practi-
tioners. Thus virtually all of the children in this area were receiving
care, compared to an estimated forty-four percent_of the under feurteen
age group in Canada. |

This review ef reeearch‘en dental care utilization models has
shown that the secial—psychological and financial access explanations

for utilization behavior are only pattial answers.” The significance of
both types of variables is unquestioned, but a more holistic approach
to the study of utilization is necessary. It has been suggested ‘that
this approach must include consideration of the interplay between the
organ;zation of eervices and the characteristicse—psychological,_social

and cultural--of the subgroups of the population being ae:ved (or un-

served).’ Reports on innovations in the delivery of dental care services'

lend support to the argument that the organization of services is an

?

. important factor in the determination of utilization behavior.



CHAPTER II1

'RESEARCH HYPOTHESES
| i I
Most literature Ln dental care utilization strongly implies that

the lower social classes fail to utilize dental.services as a result of
the combination of a value system which places little emphasis on dental
health and an inability or unwillingness to pay for care. If these |
explanations were true, the 1ower classes might increase.utilization if
the cost of care were substantially reduced, yet, the research shows
that utilization does not increase under varioue insurance plans;b As a
result, there 1s a tendency to stress the need for.change in.the lower
class value'systembthrouéhleduoational programs. %

| As an alternative toisuch explanations, it has been suggested
that the reason for -lower utilization by the working class lies in the
lack of congruence hetween the manner i‘\which the delivery of dental
care is organized and the needs or value preferences of the working

class patient. - If the social—psychological theories .advanced by Kegeles ‘

and others were valid, alterations in the de11very system wouldlnot only

be unnecessary, but also ineffective in changing the utilization |

s

behavior of the lower classes.

An opportunity to test the validity of the organizational explan—
ations of Freidson (1961) Berkanovic and® Reeder (1974) and Douglass A
*
" (1971), as opposed to the social—psychological theories of kegeles and

others, has been provided by the introduction of a new dental care

delivery system in Saskatchewan., Services under the Saskatchewan Dent i '
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Plan are provided by teams of salaried dentists, dental nurses, and
dental assistanté in schopl—based clinics throughout the province. Dur-
ing the firsg year of operation of the Plan, all six-year old children
became eligible to receive services. Parents were in no way qbligated
to enroll their children, yet eighty percent of thesé cﬁildrep were
enrolled withiﬁ'the first eight months followfng implementation of the
program. In compariﬁpn, the fate of utilization of privaté pfacfice
dental care by cﬁildren haé been found to se only forty-four percent
(Lewis, 1974). The very high rate of enrollment in the Plan suggests
th;t the éocial-psychological models are inadeqﬁate to account for ‘
differential rates of dental care utilization. .

‘The Basic assumption of this study is that the organization of
care is the primary factor in determining utilization. ?he organiza-
tion of the Dental Plan is such that convenience to thé parent- is max-
fimized. When the chiid is8 to receive cére, the parent 1s_ﬁ6tifiéd, and
1f he'or'sh; chobses; aﬁ appointment,may be made fo,gccompany the cﬁild,
Otherwise services are scheduied and proVideﬁ in the child's own.schobl
or in the neareét school clinic.l All cost barriers have been removed.
Because cﬂildren réceive services automaticall&-oﬁ';he'basié of a treat-
ment plan devéloped for eéch child by the salafied.dentist, the éérent
does not risk the negative saﬁctioning of the dentist far failing to _
pfoQide.adeéuate care for his child. Iﬁ addition, the quality of care
whicﬁ the Plan can be éxpectedAfo provide has been proven to be high as
ia fesult‘of tﬁé'evélhat;on of a‘p%lot'projectgutilizing the ;amélfype

1

of dental personnel.

1 In most cases, transporfation,to clinics is provided by the
Dental Plan. : - )



In July 1975, a sample survey of parents who had not ecrollcd
their children in.the Plan was conducted. The 1list of families who ‘
were not enrolled in the Plan was generated some months prior to the
time the survey wae actually conducted.lv Between the time the‘sample
was drawn and the interviews were begun, nonenrolled families were
sent a secocd set of enrollment forms and additiodal information about
the Plan. This'second'invitationigave‘parents.an opportunity to recon-
sider their decisions regarding ecrollment and elso idcreased awareness
of the availability of the services offered by the Plan. As a result,
a proportion ofvthe sample was expected to have enrolled or to have
decided to enroll in the Plac prior to the survey. It was‘therefore'
necessary to ‘ask respondents whethef they had enrolled or_intended to.
enroll for services in the following year. Four groups df respoqdents
were identified: 1. those who gid_ggﬁ intend to enroll ic’the Plen,b
2: those who were enrolled;.3. those who-intended to enroll;.and
"4, those who'&erevetill ucdecided. ”
Although the'lowertebcial classes have consiscently been fcund
" to underutilize the traditionel dental care deiiveiy'syetem,'it'was ex-
pected‘that cefcainlcharacteristics of the organication of the Saskat-
chewan Dentel Plan~-cost, conveﬁience and quality cf_care-—would.be
compaticle with loﬁef class etfucture and'valce syetems. On the other
hand, the middle and upper classes have been found to be relatively high

-utilizers of th?'traditional dental care delivery system. It was there-

fore assumed that the middle and upper classes possess structural.

. 1The list of nonenrolled families was generated in March, and
‘the survey was conducted in July, 1975. This time lag was necessary

4in order to determine enrollment rates for. various geographical regioms,

‘choose an appropriate sampling design, draw she sample and precode
relevant demographic data onto questionnaires. .
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characteristics and a cultural value system congruent with the tradi-

tiona1 mode of delivery.l
Although it was assumed that most members of 'the lower class
~ would enroll in the Dental Plan because of corvenience and removal of
financial barriefs to care, it was éléo recognized thgt some members of -
the lower clésé would not immediately enroll in the'Plaﬁ.‘ Lower levels
of education were expected té contribute to a iack.bf'understanding of
‘informational literature concerning the Plan and difficuity in complet-
ing enrollment forms. However, it was assumed that af;er a year of
opetgtion of the prograﬁ, aﬁéreness_of the services ivaflable and the
manner in which they wefe deiivered would increase. .

On the basis of ;hese assumptions; hypotheses were developed
regarding the énrollment decisionswa léwer and middle to upper class
parents during tﬁe'second year of operation of the Dental Plan. Hypo-
theses were also déveloped about the reésons given by both classes of
respbndéntg’fdr either delay 1h enrollment or the decisioﬁ ﬁoﬁ to en-
roll. ) |
Hypothesis 1: waer'class parents will be significantly more. likely

than middle to upper class parents to state that they

have enrolled or'intend to enroll their children in the

‘Dental Plan.  This hypothesis is based on previous
research which hag_sﬁown that the middle and upper
classés are relatively ﬁigﬁ‘utiligers of traditionai
sources_of care. It isv;hefefore'éésumed that higher

class parénts who‘did-ﬁo; enrolljinbghe Plan during its

_first year of operation will either choose not to change

the source of dentgi.care,:or delay enrollment while

,
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considering the implications of receiving care through
the Plan. It is further assumed that care delivered by

the Dental Plan will be more consistent with the needs of

‘the lower clas%es than that previonsly'available through

' privatelsources. »

'If these assumptions arelcOrrect, it_would'follov;éhat:

1

Hypothesis

Hypothesis

Hypothesis

Hypothesis

2:

W

Middle and upper class parents wifl be more likely than
~ : »

 lower class parents to report having a family dentist;

Middle and upper class parents will be more likely than
lower class parents to report that their children had

received dental care in the previous year;

to Middle and upper class parents will be more likely than

lower class parents to give reasons for nonenrollment

indicatingAa;preference for private dental icare; and .

Lower class parents'will be more likely than middle and

upper class parents to give reasons for nonenrollment

during the first year of the Plan indicating lack of

avareness of services offered and failure to receive

: enrollment forms.

For two reasons, all of these hypotheses"were tested while

holding rural—urban residence constant. The first reason was related

to the lack of availability of dental care services offered through

the traditional delivery system in rural Saskatchewan. Previous studies

which have considered rural-urban residence and dentist-to-population =

—~
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ratiés have f9und lower utilization in rural areas and éreas with lower
supplies of dentists (Newman and Anderson, 1972). This would suggest
that the predicted sécial class variations in acceptance of thevDentél
Plan in Saskatchewan may not be found iﬂ rural areas;; It may be that
the traditional delivery system does not offer a viable alternative to-
any sodia; ciass.inArdral areas.b

The second reason for controlling for rqral—urbén residénce was
that relatively little is known about the stratification system.and its
behaviorai correlataed in rural Saskatchewaﬁ. In fact, the occupationél
and educational homogeneity in ru;al areas would almost suggest that few
rgal differences éxist.‘ However, there are differences in the ipcomes

\

of farmers which might affect dental care utilization patterns.
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CHAPTER IV

METHODOLOGY

A. The’ gle \
The population under study consisted ‘of all families of eligible

children who had not been enrolled in the Saskatchewan Dental lan by

-

~March 1975. Twobgroups were excluded as being beyond the scope of the
: study—-residents of the Northern Administration District of Saskatchewan,
and residents of Indian reservations. The former were excluded because;
the dental program in that area is operated independently by the Depart--
ment of Northern Saskatchewan; the latter because lndian ledders had
.requested parents not to<enroll eligible children until jurisdictional
issues with the federal government had ‘been settled. -

| A random sample of the study group, stratified according to
rural—urban residence, was drawn from a list of nonenrolled children
generated from Dental Plan’ records.1 In'order to obtain estimates’
iyielding a spread of five percent in either direction with‘90 percent
confidence 250 interviews were to be completed for ‘each groupe—a total
of 500 interviews.- On the basis of previous studies which indicate a
,high loss of respondents due to incorrect addresses (Swanson, 1975),.

a total of 1, 309 names were drawn, 676 in rural and 633 in urban areas.

&

Female heads of households were to be contacted in preference to males

1 Any community over 5 000 population was defined as urban.
All other areas were designated as: rural ,



since it has generally been found that females assume primary responsi-~

bility for the health care of their families.

B. ‘The Technique

| ' The data was collected by means of interviews conducted. by
telephone'uslng a sttuctured interniew schedule; .Telephone interviews
were selected in preference to mailed questionnaires due to the highex
| response rate anticipated. Althouéh nany‘tespondents are lost for
telephone.interviews'duehto incorrect-addresees, those who can be’
contacted'generally agree to participate and the refusal rate 1is
virtually nil. Mailed questionnaires, on the other hand, not only
result in loss of respondents doe‘golincorrect addressee, but aISO’dneﬂ
to lack‘of inclination on the part of respondents to complete the.
questionnalre. The telephone interview technique,thetefofe tends
to produce‘a more reptesentative sample of the_popolation under’study;

Personal interviews‘wete_not,considered feaslble doe,to travel

costs and time which would have been necesearyrto obtain a representaf
tive sample-of the province with its widely ocattered roral population.
In addition, the pretest of the- interview schedule indicated respond-
| ents were willing to discuss their reasons for nonenrollment freely
.over the telephone. |

‘ Telephone calls were made- between 9:00 a.m., and 9:00 p.m.
daily, If a reapondent could not be contacted during the day{/c;llh cks
were done in the evening and vice-versa.i Evety-respondent who could. '

not be contacted on the first call was called again. ‘In many cases,

7

C o~

'several attempta had to be made to reach respondenta in order to reduce
'.'_~.

sampling bias.
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All of the‘éuestions askéd during interviews were.openfeﬁded.
.

That is, interviewers were given a set .of questions to be asked of all
respondents, but respondents were to‘&;swer freely hnd‘yere'ggg.given a
~set of diltiple cholce answers. Simple responses werescoded directly
onto the questionnalre, bqt téasonsAfor the decision not to enroll or
for deiay'in.enrollment weré wricten-outujﬁd coded fhtér; 0c¢upétio§al
coding was done by the ﬁrincipal researcher to engure consistency. A;l
coding was checked to minimize errors. | |

A copy of the interview schedule appears in Appendix 1. Co&ing
categories were provided for the interviewers on ﬁhe intefview schedule
eﬁen though~the questions were open-ended. Because the entire range of

reasons for nonenrollment could not be anticipated, columns wererleft

open for the addition of reasons given by respondents.

~ C. Response Rate

A foral of 523 interviews were actually completed: 272 in rural
‘and 251 in urban areas, for:a response rate of approximately 40 pecrcent.

Slightly wore than half of the nonrespondents were iost because tele-'

2

phone numbers or addresses were not available, and about one qua:éef-

because respondents were not available vhen telephoned. - At least nine

percent of the nonrespondents were no longerlrésidents of Saskatchewan.
.3ormér residents of the pro#in;e»may actually have congtiguﬁed a ldrger;
proportion of the nonrespoﬂdeﬁts since those indivi@gﬁis often continge
to ;ppéar éﬁ the eligibility list for some tiﬁe aftér leqviﬁg |

- Saskatchewan. A small proportion of children who were not enrolled in. -

-

™
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the Plan were Wards of the province and parents or guardians could not
be.identified.' Only 1.1 percent of all respondents lost were lost be-
cause of refusal to participate.

Demographic data on the sample of 1,309 families, including

‘marital status, ages of parents and number of children, was precoded

from the Medical and-Hqspitalizétion Master Regis;ratibn File. This

information.waé used to compare the characteristics of those families

who completed thé 1nterview.énd those families who could not be contacted.

Table 1 provides a comparison of the mafital status of respondents con-

tacted and not contacted. This data shows that married parents are over-

represented in the cbntacted category, whereas single parents and'those
with a status of "other" are under—repfésented. Wbilé parents with a
marital status of "other" (indicating‘divorced or widowed) constitqﬁe
19.4vpercent of the entire sample, they constitute oniy 8 percent of

that part of the sahple which was contacfed. The primary reason for

the loss of this group from the survey was the lack ofhcufrent éddresses»

%

Marital Contacted ~_Ngg Contacted Igggi' 5
'“sggatus I8, 'z ‘N S o« N Y4 :
- |Single % 0.8 17 2.4 21 1.7
‘fMarried | 477  91.2 | 500 69.8 | 977 . 78.9
‘Other 42 8.0 199 27.8 | 241  19.4
Total 523 '100.0 716  100.0 }1,239 - 100.0

or telephone numbers. Pait of this could be due to higher mobility
rates, or to the sharing of accommodation in which case teleﬁhone list-

ings. might be in another unidentified name,

Table 1. Comparison of Respondents Contacted and Not
IR . Contacted According to Marital Status¥*

*Eicludiﬁg 70-¢ases for which data was missing.
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The 1oss of respondents with a single or "other' marital status
may have had a slight effect on the findings of the study. COmpérison
of the socia! class of respondents,with single, merried and "other"
marital Statuses indicates that those with singléfand "other" statuses
were generall& lower on the socia} class‘gcale.‘ﬂi} those respondents
having a single or "other" marital status e;e representative of tte
whole group having this status, the ditectioﬁ of the effect of their
‘under—representation in the sample may be predicted. In general, those
with a single or "other" marital status were elightly more likely to
report that their children had been enrolled or that they intended to
enroll in the Plan. . |

As indicated in Table 2 below, the average age of parents con-.

cted and not . contacted did not vary greatly, and it is unlikely that
the age differences noted would have any significant impact on the
findings of the study. . Comparison of the average number of childrem in
families contacted and net contatted reveals very little difference.

Among families contacted, the average number of children was 3.3; among

families not contacted, 3.4.

‘Table 2. Comparison of the Average Ages of Parents
‘ Contacted and Parents Not Contacted*

Parent Contected Not'Contacted

| Number | Average age | Number j Average Age
Mother 517 35.5 681 34.4
Father 482 B . 39.1 551 . 38.7 ,J

* . -
Excluding 70 cases for.which data was missing.



D. The Interviewcrs'

The interviewers were all university students with interviewing
experience.b Relatively close supervision of the interviewers was pos-—
sible since the telephone interviews were conducted in offices accessible
to the researcher at all times. Any questions regarding interpretation

] .
of responses could also be referred to the researcher.

E. Data Processing and Analysis

‘The data was coded directly onto the interview schedule, key-~
punched and enteredvinto an SPSS system file. Cross-tabulations and

tests ofvsignificance were used to interpret the data collected.

. : ’ : | (f\\'

. The Social Class Scale

. In order to determine the social class of respondents, the oc~
cupation of the major wage earner in the household was recorded ‘and
classificd according to the Blishen socioeconomic index (1967) This
index'provides 'scores for 320 Canadian occupations based on the educa-
‘tion, income and prestige?ranking of thepoccupation, -Altnough the
Blishen scale was not entirely satisfsctory since farm owners are not
included in the index, previous research in Csnads has found this‘scale
bbto be more appropriate than others available which are basedion Ameri-
can'data (Williams, 1971). For this reason, the Blishen index was mod-\
. 1fied to include several cstegories of farmers basedfon the amount of"
land operated _ | S 1 ' : E | %

The scores assigned to Canadian occupations by Blishen range'
from”25.36“to.76.69. Blishen and others ‘have generally translated these

scores intodsix deciles representing six classes. For the purpose of

thiS'stddy, the two highest deciles were grouped into one'clsss.'



Workers who were unemployed -and could-give no usual occupation,.and
respondents who were receiving welfare payments were placed in the low;
est category. The classes were labelled from I to V: Class I was con-
sidered opper class, IT and III middle class, and lV and V lower class.
‘ Farmers operating small farms of less than one section were
plaped in Class V; those with one but less than two sections in Class
IV; two but less than three sections in Class III, and three or more
sections in Class II1. Farm labourers were classified as in the Blishen
scale at Class V. Farm managers or foremen (but not.oﬁnérs) fell in
Class IV using Blishen's index.‘ | f .
The occupation of,the major Vage earner was also classified
according to the type of work performed: unskilled or semi-skilled
. blue collar, skilled.blue collar, unskilled or semi-skilled white
collar, skilled white collar, small business owners, managerial-
professional-'farmer——less than two sections, and tarmer-—more than
two sections. As illustrated in Table 3 the two types of classifica—
tion schemes displayed a high degree of assbciation. "However, the
‘social class scale'allows for overlap between ogcupational categories.
That is, for example, the social class scale takes into account the
fact that certain blue collar occupations may require higher levels of
.education and have higher incomes than certain white collar occupations.

‘.For this reason, the Blishen social class scale was selected as being
more pertinent to the analysis than the occupational classification. A
‘ » As Table 3 'illustrates, the majority df farmers fell in Class
-1V, as did the najority of skilled blue collar workers, About 80 per—

cent of the farmers fell, in the two lower class categories,xcompared

to 94 percent of the unskilled and semi-skilled blue gollarvworkers
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| and 77 percent of the skilled blue collar workers. In order to deter-

mine wﬁether or not this classification of farmers was reasonable, the
intentions of farmers regarding enrollment in the Dental Plan were com—<i/r$}
pared to those of other rural respondents who fell in the same social F(}
class category. No statistically significant differences between |

farmers and other rural occupacional groups within the same class were
found.1 It was therefore eoncluded that the categorization ef farm

owners within the Blishen index was adequate for the purpose of this

study.

1The .05 1eve1'6f significance -is used throughout‘the analysis.
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CHAPTER V

ANALYSIS OF RESULTS

'A. Geographical Distribution of Nonenrolled Children

Data on the geographical distribution of children wHo were not
‘enrolled in the Saskatchewan Dental Plan was obtained from Dental Plan
records as of March, 1975——approximately seven months following
implementation of the program. Rural and urban children constitute
.roughly equal proportions"of the nonenrolled group, but, as illustrated
in Table 4 rates of nonenrollment are higher in urban (26,32) than in
rural areas (17’02)' This difference may be due primarily to more
“restricted eccess to traditional sources of dental care in rural areas.

v

Table 4. Comparison of Rates of Nonenrollment in Rural and
Urban Areas '

: : Nonenrolled Eligible ' Nonenrollment .
Residence Children Children. .. Rate
' ‘ N N 1 %
Urban | 1,859 7,080 | 26.3
‘Rural ' T1,347 7,936 , 17.0
Total = o 3,206 15,016 . 21.4

. B. D%scrrtion of the Sample of Families Not Enrolled . .
I formation on the education, occupation and social class of .
~families not enrolled in the Plan was collected during telephone inter-

views. As illustrated in Table 5, the educational level of urban res-

. idents was considerably'higher than that of rural residents.
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Table 5. Education of Major Wage Earners According to

Rural-Urban Residence <
Education Rural Urban Total
N % ~ N % N %
Grade 1-8 77  30.6 30 12.8 107 22.0
Grade 9-11 96 38.1 68 - 28.9 164 . 33.7 .
Grade 12 42  16.7 50 = 21.3 92 18.9
Post-Secondary
Training (Non-| . : .
University) 14 5.5 28 11.9 42 ‘8.6
Some University| 9 = 3.6 17 7.2 ' 26 5.3
University : o o ’
Degree 14 5.5 42 17.9 56 11.5
Total* 252 100.0 235 100.0 487 100.0

Excludes 36 cases for which data was missing (6.9 percent of all

@cases)
Examination of the occupation of nonenrolled families in Table 6 -
indicates, as expected, that rural residents were predominantly farmers

(59. 3 percent) and blue collar workers (26 9 percent) In urban areas,

about 46 pcrccnt of the reSpondents were blue.collar workers while

BN

. Gf .
Table 6. Comparison o _Rural and Urban Respondents According

to the Occupational Category of the‘lajor Wage

almost a quarter were managerT;:t professionals.b
\ /

Earner '
- - Rural ' Urban Total
Occupational Category o N F N Z N z
Unemployed o B B 1.5 14 6.0 |18 . 3.7
_ Farmer-less than two sections 125 48.1 4 1.7 129 26.2 ..
‘& | Parmer-two or more sectioms. | 29 11.2 2 0.9 }31 6.3 ° *
Blue collar-unskilled. and o ‘ : o
semi-skilled . 53 20.4 77 - 33.0 [130 26.4 RIS
Blue collar-skilled = = . 17 6.5 31 13.3 |48 9.7 Y
White collar-unskilled and | . | e
semi-skilled - 8 - 3.1 21 . 9.0 |29 5.9
White collar-skilled = 2 0.8 ©17 7.3°119 3.8
Small Business owner .- 10 3.8 9 3.9 }19 3.8
Managerial- Professional 12" 4.6 ] 58 24.9 | 70 14.2
Total o 260 100.0 233 ©®100.0 [493. 100.0



I\ ' 40

A comparison of the social class of rural and urban nonenrolled
families is provided in Table‘7 below.‘_ln general, urban residents
tended to be'of higher social class. While almost three-quarters (74.1
percent) of the rural respondents fell in the two lower classes, only
half (51.7 percent) of the urban respondents were lower class. These
differences may be due primarily to rural-urban differences in the
.social class structure rather than to any differences in rates of enroll—
ment in rural areas according to social class. That is, the overall
lack of managerial professional and skilled white collar occupations
in rural areas may create a.situation in which rural residents would be
predominantly lower class using this classification system. If this '
assumption is correct, it would be reasonable to expect a high propor-

tion of the rural nonenrolled families to be lower class on the basis

of chance alone.

Table 7. Comparison of Rural and Urban Respond =nts
According to Social Class

Rural Urban - Total

Social Class N, % ' N % : N %
1 o, |8 31} 40  17.4 48 . 9.8
11, 22 - 8.5 ~ 31 13.5 53 10.8
I11 | 37 14.3 L 40 17.4 .77 15.8
v 1 128 49.4 . 64  27.8 192 39.3
v - 66  24.7 . 55  23.9 119 -24.3
Total* ;o 259 100.0 | 230 100.0 489 100.0

. Excludes 34 cases (6 S5 percent of all respondents) for which
data was missing. Of these, 13 were in rural areas and 21 in urban

areas.

c. Test of the Hypotheses

The primary assumption of this study is that the organization

3



of the Saskatchewan Dental Plan is most suited to those groups which
have underutilized the convgntiohal déntal'éare déli?ery system. As
stated in Hypothesis 1, it was'expectgd that of those families not
gnrolled in‘tﬁe first year, Class IV and V (lover class) parents would
be more likely than higher class parents to reéort enrollment or an
intention to enroll iﬁvthe‘Plan during its second yeér of operatiOn.'
As illustrated in Table 8, this hypothesis is supported in urbam, but
not in rural éreas; Alfhough‘a simiiar tfend exiéts in rural areas, it
should be notéd that within each social class category; rural ré§pond—

ents are slightly more likely to'report an intention to enroll in the

Plan. These differences are most pranunced in the middle to upper class

categories (I to III), but are‘qot statisticélly significant. This

- finding, combined with data showing higher enrollment rates in rural

\ \

‘areas, suggests that the organization of the Dental Plan is particularly

suited to the needs of ruralifesidents,.regardless of social class.

Table 8. CompariSon of Social Classes According to Intentions-
' Regarding Enrollment, Controlling for Rural-Urban

Residence
Rural?
"Intentions ' Social Class
Regarding ‘ 1 11 111 v v Tot.
Enrollment - N 7 | N 2 | N 2 I 2 IN Z N X
—p— : .
Enrolled 1 -12.5} 6 27.3{11 29.7 44 34,4 P1  32.8 83 32.1
Intend to ‘ : N
Enroll 13 37.5] 6 27.3]11 29.7 30 23.4 19 .29.7 69 26.6
Undecided 0 o|4 18.1}7 18.9019 14.9 PO 15.6] 40 15.4
Do Not Intend - A
to Enroll 4 50.01 6 27.3| 8 21.7 35 . 27.3 L4 21,9% 67 25.9 |
" Total" 8 100.0|22 100,0 37 100.0 {128 100.0 4v100.04259'100.0

- @¢ht squaré = 6.85, df = 12, p = .87
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Table 8--~continued

SEnoo=msxzo=m=s==ma= DRSS =SSR

S=Emoozm

Urbanb

Intentions Social Class
Regarding I - IT 111 v ! V' Total
Enrollment N % N % N- ZIN Z N A N ) 4
Enrolled 17.5 7 22,616 40.0(28 43.7[23 41.8 |81 35,2
Intend to o ' .
. Enroll 4 10.0 2 6.51 3 7.5 '8 12.5]11 20.0]28 12.2
Undecided 11 27.5 5 16.1| 6 15.01 8 12.5]/10 18.2 |40 17.4
Do not In- ' ' -

tend to v

Enroll 18 45.0 17 54.8|15 37.5/20 31.3{11 20.0|81 35.2
Total 40 100.0 | 31 100.0}40 100.0]64 100.0)55 100.0 P30 100.0

V‘bChi square =

v

23.56, df = 12, p = .02

Middle and upper class families who had not previously enrolled

in the Plan were not expected to enroll &uring the second year as a

result of their greater utilization of private dental care. Hypothesis

2 therefore stated that middle to upper class parents would be signifi—

.cantly more likely to report having a family dentist. The data in

Table 9 illustrates that in_ufban areas, where the relationship between

social class and intentiohs regarding enrollment was significant, those

in the higher social class categories
more likely to have a family dentist.

found in rural areas, the differences

(I - III) were also significantly
Although a similar trend was

were not significant. Once again,

within each social class category, rural'respdndents wvere less likely

~ than urban respondents to report having a regular dentist.
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Table 9. Comparison of Social Classes According to Having a
" Family Dentist, Controlling for Rural-Urban Residence

USSR NMANORRNEESgISSSTSIEmS P e T T T PP P e P e R

Respondents Having a Family Dentist1
Residence ' ’Social Class
I | Ir | TIIT| IV v Total
N % |N ZINZIN ZIN Z| N 2
a ' . T —iy
Rural . ' .
(N=259) | 7 87.5|19 86.4 |31 83.8{97 75.844 68.8(|198 76.4
Urbanb .
(N=230) 39 97.5(30 96.8(37 92.5[57 89.1(38 69.1{201 87.4

Chi square = 4.99, df = 4, p = .29
: bChi square = 24,01, df = 4, p = .0001

While habing'a family dentist is one indicator of utilieetion
of privare dental care, of more importadce’is the.acrual provision of
dental care for children Hypothesie-B stated that middle to upper
class parents would be more likely than lower class parents to report
‘that their children had received dental care in the previous yearr As

111ustrated in Table 10, having a family dentist apparently does not
always mean‘that the serﬁieee of the dentist are used regularly. Com;
éqring figures in Tables é«end 10, the propdrtion'of reepondents who
reported providing dental .care for rheir chiidren in the‘preVioue-year
was lower than ;he proportion ﬁho reported having a feﬁily dentist..
However, the data does support h&pothesis 3 since in both ruraieadd'

. urban ereas; children of higher ciaSs’families were mbre.likely to re-
ceive dental care than children in ldwer claéS'famiiies, This rela-
rionshie was sretiétically significant'only in urban areas. Once
again, rural-urban differences were found within social classes——rural
children were less likely to. have received care than urban children

in the same class.



'Table 10. Comparison of Social Classes According to Utilization
of Dental Care Services by Children in the Previous
Year, Controlling for Rural~Urban Residence.

=====a”::‘:::::‘..::aau:s::::a-aaaazauma:ﬂﬁaw »—-—v-—-t:ﬁ*- -'====-=T
Residence ' Dental Cere Services Utilized
Social Class
I 11 SIXE B ' R Total
N oz N z|N %|N 2| N 2 N X
Rural? - ' _ : :
(N=258) 6 75.0 115 68.2]23 62.2]|80 62.5 29 46.0 153 . 59.3
Urbanb . » I )
(N=228) 35 87.5 |25 80.6132 82.1 47 .73.4 1 32 58.3 171 75.0

3chi square = 6.80, df = 4, p = )

bChi square = 12;11, df = 4, p = .01

4
It was-hypothesized that middle to upper class parents -did not
enroll their children in the Dental Plan during its first year of oper—

ation because of a preference for private care. This appears to be "

'borne out by the data already discussed. To ensure that these inferences»

were correct and to obtain further data on reasons for enrollment
by other parents, respondents wele asked why they dec&%ot to enroll
or delayed enrollment. Each reapondent was encouraged to give as many
reasons as he or she felt to be relevant. 0ver 40 different reasons
| were given by the 466 respondents who gave reasons. The majority of
‘respondents who gave no reasons {11 percent of the sample) reported that
hey had enrolled shortly after the Plan came into effect. It is diffi-
cult to determine precisely why these families appeared on the non—
enrollment 1ist but it is possible that in some cases enrollment forms

werge ‘not. received or proceesed by the Pental Plan. Since many of these

' respondents reported that their children had received care through the
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Plan, it is more_likeiy that the nonenrollment list was not eompietely up-
to-date. 1t is also possible that some respondents gave etroneous‘ .
_ answers.

Most of the respendents gave two or more reasons for nonenroll—
‘ment ot delay in enrollment. The reasonS'giyen were often very similar
and»wexe therefore combined into the fifteen Categories which appeer'in
Table 11; When reading this table, it should be remembered that respond—
ents were not. limited to one reason. Since the reasons are not mutually
exclusive, the percentages for all reasons caﬁ not be added together.
That is, for example, although 20 percent of Flass I and II respondents .
may have glven Reason A, and 15 percent Reaso% B, 35 percent bf Class 1
and 11 respondents have not necessarily been hccounted for. The 15 per—
cent who gave Reason B may also have given Re‘son ‘A. As a result, each
reason 1s treated(as a sepagate variable. It‘should also be noted that
the percehtagea 1n each cell are calculated q? the basth of the number
of respondents giving reasons. . ‘ %f
- Because ‘the primary concern was the difference between lower .
' and widdle to uppet class respondents, the social class categories were
regrouped, thereby simplifying the analysis ahd ensuring an adequate
.number of cases in each cell. Hypothesis 4 q;ated that middle and upper ‘
class parents would be more 11ke1y than lower class parents to give

3
~ reasons for nonenrollment indicating a prefexence fo;.private care;

. This was aupported in urban, but not 1in rut'“-areas. The resultd 1n

é ,#‘ \
Table 11 indicate very little difference be;ieen the reasons given by

g - . -
low and higher class respondents in ruraltareas.. The most frequent

reas for both class categories uete utilization of private dental : (?,

care and failute‘to complete énrollment fqrms; In utben areas the -



differences between class categories were much greater., Class I and III

families were significantly more likely to giVe reasons indicating utiliz-

ation of privace care, lack of confidence in the quality of care offered
¥ ' -

by the Plan, and disagreement with some feature af the Dental Plan.

Comparison of Social Classes Acnording to Reasonsg for
Nonenrollment-or Delay in Enrolrment Controlling for

Rural-Urban Residence . ;

Table 11.

Rural Urban
Reasons for Nonenrollment Class I|Class IV] Class I | Class IV &
or Delay in Enrollment to III |& V ‘to III v o
: (N=63) | (N=167) (N=102) (N=104)
N Z N _ Z N X N '

Use private dental care 23 36.5 {52 31.B '53* 52.0 | 35 33.7
Lack confidence in quality i ' * ‘ :

of care under Dental Plan 11 17.5 |32 19.2 |31 30.4 17 16.3
Failed to complete enrollment' ‘ x 1

forms 17 27.0 |52 31.1 {13 12.7 | 28 26.9
.Did not receive enrollment * .

forms | 8 12.7 {29 17.4 | 8 - 7.8 | 20 19.2 ~
Lack of detailed information ’ . :

about Plan ) . 10 15.9 |24 14.4 |13 12.7 7 6.7
Skeptical 6 9.5|16 9.6} 7 6.9 7 . 6.7
Had not considered .enrollment | 4 6.3 |15 9.0} 8 7.8 3 2.9
Disagreement with some fea- A ‘ x

ture of the Plédn . 9 14.3-J13 7.8 |12 11.8 4 3.8
Child required specialized : I B : : ‘

care 9 14.3.{12 7.2 |13, 12.7 '} 11 10.6
Unaware of the Plan 2 3.2{9 5.4 1 1.0} 11 10.6
Opposed,;o socialized dental . i : :
' care . 11,6 |8 4.8| 5 4.9 2. 1.9
Dental care paid by third T - :

party agency 1 1.6 |2 1.2 & 3.9 8 7.7
No interest in dental care . : :

for children 2 3.2 14 2411 1.0 2 1.9
Misinformed about the Plan 2 3.2 16 3.6} 2 2.0 i 1.0
Other reason unrelated to the ' -

Plan : . 2 3.2 |3 1.8 3 §2.9' 1 1.0

Differences between Classes I to III and Classes IV and Vi .
urban areas were significant beyond the ‘05 1eve1. ,

¥
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Hypothesis 5 statetdl that lower class parents would be more likely

than middle and upper class parents to give reasons for nonenrollment

* indicating lack of awareness of services offered and failure to recelive

enrollment forms. The data in Table 11 supports'the hypothesis in urban,

. but not in rural areas. Table 11 also indicates that in urban areas,

lower class parents were more likely than higher class parents to have
simply failed to complete the forms which were received.

» The findings in urban areas generally support the-contention'that
middle to upper class nonenrolled parents chose not to enroll in the

Plan as a result of their preference for care delivered through private

practice. The findings further suggest that lower class parents failed
: : ¥

1

to enroll in the Plan during its first year of operation, not because g§ﬂ

negative attitudes toward the manner in which services were to be deliv-

47
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ered, but rather because‘they were unaware of the Plan or did not receive

‘e N

enrollment forms. The fact that'manv‘parentsasimply failed tg'complete

" the forms\could'be explained'in many ways-from misunderstanding of the

e

forms to neglect of dental care for concerns ‘of higher- priority. It
should be noted that very few respondents expressed negative attitudes

toward dental care in general.- '_ -
‘ The findings in rural ‘areas do not follow the same pattern._
There do not appear to be any significant differences between social

classes. Class I to IIIX respondents in rural areas do not have any

\ greater preference for private care than Class IV and V .ondents in

»

beitﬁer rural or urban areas Higher class rural respondents were as _'

l

likely as lower class parents to report that they did not receive

, enrol t forms or simply failed to complete forms which were received.

."Q

Lack of awareness bf the Plan was not a major reason for nonenrollment

>



among rural residents.

The reasons most frequently given for nonenrollment or delay in
enrollment--failure to receive or complefe‘forms, lack of informationm,
‘'use of private dental care and lack of éonfidence in the Plan--were

examined in varlous combinations while controlling for social class,

intentions regarding enrollment and rural-urban residence. The results

in Tables 12 and 13 show that regardléss'of sscial class or rural-urban
;esidehce, those respondents whg intend to pdrtiéipate in the Plan vary
~ only slightly in the reasons giVen for delay in enrollment. APouﬁ half
of thg'parents in each social-ciass and rural-urban category simply

failed fo complete the forms.

i

Table 12. Comparison of Respondents Giving Any Combination of
" Threé Specified Reasons for Nonenrollmant or Delay
in Enrollment According to Social Class, Intentions
Regarding Enrollment and Rural-Urban Residence.

|l
_ . " Rural :
Reason for Non- Class I to I1I Class IV and V
| enrollment or ~ Enrolled or | .Do.Not In-. .Bnrolled or |Do Not Inte
Delay in Intend to |'tend .to En-| Intend to  |to Enroll or’
Enrollment Enroll ‘roll or - |} Enroll Undecided
: o S | Undecided " . ‘ o
N . S N X N "Q 4
fFailed to com- , : ' L
plete forms 14 40.0. | 2 2.1 Ja 455 | 5 6.8
pid not receive | . L - e . ' A
-forms 4 11.4 3 10.7 |17 18.9 9 11.7
Lack of infor- ' N ' : o :
mation : 7 20.0 - -1 3.6 9 10.0 - | 10 13.0
Combination of o ' N :
| these reasons |2 5.2 | o -0 | 6 6.7 1 1.3
Fone,qf-these B i 1 T R GNP
‘xeasons = |8 229 . 122 78.6 17 18.9. | 52° 62,57~
 Total - |35100.0. | 28.100.0 }90.100.0 .. |77 100.0
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Table 12 Continued

’ ‘ Urban
_ Class I to III . Class IV and V
Reason for Non- Enrolled or Do Noc In- |Enrolled or |Do Not Intend
enrollment or ,
Delay in Iatend to tend to En-|Intend to to Enroll or
: .| Enroll ] roll or Enroll Undecided
Enrollment . Undecided - . .
‘ N N 2 N Oz N 2
Failed to com- . ' . ,
plete forms 12 40.0 |1 1.4 22 40.0 3 6.1
Ipid not receive . ' .
forms 7 23.3 1 0 {16 29.1 3 6.1
Lack of infor- ' ‘ B . 1 .
mation 4 13.4 | 8 11.1 4 7.3 1 2.1
Combination of ) ' :
these reasons 0 0 1 1.4 3 5.4 0 0
None of these E ‘
reasons .. 1 23.3 62 ' 86.1 |10 18.2 42 85.7
‘ Total 30 100.0 7,2‘:?!{'_100.0 55 100.0 49 100.0

A similar, though less striking, result is illustrated in
Table 13 for parents st decidedJnot to enroll in the Plan or were
still undecided The majority oflthese respondents‘f% each‘social class
and rural—urban category gave reasons‘indicating a preference for pri-
vate dental care. These findings suggest that virtually all children,

regardless of social class or place of ﬁfiidence will be receiving care,

either through the Saskatchewan Dental ?lan ‘or through private dental

practice.
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Table 13.

50

Comparison of Respondents Giving Any Combination of
Three Specified Reasons for Nonenrollment. or Delay
in Enrollment According to Social Class, Intentions
Regarding Enrollment and Rural-Urban Residence.

P )

SEpmooms

b3 -2-1 3

T T

Rural
Class I to III Class IV & V
Reason for Non-
enrollment or Enrolled or | Do Not Intend | Enrolled or | Do Not In-
Delay in En- Intend to to Enroll or Intend to tend to En-
rollment Enroll Undecided Enroll roll or
' Undecided
N )4 )4 N %
Use private care 3 8.6 12 42.9 5 5.6 20 26.0
Lack confidence 1 2.8 0 0 3 3.3 3 3.9
Lack of informa- ' : N
tion 8 -22.9 0 0 10 11.1 4 5.2
Combination of ’ , '
these reasons 1 2.8 9 32.1 5 5.6 26 33.8
None of these : \ ' S )
reasons 22 62.9 7 25.0 67 74.4 24 31.1
Total 35 100.0 28 100.0 90 100.0 77 °100.0
‘Urban
Use private care 1 3.3 27  37.5 6 11.0 18 - 36.7
Lack confidence . : 1
in Plan 2 6.7 5 6.9 2 3.6 2 4.1
Lack .of informa- ' : .
tion . 3  10.0 2 2.8 2 3.6 1 2.0
Combination of : ' '
these reasons 1 3.3 27 37.5 5 9.1 9 18.4
None of these ; ' : 1 :
reasons 23 76.7 11 15.3 ‘G0 72.7 19 38.8]|
_Total 30 100.0 72 100.0 55 100.0 49 100.0

D. Summary of Findings

The geographical distribution of families who did not enroll

eligible children in the Saskatchewan Dental Plan during its first year,

to enroll their children.

»approximately 83 percent, compared to 74 percent in urban areas.

<.

- .’.,
'

eration was determined from Dental Plan records.

This data indi—

é;"r
" cdted that rural parents were somewhat more likely than urban parents‘

The enrollment rate in rural areas was

Ky -



:A number of hypotheses dealing with social class Variations in
intentions regarding enrollment during the second‘year of the Plan, use
of private dental care and reasons'for nonenrollmenc were,formulated;
These hypotheses were tested on the basis of results of telephone inter—
views with a random sampie of_parents who did not enroll during the first
year of the Pian's operation. This'sample was stratified'aCCording to
rural-urban residence. | |

Hypothesis 1 stated that 1ower class ‘respondents would be more
'likely than middle to-upper class respondents to state an intention to
enroll in the Plan or report that they had 51;95d9 enrolled. ‘The
hypothesis was supported in urban areas.. In rural areas,'the differences
between social classes were not statistically significant, but they did
follow the expected pattern

Hypothesis 2 stated that among families who did not enroll
during the first year of the Plan, middle to upper class paren&s would
be more 1ikely than lower clas; parents to report that they had a family
dentist. Once again, the hypothesis was supported in urban areas. A
‘similar but statistically nonsignificant trend was found in rural areas.

» Hypothesis 3, which stated that middle to upper class parenta
would be more 1ikely to report that their children had received dental.
care’ in the previous year, was also supported in urban areas. In rural
areas, the same trend was evident but results were not significant. N

.1t was slso noted that ‘rural respondents were slightly less likely than‘

their urban counterparts in the same social class to’ report the use of

-private dental care. _ . S IR

-

S lrhe reasons for rursl-urban stratification are discussed in
Chspter IV., : - . . .
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Hypotheses 4 and 5 dealt with social class variations in reasons
given for nonenrollment during the first year of the Plan.  Hypothesis
4 stated that middlevto upper class parents would.be pore likely than'

lower class parents to give reasons indicating a preference for private .
dental care.' The results in urban areas supported the hypothesis. In.
rural areas, there were no statistically significant differences between,
classes on these reasons ) | | ‘

Hypothesis 5 stated that lower class parents would be more likely

than higher class parents to give reasons indicating lack of awareness
of'the Plan or failure to receive forms. Again, the expected differences
were found in urban but not in rural areas. Urban 'lower class'respond—
ents were also found A9 report that they simply failed to complete forms
which were recaiyed. ‘\In\Sural areas, higher class respondents were as »}
likely as lower claSs respondents to state that they did not receive

forms or failed to complete forms. Lack of awareness of the Plan was

not a major reason for nonenrollment in rural areas.. -

Among respondents who reported that they had already enrolled
Aor intended to enroll, it was found that both lower and higher class
'respondents had simply failed to complete the required forms. Among
those who did mnot intend to enroll the reasons given for nonenrollment
_indicated a preference for private dental care. ‘

The results of the study, combined with other data on enroll-
ment rates indicate a very high rate of acceptance of the Dental Plan
by all social classes. of particular importance is the acceptance of
the Plan by rural families of all classes and by urban lower class

families. Hithout access to the Dental Plan, the children of. these .

families would receive very little dental care. - The Plan also appears v



to pf@sent a reasonable alternative to many higher class families’ who,

have been regular utilizers of private dental practices.
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CHAPTER VI

CONCLUS ious

«

A review of the literature on dental care utilization indicated

. that members of the lower classes vere less 1ike1y than higher class

members to utilize traditional sources of dental care, even when these
services were provided under a variety of insurance plans. The reasons
cited for underutilization by the 1awer‘c1asses generally involved
social and psychological characteristics of the lower ¢classes them~

Selves—-lack of financial resources, ignorance, apathy and fear. The

~ literature reviev indicated that little consideration had been given to

-the charscteristics of the dental cere delivery system and its effect on

util&;ation behavior.

The primary argument of this paper was that although a- lack of

financial resources may contribute to lower class underutilization of

‘ dental care, this was only a partial explanation. It was further

argued that ‘lack of knowledge and negative attitudes towar& dental

care were not, in themselves, the primary;reasons for underutilization

-~ of services by lower socioeconomic groups. Instead, it was SuggeSted

that the reasons for low utilization should be sough;\by considering

the characteristics of the traditional dental care delivery system

itself and relating these to the needs of - the population to be served.

:In other words, the characteristics of the delivery system must be

treated as independent variables interacting with certain attributes of

the population, and ultimately determining utilization behavior.
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This' study did not focus on organizational variables d1rect1y,
but it did involve observation of behavior in a natural experiment"
where the study group was allowed toychobse among two organizational
options (private dental practices and a.government—operated program)
_and no care. at all. Within seven months of implementation of the
voluntary government dental plan for chirdren, eighty percent of the
eligible children had been enrolled. A sample survey of parents of the’
remaining twenty percent of eligible children indicated that the

L3
majority of those who would not be enrolled for services during the

AN .
following year, would be receiving care through private dental practices.
It was also found that the majority of children from lower income

—~

vfamilies who were not originally enrolled in the Plan, would be enrolled

~,

during the Plan's second year of operation. L //*

The results of this study tend to support the contention that
changes in the nature of the dental care delivery system can alter
utilization patterns such that inequalities in the receipt of care are
"eliminated;~ Within one year of implementation of an alternativeideliv-
ery system in Saskatchewan, it appears that virtuallv all of the first
group of eligible children will be receiving care through either the
: provincial Dental Plan or private dental practices. The most recent .
Canadian study indicated only forty-four percent of the under fourtei%?‘“
age group were receiving regular dental care (Lewis, 1974) Other
Canadian studies indicated that much of this care was being received
by those in higher socioeconomic groups (Bene, et al 1974) |

 The fact that utilization behavior can be altered by changes

in the organization of care brings into question the conclusions of

‘those who argue that the public (especially the lower classes) must be
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,
. [
taught to seek care through educational campaigns. The original enroll-

ment of eighty percent of all eligible children in the Saskatchewan
Dental Plan strongly suggests that lack of knowledge of the need for
care or negative attitudes toward dental care are not the primary reasons
for underutilization of dental services. Studies oflutilization under )

dental insurance plans using traditional delivery systems suggest that

financial considerations cannot fully account for underutilization.

g

;]1 g thatlthe .public does choose to divert resources to

,,n. .
dental care he.body of research previously reviewed suggests that the

4

option of insured care through private practices will not result in a

significant change in clasg~-related utilizetion patterns.' Those who

have’ used the private practice alternative may utilize ‘care in greater

volumes, but the traditional underutilizers will continue to underutilize.

This may also be a very costly way of attempting to redistribute
resources, particularly 1f the practice of dentistry is not regulated
to encourage the use of auxiliary personnel to perform many of the
simpler functions now carried out by dentists. ’

Changes in the organization of ‘the delivery system appear to

provide the best alternative for improving the df&tribution of dental

care. The program developed in Saskatchewan is only one of the.

organizational options. Rather than providing care to a small under-~
privileged target group, it appears that this Plan has the potential
for becoming the "mainstream" form of dental care.  Its appeal crosses

all social class boundaries, as 1s evident from the initial enrollment

36



rate of eighty percent and the results of this study.
Problems of utilization are only partially resolved by dental

programs for children. Services under the Dental Plan extend only to ‘

age twelve.l After that, care will presumably have to be sought through‘ \

the private practice alternative. Yet, there is evidence that those no
longer eligible for care under special programs do not seek care from
traditional sources (Lambert et al, 1963; Kegeles and Cohen, 1971)
Since the incidence of dental disease continues throughout life,
comprehensive care during childhood’may‘be of only marginal value if
inadequate care is received later. In order to obtaIn meximum value

Al

from: funds expended for caxe of children, there must be farther. effort

¢

to develop alternative delivery systems suitable fo of adults,

To resolve this problem, the cooperation of the dental professioX,
governments and the public will be necessary. Further expegience with

experimental dental progréms and research on utilization.behavior

following the termination of eligibility for public programs may provide

some indication of the changes required in the dental care system 1f all

citizens are to receive adequate care.

- 1Services may ‘be extended to age eighteen, But no decision has -
yet been made. e :
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APPENDIX 1. THE INTERVIEW

. SCHEDULE
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REGISTRATION NUMBER: 4 ‘

NAME OF PARENT: _. Al >

NAME OF CHILD: S
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NEW ADDRESS IF.CHANGED: L
' ~ STREET TOWN ~
PHONE NUMBER: .
CALL STATUS: T :
,  successful call - ‘
not available when called RS
(busy, not home, or no answer) . ¥ f‘.,. :
refusal (comqe.ﬁts)- S A ~
'}‘ o
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telephone number ‘not located f :
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DENTAL PLAN SURVEYSOY NON-PARTICIPANTS

I. DEMOGRAPHIC DATA (PRE-CODED)

1. ~Ige-ncifi§ation Number .
. 2T' igsidencé Code ' - ,‘
o
3. Category
J.. ' Rur.alv
2. ‘/Urb'an
" A B
' 4. Age of Father
“1.. 24 & under -'(Bof:h 1951 orx after)
2. 25-34 (B 1941-1950)
3; 35-44 (BZ:: 1931-1940)
4..\; 45-54 (Born 192121930)
5. 55-6.'13-;'.,'(B-¢)rn 191}%2(1) .
6. 654 ;v;r‘(BérQ’iéld or before)
\ 7, Not gpplicable . |
. , Co
el . . 4
". ‘5. Age of Mother: ' -
1. .2.4'4-'{11__&31" :
2. 25°34 |
3. 35-44
ke 45-56
T |
N 6. '55’+over o
- ’7". .“,N&féﬁpliéaﬁnle V

-

1 2 3
45 6 7 8
9
PR LY
SR
11

- 65



6.

Marital Status’
1. Single
2. Married

3. Other

- Total number 6f chiid:en born 1957-1975

X

66



- -
+

‘ f 3. Do you mind telling me the last grade of formal

-

1I. INTERVIEW DATA .

1. CODE SEX OF RESPONDENT
1. Male

2; Female:

2. CODE TYPE OF INTERVIEW

‘l.};rglephone
N S
2. ‘In-person

~

séme questions about the educat;on‘ occupation of

the héad of your househo1d." (the major»wage'earner)

education of tﬁe'head‘og)the household?

N

1. Less.than grade 5.

2. Grade 5-8 : _ |
3. Grade 9-11 - ‘:._,5%$r
L

N . B j .
5. Vocational training

% i§. Poét—secondary nonjuniversity. :
7. Some university o . B
8__7 Aﬂﬁiversit&’iegtee o .

9. Not ansveted - refusal _ 

"First, with your permission, we would like to_hsk .»ii

14

67



)

68

L .
Could you please tell me the occupation of the head of the

household? If a farmer, what is approximate size of farm?

.

: _ , e g Vi _.‘Zﬁi_“:
. . .34 v

19

Now we would like to ask whether your child, the one born

in 1968, has been to a dentist or received dental care

elsewhere in the lastIYear. "

1. Yeé' |

2. No'

3. Don't know

. . 20

Last year, all‘childr;n born in 1968 bacame eligible to

receive dental care under the Saskatchewan Dental Plan. »
K Have you heard .of the Dental Plan? "~ e ;

bl. Yes o ,' ) - , ' 4 ;

2. No . _ ‘ : ; .

3. Don't know : L o 21

About a year ago the Saskat*hewan Dental Plan mailed

Aenrollment forms to all parents of six-year old. cggidren.

4

'4Do you remgmber receiVing these forms?

.’

1. Yes .~

2. ﬁo' o

3. 4Don'£‘know,



‘r
8. Did you enroll your child in the Dental Plan?

1. Yes'

2. No

3. Don't know

* IF CHILD IS NOT ENROLLED IN THE DENTAL PLAN, SKIP TO QUESTION 12.
IF CHILD IS NOW ENROLLED ASK QUESTIONS 10 AND 11

IF RESPONDENT DOES§ T KNOW,-ASK QUESTION 9.

"(ASK QUESTION 9 ONLY IF RESPONDENT DOESN'T KNOW WHETHER CHILD IS

ENROLLED. )

.9. Is there someone else in the hou’aehoid who would know whether
the child is-ertfolled?
Yes ‘ No - -

Who would that be?

When might he/she be contacted? ‘ )

w

o
IE SOHEONE ELSE CAN BB CONTACTED INDICATE YQU WILL CALL BACK. IPF
¢ t\
NOT, GO ON TO QUES?ION 12) ¢ '

QUESTIONS 10 AND 11 APPLY ONLY TO THOSE WHOSE CHILDREN ARE NOW .

.ENROLLED. - _‘Q '. '
0. Can you tell me approximately how long ago your child was.

-,

" enrolled?
1. within the last two months

2. 3-5 months ago".. L o

3. 6or moy months ago

4. Not applicable - child is not enrolled 2"

r



- Unsure

25

70

-4, Not applicable -~ child is not enrolled

ALL RESPONDENTS -

Pape*y

Now we would like to ask whether yvu have # family

dentist,
1. Yes
2. No

‘3. Don't know

Have you discuséed the Dental Pian with him?

(your dentist) .

. frlg R
2. NO. 1‘,;‘@:' *% X .'ir
3. Don'fiknow v o -
4. NA -- po family dentist - .




14.

REASON 4

71

QUESTION 14 APPLIES ONLY IF RESPONDENT DECIDED NOT TO ENROLL -
IN PLAN OR DELAYED ENROLLMENT. .~ . ¢
»

Since you decided not to enroll’ your child in the Dental Plan

(or delayed enrolling your child in the’ Plan), do you ﬁiud R

.-telling me what your reasons were? (RECORD ALL REASONS GIVEN)

REASON 1

REASON 2 - . : .

REASON 3




15'

QUESTION 15 APPLIES ONLY IF CHILD IS NOT SNROLLED . v

A
?" ‘v‘-ﬂ .
hL A

Do you intend to enroll your child this year?

L.

Y

Yes - ﬂ, N\ 

No

Still considering o - 28

" Don't know _

NA -~ child enrolled

16.

ALL RESPONDENTS - - T SR o

In your Opinidn, is the Dental Plan for children a gooﬁ

3.

idea? B
1.>.Yeé .
2. Yes, but nét as it operates now
. . .
4.;;“0; would prefer é‘denFAI insurance plan .
) 5;' Don;t knbw | |

Other -(specify)

29

R



i ’ -. ' ’ . 4 :‘: .

REASONS FOR NON-PARTICIPATION OR DELAY IN ENROLLMENT: -

BASED ON RESPONSES TO- QUESTIONS 14 AND 16. |
CODING: LEAVE BLANK IF REASON NOT GIVEN

eece . € CODE 1.IF REASON WA® GIVEN. _ .

\

ENROLLMENT FORMS, UNAWARE, ENROLLED Co , B

1. Did-net receive ‘enrollment fori‘ni

30

¢.° 2. 'Mislaid enrollment forms _ ‘ - '
’ . :: ’ . ) 3 .

3. Respondent unsure of whether child iyas enrolled [;. B 4

-

4. Child was 'enrbll'e(i in Plan within last 5 months

L

. "_ . ) N - . .
S Qaren‘t ,t:h_bught child was enrollediﬁ‘-n months ago . A
FUAN . R
~ &, Did not realize it was- necessaryﬂco cbmplete entollment
fomsﬂ_ - . ,.‘_‘ ,

A

35

A
.

M T .

‘GARE mgblnmt wuc PROGRAM OR msmumcx

7., Receiving dental car€ nnderrthe dental mxrse traidié

8. . Dental care pa:ld throm n th ptivate insurance :
plan . B : S

57

9. 'No problem with using private dentist -
) A - . \:, o - . . - }"_‘. - 4

vel,

te

,10. Can afford to send child to own dentist

11. Dentist-is personal friend




15,

" High level of ',co‘nf:l,de“nce' in familyﬂentist“

'nl_)eht\al'. care provided by reIetive' who 13

) 21 o T - e
'."\. ’ ", ty ° %74
ot . P (-3 '

"o

e w . .
" Lt oy _ , ,",‘. ' ) T o

!4A‘.
N
Ki
e
~
L
>

| - RS WO
Prefer to-Have a "family dentist" i.e. someone’ S
.to 1ook','aftet-_ entire fan\ily S

1

- -.-.—* -—7-

Children are used t.p the .f;'mily dentiet .. fm‘a-, o ‘? ' 
' T : . : . v Wet
" C o | < 43 :

a dentist -

A e i %1
. 16. Dentist recommended not enrollirg‘g Lélan* o , .
“ o . , o X . J‘ :c ’Q. . ' ‘.
IDENTIFIED PROBLEMS, WITH DENTAL PLAN ' 45
17, Thought quality of care under Dental Plan would be T
" low--no confidence» in ﬁental Nurses. : L
: o 46
L : “"‘ ,}9 " ‘ ya
18. Consent form gave too nmch authority. to Dental Plan .
. ( perabnnel to provi!;e treatment \”mut notifying parent.
e s X B """_’ ? ‘g’ . o o
.. 19. Parents not’ ﬁwdved :ln ?lan '_ «t,@* Tl o 11
. ' .. ,... ! .!‘3 | Ny ;& . 1':‘._. ':‘T a;u S w5 ‘.-‘ 'n A 4
' .Z_Qb.'_ 'Nd'.Dental.Plen Clinic im Jl,otai;tq:m.mpit., b ' S
L IO T , ,‘. S » "6 o , L - ';“_5;' '_ ‘
.-7o 21,0 No bus:lng :q,peneu Clini,c avqpable S AT F RS

. ’ : . .J‘-' ® . . e o
22, - pppos,ed’p socialited dentali care .
SKBPTI-CAI. . . .‘A .' '» .. ‘..A . ‘ ' ,» . . A. ‘ L. N . . ,‘ .‘\

- 2.

- 24, “Fot

i

&

‘ . Q - R R L . '-.‘ | '\).
Wanted to wait until tbe nentel Plen had been operatfonal
: for some: ‘time’ and =n w»t;om ueers could be 1 - e
obtained - v SR ISR = S ,




o |
EXCEPTIONAL CHI@RE‘!—-HANDICAPPED OR SPECIAL DENTAL PROBI.EM

Child is handicapped and re‘quirea special care -
LA " A -

25.

_ 26., Chigg will need special ‘care from private dentist '

\ - anyway-—braces, care for cleft palate, etc., #
. Legasonsy . - UL

. »U.naware. of the Plan . - ' ' R

‘1 8. La;:k of ,infotm‘a'tio‘n available . ‘
' *’Not discuséﬁd w}th'spodbe . Cote e
] ' . . . B ! ._,'.“- . el \ J

Cq 3&‘ Mis‘.lnfo:ned about Plan%-"". ST g s R

& e . e oo \"A’ ;

Ce . [ 'k‘k ° - ’

'\5 ., . Lo

) 'Baby &ch dop tfgeed cath %

TR

-. .‘ ‘ ) . A : R B
- COIFpleted forms‘“in‘?rectlyb I 2
oo . R ﬂ i ' A j A "ii(,.._.- .

<+ g L ' - ’ ' .‘-_

s
PR .

3 : .
.\g‘ o .,

L2

)

LN R O
: 'Bhrolled since second‘tet of forms ma%bd
N : “ . ‘

‘ ' .o ';f'._" ‘.";_y
i, r :
’ o, 3. _l_)idn"; get ground' 0 'Ieting entolbnent ;

. ‘,{’:‘L} .w . o '. :‘: - . ¥ :‘ ‘.

R 35.\ Glil(h not yet 1 _ _ e -
ERd : .o -‘ i o ’ ‘& ‘ ‘ “;‘)v . ' Y
'_,”-.3_6. School inapproprj.aﬂe place to 'ptovi dent:'al_ 04'1'3 .
_ 3. "l'.ee;th" chéclﬁg& bj ﬁfiva;:é i ciﬁnt;!,&&ﬁqﬁ qare". '_req;_x_ilieé‘l

 Zarollnent may imterfars with careffiron déncidt " . -

B4 .

PRI
' B
wuw HE -t

61 -
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L o | : .. |
3 700 .- .
1“ 42‘.’: Progt:n may be inefficie& in providing care when . O
. " geeded. . i RIVPUEN . ' \1 HINE P
N 4 I > L - "
v . "‘ o L .. e * ' 71 N °
. 43. Cost of dental care paid through -welfare ‘ o D
. X PR & i - _
. o ¢ - - v : 1 P W
‘46. Child not: born 1n 1968, therefore ineligiblt @ _

l ! .
t * “

(\f
o~
w

i

49’ Thou&n: sgna tpo young S S ) q E .
o, . 'y T ' N . A . T ) v
"‘""J s T ’ ) ’ o '

$ 46!' ild not: with Ioga%'“guard:lan S S .
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