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The Effect of Functional 
Limitations on the Demand 
for Dental Care Among 
Adults 65 and Older
timothy t. brown, phd; yevgeniy goryakin, phd; and tracy l. finlayson, phd

abstract  In California, adults living in the community who have 
two or more of six functional limitations in activities of daily living 
outnumber adults who live in skilled nursing, intermediate care, and 
congregate living facilities by almost 2:1. In 2003, approximately 
106,000 elderly women living in the community experienced two or 
more limitations in activities of daily living and were thus 40 percent 
less likely to access dental care relative to elderly women with fewer 
limitations.

s individuals age their need 
for dental care often in-
creases. The need for dental 
care, defined as the amount 
of dental care required to 

restore an individual to the best possible 
oral health, is distinct from the demand 
for dental care, defined as the amount 
of dental care for which an individual is 
willing and able to pay. Unfortunately, 
the two often diverge. The amount of 
dental care that individuals are willing 
and able to pay for is often less than 
the amount required to restore these 
same individuals to the best possible 
oral health. Beyond this difference is the 
distinction between the amount of dental 
care for which individuals are willing and 
able to pay and the amount of dental care 
that they are physically able to access. As 
individuals move into older adulthood, 
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they are more likely to experience a grow-
ing number of functional limitations 
that prevent them from accessing dental 
services, even those dental services for 
which they are willing and able to pay.

A functional limitation can be defined 
as needing special equipment or the help 
of another person to perform activities of 
daily living, ADLs, which include walk-
ing, getting in and out of beds and chairs, 
bathing, dressing, eating, and using the 
toilet.1 In California, limitations in two of 
six ADLs is one of three ways that quali-
fies an individual to receive benefits under 
both tax-qualified and nontax-qualified 
long-term care plans.2 A similar set of lim-
itations may also qualify Medi-Cal recipi-
ents to enter intermediate care facilities.3

In California, approximately 92,000 
individuals were living in skilled nursing, 
intermediate care, and congregate living 
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facilities at the end of 2003.4 However, 
the population of individuals aged 65 or 
older who live in the community (not 
in skilled nursing, intermediate care, or 
congregate living facilities) and who have 
two or more such limitations included 
more than 163,000 individuals in 2003, 
according to the authors’ analysis of data 
from the California Health Interview 
Survey. What is the impact of these 
functional limitations on the ability of 
these individuals to access dental care? 

The answer to this question is critical. 
Relative to younger individuals, the elderly 
are at increased risk for oral diseases 
associated with age-related physiologic 
changes.5,6 Poor oral health that causes 
problems with chewing and eating can be 
particularly serious as such problems can 
make good nutritional status much more 
difficult to achieve. Individuals who are 
missing teeth or who are edentulous may 
limit the types of food they eat to soft 
foods, potentially limiting the nutritional 
content of their food. This can contribute 
to both poor nutritional status and to un-
intended weight loss.5 For example, Atchi-
son and Dolan found that among Medicare 
enrollees in California, 10 percent needed 
to limit the types of food they ate and 13 
percent had trouble biting or chewing.7 

In addition, many health conditions are 
associated with infectious diseases. Oral dis-
eases are infectious, and oral health status 
can affect and be affected by other health 
problems. Much recent research focuses on 
how periodontal diseases interact and are 
associated with other common conditions 
through various inflammatory processes. 
Periodontal disease has been shown to be 
associated with many diseases that affect 
the elderly including heart disease, stroke, 
osteoporosis, pneumonia, and diabetes.8-18 

Moreover, a number of studies also 
suggest that conditions such as heart 
disease and stroke, diabetes, and respira-

tory disease can actually be improved 
by regular periodontal care. This sug-
gests a role for dental care in the medi-
cal management of these conditions.

Periodontal treatment interven-
tions have been shown to help dia-
betic individuals with glycemic control 
management.19-22 Periodontal treatment 
interventions have also been shown to 
be associated with a reduction in risk 
factors for cardiovascular disease.23-27 
There is also good evidence that profes-
sional oral health care and improved 

Methods

Data
This analysis uses data from the 

California Health Interview Survey 
(CHIS) for the year 2003.30 The CHIS is 
a state-level health survey that focuses 
on public health and access to health 
care. It is the largest state-level survey 
conducted in the United States and is 
designed to produce statistically reliable 
state-level and county-level estimates. 
Data were collected from adults aged 
18 and older through a random digit 
dial telephone survey. The 2003 CHIS 
sample size was 42,044. After the authors 
restricted their analysis to those 65 years 
or older, the final sample size became 
8,668 (3,294 males and 5,374 females).

Statistical Analysis
The CHIS was collected using a 

complex survey design. Thus, making 
accurate inferences about the population 
the sample was drawn from requires the 
use of probability weights and replica-
tion weights. The authors used Stata 9.2 
and the jackknife replication method 
to incorporate probability weights and 
replication weights into the calculation of 
descriptive statistics and the estimation 
of logistic regression models. The inclu-
sion of variables in the logistic models 
was based on the economic theory of 
demand. As a result, they do not contain 
information on supply factors. Simul-
taneous equation models of demand 
and supply could be constructed but are 
beyond the scope of this analysis. Such 
models are topics for future research.

The authors’ models estimated the 
association of having a visit to a dental 
professional at least once during the 
previous 12 months with age, race/eth-
nicity, education, family income, marital 
status, birthplace, general health status, 

oral hygiene results in a slowing of 
the progression or even occurrence of 
respiratory disease in the elderly.28

However, none of the benefits of den-
tal care can be realized unless those who 
need them are able to access appropriate 
dental care. While there has been limited 
research showing the negative effect of 
functional limitations on access to dental 
care among the elderly in California, fo-
cusing on the city of Santa Monica, there 
has been no systematic analysis to date 
on the effect of functional limitations 
on the demand for dental care among 
the elderly in California using statewide 
data.29 In this paper, the authors present 
their findings on the effect of functional 
limitations on the demand for dental care 
using the latest available data from the 
2003 California Health Interview Survey.
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table 1

dental insurance status, family size, and 
whether a person was experiencing limita-
tions in two or more ADLs. Since the 
authors’ main variable of interest, ADLs, 
is self-reported, it is important that it be 
reliable. Studies examining self-reported 
data on ADLs gathered via telephone 
have found them to be reliable.31,32

Results
table 1 shows the composition of the 

authors’ sample, appropriately adjusted 
for the complex survey design of the 
CHIS. To put the following numbers (re-
ported as proportions) in context, the Cal-
ifornia Department of Finance estimated 
that there were 3.8 million people aged 
65 and older in 2003. There are slightly 
more women (0.56) than men (0.44) in 
this sample consistent with the lower life 
expectancy of men relative to women. The 
age distribution of the sample shows that 
a smaller proportion of the sample is in 
a given category as the categories move 
up the age continuum: ages 65-69 (0.28); 
ages 70-74 (0.24); ages 75-79 (0.21); ages 
80-84 (0.17); ages 85 and older (0.10).

The racial/ethnic mix is distributed as 
follows: white (0.67); black (0.05); Asian/
Pacific Islander (0.11); Hispanic (0.15); and 
other race (0.02). Education is distributed 
in the following way: less than high school 
(0.24); high school (0.24); some post-high 
school training (0.24); college graduate 
(0.15); and graduate school (0.13). Family 
income, measured as a percentage of the 
federal poverty threshold, showed that 
more than half the population is in a family 
whose income is less than 300 percent of 
the federal poverty threshold. The distribu-
tion is as follows: 0-99 percent federal pov-
erty threshold (0.12); 100-199 percent feder-
al poverty threshold (0.23); 200-299 percent 
federal poverty threshold (0.18); 300 per-
cent of federal poverty threshold and above 
(0.46). More than half of the sample (0.56) 

Descriptive Statistics

Variables Proportions

gender

Male 0.44

Female 0.56

age

65 - 69 0.28

70 - 74 0.24

75 - 79 0.21

80 - 84 0.17

85 and older 0.10

race

White 0.67

Black 0.05

Asian/Pacific Islander 0.11

Hispanic 0.15

Other 0.02

education

Less than high school 0.24

High School 0.24

Some post-high school 0.24

College graduate 0.15

Graduate school 0.13

family income  
(% of the federal poverty threshold [fpt])

0-99% of FPT 0.12

100% to 199% of FPT 0.23

200% to 299% of FPT 0.18

300% or higher of FPT 0.46

is married. More than three-quarters of the 
sample (0.77) was born in the United States.

The general health status of the 
sample is distributed normally. The 
sample consists of individuals in 
poor health (0.11); fair health (0.23); 
good health (0.29); very good health 
(0.24); and excellent health (0.12). 

Almost half of the sample (0.45) had 
no dental insurance. Of those with dental 
insurance, almost one-third had private 
dental insurance (0.33), while the remain-
der was covered by Denti-Cal (0.21).

Family size is important when consid-
ering the demand for dental care among 
the elderly as those with larger families 
may have more individuals available to 
help them visit a dental professional, 
should they wish to do so. Almost one-
third of individuals lived alone (0.32), 
while the remaining live with one other 
person (0.53), two or three other people 
(0.15), or four or more other people (0.05). 

Finally, with regard to the authors’ 
key variable of interest, the number 
of limitations a person has in ADLs, 4 

All proportions are calculated using probability 
weights to account for the complex survey design  
of the 2003 California Health Interview Survey.	

marital status

Married 0.56

Unmarried 0.44

birthplace

U.S.-born 0.77

Foreign-born 0.23

general health status

Poor 0.11

Fair 0.23

Good 0.29

Very good 0.24

Excellent 0.12

dental insurance

Private 0.33

Denti-Cal 0.21

No insurance 0.45

family size

1 0.32

2 0.53

3 or 4 0.15

5 or more 0.05

activities of daily living (adls)

Less than two limitations  
in ADLs

0.96

Two or more limitations  
in ADLs

0.04

Observations 8,668
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percent of the population aged 65 and 
older suffers from two or more limita-
tions. The remaining 96 percent suffer 
from one or no such limitations. It is 
important to remember that 4 percent 
of this population includes approxi-
mately 163,000 individuals (in 2003).

tables 2a, 2b and 3 present the authors’ 
findings for men and women, respectively. 
The table includes both the odds-ratio and 
the marginal probability that a person 
with a given characteristic accessed dental 
care in the last year relative to the average 
person in the sample. The authors will 
refer to the odds-ratio in the text. The 
marginal probabilities are presented in 
order to provide a measure of the mag-
nitude associated with each odds-ratio. 

One major finding is that women 
with two or more limitations in ADLs 
are 40 percent less likely to access dental 
care relative women with one or fewer 
such limitations (odds-ratio [OR]=0.601; 
confidence interval [CI], 0.393-0.918). 
There is no such finding for men. The 
reason for this is likely found in the 
results on general health status and 
dental visits. Compared to those in poor 
health, only men who are in excellent 
health (OR=2.220; CI, 1.263-3905) or very 
good health (OR=1.666; CI, 1.112-2.496) 
are more likely to access dental care than 
the average man in the population. 

This is in strong contrast to the behav-
ior of women. Compared to those in poor 
health, women with any level of health 
above poor health are more likely to access 
dental care whether they have fair health 
(OR=1.660; CI, 1.216-2.266); good health 
(OR=1.709; CI, 1.233-2.369); very good 
health (OR=2.271; CI, 1.608-3.206); or ex-
cellent health (OR=2.443; CI-1.664, 3.585).

Aside from health concerns, el-
derly men and women behave similarly 
with respect to private dental insur-
ance, but very differently with respect 

to Denti-Cal. Elderly men and women 
who have private dental insurance are 
about 50 percent more likely to have 
visited a dental professional in the last 
year than those without dental insur-
ance (men: OR=1.572; CI, 1.284-1.924; 
women: OR=1.484; CI, 1.225-1.798).

In contrast, elderly women with 
Medi-Cal who know they have Denti-
Cal are no more likely to have visited a 
dental professional than women who are 
uninsured, while men with Medi-Cal who 
know they have Denti-Cal are about as 

istic in presenting these subgroups. The 
change in the probability of accessing care 
due to a change in any one characteristic 
can be seen by examining the marginal 
probabilities in tables 2a, 2b and 3.

The characteristics of each subgroup 
and each subgroup’s probability of access-
ing dental care are as follows: (1) private 
dental insurance, male, aged 65-69, white, 
college graduate, family income 300 percent 
or greater than the federal poverty thresh-
old, very good health, married, U.S.-born, 
family size of three or four, one or fewer 
limitations on ADL (probability=0.90; CI 
0.83-0.97); (2) Denti-Cal insurance (and 
knows it) female, aged 65-69, black, high 
school education, family income less than 
the federal poverty threshold, poor health, 
unmarried, U.S.-born, lives alone, two or 
more limitations on ADL (probability=0.47; 
CI, 31-65); (3) Denti-Cal insurance (and 
knows it), male, aged 80-84, Hispanic, less 
than high school education, family income 
100-199 percent of federal poverty thresh-
old, good health, married, foreign-born, 
family size of two, one or fewer limitations 
on ADL (probability=0.57; CI, 0.47-0.67); 
(4) private dental insurance, female, aged 
65-69, Asian/Pacific Islander, some col-
lege education, family income 300-199 
percent of the federal poverty threshold, 
fair health, married, foreign-born, family 
size of two, one or fewer limitations on 
ADL (probability=0.90; CI, 0.81-0.98).

It can be seen that across these 
subgroups that the difference in the 
overall probability of having visited a 
dental professional in the last year varies 
from 0.47 to 0.90, a 0.43 difference.

Discussion
The analysis shows that women 

and men behave quite differently with 
respect to their demand for dental 
care. Elderly women appear to be far 

likely to have visited a dental professional 
as men with private insurance (OR=1.712; 
CI, 1.208-2.426). However, elderly women 
who have Medi-Cal and do not know they 
have Denti-Cal are a third less likely to 
have visited a dental professional in the 
last year relative to women who have no 
dental insurance (OR=0.666; CI, 0.494, 
0.898). Elderly men who have Medi-Cal 
and do not know they have Denti-Cal 
are no more likely to have visited a 
dental professional in the last year than 
those who have no dental insurance. 

table 3 presents the probabilities of 
visiting a dental professional for four 
subgroups of individuals. These are not 
the only subgroups that could have been 
chosen, but portray various groups of 
individuals in California. We purposively 
do not simply vary only one character-

l i m i t a t i o n s  f o r  t h e  e l d e r l y

elderly men and women 
who have private dental  

insurance are about 50 percent 
more likely to have visited  

a dental professional in the  
last year than those without 

dental insurance.

continues on page 556
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table 2A

Demand for Dental Care: Men Aged 65 and Older

Variables Odds Ratio 95% Confidence 
Interval

Marginal 
Probability

95% Confidence 
Interval

dental insurance

No insurance reference reference

Private 1.572 [1.284, 1.924] 0.092*** [0.052, 0.133]

Medi-Cal, know about Denti-Cal 1.712 [1.208, 2.426] 0.098** [0.039, 0.157]

Medi-Cal, don’t know about Denti-Cal 0.782 [0.538, 1.135] -0.052 [-0.133, 0.028]

age

65 - 69 reference reference

70 - 74 1.047 [0.808, 1.357] 0.009 [-0.042, 0.061]

75 - 79 0.923 [0.681, 1.251] -0.017 [-0.079, 0.045]

80 - 84 1.137 [0.838, 1.543] 0.025 [-0.033, 0.084]

85 and older 1.088 [0.747, 1.586] 0.017 [-0.056, 0.090]

Race

White reference reference

Black 0.866 [0.540, 1.390] -0.030 [-0.130, 0.070]

Asian/Pacific Islander 2.173 [1.391, 3.395] 0.137*** [0.067, 0.206]

Hispanic 2.009 [1.362, 2.964] 0.133*** [0.064, 0.202]

Other 0.723 [0.442, 1.183] -0.070 [-0.182, 0.041]

education

Less than high school reference reference

High school 1.888 [1.390, 2.565] 0.120*** [0.063, 0.176]

Some post-high school 2.142 [1.505, 3.048] 0.142*** [0.082, 0.201]

College graduate 4.132 [3.036, 5.625] 0.230*** [0.181, 0.279]

Graduate school 4.025 [2.816, 5.754] 0.215*** [0.164, 0.266]

family income (% of the federal poverty threshold [fpt])

0-99% of FPT reference reference

100% to 199% of FPT 1.254 [0.801, 1.962] 0.045 [-0.041, 0.130]

200% to 299% of FPT 1.832 [1.137, 2.951] 0.111** [0.032, 0.190]

300% or higher of FPT 2.735 [1.777, 4.210] 0.204*** [0.113, 0.295]

general health status

Poor reference reference

Excellent 2.220 [1.263, 3.905] 0.145** [0.057, 0.233]

Very good 1.666 [1.112, 2.496] 0.099** [0.028, 0.170]

Good 1.455 [0.965, 2.196] 0.074 [-0.002, 0.150]

Fair 1.220 [0.796, 1.870] 0.039 [-0.041, 0.119]

marital status 

Married reference reference

Unmarried 0.976 [0.670, 1.421] -0.005 [-0.080, 0.070]

table 2a continues on 554
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table 2B

birthplace 

U.S.-born reference reference  

Foreign-born 0.538 [0.398, 0.728] -0.126*** [-0.189, -0.063]

family size 

1 reference reference

2 1.597 [1.126, 2.265] 0.091** [0.029, 0.153]

3 or 4 1.103 [0.705, 1.726] 0.020 [-0.067, 0.107]

5 or more 1.204 [0.673, 2.154] 0.037 [-0.072, 0.146]

activities of daily living (adls)

Less than two limitations in ADLs reference reference

Two or more limitations in ADLs 1.306 [0.676, 2.522] 0.054 [-0.078, 0.187]

Demand for Dental Care: Women Aged 65 and Older

Variables Odds Ratio 95% Confidence 
Interval

Marginal 
Probability

95% Confidence 
Interval

dental insurance

No insurance reference reference

Private 1.484 [1.225, 1.798] 0.070*** [0.038, 0.103]

Medi-Cal, know about Denti-Cal 1.276 [0.971, 1.676] 0.041 [-0.001, 0.082]

Medi-Cal, don’t know about Denti-Cal 0.666 [0.494, 0.898] -0.079* [-0.142, -0.016]

age

65 - 69 reference reference

70 - 74 0.827 [0.667, 1.025] -0.035 [-0.074, 0.003]

75 - 79 0.999 [0.768, 1.300] 0.000 [-0.046, 0.046]

80 - 84 1.101 [0.873, 1.389] 0.017 [-0.022, 0.056]

85 and older 1.062 [0.799, 1.411] 0.010 [-0.038, 0.059]

race 

White reference reference

Black 0.541 [0.396, 0.740] -0.124*** [-0.191, -0.056]

Asian/Pacific Islander 1.649 [1.133, 2.399] 0.079** [0.026, 0.133]

Hispanic 1.161 [0.858, 1.571] 0.026 [-0.025, 0.077]

Other 0.766 [0.524, 1.119] -0.050 [-0.125, 0.024]

education

Less than high school reference reference

High School 1.230 [0.968, 1.561] 0.036 [-0.003, 0.074]

Some post-high school 1.694 [1.342, 2.139] 0.087*** [0.052, 0.122]

College graduate 1.951 [1.436, 2.650] 0.105*** [0.065, 0.145]

Graduate school 3.239 [2.331, 4.502] 0.160*** [0.124, 0.195]

l i m i t a t i o n s  f o r  t h e  e l d e r l y

table 2a co n tin u ed fr o m  553
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table 3

family income (% of the federal poverty threshold [fpt])  

0-99% of FPT reference reference

100% to 199% of FPT 0.842 [0.644, 1.102] -0.031 [-0.081, 0.018]

200% to 299% of FPT 1.192 [0.919, 1.545] 0.030 [-0.012, 0.072]

300% or higher of FPT 1.790 [1.373, 2.332] 0.103*** [0.058, 0.148]

general health status 

Poor reference reference

Excellent 2.443 [1.664, 3.585] 0.136*** [0.087, 0.184]

Very good 2.271 [1.608, 3.206] 0.133*** [0.080, 0.185]

Good 1.709 [1.233, 2.369] 0.089** [0.038, 0.140]

Fair 1.660 [1.216, 2.266] 0.081*** [0.037, 0.126]

marital status

Married reference reference

Unmarried 1.475 [1.146, 1.899] 0.070** [0.026, 0.113]

birthplace 

U.S.-born reference reference

Foreign-born 1.149 [0.892, 1.478] 0.025 [-0.019, 0.068]

family size

1 reference reference

2 0.836 [0.658, 1.063] -0.032 [-0.075, 0.010]

3 or 4 0.750 [0.568, 0.990] -0.052 [-0.103, 0.000]

5 or more 0.421 [0.258, 0.687] -0.172** [-0.286, -0.059]

activities of daily living (adls)

Less than two limitations in ADLs reference reference

Two or more limitations in ADLs 0.601 [0.393, 0.918] -0.090* [-0.165, -0.015]

 3

Probability of Accessing Dental Care: Selected Subgroups

Subgroups Probability 95% CI (lower) 95% CI (upper)

Subgroup (1): Male, aged 65-69, white, college graduate, three- to four-family size, 
private insurance, family income 300% or greater than the federal  
poverty line, very good health, married, U.S.-born, two or more  
limitations in activities of daily living

0.90 0.83 0.97

Subgroup (2): Female, aged 65-69, black, high school education, lives alone, Denti-Cal 
(and knows it) family income below of the federal poverty line, poor 
health, unmarried, U.S.-born, two or more limitations in activities of 
daily living

0.47 0.31 0.65

Subgroup (3): Male, aged 80-84, Hispanic, less than high school education, two-person 
family size, Denti-Cal (and knows it), family income 100-199% of federal 
poverty line, good health, married, foreign-born, one or fewer limitations 
in activities of daily living

0.57 0.47 0.67

Subgroup (4): Female, aged 65-69, Asian/Pacific Islander, some college education, 
two-person family size, private insurance, family income 300% or great-
er than the federal poverty line, good health, married, foreign-born, one 
or fewer limitations in activities of daily living

0.90 0.81 0.98

Petris Center analysis of data from the 2003 California Health Interview Survey.

table 2b c o n tin u ed fr o m 554
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more vigilant about visiting a dental 
professional than elderly men, and will 
seek care even when they do not have 
dental insurance, whereas elderly men 
are less likely to visit a dental profes-
sional if they do not have some type 
of dental insurance. This is consistent 
with studies of gender differences 
with respect to health insurance.33

It is noted that it is possible that the 
odds-ratios that describe the relation-
ship between accessing dental care and 
various types of dental insurance are 
biased due to potential reverse causa-
tion (individuals who are more likely 
to need to visit a dental professional 
may be more likely to obtain dental 
insurance). Although this problem can 
often be corrected statistically (e.g., 
using the instrumental variable tech-
nique), the authors have been unable 
to do so due to data limitations. 

However, other researchers who 
have implemented this correction 
uniformly find that the corrected pa-
rameter estimates are higher than the 
uncorrected parameters estimates.34-36 
The authors therefore consider their 
estimates to approximate a lower bound 
of the association of dental insurance 
and visits to a dental professional.

In contrast, functional limitations 
limit access to dental care for women 
much more than men. Women with two 
or more functional limitations are 40 
percent less likely to have visited a dental 
professional in the last 12 months relative 
to those who have one or no functional 
limitations. In other words, women who 
need special equipment or the assistance 
of another person in two or more of the 
following areas are less likely to visit a 
dental professional than the average wom-
en in the sample: walking, getting in and 
out of beds and chairs, bathing, dressing, 
eating, and using the toilet. Approximate-

ly 106,000 women aged 65 or older were 
in this category in California according to 
the authors’ analysis of the 2003 CHIS.

This finding is independent of family 
income, dental insurance, education, 
age, race, marital status, family size, na-
tion of birth, and general health status. 
This finding suggests that a key barrier 
that prevents these individuals from 
obtaining dental care is physical access 
or the availability of dental offices that 
will accept such patients. This problem 
could be alleviated in a number of ways.

tions that could be applied to the popula-
tion of elderly with limitations in ADLs 
would be to coordinate their transporta-
tion to and from a local dental office.

A third approach is for a subgroup of 
dental professionals to make their practices 
senior friendly by reaching out to the elder-
ly who may suffer from limitations in ADLs. 
This can be done both by making their prac-
tices more accessible to such individuals as 
well as by reaching out via advertising to 
individuals who primarily will not come to 
visit a dental professional due to embarrass-
ment about their condition. Many individu-
als who suffer from functional limitations 
may be more than willing to visit a dental 
professional if they know that the facility 
is able to accommodate their functional 
limitation and that they will be seen and 
treated with dignity. To be sure, it is already 
the case that virtually all dentists treat such 
individuals with dignity, but communicat-
ing this to potential patients is critical to 
reassure those with functional limitations.

Given the current computer technol-
ogy available and trends of more seniors 
accessing the Internet for information, 
dental practices can use this technology 
to better track the health and ADL status 
of patients as they age and alert elderly 
patients of their ability to provide ADL ac-
commodations (like portable lifts or other 
types of needed equipment) through Web 
sites or newsletter announcements.41 

Federal- and state-level policy solu-
tions to improving access to dental care 
for this subgroup should be considered 
as well. A growing number of the elderly 
may begin to experience one or more 
limitations in ADLs with advancing age. 
California’s population is aging, with 
every county reporting increases in num-
bers of elderly between 1990 and 2004, 
especially among those age 85 and older.42 

The elderly have Medicare to cover 
most of their health care needs, yet Medi-

One way is to bring dental services to 
those who need it via a mobile dental clin-
ic. Such clinics are permissible in Califor-
nia and are regulated by the Business and 
Professions Code and the Health and Safe-
ty Code.37 Mobile dental clinics have been 
used in California for more than 20 years. 
The University of Southern California’s 
Mobile Dental Clinic has a long history 
of successful use with children from low-
income families and rural populations.38-40

Mobile clinics can also be used for 
reaching out to elderly with limitations 
in ADLs. Units can be set up like a dental 
office so that a patient can sit down and 
be treated inside, or it can be used to 
transport portable equipment that can 
then be set up at a patient’s bedside.41 
Another strategy that has been successful 
with improving access in rural popula-
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it is already the case 
that virtually all dentists  

treat such individuals with  
dignity, but communicating  
this to potential patients is 

critical to reassure those with 
functional limitations.
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less likely to visit a dental professional 
relative to the average elderly female. 
Approximately 106,000 individuals 
in California are in this category as of 
2003, larger than the entire popula-
tion of individuals in skilled nursing, 
intermediate care, and congregate living 
facilities. Policymakers, both public and 
private, should consider how to aid such 
individuals in obtaining dental care. 

Individual practitioners should also 
consider implementing simple prac-
tice changes to help increase access to 
care for elderly patients with functional 
limitations, such as purchasing equip-
ment that will make their offices more 
accessible and comfortable places to 
visit, and perhaps providing some ser-
vices through mobile dental clinics.
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