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The State of Oral Health in Canada

Executive Summary
Good oral health is essential to overall health and quality of life. Good oral health
enables us to speak, smile, breathe, drink, and eat. The oral cavity also plays a central
role in the intake of basic nutrition and protection against microbial infections.
As the national voice for the dental profession, the Canadian Dental Association (CDA)
is pleased to present this overview of oral health in Canada. In the following pages, you
will find insights and information on:
 the state of oral health around the world;
 how Canada compares against other countries;
 information on funding models, statistics on dental usage and access to oral care;
 key trends;
 priority areas for improving oral health;
 programs being spearheaded by provincial dental associations and more.

Based on a wide range of metrics, we can state definitively that Canada is among
the world leaders when it comes to the overall oral health of its citizens. In addition
to ranking favourably in terms of oral health indicators such as decayed, missing and
filled teeth (DMFT), severe chronic gum disease and instances of oral and lip cancer,
Canadians also enjoy among the best access to oral health care in the world. Three out
of every four Canadians visit a dental professional at least once per year, and 84% of
Canadians believe they have good or excellent oral health. In Canada, wait times to
see a dentist and receive treatment are among the shortest in the world. And for most
Canadians, choice and availability of dentists is a non-issue.
However, there is still work that needs to be done in order to improve the state of oral
health in Canada for specific groups. Like many other countries around the world,
Canada faces challenges providing the most vulnerable segments of its population
(e.g. seniors, low-income populations, people with special needs, children, Indigenous
peoples, new immigrants with refugee status, etc.) with the oral health services they
require. Research indicates that poor oral health is experienced by those Canadians
who do not have access to regular dental care. In the following pages, we outline some
of these challenges, along with work being done to address them.

Canada is among the world leaders when it
comes to the overall oral health of its citizens.

Oral health: A global perspective

Oral health has
been recognized as
a basic human right.
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Oral health: A global perspective
What is oral health?

The World Health Organization (WHO) defines oral health as a state of being free from
mouth and facial pain, oral and throat cancer, oral infection and sores, periodontal
(gum) disease, tooth decay, tooth loss and other diseases and disorders.1
According to the FDI World Dental Federation, oral health is multi-faceted and includes
the ability to speak, smile, smell, taste, touch, chew, swallow and convey a range of
emotions through facial expressions with confidence and without pain, discomfort and
disease of the craniofacial complex.2

Oral health disease worldwide

Worldwide, the most common oral diseases are dental caries (cavities, decay),
periodontal (gum) disease, oral cancer, oral infectious diseases, trauma from injuries
and hereditary lesions.3 Around the globe, 60-90% of school-aged children and nearly
100% of adults have tooth decay.1,2,3 In fact, dental caries (which includes all stages of
tooth decay) is the most common, yet preventable, chronic disease on the planet and
constitutes a major global public health challenge.
In Canada, an estimated 2.26 million school‑days are missed each year due to dentalrelated illness4 and tooth decay accounts for one-third of all day surgeries performed on
children between the ages of 1 and 5.5
In the United States, a child is five times more likely to seek emergency room treatment
for dental problems than for asthma, often because they are unable to see a dentist,
are uninsured or cannot afford routine dental care and half of all children enter
kindergarten with tooth decay.6
The accompanying chart (Table 1) shows the worldwide prevalence and ranking of
various oral health and other conditions:
Table 1.

Oral health condition

World prevalence

World ranking of
disease in prevalence

Untreated decay (caries)
of permanent teeth

35% of population

1st

Severe periodontal (gum)
disease

11% of population

6th

Severe tooth loss

2% of population

36th

Oral cancer

1 to 10 cases per
100,000 people

-

Tension-type headache

21% of population

2nd

Migraine

15% of population

3rd

Low back pain

9% of population

9th

Diabetes

8% of population

Asthma

5% of population

Other conditions

Source: Global Burden of Disease 20107
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The economic impact of oral diseases
Across OECD countries, on average, 5% of total health expenditures originate from
treatment of oral diseases.8 Direct treatment costs due to dental diseases worldwide
have been estimated at US$298 billion yearly, corresponding to an average of 4.6% of
global health expenditure. Indirect costs due to dental diseases worldwide amounted
to US$144 billion yearly, corresponding to economic losses within the range of the 10
most frequent global causes of death. The global economic impact of dental diseases
amounted to US$442 billion in 2010. Overall improvements in oral health may imply
substantial economic benefits, not only in terms of reduced treatment costs, but also
because of decreased productivity losses in the labour market.9 Recent findings suggest
that oral diseases account for productivity losses of over $1 billion per year in Canada
alone.10

Priority areas for improving oral health
While oral health has been recognized as a basic human right by numerous dental and
public health organizations internationally, more than 70% of the world’s population
(mostly in low- and middle-income countries) are in need of appropriate and affordable
oral health care.11 Poor oral health results from a number of factors, including a lack of
resources, oral hygiene habits, oral health education and accessible oral health care.12
The WHO has identified priority areas for countries to consider when initiating or
strengthening oral health programs.13 These include:
 Effective use of fluorides for the prevention of dental caries,
 Oral health and prevention of oral disease through a healthy diet,
 Control of tobacco-related oral disease by involving oral health professionals in

tobacco cessation,

 Oral health promotion in schools,
 Oral health improvement in the elderly through health promotion and older

adult-friendly primary health care,

 Integration of oral health into national and community health programs,
 Development of oral health systems and orientation of services towards prevention

and health promotion.

A recent study found that oral health is a major public health problem in Europe
and that oral diseases have considerable negative impacts on the quality of life of
populations.14 The study indicated that, ‘vulnerable and low‑income groups as a whole
receive oral health care services less frequently than the general population and more
so for emergency situations when in pain, rather than for preventive care’.
The conclusion of the review of dozens of public health programs across European
countries was that in the case of oral health, investment in simple preventive programs
is cost-effective and that ’solving the problem of poor oral health in Europe does not
require an entirely new policy in every case or a reinvention of the wheel’. 14
There are many programs in place to address the oral health inequalities for vulnerable
groups, with new models and approaches to care being introduced and explored on an
ongoing basis.
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Oral health in Canada compared to
the world
When considering access to oral health care for entire populations, statistics show that
Canada has among the best access to oral health care in the world (Table 2). These
figures also reveal that all countries face similar challenges with regard to access to
oral health for the poorest segments of society, regardless of whether oral health care is
publicly or privately delivered.
Table 2: Percentage of population visiting dentist in past year

France ¹
Czech Republic
United Kingdom
Slovak Republic
Canada
Austria
Finland
Belgium
Slovenia
New Zealand
Estonia
Spain
United States
Poland
Hungary
Denmark ²

Poorest
63.9
50.3
58.1
47.6
46.5
51.6
51.3
39.8
42.6
43.8
31.0
34.5
26.2
26.8
28.1
28.1

Average
74.9
71.0
68.8
68.8
64.6
61.0
58.6
58.1
56.1
51.2
48.0
44.9
42.4
42.3
37.5
35.3

Richest
82.3
77.8
74.5
76.3
78.5
70.2
68.5
69.5
64.4
59.8
55.8
57.8
56.9
54.6
50.5
40.0

Visits in past 2 years.
. Visits in past 3 months.
Source: Health at a Glance 2011, OECD Indicators, 2011.15
1.
2

One key oral health measure for comparative purposes is the decayed, missing
and filled teeth (DMFT) index measure. This represents the number of decayed (D),
missing due to caries (M) and filled (F) teeth (T). There are no other well-established
and universally accepted measures of oral health.16 The DMFT is usually measured in
12-year-olds and compared internationally. Recent DMFT data from Canada indicate
that 38.7% of 12-year-olds had one or more permanent teeth affected by caries and
the mean DMFT was 1.02.17 This measure is better than the OECD average, which was
1.6 in 2006. It also compares favourably with other DMFT scores for 12-year-olds from
most OECD countries (Table 3).18
The FDI World Dental Federation has developed a comprehensive world health atlas,
comparing select oral health indicators. Canada ranks favourably in terms of low DMFT
scores (0.0-1.1 DMFT range), low prevalence of severe chronic periodontitis (less than
10% of the population aged 15 and over), moderate incidence of oral and lip cancer
(2.5-4.9 per 100,000 people).19
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Canada also ranks on the low end of
the scale in terms of the proportion of
the population and of seniors who have
no natural teeth, a condition known as
edentulism.20,21,22 This is an important
measure, since the loss of all natural teeth
can lead to changes in eating patterns,
nutrient deficiency and involuntary weight
loss, as well as speech difficulty (if left
uncorrected). In 2010, approximately 6% of
the Canadian population aged 20-79 had
no teeth and 22% of the population aged
60-79 had no natural teeth.17

Table 3: 12-year-old DMFT Comparison
of OECD countries

Germany

DMFT
12-year-olds
0.7

United Kingdom

0.7

Sweden
Canada
Australia
Finland
France
United States
OECD Average
New Zealand
Norway
Japan

1.0
1.0
1.1
1.2
1.2
1.3
1.6
1.6
1.6
1.7

Country

These findings demonstrate that Canada
compares favourably to other similar
industrialized OECD countries in terms of
the overall oral health of its population.
What Canada has in common with every
other industrialized country, however, are
Source: OECD Health at a Glance
the challenges faced by the more vulnerable
segments of society who, face difficulty
accessing appropriate and timely oral health services.4,5,17,23-35
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Canadians have experienced
significant decreases in levels of
dental decay over the past 40 years.
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A snapshot of oral health in Canada
In 2010, Health Canada published a report on the dental health of Canadians, based
on the Canadian Health Measures Survey (CHMS) conducted by Statistics Canada.4,17
The results showed that 75% of Canadians visit a dental clinic annually and 86% do
so at least once every 2 years. This is a significant improvement from the early 1970s,
when barely half of the population consulted a dentist on an annual basis.17
Collectively, Canadians have experienced significant decreases in levels of dental decay
over the past 40 years. According to Health Canada’s Report on the Findings of the
Oral Health Component of the Canadian Health Measures Survey:4,17
 The percentage of the population that consults a dentist per year increased from

49.5% to 74.5%,

 The percentage of children with at least one decayed tooth decreased from 74% to

23.6%,

 The percentage of adolescents with at least one decayed tooth decreased from 96.6%

to 58.8%,

 The average number of decayed, missing or filled teeth (per child) decreased from 6

to 2.5,

 The percentage of adults with no natural teeth decreased from 23.6% to 6.4%.

Overall, the survey indicates that Canadians have very good levels of oral health. The
following are a few of the survey’s high-level findings:

Access to dental care

 Roughly 80% of Canadians have a dentist,
 Approximately 85.7% of Canadians visit a dentist within a 2-year period,
 32% of Canadians have no dental insurance,
 53% of adults between 60 and 79 years of age have no dental insurance and 50% of

Canadians in the lower-income bracket have no dental insurance.

Clinical oral health indicators in Canada

 84% of Canadians report their oral health as good or excellent,
 6.4% of Canadians have no teeth (are edentulous),
 5.5% of Canadians have untreated coronal cavities,
 Most Canadians (73%) brush twice or more a day and over a quarter (28%) floss 5

times a week.

Need for care

 34% of dentate Canadians 6-79 years of age had some sort of treatment need

identified,

 47% of lower-income Canadians had a need identified, compared to 26% of the

higher-income group,

 Approximately 2 out of 3 Canadians have no dental needs,
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 1 out of 3 Canadians has a need and only 1 out of 6 says they cannot address this

need because of financial reasons,

 Overall, Canadians from lower-income families were found to have two times worse

outcomes compared to higher income families in many measures.

Economic burden of oral health disease

 The percentage of Canadians who have experienced time-lost from normal activities

for oral health reasons is 39.1%,

 It is estimated that 2.26 million school-days are lost annually due to dental visits or

dental sick-days,

 It is estimated that 4.15 million working-days for adults are lost annually due to dental

visits or dental sick-days,

 Overall, an average of 3.54 hours per year is lost per person due to dental disease in

Canada, including professional treatment.

Spotlight on Inuit oral health
The Inuit Oral Health Survey (IOHS), conducted in 2008-2009, found that compared to
non-Indigenous Canadians, more Inuit reported poor oral health and higher frequency
of food avoidance and oral pain.26 Fewer than half made a visit for dental care, even
though very few reported that costs were a factor in avoiding a visit or accepting
recommended treatment.26
The prevalence of coronal caries was very high among Inuit. More than 85% of
preschoolers had dental caries with a mean of 8.22 deciduous (baby) teeth affected.
By adolescence, 97.7% had been affected and among the oldest adults, the disease
had affected the entire population. Counts of decayed, missing or filled permanent
teeth increased at every age, from 2 (aged 6-11 years), to 9.5 (for adolescents), to 15
(aged 20-39 years) and over 19 (for older adults). The prevalence and mean DMFT
counts exceeded similar counts for non-Indigenous Canadians by a significant margin.
Much of the disease remained untreated and there were more extractions among the
Inuit. Among Inuit adolescents, there were 20.3 extractions per 100 teeth filled, much
higher than findings for non-Indigenous adolescents, who had only one tooth extracted
per 100 filled.26
While Canada’s oral health care measures are generally above average compared with
countries around the world, there are inequities in oral care. In particular, Canadian
families and individuals with lower incomes and of lower socio‑economic status, those
without dental insurance, older Canadians and Indigenous Canadians experience worse
overall oral health outcomes than the general population.
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Dental usage in Canada
A survey of Canadians (Canadian Community Health Survey) provided data on the
percentage of Canadians (aged 12 and over) that have visited a dentist annually. It is
clear that Canadians aged 71 and over (seniors) have access issues, primarily because
of a lack of dental insurance in retirement years (Figure 1). One positive trend is that
the proportion of Canadians reporting an annual dental visit has increased significantly,
from 60.3% in 2001 to over 75% in 2012.24
Figure 1: Percentage of Canadians Aged 12 and Over that Consulted with a Dentist or
Orthodontist in Canada in 2012
80%
70%
60%
50%
40%
30%
20%
10%
Age All

12-20

21-30 31-40 41-50 51-60 61-70 ≥71

Source: Statistics Canada, Canadian Community Health Survey (CCHS), 201236

In Canada, income and dental insurance are the two most important determinants of
dental care utilization.37-40
There is substantial research to show that Canadians from lower-income families have
worse outcomes in terms of oral health, more instances of untreated disease, lower
rates of visiting a dentist, higher proportions of avoiding dental visits and greater
frequency of declining recommended care because of costs. 4,5,17,23-40
Research shows that access to dental care may be getting more difficult for the middleincome segment of the Canadian population as well. Middle-income workers have
experienced significant changes in their work environments, which includes decreases to
both the amount and availability of employment-based dental insurance.41 In addition,
the provision of public dental benefits does not always ensure access to dental care for
those who are covered, since there are often complicated insurance-related barriers to
accessing dental treatment.30,42,43
Organized dentistry continues to work closely with the private sector to ensure that
dental care is adequately insured and funded and that there are minimal barriers to
care.
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Dental health services in Canada
While the Canadian health care system and medical services plans provide coverage for
virtually all physician and hospital health care costs, the majority of the responsibility for
health care planning and delivery lies with the provinces and territories.
While 70% of the total cost of health care is covered by public insurance, a strong role
has always been played by private out-of-pocket and employer-based insurance for
services not covered publicly, such as dentistry, drugs and vision care.
For the most part, Canadians are responsible for financing their own dental care and
typically do so in the following four ways:

1.) Third-party insurance (employment-related dental coverage),
2.) Private dental insurance (not-employment related coverage),
3.) Directly out-of-pocket, and
4.) Government-subsidized programs.
The sources of funding for dental care services in Canada (and their relative
proportions) can be seen in Figure 2. In this chart, for illustrative purposes private
insurance refers to all sources of private insurance including employment and nonemployment related dental coverage.
Figure 2: Dental Service Expenditures in Canada 2015
2.2% 0.1%
4.0%

37.6%

Private insurance
Private direct out of pocket
Public provincial governments
Public federal government direct
Public municipal government

56.2%

Source: Health Expenditure Trends, CIHI, 201544

This figure illustrates how small a proportion public dental services represent compared
with other sources of funding for dental services in Canada. Public-sector dental
expenditures are targeted primarily to children, seniors, eligible Indigenous individuals
and the disabled.
It is estimated that total expenditures on dental services in Canada in 2015 amounted
to $13.6 billion. Private-sector expenditures were estimated at $12.7 billion (93.8% of
total spending), while public‑sector expenditures were estimated at $846 million (6.2%
of total spending).45 Total health care expenditures in Canada in 2015 were estimated
at $219.2 billion, meaning that dental expenditures make up about 6.2% of all health
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care spending in Canada. Private-sector expenditures in health care in 2015 were
estimated at $64.2 billion, with dental services spending accounting for one-fifth of the
total.44,45
Approximately 60% of all private dental care expenditures originate from private
insurance sources and 40% directly out-of-pocket.44,45 Therefore, private health
insurance plays a crucial role in the provision of dental care in this country.
On a per capita basis, total spending per Canadian on dental services was estimated
at $378.60 (compared to $959 on drugs and $946 on physician services). Private
per capita spending on dental services was estimated at $355 and public per capita
spending at $23.60.44,45
In summary, oral health care occupies a relatively separate position in the Canadian
health system. The federal government covers a portion or all of oral health care costs
to veterans, refugees and eligible Indigenous individuals and every province recognizes
some dental care as medically necessary and “targets oral health care resources
to marginalized groups, using different ways and varied health and social services
provisions.”20

Population/dentist ratio
In January 2016, the population/dentist ratio in Canada stood at 1,622, meaning that
for every dentist in Canada there are 1,622 people. However, the distribution of dentists
varies widely by province (Figure 3) and the ratio has been generally declining over
time, signifying that there are increasing numbers of dentists relative to the population
and suggesting greater overall availability of oral health care. However, rural and
remote areas across Canada have proportionally fewer dentists than urban areas,
making access to oral care in these regions more challenging.46
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Publicly financed oral health programs in Canada

There is no ’one-size-fits-all’ remedy
for oral health for vulnerable groups
across Canada.
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Publicly financed oral health
programs in Canada
Oral health services
In Canada, dental care is largely a publicly uninsured service. In some cases, however,
if care is received in-hospital or the patient belongs to a particular institutionalized and/
or at-risk population, dental services may be publicly insured.

Federal public oral health programs
Dental services spending in the public sector in Canada was estimated at $846 million
in 2015. This includes $542 million in the provincial government sector (federal
transfers included), $295 million in the federal direct government sector and the
remainder in municipal government and social security funds.44
Dental services that are financed by the federal government are available to:
 Military personnel,
 Those with recognized indigenous status,
 Veterans,
 Federal prisoners,
 Refugees,
 Royal Canadian Mounted Police.

In 2013-2014, approximately $277 million was spent on federal public dental care
expenditures (not including Department of National Defence figures).47
Of the $246 million in expenditures by Health Canada:47
 $231 million (94% of total) was spent on the Non-Insured Health Benefits Program,
 $7 million (3% of total) was spent on the Children’s Oral Health Initiative,
 $9 million (3% of total) was spent on the Dental Therapy Program.

According to a comprehensive environmental scan of publicly financed dental care in
Canada prepared by the Public Health Agency of Canada,47 “these expenditures by
Health Canada primarily target one of Canada’s most high-risk group for oral health,
namely, First Nations and Inuit populations, particularly children. Despite the large
sums of money spent annually for this group, large disparities continue to exist. Access
to care is an issue due to both the long distances these people must travel to reach
dental clinics, as well as a shortage of providers willing to work in these communities. In
addition, First Nations and Inuit populations are increasing at a higher rate than the rest
of the Canadian population, therefore, considerable changes are needed in order to
decrease the disparities.”47
A survey of Canada’s Indigenous population confirmed that the burden of oral health
conditions across all areas of Canada’s North (except Nunavik) is much worse than the
general population.26
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Provincial public oral health
programs
Most public oral health programs fall under provincial/territorial jurisdiction. These
include programs administered at the regional and municipal level, as well as through
universities. While certain services are covered by public insurance, many of these
oral health care services are delivered by allied oral health care professionals, such as
dental hygienists and dental therapists.
Public oral health programs at the provincial/territorial level include:
 Surgical-dental services requiring hospitalization or associated with a congenital

anomaly or medical need,

 Social assistance recipients and their dependents,
 Targeted child and adult populations (e.g., low-income families),
 Targeted disabled and institutionalized populations (e.g., those in long-term care),
 Some seniors,
 Targeted individuals with developmental disabilities,
 Provincial prisons.

Meanwhile, health regions and municipalities provide programs for the following:
 Social assistance recipients and their dependents,
 Targeted child and adult populations (e.g., low-income families),
 Targeted disabled and institutionalized populations (e.g., those in long-term care).

Universities and social welfare groups deliver care to a variety of vulnerable
populations through their clinics, usually with discounted fees.
There is no ’one-size-fits-all’ remedy for oral health for vulnerable groups across
Canada. While different models are required based on the circumstances in each
region, the CDA and organized dentistry believe that creating new minimum mandatory
standards for Canadian dental public health programs and providing sufficient
resources to meet these standards is an overarching goal.

17

Vulnerable Canadians and the need for targeted oral health programs

Vulnerable Canadians and the need
for targeted oral health programs
Canadians with access-to-care challenges
The Report of the Oral Health Component of the Canada Health Measures Survey
reveals most Canadians have access to professional dental care and, as a result, have
good oral health.4 In general, poor oral health is experienced by those Canadians who
do not have access to regular dental care. 48-58 Below, we highlight vulnerable groups,
along with the key oral health challenges associated by each.

Children
The term ’children’ refers to all Canadians from 0 to 18 years of age. While children
between 0-6 years are often not considered in surveillance studies, oral diseases
frequently begin in the preschool years. These are also important years for establishing
good oral self-care behaviours. For this group, early childhood caries are of primary
concern. Accordingly, universal coverage of dental services for children 18 years or
under is of important consideration.

Seniors in long-term care
Most people living in long-term care facilities are already medically compromised and
that new oral health methodologies and standards of oral care must be developed for
those co-morbidity situations.

Indigenous peoples
Indigenous peoples are comprised of three separate peoples with unique heritages,
languages, cultural practices and spiritual beliefs: First Nations, Inuit and Métis.
Recognition of the diversity and nuances between these groups is important to future
deliberations. Cultural sensitivity and understanding is essential in developing initiatives
to improve oral health.

New immigrants with refugee status
These individuals have significant oral health care needs. Organized dentistry is working
with governments to ensure their needs are met. Many dentists across Canada continue
to volunteer their time to ensure immigrants receive the urgent care they need.

People with special needs
People with physical and developmental disabilities have special dental care needs
because the ability to eat and interact socially is critical to their well-being and good
health. However, they are particularly prone to dental caries and periodontitis that can
have a catastrophic impact on their survival and ability to thrive.
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Low-income population
A proportionally small number of Canadians cannot access oral health care due to lack
of finances. Many of them do not have dental insurance, cannot access dental care or
are likely to forgo or delay essential dental treatment. A strong social safety net can help
reduce these health risks.

Position of the CDA
The CDA believes the provision of equitable access to care is an important goal
for professional dentistry organizations. Collaboration between dentistry, health
professional colleagues, charities and the federal and provincial governments continues
to improve access. In addition to maintaining existing professional, charitable and
non‑governmental programs, new models should also be developed to further
strengthen our oral health delivery system.
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While Canada is among the world leaders in
terms of overall quality of oral health, there is
still work to be done.
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The Canadian Oral Health
Roundtable
The Canadian Oral Health Roundtable (COHR) is a group made up of oral health care
providers, dental insurance carriers, the dental industry, dental academia, government,
special interest groups and related health professionals such as physicians, pharmacists
and nurses. The group agrees on the urgent need to address the oral health needs of
seniors, preschool children, individuals living in poverty and the working poor, people
with disabilities and recent immigrants and refugees.
Participating organizations have highlighted three specific priorities:

1.) A common position on community water fluoridation,
2.) Oral health standards in long-term care facilities,
3.) Oral health education programs for children and parents.

Community water fluoridation
In the absence of focused efforts to promote community water fluoridation, a vocal antifluoride movement may have influenced many Canadian cities to stop fluoridating their
water. Currently, only about 37% of Canada’s water supply is fluoridated. According to
the COHR, “…our organizations strongly support water fluoridation as a safe, effective
and cost-effective public health measure to help prevent dental cavities. The safety and
efficacy of water fluoridation has been frequently studied and continues to be supported
by current science and the beneficial effects of fluoride in the prevention of dental
cavities have been well documented in scientific literature.”

Oral health standards in long-term care facilities
Seniors represent one of the fastest-growing groups of Canadians. The overall
increasing proportion of seniors, along with their considerably higher rates of dental
diseases and the presence of barriers to dental care access, justify concerns about
access and delivery of dental health services for seniors, particularly those in long-term
care facilities. The COHR has recommended minimum oral care requirements for all
long-term care residents, including regular oral health assessments, a referral process
to a dentist for examination and a daily mouth care plan implemented by staff.

Education programs for children and parents
Early childhood caries account for about one-third of all day surgeries performed on
Canadian children between the ages of 1 and 5. Pediatric dentistry programs are
expanding to meet the burden of care and to reduce wait times for surgeries. Targeting
oral health promotion to preschoolers and their parents is an opportunity to prevent
the high caries rate observed in school-age children. The earlier oral health promotion
starts, the better the outcomes. Programs that educate caregivers and teachers about
how to teach proper oral health self-care to children have been suggested as good
health promotion models. The COHR advocates for the initiation and promotion of
educational programs for children and their caregivers, which can improve the oral
health of vulnerable children.
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The CDA: Working to improve
access to care
We know that Canadians who do not have access to regular dental care experience
poor oral health. And while this reality reflects only a minority of Canadians, it is
imperative that the dental profession advocates for improved access to care on their
behalf.
The CDA uses the National Coordinating Group on Access to Care in order to focus on
issues faced by children and seniors:

First visit by age one
The CDA supports a first visit with a dentist by 12 months of age (or within 6 months
of first tooth eruption) to help reduce early childhood caries. A child’s first visit by age
one is critical for the early diagnosis and prevention of dental decay and to instil the
importance of daily oral hygiene and regular professional dental care.

Seniors
The National Coordinating Group on Access to Care produced an advocacy toolkit that
can be used by dentists who advocate for improving dental conditions for seniors in
long-term care facilities. The kit contains sample draft legislation, a guide on conducting
political meetings, a sample op-ed for newspapers and leave-behind documents for
meetings.
In the coming years, the group plans on leveraging that work by collaborating with
other stakeholders on seniors’ issues and focusing on working with long-term care
facilities to improve their oral health standards.
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Access-to-care initiatives by
provincial dental associations
The following are just a few of the preventive oral health initiatives being undertaken
by provincial dental associations. Many of these initiatives are intended to decrease
barriers to clinical oral health delivery for vulnerable population groups.
British Columbia: The British Columbia Dental Association (BCDA)—in conjunction
with the University of British Columbia (UBC)—completed a project that showed the
value of having a dentally-trained coordinator working with long-term care facilities
to improve the oral health outcomes of frail seniors. The pilot results will be used in
BCDA’s continuing advocacy efforts to improve access to care for seniors, including
a dental plan for low-income seniors. The BCDA also runs the bi-annual Your Dental
Health (YDH) public education campaign with the goal of increasing the overall
demand for dental care and the value of regular dental exams.
Alberta: To help increase seniors’ access to oral health care, the Alberta Dental
Association and College has purchased two mobile dental clinics. A 12-metre mobile
clinic with three dental chairs is used to provide fee-for-service dental services on-site by
a team of dentists, dental hygienists and dental assistants.
Manitoba: Healthy Smile Happy Child (HSHC) is a partnership that takes an upstream
approach to engage communities in preventing early childhood caries and promoting
of early childhood oral health. The program was developed in response to a high
prevalence of early childhood cavities as well as long wait times for pediatric dental
surgery under general anaesthesia.
Saskatchewan: The province has seen success with an initiative that provides oral
health care to seniors in long-term care facilities through a coalition of interested
parties, including the University of Saskatchewan College of Dentistry, the College of
Dental Surgeons of Saskatchewan, the Saskatchewan Dental Assistants’ Association,
the Saskatchewan Dental Hygienists’ Association, the Saskatchewan Dental Therapists
Association, the Saskatoon Health Region and the Saskatoon Oral Health Coalition.
Ontario: There are several public education campaigns aimed at oral health
awareness. TVOKids has launched a show (featuring scripts written by the Ontario
Dental Association) in response to rising rates of tooth decay in young kids in Ontario.
The show highlights good oral health habits and the importance of parent involvement
in tooth brushing.
Nova Scotia: There are annual public education campaigns aimed at public oral health
awareness focusing on specific issues such as sugar reduction. Two public education
websites, HealthyTeeth.org, for children in grades 3 to 6, and HealthyTeeth+ targeted
to seniors and their caregivers, provide helpful advice. Annually, the association issues
a provincial oral health report to the public and government highlighting one aspect of
oral health and providing dentistry’s recommendations for improvement.
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New Brunswick: The New Brunswick Dental Society encourages the implementation of
health treatment rooms in long-term care (seniors) facilities around the province. These
treatment rooms are equipped with dental equipment (often donated) and allow a local
dentist and/or hygienist to regularly provide oral health care on-site for the residents.
Prince Edward Island: The Dental Association of Prince Edward Island has a Free
First Visit campaign where children as young as 6 months may visit one of our member
dentists at no charge for an initial examination and talk to parents on the need for good
oral care even of deciduous teeth and prevention of early childhood caries (ECC). This
is up to the age of 3 when they become covered under the provincial governments
children’s dental plan. Brochures and toothbrushes on EEC are distributed on behalf of
the association by public health nurses in government health centers.
Newfoundland and Labrador: The Newfoundland and Labrador Dental Association
(NLDA) has with the cooperation and funding from government developed a universal
program to cover children from birth to 13 years. This program has been active
and supported for ten years and we are seeing positive results. While children are
visiting the dentist at the same rate as they did when the program was first introduced
the costs are reducing because the state of children’s oral health has dramatically
improved. Furthermore, the NLDA has an outreach program that takes dentists into
the classroom or to children focused trade shows as a method of getting the message
out. For seniors the NLDA is in negotiations with the provincial government to open
dental clinics in long- term care facilities.
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Nearly half of the dentists in Canada
were involved in community-based
volunteer activities.
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Volunteerism by Canadian dentists
In addition to programs in which dentists volunteer their time and services to Canadians
who cannot afford them, dentists forego a considerable amount of revenue in order to
bridge the gap between the services they provide and what their patients can pay.
A survey of Canadian dentists in 2005 found that the overwhelming majority of dentists
provide dental care services at a reduced rate from their customary fees.59 Specifically,
it was projected that dentists provided over $80 million of dental care services free of
charge and donated over $8 million in dental supplies. In today’s values, this would
work out to approximately $125 million dollars of volunteer dental services, which
translates to over 300,000 Canadians gaining access to pro bono dental services.
The same survey found that nearly half of the dentists in Canada were involved in
community-based volunteer activities and donated a projected total of almost one
million volunteer hours. In addition to some of the programs highlighted earlier in this
report, dentists and dental students volunteer their time and expertise, serving as a final
safety net to ensure that vulnerable Canadians are receiving needed care.
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