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ABSTRACT

This study focused on dental health care seeking

behaviour in response to specific oral symptoms" In addi-

tion, the study examined whether individual dernographic

characteristics lt¡ere related to symptom response and wheth-

er symptom characteristics \Àiere predictive of seeking of

professional dental care.

A stratified random sample of 1-64 elderly persons,

age 65 and over and living in Metropolitan Winnipeg was

drawn. Face to face home interviev/s were utilized to gath-

er sociodemographic, oral status, medical status and dental

util-ization data. Symptom experience and oral health seek-

ing behavior in response to symptoms v/ere determined

util-izing a closed-ended synptom and response list.

The most common response to oral symptoms was

self-treatment, followed by ignoring, professional- care and

talking to someone other than a professional. The type of

heal-th actj-on response \.^/as rel-ated to education, i-ncome,

how one rated the heal-th of one's mouth, having a dentist,

seeinq a dentist regularly, tirne since l-ast dental visit

and having natural- dentition. The seeking of professional
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care in response to some symptoms was associated with the

degree of interference, seriousness and novel-ty of some

symptoms "

The study reports low utilization of professional

services by the elderly in response to oral symptoms. The

rol-e of health promotion shoul-d incl-ude encouragiing the

appropriate use of dental services" This can be targeted

at three audiences: 1) the elderly , 2) dental-

professionals, and 3) policy makers" Oral- symptoms ignored

or self-treated inappropriately by the eÌderly should be

identífied as well as which oral- symptoms are appropriate

to bring to the attention of the dental professional.

Since oral symptoms are often interpreted as minor,

unimportant or attributed to the aging process, they are

not reported. Dental- professionals should be trained in

interviewing and clarification techniques when taking

dental- histories. oral health must be recognized as an

integral part of physical heal-th by policy makers in order

to make dental services accessible to the elderly segment

of the population.
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CHAPTER I

TNTRODUCTION TO THE STUDY

BACKGROUND TNFORMATION

We are an aging population" one of the most striking

features of Canada's dernographic profile during the last

century has been the increase in the proportion of ol-der

persons.

age 65.

In 1901 , 52 of the Canadian population \^ias over

Today that proportion has increased to 1-LZ, with

the elderly population in Manitoba exceeding the national

average. As the baby boom generation approaches retirement

dgë, the number of older persons in the population will

continue to j-ncrease rapidly" Projections indicate that by

the year 2O2I cl-ose to 2OZ or 1 in every 5 Canadians will

be over age 65 (Gov't. Canada, l-983) .

Several- measures of health service utilization indicate

that utilization increases at the extremes of life except

for dental service utilization (Anderson, 1986) " In the

United States, the elderly represent 1-1.8å of the popula-

tion but account f or 27 Z of al-l- heal-th expenditures



(Haug, 1981-¡ KiYak, 1984) " They have the highest mean

number of physician vj-sits per year and the longest length

of hospital stays of all other age groups" They are more

likely to overutilize the health care system for trminortt

complaints (Haug, 1981). Analysis of data from interviews,

medical records and medical claims records of a probability

sample of Manitoba residents age 65 and over showed medical

utilization to be positively correlated with age (Roos &

Shapiro, L981) .

The oral heal-th needs of the aged have been wel-l-

documented. Root caries and periodontal- disease have both

been shown to increase with â9ê, and the incidence of oral

cancer amongst the elderly is the highest of any age group

(cift, I978, 1985; Smith & Sheihan, 1-980; Beck, L984i

Simard, Brodeur, Kandelman, & Lepage, 1-985). However, in

contrast to their disproportionately high use of medical

services, the elderly have historically been the lowest

util-izers of oral heal-th care services. OraI health care

services refer to any professional- services provided by a

dentist or a dental- hygienist and other dental- auxil-iaries

under the supervision of a dentist" The elderly tend to be

l-ess tikely to seek professional dental care than the

young" The I97B-79 Canada Heal-th Survey reported l-}:.alu 772

of males and females over the age of 65 had not seen a

dentist during the preceding l-2 months as compared to 602

of the 45-64 age group and 5OZ of the 25'44 age group
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(Health and Vüelfare Canada, 1983 ) . A review of surveys

identifying the oral condition and treatment needs of the

elderly in North America and Europe not only reports that

l-ess than 2OZ of ol-der adults visit their dentist regular-

Iy, but also that 2O-3oZ of subjects had not visited a

dentist for more than 20 years (Kandelman, Brodeur, Simard,

& Lepage, L9B6) "

Several reasons have been cited for the elderly's l-ow

utilization of oral- health services. These include cost,

l-ack of access to treatment, fear, and l-ack of

self-perceived need. However, low-cost or free dental

services for this population have not resul-ted in a dramat-

ic increase in util-ization. Decreased utilization was

demonstrated with increasing age in a group of elderly over

62 years in a pre-paid dental care program in Minnesota

(Portnoy & YeIlowitz, I977) " The self-perceived need vari-

able plays a primary role in dental utilization (Beck,

Cons, FieÌd, & lüal-ker I L982; Kiyak & Mill-er, 1982; Knazan,

1986) " In a study conducted by Knazan (1986), of 275 ol-der

adults who responded negatively to a question regarding

regular dental- visits, 74.zeo indicated that they did not

perceive a need for such care. However, on dental examina-

tion 86å had at l-east one treatment need. In less than 10U

of the cases, cost was cited as the primary reason for l-ack

of regular care" Sinilar results hrere found j-n a Quebec

study (Brodeur, Simard, Kandelman, & Lepage, l-985)
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which reported l-ack of perception of need rather than insuf-

ficient economic resources as the main factor in lack of

utilization of dental care.

Both the medical sociology and gerontology l-iterature

have addressed the question of health behaviors of the

e1der1y, particularly in terms of utilization of the formal

health care system. Predisposing, enabling and need fac-

tors within the Andersen-Newman (1973) framework have been

employed extensively to examine the use of professional

services (Roos & Shapiro, l-981; Evashwick, Conrad & Lee,

1982; Vüolinsky et a, l-983; Kiyak, 1985, Cox, 1986, ChappelI

& Blandford, 1987; Wanr 1987).

The decision to seek health care is dependent on recog-

niti-on of the significance of symptoms (Suchman, 1965) "

This significance has been found to vary widely between

individual-s (Zborowski, 1952¡ ZoLa, 1966i Locker & Grush-

ka, 1,987). Studies of perception of symptoms and the vari-

ables which lead to health care seeking behavior have re-

ported contradictory results. ZoIa (T966) concluded that

the severity of symptoms does not differ markedly between

those who seek care and those who do not. However, l-ittle

research has focused on heatth care seeking behavior in

response to specific symptoms, especially in the elderly

populatíon.

The perceived seriousness of symptoms has been shown to

be strongly retated to the decision to seek professional
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care by the aged (HuJ-ka, Kupper, & Cassell , 1-972¡ Holtzman

& Akiyama, l-985; Hul-ka, 1985," Dean, l-986) " Symptom experi-

ences which are assessed as being severe, that is to say

painful, long-lasting or disruptive of day-to-day activi-

ties; or novel, that is to say neurly experiencedi or attrib-

uted to disease rather than being accepted passively as a

natural consequence of aging, are more like1y to lead to

seeking professional care (Ho1tzman, l-985) " Hulka et

aI . ( Ig7 2) reported that when symptorn duration hras

long-standing (more than 3 months) and chronic, medical

utilization \^Ias less likety to occur. Knowledge of which

symptoms should be attended to in terms of professional

advice or care, or the seeking of care once that knowledge

is obtained, cannot be taken for granted.

Significant numbers of adults experience oral symptoms

on any given day (Holtzman & Berkey, L987) , yet these symp-

toms rareÌy result ín professional- contact. It has been

speculated that most oral symptoms are sirnply ignored or

are responded to via al-ternate non-professional- pathways of

heal-th seeking behavior (Srnith & Sheiham, 1979; Hol-tzman &

Akiyama; l-985, Holtzman, Akiyarna & Maxwell, l-986, ) . Stud-

ies focusing on health care seeking responses to specific

oral symptom experiences are rare.

The eJ-derly are infrequent util- izers of oral health

care services. Few studies can be found in the literature

v¡hich examine oral symptom response in the elderly
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population" Previous studies have been small and l-imited

in scope" Therefore, little j-s known regardj-ng eÌder re-

sponses to specific oral- symptoms.

PURPOSE OF THE STUDY

This study focused on the effect of specific oral symp-

toms on the decision to seek oral health care by the elder-

Ly, be that the pathway of sel-f-care or professional care

within the formal health care system" It also attempted to

determine whether certain characteristics of individuals

deterrnine which pathway of care is followed.

RESEARCH QUESTIONS

The research questions addressed in this i-nvestigation

\¡/efe:

1" What is the relationship between oral symptoms

which are experienced and the specific health actions taken

in response to thern?

2. Is symptom response a function of individual fac-

tors such as âgê, gender, maritaJ- status, income, educa-

tion, ethnic background, dental utilization, health status

or dental status?

3. Which characteristics of oral- symptoms (degree of

perceived severity/seriousness, degree of interference and

novelty) are most predictive of seeking care through the

formal heal-th care sYstem?
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ASSUMPTTONS OF THE STUDY

Several assumptions \À/ere implicit in this study:

1" That older individuals experÍence oral symptoms;

2" That the symptom tist used in this investigation

\¡/as extensive enough to encompass the fu1l range of common

ora] symptoms experienced by the aged;

3 " That older individuals can accurately recall oral

symptoms which they have experienced;

4" That the response categories used in this study

r^/ere suffi-cient to capture aÌI possible responses to oral-

sympLoms by the aged sample; and

5. That older individuals reported their responses to

oral symptoms honestly and accurateJ-y.

LIMITATIONS OF THE STUDY

The limitations of the studY hlere:

l-. The study relies on self-reporting of oral- symptoms

and responses;

2 " The design of this study was cross-sectional rather

than longitudinal in nature " Responses l¡/ere only captured

at one point in time rather than at a series of points in

time; and

3 " The generalizability of this study is limited to a

white, ürban, community-dwelling, English-speaking

population.
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DELIMTTATIONS OF THE STUDY

This study was del-imited to:

1" Persons 65 years of age and over;

2 " Persons who \¡/ere residents of metropoÌitan Win-

nipeg;

3 " Persons who were English speaking;

4. Persons who were non-institutionalized,

community-dwel 1 ing ;

5" OraI symptoms; and

6" oral symptoms experienced within the 2 week period

prior to the study.

Data for this descriptive study \iùere collected from a

random sample of community-dweIling elders, ãgê 65 and

over, fiving in metropolj-tan Winnipeg, via face-to-face

home interviews. Sociodemographic data, oral status, den-

tal- utilization and medical status data were gathered.

Symptom experience was determined utilizing a closed-ended

oral symptom l-ist. Subjects v/ere asked to identify which

symptoms they had experienced in the previous tv¡o weeks. A

set of closed-ended questions hlas then util-ized to deter-

mine oral health seeking behavior initiated in response to

each reported symptom" Interviews were conducted between

November, l9B7 and May, 1988 and were approximately twenty

minutes in length.
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REVÏEI¡ü OF THE LITERATURE

A response of some kind is necessary when symptoms are

experienced " rhe literature discusses how entry into the

formal health care system in response to symptoms is often

preceded by sel-f-medication or lay consultation which rnay

encourage or delay seeking of professional- care. Severity

or perceived seriousness of symptoms has been found to be a

variable in the decisi-on to seek care" Studies also illus-

trate that responses to symptoms may differ based on age

and gender. rn the following discussion of the literature,

studies deaJ-ing with elder's responses to symptoms and the

l-imited body of studies specifically dealing with responses

to oral symptoms are reviewed"

The first stage in illness behavior is the experience

of distress, difficulty, or some other deviation from expec-

tations (Friedson, 1-97O) " Subsequent stages include evalua-

tj-on of symptorns, lay consultation, use of home remedies or

use of the formal- health care system (Suchman , f-965 ¡

Alonzo I 1979; Aday, Andersen, & Fleming, 1980) or a combina-

tion with some stages occurring sinultaneously or with one

stage preceding another (Straint 1,987).
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An individual- must decide on some response to symptoms,

when experienced, even if that response is to do nothing.

Suchman (l-965) points out that as long as the symptoms last

they must be considered. The individual may decide to take

no acLion, but unlj-ke voting or buying, he/she cannot sim-

ply withdraw from the situation. An interpretive and evalu-

ative process is invol-ved at this point. The resulting

decision may be to monitor the syrnptoms whil-e waiting for

them to go away, to decide that no problem exists, to de-

cide that self-care in the form of home remedies and/or lay

consultation is sufficj-ent, or to seek care through the

formal- health care system.

SELF-CARE

Often the decision is that some form of help is needed,

particularl-y when symptoms are severe and persistent

(Mechani-c, 1e68). Research has indicated that

self-evaluation of syrnptoms which results in consulting

someone in the formal care system is often preceded by

self-treatment of the condition (Dean, l-981,,1986; Brody,

Kl-eban, & Mol-es, 1-983; Levin & Idler, L983). The

self-treatment component of self-care is defined by Dean

(1981) as rrdecisions by 1ay persons to diagnose and treat

perceived symptoms themselves rather than to seek profes-

sional- treatment servicesrr. Hol-tzman, Akiyama and MaxwelI

(1986) reported widespread practice of self-care among the

aged "
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El-l-iot-Binns (I973) reported that 95eo of patients seei-ng a

physician attempt some form of self-care first" Profession-

al- services hrere often pursued only when sel-f-care proce-

dures failed to provide the desired resulL or when symptoms

continued or became more severe"

Dunnell and Cartwright (I972) found self-medication to

be the most freguently reported response to symptoms.

Studies of illness and self-medication behavior included
Itteeth, gums and jaw pain and problemsr! among typical signs

and symptoms of illness which might not reach professional

attention although they could potentially be an indicator

of a more serious condition or chronic disease (Alonzo,

r_e80).

LAY CONSULTATION

The decision to consult the formal health care system

is a social- process which most often involves at least one

person other than the sufferer" Suchman (T965) reported

that three out of every four individual-s had discussed

their symptoms with someone before seeking medical care.

Gourash (f978) suggests that individuals turn to their

informal network initiatty, and onJ-y contact professionals

as a l-ast resort. Evans and Northwood (1979) and Schmidt

(1981) confirrn this among the el-der1y" Lay consul-tation

may resul-t in the suggestion to seek professional care

(Strain I 1-987) Freidson ( 1961-) found that 1ay
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consultation intervened between symptom experience and the

decision to see the doctor. Individuals who had contact

with no one l¡/ere l-ess like1y to seek medical care quickly

than when they had contact with other people (Calnan,

1e83). Other research suggests that when lay networks of

consul-tation ínvol-ve contacL with friends rather than

relatives, medical utilization is more like1y (McKin1ay,

Le73). Friends and neighbours are less likely to tolerate

extended sel-f-treatment and more Iikely to encourage

professional heatth care (Sall-oway & Dillon | L973) " The

decision to seek medical care is made more rapidly if made

alone or with non-family others rather than with a spouse (

Hackett & Cassem I 1975; Alonzo, ?-9861). O'Brien and Wagner

( 198 O ) reported rrdelaytr in seeking f ormal- services or
Itignoringrr of symptoms by elderly indj-viduals who were

engaged in family networks.

DEMOGRJ\PHIC VARIABLES

Predisposing factors such as age, gender and marital

status are addressed in the existing literature in rel-ation

to symptoms and heal-th seeking behavior" The total delay

between recognizing symptoms and obtai-ning professional-

treatment has been found to be longer for ol-der patients

than younger patients (Safer, Tharps, Jackson, & Leventhal,

Ig79), and ol-der patj-ents are more likely to use self-care

as a response to common ailments (Haug, 1986).
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Several studies have suggested that the elderly misat-

tribute their symptoms to oId age (Haug I I98Lì Kart, 1-99l-ì

Branch & Nemeth, 1985) " Certain types of symptoms, espe-

cially mild, chronj-c ones, frây be perceived as being a

result of normal aging rather than being associated with

specific illness" In such a case it is more likely that an

individual would attempt to cope with the symptoms rather

than take active steps to eval-uate the symptoms and seek

care " The question arises: do the elderly delay seeking

health care due to difficulty in detecting symptoms amidst

other commonly experienced chronic conditions or do they

notice but ignore syrnptoms by attributing them to benign

signs of aging?

It has been reported in the literature that beliefs

regarding appropriate reponses to symptoms often do not

mirror the elders' actual responses to symptoms (Ho1tzman &

Akiyama, 1985; Hol-tzman et aI , 1986) . Studies have docu-

mented the underreporting of the elderly's heal-th problems

to professional-s. Brody (1985), focusing on symptom experi-

ences and responses of older patients, reported that more

than hatf of the symptoms experienced by subjects were not

reported to a health professional, including some potential-

ly serious symptoms. Approximately 2OZ of all symptoms

resul-ted in no response. Some older individual-s fail to

report symptoms because they believe no one cares or they

are reluctant to bother professionals
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(Brody & Kleban, 1983) " Yet other research suggests that

older people take symptoms more seriously and are less

likeIy to engage ín lay consultation (Suchman, 1"965i Hether-

ington & Hopkins, 1969) " Locker and Grushka (19e7 ) report-

ed that the elderly are more likeJ-y to contact a medical or

dental professional in response to pain.

In relation to gender differences, women are more tike-

Iy to report severe symptoms, to view them as serious and

to consul-t lay others (Suchman, 1965) " Individuals who are

widowed or divorced have been reported to perceive symptoms

as serious more often than the rest of the population

(Dean, 1986) .

Strain Q-987) has reported that the enabling variable

of income is not effective in predicting symptom response.

Sirnilar results v/ere reported by Levin and Idler (1983),

who demonstrated that social class was of little val-ue in

explaining self-care behaviour" The l-atter requires imnedi-

ate professional care while the former can be handled with-

in the individual-'s everyday situation"

SEVERITY OF SYMPTOMS

When symptoms or an il-l-ness are

serious, professional heal-th care is

and Akiyama (1985) reported that older

oral- symptoms to be as important

not considered to be

not sought. Holtzman

adults do not reqard

as most maj or medical-

bleedinq gums, mobilesymptoms " Oral- symptoms such as
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(loose) teeth and even pain are not interpreted as serious

in terms of being life-threatening" In a sociodental- inves-

tigation of 300 elderly persons in Nottingamshire, Srnith

and Sheiham (1-979) noted that over one-third of subjects

complai-ned of oral pain. Eighty-nine percent of this group

had suffered with it for over a month with the pain being

severe enough to awaken subjects at night in four cases.

Professional- care seeking only occured ín 1,72 of those

cases, with the remainder doing nothing or relying on home

remedies. oral health care was not included ín a líst of

20 health concerns generated by a representative group of

elderly (Marinelli, Sreeby, & Kamen I 1-982) .

NOVELTY OF SYMPTOMS

Banks and KeIIer (I971,) studied the relationship be-

tween previously experienced symptoms and the anticipated

subsequent behavior in response to those same 29 symptoms.

Subjects were asked to indicate their most likely response

to a specific symptom from one of four courses of action.

Findings suggest that persons who experienced a symptom

previ-ous1y reported l-ess concern with the symptom at a

subsequent experience and were fess likely to seek medical

attention. Controls such as â9ê, sex and socioeconomic

class hrere not utilized.
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In summary, the stagies of il-l-ness behavior are dis-

cussed extensi-veIy throughout the literature. The litera-

ture indicates that sel-f-care is practised widely among the

elderly and that professional- care is often sought only as

a last resort. The decision to seek professional care as

opposed to sel-f-treatment has received limited attention in

the l-iterature.
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CHAPTER ÏII

METHODS AND PROCEDURES

Data regarding the oral- symptom experience and oral-

heal-th care seeking behavi-or of T64 community-dwelling

persons age 65 and over living in metropolitan Vüinnipeg

\¡rere col-l-ected utilizing face-to-face home interviews

An age-stratified random sample was obtained from the

Manitoba Health Services Commission (MHSC) using the fol-l-ow-

ing crj-teria: (1) Individual-s must be 65 years of age or

olderì (2) Individuals must l-ive in a community-dwelling,

non-institutionatized setting; and (3) Individuals must

reside in the metropolitan Vüinnipeg area" The number of

persons provi-ded in the sample were proportionate to the

eligible population in the age groups 65-74, 75-84, and 85+

respectively. Many previous studies have drawn from pa-

tient populations, thereby eliminating those individuals

who do not seek professional health care" Seekers of

medical- care represent only the tttip of the icebergrr in

terms of existing illness and pathology (Alonzo, 1986) "

Based on this rationale, the sample was randomly selected

from elderly individuals living in the community rather

than patient populations or residents of long-term care

facil-ities.

Services

The sample r¡¡as provided by Manitoba Hea1th

Commission
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for a survey designed to assess the oral health status and

oral treatment needs of Winnipeg's elderly"

The sample l-ist provided by MHSC did not include tele-
phone numbers. These numbers qrere obtained from the lrlin-

nipeg telephone directory" An introductory letter describ-

ing the study, j-ts purpose and organization, \¡Ias sent to

all potential participants v¡hose telephone numbers had been

identified (Appendix A). As a follow-up to the letter, up

to four attempts \^rere made to contact the individual by

telephone in order to request participation and arrange an

interview appointrnent (Appendix B). If after four attempts

the individual could not be reached, his or her name \^/as

withdrawn from the sample pool. The introductory letters

hrere rnail-ed in batches of approxi-mately 50, so that there

would not be a long delay between receiving the letter and

being contacted by an interviev/er. Unl-isted individuals,

those without telephones and individuals for whom correct

working numbers could not be obtained were not contacted in

this manner. rnstead, a letter was mail-ed describing the

study and its purpose and asking those individuals to con-

tact the author (Appendix c) . Sixty letters \ÁIere sent in

this manner and of the 16 subjects who responded, 12 agreed

to be interviewed. Since the interviews h/ere conducted in

Eng1ish, the individuat had to be conversant in the English

language as a criterion for participation in the study.
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Tnterviews were conducted between November I 1-987 and

May, 19BB and \¡/ere conducted primarily by the author. In

addition , 44 interviews \^¡ere conducted by two other inter-
viewers who \^/ere trained by the author to conduct the

personal interviews" Interviews lasted approximately

twenty minutes.

The face-to-face home interview format was most appro-

priate for this population for a variety of reasons. Visu-

al deficits as well- as difficulties in English literacy may

contribute to the consistently low response rates of mail-

surveys from such a sample group. The telephone interview

format may present some additional difficulties for the

elderly " In addition, there is a cohort effect which must

be considered. This age group is not used to the invasion

caused by a telephone survey" It is impersonal with no

real- possibility of developing any rapport" The individual
does not know who is calling and is not able to verify the

identity of the call-er. The diverse ethni-c composition of

Vüinnipeg's elderly population makes comprehension an impor-

tant consideration for this study. Lack of non-verbal-

feedback makes it difficult for the interviewer to assess

comprehension during a telephone interview (Woodward &

Chambers, 1980). Eye contact is important for communica-

tion with the elderly, and the ability to see the interview-
er's face may facil-itate appropriate responses to questions

by those participants who suffer from auditory deficits,
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commonly experienced as a result of the aging process

(Hooyman & Kiyak, 1986¡ Warner, 1986) " Backg'round noises,

distractions and i-nterruptions may also create problems

during telephone interviews" These can be avoided during

face-to-face interviews" With the need for increased

processing time for questions and increased response time

for this population, acceptable pacing is more difficult to

determine over the telephone" In terms of response rates,

possible language barriers, auditory deficits and

reliability of response, the face-to-face interview format

seems to be best suited for this study.

rhe interview gathered sociodemographic data, oral

status, dental- util-ization, and medical- status data. Ques-

tíons regarding sociodemographics vtere extracted from the

Aging in Manitoba Followup Study (1983) and supplemented

with standard questions used in survey research. Dental

utilízation questions \¡rere constructed on the basis of

previously publÍshed work on use of dental services (Kiyak,

1-986; Knazan, 1986í NCHS, 1987).

In order to determine symptom experience, a

closed-ended interview format hras used. A closed-ended

method of data collection has been demonstrated to collect
greater numbers of symptom episodes then open-ended methods

(Ho1tzman, Berkey, & Johnson, 1986). A mix of closed-ended

and open-ended questions were utilízed in recording
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responses to these symptoms" The symPt.om Portíon of the

interview began with the following question:
rrHave you experienced any problems with your mouth in

the last two weeks?rl

Beginning with an open-ended questíon provided the

opportunity for reporting of any symptoms which were not

incl-uded in the closed-ended syrnptom experience list" It

also identified any symptoms or conditions which were not

perceived as problems and possibJ-y attributed to the aging

process by virtue of their omission.

A l-ist of 28 symptoms was adapted from the closed-ended

categories used by Ho1tzman, Berkey and Johnson (1986) " In

addition, consensus r4ras reached among the author and three
rrexpertsrr in the field of geriatric dentistry regarding

these symptoms and an additional- 6 symptom which lÂIere

commonly observed in practice or often reported by the

elderly. The final, closed-ended, 34 item symptom list was

util-ized to col-l-ect symptom information from participants.

(Appendix D)

The symptom l-ist component of the interview schedul-e

v/as divided into three sections" Each section was designed

with symptoms appropriate to the oral- status, that is,

dental and/or prosthetic status, of each subject. The

first section consisting of 13 symptoms was designed to be

administered to aII subjects regardless of their oral- sta-

tus (Appendix D, pp 86 and 87). Section II consisted of
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13 additional symptoms (Appendix D, pp 88 and 89). These

symptoms could only be experienced by subjects who had

retained some or al-l- of their natural dentition.

Therefore, subjects who were edentulous at the tirne of the

j-nterview \^rere not asked this secLion of questions "

Section III consisted of B additional symptoms (AppendiX D,

p" eo) " These symptoms \^rere specif ic to subj ects who

routinely wore removable prosthetic appliances (cornplete

upper or lor.¡er denture, partial upper or lower denture).

The symptoms in this section could only be experienced by

subjects who vrere completely edentulous or v/ore removabfe

prosthetic appliances.

The subject's oral status determined which sections

hrere administered. At a minimum, subjects r^/ere asked al-l-

questions from Section I plus the syrnptoms from one of the

remaining two sectj-ons. Those subj ects with both natural-

dentition and at l-east one removable prosthetic appliance

were asked if they had experienced aII three sections of

symptoms (34) within the previous two weeks"

Symptoms 24 and 33 \¡/ere subsequently dropped from the

analysis due to lack of positive response by any subject.

THE INTERVIEW

Subjects \^rere askedrrtHave you experienced any of the

fol-Iov¡ing symptoms in the last two weeks?rl

Respondents who answered affirmatively to any of the
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symptom categories \¡/ere then asked the foll-owing additional
questions:

l-" How serious or severe $¡as it? (the symptom) that is,

how much did it bother you.

Perceived seriousness or severity of symptoms was rated on

a 4-point scale: (l:not at all seriousî 2:a little serious;

3:medium serious ¡  :very serious) "

2 " Did it interfere with any of your daily activities (or

sleep) ? ff So, how much?

Perceived interference hras rated on the same 4-point scale

as above (Appendix D) . Syrnptoms whj-ch are socially disrup-

tj-ve are more likely to require attention (McKinlay, l-980).

3" What did you do? that is, the course of action taken in
response to symptom:

a) tal-ked to someone (Iay consultation friends or

fanily)

b) self-care (eg. home renedy)

c) professional care sought - Whom? eg. M"D", dentist

d) i-gnore or wait (nothing)

4. Have you experienced this symptom before?

5. If yes, what did you do about it before?

That is, \^/as entering the formal care system in response to

symptom experl-ence in the last two weeks a primary, second-

ary or l-ast avenue of response? If professional- care
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\^ras sought in the past, does it continue as the avenue of

heal-th seeking behavior when experienced agaJ-n?

This study v/as based on retrospecti-ve reports of re-

sponses to actual symptoms which had been experienced.

Respondent recall has been shown to be increasingfy unreli-

able as a source of morbidity data after a two week period.

Shorter than a two week recal-l- period would provide too

short a period of time to seek professional- care or recal-l-

a significant number of oral- symptom experiences. The

combination of open and closed-ended questions and the tv¡o

week recal-l- period format l^tas included in the study in

order to maximize symptorn recal-1.

A pilot study was conducted with an accessible sample

of elderly in order to test the interview schedul-e. Thís

pilot resul-ted in minor changes in question ordering and

wording.

DATÀ ANALYSTS

Raw data in the form of the original j-nterview sched-

ules vrere reviewed for completeness" Arnbiguities and gaps

in recording hrere clarified through discussions with the

interviev/ers. once |tcleanedrr , the original interview sched-

ules \¡/ere submitted to an assistant for key punching. Data

were entered directly from the interview schedul-es
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without the intervening step of transferring to code

sheets" This minimized the potential for the introduction

of clerical errors.

Using the SPSS/PC+ DATA ENTRY program (Norusis, 1'987)

data \¡¡ere entered directly j-nto an AT&T 6300 microcomputer

equipped with a hard drive and a math coprocessor" Data

Entry was used to create an SPSS systems fite including all

data, variable and value labels. The systems file was then

trcleanedrr using the DATA ENTRY cleaning subroutine which

searches for and identifies values which are out of range

or anomal-ous in other ways" In this way data were entered

and prepared for analysis with a high degree of certainty

that they were essentially error free" Data analysis then

proceeded using the SPSS/PC+ statistical package on the

AT&T 6300 and a Toshiba T3200"

The original data analysis plan called for both bivari-

ate and mul-tivariate analyses. However, following the

routine generation of a codebook and an initial set of

frequency distributions using the FREQUENCIES subroutine

and the generation of basis statistics using the DESCRIP-

TIVES subroutine it became clear that the relatively Ìow

number of positive responses to symptom variables would

require a modification in the original plan" Certain vari-

abLes \¡/ere collapsed to al-low sufficient cases for bivari-

ate anal-ysis.
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RESEARCH QUESTTON #T

What is the rel-ationship between oral symptoms which

are experienced and the specific health actions taken in

response to thern?

The following questions from the interview schedule

(Appendix E) hrere utilized to answer research question #1:

Questions lli and l1iv through 11viii"

Symptom l-ist pp.86 through 90 (S1-S34) 
"

The following statistical procedures utilizing data

frorn the above questions were employed to answer research

question #1:

a) Frequency distribution of symptom experiences for
each symptom;

b) Frequency distribution of responses for each synp-

tom reported;

c) A composite variable for symptom experiences was

created by summing the number of positive responses to

symptom experiences for each subject" This yielded the

number of symptoms experienced by each subject; and

d) The mean nurnber of symptom experiences, standard

deviation and range r^rere calculated based on the composite

variable "
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RESEARCH QUESTIoN #z

Is sympt.om response a function of individual factors

such as âgê, sex, marital- status, income, education, ethnj-c

background, dental utilization, health status or dental

status?

The following questions from the interview schedule

(Appendix E) v/ere util-ized to answer research question #22

Age and gender - p.2 Fact Sheet

Demographic questions 1 through 10r13, and 1-4

Symptom responses pp. 86 through 90.

The following statistical procedures utilizing data

from the above questions hlere employed to ans\i\¡er research

question #22

a) Frequency distributions for each demographic

vari-able;

b) Demographic variables were collapsed;

c) Composite variables \¡/ere created for each of the

four response categories by summing the number of positive

responses for each category;

d) Demographic variabl-es r^rere crosstabulated by

composite response variabl-es for all- subjects reporting one

or more symptom experiences;

e) Response categories v/ere collapsed to Professional

and other by combining non-professional- response

cateqories;
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f) Demographic variabl-es \^/ere crosstabulated by re-

sponse type (professional/other) ; and

q) Discriminant analysis was performed with response

type (Talked to someone/se1f-treatrnent/professional-/ ig-
nore) as the dependent varj-abl-e and demographic variabl-es

as independent variables for each symptom where sufficient
cases were avail-abl-e"

RESEARCH QUESTTON #:

Which characteristics of oral symptoms (degree of sever-

ity, degree of interference, and novelty) are most predic-

tive of seeking care through the formal health care system?

The following questions from the interview schedule

(Appendix E) !ùere util-ized to answer research question #3:

Question 11ii, 11iii, and 11ix.

Symptom list pp" 86 through 90 - Sections on rrseriousrr,

rrinterferett and rrexperienced beforerr and Response Sections
rrsaür a professionalrt.

The following statistical procedures util-izing data

from the above mentioned questions were employed to answer

research question #3:

a) Frequency distributions r¡/ere generated for severi-

|uy, interference and novelty (previous experi-ence with a

synptorn) for each syrnptom;
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b) Response type (professional/other) v/as cross-

tabulated by severity, interference and novelty for each

symptom; and

c) Discriminant analysis was performed with response

type (professional/other) as the dependent variable and

severity, interference and novelty as independent variables

for each symptom.

The chi square statistic r,{as used to test the indepen-

dence of variables f or al-l- crosstabulations. The 5 percent

probability leveI (p:.os) was used as the criterion for
rejection of the null hypothesis. The selectíon of this
probabitity l-evel- is generally accepted in exploratory

studies since it minimizes the likelihood of making Type rr

or beta error. That is, failing to reject the nu1l hypothe-

sis when a rel-ationship between variabl-es does in fact

exist. Lambda was used as a measure of association between

variables measured at the nominal level in all crosstabula-

tions "
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CHAPTER ÏV

RESULTS

Based on the data analysís described below, the results

are presented in this chapter" Frequency distributions of

varíabl-es documented in the demographic section of the

interview schedule witt be presented in tabul-ar form and

discussed" The remainder of the findings will- be organized

according'

tions.

to the three previously stated research ques-

Data analysis began with the generating of frequency

distributions for all variables. Later, crosstabulations

r^/ere performed in order to test relationships between the

variabl-es. In some instances the decision was made to

collapse variables in order to provide sufficient cel-I

counts for statistical analysJ-s (Table f-) . The following

variabl-es were collapsed: Ethnic groups v¡ere collapsed

into three categories (Canadian/American/British, Eastern

European and Other); Education hlas collapsed into two cate-

gories (Less than high school and High School +); Marital-

status vras colÌapsed into two categories (Single (which

included divorced and separated) and Married/Common-1aw);

Number of people living with you hlas collapsed into two

categories (none and 1 or more); Number of chronic



31

QUESTION

EITINIC æOIJP 1. Canadian

Tabl-e 1

ORTGII{AL A}TD æLTÀPSED \IARTABLE æDRS

ORTGI}IAL æDES RECÐDRS

1. Carndian/Arnerican
Britisfr

2" Eastern European
3" Other

1" ress than High
ScÏ¡ool-

2. Hiqh School *

1-. Sirg1e
2" YIarrid,/Conmon-

l-aw

1" None
2. One or more

l-" None or one
2. More tl¡an one

ETIJCATION

2. Britisþ/Erqlistr
3. U"S"A"
4" FTench
5. C,elanân
6. Noruegia4,uDanisfi

Sv¡edisùVTcelardic
7. DrtclrrzBelgian
8" Polisfi
9. Russian/Ulo:anian

10. OLher European/tdddl-e East
11. Asia @eanic
].2. Native Irdian or Eskimo
13. Other
]-4. Jewish

1. No School-
2. Elementary
3. Junior High
4. High Sctrool
5. Post Secondary
6. Post Graduate
7. Tïade School

¡4ARftÀL STATTJS 1. Sirqte
2. Mar=ie4/Comnon:Iaw
3" Divorce4/Sepa.r'ated
4. Irlidowed

NUMBR. OF PEOPLE (ñnnber Recorded)
LT\ITNG Vi:TTH YOIJ

NtiiUBER. OF CHRO}ì-IC (Ntlnber Recorrled)
HEATIIT] PROBLEI4S

NUMBER OF PFIYSICIAN (ñnîber Recorded) 1. None
\IISITS IN LAST 3 2. One or more
MOI\¡'IHS
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Tab1e 1 con't

IMPOtrIIÃI{CE OF ORAL l-. Not at al-l- l-" Not i:rportant/very
HEALtrH TO TOTAI, 2. Yæ¡ litt1e inportance little i:nporbance
HEALIEI 3. Some i:rpoÉance 2" Some/very inportant

4 " Vq ilpo*ant,

H@l MUCH DO YC'{J 1-" Ve4r l-itt1e or never l-" Not inportant/very
TÍüNK ABCIJ'I THE 2 " Scnre of ttre ti:ne ]-ittle importance
HEAUIH OF YO{JR 3" Verlz m:ctr 2" Sone./ver¡ furportant
I4CUH?

RATING HENimi OF l-" Þ<cellent
MOI.]IEI 2" cood

3. Fair
4. Poor

LAST DENTAL VISIT 1. Within tlre l-ast monthr
2. I^Iithi¡r ttre last 6 montìs
3. 6 months to a year
4. 1-5 years
5" 6-10 years
6. More than 10 years
7. Never

LENGIH OF TIME 1" Less than 1- year
I^ÏEARING DHtffIRES 2" Up to 5 years

INCO}4E

3. 5-10 years
4. More than L0 years

1" No income
2. Less than $51000
3. $5,000-6,999
4. $7,000-9,999
5. $10,000-l-4,999
6. $15, 000-l-9 ,999
7. $2o,OOo-24,999
8. $25,OOo-29t999
9. $3o,Ooo-39,999

10. $40,000+

1-" B<cell-ent/good
2 " Fair/prcr

1" Less than 1 year
2" One year +

1" I-ess t¡tan 5 years
2" 5 years pJ-us

l-. Less than $10,000
2" $1o,0oor
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health probJ-ems $¡as collapsed into two categories (None or

one and More than 1); Number of times a doctor was seen in
the last 3 months rl'ras collapsed into two categories (None

and one +); Importance of oral health to total body health

and rrHow much do you thínk about the heal-th of your mouth?rl

were both collapsed into two categories (Not importanl/very

littl-e importance and some/very important); Rating of the

health of the mouth Ì^/as coÌlapsed into two categories

(ExceJ-Ient/good and fair/poor); The timing of the last
dental- visit was collapsed into two categories (Less than I
year and 1 year +); Length of time wearing dentures was

collapsed into two categories (Less than 5 years and 5

years +); and Average yearly íncome was coÌIapsed into two

categories (Less than $10,000" and $10,000 +).

Bivariate analysis proceeded through the use of the

SPSS/PC+ CROSSTABS procedure to test rel-ationships between

categorical variables and collapsed continuous variables

which were treated as categorical variables. Chi-square

based statistics hrere used to identify rel-ationships be-

tween variables with p<.05 required to reject the null-

hypothesis. Fisher's exact test was used in 2x2 tables

where val-id cases equaled 20 or l-ess. Where expected cel-l

sizes r/üere less than 5, Yates correction for continuity was
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Lambda hras used as a measure of association

between categorical variables"

Vlhere a sufficient number of cases allowed, discrirni-
nant analysis T¡/as performed to identify the demographic

variables whj-ch might predict specific response to oral
symptoms experienced" Demographic variabl-es r^rere subdivid-

ed into 5 groups: demographics, attitudes, heal-th status,

dental status, and util-izatj-on. The demographic variables

found within each subgroup were as follows:

Demographics âgê, gender, ethnicity, marital status,

number of people living with subject, education and income.

Attitudes - thinking about health (question #8), importance

of oral health to total body health (question #9), thinking
about oral- health (question #10i), and rating health of

mouth (question #10ii) " (See Appendix E)

Health Status - total- health problems (question #5), physi-

cian visits (question #6), and health description (question

#7) " (See Appendix E)

Dental Status natural teeth (questi-on #f Oix¡ , partial

and complete dentures (questiondentures (question fl0x),
#10xi). (See Appendix E)

Util-ization having a dentist (question #10iii), regular

dental visits (question #l-0iv) , and last dental- visit
(question #rovi¡ " (See Appendix E)
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Discrirninant analysis was possibl-e only for symptoms

which rÂ/ere reported by 1-5 or more subj ects " Only 4

symptoms met this criterion (52 pain, irritation or

burning of gums," 55 - difficutty biting or chewing; SI2

biting lips, tongue, or cheek; and Sl-4 food trapped or

stuck between teeth) "

The random sample provided by MHSC consisted of 45O

community-dwelling elders, age 65 and over, Iiving in metro-

politan Winnipeg" Those who were not interviewed either
hrere not interested and refused, \^rere deceased, were not

functioning at a cognitive level necessary to participate

in an interview, hrere iII or hospitalized, \^rere ahray from

the city, hrere unable to be interviewed in Eng1ish, or r^/ere

unable to be contacted in four attempts. of 390

introductory letters maiLed, 1-52 interviews v/ere conducted,

yielding a participation rate of 392. An addÍtional- Lz

subjects r,üere obtained as a result of the 60 letters sent

to those who were not li-sted in the telephone directory" A

total of 164 subjects part.icipated in the study.

DEMOGRAPHICS

Mal-es comprised 38.33 of

6I"72. Data on gender \¡rere

(Table 2) . Age range \tras 65

the final sample and females

not recorded for two subjects

to 93, with a mean age of 72.
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Age categories hrere 65-74 (6I"62) ì 75-84 (27 "42) i and 85

and over (11å) (Table 3) " Sixty percent of the sample

responded affirnatively when asked if they considered them-

sel-ves a member of an ethnic group " Data on ethnic group

was, therefore, not available for 65 subjects who cl-aimed

no ethnic identification" Reported ethnic groups included

Canadian (42"4>") ; German/Mennonite (I2.I) î Ukranian/Russian

(r2.r>") i Polish (7 .LZ) ¡ British (7 "1,2) ¡ Jewish (6 "Te") i

Dutch/Belgian (4"02) ; Norwegian/Danish/Swedish (2"Oe") ì

Asian (1.0å) ; American (1.02) ; French (1.02) (Table 4) .

Educational Ievel-s ranged from no f ormal educat j-on to
post-graduate training. Seventy subjects (42.72) had com-

pleted l-ess than high school- (Tab1e 5). Fifty-six percent

v/ere married and living with their spouse whil-e fifty sub-

jects (30.52) were widowed (Tab1e 6) " Thirty-seven percent

of subjects lived alone while 63eo tived with at least one

other person (TableT). At least one chronic heal-th probJ-em

was reported by 86.62 of the sample (Table 8). Only 13"42

of subjects reported having difficulty getting to the den-

tist if necessary, a factor which uright effect seeking

professional- oral health care"
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MALE

FEMALE

TOTAL

aData on gender was

62

100

1,62a

not available

Tabl-e 2

GENDER OF SUBJECTS

NUMBER PERCENT

38 " 3

6L "7

100"0

for two subjects

65-7 4

7 5-84

85+

TOTAL

AGE

NUMBER

101

45

18

L64

Tabl-e 3

OF SUBJECTS

PERCENT

6r"6

27 .4

l_l_. 0

100. 0
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Table 4

ETHNTC GROUPS

NUMBER PERCENT

CANADÏAN 42 42"4

BRTTTSH/ENGLTSH 7 7.L

AMERICAN 1 1" O

FRENCH 1 ]-. O

GERMAN/MENONTTE 12 r2.t-

NORWEGTAN/DANTSH 2 2.O
svüEDrsH/TcELANDTC

DUTCH/BELGIAN 4 4 "O

POLISH 7 7.I

RUSSTAN/UKRANTAN t2 1-2. r

orHER EUROPEAN/ 3 3"0
MÏDDLE EAST

ASTA OCEANTC 1 1.0

JEWISH 6 6"I

OTHER 1 1" O

TOTAL 99A 1OO. O

aData on ethnic group not available for 65 subjects
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NO SCHOOL

ELEMENTARY

JUNIOR HIGH

HIGH SCHOOL

POST SECONDARY

POST GRÀDUATE

TRÄDE SCHOOL

MISSING

TOTAL

Table 5

EDUCATIONAL LEVEL

NUMBER

l_

25

44

64

I9

6

3

2

OF SUBJECTS

PERCENT

"6

t5 "2

26"8

39.0

11" 6

3.7

1.8

r.2

:l.64

NUMBER

15

92

7

50

L64

PERCENT

9.1

56"1

4"3

30.5

100. 0

Tabl-e 6

MARITAL STATUS

SINGLE

MARRIED/COMMON-LAW

DIVORCED/SEPARATED

WIDOWED

TOTAL 100. 0
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Table 7

NUMBER OF PEOPLE LTVTNG !{ITH SUBJECT

0

1

2

3

4

TOTAL

0

1

2

3

4

5

6

o

TOTÀ.L

NUMBER

61,

87

I2

3

1

L64

PERCENT

37 "2

53.0

7"3

1"8

.6

100-o

PERCENT

13"4

27 .4

24"4

T7 "I
7"9

6"7

r"2

r.2

.6

Tabl-e 8

NUMBER OF CHRONIC HEALTH PROBLEMS

NUMBER

22

45

40

28

t-3

1_ l-

2

2

1

T64 l-00 " 0
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More than hal-f the sample (56 "72) had seen a doctor in the

last 3 months (Table 9), while only 26"8? had sought dental

care in the last 6 months with some of those visits having

been made to a dental mechanic rather than a dentist (Tab1e

10). Only 292 of those seniors j-nterviewed reported seeing

a dentist regularly" Of those, the najority (87.92) report-
ed seeing a dentist twice a year" Over half (53 "72) of the

participants had some or all- of their natural teeth remaj-n-

ing (Table 11). Reports of average annual household income

by the 87 "22 of the sample who responded to the question

\¡rere primarily less than $20ro0o (Table ]-2). Income data

hrere not reported by 21 subjects"

Tabl-e 9

MEDICAL CONSULTATIONS VTITHIN LAST 3 MONTHS

NUMBER PERCENT

43 "3

48 "2

6.1

2.4

L64 1-00. o

NO CONSULTATIONS

1-3 CONSULTATÏONS

4_6 CONSULTATIONS

7 -1,2 CONSULTATIONS

TOTAL

7I

79

10

4
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I,AST

NUMBER

19

25

T4

52

15

39

T64

Tab1e 10

DENTAL VISIT

PERCENT

WITHIN THE LAST
MONTH

WITHIN THE LAST
6 MONTHS

6 MONTHS TO 1 YEAR

1-5 YEARS

6_10 YEARS

MORE THAN 10 YEARS

TOTAL

1-1_ " 6

]-5.2

8.5

3L "7

9.r
23 "8

100. o

Tabl-e 11

PROSTHETIC STATUS

NO

76
(46 "32)

420
(7 3 . 6e")

58
(35 " 6z)

NATURAL DENTITION

PARTIAL DENTURES

COMPLETE DENTURES

DENTAL AND

YES

öö
(53 .7 e")

44
(26.4e")

106
(64 .42)

TOTAL

]-64
( 100?)

164
(10ou)

l.64
( r_00?)



TNCOME

NO INCOME

$5, ooo

$7, ooo

$l_0, ooo

$l_5, ooo

$20, o0o -
$25, 000 -
$30, ooo -
$40, ooo +

TOTAL

aData on income not reported by 21 subjects.

RESEARCH QUESTION #1: Vlhat is the rel-ationship between

oral symptorns which are experienced and the specific heal-th

actions taken in response to thern?

Only 1-3.42 of all- subjects responded positively to an

open-ended question regarding whether they had experienced

any problems ttin their mouthsrr in the preceding 2 weeks.

However, 832 of subjects when presented with the

cl-osed-ended symptom questionnaire reported experiencing

one or more symptoms in the same 2 week period. Within the

two week reporting period I 1-64 people reported a total- of

6,999

9,999

l_4 ,999

L9 ,999

24,999

29 t999

39,999

43

Table L2

AVERAGE YEARLY INCOME

FREOUENCY PERCENT

1 .6

1_1_ 6"7

32 t_9"5

3l_ l-8 " 9

28 1-7 .1_

14 8.5

12 7.3

4 2.4

10 6.1

1434 1OO. O
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426 symptoms, wj-th a mean of 2"6 symptoms per person. Of

the 136 persons (82"92) reportj-ng some symptom experience,

26.52 experienced one symptom, 26"52 experienced two symp-

toms, l-IZ experienced three symptoms, 11.8å experienced

four symptoms, 1-1-.82 experienced fj-ve symptorns, 4.4? experi-
enced six symptoms, 2.2eo experienced seven symptoms, I"SZ

experienced eight symptorns, 2"92 experienced nine symptoms

and 1"5U experienced ten symptoms.

The f ive most f requently reported symptorns h/ere: Food

stuck under a denture (39"62); Food trapped or stuck be-

tween teeth (3I.7v") ¡ Dry mouth (28.72); Denture that slips,
rocks, drops (27 "42) i and Difficulty biting or chewing

(18.3å) "

Tab1e l-3 lists al-l symptoms with their reported frequen-

cies" (Seriousness and interference scores included in this
table will- be discussed in reference to a subsequent

research question).

The data indicated that older adults seldom seek profes-

sional care in response to oral- symptoms. OnIy L6 subjects

(9.82) saw a dentist in response to oral symptoms experi-
enced in the preceding 2 weeks" Coinci-denta}ly, profession-

aI care was sought in response to 16 of the 32 symptoms

listed. Symptoms for which professional- care \¡/ere sought

are listed in Tabl-e L4.
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Table 13

SYMPTOM FREQUENCÏES, SERÏOUSNESS,
AND INTERFERENCE SCORES

SYMPTOMS

1" Pain, irritation,
burning tongue

2 " Pain, irritati-on,
burning gums

3. Pain, irritation,
burning lips

FREQ SERTOUSNESS INTERFERENCE
MEAN SD MEAN SD

10 2 "IO "99 1" 50 " 85

4" Pain, irritation, 3 2
burning roof of mouth

5. Difficulty bitinq or 30 2
chewing
Bleeding gums
Jaw joint pain
Bad breath
Dry rnouth
General mouth
discomfort
Bad taste in rnouth
Biting lips, tongue,
or cheek

l-3. CoId sore on lip
L4" Food trapped or stuck

between teeth
15. Toothache
L6. Broken tooth
17. Loose tooth
18 " Rough or sharp area

on tooth
19 " Broken or lost filling 7
20 " Sensitivity to hot 6

or cold
2I. Sensitivity to sweets 2
22. Sensitivity to chewing 3
23 " Sensj-tivity to 3

brushing
24. Lost tooth (not O N.A.

removed by dentist)
Cavity found on ov/n
Probl-em keeping
mouth clean

27. Sore, irritation from 15

6"
7.
8"
o

10.

l-1 "
L2"

25.
26.

1,7 2"47

1_1_ 2 "L8

"67

"67

4 1.50
9 2.OO

13 2.3r
47 2 "28
6 2.33

1,4 L.92
16 2"OO

l_. 63
1,"54

2"75
r.7 5
3.20
l-"90

1,"57
r.67

3"50
2 "33
2"OO

1.33
1" 00

2 .50

"87

"98

l-. l-5

l_"09

.58
I "12
1.03
1. 00
1.03

.86

.82

.52
"87

"96
.96
.84

1.20

.98

.52

"7r
"58
"00

N. A.

.58
"00

.89

1" 16

I
52

4
4
5

t_0

2.OO a"22

1" O0 .00

2 . 00 1_.73

2.43 1.19

1. 00
1. 56
1.00
l_.41
2.t7

r. 07
1"3i_

l-. 00
1. 06

2.OO
1. 50
2.20
1. 00

l-. 00
1. 00

2.00
l_.33
l_. 00

.00
1.01

"00
.76

1.33

"27
.60

.00
" 3l_

r"41,
1. 00
r.64

.00

.00

.00

1,. 41,
.58
.00

1. 00
1. 00

.00

.00

1.86 L.17

L.67 1.13

N. A. N. A.

3
1

denture
28. Slipping, rocking, 45 2.3I

dropping denture
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Tabl-e 13 con't
29 " Food stuck under

denture
30" Broken tooth on

denture
31" Rough, sharp area

on denture
32. Lost tooth on denture
33 " Dif ficul-ty cleaning

dentures
34 " Gal-vanic reaction

65

5

7

3
0

l_

r.66 " 83

1 "20 "45

I"71" l_" l_1

2.OO r"73
N"A. N.A"

2.00 " 00

L"24 .69

I "20 .45

"00 "00

1"00 "00
N.A" N.A"

l-. 00 . 00

Few subjects sought care even for symptoms for which

one rnight expect professional care to be the most rational
response. For example, in response to Toothache (Sl-5),

only 252 of subjects sought professional care.

Seventy-five percent of subjects responded to these symp-

toms by either self-treating or waitinq or ignoring rather
than seeking professional- care. However, it should be

noted that numbers v/ere smal-I for this syrnptom experience

(n:4 ) . Similar1y for Broken Tooth (516), experienced by

four subjects, all chose to do nothing. For Pain,

irritation or burning of the tongue (S1) and Sensitivity to
sweets (S21), Sensitivity to chewing (522), and Sensitívity
to brushing (S23), Do professional care Ì,rras sought. In re-
sponse to Loose tooth (Sl-7) r âs many subjects did nothing

(4OZ) as sought professional care. In one instance, Broken

or l-ost filling (S19) , 7I.42 of episodes resul-ted in seek-

ing professional care.
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Tabl-e 14

SYMPTOMS RESULTTNG IN SEEKING OF PROFESSÏONAL CARE

SYMPTOM
NUMBER

2

J

4

5

7

9

10

I4

15

I7

1B

I9

25

27

28

3l_

SYMPTOM

PAIN, IRRITATION OR BURNTNG OF THE GUMS

PATN, IRRITATTON OR BURNING OF THE LIPS

PAIN, IRRTTATTON OR BURNTNG OF THE ROOF

OF THE MOUTH

DTFFTCULTY BTTING OR CHEVüING

JAW JOINT PAIN

DRY MOUTH

GENER.A,L MOUTH DISCOMFORT

FOOD TRA,PPED OR STUCK BETWEEN TEETH

TOOTHACHE

LOOSE TOOTH

ROUGH OR SHARP AREA ON TOOTH

BROKEN OR LOST FILLTNG

CAVITY FOUND ON OWN

SORE OR IRRTTATÏON FROM DENTURE

SLÏPPÏNG, ROCKING, DROPPING DENTURE

ROUGH OR SHARP AREA ON DENTUR

FREO

2

1

2

5

I

1

l_

1

1

2

2

5

1

2

J

1_
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A much more common response to symptom experiences viias

sel-f-treatment. One hundred and seventeen subjects (7L"32)

responded to one or more syrnptoms with self-treatment"

Self-treatment consisted of responses such as using

salt-water rinses, oral- hygiene care such as brushing or

flossing, use of toothpícksr or simply removing irritating
dentures and J-eaving them out of the mouth until needed for
talking or eating. Se1f-treatment hras the treatment of

choice in response to many common symptoms such as Bad

breath (SB), 84"6e"; Cold sore (S13) t62"52; Food trapped

between the teeth (Sl-4) t94.22ì Food stuck under a denture

(S29) ,95.32i and Bad taste in the mouth (S11) , (57.Ie").

Surprisingly, several symptoms which involved pain and

discomfort and, therefore, for which one would expect the

seeking of professional care, resulted in sel-f-treatment in
the majority of cases. Paj-n, J-rritation, or burning of the

tongue (s0U ), gums (58å), lips (45.52) (S1-S3); Dry mouth

(S9), 62.22; General mouth discomfort (S1O), 5Oe"ì and Sore

or irritation from a denture (527), 53.3eo are atl- examples

of conditions which were self treated. The only symptom

for which the dominant response was seeking professional

care (66"72) was pain, irritation or burning of the roof of

the mouth (S4) " Hor^¡ever, subjects reported this symptom in

onÌy three cases.

A substantial- number of subjects reported ignoring or

waiting for symptoms to subside" Eighty-five (51.8U )

subjects chose to wait or ignore one or more symptoms.
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Many of the oral- symptoms which resulted in the ignoring or

waiting response r¡/ere rrmechanical problems'r which sometimes

cause discomfort and which can only be corrected by a den-

ta1 professional. For instance, rough or sharp area on a

tooth (Sl-0) was ignored by 80? while only 20å sought profes-

sional care," Cavity found on oT¡/n (S25) was ignored by

66"72, while only 33"3å sought professional- care" Slip-
ping, rocking or dropping denture (S2B) was ignored by

7I.IZ with an additional- 22"22 self-treating. Broken tooth

on denture (S30) \,rras ignored by l-00å of all- subjects

reporting it. Rough or sharp area on denture (S31) was

ignored by 7I.4Zr and Lost tooth on denture (S32) vüas ig-

nored by 66.72"

Although t'talking to someonerr in response to symptoms

has been reported in the l-iterature as an important
ttfirst-linerr response to medical symptoms, this avenue of

response \^ras reported in very few cases involving oral

symptoms " OnIy nine peopJ-e (5.52) talked to someone other

than a professional in response to one or more oral symp-

toms " This type of action was selected in response to a

total of l-0 syrnptoms " For only three symptoms was talking
reported by more than one subject. Talking was reported by

two subjects in response to Pain, irritation or burning of

the lips (S3), three subjects in response to Difficutty
biting or chewing (S5), and two subjects in response to

Biting of your lips, tongue, cheek (S12). Given the
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extremely infrequent reported use of this response, r¡talked

to someonerr was dropped as a response category for most of

the subseguent analyses.

Table l-5 reports the heal-th actions taken in response

to oral sympt.om experience "

RESEARCH QUESTTON #22

individual factors such

symptom response a function of

âgê, gender, marital status,

ïs
AS

income, education, ethnic background, dental- utilization,
health sLatus t ot dental- status?

The anticipated rel-ationships between demographic vari-
ables such as gender, âgê, education level, income, ethnici-
ty and seeking professional care in response to oral symp-

toms were not found. This is probably attributable to the

relatively small number and mild intensity of symptoms

reported " Using Chi-square, a significant relationship
between the time since the last dental visit and seeking

professional care in response to a sore or irritation from

a denture (527), P:.02 was observed. That is to sâY, if a

subject had util-ized dental services within the previous

year, they tended to seek professional care in response to

experiencing this symptom.

The exj-stence of relationships between one avenue of

syrnptom response and sociodemographic and psychosocial-

variables hrere expJ-ored (Tab1e 16). Small- numbers of

reported symptoms made sophisticated multivariate analysis
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Table 15

HEATJII{ ACftON RESFONSES BY S}ô{PTOiq

SYMI{TOM

1. Þh, irritationrburnirg
torqnre

2 " hh, irritation,burnirq
$nìs

3 " hh, irritation,burnirg
lips

4. hh, irritation,burnirg
roof of mouth

5. DifficuJ-ty biting or
cfrewilg

6. Bleedirg $.nrìs
7 " Jaw joint pain
B. Bad breath
9. Dt1r moutfi

1-0" General rnouth discomfor{.
11. Bad taste in rnouth
12. Biting lips,tongue,cheeJ<
l-3. Cold sore on lip
]-4. Food trappedrzstuck

between teetlr
Toothache
Broken tooth
I-oose toothr
RoughrzsharP area on toot'
Broken or lost fillirg
Sensitivity to hot or cold
SensitiviQz to sweets
Sensitivity to chewirg
Sensitivity to brushfuq
lost tooth (not removed
by dentist)
Cavity found on o\^,n
koblem keeping mouth clean
Sore/irritation from
denture

28. Slippìng, rocking,
droppirq denture

29. Food stuck r:nder denture
30. Broken tooth on denture
31. Roughr/sharp area on dentr:re
32. Iost toottr on denture
33. Difficulty cleanilg

dentures
34. Gal-vanic reastion

TCNAI,S

TAT4

l_

o

2

o

3

PRO Ï6TORE

4

5

3

0

l_5

0
o
2

14
1
6

11
3
2

2
4
2
Õ

2
5
o
2
1
0

2
0
4

32

3
5
5
2
0

1
]-54

TOIAL

1
426

10

I7

11

10

4
9

13
46

6
I4
15

B

5¿

JU

01
oo
011
i_ 30
13
08
22
o5
o49

3
1
o
1
1
o
o
o
t-

15.
T6.
L7.
l_8.
1_9.

20.
2L.
22.
23.
24.

25.
26.
27"

0
0
1
0
0
1_

o
0
1
0

1
o
o
0
0
0
2
1
1
0

1
0
2
2
5
0
0
0
0
0

4
4
5

10
7
6
2
3
J

0

aJ

I
15

45

64
5
7
3
ô

o
o
1
0
0

0
J+

0
0
l_

l_

0
2

0
1
ö

10

061
00
01
01
00

0
L4

0
224
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However, crosstabul-ations yielded some inter-
esting findings. There hrere no relationships between the

demographic variables of age, gender, ethnic group, marital-

status, health status, medical utilization, perceived impor-

tance of oral- health or being edentulous, and the avenue of

symptom response: talking to someone, self-treatment,
professional care and ignore or wait" An association

approaching significance l¡/as demonstrated between how one

rates one's mouth and whether one tal-ks to someone else, in
response to oral symptoms" Those who rated the heal_th of
their mouths as excel-lent or good were l-ess likely to talk
to someone, whi-Ie those who rated the heal-th of their
mouths as fair or poor \irere more likely to talk to someone

about their symptoms. There was a significant relationship
between this same variable and the ignore/wait symptom

response (p:. OOS) " Those persons who rated the health of

their mouths as excel-l-ent or good v/ere less like1y to

ignore oral symptoms" As might be expected, there was an

association approaching significance between ability to

access dental care and tal-king. those who had difficulty
getting to a dentist if they had to due to problems of

nobility, visual acuity or fear of being on their oT¡/n, \,vere

more likety to talk to someone in response to oral

syrnptoms " There were no significant rel-ationships between

this variable and any of the other three symptom

responses. A strong associati-on which approached
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significance hlas found between havíng natural dentition and

ignore/wait response to symptoms. Older adults with some

or all of their natural- teeth were less likely to ignore

oral symptoms and more likely to fol-low one of the other

avenues of symptom response. Perhaps this is explained by

the fact that most older adults who have managed to retain
their natural dentition into o1d age want to continue to do

so"

A significant rel-ationship was found between level- of
education and ignore/wait as a response to oral symptoms

(p:. oz ) " Those older adul-ts with l-ess than hiqh school

level- were more likely to ignore oral symptoms. No other

symptom response avenues hrere demonstrated to have any

relationship with educational level "

Those with income l-evel-s less than $10,000 annually

hrere much more Ìike1y to talk to someone in response to

oral symptoms. This relationship was significant at the

" 01 level" No other avenue of symptom response r¡ras found

to be related to annual income IeveIs"

Most of the sample practiced sel-f-care in response to

some oral symptoms. However individuals were more likely
to practice self-care if they had some or all of their
natural teeth (p:.Of).

As night be expected, those who reported having a den-

tist v¡ere more likely to seek professj-onal- care than those

who did not (p=.OO¡). Knowing where to go to access
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dental treatment is a factor in seeking professional care

in response to oral symptoms"

A significant rel-ationship was found between tirne since

l-ast dental- visit and seeking professional care in response

to oral- symptoms. One was much more likely to seek profes-

sional care if one had seen a dentist within the last year

(p< " 001) " Siinilarly one \Àras l-ess likely to ignore or wait

in response to syrnptoms having seen a dentist within the

past year" This association approached statistical- signifi-
cance "

Significant rel-ationships r^/ere consistently found be-

tween the dental utilization variables of regular dental

visits and seeing a dentist at l-east once a year and al-l

avenues of oral- symptom response. No one who savr a dentist
regularly talked in response to oral symptoms and sirnilarly
all those who talked in response to symptoms did not see a

dentist regularly (p="0¿). ff one visi-ted a dentist at
least once a year, one would be more likely to fol-Iow the

sel-f-treatment avenue of symptom response than those who

did not see a dentist that often (p:. OOS) " Those who sav/ a

dentist regularly r¡/ere more like1y to seek professional

care in response to symptoms (p:. OOg) . Quite similarly, if
one sav/ a dentist regularly and at l-east once a year, one

vras less likety to ignore oral symptoms (p:.01). A posi-

tive orientat j-on to oral health as il-l-ustrated by
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recent and regular dental visits was found to be signifi-
cantly related to all- avenues of symptom response.

Discriminant analysis proved to be of limited utility
in predicting type of response to specific symptoms due to

the small number of symptom reports available for analy-

S].S. lrlearing of complete dentures proved to be a useful-

dental status variable in predicting type of response for
only two symptoms, 32 (Pain, irritation or burning of the

gums) and S5 (Difficulty biting or chewing) " Attitude
variables such as thinking about health, importance of oral

health to total body health, and rating health of mouth

also proved to be useful in predicting type of response to

symptoms SZ and Sl-2 (Biting of your lips, tongue or

cheek). Utilization variables whÍch proved to be useful in
predicting type of response r/ere regular dental visits and

l-ast dental visit for symptoms 52 and 55. Demographic

variabl-es v/ere inconsistent in predicting symptom response.

RESEARCH QUESTION #¡: Vühich characteristics of oral symp-

toms (degree of perceived severity/seriousness, degree of

interference, and novelty) are most predictive of seeking

care through the formal health care system?

Subjects tended to rate their symptoms as not at all or

a l-ittte serious" In other words, the najority of symptoms
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TABLE 16

REI,ATIONSHIPS BETIVEEN SYMPTOM RESPONSE
AND DEMOGRAPHIC VARÏABLES

DEMOGRAPHIC VARÏABLES TALKED SELF PROFES- IGNORE

GENDER
AGE
ETHNIC GROUP
EDUCATION
MARÏTAL STATUS
INCOME
HEALTH STATUS
MEDICAL UTILIZATION

THINK ABOUT ORAL HEALTH
IMPORTANCE OF ORAL
HEALTH TO TOTAL HEALTH
RATÏNG HEALTH OF MOUTH
HAVE A DENTIST

SEE DENTÏST REGULARLY
SEE DENTIST ONCE/YEAR
LAST DENTAL VISIT
DIFFICULTY GETTING

TO DENTIST

DENTAL STATUS
NATURÀL DENTITION
COMPLETE DENTURES
TIME WEARTNG DENTURES

Note. N.S. indicates not
icance levels" Trend
significance.

Val-ues indicate signif-
associations approaching

N.S"
N.S"
N.S"
N.S"
N. S.
.01-
N. S.
N. S.

N. S.
N"S"

Trend
N.S"

.04

.05
N. S.
Trend

N" S.
N.S"
N. S.

significant.
indicates

TREATMENT

N"S"
N"S"
N"S"
N.S"
N. S.
N. S.
N. S.
N. S.

N"S"
N. S.

N"S"
N.S"

.05

.005
N. S.
N. S.

STONAL

N"S"
N.S"
N. S.
N. S.
N.S"
N. S.
N. S.
N. S.

N.S"
N" S.

N. S.
.003

.009

.03

.000
N" S.

" 0l_
N. S.
N.S"

N.S"
N.S"
N. S.

N"S"
N. S.
N. S.
.o2
N.S.
N.S.
N.S.
N. S.

N.S.
N. S.

.009
N. S.

.01-

.01

.006
N.S.

Trend
N. S.
N.S"
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which were experienced iÂrere not considered serious by the

subjects" The mean serious scores per symptom ranged from

1"0 to 3"5, with 1 being the lowest score and 4 being the

highest" However, those slrmptoms whose mean serious scores

vlere highest were only reported as having been experienced

by fewer than five subjects" If one examines the symptoms

most frequently reported, the mean seríous scores are at
the lower end of the scale.

How much each symptom interfered with daiJ-y activities
or sleep when experienced, v/as rated on the same 4-point

scale as serj-ousness. The degree of interference with

normal- activities may be another measure of perceived

symptorn importance. The rnaj ority of symptoms reported did

not interfere with activities very much. Interference
presented itsel-f sirnilarly to seriousness when examined.

Mean interference scores ranged from 1.0 to 2.4, with the

higher means reflecting symptoms which hrere often experi-

enced by five or fewer subjects.

Table 13 presents the means and standard deviations of

symptom seriousness and interference.

Ability to eval-uate rel-ationships between rrserious-

nessrr , " interferencerr, and rrnoveltyrr and the use of
professional- care was hampered by the low reported symptom

frequencies and limited variatj-on in degree of seriousness
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and interference attributed to most symptoms, However,

certain relationships did emerge" Lambda, a proportional

reduction of error based statistic was used, where

sufficient reported cases existed, to evaluate the

association between degree of interference and individual-

syrnptorns with response as the dependent variable " The

following findings l¡/ere noted"

For symptom 52 (Pain, irritation or burning of the

gums), a 50å reduction in error in predicting use of profes-

sional- services \^/as achieved based on knowledge of the

level of interference" A high level of interference \^/as

associated with use of professional services. Simil-ar

findings hrere observed in regard to symptom 57 (Pain in a

jaw joint) (Lambda=l.0) and S17 (A loose tooth) (Lamb-

da:"5) " However, in this l-ast case low interference v/as

associated with use of professional services" Although

l-imited by the data problems noted above, these findings

are somewhat suggestive regarding an association between

selection of professional- care as a symptom response and

degree of interference"

A sirnil-ar approach h/as applied to the crosstabulation

of reported seriousness with response type for each symp-

tom" Again, the probJ-ems of low reported frequencies and

l-imited variation in reported degree of seriousness ham-

pered these efforts. In only two instances did examination

of Lamdas show an association between reported serious-

ness and response type" For 57 (Pain in a jaw joint)
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again, a high degree of seriousness was predict.ive of

cho j-ce of prof essional- care ( Lambda:I " O ) " However, in
regard to S1-7 (a loose tooth) , a medium degree of serj_ous-

ness hras associated with professional care, while little or

no seriousness and very high seriousness \^rere associated

with other responses (Lambda:1-"0) Again, while these find-
ings are suggestive, they must be interpreted with extreme

caution given the l-imitations in data as previously noted.

The effect that the novelty of a symptorn might have on

the seeking of professionaL care and entering the formal

heal-th care system was explored. In other words, did previ-
ous experience with a symptom infl-uence response to subse-

quent episodes of the symptoms? Thirty-three persons (Z2Z)

sought professional care for symptoms experienced in the
past 

" However, when subsequently experiencing these symp-

toms in the previous two weeks to the interview, only 16

(9"82) sought professional care. Symptom by symptom compar-

isons \¡/ere used to analyze the relationship between previ-
ous symptom experience and subsequent use of professj-onal

care in response to a recurrence of the same symptoms.

Inspection of individual syrnptom tables sugg:ests that previ-
ous use of professional care resulted in less frequent use

of professional- care in response to subsequent episodes of
the same symptom. Unfortunately, ceII frequencies were too

1ow to yield statistically significant differences.
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For S19 (A broken or l-ost filling) , an association betr"¡een

previous experj-ence and use of professional- services was

observed (Lambda:"5) " However, the relationship was not in
the same direction as with other symptoms. Previous

experience was mosL often associated with use of
professional response"

Finally, âD attempt was made to use descriminant analy-

sis as a multivariate approach to predict choíce of profes-

sional services on the basis of severity, degree of inter-
ference and previous symptorn experience" Unfortunately,

this atternpt was frustrated by low symptom reporting fre-
quencles. However, for the one symptorn where sufficient

data existed (S5-Difficulty biting or chewing), seriousness

v/as predictive of choice of professional care as opposed to

non-professional responses" Eighty percent of subjects

choosing professional care v/ere accurately classified for
this symptom using this one variable.
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CHAPIrER V

DÏSCUSSÏON

This study utilized face-to face home interviews on an

age-stratified random sarnple of community-dwelIing individu-
als age 65 and over, Ii-ving in metropolitan Winnipeg.

Specific oral- symptoms which hrere experienced within the

two weeks prior to each intervier/ü were identifÍed and the

response in terms of oral heal-th seeking behavior was deter-
mined " Characteristic responses to symptoms v/ere studied.

Typical modes of responses included discussing the symptoms

with someone eIse, self-treatment, seeking professional

care, or doing nothing about the symptoms by ignoring them

and waiti-ng for them to abate.

This study reports low utilization of professional

dental services by older adults in response to oral- synp-

toms " As a rule, subjects did not perceive their oral

symptoms as serious, âs il-l-ustrated by the mean severity
score. They al-so did not perceive their oral- symptoms as

interfering with their daily activities to any great de-

gree" Demographic variables hrere generally not shown to be

rel-ated to symptom response; utilization variables were.
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Previ-ous studies have demonstrated that a closed-ended

approach to data collection generates a greater number of

symptom reports than an open-ended approach. This study

incorporated both a preliminary open-ended question which

allowed for the reporting of any symptoms which \dere experi-

enced but not j-ncluded in the closed-ended symptom listr âs

wel-I as a cl-osed-ended format which perhaps served as a cue

to recall- of oral- symptom experiences within the l-ast two

weeks " The results of this study indicated that the

open-ended query of oral health problems experienced in the

l-ast two weeks was responded to neg:atively by the rnaj ority
of participants (872). The lack of response to the

open-ended question is consistent with Brody (1985) and her

colleagues who found underreporting of even potentially

serious symptoms. However, when specific symptoms hrere

queried, 832 reported experiencing at l-east one symptom in
the same tv¡o week period with a mean of 2.6 symptoms per

person 
" The reporting or lack of reporting of symptoms by

individuals depends on how one asks about the symptoms.

One shoul-d note that problems of recal-l may be greater

for short duration discomfort, with more serious, painful

and debilitating episodes being more memorable. As a re-

sult, recaJ-Ied syrnptoms in this study which were minor or

transient hlere probably underestimated. Therefore, there
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are probably more oral symptoms being experienced among the

elderly than captured by cross-sectional strategies.

Experiencing slrmptoms does not necessarily Iead to

seeking professional- care" The response to symptoms such

as Bad breath (SB) or Bad taste in the mouth (S1l-) which

could be an indication of serious underlying systemic iI1-

ness was responded to by self-treatment in the majority of

reported episodes. rrsomething wrongrr is cited as one of the

two primary reasons for visiting a dentist for both dentate

and edentulous individuals" one would expect that symptoms

resulting in pain or discomfort would be more likely to

lead to the seeking of professional- care" Surprisingly,

several- such symptoms commonly resulted in self-treatment

rather than the expected professional care. Not only were

dentists not sought out but also in many cases where dental

mechanics could have effectively treated the symptom, they

were not consul-ted" Sirnilarly, oral syrnptoms which result

from hypofunctional or nonfunctional salivary glands l-ead

to "dry mouthtr which is unpleasant and painfuJ- and may

affect vital- functions such as speech, taste, chewing and

swallowing.

by 28.72

However, although ttdry mouthrr r¡ras experienced

of subjects, 96eo of subjects responded by

setf-treating or ignoring rather than seeking professional

care. Only 9.82 of subjects sought. professi-onal care.
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Vühy does oral symptom experience not result in the

seeking of professional care? Alonzo (1,979) distinguishes

between everyday and l-ife-threatening il-Iness, the former

to be coped with and the latter leading to seeking of

professional care. Perhaps this distinction provÍdes an

explanation for the underutil-ization of professional- oral

health care services by the elderly. Hol-tzman and Akiyama

(1985) suggest that when symptoms are minor, commonplace or

of insidj-ous onset they go unreported" As with physical

il-1ness, many dental- syrnptoms are ongoing or recurring"

Perhaps the elderly ignore such everyday symptoms by

attributing them to benign signs of aging rather than signs

of illness. They may have difficulty distinguishing these

symptoms from the many symptoms associated with chronic

heal-th problems which so often accompany the aging

process. This line of thought woul-d support the

determinant of heal-th seeking behavior which Mechanic

(1968) refers to as rrcompeting possible interpretations
that can be assigned to symptoms once they are recognizedrt

and rrthe frequency of the appearance of the deviant signs

or symptoms, their persistence, or their frequency of

recurrence. rl

Mechanic (1968) also refers to the extent to which the

symptoms are perceived as serious as being a determinant of

heal-th seeking behavior. That is to Sây, people are more

likely to seek treatment when they perceive their symptoms
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Alternately, Hickey (1988) found that

some older adults reported hesitation in reporting medical

symptoms which they felt night be indicative of serious

ill-ness unless there r¡/as significant pain" As mentioned

earl-ier, most subjects in this study dj-d not as a rule
perceive thej-r oral symptoms as serious and did not seek

professional care. This finding seems to be consistent

wíth Mechanic's speculation.

A possible explanation for the l-ow seriousness scores

reported by subjects may be methodol-ogical limitations
stemming from the symptom list component of the interview

schedul-e. As a rul-e, seriousness/severity scores were l-ow

for the majority of symptoms. Since oral symptoms are

often minor, recurring, attributed to the aging process and

not life-threatening, perhaps such symptoms woul-d never be

interpreted as serious, unless accompanied by severe pain.

The method of treating symptoms must al-so be perceived

as being effective in order for professional care to be

sought. ff an ol-der adul-t feels that his/her recurrent

symptoms likely wil-l- not be remedied by treatment, he/she

may choose not to see a dentist" SirnilarIy, if a

professional- \^ias seen in regard to a previously experienced

oral symptom and no relief or solution was provided, it

would seem likely that professional care would not be

sought when that symptom was experienced again"
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The low numbers seeking professional care in response

to oral- symptoms rnight be related to the low number of

symptorn experiences reported. Perhaps this phenomenon

night be explained by methodological factors" It has been

shown that a Lwo week recall is the most effective report-
ing period for this population. However, perhaps a series

of two week slrmptom recall interviews over a longer period

of time would have prevented the 1ow frequencies of many of

the oral- symptoms " That is, a longer period for symptom

data col-Iection would provide more time for symptoms to

occur and be reported by each individual" In addition,

symptom logs have proven to be effective for reporting of

oral symptom experiences. In this study, because the design

v¡as cross-sectional in naturer wê cannot be certain that
the oral symptorn experiences and responses were characteris-

tic of this sample.

In some instances the symptom experience being

discussed during the interview may have resulted in some

confusion in the data" Where the interview schedule refers

to the experiencing of dry mouth, vras the symptom

interpreted equally by all subjects? That is to sây, some

ans\^/ers seemed to refer to the dry mouth experienced as a

resul-t of dryness in the home which is treated effectively
with a drink of water and some to the dry mouth experienced

as a result of medication and systemic il-Iness" Siinilarly,
when experiencing of bad breath was responded to
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positj-vely, h/as this the bad breath which indicates possi-

b1e systemic illness or the bad breath which accompanies

certain dietary choices? Just as interviewers shoul-d clari-
fy such questions in future studies, clinicj-ans must

present the questions clearly and clarify patients' answers

when taking patient histories.
One of the more recent in the series of reports stem-

ming from the Canada Heal-th Promotion Survey (1-985) is the

Active Seniors Report (1987) " This report states that most

Canadian seniors perceive themsel-ves to be healthy" The

majority rate their heal-th as excel-lent or very good, âs do

most Canadians. Despite the fact that many suffer from

chronic illness and physical linitations, they are reported

to be coping quite well-. Perhaps Alonzo's (L979)

differentiation between life threatening and everyday

ill-ness, the first leading to seeking professional care and

the l-atter to be coped with, is another explanation for the

l-ack of prof essional- care sought by the elderIy. Not

seeking professional care is a function of the coping

skills of the elder1y. The characteristics of oral

symptoms and disease in the absence of pain are such that
they are coped with rather than brought to the attention of

the professional.

Final1y, it has been frequently suggested that in the

senior years, impaired vision and hearing and decreased

rnobility may make it inpossible for an older person to

visit a dental office" Perhaps such impairments might
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explain the smal-l- number of older adul-ts who sought

professional- care in response to oral symptoms. Hov/ever,

in this study, 862 reported no difficulty in getting to the

dentist "

I¡ühat variables did seem to have an effect on seeking

professional- care as a response to oral syrnptom experi-

ence? Having a regular dentist and seeing a dentist regu-

larIy hrere associated with seeking professional- care" This

finding supports previous studies which report that persons

with more recent dental utilization are more likeIy to have

had another visit within the previous twel-ve months. A

positive experience within the dental system may provide

enough rnotivation for the indivídual to continue to see the

dentist (Gift, 1984) "

The elderly have been reported to be the lowest

utilizers of dental- services of any age group. Wolinsky

(1989) suggests that these conclusions have been somewhat

misleading and rather than being related to agíng, the low

utilization rates are due to a cohort effect" He believes

that succeeding cohorts of aged wil-l- reflect the higher

util-ization patterns of rniddle aged and younger cohorts"

The accuracy of this hypothesis is supported by the fact
that dental- utilization among the elderly has increased in
the last 10 years and reflect the patterns exhibited by the

current older cohort during their rniddle years" This trend

along with Ialolinsky's suggested cohort effect will resul-t

in increased dental- utilization without any íntervention"
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The role of health promotion should be to encourage the

appropriate use of dental services. Mispercepti-ons about

aging and oral- health result from insufficient informa-

tion. Strategies are required to change people,s inaccu-

rate beliefs regarding the effects of aging and the rela-
tionship of aging to the oral cavity" fnformation about

what oral symptoms to expecL as a result of medication

regimens or the aging process itsel-f and which oral synp-

toms may be indicative of serious il-l-ness is necessary

al-so" The elderly must be informed about the potential for
relief of their common everyday oral symptoms by profession-

al dental care. Ol-der adul-ts should then be able to identi-
fy what symptoms are appropriate to bring to the attention
of the dental- professional- and which are appropriate for
sel-f-treatment or a ¡rwait and see¡¡ approach.

At the same time, wê should identify which symptoms are

usually ignored or self-treated inappropriately by the

elder1y. This could be achieved by further study using

symptom logs and the documentation of oral symptom experi-

ences by a random sample of elderly. These symptoms coul_d

then be targeted for heal-th promotion programs" In addi-

tion, clinicians should be made knowledgeable about what

questions to pose to their older patients regarding syrnptom

experi-ences. This study has shown that najority of

everyday oral symptoms experienced by the elderly go
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unreported to heal-th care professionals" As previously

discussed, several of these unreported syrnptoms might be

indications of ej-ther more serious situations or systemj-c

disease and should be guestioned further or clarified.
The incj-dence of oral cancer is highest among'the elder-

Iy, with one-third of diagnosed oral cancer cases resulting
in death. Since, early detection is the key for a positive
prognosis in these cases, regular dentaL examinations for
this population group is recommended" Many of the persons

most susceptible to oral cancers are el-der1y denture wear-

ers who generally perceive littl-e need for dental- check-

ups. Health promotion could be a vehicle for education

which will provide the knowledge of what is appropriate to

bring to the denta] office rather than ignoring or

seI f-treating " Programs which teach self-examination for
oral cancer as wel-l- as community-based screening programs

are crucial to the health of this high-risk population.

Education would be possible in the offices of dental

professionals, but more people could be reached at a lower

cost if it is provided ín other settings such as those

where older persons gather" Research al-so indicates that
older persons watch more televisíon than other age qroups

and read newspapers regularly" Oral health promotion

presented through these media would build on the life-style

of the older adul-t.
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Hickey (1988) reports that many ol-der patients are very

private about their health" He suggests that this is rnoti-

vaLed by the fear of loss of autonomy and control- over

their personal health decisions" Older adul-ts want to be

in charge of their own treatment" This concern for autono-

my and independence may provide an explanation for the low

utilization of dental services by the older population"

Jake Epp's ( former Minister of Hea1th) document, rrAchJ-eving

Health for Al-1rr (1986) states that Canadians are seeking

opportunities to take responsibility for their ov/n health.
OraI health promotion, through teaching oral- hygiene

skíI1s and self-exarnination for oral. cancer provides a

major implementation strategy of the Epp document" Such

interventions contribute to enabling atI elderly individu-
al-s to take control over and improve their ohrn oral-

health. Developing personal skil-Ìs and reorienting of

health services through changes in professional education

and training are major actions outl-ined in the Ottawa

Charter (1986). These are all- addressed in the oral- health

strategies previously discussed.

Canada's Health Promotion Survey (HPS) was undertaken

by the Health Promotion Directorate of Health and Welfare

Canada in 1985 " The survey was designed to explore the

heal-th knowledg'e, atti-tudes , bel ief s and behaviours of

adul-t Canadians. The Active Hea1th Report (1-987 ) summarj-zes

and interprets this survey. The HPS and subsequently the
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Active Heal-th Report did not explore the oral health knowl--

edge, beliefs or behaviour of adult Canadians. Breast

self-examination and PAP tests v¡ere included as one of the

categories for heal-th protection and improvement, but oral
cancer self-examination or screenings v¡ere not. Coor-

dinating healthy public polícy is one of three implemention

strategies for health promotion outlined in the Epp docu-

ment " It states I'Vüe must bear in mind that health is not

necessarily a priority for other sectorsrr. Unfortunately,

it seems that oral health is not even a priority for Heal-th

and Vüel-fare Canada policy makers. Perhaps oral health

promotion is necessary not only for the elderly, the dental

profession, and other health professional-s, but also for
policy makers. OraI heal-th must be recognized as a major

component of physical health by policy makers, who can then

target oral health promotion as a priority area.

Otherwise, the elderly can not be expected to attach

appropriate significance to achieving optimum oral health.
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THE UNIVERS¡TY OF MAN¡TOBÁ

July 23, l9B7

tu'.-
Y¡þnne KrHzan,
Survey Director
Universjty of Manitoba

80

Dear

The Univers'ity of Manitoba, Facuìty of Dentistry with the cooperatìon ofthe Manitoba Dental Association and Man-itc,ba Dentaì 
-Hygienists,Association 

isconducting a survey of klinnipeg residents age 65 an¿ ovãr to find out how muchdental dìsease _they have and'hów much dentai care is needed by them. your name
has been randomìy chosen to participate in thir su.oey.

Before proceed'ing, we wouìd ìike to expla'in the two segments of the survey:
ì. An interviewer will contact you by telephone to confirm your particìpa-tìon, and wilì try to arrange a convenient time to meét with you'in

order to record some basic information about yourself and any 
-dentaì

prob'lems you feel you have. After th'is meeting, an examinat'iori of your
mouth at a dental office cìose to your home wiìl be arranged.

2. The survey exami nat i on wi I ì be performed by a ì i censed Mani toba
dentist. and_dental hygien'ist usìng a mouth mjrror, a dentaì expìorer,
and a dental probe. There should 

-be no discomfort from this exam'ina-tion. No x-rays wììì be taken.

Taking part in the dental screen'ing examinat'ion 'is voìuntary, there is
no cost and you may wìthdraw at any time. No treatment w'ill be giúén and th.is
examinac]aceofyourre9ulardentaìcheck-ups
or. treatment bylour dentist. However, the examiner wlil g'ive each person anote sayìng whether immediate dental care is needed

The jnformat'ion gathered in this survey wilì be strictìy confìdentiaì andused f or stati sti cal purposes only. The i ñformati on wi I I frêt p determ'ine thedental health stat-us oi wìnn'ipeg's residents who are age 65 and over as well asto measure the effects of fut'uré dental programs and sérvices 'in improving th.isgroup's dental health. For these reasons, it is important that eveiyone ðhosenfor this survey take part in .it.

.. AnI questions you may have wilì be answered by the Director of the Survey,Yyollg [1azan, Assiitant Þrofessor, Facuìty of Dentistry, Univers'ity of Manitoóáat 788-6706. Thank you very much for you. *tìc.ipated coóperat.ión.

Si ncereìy,

FACULTY OF DENTISTRY

-/ t,

'or. A. schwartz, d;;
Faculty of Dentistry
University of Manitoba

780 Bannatyne ¡Ivenue
Vinnipeg, Manitoba
Canada RlE 0!øl

Dr. Ken Skinner,
Presi dent
Hani toba Dental Assoc'i ati on
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TEL¿PHONE CONTACT:

HELLO (un.7¡ç5"/us. 
¡ MY NAME IS

I AM FROM THE FACULTY OF DENTISTRY AT

lHE UNIVERSITY OF MANITOBA AND IqfE ARE CONDUCTING A STUDy BY rALKING TO

PEOPLE 0F YOUR AGE ABOUT YOUR DENÎAL HEALTH, ANy PROBL&,íS y0u'vE

EXPERIENCED IN YOUR MOUTH, AND WHAT YOU'VE DONE ABOUT THE.Í. YOU WERE

SENT A LE:TTER ABOUT THIS STUDY Â FEW WEEKS AGO. DID YOU RECEIVE IT?

IF YES CONTINUE: IF NO: COIILD I EXPLAIN THE STUDY TO YOU AND CONTINUE:

YOU ARE ONE OF ABOUT 4,OO PEOPLE WHOSE NAME WAS SELECTED BY CHANCE FROM

ACROSS THE CITY OF WINNIPEG. I I.JANT TO ASSURE YOU THAT EVERTHING WILL

BE KEPT CONFIDENTIAL AND YOUR NAHE WILL NOT BE USED ANTWHERE. I WOULD

PREFER TO MEET WTTH YOU IN YOUR HOME TO MAXE IT EASIER FOR YOU.

HOWEVER' IF TOU WOULD PREFER TO MEET AT ANOTHER CONVENTENT PLACE THAT

YOU CAN GET TO ON YOUR OWN, I WOULD BE HAPPY TO MEET ÏOU THERE. THE

ÏNTERVIEI¡J WIIL ONLT TAKE ABOUÎ 30 MINUTES. WE WOULD RF,ALLY APPRECIATE

YOUR HELP IN ÎHIS STUDT. COIILD I MAKE AN APPOINTMENT TO MEET WIÎH YOU?

IF N0, TRY TO FIND ouT t,lHY NOT

CONFIRMATION OF THIS STUD YOU

UNIVERSITY OF MANIÎOBA AT I,?IT-9063.

AND RECORD. IF YOU WOULD LIKE

MAY PHONE THE FACULTY OF EDUCATION,

IF IES, H.AKE ApP0INTMn{T WIIÏIN oNE WEEK _

THANK TOU VERT MUCH (MRS./M./MS.)

I I LL SEE YOU THEN ON DATE

CONFÌRM DATE, TItfE, PLACE.
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ÏHl: UNIVERSTTY OF M^NIT()8^

November 6, 198?

v¡ionnà Krdzan,
Survey Director

l:.4(.t,l.TY ( )F l)t:NTISTRY 7tl0 flannarync Avenw
Winni¡rg, Manirrñ¡
Gnada Rìt: (lv/l

Dentistry r¿ith the cooperati.on of
Dental Hygienistst Associati-on is
65 and over to find out how much
care is needed by them. Your

i.n Lhis survey.

Dr. Ken Skinner,
Presi dent
I'lanitqba Dental Associ at!ion

Dear

The University of Manitoba, Faculty of
the Manitoba Dental_ Association and Manitoba
conducting a survey of Winnipeg residents age
dental-.disease they have and hor¿ much dental
name h¿s been randoml_y chosen to participate

Before proceeding, we would like to expJ-ain the two segments of the survey:
'1. An interview in your home wiÌl be arranged at your

convenience i.n order Lo record some basic infornation about
yoursel-f and any dental probì.ems you may have. After this
neeting, an examination of your mouth at a dental office cl-ose
to your home wiLl be arranged.

2. The survey exaninati-on witl- be performed by a l-icensed
Manitoba dentist and dental- hygienist using a nouth Eirror, adental explorer, and a dentar probe. There shourd be no
disconfort from this exanination. No x-rays v1ll be taken.

Taking part in the dental screening examination is voluntary, there is no
No treatnent wttl be- given and thG

exauination is not lntended to tate ttre place of your regular aeñat check-ups
or. treatnent bfrour dentist. However, the exaniner "ill glve each person anote saying whether imuediate dental_ care is needed.

The information gathered in this survey r¿iLL be strictJ.y confidentiaL and
used for statistical purposes only. Thè information wlJ-l irelp d.etermine the
dental- heal-th status of VJlnnipeg's residents who are age 6J .nä ou", as wellas to oeasure the effects of future dental prograns ãnd service ln luprovingthis groupre dental health. For these "".soni, it i" lnportant that everyone
chosen for this survey take part in it.

Slnce we cannot reach you by telephone to arra¡rge an lntervlew, please
contact the Director of the Survey, iuonn" Knazan, Assistant Professor,
Faculty of Dentlstry, universlty of I'lanitoba at ?sg-6áo6. Any questions you
nay have about the study can be änswered at that ttne.

Thank you very nuch for your anticipated cooperatlon.

Sincerely,

l. ¿ À

Dr. A. Schwartz, {ean
Facuìty of Dentistry
University of M¿nitóba

University of Hanitoba
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ORAI SYMPTOM E){PERIENCE

AND HEALTH SEEKING

BEHAVIOR AMONC THE ELDERLT

INTERVIEI{ SCHEDULE

Yvonne Knazan

Faculty of Denttetry

Unlverstty of Manltoba

Fa1lr 1987



INTÉIRVIEICER: f nrroduce

confirm you are from the

93

yourself to participant on arrival and

University of Manitoba.

Mr./Mrs. /l,ts. , I,d like to talk ro you about you"
your family and friends, your health and any problems you nay be
having now or have had recently with your mouth. Let me assure
you again that everthing you say is confidentiar and your name
will no. be used anywhere. ,oe are interested in generar patterns
and noE a parEicular individual. If there are any quest.ions you
vould rather not ansr,/er, please do not feer obriga.ed to do so.
Thank you again for your help" we really appreciate iE.



9l+

FACT SIIEHT

ID. No.

Interviewer

Date of fnterview
TDayfñ/ñI

No. of calls to obtain intervier*

123tr

Place of Interview

Time Started

Time Flnlshed

Sex
1 . Idale

2. Femal-e

What is your preferred l-anguage.

Do you feel confortable connunicating in English? 1. No Z" Tes

Age at last birthday

Code '1 . 65 - 7/+

2. 75 - 8/,,

3" 85 +

Birthdav
TDatmÆJ



el

First, Itd l1ke to know a litt1e about you.

1. Do you consid.er yourself a menber of a partlcul-ar ethnic group?

'1 No
2 Yes
3 Missing

(rF YEs) þll¡tch ethnic group?

01 Canadian
02 Brltish (ISLES) English
03 U.S.A. or Western HenisPhere
Olr French
05 Gernan
06 Norweglan/nanisir/Swedlsh/Icelandic
O7 Dutch/Belgis"n
08 PoIish
09 Russian/Ukralnian
1O Other EuroPean-Middle East

(Italian, Spanish, Portuguese, Greek, Slavic, eüc')
11 Asi-a Oceanic (Chinese, Japanese, Pol¡mesian, East Indian'

etc. )
12 Native Indian or Esklno
13 Other (SPECIIT
1t+ Jewlsh (AsK FOR CoUNTRT 0F ORTGIN)

99 Missing

2. I,lhat grade were you in when you left school?

1 No School 3 Junior High 5 Post Secondary

2ElenentarytrHighschool6PostGraduate
? Trade School

3" What is your narital status?

1 Slngle
2 ì,ls.rried/Comnon-Iaw
3 Dlvorced/SeParated
lr Wldowed
9 Mlsslng

tr" How narqy peopleu lf an¡l Live here with you?

What ls their relatlonshiP to You?

1 Spouse 3 Parent 5 SlbÌlng 9 MV

2 Chlld 4, Grandchlld 6 Other
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5" Now I have a lfst of health problems that people often have"
frIl read them and you tell ne if yourve had any of them within the last
year or otherwise still have after effects fron havlng had then earlier"

CODE:1N0 2TES gMISSING

a) Heart and circulatlon problens (HARDENING 0F THE ARTIF,RIES,
HIGH BLOOD PRESSTiRE, HEART TROUBLE, ANAEMIA OR OTHER BLOOD

DISEASES)

b) Stroke

c) Arthritls or rheunatisn (JOINTS, BACK, ORTHOPAEDIC). ".

d) Palsy- (p¡,nxrt¡soN's DTSEASE)

e) Eye trouble not relieved by glasses
(cATARAcrs, GLAUcoM.A)

f) Ear trouble (HEARING LOSS)

g) chest probleros (ASTHMA, n,fPHYSnfAu T.B.o
BREATHING PROBIN.ÍS)

h) Stonach troubre (TNCLUDING LoWER GASTRO-INTESTTNAI
PROBLB{S)

i) Kidney troubre (rNcLIIDrNc BLADDER TROUBLES)

j ) Diabetes

k) Other

6" How naqy tlnee have you seen a physician ln the last
three nonths?

1 no consultatlon
2 1-3 consultations
3 lr-6 consultatlone
/- '7 - 12 consultatlone
5 nore than 12
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7 " Whlch of the followlng etatments best decribes your health:

1 My health never prevents activities
2 l4y health rarely prevents activities
3 My health occasionally prevent some activities
l- Fly health very often prevents activities
5 My health prevens nost activities, or requires conflnenent to

my bed
9MV

8" How much do you thlnk about your health?

1 Very little or never
2 Sone of the tlne
I Very nuch
/* DK

9MV

9. How i-nportant is the health of your nouth to the rest
of your body health?

1 Not inportant at al-I
2 Very litt1e inportance
I Sone lmportance
lr Very inportant
9MV

10. Now frs like to ask you sone questions about your teeth
and nouth"

i" How much do you think about the health of your mouth
and/or teeth?

1 Very l-itt1e or never
2 Sone of the tÍme
I Very nuch
lr DK

9Mv
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ii. How wouLd you rate the health of your nouth?

1 Excellent
2 Good

I Fair
{ Poor
9MV

iii. Do you have a dentist you see?

1No
2 Tes IF YES: HAl,lE

iv. Do you visit a dentist regularì-y?

1No
If no, why not?

2 Yes
If yes, why?

IF YES, CODE 6 FOR QUESTION viii"

9MV

v. How often do you see a dentlst? Once a year?

1No
2 Yes

If yes: Do you see a dentist nore than once a year?

1No
2 Y.ee

If yes: Hor¿ nany tines a year do you see a dentist?
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vi. When was the last time you s&w a dentist?

'1 Within the last raonth
2 Within the last 6 months
3 6 nonths to 1 year
/* 1-5years
5 6 -10years
6 more ühat 10 years
7 never
9MV

MAKE SIIRE LAST VISIT ABOVE WAS TO DENTIST
IF LAST VISIT TO Dn{TAL MECHAI{IC CODE 2

vii. Why did you see a dentist the last tlme?

viii" Which of the followlng reasons explains why you
donrt see a dentist regularly?

1 I donrt perceive a need for it.
2 Expense
I Fear of pain
lr Difficulty in getting there
5 I dontt know where to go for treatnent
6 I see a. dentist regularÌy
9MV

ix" Do you have your own natural teeth?

1No
ÏF YES:

3 Upper
/, Lower
5 Both
9 l"fv

x" Do you vrear ar\y partlal dentures?

1No
TF TES:

3 Upper
lr Lower
5 Both
9MV
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xl. Do you wear conplete dentures?

1No
TF YES:

3 UPPer
4 Lov¡er
5 Both
9MV
IF NOT WEARING ANY DENTURES GO TO

xii. If no natural teeth but generally
denturee, CODE

xlll" How long have you had your present

1 less than a year
2 up to 5 years
3 5 -10Years
lr more than 'l 0 years

QUESTON #11

not wearing

dentures?

xiv. Do you take your dentures out at night?

1No
2 Yes
9MV



1,01.

11. Now Itd 1lke to ask you about any problens yourve had in
your nouth recently:

i. During the past 2 weeks have you experlenced. any
problems in your mouth?

1No
2 Yes

IF YES, LTST PROBTÐ4S - RN.ÍAINDER OF QUESTIONS IN # 11 MUSÎ
BE ASKXD FOR EACH PROBLN'{ LISTED

ii. How serious or severe was it?

1 not at all
2 a l-ittle
3 nediu.m anount
lr very

lii. How nuch did it interfere with ar¡y of your regular
activities (or your sleep)

1 not at all-
2 a littl-e
3 mediun amount
/- very much

iv. Did you do anything about the problen?

1No
2 Tes
9MV



to2

IF NOT LIVING WITH OTHERS GO ON

IF LIVING WITH OTHERS: When the
dld you talk to anyone living 1n
about it?

T0 vi.
condition was first noticed,
the house about what to do

No
2 ïes
9MV
IF YES, LISÎ PERSON AÌID ADVICE crUEN

vi. DÍd you talk to anyone outside the household (other
than a heal-th professional) about r¿hat should be done
about the conditlon.

1No
2 ïes
9MV
(IF YES, LIST PERSON, RELATIONSHIP To SUBJEcT AND ADVICE GIVEN

vi1. Dld you use any home renedies, or anything not prescribed by
a doctor to help treat the conditton(s)?

1No
2 ïes
9MV
(rF rES, LISÎ TREAruffTS)
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vifl' Did you go to a hearth professional about the condrtron?
1 l{o
2 Ïes
9 ¡fv

(tf teS, LIST TypE OF IIEATTH PROFESSIONAL, eg. DENTIST,PHYsrcr^AN, DENTÂL lfEcHÁNrc' pHARMAcrsr:NOTE rF THrs
OCCIIRRED TN CONJI]NCIION WTÍN OTHNN HEÂTTH SEEKING BEHAVIOIJR0R AFIER)

lx" Have you experleneed tbls synpton before:

1No
2 yes

IF TES what did you do about lt 1ast tlne?



A
5[

 T
H

E
S

E
 Q

U
F

S
T

IO
}I

S
 O

F
 A

LL
 S

U
B

JE
C

T
S

In
 t

bo
 p

ao
t 

2 
vo

ek
a 

ha
ve

 y
ou

 e
:r

pe
rle

nc
ed

t

l. 
P

aI
n,

 lr
rf

ca
tto

n
or

 b
ur

nf
ng

 o
f 

th
e

3.
 P

af
n,

 l
rr

fc
ac

fo
n

or
 b

ur
nl

ng
 o

f 
rh

e

4.
 P

al
n,

 f
rr

tta
ct

on
fo

r 
bu

rn
ln

g 
of

 r
he

oo
f 

of
 È

he
 m

ou

5.
 D

fff
lc

ul
ry

bl
cf

ng
 o

r 
ch

eu
Ln

g

ó.
 B

le
ed

fn
g 

gu
rn

s

ry
qB

 ^"
D

 R
E

co
R

D
 A

* 
**

Þ
¡ß

ffi
sE

R
ro

us
xs

ss
 

A
t{

D
 r

}t
lE

R
pE

R
Þ

tc
E

 
co

D
E

 iE
m

-lr
 ¡

¡¿

(¡
c. R
Þ

{E
D

T
R

IB
E

)

2 
A

 L
IÎÎ

I.E
3 

X
E

D
IT

¡{
4 

V
E

R
Y

W
8"

A
T

 D
A

B
O

ln
1-

4

H +



W
A

? 
D

ID
Â

8q
n 

I3
1-

4

F o \tt

u4
¡ 

¡¡
H

l-

lrE
lù

Î(
E

û.
H

O
H

E
 R

Þ
{E

D
I

D
E

S
C

R
IB

E
)

2)

A
B

O
U

î 
I1

?
m

i¡E
D

--
T

õ
so

gp
ox

e 
I

w
t{

o?
 I

Â
S

[ 
Î8

E
S

E
 Q

U
E

S
'T

IO
IIS

 O
F

 A
LL

 S
U

E
JE

C
T

S

In
 t

bs
 p

oa
t 

2 
vo

ek
s 

h¡
ve

 y
ou

 o
rp

or
le

nc
od

r

7.
 P

at
n 

ln
 a

 J
au

Jo
 tn

t

'ß
¡o

uc
h

ne
ra

l
rf

or
t

bo
d 

ra
ou

t 
h

È
ln

g 
o

ï co
ld

 r

h In ur on

B
O

U
C

as
lg

of
 

yo
e,

 
or

I 
O

re

lry G
e

ræ A
E

B
T

I k A
.

9.
D

lo
.

df
ac

tt. Y
O

U
 r

12
.

I 
lp

e
ch

e 
e

t3
.

3 
H

E
D

II'
LT

1,
 V

E
R

T



A
S

Ã
 T

B
E

S
B

 Q
U

E
S

IIO
N

S
 O

H
LI

 O
F

 s
uB

rp
ttg

 w
lÎl

{ 
H

Â
lU

R
A

t 
lE

E
r8

In
 tb

o 
pr

at
 Z

 lr
oe

ko
 h

av
o 

yo
u 

€x
po

rle
nc

od
t

14
. 

F
oo

d 
rr

ap
pe

d 
or

sÈ
uc

k 
be

ts
ee

n 
le

et
h

2O
. 

A
 t

oo
È

h 
se

ns
lÈ

lv
e

21
. 

A
 L

oo
th

 s
en

sl
È

 f
ve

at
 

or
 

co
ld

22
. 

A
 t

oo
th

 6
en

6f
rf

ve
È

o 
ch

ew
fn

g

S
U

}ß
E

R
 Â

üD
 R

E
C

O
R

D
 T

T
L

S
E

R
IO

{¡
S

N
E

S
¡ 

A
H

D
 I

tr
lE

R
F

E
R

E
ilC

E
 

C
O

O
ì 
ii&

'it
 

O
r¡

A
B

O
U

Î 
I

lA
LT

E
D

so
H

Þ
0I

E
H

H
O

?

2 
A

 L
II?

I.E
3 

H
E

D
IIß

{
4 

Y
E

R
T

W
A

T
 D

ID
 T

O
I' 

æ
ô&

K
A

 I
1 

B
E

ro
f,M

t-
4

H o O
\



A
S

Ã
 1

8F
E

 Q
U

¿
S

T
IO

H
S

 
O

H
LY

 O
P

 S
U

&
IE

C
IS

 W
IM

 S
A

T
U

n¡
'L

 Î
E

E
ñI

In
 tb

o 
pa

at
, 
I 

ve
ok

s 
h¡

vo
 y

ou
 o

rp
or

lo
nc

ed
r

23
. 

A
 t

oo
th

 s
en

sf
tfv

e
È

o 
br

us
hl

no

H
O

H
 }

I
I1

 II
I

V
IT

H
O

R
 A

C

E
$'

B
E

R
 A

gD
 R

IC
O

N
D

A
B

O
U

T
 I

T
E

R
-ñ

-
so

û{
Ð

H
E

H
lto

?

2 
Â

 L
rlu

ß
] 

H
E

D
II!

{
4 

V
E

R
Y

M
A

T
A

æ
Û

T
1-

6

F o \l



Â
S

{ 
ÎH

F
.S

E
 Q

U
E

S
ÎIO

X
S

 
oi

lL
I 

O
F

 S
U

&
rf

C
tS

 H
H

O
 S

E
A

R
 D

E
N

T
¡R

E
5

In
 th

o 
po

at
 2

 v
ee

ka
 h

av
o 

yo
u 

€r
pe

rl.
€n

co
dr

27
. 

A
 s

or
e 

or
lrr

ftå
tlo

n 
fr

om
 a

de
nÈ

ur
e

31
. 

A
 r

ou
gh

 o
r 

ah
ar

p
ar

ea
 

on
 t

he
 

de
n¿

ur

32
. 

A
 lo

cr
 È

oo
ch

 o
n

33
. 

D
lft

tc
ul

ry
cl

ea
nf

ng
 y

ou
 d

en
È

ur

r 
de

nE
ur

34
. 

S
ho

ck
s 

ln
 y

ou
r

æ
ur

h 
(g

a 
lv

an
f 

c
re

sc
t 

io
n)

U
Iß

{B
E

R
 A

S
D

 R
E

C
O

R
D

sE
R

ro
r¡

sH
æ

S
l 

A
S

D
 T

uI
E

R
F

E
R

E
H

C
E

 
C

O
D

i i
 u

m
--

-¡
r 

a¡
¿

2 
A

 L
IIN

,E
3 

H
E

D
IIH

4 
V

E
R

T

H
[A

f
Â

&
n

1-
4

F o co



13" Now r have sone questions about your abirity to carry on drfferentactivlties" r an interested in your capabiiity, not v¡hether ornot you actualì-y do then.

i) Can you use the telephone to call others?

109

WouÌd you have any difficulty gettlng to the dentist
lf you had to?

1No
2 Yes
9MV
rF YES, WHr?

1No
2 Yes
9MV

11/

1/+" Now r woul-d like to ask about your incone and expenses.

What you teIl ne is confidential_ infornation.
(EXPLAIN THAT THE QUESIIONNAIRE IS NoT MENTIONING HIS/HER NA.¡{E AND THATTHE INFORMATION WILL BE USED SIATISTICA],LY AS WE WANT TO KNOW I{HATTNCO}MS OLDER PEOPLE MAKE IN GNERAT, AND NOT THE INCO},ÍE OF ANÏ ONEÏNDIVTDUAL) (IIAHO RESPONDENT CARD)

a) I.Ihat is the average yearry rncone for your household,including the old age securlty paynenti

01 No incone
02 Less than $5OOO03 $¡ooo - $69990/+ $zooo - $999905 $10,000 _ $ttr,ggg06 $l5,ooo - $1g,ggg07 $20,000 - szrr,ggg08 $z5,ooo _ $2g,ggg09 $3O,OOO - $3g,ggg10 $4O,OOO +
99 MV



\

1tro'

(THANK REspoNDENT FOR Hrs/HER ASSrsrÁNCE. RBcoRD TIME oN FAcr sHEET)

THIS CONCLUDES TTIE INTERVTEI.¡. I HAVE E]'IJOYED TALKING WITH YOU ANDWOULD LIKE TO THANK YOU FOR TAKING TTME TO PARTICIPATE IN THE STUDY.üIrrHOur YOIIR OO-OPERATTON AND ASsrsrANcE, rr wour,n NOT BE possrBlE.

WOI]LD TOTI BE INTERESTÐ II{ RECEIVII{G RESTITTS OF TEIS SÎIIDÏ WHMI TÏIE STUDÏIS COMPLETED?

1No
¿ Les


