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f the patients’ self-initiated

reasons for wali¥ffig dentdl Servides a espondmely received dental care
interventions proyid€d by"a futal pyblic bospi Sputhern Thailand. This study
is also an am gty O agsociation betvee M independ tfactors{age, gender,
and dental insug ategories of self-initiated

reasons for giflizing 5), figve: Wil association between

dental insurancegStatySesf ghpecially Mg ‘1’\ sersal % verage Scheme, and the
preventive me : : lizing dente) 8¢ s'emphasized. Descriptive
statistics i sample numerically.

Numerical desgfip gus data, and frequency
distribution ag ) : '_‘ Chi-square tests of the
association betweell thgfindependent; ‘ i@ outfome variable were used.
Multivariable logfistigl regression—analysis *washundértaken to identify factors
independently a€socigted with, e outetnis 2 e study assessed statistical
significance ofm ,

The main feas s was for treatments. Only

limited number of patn:n < ventive dental services. Almost all of
: entions gtive treatment and rehabilitation.
Age any ing by Univi heme~ showed significant

pdeptal services. Adult
: 3=xpr¢ss preventive

¥ years old and over.
were more likely to
express tive reasons for utilizing dental servicel patients with other
dental insuran statuses Nevertheless, very low percentage of patients expressing
preventive r nﬁ utilizing dental servigeé’ must be noted.
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CHAPTERII

INTRODUCTION

The first chapter sum

i ! lfx ound and rationale of this study which
focuses on self-initiated . S services, provision of dental

particularly pre e S, \obje ) “the study, hypotheses,

conceptual frap

(Chestnutt, 1998a). P ion- of he Sdiscasel personal health belief, and

attitude towards self- dlrecte ? ----- SSi health care can potentially influence an

Spe ion, according to

Andersen’s B ioral Model of Health Services Use in tMl%Os health services
utilizgtion has beg &&Pplained as a function Stthree specific components; including

BN ENINEIRS

The&tlcally, utilization of healt services is a coIIectlve function of personal

AWIRIT mmﬂ NI

1995). Based on this model, several studies have been developed to study factors

affecting preventive use of dental services which is a preventive dental behavior. The



2
most commonly used indicators for preventive dental behavior were the reason for
last dental visit and the recentness of last visit (Antonovsky and Kats, 1970; Coburn

and Pope, 1974; Kegeles, 1963;
and Gray, 1968; C|ted i

studied included annt |t fO"lt Ie kias, 1968 cited in Swank et
‘—‘

/19 9: Chen and Rubinson, 1982; O’Shea

dher indicators which have been

al., 1986), frequ , or flgssi ' Rayner, 1970; Chen and

Rubinson, 1982 ' if._carious tooth salvage

behavior through the
self-initiated reas X 6 Ul t Zafio elf-initiated reason’ was
. y - i ;* .
adopted instead of t n’ foun eristudies to dominate the key feature
{ \

led reasons for utilizing dental

of this study whic inv e, patient’s initi

services. Attempt to “avoid oral health seeking behavior was
ensured through excl o;‘."f __ ",' ch as appointment for further
treatment. \The‘term-‘self-reported-reason’, found-in ( _)udies which used
questionnaires ; > 1o (e difference in data

ﬁdr
collection me of this study from the others. Since sMeported reasons were

qﬁnﬁ”ﬂiﬁﬁw TaTalo

elder who were illiterate or mcowenlent to write and some details in the ex e ed

reasons WEICh have been vocaEiy expressed !y |:1e patients to the health professmnais

and details of reasons which have been thoroughly recorded in the dental treatment

records. These features dominated initiation of this study in this field of research.



Why should self-initiated reasons for utilizing dental services be critically

studied? To rationally answer this question, the importance of the self-initiated

reasons should then be clarifiggl S& i f aged geasons for utilizing dental services are

of paramount importang antal, : % attention to since the reasons
primarily provide patieq fess ‘ iﬁﬁxperieme and perception

o attitudes towards oral

of oral health
health care, self-initiated reason can
also be viewe ft ¢ rehess gnid @ Niatio™efiiones’ own oral health,

and decision malgfig i ing ot shlth, cate. Theiefore, understanding of

reasons for utilizi fsefvices ; professionals to provide
comprehensive*dent ices «which Ve s Ve the patients’ oral health
problems, meet pte o health with consideration of

personal differences -awareness of oral health, attitude,

personal competence, and : o '“ Bkmore, information on different

frequencie@ jan oral health care

setting woultl&l Msionals to prioritize
: et

==t
the problems M act suitably to control such problems eﬂtively not only at the

personal level but‘@r the local communit{ie

AUEANENINAINS.. ..

is the request for a certain treatmengfand the others is tlﬂatement of chief complai

A RATIA R WA IN HIR
tooth removed”., “I want to have my tooth filled”., and others; or express the chief
complaint. Based on a medical dictionary, the term “chief complaint’ has been defined

as “a subjective statement made by a patient describing the most significant or serious



4
symptoms or signs of illness”; for instances in, pain, gum swelling, bleeding per gum,

and others; “or dysfunction”; for example, limited mouth opening; “that caused the

ff
Physician Reimbursement

— = —-———i ;
at mplaints are more common

patient to seek oral health ¢
complaint is also deflneo\
the patient in the%n ‘

Compliance, 20

edical Dictionary, 2009). The chief

#§_medical care which is stated by

in certain setti 987), the requests for

dental treatmen ytal, mplaintsigata age, useilliin addressing patients’

needs of oral healgis®” Iff pereeivetf oraliprablems Which drive them to visit the

%,
-

dentists and “the ] ‘ el 'be & positioned to provide

appropriate carg ieet (e gre pee all Patients.

%
A

|sea Sprevention and maintenance of
oral health is also expresset¥in the request @health check-up without experience

of any abnormal signs. of {9',: loms. Del _prevention is a very important
goal in oral disease surveillance and prevention. Prevent =aQd*@gromotive measures

#ﬂ ed in Thailand. The

for improve

i ,
examples are«dx financed vertical programs and |mph€u£ntatlon of Universal

deémziﬁ% 1Lt |l i

of patients utilizing oral walth care serwces for preventive and provve

o W‘Tﬂ’*‘lﬂm I

symptoms, request for oral hygiene instruction, and request for propjylaxm c;eamng

To provide information for such an evaluation, not only the study of reasons for oral

health care seeking should be undertaken, but also the received dental care modalities
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in response to their inquiries, especially the preventive modality in comparison with

the dental treatment and rehabilitation, should be studied.

It has been documenteg \fh? jhgginsurance improves the likelihood of

data are lacking-tee tion | Weol (TCASrance schemes improves
ton, and result in better
insurance schemes on
utilization of de i : u odalities has scarcely
been explained. Thls, ghar etistits and Ohs Ofydifferent dental insurance
statuses in Thaf dentdl p e s sh itd, be prima \ h"\. ri d and further assessed

rance statuses and the reasons

A\

whether there are i E seen ealth

for oral health care utilizatig
Ultimately, it is_
mfluencm@

different st

d gender are factors potentially
_ ﬁal diseases vary in

t the prevalence of

—— '
periodontal diyses vary among different ages (Miyazakt‘ﬂIQSS); the variation of

reasons for denta‘ iSits and received oral Rgalth care modalities in different age

RO T TRE .

dentalserwces preferred between ?ales and females (Jaafar 1988). Based on these

AWIANTT AR MIINIANY

services. Hence, age and gender characteristics of Thai dental patients should be
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described and further assessed whether there are associations between these factors

and the reasons for dental visits or not.

and ‘Tambon’ in the
following exp iog¥ refer #1 : hitd level administrative
subdivision of T ¢ i el { first \ . istrative subdivision of
Thailand is provihce I ) '

It should &lso note & publi@hospital established for each
district in Thailand. Hea @ \ ed in these public hospitals are
organized by the Mini ’fﬂ? ._;,-" d._Most of these public hospitals
are ‘commk e h-vary-in-size from-10 ‘_',._, s. Larger districts
have larger

q:llit 0 |$,|:':} These hospitals are

- 11
called ‘genera spitals’ and ‘central hospitals’. Central hoiulals provide the highest

mmﬂﬂ%%*wzﬁw”““

Hua Sai Hospital:
District, Nal<hon Si Thammarat Province. It provides !ealth care serwces@oth to
67,349 officially-registered local residences and patients from other areas. Although

the official service capacity is a 30-bed-sized hospital providing secondary health
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care, it has actually 64 beds for hospitalized patients. Its network of community health
care include 1 community health center, 14 health stations, 3 private medical clinics, 2

private dental clinics, 9 priva ng Eligics, and 2 dispensaries. Total number of

hospital professionals i ¥ medical doctors, 3 dentists, 5

pharmacists, 55 nursess esmwrse nurses, 5 dental nurses, 1
a’

dental assistan'g,ﬁ"dﬁfh"J |

radiographic

laboratory officials, 1
community health
academicians, 3 ¥ tministrative officials, 5
community bubli iger’ i al' st sti al, 1 emergency medical
official, fiti ‘ i — - \ A \ prosthetic legs unit
officials. The he 4 :‘ | v‘ " e stanc - 1\ care with participatory
role of service ugéfs i 'u;.' fights’ \\ :\‘ bn. Four missions of the
hospitals include... ; r{{ 7 |
1. Holistic health c y 399 ! tion, prevention of diseases,
t@care.
) R
3. Comlhumity healt Cipation otjﬁfal residents

4. Academif Rlopment unit of healwrwce network

ARBINUNINYINT

Dental services pl’OVISIOI’]

UV Rtk wiphjtar(]

diagnosis, treatment of oral diseases, preventive and promotive dental care, and

rehabilitation of oral health. (Hua Sai Hospital, 2008b)



Scope of dental services:

1. General dental services provided at the Dental Department of Hua Sai

Hospital
2. Mobile dental ‘ v ‘ s for patients in the remote areas

from the

iftes dents in the community

6. Rehabilitdion§f oral . gr ' s the p Vi of oral prosthesis

7. Oral diseases8 j"f’g@éﬁﬂﬂg"_ polS¥@nd local community

' f Amphoe Hua Sai.

o
This serviced élﬂa was divi

2008a)

AUHANININYNT

Dental patients who utilized dental services provided by this hospital mainly

q mmn*smumﬁmmﬁﬂ

hospital’s serviced area and the patients whose nationalities were not Thai (mainly

s .r-'-
and 99 vil@es. (Hua Sai Hospital,

Myanmeses) also utilized the dental services at this hospital. Therefore, the total



9
number of dental patients utilizing dental services in this hospital was comprised of

patients insured by major public health protection schemes and the patients who had

to pay for dental services or

covered 4,240 pai .23%)*3Sagiall’ Security ¥6chéine (SSS) covered 5,437
registered patients (7. - ;: "'j.j_ )02
1.3 Health insurance sche

e
1.3.1 Over@a/

‘d’vvas household out-

A
-

e
of pocket payﬂﬁwt or the

service (Wlbulph‘p rt, 2005). Moreover@has also reported that there was a

AUBIABNIREANT -

(W| holprasert, 2000). At the same period of time, Sreshthaputra and others have

q WIAYIdnyEy

were in the high risk of catastrophic health care payment when they had to confront

as to speﬂq‘ by himself for health

unaffordable health care cost. Tangcharoensathien further explained that since out-of-
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pocket payment for health care services could be unaffordable for the poor, Thai
government has long been adopted incremental approach over the past two decades to
provide social safety net whi /
health care coverage Ww }/ loyees and their dependents. A
scheme which offe

ncorx Cltl Ith care services was later
—_‘I

introduced and W ,

years old and

in health care access. Initial offering

ildren younger than 12

sltho can afford their own

thet ey though the Section 52 of the
Constitution in 1997 has s '“ geclared c v hai citizens should have the equal
right to ac@ _o this law, nothing
has been “ a,Jutra et al., 2001).
Ultimately, thd“ w has late e process iﬂ'hction was launched to
successfully mpl‘h%the mentioned Consthal health policy (Sreshthaputra et

AU RIRINEING

|nfo tion and deficient health care market in Thailand; where options of health care

q mmmmmﬁwn 0y

even though Thai health system has long been incapable to offer equity in access to

health care facility and equivalent health care financing to all populations; the
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institution of universal healthcare coverage is necessary (Sreshthaputra et al., 2001).

Later in October 2001, commencement of an arrangement to implement universal

health care coverage was adjudic@tedy b e government (Tangcharoensathien,
2004a). Consequently, i I /omplished universal health care
coverage for the W& s&

— s, 1

fion t%the mplementation of Universal

i

Healthcare Coveraggs (J gudaemstik
A
has adopted a gradual

approach to pr NSIoN*C for health care.

b

Tangcharoensathie igd 4'-:_‘ il Servant Medical Benefit
F 4 oy . N
_ ol \ \
Scheme was ini i -p-mé:;- e heg Ar&coverage for the government
;\' i<\ \'-

employees and (jiei dants; ~in sphusel| children, and parents.
(Tangcharoensathien, ! i fuided Medical Welfare or Low-

Income Scheme was later.ipteg ;-;w_-
- T a

iy

care servic@

12 years cki /
&
Voluntary HeaM Card whi

was introduced toﬁwho were not covereWLow-lncome Scheme. However, the

AUHANERTHE AN T

part“ation of ill people while healthy persons decided not to join

QTRNASAINAINYAY

inaugurated in 1990 to provide health care coverage for employees in the private

er low-income citizens free health

lerly, ¢hildren aged under
vy

_m12004a). Moreover,

e
icly subsid.jﬂd health care coverage

sector and this was capitalized by the government, employers, and employees
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themselves. This scheme utilized a contract capitation model for its provision of

health care coverage (Organization for Economic Cooperation and Development,

1094). |
Although several /% had been successfully launched,

the whole populatlo covwd a ¥ percent of the Thais were

left uninsured irW.

purpose to offer : | E\- € ghced in October 2001 by

efore, rectifications with the

the government i miv sche tize he contract capitation
model. This ;%che ‘ ; ‘ < Xi h' hcluding the Low-Income
Scheme and le Vo y | 9, ma a distinguished scheme
. ensure the complete

coverage for the enfife Tifai ‘}‘;Q‘- g ansathien, 2004a).

Ever since the accon égr_'!ﬂ‘!l_' grsal coverage scheme, the entire

populatlon@T _ e@sently three major

health-flnarkl e (SSS), the Civil
Servant Medidﬁj Benefit

Jongudomsuk hasfmned that “the Somalvurlty Scheme covers formal sector

FUBINBRIHEART

emp ees and their dependences, and the rest of the population is covered by the UC

q 8E Ntk i) (1R}

'
the Uni@al Coverage Scheme.
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Table 1: Main characteristics of health financing schemes in Thailand

Charactaristics  Public Employeeas Private Employeas The rest of Thai
(CSMBS as a prototype)] [ |1 588 . wWes (ucs)

|. Schamea Fringe banafit Compulzony Social walf are
natura g
Madal Public rei mbursang m Public integrated madal

madal

The rest Thal population, wha
are nat qualified to pravicus
columns,

Il.
Population
covaraga
2006

MNo. of a7

Banaficiaries
[millian)

(Source: Sakuhph git, 2006

Sakung amt as [eno @\th ,-‘ por “_\ o"'-.," ‘ it| n covered by different

public health prgi gction sck 2Mes. "f‘:"‘__ Derce 3 lations were insured by

- ".’f 7.‘ s
Civil Servant Medigel B em eme., Sop1al Sect SGhemes covered 15 percents

B86) were covered by Universal

of the populations. Th jority of the p ons (

Coverage Scheme. (Sakun ar-.-—.-.- _were also Thai citizens who were

covered by-ﬁer ) ances prov er@ch as employees in
& —_— = d

}hools, and others.

*
-

(National HeaIFPJSecurl

Civil Serviat Medical Benefit Scheme ffers health benefit package for public

FUBANY ?Wﬂ 1
20 m iIch now it has been slightly” changed to online Tegistration and the
beneficiaries do not need to pa aﬁr the registration. &@gial Security Scheme; SHlich
q WAaF-a HHIINE IR

offers health benefit package for private employees, using capitation payment method.

=
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The Universal Coverage Scheme provides health care coverage for the rest of Thai

populations and adopting contract capitation payment method (Somkotra, 2009).
dental services utilization

1.4 Influence of health insur ’
Despite of the fac )‘( re well-insured by the mentioned

health insurance sc tlon J} th skages for oral health care

pi@sthodontic and orthodontic

e —

services exists M :

treatments, CS

" ‘Q'
@ental services which are

@ficiaries can be provided
either by public oggfri Vices However  th | ental services are limited
only to scafing, £ ilin ] L (So kotra, 2009). SSS
beneficiaries res [ 250 Ba "; VI and this is restricted to
I \ pral health care modalities

consisting of preve ' @0t planing, dental extraction,

intracoronal dental restora ACrylit ": e, pulp treatment for children, and

root canal tredn pe fontracted private oral
health careb' \ ,\J
— et
Somkoilg has exp implﬁentation of universal
coverage policy, @(Hlty in accessibility arwmzatlon of oral health care services

AUHIRBATHEANT

nd utilization of oral health care services” (Somkotra, 2009). The 5th National

NIH SIS neTaY

twenty percent of these Thais have accessed to use oral health care services (Division

of Dental Public Health, 2002). The role of universal health care coverage in
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prevention of catastrophic health care expenditure and medical impoverishment has

been extensively questioned since it is believed that inequity in oral health care

service utilization should be at tless number of elements to consider for

policy rectification to ent accomplishing the intention of

equitableness in orﬁ% ' iz :'_‘ s proposed through various

-—H‘

pertinent inqmsw_ e.ofuniversa erage on oral health care

‘ "--,\\'. ce scheme in Thailand
-based Preventive dental benefit
package. None of y’;{ ure. /has. portétl about the effect of this

g enhancement of preventive use of
uthermore, none of the
40

woy beneficiaries of

ge then led to the most important

hospital-based preventivq, f.’f/ ——m—-

dental ser\(’a
literature hts 0

=
different insurMe schemes.

question in this stﬁWether there is an assvlon between dental insurance status

FUHIRHNINEING

It should be noted that there is also another preventive dental package funded

AUIANTIEN R Iay

are provided mainly in community (outside hospitals) and only some vulnerable age
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groups are emphasized, for instances, provision of dental sealants for school children

and preventive dental program for the elderly through public hospitals’ elderly clubs.

odel of Health Service Utilization,

demographic factors playas CI3 jphhg health service utilization when
equitable access is “Provided=(A , QEtégraphic factors which may

In addition, based o ‘

gender are availablgfin ghe | _’ Al A C f"uhl'- 8land gender are two factors
additionally in r : f 18 .\»u.,\ I use of dental service in
the condition whef¥ de g or b f| ' pPackage are controlled or

equitable. Although '-'i‘i.—"}[' very ant Wdctor affecting health service

utilization, this demograph due to a limitation of unavailability

of data in t@] I tjf_\?ll]ew all patients who
=
have utlllzek 5 _,.\J

. : :
1.6 Research cjﬂestions -E]]

1. What are th‘s -initiated reasons foumzmg dental services and their

AUYUINBNINEINT

t are the received dental care interventions correspondmg to the self-initiated

AR st Ingnsy

and dental insurance status; and main categories of reasons (either preventive reasons

or curative reasons) for utilizing dental services?
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1.7 Objectives of the study

1. To describe the characteristics of self-initiated reasons for utilizing dental services

among Thai adult patients.

2. To describe the c €ived dental care interventions

corresponding to the% among Thai adult patients.
—;
3. To assess thwv pendent variables; including age, gender,

ans for utilizing dental

and dental ins

1. In Thai rural pulght nifal setti b e Majoki ty' ients seek oral health care

2. Received dental ' 0 \" ,' @; pondi o ik self-initiated reasons for
utilizing dental servi€es ;’;@F}ﬁvﬁ the entSMOT oral diseases rather than

prevention. ’;, ..ZW.
3. There is@s 's@easons for utilizing
r——————————————— =

dental servke 4 djare more likely to

— ‘ i
express preverit.jje reasons rvices moﬂ]han elderly age group

(aged 61 years oltﬁn Ver).

AUBIRBATHEANT -

ut|I| dental services. Female patlents are more likely to expressed preventive

9 MR IbTIb IV M) (1ITL)

reasons for utilizing dental services. The patients insured by Universal Coverage
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Scheme are more likely to express preventive reasons for utilizing dental services than

the patients who are not insured by the Universal Coverage Scheme.

Indepene endent variable

Age (Age group)

) ' AN Reason 10T dental visit:
- Adult ageg oup, v N A%, Prelentive reasons
(20-o0ears 4 Y I AT, SEura reasons

- Elderly age grglip
(61 W Ol. and :‘:‘

y

Gender:*

{ i .- ‘ i \ Iily"
-Male ¢ Y RaN = /8 Rece ed oral health care
-Female # ' modality in that visit:

*Preventive dental care
“Curative dental care

Oral health insurance.stat
- Insured byU iversal-
CoVakage
- Net d | Iniversal |/
o_ e r'n
uc

—

P} Nﬂ@%ﬂ% WIS

offe health insurances such as insurances for teachers in private schools and

employees of government corpoggite. Non-UC alsogincludes the state ofg
redm@Qr Opit-
Q\ ARSI AN TINB TR

Figure 1: Conceptual Framework
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1.10 Implication of the Research Results

care that meet the exact needs

pecially the initiation of oral health care
& désfunction. Moreover, clarified

The result of this study is useful for local dental professionals in providing
program to control high

direction of approprigt profiGtive programs which suit the

residents would dy=iJITMatelig@ibe influence of different

AUINENINGINS
RIAINTUNRIINYIAY



CHAPTER II

LITERATURE REVIEW

h and diseases, definition of oral

To understand the issues rel the dissertation, this chapter offers relevant
theories and concepts. |

ns in the oral cavity are
! Taduliszdental caries and periodontal

“sitevention of oral diseases,
concisely explai ‘ ent der ggiodontal diseases. In the
third topic, oral hgdft Far : Shevidences from the sixth
National Dent _ ' J phai ".’-‘,:‘ ] ized and tendency of
oral health statg i gd h' _\ :' ided. The fourth topic
d8bn Andersen’s Behavioral
Model of Health Ser _, es Usk iis” ;;*_ )s ini@ral health services utilization.

The last three topics are ab Lhealth insurance schemes in Thailand

and their C@a e
2.1 Oral Ht

2.11 Definitidﬁ}f ora risticsﬂlorgans in oral cavity

Deflnltlon‘f oral health

- ﬁ' affl Iﬁ jfwf' f‘ﬁe United
#as explained that the c mposmons of oral cavity Include dental organs (teeth),
Q ierlodontal orians ‘iums or lival, ferlodontal ﬁ]ectlve tissue perlMtaI

e

glands, masticatory muscles, and the jaws (maxilla and mandlble) The mandible or

lower jaw is connected to skull base by the temporomandibular joints.



21
Coequally crucial are the innervation, vascularization, and immune systems which
function to perceive oral sensation, nurture oral tissues, and defend against oral
diseases, respectively. The ge ‘ /v
association of the oral ti “ /
enclose the oral c

res 8hos
-———l

“craniofacial”. iV _-:__; ercgQlle. than healthy teeth. It

f gevelopment in utero affirms the close
n, skull, and facial tissues which

are apprehend in the term

signifies being_ igg it ot U™pRd IMedioropharyngeal cancers,
oral mucosal lesight, c S ucth as SleMlip aMlate, and scarce of other

oral pathologic cqgiti " ora OB aM@figcial tissues, collectively

called “craniofaci ) , : vd:r SSUgs | 0f 'C MBfacial complex essentially
represent hum . e_.y glle n;: vr MSPERKINOA kissing, sighing, taste,

touch, masticatio ‘ e “ ition, ;: ?- ematipnS@hrough facial expressions.
u icatl ig II‘ ,.,.;‘* \ilg \w g p
They also provide dg --fi-.r.r:,ag: n}’.g b hhrds and microbial infection.
Since the definition of “he f.’-:’*::—g'" [ iee the meaning of health, “freedom
from diseage, Wle stgfd pf what health truly
it erpan” g oy
is, a moreb v the World Health
: ¥
Organization. l|defined tha state of p@cal, mental, and social
well-being, and r‘ the absence of |nf|r ”. The extended definition of oral

AUBINENIHEING -

|ncI d in the meaning of oral health. (The National Institute of Dental and

QRIANN TN INYIAY

since oral health is an integral part of general health, and their nature and nurture are

inevitably linked. Therefore, oral health care must be included in the health care



22

provision and community-based programs. (The National Institute of Dental and

ip the oral cavity
aV|ty collectively serve several

uscles and they function as

Craniofacial Research, 2000a)

Normal characteristi

In general, nuMEng

unique functions. T ’ vabl y r
R —

the front gate aIW

formed by resilj 3 iling of the ‘oraves \ Tiggpicated by the backward

lls of the oral cavity are

extension of palg®o | ihe bagk ba ™ es the oral cavity from
the nasopharyngegf cay ot e n be divided into two
portions. Th ”ante' : ) dis ‘_“'1 ard u to Its formation by hard
palatal bone ang io tfymatic forces within the
oral cavity. The ' | ‘due to its muscular and
connective tissue c@Mpop! "’ﬁﬂ& ble 'k with the pharyngeal wall.

Projecting from the rear of la which is a dense muscular and

SOJ .l’l' LLE
:i—f.:-ﬁ-*.v

connectlve@ ’ edf““floor of mouth”, is

primarily f . Paired tonsils and

= '
adenoids domiﬂ&ntly functio System. TQ@IS are positioned at the

sides of the palat"vﬂe adenoids lie wﬂhmm nasopharynx. The pharynx further

AUBARENTHEINT

vul b|||ty since the obstruction of airway by food or other objects can potentially

QIR vy

mandible or lower jaw is attached to the temporal bone of the skull by the paired
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temporomandibular joints. (The National Institute of Dental and Craniofacial

Wy,

Research, 2000b)
2.1.2 Oral diseases

a) Dental Caries

The term “d an b&use ntification of carious lesion
-——i—‘
or explanation W jous lesion, dental caries

has been defin ' ; sy cePMle, dental hard tissues by
acidic by-produgjé®Tr fegial fermenation, o RN gohydrates” (Selwitz et
al., 2007). In ter i : proce -y “,_ \ defined as “a dynamic
process invo \)ing 3 , I ) ‘7 C ~ ions between tooth
structure and i laflue fld ,; ‘ S ofacids produced by the
fermentation of § rb drate I-;‘:": i 0 i s” (Chestnutt, 1998b).

Collectively, dental gerieg -' ( eriaMlisease of the tooth causing

i | the calcified dental hard tissues

ag‘? of some dietary

’ '
may occuﬂn smooth surface or in

localized dissolution and lossr o F-mineral
7 -,-W

by acidic @

carbohydrabs /|

==t
Dentalyies is a pa

pits and fissures oﬁiﬂoth in which a mlcrOWOral biofilm or dental plaque can be

A U NUNTHEIA T

|an |ng vacillations in pH. Decrease of pH may result in a net loss of mineral

ama:m:immmmﬁa

total of demineralization outweighs the remineralization, loss of mineral is dominated
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and detectable carious lesion is developed. Nevertheless, when this mineral exchange

is insubstantial, a carious lesion may not be discernable. (Kidd et al., 2003)

Metabolic activity in t i;a key process in cariogenicity. It is an
omnipresent occurrence Wi » ' Nevertheless, caries progression

can be arrested by

| . — ’
and fluoride toW iofilm igpagliatyaigRinpletely eliminated, loss

§808Y0 the capability of bacteria
to ferment sop hytliate  SAbStre chBaSiucBte and sucrose, which
contributes to aci  " g si ficant.decrease in §ifiMf{pH within 1 to 3 minutes.
Biofilm pH stays acig o;:@}:?@»p-_ B reWling its normal pH around 7.
Buffering capacity of sal Iva converts acic ondi jon to neutrality and this suggests
that a persgl iﬂ;e) al., 2003)

¥
Slnck L) _d’root, initial damage
= ; '
occurs at eithef|gnamel (an Wwn) or cen’H]tum (an outer layer of
root surface). Derﬁlﬂles progression is usu slow in most people and its initial

AULIREATNEARG

car| § lesion is uncontrolled, |t gradually progresses into dentin causing an

RIRINS. alaningdy

usually causes severe toothache due to irreversible pulpal inflammation (pulpitis).
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Bacterial infection in the dental pulp can also devastatingly progress beyond the root

to damage surrounding periapical tissues and alveolar bone. (Selwitz et al., 2007)

Gingivitis and ‘ ‘lj J// ed_as inflammatory response to
infection of period&
—

b) Periodontal diseases

ns (Wlllla —1 ed in Tatakis et al., 2005).

Gingivitis is an rvical area of tooth in
ible when plaque is
eliminated. In ¢ st, plrioflahiti r. _ [Sible destruction of tooth
connective tissue . ‘, ' nghall X ;"- e (Tatakis et al., 2005).
Evidences ha;ve > ! l H D . he pathologic onset of

er @elOf into periodontitis since

periodontitis bui g| Givitis, u:’f“ es f \
.'* A\ 'R

susceptible host is g8sen Ifor M‘ ngsis (L "[\ e'ellal., 1973; Loe et al., 1986;

p s
“ 5. 4

Page, 1999; cited in Tj -‘-{u:.‘;;'g ).

Gingivitis A

9 ,/.,-W -

. 9 ou t the life time and
fffffffffff puffy

its pathog& ' ,;u&ivitis is clinically

i

diagnosed by lit§ signs of alteratiqﬂin color, contour, and

consistency of gl‘l The gingiva turns re@d swollen with loss of its stippling

ﬁ umw Y INYAAD
wmmm IRANHTRY

non-aggressive form of periodontitis which shows a gradual disease progression
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characterized by a period of active pathogenesis separated by dormant phases of
various durations (Albandar, 1990; Albandar et al., 1986; Socransky et al., 1984; cited

n pe further sub-classified into localized
chronic periodontitis (m% W or a few teeth) and generalized
chronic penodontﬂw& mvc.)ymg

Aggressj

in Albandar, 2005). Chronic peri

Armitage, 1999).

Aggressiug » or periodontitis (Lang
et al., 1999). Its g | ' \'A '_ . d early adulthood and
thus used to _be i o ,‘ | . ot \ “ 1999). Aggressive
periodontitis t;an a ‘  £% f il periodontitis, into

localized aggre odontitis AN genetalized & B8siVe®periodontitis (Armitage,

2.2 Prevention of orgldisgaseS 2y’ =
Prevention of den ._pu- .-‘-:‘

.Vé Deasures. Moreover,
"""" = o

when cawt&e [ doperative treatment

:';’.
is necessarily iﬁjuired. Seve

carious developmﬁt ese measures mcIudwue control, rational use of fluoride,

FAUHINBRTREART

rtant to successful |mplementat|on of these measures since only the patient can

9 mmnfsmma*fmma 8

intervention disturbs the formation of oral biofilm containing cariopathogenic

'
entions ca@la effective in arresting

bacteria. Tooth brushing with fluoride toothpaste can potentially eliminate the biofilm
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and reduce bacterial load on carious lesion by means of mechanical removal. Fluoride

in the toothpaste functions in remineralization of the demineralized tooth surface,
preventing emergence of dental f resting initial carious lesions. Tooth
brushing with fluorlde y fdcticed twice daily. After tooth
brushing, fluoride o uldy cI Elttlng rather than forceful
water rinsing. By Spikiee | Jo |II remains in the mouth

and incorporatesg

prevention of d in'Bacterial fermentation of

"b’f *I

carbohydrates (majfly i he fo Eﬂ cuttln Miithe amount and frequency
of sugar intake should#fedug fo arious | ..r _ it usHally takes about 30-60 minutes
frequent sugar intake would allow
al fH is acidic for longer
v

ession. Therefore,

for oral buffering to neutr L’:-"} T-‘:‘;:x

COI"ItII"IUOUSka

(o

behavioral modification is a person \qﬂﬁp high caries risk and

existing habit of fﬂﬁt sugar intake. (Kldd , 2003)

AUBIRBRINDARS

s natural cleansing of tooth surface and buffering system to neutralize the acid.

q Wi ned

still function to secrete the saliva, salivary flow can be stimulated by the use of

chewing gum containing artificial sweeteners such as sorbitol and xylitol. This would
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allow increased salivary flow to alleviate the dry mouth and reduce caries risk. (Kidd
et al., 2003)

Operative treatment i

elimination of carious le ig¥is necessarily required to remove

non-cleanable b|of|I idd et al., 2003)
ed that regular dental
check-up is imp in ‘ urveillan : Jegjodegtal diseases. In the dental

visit, dental profegsfon evaluate-wihetherthe, periodehial health is in the normal

condition or not. P jtn g \1,., "1-,_ hen necessary so that the
' ] x A B
damage to perig § cal EVE ; St ‘\.\ ed.*Rlaque control by regular
- s %
i Y . i _ \ - -
tooth brushing is gvention erlodl seases because it disturbs
maturation of denta C fopathBgenic bacterial load. Tooth

brushing should be practl ’:;v #or' X ing between teeth by the use of

dental floséa ) @ be avoided while

;m,doted for prevention
of periodontal digeases. (Am 2001 |'
2.3 Oral health s’taﬁ Thai adult popula

AUBANENTNENT

urvey has been undertaken in 16 provinces, including Bangkok, in different

QURIRNITS TNy

aged between 35 to 44 years old; the elderly aged between 60 to 74 years old and 80

years old. In addition to WHO guideline, adolescences aged 17 to 19 years old were
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also included in the survey to reveal the trend of early-onset periodontitis. (Ministry

‘ g,surveyed adults and elders was tooth
| f
&verage of 3.92 teeth per person.

Most of the elderly (94, ve e*n 10 ave of 13.38 teeth per person.
e —— 2 -

of Public Health, 2007)

The main oral health[

loss. About 82.84 perce

Complete loss W the elders. In general,

8, both groups compared
to the previou STCE i 5'54.80% in the elders.
Nevertheless_ thes [ s : - by periodontal
diseases bec ﬁse 3 : j'rf 3 .»ﬂ. ‘ e e elders were found
having periodog ISEas P and 808 ,,:—” \ n-' had severe periodontal
diseases. Smoking#vas ostimportant facta Biated with occurrence of

periodontal diseases. #Fherg r; r,.m O pe adlls who smoked an average of

ts smoked a lower average of 7.47

ang issue in the survey. It
5
revealed th* A

z‘d the dental service
aal o .
in previous twil&e months. alth, 2007£|]l

In genera‘ &survey results su that control and prevention of

AUBINEATHEANT

req . Encouraging people to utilize dental services for prompt control and

q AT a ey

efficiently prevent oral diseases. The problem of impaired muscular strength in tooth

10.38 cigarettes per day W f-’-:’ 3 ?‘, ' ,: :

C|garettes @
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brushing found in the elders should be managed by additional measures, such as
chemical plaque control method. (Ministry of Public Health, 2007)

In conclusion, oral hea

Thai,adults and elders tends to improve and
v I

y Wing multiple strategies to control
g to@oth ‘h&needed. (Ministry of Public
- a

situation of tooth loss is
and prevent oral di %
Health, 2007)
2.4 Concepts
Accordiggh / eif's Vio al N\ Services Use in the
' of their willingness or
predispositio !to uti " , l i 7_‘ ‘: a w or hinder utilization,
' I t éimodel are predisposing
characteristics, enal ‘in. esour A | sen’s view, the model can
both predict and exflai ;Vs atic caltll services. Each explanatory
component can be viewed L‘:} “ dent ontribution to anticipation of
health ser\@ 77777777777 @ @rlptlve process or

causal sequh 5 s 915)

::." :

|
§ L
PREDISPOSING __, ENABLING ___, NLL“_..,JEE OF

'[:HJ'&R.-".CTTR?T 5 RESOURCES HEALTH SERVICES
S-:ncml Structure (D.'a!u

ama«&mmummmw

Figure 2: Andersen’s Behavioral Model of Health Services Use (1960s)
Source: Andersen, 1995
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POTENTIAL ACCESS = EMABLING RESOURCES

REALIZED ACCESS I USE OF HEALTH SERVICES

USE OF
HEALTH SERVICES

IMEQUITA USE OF

HEALTH SERVICES

v‘ . ) }
z@ Realth care services and this

attitude can be anticig ust soclial structure, and health beliefs

F sk

characteristics which already-e gence of ailment (Swank, 1986). In the

predisposin,gihar ' emographi rezhiological constraint

indicating : " (Hulka and Wheat

e B k-

1985, C|ted in 5 8, pﬁd by age and gender,

face different kind s of disease and thus dissimilar patterns of health service utilization

ﬂﬁ”}l]’l MENTNEINT

problem solving, capacity to manﬁe the problems, how physical enwrwnt

R LR UV INHARH

career, and ethnicity (Andersen, 1995). Social structure variables are related to

personal style of living, and to physical social environment of the person, which may
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influence health seeking behavior (Swank, 1986). Health beliefs include personal

attitude, values and knowledge about health and health services. These beliefs affect

the way a person perceives  abgi »’ ‘ sire and utilization of health services
| |
(Andersen, 1995). ‘\\ ///
% the iers@ the health services. These

Enabling res

—‘é

involve family r e, health insurance, and

existence of a reg ‘ of health care facilities

also enables utili Y=Uecreas i waiting time. (Swank,

an be either self-perceived

icfelt health are assumed to
utilize more remgffial’ services 8 WHB practice prevention are

expected to have mifor ilAess=and she se ‘@8sociation between need and

preventive behavior thro d‘ ank, 1986)

L)
\J

2.5 Universal-Coverage Scheme and denta -
A (t

The pri“mjry aim Of*pre overage S:ﬂ‘eme is to allow access

to health care serv‘ces githout barrier of healtWe expenditure. The patients who are

cﬁﬁaWﬂﬂnﬂ? are Thai,
, and are not covered by any other health care

WTRAS TSNy

Scheme beneficiaries, Civil Servant Medical Benefit Scheme beneficiaries, and others

(%2}

elige 0 by tAsY i

poéﬁ Thai 1dentification car

who are covered by other insurances provided by the government such as officials in
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the government corporations, teachers in registered private schools, and others.

(National Health Security Office, 2002)

i
ive benefits and prevention benefits.

o .-
'w
: - rr

aliservices

| Sy \
Benefit'Sehe 4 déntalls
. r;’ﬁ \“« \

, and dependents of the officials

h@alth care coverage for the

(spouse, parents, and.z chilc ”-Q and not exceed 3 children).

It should Qe noted that the dental be nefi - : Qme provides only
T
periodontal treatn? ot canal_treatment, thal tooth bIeachln correctlon of
treatﬂnt restricted to dental |njur*case The scheme does not cover the expendlture

Nl mnﬂj NI INYIRY

treatment t& s~ iese benefits include

' Il
dental extract surgical removal of impacted tooth, otﬁﬂloral surgeries, filling,
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2.7 Social Security Scheme and dental services

rity Scheme offers only dental treatment
j ure) The patient has to pay for

Ilng befo

Dental benefit package o

(dental extraction, fillin

dental extraction, fi ent by the Social Security

Office. The patiw 1,250 aht ataloyisitand reimbursement is not

exceeded 500 B to 5 replaced teeth, no

more than 1,200k | tsance per five years. For
acrylic denture gore than 1,400 Bahts are
reimbursed a ocial Security Office,

2009)

ﬂuﬂ’mﬂﬂﬁwmﬂﬁ
QW’Imﬂ’ifUSJW]'mEI’]ﬂEJ



CHAPTER Il

RESEARCH METHODOLOGY

The research methodolo

i r| ed thoroughly in this chapter, consisting
of research design, select | " / , definitions of terms and operational
definitions of varia - ection anﬁn, data analysis, and ethical
considerations. g ‘ 1 =
3.1 Research/

This is a [g#fosp ivé gbs

analytical stud Je! dhles (age, gender, and dental

insurance statu (mai 8gorigghof self-initiated reasons

¥ - ""f ~l'". r ‘i\ l'n_'
for utilizing dental g€rviges). Investigatic J an assg jati@h between dental insurance
. WY
statuses, especially thegni efsal-Covera ge, and the preventive means of self-
initiated reasons for qe};--=--=r----} Baservices is emphasized. In addition,
received ora;lXea [ v the S?E;t-'jlitiated reasons are
also studie J
LA |

i
3.2 Selected Silid

The study‘uas conducted at Hua Sai Hogpital, Amphoe Hua Sai, Nakhon Si

AREINBNINHNT
RINNIUANINEAY
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} Koh Tao

Sy,

] Knh Samui

-ﬁ—ﬁ-"—#

Selected sifé* e Pak Phanang

Amphoe Hua Sali :
Nakhon Si Thammératy ¥
Province, !
Southern Thailand 45

e >
Hua Sai

A
-

==t
Figure 4: Selfﬂled site

Sai, I\kkh n Si Thammarat Prowe Southern Thalland)

“ gerg patients w !oEuJized orjea|th care services progad by the

ntal department of Hua Sai_Hospital; from Mondaﬁ Friday durin FebrM 2,
Q\ HANA SRR IS

were selected because of their completeness in the computer database and more

a Sai !].H‘spltal, Amphoe Hua

('D

number of patients expected to utilize dental services due to less activities of dental
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professionals outside the hospital in the preventive vertical programs so that more

providers are available in the dental services. In addition, young adults who may still

study at vocational colleges an ivesSities, were also expected to utilize dental

(ﬁ . Nevertheless, this selection of
tter%of eﬂ&s provided since the dental
B a‘ S ,

services at this time peri

time period should %ﬂ
e —

——

service provisionJuas to fatients*nect=regligsts, and chief complaints

rather than availak ' ‘ otk S '
i b

Wreastaguior utilizing oral health

Y
r

%,

care services me i ign " criterig \ hcllidedSter inferential analysis to
" L %0 "y
A R

yridglestand the dependent variable.

\

%

The data of the g L , ere \ uSet, for escriptive analysis.
{ |, Vg .y i \
3.4 Definitions of erational _initi of V@riables
1) District itg ;- fers, 10 2 Bal Cale facility organized by the
government to provide meglical
district hoﬁiﬁ is
district hoskt f

.
as well as otw essentia

missions. The dis‘cﬂspital is capable to pﬁyje a wide range of primary medical

AUBIRERING N

Hua Sai Hospital is actually a community hospital. The term ‘rural public

SV Riapribiv el o F Y]

‘community hospital’, and ‘rural public hospital” were interchangeable, the term

e local residents in the district. The

3 her personnel. The
e
M}nerapeutic services,

pr

achievinqﬂf]e hospital goals and
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‘district hospital’ was adopted for the explanation throughout this dissertation due its

universal use in the field of public health.

rgJthe dental patients aged 20 years old and

over. The age of twenté M . to distinguish the adult patients

from the patients o §ages 3eca e of consent or legal age in

2) Adult patients in thi

Thailand.

3) Provige®®nitj édnshwere : ilizing dental services
due to the dent It ' urther denta nt. is kind of reasons for
utilizing denfal ' care providers (either a
dentist or a dental ere not the patients’ own

pRtients Weasons for utilizing dental
services

ptal services provided by the dental
h cdre ywith exclusion of
\of5)
\J

|
0 havingM natural teeth: partial

5) Dental services.int

departmen@ b

specializedkr

e
6) Edej\hﬂ;lism was

edentulism (partlflﬂand complete edentUn (complete loss).

AUHIRERINHART

affe g the loss of dental substance up to the whole structure of the dental crown.

QRIRSS T ngads

8) Operative treatment is, in general, a dental intervention for restoration of

defective tooth structure. In this study, operative treatment was defined as a group of
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therapeutic interventions for restoration of defective tooth; including intracoronal
restoration (dental fillings, inlays, onlays, pin-retained restorations, and others), pulp
therapy, and root canal treatmept ’ /

3.5 Data collection and ///

The data fo vere $Ilect

hospltal computer database,

'-*‘

patient general gra h|c and-h %

status, mode of3 is, a ' received : ‘ inf vention; were collected
from this data sourg

The complet '\'g;- lection W e 0 .‘ en to hospital staffs in the
» the medical records with the assigned

) tient identification in
y 05

M e‘later carried to the

medical records departmente

hospital nt{z}r
the stage ot

e
dental departm“ﬁ& for additi

4]
-

[’
audit of Mviously recorded data.

The patlerfgﬂal record, which Waw inner cover of the medical record,

AU FNHATNEART

heal insurance status (which |mpI|ed the dental insurance status), and other

QRIANTTS IR0 RN (HRE}

The joint dental treatment record provided information on date of dental visit,

patient’s need of oral health care and chief complaint, blood pressure, findings of oral
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condition and oral diagnosis, and provided oral health care intervention and name of
provider. The date of dental visit was used to check for the first dental visit within the

f@rmation of subsequent dental visits. The
/ Wcare and chief complained was

n oral health care services.

studied time period and to excl
information on the pati@

recorded as the pat&‘t

Information on gnosis was recorded as a
on the mode of oral
diagnosis whic [ rded. The ¥ded Oraldealth care intervention

was recorded as @ i ealtfi¥care \lntéyvehtioMBarresponding to the self-

ially on the information
s/andithe jo \.-.' tal treatment records. Any
data collected from ;?f,_-_._'-:" ~om) aba8e were only considered as

provisional data. These O‘auqu rther corrected, based upon the

s,

mformatlo@l dﬁjl treatment records,
=

to become kl 2 _..\,J

. . .
Inclusi‘k‘bﬂ criteria 'E]l

Inclusion @tﬁof self-initiated reasWr utilizing dental services were:

AUEARERIWEANT

pam traoral swelling, bleeding per gum, etc.; are included for data analysis as the

0 NI p1Ib (N R (L TMTSE)

included for data analysis.
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Exclusion criteria

The following reasons for utilizing dental services were exclude from

association analysis. ’
1. Contlnuous y)// | treatment (e.g. a visit made for

later steps of dentu Iat&ste ntic treatment, assigned oral

prostheses chec - S 0 after-sui Teakrem al of an impacted tooth,

etc.)

2. Cons [Bpain exacerbation after
previous dental p ally-treated tooth, post-
operative pdin a teeth after periodontal
scaling, etc.)

In case of a palieng f;m “has mort Bne Ol diseases or disorders to be
treated (e.g. A patient has ﬁwﬁv'

acute irrev@l .

(severe den&l

and a tooth to be extracted due to

infitiated reason reported
5

m;’t dental visit (either
j

uded for.ﬂ*ociation analysis. The

-
analgesic medy}ion or too

reasons in the sul‘%wt visits (in this exanw further appointments for filling the

FAULINHRFNEINT

Categorlzatlon of self- |n|t|ated reasons for utilizing dental services

QM2 WS aun gy

including, periodic dental check-up and prophylaxis cleaning both without any

abnormal signs or symptoms; were categorized into the first category of the self-
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initiated reasons which reflects desirable oral health care seeking behavior. The

reasons other than the preventive reasons were categorized into five subsequent

Category 1 — , | Prophytaxisicleaning, Request for oral
i ti0 questfor fluoride therapy
\-g,_‘
Category 2 . netieg R{&ingival pain), Pain at
Reasons relate in Jelps RtisstgSige of denture, Pain on
in oral cavit All kifids of pain Which Trove the patient to seek

dislodgement or
Reasons related acture, t cal alfasion, Attrition, Erosion,
dental coronal s RequeStie *:‘ t|v t w t (Mlling, pulp therapy, root

, \ n\ e, etc.)

alculdsieposition, Periodontal
nptds (swollen gum, mobile or
ers), Request for periodontal
planing, periodontal surgery)

Category 3

Category 4
Reasons related to |
periodontal diseases

Category[5 ) | \Waxillofacial
Reasons radatedtooral__abnormalities(e.g. swollen cheek), -Request for dental

surgery & /| impacted or
— rg.heal removal of impacted
Il or embeddeditooth, Request for wtment of oral and
maxillofacial infection Request 1ot surgery of oral and

maxillofacial path

35 TNERTHBANT

I|sm and bridge, removable prosthesis — temporary plate
removajgfe partial denture, complete denture

QW’]Mﬂ’iﬂJﬂJW]’WIEI']ﬂEJ
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Categories Characteristics of the self-initiated reasons

Category 7
Other reasons

npot be categorized into the mentioned
r conditions which can be found in
g&es or abnormalities, and
straightforwardly prescribed a
r examination of a tooth or a
-cul_v_;; patient could not decide
as.relevanigEish bone stuck in the
determined cause, Tooth
decision to restore or

Category 8+

»~ N Fad a N : k“'n._. anc SCaIing (One
8.1 For prevention g interv ) NG Oneytreatment)
F J 1 i Y I“‘.,

g and scaling (two

Main categories of el for utilizing dental services

There were twoitiiain eategories ed reasons for utilizing dental

services, p rentive reasons_and-curative-reasons.According able 2, the reasons

A A

=and™e But .the reasons in the other
I | {
categories co ned were curative reasons.

ﬂﬁﬂ"i YIS NEANS.....

those patients with self-initiated re.bns in using dentaﬁwces The dlagnostlwms

RN ST RBIREY

observe the trend of diseases in this group of patients.

in categories
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Table 3: Categorization of the professional diagnoses of patients with self-
initiated reasons for using dental services at Hua Sai Hospital during February

to April, 2009

Diagnostic categories__

Non-Pathologic Filftiiness

Diagnostic grzpe noaal stﬂ@ut any diseases

Sound tooth (t
Pathologic Findingss
Diagnostic '
Dental coronal pa

pulpal involvement:
ies, caries nearly exposed
@sion, erosion and

T‘_s,; dislodgement,
estoration

Diagnostic gro StoFatit t -."";\

; : et U8 B\ Y
nal d opancys rau
restorations ; g \ \ \
Diagnostic gro ' Ses a \ pexlg lesions with pulpal
Pulpal pathos 4.0r ;;,f '”. exposed pulp (Without definite diagnosis
?q n--uq’. 1on), Cer \ abrasion exposed pulp,
eVe 8 |t|s vith oMWithout acute apical
per flp necto8is with or without periapical

e hge 9
4 ‘ﬁ'-'— . 93"- / ‘
—

Diagnostic group 5 &;w pa: Uncomplicated crown fracture,

Dental trauma e Intry

Diagnost_'%& gﬁl mandibular third
—

Impacted tPdths
Diagnosti ' on, Mild

Periodontal thse 10 |t|s@evere Gingivitis,
1 INQTVal ansce q

Periodontal hard tissue pathoSes: Acute apical
periodontitis, L@eakized chronic periodontitis,

AU A VERTWEAN T

ostlc group 8 Partlal edentulism, Complete edentulism, Flabby ridge
Edentullsm

q RS AT Ingna e

Multiple diagnoses

Ongoing treatment:

Endodontically-treated The tooth which has been completely treated by
tooth endodontic treatment but still without final restoration
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Categorization of received dental care interventions

Table 4 provides the categorization of received dental care interventions.

Categories of dental _
care interventions _

Category 1 —
Preventive care ,

JeXis cleaning, Oral hygiene
gk luoride therapy,

ag=of oral diseases etc
\-\\

Category 2 Spantibiotics, etc.
Medication as

treatment

Category 3 ¢ , Pulpal therapy

| Wrect pulp capping, and root
f"‘}r satn jastemailosure with tooth-colored

filling
"b’f i .
=

Operative tréatmer

. 5 i \
Category 4 * )}, u"- | golishingfroBfplaning with or without
Periodontal treatment prescriptic antibigtie and analgesic drugs,
‘-ﬂ-'-ﬂ 00 vl'l : an@irelated prescription of
Category 5 elated prescription of

Oral surg@  medic ‘ Qﬁ:pacted or
— | 8 0| od tooth with medicati jnclslon and

l A qg on, and minor oral
- ithsmedication

]

Category 6

Prosthodontic tr prosthesis (te ary plate, removable partral
AU EJ 'n 1 emgrrmﬂ -
Category 7 Pagif nt reassurance, A for further treatm
ei p re
a uI ope
\ B

follow- up, Examrnatron of abnormallty, Examination
of an individual tooth, Patient referral, Removal of
poor prosthesis (without provision of new prosthesis),
Hospital admission, etc.

Fixed prosthesis (crown and u,dge) Removable
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Categories of dental Details of the categories
care interventions

Category 8
Multiple interventions %

8.1 Preventive care a Instan
treatment or reve%ve |

rehabllltatlon—-_‘
8.2 Treatment or Ot instance ‘ one tooth and analgesic
rehabilitati i vith irreversible

ck up and scaling (one
d one treatment)

Main categgifies #T

There we /o N b.;_.';- CE ‘\ deftal care interventions,

preventive care ang#urafive carg. ¥aceonding|to TaF 4, e dental care interventions
‘ ey '
in categories 1 and 8" wefefihe prevent but¥he dental interventions in all

other categories comblned

1) Ilb ) e‘.ajd patient’s dental

==t ) |P-
insuMce status 'E]l

2) Dependﬁt iable: main categorleWelf initiated reason for utilizing

ﬂummmwmm

a Analysis

QRAGNITS sl ey

numerically. Numerical descriptors include median for continuous data, and

frequency distribution and percentage for describing categorical data.



47

Inferential statistics was used to draw inferences about the population

represented in the sample to describe associations, within the data Chi-square tests of

ﬂuﬂ’mﬂﬂﬁwmﬂﬁ
QW’Imﬂ’ifUSJW]'mEI’]ﬂEJ



CHAPTER IV

RESEARCH RESULTS

This chapter presents the this study. To provide a clear
understanding of these resultgpsBue \ initially noted. Firstly, based

ssified into two groups,

either the included grou | i i initiatecsreasons or the excluded
group of dental patiegis™i b " i ; . “Fherefore, there are three
groups of patients t | It < e the_group of all dental
patients, the included tal_p A : 1€ ded group of dental
patients. Secondly \ EVerg ":‘;ﬁ esen _ s; such as the self-
initiated reasons, pr: i dic ‘A: d ivel interventions. Since
the details of these cafft Were e\ usly. éxla 1ec \"‘ Chapter 111, details of
categorizations are not re ‘ },{-;;;;- _ _ iRl Iyt should be noted that the

categories of self-initiated reas ,?_, ecel al care interventions were further

groups into tv@n vither 5(Ca Enterventlons or
This chaptiﬂjs orga s and ﬂ)sectlons.

4.1 General ctwacterlstlcs of the dental pa s (in all three groups of dental

mzmmmwmm
QW’]MﬁﬁmﬁJWW’mH’]ﬂﬂ

4.2 Self-initiated reasons for utilizing dental services and main categories of

these reasons in the included group of dental patients
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4.3 Professional diagnoses of oral conditions in the included group of
dental patients

4.4 Received dental care in d ain categories of these
mterventlons int

% yatients

4.5 Bivariate an rs assuat categorles of self-

initiated g "’—‘ " Utikizing de guiBarson’s Chi-Square

4.6 Multivarjgi . [ BSS ith mamgategories of self-

es provided by the
ing Ecbrua o bril, 2009. There were
i thB8ervices while the other 55
patients had provider-initiatd _ ’ v -ephasized that only the first

dental visit of@ @is study period
¥ .~

was consideretie I 'u’this study were

-
mutually exclusiveiM

Age distributigngsy

AUHIRENTHHING -

three g s of dental patients. The age distributions in all three groups of patients

q wrRITsarnmn STy

frequenmes of younger ages were greater than the frequencies of the older ages.

Contrastively, the age distribution in the exclude group of dental patients was
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negatively skewed or the frequencies of older ages were greater than the frequencies

of younger ages.

0 rmal, medians were considered

ﬂlree groups of patients. The

Since the age distributi
appropriate for measures ofs

medians and interquarti s he gﬁup atients and the included
~S— —_ - -

group were compaW_

ranges of these group :

Moreover, the age
ast, the median for
the exclude group than the previous
groups, with widér ang Iower age range.
Table 5: Age di Iribu I' ) e dental services

at Hua Sai Hospita

Characteristics Percentage
All dental patients (N=g#6) :}ar..r Jpa

Age 20 - 60 years old 75.1

Age 61 years ole and over == - 24.9
Median (IQR) = *W

Range(Minimu

\0)

Included denfalsIaH BRI — :

[with self-initlgtgd ,\J

(N=791) = -

Age 20 -60 yearia 6 M??A

Age 61 years ole d over 179 22.6

Median (IQR) 45(3

Rang

HEERNY NN
[with asen

(N= 55

Age 20 60 years old 41.8

oL 8T NPTV deh (LAGL




51
Gender characteristics

Table 6 reveals the gender characteristics of the three groups of dental

patients. In each group of dental

approximately two-fold grea / ale patients. This revealed
similar female-dominate® ental erV|
—S’

— =
Table 6: Gender the den' !
\

services at Hua Sajij#8

he, number of female patients was

vhie. utilized the dental

Characteristics

All dental patients (I
Male patients 4
Female patients
Male-Female Prog@rtio

Included dental pa

(N=791)

Male patients
Female patients
Male-Female Proporti ry:r..r

Excluded dental patients [with-eom ..._.gn‘-

(N=55) ;

Male patients

Female patie

Male-Female Proportion

WA

1.6
68.4

easons]

327

-
—

Dental insirance status 'E]l

Table 7 prese‘s& characteristics of dv insurance statuses in all three

~FHHIARINSINT -

msured the Universal Coverage (UC) Scheme. Much lower numbers of patients

QRN sy

or out-of-pocket payment group which presented the smallest numbers of patients in

all patient groups.
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Table 7: Dental insurance statuses of the dental patients who utilized the dental

Uninsured
Excluded dental pi

(N=55)
o 63.6
CSMBS B
SSS i
Uninsured
4.2 Self-initiatee e
W, F .l |
Teble & pregyr for utilizing dental

N
AS0NS:
\@‘

i
jded group of 791 dental patients. There

TR ok mﬁ‘w TS

dental serwces

ammnmwwwmw

services in the in e only 29 patients
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Table 8: Main categories of self-initiated reasons for utilizing dental services at

Hua Sai Hospital during February to April, 2009 (N=791)

Main categories of reasons Percentage

Preventive reasons
Curative reasons

3.7
96.3

Total
Table 9 presents | elf kgasons for utilizing dental
. . ‘ \1 .
services at Hua Sai of g s rele alasurgery were the most
common reason 40, patients (43%).» ecOnd and third most

Sathoses (19.2%) and
Table 9: Details of Self#ini Pt rea . g\ dental services at Hua Sai

Hospital during Februa 0 Ap#il#28

e i

Characteristics : __‘5%&:!; Percentage
Preventive reasons - f“"?w

1) Preventi 'éla K)
CUrative IeaSB s e —— —

2) Painin o% : .‘J

3) Dental coronakipathe 19.2

4) Periodontal Vd‘ig)ases / BG

5) Oral surgery™ 340

6) Edentulism

mmmmwmm

8 2) atment only

AR TUHATAHAR L

categorles of self-initiated reasons by age groups of the patients utilizing dental

services at Hua Sai Hospital during February to April, 2009. It should be remarked
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that there were great differences of frequencies in several categories of reasons when
the two age groups were compared. The frequencies of expressed reasons related to
dental coronal pathoses and perio \ in the younger age group (aged 20 to
60) were incomparably grea “ / #the older age group (aged 61
and over). The categor

s ——
which the older ageW,

Table 10: Self-initig c ) e g “ s, ang, 1T ycategories of self-

as the only category in

initiated reasons b Bups atients, utl hdertghiservices at Hua Sai

Hospital during Feb

--l“h‘.’ 4 "4 A I\‘

Ev! £ ‘&‘&. age), N= 791
o AEER0-60% W Age 61-over
) L1

1) Preventive reasons 28 \ 4(13.8%)

Self-initiated reaso

2) Pain in oral cavity# ﬂl 41(€ 7%) 8(16.3%)

3) Dental coronal pathose 4 %) 9 (5.9%)

4) Periodontal diseases j ',r‘;{ 1 p 17 (11.6%)
5) Oral surgery — - % 118 (34.7%)
6) Edentulism 16 (72.7%)
7) Other single_reason 10.8%)

8) Multiple rasdips
8.1) for preventigh-and-treatient-0(0%) = P{0%)
8.2) for treatmen/ol A3L0%)

Main categories HJ\ reasons
Prevention of oral diseases 25(86.2%) 4(13.8%)
Treatment and rehabﬁ tatign 587(7@ 175(23%)

: t:m imaln

categories of self-initiated reasons by géhder of the patlentallzmg dental serwcew

ISR AR

reasons expressed by female patients were two-fold greater than those of male

patients in almost all categories. The exception was shown in the category of
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self-initiated reasons related to dental coronal pathoses in which the frequency of

these reasons expressed by female patients was nearly four-fold greater than that of

male patients.
Table 11: Self-initiated reas categories of self-initiated
reasons by gender of 1

&Ut” in dgés at Hua Sai Hospital

during February to. AR '

Self-initiated reasons l/ Y(-k ntage), N= 791
IEE‘ D G Female

1) Preventive redsons 0(69%)
2) Pain in oral cavity W 34(69.4%)
3) Dental coronalygfitho W 120 (78.9%)
4) Periodontal diseaseg¥” 95 (64.6%)
5) Oral surgery 223(65.6%)
6) Edentulism 15(68.2%)
7) Other single reason 27 (73%)
8) Multiple reasons | i _

8.1) for prevention and trg@tme ‘ 0(0%)

8.2) for treatment only :‘;ﬁfw , 7(46.7%)
Main categories of reasons =5 ju 7

Prevention of oral discasesil et (69%)
Treatment an Q& 1 4 (68.4%)
Total A

==t ]
| |
L

Table 12 'esents the self-initiated reasons classified Dy dental insurance

fﬁ?lﬂﬂﬂ 7 S{I”El NSWETINS

2009.

QAR TRURATNHIA L

statuses The first insurance status is being covered by Universal Coverage (UC)

Scheme. The other insurance status is being not covered by the UC (Non-UC). The
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Non-UC comprises coverage by Civil Servant Medical Benefit Scheme (CSMBS) and

Social Security Scheme (SSS), and being uninsured. This re-classification is based on

the following rationales. Firstly, .si ogiation between being covered by
Universal Coverage and pre § dental services was aimed to
be investigated, being in | / distinguished from other

el mmcminicthl
insurance statuses.W, i possible_2Sseeiatign. analysis, the other

insurance statuses Ratients are grouped

together. Therefore i =these), tway, categ jeshef dental insurance

J LY b ;
Coverage Scheme, all"e ptegories of reasons

{ "\‘
were primarily expectg#fto eVelitheless, in the category
of preventive reasons, th Ig E.-‘.aﬁ iq]:r_ eficiaflies was only 44.8 percent
ients (55.2%). This finding is

: e@lan half of the
=

-3 IJon-UC patients

which was less than the perceptagerpf the Ni
L L

remarkable sil@

number of Ud

]
-

e
ental seMces than the UC

==t
expressed more Mventive r

beneficiaries.

~FUHINHRTHENT

|n|t|ate asons by insurance statuses of the patients utilizing dental services at

q Self-initiated reasons ' Frequency(Percentage), N= 791
ucC Non-UC
1) Preventive reasons 13(44.8%) 16(55.2%)

2) Pain in oral cavity 36(73.5%) 13(26.5%)
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Self-initiated reasons Frequency(Percentage), N= 791
ucC Non-UC
3) Dental coronal pathoses 116(76.3%) 36(23.7%)

4) Periodontal diseases

5) Oral surgery
6) Edentulism
7) Other single reasons \
8) Multiple reasons '

8.1) for prevention and '
8.2) for two treatmenTem———

00(68%) 47(32%)
. 92(27.1%)
: 6(27.3%)
& 13(35.1%)
(0%)/——:J 0(0%)
0(66 %) *  5(33.3%)

. -
Main categories of reasg // RrequeheyRareentage), N= 791
* Ill.‘u.“,_ S Non-UC

Prevention of oral disggé€s _ : . 16(55.2%)
Treatment and rehai¥ffitatip ‘ AR N 212(27.8%)
Total - 9838 \ \ 28

4.3 Professional diagngSes

\ -'; ions in the included

%

Table 13 reveals tlife p f “”'?i SeSdD
L1

group of patients. It/Shoul be%l i thre 0S8 common professional

diagnoses made were [8Calizg -”"51 o is, garies exposed pulp, and

cavitated caries; with their Q }J 2

5 Tt
112(14.2%) re@

38(17.4%), 128(16.2%), and

A L)

=]

‘Mrsible pulpitis”.

(o

ctually diagnose,ﬂ'J]waving ‘irreversible

However, 17 patiemt out of this num
pulpitis with acute a;fam'lodontltls The ratiafigle for combining these two terms

- AUBIRBHTHEART -

same p Ioglc process. Root canal mfectlon initially causes |rrever3|ble pulpitis and

QWIANI3 bk (WL

canal infection but in the more severe and progressive form than that of irreversible

pulpitis. Therefore, both pulp necrosis without and with periapical abscess were
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combined into the one category. In this category of pulp necrosis, 15 out of 20
patients were actually diagnosed having pulp necrosis with periapical abscess.

tf ,A also considered to be in the entity

‘ / Blue to mechanical abrasion at

nt dlagnosed having this

The term “cervical abrasion.e

of pulpal pathoses as the de

cervical area of the den

condition. -
Table 13: Professigpef of patients with
self-initiated reas j Hospital during

February to Aprll

Professional diagnosg llm& \ R ercentage
\ e

12y W ¥

33

1) Localized chropi€ perifdoy itis é \

2) Caries exposed pulp ; ,w‘ \ 16.1
3) Cavitated caries ¥ 3 V2P 4 ~ 14.2
4) Moderate gingivitis 0 ot \ 10.7
5) Retained roots J L G 163 . 9.9

jl‘-_-n!!

6) Mild gingivitis e 4.3

7) Irreversible pulpitis A -.- 28" ’ 35
8) Generalized chronicpe ““"J 21 2.7
9) Pulp necro 7’5& 2

10) Multiple diegnoseS 20 =
11) Cervical a
12) Other dlagno :
13) Restoration f@ure

a3

|F-.- 21

.jﬂ] 1.9

14) Impacted toot 1 4
15) Complete edent

iZ%%Wﬂ’JVIEmiWMm

19) Se gingivitis
20) Restoration dislodgement o

WA 1IW1'J ﬂﬁ?ﬂﬂ d

24) Complicated crown fracture
25) Partial edentulous space
26) Diastema 2 0.3

11
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Professional diagnoses Frequency (N=791) Percentage

27) Gingival recession 0.3
28) Faulty restoration
29) Cervical abrasion exposed pu

30) Uncomplicated crown fra

2
: 0.1
f’
! '3 0.1
31) Intrusion \ // 0.1
32) Endodontically- tre@ i / 0.1

0.1

33) Acute apical perlo ' ,__.--J 0.1

34) Generalized aggroseiE— —— ().
periodontitis / S

35) Flabby ridge 0.1
The professig@él diaghoge e ,. he Ategorized into 11 major
categories of oral co@ditig d d|“ ses?™ Tha'deta "r\L"*H egorization of these

professional diaghoses re e Wy @w
Table 14 preSent m.; --; Of s b‘\ dfgnoses. It should be
noted that the threegfho 8 > L sional diagnoses were

periodontal diseases, pulgél patf i‘,; 5, and der pal pathoses. The frequencies of
these three categories of pra
g p --_-’

frequency of @ ]

diagnostic cate&) Ie

ere not comparable since the
tﬁ;n)the other two
_nﬂ)rmal finding or

.
sound tooth was I%gthan 1% S which ref.l%ted that about 99%

of the patients really I‘d H health problems.

AU RERTNEANT -

of patl with self-initiated reasons for utilizing dental services at Hua Sai

Non-Pathological findings
1) Sound tooth (teeth) 7 0.9
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Diagnostic groups Frequency (N=791) Percentage

Pathological findings
2) Dental coronal pathoses 218
3) Failure of intracoronal
Restoration
4) Pulpal pathoses
5) Dental trauma
6) Impacted tooth -1
7) Periodontal diseas =30
8) Edentulism —
9) Others (single /
diagnosis)
10) Multiple dragnose

Ongoing treatmeng i\ A\ i
-treg i \ A 9 )

11) Endodontica

tooth
y B »f
{ i :
4.4 Received denta ”n;*‘
Table 15 pres th ecerv a., hal 7 v inter \\I and main categories of
the received dental caregite : entior ,.{,'ﬁu, d gMup of patients with self-

initiated reasons for using den al se --}W

The thtre ost common dental care in v@y patients who

expressed selftn' ; '.7%), operative

— : i
treatment (20.4%)l|.)4‘rd periodon Ct shoul@e noted that about
half of all patlents group have receiv raI surgical treatments (dental

~AUHINERINEIAT

20. 4% e patients have their teeth restored and only 2.1% of the patients recelved

Qr‘W’Tﬁﬁﬂ’iﬂJiJW]'mmﬂEl
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Table 15: Received dental care interventions and main categories of the received

dental care interventions in the included group of patients with self-initiated

reasons for using dental service spital during February to April,

2009

8.1) Prevention and
8.2) Treatment o/

eaunen 9\ @
.'-'*;;u’

Main categories of defftal "rb\ ’W L
interventions J ﬂj ¥l
1) Prevention of oral dise@6es (2%

2.1
2) Treatment and rehabl ”f{-{ﬂ{}_ﬂ 97.9
Table 16 presents i ﬂ.,;,;;w. o] g dental services and their

o@ients with self-
N

[’
sed prevenMe reasons, only 16

corresponding@c'

Although tlhge were 2!

patients received th‘ Hentlve care as |nt . One patient received both
AU IRERINEARG -
treatme

q mmmmwmﬁmm’s

medlcatlon (20.4%). Two patients received operative treatment (dental fillings) since

they were diagnosed having only cavitated caries. A patient had a pinging pain on the
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tissue side of the denture and the received treatment was denture correction which was
considered a prosthodontic treatment. There were 5 patients who received treatments
in the category of “other single interve \ j ese interventions included diagnoses
making only (for 3 patients te i [/ flirther treatment), appointment
making for root canal t __ :

There were 7 caseswy'__'ﬁv;J ,

dental restoration, ma ar appoeintnent Bases), medication and

oIIow up pulp symptom.

aclading, medication and

edication, dental

radlographlcexamln i ther appoiftmentheXir aCtiomileund examination and

medication.

In the group ., efels -:\\- ':' al coronal pathoses,
86.2% of these patiep i ;. oer A atment. There were 5
patients who received o -‘ _* | f‘;-__ I dingMdiagnosis making only (2

cases), radiographic examma

found and the@h

A
-

==t
due to uncontrolleﬂ}’dingival ble

e (There was no dental caries

wrobt canal treatment.
= g
1’”_!.#19 (in two teeth

e
other two tﬁh), and scaling and
appointment for denttﬁ ﬂlcatlon

ALY FRHA TR T

appropr Iy received periodontal treatment 2.7% while 10.9% instead received

ammﬁtmmmﬁmm NY

In the group of patients with reasons related to oral surgery, 95% of the

patients really received oral surgical interventions (mainly dental extractions). There
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were 9 patients who received other single interventions; including diagnosis making

only, appointment for root canal treatment, appointment for surgical removal of

impacted tooth (4 cases), medi splgetipn  for uncontrolled diabetic patient

optimization, removal of po SIS | / authorized dental technician,
and information give : { #Batient received multiple
S ,

interventions Whicw ang-ful appeintment for surgical

{ there Wilas "@l patient who received
preventive care. This paf }:} g.ﬁ_ or'@kamination of the redness

sional diagnosis of this case was

‘gingival rece@’ 77777777777 _. @ventive care.

It shou*

and recessed gum without any f’,/

QJbOth prevention
- '
and treatment. In jédntrast, the ith reasorﬂ[elated to multiple

treatments. However, ‘I &15 patients received wsmgle therapeutic interventions.

ﬂUEJ’JVIEJ‘mWEﬂIﬂﬁ
ammmmummmw
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Table 16: Self-initiated reasons and correspondingly received dental care

interventions

Self-initiated reasons

1) Preventive reasons 55.2%
N =29 (100%0) 0%
6.9%
al t atm 17.2%
alsU o. / 6.9%
oSt u tic! r 0%
eS| Iel e \“\‘ ! Nt 10.3%
Pevention&: Treattgent ) 3.4%
ip - N 0%
2) Pain in oral caw 0%
N =49 (100% 20.4%
4.1%
0%
_ 4 : 49%
) rosth nt C.treatment 2%
Othe6i :ﬁ: ons W 5 10.2%
8.1) Prevention &1 ' 0%
8 2) 8 ."‘“‘15’ : 14.3%
3) Dental coronal 0%
pathoses | ' 0%
N = 152 (1 0% 3) Operative treatment 131 86.2%
A Y 1.3%
— . 7.2%
I} 6) Prosthode A U‘ 0%
' 7) Other single interventions 5 3.3%
) Prevention & Trea 0%
| 3TEITT
4) Perﬂnu EJ rs w EJ ’] fli
dlsea 2) Medication as main treatment 2.7%
N=1 (100%) 3) Operativegfeatment 2.7%
RS NISRAI INe s
| ”
q 7) Other single interventions 2%
8.1) Prevention & Treatment 0.7%

8.2) Multiple treatments 1 0.7%
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Self-initiated reasons  Received care interventions Frequency Percentage

0%
0.6%
1.2%
0.3%
95%
0%
, 2.6%
catme B 0%
0.3%

5) Oral surgery 1) Preventive carg |,
N =340 (100%) 2) Medicatig i tr atment

‘‘‘‘‘‘‘

=_OOOI—‘-I>I\)O

6) Edentulism pEVE L\ 0 0%
N =22 (100%0) pViedigation ash ‘\\‘ abment, 08 0%
- #3) Qperativg t “'r . \ A 0, o 9.1%
4)Pegiodontatetres A W 9.1%
) Qffal Surgenp=——— 13.6%
4 6) Prosthedontic tréaum A W 22.7%
- _T)Other single (enti 45.5%
N ) 0%
0%

2.7%
2.7%
29.7%
0%
37.8%
2.7%
L Othersingleinterventions - 18.9%
0%
5.4%

M
8.1) Reasons for h 1) Preventive care 0 0%

prevention and ‘% Medication as main Went 0%

AU LRI NS

6) Prosthodontlc treatment 0%

U TR INgN A

7) Other single
reasons
N = 37(100%)
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Self-initiated reasons  Received care interventions Frequency Percentage

0%
0%
33.3%
6.7%
53.3%
0%
6.7%
0%
0%

8.2) Reasons for 1) Preventive carg |,
multiple icatign &s|mai tr atment
treatments erative
N = 15(100%b)

YOOOI—‘U'IOO

Table 17 pfesen classified by two main

i ’ y - - %\ \ ) "'-,_ "
dental insurance stgitises gicl#d - -BCAAhoudhgihere were 16 Non-

UC patients expressegfpre 't' e rea .,‘-;x, 3 she eilied preventive care as

intended. There were 13fUC patients wh 26880 PleVentive reasons and only 7
; A\ N

patients received the pr tive € f Chpatient who received the

preventive care was the nes 10-ac - ¥ treatment-related reason, not a

preventive reason. '

Althou8h erewerethree UC patients wha recetved-prost#oedontic treatment,

o /L
two patients actua

vire eirw . isits while a patient
was given a corrémon of existing denture. There were four @A-UC patients who
recei in gheir ni 'S% e @ » b nture
fabrch mdzjw gl en fg [ﬂ\es amigjﬁnﬂ ﬁ
Q»W'mnsmummma d
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Table 17: Received dental care interventions classified by two main dental

insurance statuses

Received care interventions o gUeicyy(Precentage) / N = 791

Non-UC
1) Preventive care —_— 9 (52.9%)
2) Medication as maifPreatment - : 4(23.5%)
3) Operative treatW _ 40(24.8%)
4) Periodontal treatment /f 39(30.2%)
5) Oral surgery 110(27.4%)

6) Prosthodontic treat 219! b N 4 (57.1%)
7) Other single int i ' =23(65418 W N 15(34.9%)
8.1) Prevention : AR (50%)

8.2) Multiple treatmgy W 6 (42.9%)

4.5 Bivariate ana ysis f fact ciated¥y Wi categories of

.p

self- initiated reasons f@r u 2 n" en 'lp* '
Table 18 present‘ e rest ...jd'::;. analysts of associations between

independent between independent=tactors=anc ories of self-initiated reasons for

0 April, 20009.

j)ce statuses. All

ssociation analysis.

utilizing dental services.g

I ndepe () “'-ruiﬂiiﬁav Nere a0 genoer ano main i CNTAL IN¢

independent and

0 t0|
Ages of patients Were categorized into 2 categories (20 - 60 yeda s old, and 61 years

RV im tmttmm”:t:

uC). The main categories of the self- mtlated reasons Weﬂlther prevention of

Q\W'ﬁﬂ*ﬂﬂﬁ%ﬂﬂﬂﬂmﬂﬂ

Chi-square test of indipendence showed a significant association between age

and main categories of reasons for utilizing dental services. The proportion of clients
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20-60 year old who used preventive services was 86.2% whereas the proportion from

the ‘over 60 year old’ group who used prevention services was only 13.8% (p =

A
ik /% between the dental insurance

statuses and the main c qor ' for M tal services (p = 0.001).

Nevertheless, there_ ighificagt-assoCtateigdieteen gender and the

main categories of rgas®hs fg

0.014).

There was also a highlys

Table 18: Associatig ‘ov ' gpendent fact ategories of self-
initiated reasons fo#* utj tlental=ser Hospital during

February to April, 20Q

Factor (N = 791) P value

1) Age ‘ : 0.014
20 - 60 years old ry:r..r 86.2
61 years old and over .89

2) Gender I I . 0.946

: Male = f/‘?*‘*i“

Female | |

3) Dental insUFaRCE SIS e e e Ol - + 0.001

Universal Cayepd
Other insuranceStatuses

4.6 Multivariate ana‘s&f factors associated \U main categories of reasons for

AU NENTNEIN

ary logistic regression analy3|s was employed to predict the probability

QRTNIAIY bUk ok i 1wbst)

was still included in the analysis as an interested confounding factor.
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While adjusting for other variables and employing a 0.05 criterion of statistical

significance;

- Age groups had a positive_a

utilizing dental serv

old were about%

utilizing de LI 0S¢ rerasfdycar old and over

ntive reasons for

ati th main categories of reasons for
" / ose ages were 20 to 60 years

- Main dental j : 11505 wer ivel jed with main

categoriés of rggiSo " fogutilizing italiservi ' & (Deh0.00 ). Patients who
; - \ '._

were insurg ere abollt 3timeSnore likely to

express prevej ve asons | “F Zing ¢ sefyiced than the patients

l,_

whose dental ins@fan ‘f""lﬂr wﬂﬁ‘;' ins@ired by Universal

Table 1‘ pe (v rJassociated with

— : e
main categories oﬂ}asons for ces. The r@ilts include logistic
regression coefficien djusted odds ratio aWs 95% ClI, and the Wald test p

V““ﬁ’dﬂ%’l]ﬂﬂiﬂﬂﬂﬂﬁ
ammmmummmw
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Table 19: Multivariate analysis of factors independently associated with main

categories of reasons for utilizing dental services at Hua Sai Hospital during

February to April, 2009

Independent variables \ ; P value
1) Age ). 806 = A%
20 — 60 years old_ g%

61 years old and ovg[,- .
2) Gender
Male

Female

0.042

747 0.641

3) Dental insur 0.005
Universal Covera
Other statuses

Constant <0.001

ﬂuﬂ’mﬂﬂﬁwmﬂﬁ
QW’Imﬂ’ifUSJW]'mEI’]ﬂEJ



CHAPTER V

DISCUSSION AND CONCLUSIONS

igngy of three independent variables (age,

)ﬁories of self-initiated reasons
ns} for yilizing-denta Seruiges by Thai adult patients,

of Southern Thailand

_" i LY ,;-‘ r F i \' 1 \ -
5.3 Associgtion @€tween, jehder and main ca ‘\o 88 of self-initiated reasons
for utilizing denfaliservices-
5.4 Association betwigen, NS Atus and main categories of self-

-

==t : ri .1 |
5.6 POIM Implication -ﬂ]

5.7 Furthetugly,

ﬂummmwmm

eral discussion of featured fmdmgs

9 W’IMI] IUUNIINHIAY

two age groups which were 20-60 years old (adults) and 61 years old and over

(elders). This age classification was based on the definition of “elderly” by The
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Bureau of Health Professions of the United States. Elderly was defined as “a

population with health care conditions and needs which differ significantly from those

icated by the physical, behavioral, and

#hclude all persons over sixty, but
eet18*8i milar physical and/or mental
‘ | in Teresa et al., 2005).
parison between adults
ber of patients who
“ was considered, the
. the adult group was
s. This greater number
self-"' -, ; _nS in t \ .\‘ it group may be due to the
wider age range in It ;,'-;QE;EJJF s)'r the ag ! range in the elderly group.

Nevertheless, contrastive jrestit;was, 1
provider-iriﬁae

patients Wl“ I
greater than thﬁuumber of

logistic regressior‘aﬂsis which showed thUdividuals of 65 years old and over

AULANHNTNEARG

(Piqu et al., 209). These findings collectively indicated that the elderly patients did

U RERP T e M EE

multiple dental visits due to appointments for more complicated treatment.

en number of patients who had

gngldered. The number of
5
__\_aJe group was found

[’
. A study il*) revealed the result of
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The ratio of patients in adult age group (20-60) to those in elderly age group
(61-over) was 3.4:1. The data of populations in Hua Sai were reported that numbers of
’y nd 60-over were 37,674 and 13,507

respectively (Nakhon Si ¥ Uij gration Center, 2008) and the ratio
of patients aged 18%ver Ws t — A allow comparison with the

populations in Hua Sai district

——— .

district data, 15 o the elderly group, the

ratio of patient :1. According to these
ratios, study sa he ppulations in Hua Sai
district in co_mp i i It age group with self-
initiated reas lns a ent than those of the
elderly group. 4 |

Gender

In this study, -,"""-1"_' "‘ " pts Wies approximately doubled the
number of male patlents Lt

18 to 24 y@o

(SIack-Smlk

group of young adults aged between

itefl ajdental professional
8

ylizing more dental

services compilﬁ}i to males

al., 2000; Ugur ar“(‘ﬂgler 2002; and Mu t al., 2004). Several reasons for this

AUBIRBATHEIAT -

heal roblems due to several factors such as menopause and pregnancy (Ugur and

QRIAY sy

Muirhead, 2009), and women are more sensitive to pain (Unruh, 1996; cited in

'
explained.@Frnandez-Mayoralas et

Muirhead et al., 2009).
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It has also been reported that numbers of male and female populations in Hua

Sai district were 33,777 and 33,535 respectively (Tambon Thawang Local

asfagout 1:1. However, the ratio of female to
| yd that female patients with self-

more frequently than male

counterparts.

Dental ingef

Servant Medicﬁuaenefit Sc

58,317 patients (w w by Universal Cove Scheme (Hua Sai Hospital, 2008).

AUBIRHRTHHANT -

tota mber of patients reported as mentioned was 67,994, these two figures were

QIINNASEY BN Wb (L1MESY

registered patients at the hospital was assumed to represent the total populations of the

e
%) by SOM Security Scheme, and

district based on their comparable figures, and the percentages of coverage by
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different insurance scheme were assumed to be the similar. From this assumption, the

percentages of people in Amphoe Hua Sai covered by Civil Servant Medical Benefit

Scheme and Social Security nder-representing the percentages of the

national populations cov emes. In constrast, the percentage
of people in Amph

#‘ ‘»_
representing th W :
AN

When cggi

pee™Coverage Scheme was over-

percent in Sociaf shem 8ntal patients covered by
Universal Coveragg d,Sqcial Sec ere under-representing the
he G@ntal patients covered by Civil

Servant Medical Beneflt Scheme was ove pting the national percentage.

4]
-

==t
utilizing denta!&rvices whi
study of self- whﬁﬂ:lsons would allow th”owledge of why the dental patients

AUBIRHAINYANT

dep ent variable is different from the variables representing preventive dental

QWIANAS MATAngTEY

1963; Tash et al., 1969; Chen and Rubinson, 1982; O’Shea and Gray, 1968; cited in

|
ent prevenﬂe dental behavior. The

Swank et al., 1986). Nevertheless, a method used for representing the preventive
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dental behavior from the reason for last dental visit was comparing category “regular

check-up and cleaning” with all other categories combined (Swank et al., 1986),

which was comparable to the me
-jpifiated reasons for utilizing dental

rgé Ereventive dental behavior,

liye categories combined.

There were two

services, either pre&

atlviTo
m— -

preventive cat W ,

red {to a

According to thgs %), from the total of 791

purposes of this prev@ntivg :’ Ure are lice e burden of oral diseases by
precisely detecting the dIS 3ses; at ea g to effectively control or alter the

natural co@a w IQQS). Nevertheless,

in this stuo&‘ dlntal check-up, was

A
-

==t
found in adulti{& group an einthe elﬁly age group.
Since the"tﬂ ‘prophylaxis clea > does not have any practical

FUHNHRINEART -

varlous wordings such as ‘tooth polishing’, ‘cleaning’ and even ‘scaling’.

q Aasnsal Ry

Based on its true definition, the term “scaling’ is rather a curative treatment than a

preventive intervention due to its function to eliminate existing pathogenic dental
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deposits. Thus, in this study, those patients who expressed the term *scaling’ were all

considered requesting for periodontal treatment and perceiving the existence of dental

r symptoms reported.
ights reported curative reasons for

find i eorsistent with that found in the
seccmautIR

mployed adults in an urban

deposits even though there wer.

In this study, th

utilizing dental serv&. Thi
—

area of Sri Lankgs " ichintlicete ‘ ) yahtheeployees who utilized the

portgl  YmIPIOMAtic rease
tWosstaglies' Wy e\differehghthe feature of dominated

dental services and Mendis, 2002).

Although the setti fs oft

curative-oriented reagonsitva .@
r 4 ‘:'ﬂ!- | 1 -.!.
These fifinggf in ffwo oW, ~mi ing A s with low preventive
wl dddded =) ‘\\

il
0]
=

& L = - I - A - - - -
dental care seeking#beha¥fiour cgQ nrastec arlgt with'fImdings in high income countries
L '

\

where between 54 to § o-?}f@.ﬂ' pOp Bund@@o regular annual dental check

up. (Schouten et al., 2006;6Gr

/2 _ 201; Ronis DL et al.,1993; Zhu,

A L)

OV Jtudy WEre reasons

2005)

i
related to ora‘l‘luurgery

diseases (18.6%).‘h&nding was relativelye’sistent with the finding in the study

AUHINERTHEING -

(Va@e et al., 2005). In that study, the three most common reasons for dental

IS Ing T Y

are not directly comparable to the reason of pulpal involvement caries in the general

e
pathoses (ﬂ%Z%), and periodontal

sense, it is common that pulpal involvement caries potentially mandate the need for
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tooth extraction which is a major procedure of oral surgery. Moreover, these reasons

also share the same feature of severe destruction of tooth structure. Therefore, these

?Z/

two studies represented the

of , reported reasons for utilizing dental
services which were rel of tooth and need of destructive
dental procedures ant*yvere

Receive

treatment-orienj s\ .

e :E main ce 68 Ofbelf-initiated reasons for

utilizing dental servig€s r{{' o fardl

5.2 Association

As revealed from thebivariate ana g groups were associated with main

categories @e @adjusting for other

variables alh , age groups had a

positive associkh}m with ma

0.042). Patients V\‘bwes were 20 to 60 ye Id were about 2.2 times more likely

AU IV e WA

oId and over when gender and dental insurance status were controlled.

QARSI ey

adult age groups, and 4 (2.29%) from 179 patients in the elderly group. Despite of

e
ns for uti%g dental services (p =

these low percentages of the expressed preventive reasons, analysis with logistic
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regression still indicated a statistically significant association between age groups and

main categories of self-initiated reasons for utilizing dental services. Patients in the

ol eXpless preventive reasons for utilizing dental

|

( é}}e likely to express the curative
——

A study Lihgbage ib directiy.feldteai@aikising rate of depreciation

younger age group were more li
services while those in t

reasons.

of health and, improvements through

investment in ntigh. rgfores=ol Wharc%expected to demand less

prevention (Grosgjifan, #9 \Sho@d, that individuals with a

regular pattern of gtfe Whi

preventive dental services

N 90 Moreover, the use of

i
el | »-:r* \
were more likel to g€ y &g{er (Newman, and Gift, -
Y R0 AN
a#‘?
=

dental services by fon-iititutiopalized eldets aged\Oke

) years old was negatively

influenced by the oldgFag :;;{j-:*_;.% _ acKiof physical access was found

to be a potential proble ;j imservices in the elders (Soh, 1991).
o "f‘.,l 4!“_ X ..12.

Problems i@t 7777777 i @s for appointments

. 1y 99; cited in Theresa
- =
A. Dorland) | ' ‘ﬂ]

In contras‘o&research result, a stu”n Australia has revealed that young

AUBINERTHEANG -

a
groﬁ’(Thomson and Stewart, 2003). Moreover, qualitative research confirmed that

ATAYASETIRTINEN A
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5.3 Association between gender and main categories of self-initiated reason for

utilizing dental services

According to the biv here was no statistically significant

association between gen #€s of reasons for utilizing dental
services (p = 0.946 .

_——"
statistical signifW, '

dental insuranc

Ms8*Confirmed the gender had no

that health beha¥ ally 8 _ : deteristics, such as gender
(Kiyak, 1993). Bg jositively assdciatell with preventive dental
behavior (Swank et al# 193 «;{v’:‘a{-rﬁ&_ lilize More preventive dental services

and engage in more self- dj

et al., 198@'

]
-

.
than males wﬂ} male co

extractions (AIH\UDﬂaI Statistics and Rese@ Unit, 2007).

AUBIRIRTHEART

initi d reason for utilizing dental services

q nmwmmﬂ NIy

services was revealed (p = 0.001). Logistic regression analysis also confirmed the

behavior compared to men (Swank

palfs were also different
(\J higher percentage

|
Igher per¢entage receiving dental

association. Main dental insurance statuses were positively associated with main
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categories of reasons for utilizing dental services (p = 0.005). Patients who

were insured by Universal Coverage Scheme were about 3 times more likely to

express preventive reasons . fi y! i dental services than the patients

whose dental insuran &being insured by Universal

Coverage when age ﬁere cgﬂro tﬂ—z) ‘
Universq]”’filigfr;J : ‘

offers all preventi i eneficiaries, Aeedrding to the result, being

cheme which officially

insured by Uni Y me inflieneed geeatelikelihood of expressing
preventive reasopg” ifizing 'dental Seryichs Neespite, of low percentage of

preventive reasons, : 0 otz ".\1-."-,»- patients who expressed
| . v..# ; \ N

. Y ' A )
preventive reas ater JHCtHe “gleup 40f hese WHb were not insured by
Universal Coverag me, _,p 0gIS egression, amalysis revealed contrastive

AP \
result which showed j#at :';4?:.'54' red I s sa"€overage Scheme was instead

This was due to the control of the

e@e when comparing

_ﬁJCoverage Scheme.

associated with expression ofspreventive:
other influ@
Moreover, Whﬂomparing I

the number of F‘Iﬁ insured by UnlveruCoverage Scheme who expressed

AUHIRHATHEART

Sch who expressed preventlve reasons.

QRIS alnw gy

1993). Health policy and health funding can enhance preventive orientation of the

(o

aged be%&n 20 to 60 years old),

dental services in populations by encouraging dental check-ups, featuring preventive
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orientation of dental services, and applying third party payment systems (Bayat,
2008). The effect of health insurance coverage on those beneficiaries was that they

sought dental services at and, eggliér! j( arenne, 2005). The health insurance

d)&dan obligation to regular dental

check-ups have resu er rateéof E (Sohn and Ismail, 2005).

However, treat orit , ” AAGERLSYstems can  aggravate

schemes with preventlve

. Universal Coverage

Scheme in Thai ) ‘ th )é : tegulandental check-ups system

services in this stugh. per, since £ason isit is regarded as a
. "r e | A S

measure of den ] th €3 3“\ ice¥ysers (So and Schwarz,
: i %

1996), the low ratey ing, Mreventivedeasons Gouldirefiect the low demand for

prevention of oral disg#Ses -‘.v;;Es:.;ﬁfo'_ nav by al NBalth problems. Decreasing the

ive dental services might increase

is ffomparing the dental

b3y

[ Jwith the same age

barrier with health insuran .-.. o)V .r‘u ?

services u@
|

group in United| $tates popu IS might Mhe case (Manning and

Phelps, 1979; cﬂef ﬂ/ank et al., 1986). Houer extremely low rate of expressing

FULTABRINANG

aI Coverage Scheme obwously contradicted that findings and addressed

QWIRNAS Ay ady

need to make an understanding of preventive measures for oral health and awareness

of oral diseases in adults, the elderly, and even the entire populations in Thailand.
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A study primarily revealed the logistic regression analysis showed a
statistically significant association between health insurance status and utilization of
health services which was in j he; other socio-economic factors such as
age, gender, nationality % / phl., 2009). Another study revealed
positive relatlonshlp

dental patients ,
dental check-u

by health insurangg¥ he patients’still made "-\ Wlisits due to problems with

%,
-

urans an dental care, indicating that
urahce we 0 make dental visit for

dng in Iran where the oral

k€O\er, even being insured

teeth and gums whi€h jfdig B :hedlely pigtufe ‘0 : "-_& -oriented health care
system in whick @l ch ] N :\\\ X Bayat, 2008). This study
provides exactly th A - v.fieventi -‘\“\ | utilization and problem-
oriented utilization o ;: /iCE n is Stdy, despite of the differences

in settings of rural Thailv urban are al pity in Iran.

1. The I’eSLb I\»a‘jult and the elderly
population of iH district du group ofMtients who utilized the
dental services in ‘e&pltal rather than the WIe population of the area.

AUEIREATHEANG

as t ue reasons why the patlents requested for dental extraction.

RTANSI a3 ng Ty

been found to affect oral health in many studies and may result in the oral health

seeking behavior. However, due to the objectives of this study which emphasized on
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the effect of Universal Coverage Scheme on oral health seeking behavior, the

associations between the systemic conditions or smoking and drinking behavior and

oral health seeking behavior wer ‘ sfigated. Moreover, to properly identify the
effect of these conditions
must be controlled™® [ Skthar™the services users should be
involved in orde 0 the populations.

4. Since a secops ‘ anggpsychological variables,
tudied of this subject
could not bé inyesti althy _investigated by KAP

questionnaires, are gfithel é' ental treatmentyecords.

peneficialfforMiealth care providers and to
those who formulate P6lici s affectir g th ofPreventive dental services and

dental insurance coverage i_;»ymnrii} penefits package. Policy implication

and recom@ : 9

1) All heal‘ : ﬁd benefit package to
- e

their beneficiaﬁg in order entive den@‘services.

2) Since the numlf Eatlents who utilized ntlve dental services was very low,

FUHIRBAIHBING

d This recall system for regular dental check-up should be regulated in each

q mammmﬂmm NY
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3) Patient education on prevention of oral diseases is important to make an

understanding and awareness of oral diseases and their prevention. Dental check-up

4) Local health care prov‘\ ‘ ] /)ﬁe implementation of community-
based preventive pr&r

omos)n 0 espemally in the vulnerable
—;

population suchwv might havesphySTealsgitier to access to health care

must be recommended in all pati

services.
5) Key perfor Juality, e Dof "pgeuentive care should be
developed and ingy [ entat-pra 2lin Blic hdspitals. This would assure

ore active in offering

6) Dental servig I &S | :”"f

the preventive dengll cafle. Curgent ‘, o VISIO f pIEventive dental services is

3
1

rather passive, offering a s&e eonda ,W-v‘;, D a ndy emerging diseases. More

active offering would aIIo -) jw:-‘- '  preventive care when emergence

3:;’,,_«1.

of oral dIS@ “ ,,,,,,,

5.7 Furthe®yS
¥

Other fagtors whic Ventive deﬂl behavior should be

further studied. Pjﬂ)glcal factors such f f pain may impede the preventive

AUBITRERIREANG

erlymg reasons why most patlents utilize dental services only for treatment.

q mmmmmﬂmmﬁ’ﬂ

another issue that needs to be addressed.
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Moreover, the association between the systemic diseases, which link to oral

health and diseases, and the oral health seeking behavior is another issue to be

e \\\\!////_

mgﬁnta S for treatment. Only limited
— :

number of patieW itive dental Serwiess@Almost all of the received

investigated.

5.8 Conclusions

categories of reasg g utifiz ntal ShAduIt patients were more likely to

express preventive @asoj utilizing de _ an the elderly. Patients who

ore, 1i8ly to express preventive
reasons for utilizi 2nte ice than ts w ‘-\- dental insurance statuses.
| |- g J

Nevertheless, very QW pgfeeatage; of bexprebsing preventive reasons for

ﬂUﬂ’JVIEJVIﬁWEJ'm‘i
qmmmwmmmw
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