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Abstract

Objectives: To document: 1) the type of dental care received by people living with

HIV/AIDS;  2) the type of dental facility preferred by this population and the reasons for

their preference;  and 3) whether dental care received and the type of dental facility

preferred vary according to respondents’ economic status and stage of the disease.

Methods: An anonymous survey was conducted, from 1993 to 1995, using a sample of 463

people living with HIV/AIDS in Québec, Canada.

Results: Since learning of their HIV-positivity, over 80% of respondents had received

dental care and most of them for routine treatment. Sixty percent of all respondents would

prefer receiving care in mainstreamed dental facilities. The primary reason for preferring

mainstreamed dental facilities was to avoid discrimination while those for preferring

specialised dental facilities were to receive care adapted to the HIV condition and to avoid

discrimination. Economic status and stage of the disease were not related to have received

dental care, but 24% of people who developed AIDS-related symptoms received treatment

for an oral infection as compared to 14% of those free of symptoms. (p=.01). Respondents

who preferred mainstreamed dental facilities were more likely to be of higher economic

status (p=0.001).  Stage of the disease did not influence preference for dental facilities.
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Conclusions: These results suggest that the majority of people living with HIV/AIDS

received routine dental care and did not prefer specialised dental facilities. Further efforts

should be made to promote discrimination-free access to mainstreamed dental facilities.

Key Words: dental care, services utilisation, people living with HIV/AIDS, dentist,

accessibility, HIV infection.
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INTRODUCTION

The progression of HIV infection leads to opportunistic oral disease (1-5).  Some of

them cause serious problems, which can range from pain impeding normal eating to

infectious or neoplastic disease that can overload an already weak immune system.

Although little is known on the use of dental services by people living with HIV/AIDS (6),

access to quality dental care is essential to maintain their oral health.

To achieve this, some advocate that clinics specialised in the treatment of people

living with HIV/AIDS be established. In this way, patients are assured of receiving

treatment without discrimination and of finding dentists who are familiar with the oral

symptoms associated with the infection. However, there are relatively few dentists

specialised in the treatment of people living with HIV/AIDS, and those who are tend to be

located in large cities. Consequently, people living outside these cities have only limited

access to adapted care. Moreover, in order to be treated in specialised clinics, people living

with HIV/AIDS must be willing to disclose their seropositivity and risk being identified as

seropositive when visiting such facilities regularly.

Studies conducted on people living with HIV/AIDS who regularly visit specialised

medical facilities in urban centres indicated that 30-40% visited specialised dental clinics

(7-9). Only one study looked at the type of dental clinic people living with HIV/AIDS

preferred.   Conducted in 1990, it showed that 75% preferred regular clinics (10). No study

has yet examined the reasons that influence people living with HIV/AIDS in their choice of

dental facility whether this choice varies depending on individual personal characteristics,

particularly economic status and stage of disease. In fact, one could be led to believe that
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people of higher economic status would be more fearful of being identified as seropositive

by their family and friends if they regularly visit specialised dental clinics. It is equally

conceivable that a person at a more advanced stage of the disease would prefer to be treated

in a specialised dental clinic by a dentist with a good knowledge of the problems associated

with HIV infection.

The purpose of the present study was to document: 1) the type of dental care

received by people living with HIV/AIDS;  2) the type of dental facility preferred by this

population and the reasons for their preference;  and 3) whether dental care received and

the type of dental facility preferred vary according to respondents’ economic status and

stage of the disease.
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METHODS

The present study was conducted in Québec, Canada, from 1993 to 1995. In order to

improve the representativeness of people living with HIV/AIDS in our study, and to include

subjects who do not regularly visit specialised health facilities or who live outside of major

urban centres, subjects were recruited from several sources. The 15 associations for people

living with HIV/AIDS and 10 hospices for AIDS patients listed in directories of services

available to this population across the province of Québec were contacted. Since over 80%

of the people with AIDS in Québec live in the greater metropolitan area of Montréal (11),

four clinics and three hospitals specialised in screening for and treating HIV infection in

Montréal were also contacted. Two associations, one clinic and one hospital declined to

participate in the study.

Data were gathered through an anonymous survey using a self-administered

questionnaire. The participating associations, hospices, clinics and hospitals were

responsible for distributing the questionnaire either by mail or by hand. Because the sources

of the sample were not mutually exclusive, the cover letter requested that the questionnaire

be returned blank if the respondent had already sent in a completed one. A reminder was

sent by the associations and hospices one  week after the initial mailing of the

questionnaire.

Overall, 800 questionnaires were distributed, of which 50 were returned because the

person had died, could not be located or had already participated in the study, reducing the
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size of the population to 750. In all, 463 questionnaires were completed, for a response rate

of 62%.

The final questionnaire contained 78 items, mostly closed-end questions, and took

about 15 minutes to complete. The pertinence, clarity and acceptability of the questions had

been tested beforehand by people living with HIV/AIDS and experts working in the field.

The type of dental care received since diagnosis with HIV was measured with a check-list

of 12 items representing all the main dental services. The type of dental facility that

respondents preferred was measured with a closed-end question, whereas reasons

underlying their preference were assessed by an open-ended question. The questionnaire

also surveyed people living with HIV/AIDS regarding the individual characteristics of their

HIV infection (most probable route of HIV infection, number of years since diagnosis with

HIV, and presence of AIDS symptoms); their prior experiences when seeking dental care

(disclosure of HIV status by the respondent, and refusal of dental care by the dentist); and

their preference that the dentist be aware or not of their  HIV-positivity. Respondents’

sociodemographic characteristics (gender, age, level of education, economic status) were

also assessed.

The answers obtained from open-ended questions were categorised according to

their similarity, and representative verbatim of each sub-category were listed.  In addition

to chi-square tests, logistic regression was also used to examine how certain variables,

including economic status and stage of disease, influenced the type of dental care received

by respondents after being diagnosed with HIV as well as their preference of dental facility.
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RESULTS

Table 1 presents the respondents’ basic characteristics. Approximately 90% of

respondents had been aware of their HIV-positivity for at least two years. Ninety percent of

respondents were male; 86% of them believed they had acquired HIV through homosexual

practices, while less than 10% believed they had acquired HIV by sharing contaminated

syringes. Sixty-two percent of female respondents reported having contracted the virus

through heterosexual contact, and 29% by sharing contaminated syringes.
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Table 1:  Characteristics of study population according to
respondents’ gender. Québec 1993-95, N=461.

Gender
CHARACTERISTICS Male

(n=414)
%

Female
(n=47)

%
chi 2 p

value

Sociodemographic characteristics

     Age
• < 30 (years)  15  34   
• 30 to 34 (years)  27  21   
• 35 to 39 (years)  24  26   
• >= 40 (years)  34  19  11.8*  .01

      Level of education     
• High school or less  36  51   
• College  27  28   
• University  37  21  5.5  .06

      Main source of payment for dental care     
• Dental insurance plan  26  30   
• Dental plan for welfare recipients  24  17   
• No insurance plan but able to pay  40  49   
• No insurance plan and unable to pay  10  4  3.1  .37

 HIV-related variables     

      Most probable route of HIV infection     
• Homosexual practices  86  0   
• Intravenous drug use   9  29   
• Heterosexual practices   3  62   
• Blood products   2  9  230.7*  .00

      Presence of HIV-related symptoms     
• Yes  50  40   
• No  50  60  1.5  .23

      Had sought dental care since discovering
      they were HIV-positive

    

• Yes  85  77   
• No  15  23  2.4  .12

      Number of years since discovering
      they were HIV-positive

    

• < 2 years   11  15   
• 2  to 5 years  48  68   
• > 5 years  41  17  9.3  .01*
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Table 2: Type of dental care received by people with HIV/AIDS who have consulted a
dentist since learning of their HIV-positivity, according to stage of the
disease. Québec 1993-95, N=391.

Presence of AIDS
symptoms

TotalTYPE OF
DENTAL CARE RECEIVED

No
(n=194)

%

Yes
(n=197)

% %

• Examination 92 90 91
• Dental cleaning 87 86 86
• Filling 69   59* 64
• Extraction 37 33 35
• Gum treatment 27 28 28
• Partial or complete denture 21 29 25
• Treatment for an infection 14    24** 19
• Root canal treatment 15 10 12
• Crown and bridge 11 10 11
• Oral surgery 8 8 8
• Orthodontic treatment 2 1 1
• Other 3 3 3

*p value of Chi square test ≤ .05
**p value of Chi square test ≤.01

Dental care received

Eighty-three percent of the 463 respondents reported having received dental care

since learning of their HIV-positivity. As shown in Table 2, the majority of respondents had

an examination, a dental cleaning and / or a filling. Over a third had an extraction, close to

a third had gum treatment, and a quarter had gotten a partial or complete denture.

Interestingly, almost 20% of respondents were treated for an oral infection. Around one

tenth had root canal treatment, got a crown or a bridge, and/or had oral surgery. Except for

fillings and treatment for an infection, there was no difference in dental care received

between respondents who had developed symptoms of AIDS and those who had not.
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Logistic regression analysis indicated that economic status and the presence of

symptoms did not significantly influence dental care received by respondents after learning

they were HIV-positive. However, the probability of having received dental care after being

diagnosed HIV-positive was twice as great for those with a college or university education

(OR=2.4, CI 95%:1.4-4.3); three times as great for those who had known of their

seropositivity for two to five years as compared to those who had known of it for less than

two years (OR=3.3, CI 95%:1.6-6.5); and ten times as great for those who had known of it

for over five years (OR=9.9, CI 95%: 4.1-24.0).

Preferred type of dental facility

Sixty percent of respondents reported that they preferred receiving dental care in

mainstreamed dental facilities. Figure 1 shows that the type of dental facility that people

living with HIV/AIDS preferred depended on their economic status (p = 0.001). The

presence of AIDS-related symptoms did in no way change the respondents' preferences.
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Figure 1:  Preferred type of dental facility according to respondents’ characteristics.
Québec 1993-95, N=430.

As shown in Table 3, logistic regression analysis indicated that economic status and

preference regarding the dentist's awareness of the respondent's HIV-positivity were

predictors of the type of dental facility preferred. The likelihood for preferring

mainstreamed dental facilities was almost twice as great among respondents of higher

economic status and almost three times greater among respondents who preferred that their

dentist be not aware of their seropositivity.
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Table 3:  Logistic regression analysis of the preference to seek care in

mainstreamed dental facilities according to respondents’ characteristics.

Québec 1993-95, N=412.

RESPONDENTS’ CHARACTERISTICS β OR 95% CI chi2

 Economically deprived .001
• Yes Reference
• No .65 1.9 (1.2-3.1)

 Preferred that dentist be aware of their HIV+ .001
• Yes Reference
• No .88 2.4 (1.3-4.6)

Controlling for: gender, age, level of education, most probable route of HIV infection, and number of
years since learning of their HIV-positivity.

Reasons for preferred type of dental facility

Table 4 presents the reasons given by respondents for preferring receiving oral care

in mainstreamed facilities. Among the main reasons reported, was the desire to avoid

discrimination or stigmatisation, the fact that they consider themselves normal, confidence

in their present dentist and the sense that their seropositivity does not have a bearing on the

precautions that dentists must take with all of their patients. Some said that they did not

need specialised care, that visiting regular clinics was more practical or that it allowed for

greater confidentiality.
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Table 4: Reasons given for preferring mainstreamed dental facilities. Québec 1993-95, N=257.

Reasons Verbatim *

To avoid
discrimination

(n=54)

I would like to be considered as a human and not as a virus.

I don't want to be marginalised.
There are enough ghetto services.

We're already "labelled" enough as it is without having to be confined to exclusive
settings.

Because I’m
normal
(n=49)

Because AIDS is a disease like any other.
To make myself believe that everything is normal...as long as it doesn't show...one can
continue living as before.
I try to make my days normal and I want my needs to be respected.

My infection doesn't set me apart from other clients in terms of the care I should get.

I consider myself a regular member of society, unique, special, extraordinary to myself.
I'm a person first and foremost.
We're not dangerous.
Just as I was a client, I'm still a client.

Confidence in
 my dentist

(n=46)

I prefer visiting my usual dentist.
I haven't experienced any problems at my clinic.
My dentist knows the situation and both of us think that I'm a patient like any other.
I feel comfortable and I never felt excluded or rejected.
My dentist is already familiar with HIV+ patients, and I greatly appreciate his
collaboration.
He's been my dentist for 15 years.
Because I trust dentists in private settings.
My dentist is very competent, and his modern office is less depressing than elsewhere.
I'm already lucky enough to have a very competent and understanding dentist.

Precautions are
 the same

(n=38)

The precautions that dentists have to take with patients are the same for all.
It's a medical condition that is no more dangerous than any other and for which the
dentist should be prepared.
I have nothing to hide and I know there's no danger.

With the many precautions that my dentist takes, I don't feel that I'm putting his life or
that of his patients at risk.

I don’t need
 dedicated care

(n=16)

I don't want to be treated for studies about thrush and other oral infections.
I want dental care, that's all.
Reasons for consultation are usually general reasons.
I don't think that it's necessary to have a specialised dentist for people with HIV.
Are there any clinics for other contagious diseases?
I don't see the difference between someone who has HIV and someone who doesn’t when
it comes to dental care.
Because until now, I haven't had any complications.
Unless I become very sick and weak, I prefer a regular clinic.

More practical
(n=11)

Proximity to dentist.
Shorter waiting time and the dentist is more available.
I found a very good dentist not far from where I live.
There's no need to travel 10 miles, especially with a 2-month old baby.

For
confidentiality

(n=9)

More discreet.
For confidentiality
Anonymity
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*Translated from French.

Table 5 presents the reasons given by respondents who preferred receiving oral care
in specialised clinics. Their choice was mainly justified by the possibility of
receiving better care. The following reasons were also frequently cited: they would
not be rejected, would be more comfortable, and would avoid infecting other
patients, dentist, and auxiliaries. A small number of respondents pointed out that
confidentiality would be maintained in this way, that they would not have to give
any explanation to the dentist, or that it was more practical.
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Table 5: Reasons given for preferring specialised dental facilities. Québec 1993-95,
(N=176)

Reasons Verbatim *

To receive the best care
(n=70)

So that the dentist can explain the problems that I might have to deal with, as
well as the particular precautions to take with respect to my condition.
Because they would be more attentive to the needs of people with HIV.
The dentist will examine my gums more carefully.
Because I think they would know more.
I’m sure of getting sterilised equipment.
People with a fragile immune system can be treated safely.
I feel more secure.
The dentists are more understanding and have more time to spend with certain
patients.
If I have a problem, I think it would be taken more seriously.

To avoid
discrimination

(n=35)

Staff that is more “used to” treating HIV-positive and AIDS patients, that can
attenuate the reaction of other staff members who are not as well trained to deal
with the situation.
To avoid any misunderstanding and receive the care to which one is entitled.
To avoid negative response.
I didn’t want to be refused again.
Less prejudice, better tolerance of homosexuality.
Because right from the start, they would know who I am without judging or
labelling me.
I’m ashamed to tell my dentist, who has been treating me for 20 years, of my
condition.

To be at ease
(n=22)

I would feel much more comfortable.
So that the dentist knows exactly with what kind of people or patients he’s
dealing.
For reasons of integrity.
In order to eliminate the maximum number of apprehensions possible (mine,
that is) and to have a clear conscience!
Like this, I feel more at ease and able to talk about my situation as a normal
state of health, as if it were a health problem like any other.

To prevent
contamination

(n=17)

To better protect healthy people.
So that all precautions are taken not to transmit the virus.
The risk of infection is so great and the dentist, as well as myself, must be
protected at all costs.
More precautions must be taken.

For confidentiality
(n=8)

Confidentiality is respected.
I don’t want everyone to know about my seropositivity.

To not have to explain
(n=8)

This way, I don’t have to tell him.
So that I don’t have to explain my life story, my anxieties.

More practical
(n=5)

There’s a specialised dentist at the hospice
Close to where I live.
It’s easier because I’m on welfare.

1 Translated from French
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DISCUSSION

Our study shows that the majority of people living with HIV/AIDS consulted a

dentist for an examination, a dental cleaning and /or a filling. These procedures make up

the basic services that all dentists are able to provide. This observation suggests that there is

little difference between the type of oral care provided to people living with HIV/AIDS and

that provided to the population in general. Moreover, dental care received by respondents

was not related to the stage of the disease. Our data show, however, that 24% of people

who developed AIDS-related symptoms received treatment for an oral infection as

compared to 14% of those free of symptoms. This reveals that the profile of dental care

received by people living with HIV/AIDS can change at a later stage of the disease, since

the number of oral infections increases with the progression of the disease (3,5).  However,

for most of the oral infections, their treatment is a service that all dentists are able to

provide.

The hypothesis that the economic status of people living with HIV/AIDS influences

the decision to seek dental care could not be supported. It may be that, in the province of

Québec, people receiving welfare have public minimal coverage for dental treatment. The

situation could be different in countries that do not provide such coverage. We observed

however, the level of education of people living with HIV/AIDS influences the decision to

seek dental care.  This is consistent with past studies done on the general population

showing the association between education and utilisation of dental services (12).

Regarding the type of dental facility people living with HIV/AIDS would like to be

treated in, their opinions were divided. Although 60% of respondents preferred to be treated
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in a mainstreamed dental clinic, 40% preferred a specialised dental clinic. The stage of the

disease did not seem to influence the choice of respondents since people with AIDS-related

symptoms did not prefer going to specialised dental clinics. Still, two variables seemed to

influence the type of dental facility that respondents preferred: their economic status and

their preference that the dentist be aware of their seropositivity. Sixty-eight percent of

respondents of higher economic status preferred receiving dental care in mainstreamed

clinics, whereas economically deprived respondents did not show a greater preference for

either type of clinic. Respondents who did not wish to divulge their seropositivity to the

dentist also preferred to be treated in mainstreamed dental clinics, which suggests that they

did not want to be identified.

Considering the influence that economic status has on the type of dental facility

preferred, one could expect to find economic reasons for the preference of some

respondents for specialised dental clinics. The respondents pointed out instead that, when

seeking care in these clinics, they believed they would receive better care and avoid being

refused or stigmatised. In fact, the explanations given by respondents hint at their worries

concerning the disease and the way they will be received.

Respondents who preferred being treated in mainstreamed dental facilities showed

themselves to be equally concerned about discrimination by stating that specialised services

were stigmatising and that they did not wish to be marginalised. They also insisted that they

wished to keep up the relation with their usual dentist, who, in many cases, had been

treating them for years and had proven to be competent, conscientious and empathic

towards them.  In addition, they pointed out that the precautions to be taken by dentists are

the same with all patients, regardless of their HIV status. The explanations given by the
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respondents show them to have a good level of determination, self-esteem and knowledge,

and to be well aware of their rights.

Our qualitative results reveal that, regardless of their choice of dental clinic, people

living with HIV/AIDS do not want to be stigmatised.

One could be led to believe that the oral health problems, as well as the difficulties

in accessing dental care, that people living with HIV/AIDS experience would be resolved

by referring them to specialised dental clinics. Without questioning the necessity of having

specialised dental clinics, our data show, however, that the majority of people living with

HIV/AIDS only received routine dental care and that over half of them did not wish to visit

specialised clinics regularly. If one's intention is to satisfy the preference expressed by the

majority of this population, then further efforts should be made to promote the access of

people living with HIV/AIDS to mainstreamed dental facilities.
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