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Abstract
This short communication paper aimed to compile the main determinants of inequality in dental services by distinguishing between access, utilisation, and provision of dental services. Recent findings integrated, and a dedicated
conceptual framework entitled “Triangle of inequality in dental services” has been suggested. These can contribute a
rich knowledge in this area and open a new window for policymakers and researchers to seek applied interventions
to decrease inequality and improve access and utilisation in communities. This paper aims to synthesise the available
evidence and add value to the scope. It highlights a dedicated concept for inequality in dental services beyond other
areas of public health.
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Background
Oral health is integral to general health and wellbeing
and is considered a global public health concern, particularly in many low- and middle-income countries (LMICs)
[1]. Considering that oral disease is still a major public
health burden worldwide with the greater global burden
on the deprived and poor population [2], integrating oral
health to general health globally can be among health
policymakers’ interests [3]. Moreover, the direct and lasting impact of oral health on general health makes the
policymakers prioritise access to dental services by the
whole community at the top of agenda-setting.
Lack of integration between oral health and global public health with a population health approach can lead to
many health concerns. Inequality in providing and utilising dental services can worsen these concerns. According to the evidence, many social, economic, cultural and
environmental determinants at the macro and micro
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levels along with meso elements related to insurance,
providers and policies and practices are among the determinants that lead to inequality in the area of oral health
in LMICs [4]. Inequality in utilisation of dental services
even in developed countries is severe and influenced by
many factors. Individual, social, economic, and cultural
determinants are the main determinants of inequality in
utilisation of dental services. In addition to this, health
policies and availability of services are indicators of provision of dental services that lead to inequalities in such
services [5]. For instance, changes in oral health policies
during the COVID-19 pandemic with greater emphasis
on providing emergency services at the peak of the outbreak, along with restricting non-emergency dental services, have significant impacts on the population’s access
and utilisation of dental services [6].
Evidence emphasises the necessity of policymakers’ particular attention to appropriate access to dental services to decrease inequalities and improve the
oral health of a given population. Despite identifying
the above determinants, the nature of dental services is
uniquely different from public health services. In other
words, although oral health should be considered as part
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of global public health, because of the different nature
of oral health and in particular dental services, inequality in dental services can be intensified and should be
regarded as a serious concern. Therefore, it is essential
that policymakers focus on a dedicated model to better
understand inequality mechanisms in dental services.
Some reasons can justify the necessity of such a model.
In the dental literature, access, utilisation and provision of dental services are terms often used interchangeably. However, to better address the determinants of
inequality in dental services, it is essential to distinguish between these concepts. In health sciences, service utilisation is defined as the individual’s preventive
or curative service use; service provision deals with the
process of providing services according to the available
resources (human resources, physical capital and consumables) [5, 7]. Access to health services is the timely
use of these services to achieve the best health outcomes both at individual and population levels [8].
Dental services are uniquely different from other public health and primary health care services. Dental services often have higher costs with limited comprehensive
insurance coverage, so the out-of-pocket payments are
relatively high for dental services. This creates a model
of care that favours emergency dental visits. A cycle of
delayed referrals, specialised needs and higher cost of
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these specialised services increases the gap in utilisation
and therefore leads to a worsening oral health status at
the population level [5].
The impact of community diversities in cultural, economic, social and health literacy on the utilisation of dental services should not be under-estimated [9]. Although
this is a global issue, it should be formulated and customised according to different contexts, policymakers motivations, priorities and severity of the issue for any context.
A conceptual model is helpful in highlighting the principal elements and strategic points that better facilitate
timely and appropriate dental service provision. Such a
model should integrate different concepts of access, utilisation and provision of dental services. It clarifies that more
appropriate provision of quality services affects higher
access and broader utilisation of the services. In addition,
different aspects of access, such as physical, geographical,
cultural and financial aspects, along with the acceptability
of the services [10], lead to higher dental service utilisation,
and as a result, a reduction in inequalities in dental services.
Conceptual framework

Ghanbarzadegan et al. (2021) previously introduced
the “Triangle of Inequality” in dental services concept
(Fig. 1) [5, 10]. As illustrated in Fig. 1, provision of dental services in the top of this hierarchy influences access

Fig. 1 Triangle of Inequality in dental services, introduced by Ghanbarzadegan et al. [5, 10]
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and utilisation of services. In this framework, determinants of access to dental services are aligned with the
Universal Health Coverage (UHC) dimensions, with
the key to increasing access to dental services being to
reduce the existing gap in dental services universal coverage. Each small triangle is also directed to another triangle to show how these determinants are intertwined.
For example, in the framework of service provision,
oral health policies influence the availability of services and these would define access to dental services
from different perspectives such as availability, affordability or even geographic access. Providing need-based
dental services at the affordable and acceptable prices
improves the access to these services. Simultaneously,
the provision of oral and dental services is affected by
the availability of the services and oral and dental health
policies. According to the triangle, if the services are
provided and are accessible to the population, inequality will decrease only by developing service utilisation.
This third item will be fulfilled considering the individual, cultural, social and economic determinants of the
population.
Policymakers may move to a trade-off among these
determinants according to the priorities, community’s
conditions, financial capability (e.g., GDP per capita allocated specifically for dental health provision), basic health
benefit packages and insurance coverage of dental services. Also, in the access aspect of the model, the supply
chain, which indicates the dental service providers, availability of human resources and equipment, can be effective along with the demand side of the population and its
demographic characteristics as well other determinants
of utilisation, provision and access to services previously
discussed.

Conclusion
In conclusion, due to the unique nature of dental services and their differences with other health services,
the lack of clear definitions of various dimensions of
inequality in services and inappropriate and mistakenly
interchangeable use of access, utilisation and provision
concepts, there is a need to redefine these dimensions
in dental services. The “triangle of inequality” as a conceptual model in dental services may assist in ameliorating inequalities in dental services by clarifying the
concepts mentioned above and their determinants.
Abbreviation
LMIC: Low- and middle-income countries.
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