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People with physical disabilities generally ex-
perience poor oral health and have more
untreated dental problems than does the rest of
the population.1 One reason for this disadvan-
tage is that systemic diseases underlying dis-
abilities, and associated medications, can neg-
atively affect or be affected by oral health. For
instance, immunosuppressive agents used in
the treatment of rheumatoid arthritis cause
gingival hyperplasia and antispasmodics, anti-
Parkinsonism, and muscle relaxant medications
cause xerostomia.2 Cerebral palsy patients may
experience severe bruxism, temporomandibu-
lar joint problems, and tooth wear. Further-
more, poor oral health may be detrimental to
general health, especially for people with dis-
abilities. Notably, the association of periodontal
disease with heart disease, stroke, and diabetes
is now well established.3,4

Access to dental services may be difficult for
those with physical disabilities.5 Among the
“4.4 million persons with disabilities in Canada,
dental care remains one of the most required
health services yet it is also the hardest to
find.”6(p9) Despite great health needs, people
with disabilities experience major obstacles in
accessing primary care.7 This is the case in
Québec, Canada, for instance, where one fifth
of this population reports being unable to
access the health care they require.8 The
number of wheelchair users is steadily in-
creasing as the elderly population increases;
there are 6 times more wheelchair users today
than there were 30 years ago.3,9 According
to Statistics Canada, approximately half of
current wheelchair users belong to the rapidly
expanding elderly population.10

Despite these problems, very little is known
about the dental care pathways of people using
a wheelchair, including the challenges en-
countered in accessing dental services. We
addressed this lack of knowledge by seeking to
identify obstacles and better understand their
implications. The social model of disability
suggests that wheelchair use is impeded by
society’s failure to take into account impair-
ments and accessibility when creating physical

and social environments.11We explored this
failure, and we have proposed solutions to
facilitate this population’s access to quality
dental services.

METHODS

Adopting a participatory approach, we de-
veloped a partnership linking 3 groups of
constituents12—people with disabilities, dental
professionals, and researchers—who collabo-
rated through an advisory committee during all
stages of the research. Each group contributed
expertise, through either scientific knowledge
or lived experience.

Design and Sampling

Our qualitative descriptive design was well
suited to exploring phenomena that we knew
little about.13 Semistructured interviews
allowed the collection of in-depth information
about complex issues, such as perceptions,
emotions, and behaviors.14

We brought together a group of partici-
pants who were diverse along various socio-
demographic and health measures, type of

wheelchair (electric or manual) used, and type
of dental coverage using a purposeful sampling
strategy known as “maximum variation.”15 To
be included, participants had to (1) be perma-
nent wheelchair users, (2) be aged 18 to 65
years, (3) be able to speak English, and (4) have
consulted a dentist or searched for dental
services in the previous 2 years.

Data Collection and Analysis

With the help of our community partners,
we recruited 13 people in Montreal, Québec,
Canada, and interviewed them between Octo-
ber 2011 and October 2012. Participants
chose where the interviews took place, such as
their home or workplace. Before starting, the
interviewer (F. R.) explained her background
and the objectives of the project and answered
participants’ questions. Then each participant
signed a consent form approved by an aca-
demic institutional review board. The discussion
lasted about 1 hour, with a follow-up interview
when necessary. We audio-recorded all inter-
views and transcribed them verbatim. The in-
terviewer adopted an open-ended conversational
style and used an interview guide that was
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designed to aid recall of oral health---related
experiences. During the fieldwork, the inter-
viewer used introspective and intersubjective
approaches; after each interview, a debriefing
session with another team member (C. B.)
allowed her to reflect on interview dynamics.

We used inductive thematic analysis, “a pro-
cess of coding the data without trying to fit it into
a pre-existing coding frame, or the researcher’s
analytic preconceptions,”16(p12) during which all
codes emerged.17 We then examined the codes
and their corresponding passages through an
iterative process, regrouped them into larger
themes, and established links between these.
Finally, we built matrices to display and sum-
marize the data.18 These matrices helped us
interpret the data. The results were discussed

with 2 study participants, who elaborated on

certain issues that had not been sufficiently

explored in the interviews.

RESULTS

Participants included 9 women and 4 men
who permanently used a wheelchair. Their need

for a wheelchair was the consequence of an

accident affecting their spinal cord or the result

of 1 of the following: cerebral palsy, rheumatoid

arthritis, spinal meningitis, or a degenerative

neuromuscular disorder. In some cases, these

diseases affected people’s ability to masticate or

swallow. Only 4 participants had private dental

insurance from paid employment; the other 9

received social assistance and thus benefited

from public dental insurance (Table1).
Participants highly valued oral health and

oral health care. They underlined the role
of their teeth for aesthetics and, most impor-
tantly, emphasized their mouth’s crucial func-
tion as a “third hand.” They described using
their mouths in their daily lives as a replace-
ment for, or in addition to, their hands. They
used their mouths to help them carry objects
and in various other circumstances:

I put everything in my mouth now, and I do
everything with my mouth now. Because it’s like
my third hand, because I don’t have the usage of
my right hand; it’s all paralyzed. My left hand is
working a bit but not my right, so I do a lot of
things with my teeth, you know. I’m grabbing
things; I’m holding things, so it’s very important
that I take very good care of my teeth. (in-
terviewee 2)

Use of their mouths as a third hand raised
concerns among participants about damage to
their teeth and the need for professional dental
care:

To have good teeth for me is essential because I
need my mouth to actually do everything, so I’m
trying to keep as many [teeth] as possible in my
mouth! (interviewee 8)

Yet participants reported tremendous difficul-
ties accessing dental services. Figure 1 depicts the
numerous challenges, each of which, singly or in
combination with others, could delay or even
interrupt participants’ dental care pathway:

1. finding a dentist and being accepted,
2. organizing transportation,
3. entering the building and circulating in-

side,
4. interacting with the dental staff,
5. transferring into the dental chair,
6. overcoming discomfort on the dental

chair, and
7. paying for treatment.

Each of these challenges could delay or even
interrupt participants’ dental care pathway. Par-
ticipants did not face all these challenges each time
they consulted; for instance, some had secured
professional dental care and thus no longer
encountered the challenges of finding a dentist
and negotiating interaction with the staff.

Challenge 1, Finding an Accessible

Dental Clinic

Finding a dentist was typically a difficult and
frustrating process. Participants used numerous
strategies, including word of mouth and
searching out accessible clinics in person or
through telephone inquiries. Unsuccessful after
several years, certain participants had sus-
pended their search or even given up. Conse-
quently, some decided to stay with a dentist
despite being dissatisfied, whereas others sim-
ply remained without a dentist. Participants
deplored the lack of reliable information:

That’s the hardest part: nowhere you can ask or
go on the Internet to see a directory of dentists,
let’s say in Montreal, and, say, with the specifi-
cation “wheelchair accessible.” (interviewee 8)

An erroneous understanding of accessibility
caused dental staff to mislead several partici-
pants. For instance, after having a discussion
with a dental secretary and obtaining an

appointment, a participant discovered that the
clinic was not accessible:

When I got there, I couldn’t get into the office.
There were steps. As I remember there were 5 or
6 steps or something like that. (interviewee 4)

Some dental staff refused participants over
the telephone or even once they arrived at
the clinic, despite having booked an ap-
pointment. These hurtful and discriminatory
situations were compounded in the case of
wheelchair users on social assistance, who
felt that they faced the “double challenge”
(interviewee 8) that disability and welfare
pose, as each can constitute a reason for
refusal by a dentist.

TABLE 1—Wheelchair Users (n = 13)

Accessing Dental Services: Montreal,

Québec, Canada, 2011–2012

Characteristic No. Participants

Gender

Women 9

Men 4

Age, y

18–29 1

30–49 6

50–65 6

Occupation or income source

Employed full time 3

Employed part time or casually 2

Unemployed or on social

assistance

8

Reason for disability

Accident or spinal cord injury 4

Cerebral palsy 3

Arthritis 2

Spinal meningitis 2

Neuromuscular diseases 2

Type of wheelchair

Manual 3

Electric 10

Time in wheelchair, y

< 10 2

10–20 3

21–30 6

31–40 1

> 40 1

Type of dental insurance

Private 4

Public (e.g., welfare) 9
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Challenge 2, Transportation Issues

Participants who had to rely on public
adapted transportation faced many logistical
difficulties. They deplored the lack of punctu-
ality of the transportation services, forcing
them to anticipate delays to avoid being late or
miss dental appointments.

That was a problem because the first time I
went to my regular dentist, I booked for an
hour and it took like 2 and a half hours [to be
treated at the dental office]. So I had to kind of
make arrangements so that they pick me up
later. And then the second one . . . took like 20
minutes and I was out. So again I had to call and
make arrangements. (interviewee 5)

Adapted transport made a mistake in the time
of appointment. So I called them [the dental
office] and said, “Excuse me.” When the re-
ceptionist called me she said, “You have can-
celled 3 times.” When I went there I said,
“. . . sometimes there is no choice but cancelling.”
(interviewee 10)

Challenge 3, Clinic Access and

Circulation

Even though some buildings seemed acces-
sible at first glance, numerous obstacles be-
came apparent upon entry:

If the door is too heavy, I don’t know, I could call
the secretary: “I’mhere, can you please come and
open the door?” Something like that, yeah. I have
to have a backup plan. (interviewee 5)

That was like an old building and I just barely fit
with my chair. So someone had to push me
because the doors were just standard doors [not
wide enough for wheelchair users].

Most spaces were small or cluttered, making
circulation a difficult and sometimes impossible
endeavor, especially for those using electric
wheelchairs, which are more cumbersome than
are manual wheelchairs. In certain cases, the
waiting rooms could not accommodate
a wheelchair:

I don’t have any space, so I cannot even be in the
waiting room. I have to go out [of the clinic] or I
have to go in [the examination room]; so it’s not
pleasant. (interviewee 2)

It’s a big dental office so there are a lot of of-
fices . . . when someone is coming, they go back
because there is no room for 2 of us: I’m on the
chair and they are walking and there is no room.
(interviewee 7)

Accessibility of clinic washrooms was
particularly important, as participants
were away from home for lengthy periods.
But most washrooms were not adapted
to their needs, a very stressful situation
(interviewee 7).

Because of lack of space, the dental staff
sometimes had to move the furniture to permit
circulation. This applied to the examination room,
which was generally tight and rendered the trans-
fer into the dental chair particularly challenging:

[It is not easy to maneuver] to go in and, you
know, try to get in the space because they have to
take out . . . everything, and often there are extra
machines; they have to push that out. So I can,
you know, go backwards so I can transfer.
(interviewee 2)

Afraid of hitting and damaging furniture or
walls, participants expressed their embarrass-
ment at being a potential source of disturbance
for the staff (interviewee 4).

Challenge 4, Interacting With Dental

Staff

The reception countertop, which was usu-
ally higher than the participant’s head, con-
stituted the first barrier in interaction with
dental staff. In addition, this design compli-
cated the paperwork, notably when, as is
typical, the counter and credit card terminal
were inaccessible (interviewee 2).

Of course, participants described positive
interactions with dental professionals, many
of whom were “patient,” “positive,” “helpful,”

or “understanding.” But other encounters felt
discriminatory, such as being ignored at times:

When I’m accompanied . . ., you know, they are
talking to the person standing up rather than
looking at me first. (interviewee 12)

Challenge 5, Transferring Into the Dental

Chair

Participants found it difficult to transfer into the
dental chair and to remain immobile for long
stretches of time (interviewee 8). They preferred
to stay in their wheelchair during the dental
treatment, but dental professionals were report-
edly reluctant, invoking practical reasons and lack
of comfort, even in the case of electric wheelchairs
that allowed people to lie in a horizontal position.

The process of transferring was arduous
because of the chair design but also the dental
staff’s lack of appropriate skills and equipment
(Table 2). The situation was especially acute
for participants suffering from generalized paral-
ysis, as they could not actively participate in the
transfer. Many apprehended pain and even
feared falling. Moreover, the dental staff was so
uncomfortable with this procedure that they
generally refused to undertake a transfer on their
own. Consequently, a friend, family member, or
personal attendant was required to accompany
and assist at the dental clinic (interviewee 5).

Challenge 6, Discomfort During

Treatment Sessions

Lying in the dental chair was uncomfortable
for most participants and was a source of back,
neck, and shoulder pain, especially during long
sessions. The dental chairs were poorly adapted
to their needs: they lacked cushion support, the
plastic covers could be slippery and cause a fall,
and the lower part of the chair was not adjustable:

She set me on this chair, adjusted me to get flat
completely . . . so I was like at an angle and this is
really torture. (interviewee 9)
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FIGURE 1—Challenges faced by wheelchair users in their dental care pathway: Montreal, Québec, Canada, 2011–2012.
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Numerous specific medical conditions
caused further difficulty or concern; for in-
stance, participants who used a urinary cathe-
ter and drainage bag were particularly un-
comfortable in a horizontal position
(interviewee 2).

Participants with arthritis and muscular
dystrophy reported difficulties in opening and
closing their mouths, which complicated treat-
ment sessions:

I go for my fillings there and the last 2 that I got
were in the back and I cannot open my mouth
very wide. And she complained the whole in-
tervention that “oh, if you have another one
that’s this far I won’t be able to do it.” . . . She
made me feel bad about my mouth not open-
ing . . . of course I’m like enduring a lot of pain
because when she says, “Open!” it hurts so much.
(interviewee 5)

Challenge 7, Payment

Despite some form of insurance coverage,
whether private or public, financial barriers
remained. People with private insurance com-
plained that the benefits were insufficient to
cover all dental expenses (interviewee 9).

Those on social assistance benefited from
public dental insurance, which meant they
were eligible for only basic treatments and 1
annual dental check-up. For other treatments
or additional check-ups, participants had to pay
out of pocket (interviewee 8). Financial con-
siderations forced some participants to reduce
the frequency of their check-ups or choose
cheaper treatment options. Others tried to pay
in installments, borrow money, or occasionally
consult a school of dental hygiene (inter-
viewees 4, 5, and 7).

DISCUSSION

We found that oral health is of heightened
importance to people using a wheelchair for
whom the mouth functions as a third hand and
therefore is of added functional importance.
People with disabilities encounter tremendous
obstacles in their dental care pathways to the
point of exclusion from dental services. Such
exclusion from basic health care contradicts the
United Nations Convention on the Rights of
Persons with Disabilities, according to which

“persons with disabilities have the right to the
enjoyment of the highest attainable standard of
health without discrimination on the basis of
disability.”19 It is, furthermore, the role of the
state to “take all appropriate measures to
ensure access for persons with disabilities to
health services.”19 The right to health care is
undeniable, and it is partially available through
public dental insurance. Yet substantial flaws in
coverage amount to greatly reduced services
and even a lack of services for vulnerable
segments of the population.

Limitations

We conducted this study in Montreal, Can-
ada, and so our results should be considered in
social, political, and cultural context. The chal-
lenges that we described may nevertheless
occur to varying degrees in other countries,
especially if they share some of the character-
istics of the Quebec health care system and its
regulations. It is important to note that we
interviewed wheelchair users with specific
medical conditions (Table 1); people with
different types of impairment may thus

TABLE 2—Wheelchair Users’ Difficulties Transferring Into a Dental Chair: Montreal, Québec, Canada, 2011–2012

Issues Participant Quotations

Excessive height of the dental chair. The lowest level of the chair was still too high and made

participants’ transfer difficult.

“I found their chairs could [should] move up and down a bit lower because even with the

manual chair, you still need help for transfer . . . from what I can remember you have to stand

because it’s still a couple of inches you have to get bumped [lifted] up there.” (interviewee 8)

“Coming back on the wheelchair was more challenging, because it’s lower and the position of

the feet is . . . in an angle, so all those factors made it more difficult to get back on the

chair.” (interviewee 7)

Obtrusive position of the dental chair arm. The arms of some dental chairs did not slide and

impeded participants’ installation.

“The arm couldn’t come off, so they had to lift me, help me transfer.” (interviewee 1)

Lack of supportive devices. The dental chairs lacked bars and handles to facilitate transfer. “On the chair of the dentist you don’t have support; you don’t have anchors, guiding bars.”

(interviewee 9)

Chair covering. Participants could not install themselves in the chair because of fabrics not

conducive to transfers, such as sticky leather.

“Sometimes it’s all leather and leather doesn’t slide, so it’s very difficult to go from my chair to

the leather that is very sticky.” (interviewee 2)

Dental staff lack of skills. The staff lacked skills on lifting techniques, manual transfer of the

participants, and removing the electric wheelchair from the examination room once the

transfer was done.

“As much as the dentist that I have is really, really nice and really accommodating, they

definitely don’t know anything about people with disabilities. They do their best; they’re very

open-minded, but they obviously never had any training or any real understanding of the real

situation, so they have to ask many questions.” (interviewee 5)

“We need to transfer me with 2 people and so they wanted me to bring somebody to do the top

so that’s the heaviest part to lift and just have to transfer.” (interviewee 5)

“They try to take the chair out of the space, but they can’t because they don’t know how to. . . .

They are not used to working with the chair, so it’s not easy. It’s not easy for them; it’s not

easy for me.” (interviewee 2)
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experience other kinds of barriers in accessing
dental services.

In addition, all participants had consulted or
searched for dental services in the previous 2
years. We thus excluded people who, not
having consulted for a long time, may have
faced particular barriers we have not docu-
mented. The sample of 13 people may appear
to be a limitation by some standards but is
appropriate considering that we used satura-
tion to guide sample size.20

Conclusions

To our knowledge, this study is the first to
voice the experiences of wheelchair users
concerning access to dental services. The chal-
lenges that we described refer to all dimensions
of access as defined by Penchansky and
Tomas21: availability, accessibility, affordabil-
ity, accommodation, and even acceptability.
With respect to acceptability, it is important to
note that certain participants felt that dental

professionals overlooked them because of their
physical condition.

Some of these challenges have been docu-
mented in the medical field,22,23 including
structural problems in physical environments,
transportation, financial issues, and personal
factors. Our research adds to this literature by
describing challenges that are specific to den-
tistry. We explored new territories by richly
documenting issues such as challenges in
transferring to and sitting in dental chairs
during treatment sessions. Our research also
provides insight into the specific relevance of
oral health to some of the participants’ physical
conditions, such as limitations in opening their
mouths. The use of the mouth to transport
objects and compensate for limb paralysis lends
particular significance to their dental needs.

According to the World Health Organiza-
tion’s biopsychosocial model of disability,24 it is
the responsibility of society to increase the
access of people with different needs by

removing social and physical obstacles. As
illustrated in Figure 2, we urge governments,
dental professional bodies, dental schools, and
researchers to work in partnership with groups
representing people using a wheelchair to take
concrete measures to improve access to dental
services. Situating people with physical dis-
abilities in the center of Figure 2 emphasizes
their central role and involvement in the pro-
duction of knowledge and the implementation
of change.

We provide suggestions appropriate for
Canada but likely to apply in many other
countries. First, we recommend that the degree
of accessibility of dental clinics be systemati-
cally evaluated in Quebec (Figure 2). From this
perspective, existing questionnaires on univer-
sal access, such as the Access Audit Checklist
(National Health Service in Scotland), could be
adapted for dental clinics and enriched with
specific questions inspired by our study. The
results should then be made widely available to

People with 
disabilities

Government

Dental 
schools

Researchers 

Dental 
professional 

bodies

• Strengthen policies related to universal access and 
discrimination

• Improve quality of public adapted transportation systems

• Favor interprofessional collaboration between dental 

professionals and other groups

• Implement professional 

policies on accessibility

• Promote continuing education 

programs

• Provide information to the 

public

• Develop person-centered approaches
• Implement programs on special care 

dentistry 

• Develop questionnaires on dental clinics’ level of 

accessibility

• Better understand experiences and needs of dental 

professionals related to people with physical disabilities

FIGURE 2—Recommendations for stakeholders to improve wheelchair users’ access to dental services: Montreal, Québec, Canada, 2011–2012.
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the population, which lacks crucial information
on clinic accessibility.

Second, professional bodies, dental schools,
and governmental institutions should carefully
examine the results of this evaluation and, in
partnership with people with disabilities, identify
actions to be undertaken. Figure 2 provides
examples of interventions and policies. For in-
stance, dental schools could promote patient-
centered approaches25,26 and, as Dolan recom-
mends, develop undergraduate as well as
graduate special care dentistry programs to allow
future dentists to better respond to the needs of
people with disabilities.27 Governmental and
professional bodies should further strengthen
antidiscrimination policies and favor interprofes-
sional collaboration: social workers, occupational
therapists, nurses, and family doctors could play
a key role in connecting people with disabilities
and dental professionals.

Dentistry is not well enough organized to
fulfill the needs of wheelchair users, who, as
a consequence, face discrimination. The de-
ficiencies of the dental care system in accom-
modating this growing sector of the population
are felt in several ways, including inaccessible
buildings, negative attitudes and lack of
knowledge on the part of dental professionals
and staff, high costs of dental services, and
inadequate insurance plans. These factors
complicate the process of dental treatment and
intersect to create a hostile environment for
people using wheelchairs. It is up to the political
and professional bodies, in partnership with
people with physical disabilities, to remove the
barriers, thereby providing affordable, accessi-
ble, and high-quality dental care for all. j
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