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Abstract

Objective: To examine the mouth and body knowledge, beliefs and behaviours of Dominican, 

Puerto Rican and African American older adults, and their relationships to oral and general health 

and health care.

Background: In his seminal framework, Handwerker posited that the norms, attitudes and 

behaviours related to the experience of disease and treatment reflect where patients live and have 

lived and are seeking and have sought care, along with their webs of social and health relations. 

This framework guides the analysis for the present study, wherein qualitative data are used to 

understand mouth and body knowledge, beliefs and behaviours among racial/ethnic minority older 

adults, ie, why individuals do what they do and what it means to them.

Materials and methods: Focus groups were conducted in Spanish or English with 194 racial/

ethnic minority older adults living in northern Manhattan who participated in one of 24 focus 

group sessions about improving oral health. All groups were digitally audio-recorded, transcribed 

and translated into English from Spanish, where apt. Analysis involved the classification of 

evidence from all datasets, organised to identify patterns and relationships.

Results: Four themes were manifest in the data regarding cultural understandings of the mouth, 

the body and health: (a) the ageing mouth and its components; (b) the mouth in relation to the 

body, health and disease; (c) social meanings of the mouth; and (d) care of the ageing mouth.

Conclusion: Underserved older adults from diverse cultural backgrounds understand the 

importance of their mouths to both their overall health and social lives.

Keywords

focus groups; older adults; oral health; qualitative research

Correspondence: Mary E. Northridge, NYU Langone Dental Medicine - Brooklyn, Postdoctoral Residency Program, Hansjörg Wyss 
Department of Plastic Surgery, NYU School of Medicine, Brooklyn, NY 11220 (Mary.Northridge@nyumc.org). 

HHS Public Access
Author manuscript
Gerodontology. Author manuscript; available in PMC 2018 December 11.

Published in final edited form as:
Gerodontology. 2018 December ; 35(4): 339–349. doi:10.1111/ger.12367.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



1 | INTRODUCTION

As public health and medical advances have extended the lives of people around the world, 

the oral health of older adults has emerged globally as a considerable but often overlooked 

health equity and quality of life concern.1,2 In the United States, the burden of poor oral 

health among older adults is disproportionately borne by underserved (ie, disadvantaged 

with regard to health services because of inability to pay or access care) and racial/ethnic 

minority communities.3 Because the Medicare programme for persons aged 65 years and 

older and disabled adults does not cover routine dental care, many older adults are unable to 

afford the necessary preventive and restorative treatments they need. Medicaid, a public 

insurance programme for economically disadvantaged and disabled persons, has variable 

and often limited dental insurance coverage for adults on a state-by-state basis. For instance, 

the New York State Medicaid programme provides relatively robust adult dental insurance 

coverage compared with other US states, yet major barriers to plan utilisation remain. The 

number of dentists in New York who accept Medicaid is limited, and more complex 

treatment is not covered. African American older adults are less likely to receive dental 

cleanings and more likely to have fewer teeth than their white counterparts.4 Similarly, 

compared to white older adults, African American and Hispanic older adults are both more 

likely to report poor self-rated oral health5 and to have untreated dental disease.6 Among US 

adults aged 65-74 years, over one-third (34%) of those living below the federal poverty level 

are edentulous compared to only one-eighth (13%) of those living above the federal poverty 

level.7

Consistent with ecological models that posit factors at multiple levels influence disparities in 

access to care and quality of health services,8,9 increasing the cultural competency of oral 

health providers at the interpersonal level and improving the oral health literacy of patients 

at the individual level may usefully advance oral health equity.10,11 Because the ways in 

which individuals experience their bodies are culturally patterned, it is important to gain 

understandings of patient perceptions and beliefs to aptly interpret their reports of oral health 

care experiences and satisfaction. Especially relevant are research efforts to improve 

interpretations of the cultural filters patients possess towards realising a more nuanced and 

in-depth comprehension of factors related to their utilisation of oral health care services and 

compliance with provider recommendations. This is needed because culture and cognition 

filter, organise and affect interpretations of all bodily structures, processes and changes.12

Beliefs about the body, body images and body concepts reflect psychological experiences of 

the body that have evolved through life experiences.13 Thus, the body serves as a frame of 

reference for interactions with the psychosocial, dental and social worlds.14 Prior studies of 

population-specific body concepts have noted multiple layers of meaning ascribed to body 

parts, as well as complex relationships between scientific understandings of anatomy and 

physiology and lay understandings of anatomy and physiology (ie, ethno-anatomy and 

ethno-physiology, respectively).15,16 It follows that the ways in which individuals and 

groups assess or interpret visible and physical changes in their mouths may have meanings 

and associations that influence not only when and how they seek oral health care, but from 

whom. An examination of these perceptions about the body in general and the mouth in 
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particular is of both scientific interest and practical importance, especially where it provides 

insights into the expectations, acceptability and utilisation of dental care.

To date, limited research has been published on the perceptions of older adults regarding 

their mouths, bodies and dental care.17 A review published nearly a decade ago of oral 

health-related cultural beliefs found that the majority of the dental literature on racial/ethnic 

groups was epidemiologic in nature, mainly demonstrating disparities in oral health rather 

than the oral beliefs or practices of specific racial/ethnic groups.18 Moreover, the social 

science literature has largely ignored the mouth.19 This remains the case today.

In his seminal framework on culture theory, Handwerker20 posited that the norms, attitudes 

and behaviours related to the experience of disease and treatment reflect where patients live 

and have lived and are seeking and have sought care, along with their webs of social and 

dental relations. Variations and changes in life experience lead individuals to see the world 

differently and to work with distinctive bodies of knowledge influenced by age, gender, 

economics, education, mobility, illness experience and other characteristics that influence 

patient perceptions of treatment and self-care options and decisions.

An additional component of the Handwerker20 cultural theory model is the assumption that 

no individual possesses or participates in a single culture. Rather, individual configurations 

contain elements shared with others. That is, shared national, racial/ethnic, experiential, 

dental and historical elements combine to influence and shape patterns of behaviour and 

responses to, for example, care options, alternatives and obstacles. This framework guides 

the analysis for the present study, wherein qualitative data are used to understand mouth and 

body knowledge, beliefs and behaviours among racial/ethnic minority older adults, ie, why 

individuals do what they do and what it means to them. We sought to identify salient themes 

among underserved older adults, not to compare them by cultural identity.

2 | MATERIALS AND METHODS

The idea of examining the mouth and body knowledge, beliefs and behaviours of racial/

ethnic minority older adults emerged from the experience of the first author (MGS) in 

conducting focus groups from 2013 to 2015 in northern Manhattan, New York, NY. Details 

of the recruitment and data collection methods utilised in this qualitative study have been 

included in a series of papers that emanated from the accrued data.21–24 Materials and 

methods that are central and specific to the current study are detailed below.

2.1 | Ethical safeguards

The Institutional Review Boards at the Columbia University Medical Center [protocol 

AAAL4104(M01Y05)] and the New York University School of Medicine (protocol 

i12-02947_CR5) reviewed and approved all study procedures. All applicable Health 

Insurance Portability and Accountability Act (HIPAA) safeguards were followed in the 

conduct and analysis of this study.
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2.2 | Study eligibility

To be eligible to participate in the focus groups, participants had to meet the following 

criteria: (a) aged 50 years and older; (b) attended a senior centre or another community 

location where older adults gather in northern Manhattan, New York, NY; (c) speak fluent 

English or Spanish; and (d) self-identify as Dominican, Puerto Rican or African American. 

To ensure geographic representation of northern Manhattan, approximately equal numbers 

of participants were recruited from senior centres in each of three northern Manhattan 

neighbourhoods: Washington Heights/Inwood (largely Dominican), East Harlem (largely 

Puerto Rican) and Central Harlem (largely African American).

2.3 | Data collection

A total of 24 focus groups were conducted: 12 groups of women and 12 groups of men. In 

each gender block, four groups were conducted with Dominicans, four groups were 

conducted with Puerto Ricans and four groups were conducted with African Americans. Ten 

of the groups were conducted in English and 14 of the groups were conducted in Spanish 

(two of the Puerto Rican groups were conducted in English). Within each gender/ethnic 

group, half of the groups were conducted with women and men who had received oral health 

care in the past 12 months (either at the senior centre or elsewhere) and the other half were 

conducted with women and men who had not received oral health care in the past 12 

months. Once a sufficient number of potential participants were recruited, all participants 

who met the criteria for a desired group (eg, woman, African American, English-speaking, 

had not received dental care in the past 12 months) were contacted and invited to participate 

in a focus group session.

Focus groups were facilitated in Spanish or English as per the preferences of the participants 

for the Dominican and Puerto Rican groups and in English for the African American groups 

by one of two senior qualitative experts, one of whom spoke fluent Spanish (MGS). 

Participants were administered an informed consent form individually before the session 

began. Literacy was not assumed; thus, in many groups, consent procedures were presented 

orally by the facilitator. Groups were conducted in community-based facilities, in 

confidential and comfortable settings. To facilitate a conversational environment, a catered 

meal and beverages were provided prior to the start of each focus group. All groups were 

digitally audio-recorded and transcribed for analysis. Groups that were conducted in Spanish 

were first transcribed in Spanish and then translated into English.

Next, the assembled researchers and older adults participated in a semi-structured focus 

group interview using techniques that were originated by Merton et al25 and elaborated on 

by Krueger and Casey.26 The groups were conducted using an interview guide, also known 

as a questioning route,26,27 that consisted of a series of semi-structured questions25 designed 

to explore the community-, interpersonal- and individual-level factors that serve as 

facilitators or barriers to obtaining oral health care (available upon request from the authors).
9 This type of interview is particularly useful where communication skills are limited, due in 

part to the perceived status differential between the target population and the researchers, 

and also because individuals may be suspicious or concerned about the interview.28
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The researchers were attentive to concerns regarding the validity of the information and thus 

cultivated candid discussions that were clear and involved a minimum of interruptions, 

towards better ensuring accurate audio-recording. Because focus groups do not seek to 

obtain individual data but rather group data, and because these sessions sought to obtain 

community norms rather than personal histories, the group interview process fostered the 

sharing of information with peer support, which may not be attained in an individual 

interview format.27 The data obtained from these sessions provided insights into the 

meaning of the behaviours and events to members of each target group, helped to establish a 

range of knowledge, beliefs and attitudes held, illustrated points of disagreement and 

interaction and provided a group (normative) reaction to the topics covered.

The larger research project recognised the importance of race/ethnicity and culture on the 

experiences of older adults with regard to oral health and health care. Information pertaining 

to the mouth and body knowledge, beliefs and behaviours of racial/ethnic minority older 

adults was thus captured, even though participants were not asked directly about these 

topics.

2.4 | Data analysis

Analysis of the focus group data began during data collection in the form of note-taking by 

members of the research team who were present for the sessions, and review of the 

recordings and transcripts. The assessment of the quality and completeness of these data in 

relation to the key research questions was an ongoing process. For instance, to ensure 

accurate transcription and translation, the bilingual (Spanish/English) project coordinator 

and other members of the research team, compared the transcripts to the audio-recordings. 

Once all 24 focus groups were completed and the transcripts were available in English, data 

analysis then involved the classification of evidence from all datasets, organised to identify 

patterns and relationships.

In addition, the existence of rich textual data from the focus groups encouraged the research 

team members to revisit the transcripts to answer new, related questions. This form of 

secondary data analysis provided a way to extend the context of our research in order to 

explore and interpret additional aspects of our own collected qualitative data.29

In the case of the present study, two of the authors (MGS and SBB) re-reviewed the 

transcripts to identify key words, terms or phrases that identified discussions by participants 

regarding their knowledge, beliefs and behaviours related to the anatomy and physiology of 

the mouth in particular, and the body in general. The third author (MEN) independently 

reviewed the transcripts to identify the quotes and verify the groups from which they were 

derived.

3 | RESULTS

The demographic characteristics of the focus group participants for the total sample and by 

gender are presented in Table 1.
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Slightly more than half (53.6%) of the participants were women and about one-third (35.6%) 

self-identified as Dominican, just under one-third (27.3%) self-identified as Puerto Rican 

and just over one-third (37.1%) self-identified as African American. In accordance with the 

sampling strategy, no significant differences were found between women and men for age, 

race/ethnicity and time of last dental visit.

Findings from the focus groups are presented next by four major themes: (a) the ageing 

mouth and its components; (b) the mouth in relation to the body, health and disease; (c) 

social meanings of the mouth; and (d) care of the ageing mouth. As there were no salient 

differences by race/ethnicity, gender, whether or not participants reported receiving dental 

care in the past year, or language in which the focus group conversation was held, quotes are 

identified by group only (a key is provided in Table 2).

3.1 | The ageing mouth and its components

Participants provided detailed descriptions of the mouth and its various components, 

including teeth, gums, the tongue, saliva, breath and nerves. The mouth was viewed as the 

orifice providing entrance to the body, and crucial in affecting every state along the 

continuum from health to disease. As one of the participants noted, “But the mouth is the 

main thing. That’s why it’s the main thing. Everything comes through in that way.” (Group 

5)

The subject of teeth emerged frequently throughout the discussions, regardless of the 

specific questions presented to the groups. Teeth were the fundamental perceived aspect of 

oral health and even at times of general health, for both self-care and health services.

…If you have bad teeth and you neglect it, all of your teeth fall off.

(Group 6)

if you have healthy teeth your body is healthy.

(Group 18)

Participants held perceptions both about individual teeth and their interrelationships. One 

participant stated, “a tooth is a bone.” (Group 20) Another articulated the interrelationships 

among teeth as, “…because one tooth can affect the other tooth and the other tooth and the 

other tooth.” (Group 9)

Certain participants mused that it is beneficial for individuals to retain their teeth in 

statements such as: “And, what a precious thing it is to have your teeth. So, I’m trying to 

hold onto mine…” (Group 1) Most participants, however, expressed the belief that tooth loss 

in older adults is the norm, including: “Well, the majority of older folks, because of age, lose 

a lot of teeth.” (Group 21) One participant described her own situation by saying, “But I am 

sixty years old and there are so few teeth left, you know…because of the age but it’s not 

because of neglect.” (Group 14) Another explained: “Now, I was eating something the other 

day [laughter] and a tooth came out. So I said, ‘Well, that’s a tooth!’” (Group 17)

Both women and men, with and without recent dental care, expressed acceptance of tooth 

extraction in old age.
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Or you may have to have all of your teeth extracted because there is a gum disease 

underneath.

(Group 8)

I visited a dentist about three months ago. To take out a tooth and they took out the 

tooth and I was satisfied.

(Group 5)

…look: I don’t have that much to chew. Pull the teeth.

(Group 9)

Along with tooth loss, tooth decay and deterioration were also discussed.

Some of us still have our teeth but they are decaying because of age. You have too 

many caries. Dental problems with your gums. But that comes with age. We all go 

through that.

(Group 5)

Given the pervasiveness of missing teeth, issues around dental prosthetics were frequently 

discussed, with many participants describing problems with their dentures.

They brought my dentures and they looked nice, I mean the teeth were fantastic. 

But they hurt. They hurt so bad that I didn’t want to put them on.

(Group 20)

So now that I put [on] my dentures my body rejects the dentures so when I try to 

eat my food, I get sick.

(Group 20)

…the difference being that with old dentures—one which is 7,8 or 9 years [old]—

you can’t eat hard things, only soft things.

(Group 22)

The gums were also frequently discussed in the focus groups. Many participants described 

the poor and often painful conditions of their gums with comments such as, “…my gums are 

very eroded.” (Group 10) and “…I still hurt in that gum after all of these years.” (Group 10)

Certain participants expressed confusion about gum disease. For instance, one man shared: 

“A lot of people are affected by gum disease. How it happens: ain’t nobody knows for sure 

but there’s a lot of folks that have perfectly good teeth but those gums are horrible. And 

nobody addresses it.” (Group 17) Others attributed the prevalence of gum disease to the 

ageing process: “Dental problems with your gums. But that comes with age. We all go 

through that.” (Group 5) Specific theories of gum damage were also proposed, including:

When a tooth decays, it causes friction and burns your gums.

(Group 2)

[Alcohol] could soften your gums and when your gums are soft, your teeth loosen 

up and more fat enters] your gums…
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(Group 24)

Participants also described strategies adapted for eating, including an edentulous man who 

shared, “…I trained myself to eat rice, beans, pork—anything I could eat it without no 

teeth.” (Group 20)

Gums were also thought to accumulate bacteria and food and be difficult to clean.

Ah, and the gums also accumulate a lot of bacteria.

(Group 11)

… as much as they clean it, there will be always food left between your gum. And 

sometimes you can’t clean it yourself and you have to go to the dentist frequently at 

least every two months, three months…

(Group 24)

Bleeding gums were considered to be a sign of lack of proper attention to oral care. One 

participant explained: “Oral hygiene [is important so]…you won’t bleed out of your gums 

and always be clean.” (Group 10) Gum care was explicitly referenced as a reason for 

seeking dental care, both for those who had their own teeth and for those with dentures.

Oh, you go to a dentist…if you have an infection in your gums, ‘cause that’s very 

important, too.

(Group 20)

And we feel that because we have dentures, we don’t need to go to the dentist. Not 

so.

(Group 9)

The tongue was mentioned by many participants as an important component in oral hygiene 

routines, most frequently in reference to brushing the tongue.

The tongue is the first thing you need to wash.

(Group 2)

Because you know, you also need to brush your tongue and brush everything so that 

energy that you have spent during the day, for that energy to come back after you 

brush.

(Group 5)

Discussion of oral care brought to mind saliva for certain participants. Saliva was 

conceptualised as related to the overall health of the body in various ways.

Because if [your] food is not chewed properly the saliva doesn’t release properly 

and the acids inside don’t play your food breaks down properly.

(Group 18)

So, you know when you chew something and you don’t take care of your mouth it’s 

bad because any saliva while you are eating will affect you a lot.

(Group 24)
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Discussion of the mouth also elicited comments around the imperative of avoiding bad 

breath for many participants.

it’s just the smell of your mouth you have to watch.

(Group 13)

That is important, that is what is important: not to have bad breath.

(Group 22)

Participants described being conscious of their own breath, “…you want [your] breath to be 

fresh because a woman doesn’t want to walk around with bad breath…” (Group 18) and that 

of others, “But many people have bad breath and they don’t want to recognize it.” (Group 5)

The concept of nerves as a part of the mouth was mentioned by one participant, who 

considered this knowledge to be common among educated people. “The educated people 

know that there is a lot, a lot, a lot of nerves inside of your mouth and just by pulling a tooth, 

by giving an injection, by giving you an anesthesia, they could affect your body, your 

functions, your whole life…” (Group 18)

3.2 | The mouth in relation to the body, health and disease

Participants articulated understandings of their teeth and mouths not simply as isolated body 

parts, but as inextricably connected with various body systems. Indeed, both health and 

sickness were viewed as coming through the mouth and entering the body. As one 

participant asserted, “Everything that goes through your mouth goes through your body so 

therefore you need to keep your mouth in clean condition.” (Group 18)

The health of the teeth and mouth was thought to be linked to the health and well-being of 

the rest of the body.

The more educated you are, the more you tend to take care of your dental health 

because we know that it affects the whole body.

(Group 18)

It’s very important because oral health can complicate things with other body 

organs.

(Group 14)

Most importantly it goes to the heart which is the body’s main organ…

(Group 4)

The mouth and teeth were described as being connected to the anatomy and function of 

other parts of the head, for instance: “From the mouth, number one, the head is an industry, 

we have eyes, nose, and mouth. And everything must work at the same time.” (Group 15)

Another participant explained: “My eyes are affected by my teeth. So, when I, when we talk 

to people and I tell them, you need to go to the dentist. If you’re having eye problems, it has

—it all connects. It’s all connected.” (Group 1) Other group participants endorsed this view.
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But, the problem I find with most of us is that we don’t understand the relationship 

between having teeth and the effect it has on our body.

(Group 1)

When people have mouth problems—they don’t understand the correlation between 

sight, hearing, smelling, and other things.

(Group 1)

Teeth were also described as, “…actually part of your skeleton system so [it] is only outside 

but it is connected to your skeleton, your frame so as I was saying, what goes in your mouth 

what touches your teeth affects your whole body…” (Group 18) The connection between 

teeth, bones, and disease was explained by another participant as follows: “But when you are 

diabetic, the bone seems to fade away. And then you chew on something and your teeth will 

crack.” (Group 20)

There were extensive discussions about the relationships among teeth, chewing, the stomach, 

digestion and health, including the comment: “From the teeth, your internal health depends 

on your teeth situation. If you don’t chew properly, your health deteriorates.” (Group 5) 

Several participants considered the relationship between chewing and health to be mediated 

by the stomach and the process of digestion.

If you can’t chew on your food well, your stomach will not work as it should.

(Group 2)

Well. One of the reasons to have good teeth, functioning. That means that you will 

chew properly. Then your stomach will not have to work so hard if you chew food 

properly, at least for us.

(Group 11)

It’s more important to have…in other words, to take care of your teeth because with 

problems there, you can’t chew well your food. Then when you swallow you don’t 

digest properly because you are taking them in almost whole. You don’t break 

down the food.

(Group 14)

Bacteria in the mouth were thought to be potentially damaging to the stomach: “Because the 

mouth bacterias make your whole body get ill. Then that’s why you need to maintain a clean 

mouth, to avoid having your stomach get infected.” (Group 10) Poor oral hygiene and oral 

bacteria were also described as a threat to the heart.

‘Cause we know that our mouths can give us a heart attack. Can give us a heart 

attack or stroke so you got to make that sacrifice.

(Group 9)

I think people need to stress that way more than you talking about, you know, like 

the bacteria in your mouth and how you are going to infect your heart and all of 

that other stuff.

(Group 13)
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When you have plaque accumulation, it affects your heart.

(Group 19)

Dental care was likewise perceived to be a potential threat to the heart.

…you have to be careful, ‘cause anything they scrape over there…They say it goes 

straight to your blood and it goes straight to your heart…

(Group 13)

If they took out a tooth, that could provoke a heart attack…

(Group 21)

On the other hand, one participant believed going to the dentist would protect the heart.

…it would move people to go the dentist more, ‘cause if you tell them it’s not just 

your teeth, and you know, when you are going to the dentist, you are taking care of 

your heart.

(Group 13)

Bacteria present in the mouth were also described as a potential threat to the brain: “Because 

if your teeth are bad, your mouth is bad and all the microbes go into your body and from 

there you could even have a brain stroke.” (Group 10) Oral infections were discussed as 

leading to infections in the body more generally—and possibly fatally.

Yes, because if your teeth get infected, so does your body.

(Group 21)

…many times we get infections not because the food is bad or because the food is 

yesterday’s food and none of that. It’s because our oral hygiene is not up-to-date…

(Group 15)

We had this woman, she had an infection in her teeth…and it killed her.

(Group 18)

Connections between oral health care and cancer were also mentioned by several 

participants.

I go [to the dentist] for my health and to avoid a major cancer.

(Group 4)

…if the person doesn’t take care of themselves, their mouths, they could develop 

throat cancer and then you can’t do anything because you can’t eat, you can’t 

swallow, you can’t do anything.

(Group 19)

People with diabetes were especially deemed to need dental care, since diabetes was seen as 

detrimental to oral health.

…if you do have diabetes, you have to make sure you go to the right dentist.

(Group 17)
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…when I arrived in this country, I came with the teeth like those of a child and 

everything got damaged because I even have the problem that I am a diabetic.

(Group 5)

3.3 | Social meanings of the mouth

Along with being considered “the main thing” for physical health, the mouth was also 

described as being central to appearance and presentation of the self. One man noted, “You 

know, your personality, you know when you open your mouth, people look at you.” (Group 

20) A woman explained: “Because you know [that] first impression. When you look at a 

person, bam. First thing is your mouth.” (Group 3)

Given its social importance, participants endorsed a desire for the mouth to “look good” and 

a consequent need to take care of it. Teeth, in particular, were discussed as having notable 

cosmetic and social functions. There was an indication from both women and men 

participants that attractive teeth were especially valued by women.

Women, no matter how old we get, we want to look good. We want to impress.

(Group 1)

And all the woman they got them beautiful teeth!

(Group 20)

Women would pay more attention. Women enjoy looking better.

(Group 21)

Nonetheless, men prized attractive teeth, too, including as they aged.

…I ain’t trying to get real old too fast. I wanna have a look, and I want to eat on the 

side. I need those teeth.

(Group 23)

The absence of teeth was also placed in social context. One participant shared, “The only 

time I put my teeth in is if I’m going out to somewhere.” (Group 3) But lack of teeth was 

accepted with resignation by participants and their peers, as in the following comments:

I ain’t trying to catch no husband. I done did what I had to do so.

(Group 3)

I’m married. My kids are grown. I ain’t trying to impress nobody.

(Group 1)

…there’s a gentleman in my complex. His wife died about five years ago. He 

doesn’t have any teeth in the top. I said to him the other day, I said, ‘When are you 

gonna get your teeth?’ He said, ‘She’s dead. Why do I need to get teeth?’

(Group 1)

Discussion of oral care elicited both explicit discussion of sex and sexuality as well as an 

undercurrent of sexual innuendo from the older adult participants. This theme emerged 

among both women and men focus group participants. As one man admitted:
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Many things go through my mind that are not very helpful because one, it’s the 

mouth, your health. And sometimes you like to go down, you know, on a girl or 

something.

(Group 6)

A woman participant described the experience of kissing with an older mouth.

Seriously, when you go to kiss somebody, you don’t want to feel nothing like that. 

Their tongue is probing your mouth and they feel in it your mouth.

(Group 1)

3.4 | Care of the ageing mouth

Because of the importance of the mouth to both physical health and social functioning, oral 

hygiene was considered to be a priority by many participants, even those without recent 

dental care utilisation.

I think hygiene is more important, especially with your mouth. That’s where 

everything starts..

(Group 14)

For me, the only thing we all have to do is take care of the hygiene of our mouths. 

That’s the foundation, and it doesn’t matter if you have or don’t have teeth.

(Group 5)

So I think that hygiene is the most important thing. I take really good care of 

myself, at 92 years of age, imagine. That’s the first thing I do when I get up in the 

morning, take care of my oral hygiene, that above all.

(Group 22)

Participants described a variety of specific oral care practices and products that they utilised.

To brush your teeth after each meal, three times a day. Mouthwash.

(Group 10)

To brush when you get up. First thing. When you eat if you have the opportunity 

and before going to bed, that’s for sure.

(Group 12)

The brushes, I change them every fifteen or sixteen days. Because brushes pick up 

bacteria.

(Group 10)

There’s a lot of things you can use. And it’s not nothing that you have to buy every 

day. You know you buy a bottle of Listerine, and that suits you for a while.

(Group 7)

Participants also discussed traditional and home remedies that they used for oral health, 

ranging from more mainstream products such as peroxide for mouthwash, to more 

alternative medicine treatments.
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I cured a root canal problem of my own using cotton, populis, myrrh powder, and 

peppermint oil.

(Group 1)

Certain participants described social determinants of health in relation to poor oral health in 

their peers.

I tell him, ‘Stop playing hanky panky and go to the dentist to get your teeth taken 

out.’ But since he has no papers, he’s afraid he will be deported.

(Group 10)

Participants believed that older adults suffered from deteriorated oral health and thus were in 

particular need of oral health care.

The teeth of older people deteriorate because of age. Everything starts to fail. Then 

that’s why you need to be on top of the issue and go to the dentist.

(Group 10)

In many groups, there was also discussion of apathy or indifference to the mouth and oral 

health among both older adults and younger people.

A lot of people say, if it’s not broke, don’t fix it. So if my mouth is not bothering 

me again, I’m not going to do anything to it.

(Group 8)

‘Cause you have young people today that has never been to the dentist…And that 

never gonna go to the dentist. They walk around with raggedy mouth, raggedy 

teeth, bad breath.

(Group 7)

This indifference was at times described as being limited to the mouth, but was also tied in 

to the expense of dental care and lack of dental coverage.

Well, yes, we many times are neglectful when it comes to the mouth. We are 

careless. It also happens that tooth work is expensive and us, poor people, can’t 

afford it.

(Group 5)

Others believed that as adults age, they become fearful and need assistance in taking care of 

their bodies and their mouths.

So then I had to figure out a way to get him to bathe. ‘Hey, the water is warm. Let 

me [do] that, I’ll do it softly.’ And that’s how I managed to bathe him. Because they 

become afraid of water if they are very old. And I had to convince him to get him to 

wash his mouth.

(Group 10)

Others attributed the lack of care of the body to habits that persisted throughout the life 

course.
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Some people never bothered to pay attention to themselves, you know? A lot of 

people didn’t do it when they were younger so when they get older, they don’t have 

a real interest.

(Group 7)

Finally, one participant believed that neglect of oral health among certain older adults was 

due to fatalism: “And some of them figure they are gonna die tonight.” (Group 7)

4 | DISCUSSION

What emerged from a substantial number of hours of focus group discussions with racial/

ethnic minority older adults is that the mouth is of central importance to the body, oral and 

general health and social life. This was true across the three cultural groups studied 

(Dominicans, Puerto Ricans and African Americans), for both women and men, and among 

those both with and without recent dental care receipt. The four major themes that were 

evident in the data are discussed in turn next.

4.1 | The ageing mouth and its components

While teeth were the fundamental perceived aspect of the mouth and oral health, several 

additional components were considered to be vital, notably the gums, the tongue, saliva, 

breath and nerves. Nonetheless, most focus group participants readily accepted extractions, 

even having all of their teeth pulled, when advised of this treatment plan by dentists. This is 

consistent with the findings of a meta-synthesis of the literature on the influence of culture 

on oral health-related beliefs and behaviours of older Chinese immigrants, where fatalism is 

exemplified by the belief that dental caries and tooth loss are inherited conditions and 

inevitable in old age.30 This may also be reflective of inequitable experiences of dental care 

for the poor and elders. As per an earlier report derived from the same larger initiative as the 

current study, participants experienced problems with affording copayments for care, 

complicated health and social issues that precluded multiple visits for involved treatment and 

restoration plans, the lack of affordable dental care facilities close to their homes and 

confusion about and stigmatisation with Medicaid coverage.24

4.2 | The mouth in relation to the body, health and disease

Despite varied levels of knowledge and a range of beliefs about physiology, many 

participants recognised the relationship of the mouth to the health of their bodies overall. 

That is, there was a clear awareness in the group discussions that attention to oral health 

would also prevent general health conditions, notably diabetes, heart disease and cancer. 

Indeed, oral diseases and non-communicable diseases such as diabetes are closely linked by 

sharing common risk factors such as excess sugar consumption and underlying infectious 

and inflammatory pathways.31 Health promotion offers a mechanism by which older adults 

may be encouraged to be proactive rather than responsive with regard to their health.32 In the 

end, efforts to integrate oral health into general health via the common risk factor approach 

and renewed emphasis on oral health promotion and disease prevention through 

interdisciplinary interventions may assist in achieving oral health equity for racial/ethnic 

minority older adults.33
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4.3 | Social meanings of the mouth

The mouth was considered to be the literal opening to the rest of the body and clearly served 

as the figurative door to the social lives of the focus group participants. It was deemed to be 

critically important not only to appearance and speech, but also to enjoyment of food and 

sex. As has been previously argued, efforts to improve oral health and advance oral health 

equity may benefit from a greater emphasis on the socially enhancing objective of healthy 

teeth and gums and fresher breath.34

4.4 | Care of the ageing mouth

The Dominican, Puerto Rican and African American participants in this study were attentive 

to changes in their mouths and discussed these changes in light of cultural beliefs about what 

these changes meant and how they might affect the health of other body organs and systems. 

Changes identified by all five of the senses were frequently interpreted as indications of 

disease or at least threats to health. Consistent with reports in the literature regarding how 

traditional Chinese medicine and the related Vietnamese belief system of health and illness 

guide the approach of older immigrants in identifying oral health problems and influence 

treatment choices,30,35 the participants in this study often used traditional practices to treat 

oral health problems rather than and in addition to professional oral health care services. As 

per the mission of the National Center for Complementary and Integrative Health, rigorous 

scientific investigation is needed on the usefulness and safety of complementary and 

integrative health interventions and their roles in improving health and health care,36 

including dental care.

4.5 | Limitations

The limitations of this study include that the participants were recruited from senior centres 

and other places where older adults gather in northern Manhattan, New York, NY. Senior 

centres serve ambulatory older adults, focus on the needs of poor and racial/ethnic minority 

residents, and provide a range of activities and services. Compared with older adults in New 

York City overall, attendees at senior centres tend to have both a higher prevalence of 

chronic conditions and a higher percentage of individuals who report being in poor or fair vs 

good or excellent general health. Hence, findings may not be applicable to institutionalised 

older adults or those who are living in other locales. Moreover, participants were not 

specifically queried about information pertaining to the mouth and body knowledge, beliefs 

and behaviours. Data addressing these issues were identified initially during the sessions by 

the facilitator of the Dominican and Puerto Rican groups (MGS), and then by revisiting the 

detail-rich transcripts with this focus in mind. Thus, information on the knowledge and 

beliefs of the participants are largely dependent on the group discussions rather than having 

been elicited by the interview guide. Nonetheless, without efforts to be comprehensive of all 

groups conducted, quotes from 23 of the 24 focus groups are presented in this paper (only 

Group 16 is not represented). Finally, the non-representative sample, typical of focus group 

methodology, precludes generalisability of these findings to other Dominican, Puerto Rican 

and African American populations.

Notwithstanding these limitations, this qualitative study provides novel evidence of the 

central importance of the mouth to the physical and social body as explicated by racial/
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ethnic minority older adults. A recent report in the literature emphasised that dental students 

need knowledge of health disparities and community health to better understand the 

perspectives of culturally diverse populations and to communicate effectively with people 

from various cultures.37 It has also been argued in the literature, as well as illustrated by this 

study, that oral health professionals need to become culturally and linguistically proficient in 

communicating with and caring for all patients.38

5 | CONCLUSION

This study underscores that underserved older adults from diverse cultural backgrounds 

understand the importance of their mouths to their overall health and well-being. These data 

also emphasise that older adults value their social lives as well as their health. They view the 

mouth as the door to the rest of our bodies, and also to our social lives, affecting our 

appearance, sexuality, speech and enjoyment of food. Being sensitive to culture-bound 

knowledge, beliefs and behaviours may assist in the imperative of improving health equity 

for underserved populations.

ACKNOWLEDGEMENTS

The authors thank the participants and recruitment staff whose engagement in this qualitative study made the 
reporting of the results possible. The authors were supported in the research, analysis and writing of this paper by 
the National Institute for Dental and Craniofacial Research (NIDCR) and the Office of Behavioral and Social 
Sciences Research (OBSSR) of the US National Institutes of Health (NIH) for the project titled, Integrating social 
and systems science approaches to promote oral health equity (grant R01-DE023072) and by the NIDCR for the 
project titled, Implementing a participatory, multi-level intervention to improve Asian American health (grant U56-
DE027447).

Funding information

National Institute of Dental and Craniofacial Research, Grant/Award Number: R01-DE023072 and U56-DE027447

REFERENCES

1. Petersen PE, Kandelman D, Arpin S, Ogawa H. Global oral health of older people-call for public 
health action. Community Dent Health. 2010;27(4 Suppl. 2):257–267. [PubMed: 21313969] 

2. Heredia-Ponce E, Irigoyen-Camacho AE, Sánchez-García S. Oral health status of institutionalized 
older women from different socioeconomic positions. J Health Care Poor Underserved. 2017;28(4):
1462–1476. [PubMed: 29176108] 

3. Friedman PK, Kaufman LB, Karpas SL. Oral health disparity in older adults: dental decay and tooth 
loss. Dent Clin North Am. 2014;58(4):757–770. [PubMed: 25201540] 

4. Wu B, Liang J, Luo H, Furter R. Racial and ethnic variations in preventive dental care utilization 
among middle-aged and older Americans, 1999–2008. Front Public Health. 2013;1:65. [PubMed: 
24386632] 

5. Huang DL, Park M. Socioeconomic and racial/ethnic oral health disparities among US older adults: 
oral health quality of life and dentition. J Public Health Dent. 2015;75(2):85–92. [PubMed: 
25234710] 

6. Griffin SO, Jones JA, Brunson D, Griffin PM, Bailey WD. Burden of oral disease among older 
adults and implications for public health priorities. Am J Public Health. 2012;102(3):411–418. 
[PubMed: 22390504] 

7. Dye BA, Li X, Thorton-Evans G. Oral health disparities as determined by selected healthy people 
2020 oral health objectives for the United States, 2009-2010. NCHS Data Brief. 2012;104:1–8.

Shedlin et al. Page 17

Gerodontology. Author manuscript; available in PMC 2018 December 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



8. Purnell TS, Calhoun EA, Golden SH, et al. Achieving health equity: closing the gaps in health care 
disparities, interventions, and research. Health Aff (Millwood). 2016;35(8):1410–1415. [PubMed: 
27503965] 

9. Northridge ME, Ue FV, Borrell LN, et al. Tooth loss and dental caries in community-dwelling older 
adults in northern Manhattan. Gerodontology. 2012;29(2):e464–e473. [PubMed: 21718349] 

10. Garcia RI, Cadoret C, Henshaw M. Multicultural issues in oral health. Dent Clin North Am. 
2008;52(2):319–332, vi. [PubMed: 18329446] 

11. Shelley D, Russell S, Parikh NS, Fahs M. Ethnic disparities in self-reported oral health status and 
access to care among older adults in NYC. J Urban Health. 2011;88(4):651–662. [PubMed: 
21850607] 

12. Fabrega H. Disease and Social Behavior: An Interdisciplinary Perspective. Cambridge, MA: MIT 
Press; 1974.

13. Fisher S, Cleveland SE. Body Image and Personality. New York: Dover Publications Inc; 1968.

14. Fisher S Body Consciousness. New York: Jacob Aronson; 1974.

15. Shedlin MG. Assessment of body concepts and beliefs regarding reproductive physiology. Stud 
Fam Plann. 1979;10(11-12):393–397. [PubMed: 538794] 

16. Shedlin M, Amastae J, Potter JE, Hopkins K, Grossman D. Knowledge and beliefs about 
reproductive anatomy and physiology among Mexican-Origin women in the USA: implications for 
effective oral contraceptive use. Cult Health Sex. 2013;15(4):466–479. [PubMed: 23464742] 

17. McKenzie-Green B, Giddings LS, Buttle L, Tahana K. Older peoples’ perceptions of oral health: 
‘it’s just not that simple’. Int J Dent Hyg. 2009;7(1):31–38. [PubMed: 19215309] 

18. Butani Y, Weintraub JA, Barker JC. Oral health-related cultural beliefs for four racial/ethnic 
groups: assessment of the literature. BMC Oral Health. 2008;8:26. [PubMed: 18793438] 

19. Exley C Bridging a gap: the (lack of a) sociology of oral health and healthcare. Sociol Health IIIn. 
2009;31(7):1093–1108.

20. Handwerker WP. The construct validity of cultures: cultural diversity, culture theory, and a method 
for ethnography. Am Anthropol. 2002;104(1):106–122.

21. Northridge ME, Shedlin M, Schrimshaw EW, et al. Recruitment of racial/ethnic minority older 
adults through community sites for focus group discussions. BMC Public Health. 2017;17(1):563. 
[PubMed: 28599637] 

22. Northridge ME, Schenkel AB, Birenz S, Estrada I, Metcalf SS, Wolff MS. “You get beautiful teeth 
down there”: perspectives of racial/ethnic minority older adults on dental schools. J Dent Educ. 
2017;81(11):1273–1282. [PubMed: 29093140] 

23. Greenblatt AP, Estrada I, Schrimshaw EW, Metcalf SS, Kunzel C, Northridge ME. Acceptability of 
chairside screening for racial/ethnic minority older adults: a qualitative study. JDR Clin Trans Res. 
2017;2(4):343–352. [PubMed: 28944291] 

24. Northridge ME, Estrada I, Schrimshaw EW, Greenblatt AP, Metcalf SS, Kunzel C. Racial/ethnic 
minority older adults’ perspectives on proposed Medicaid reforms’ effects on dental care access. 
Am J Public Health. 2017;107(S1):S65–S70. [PubMed: 28640674] 

25. Merton RK, Fiske M, Kendall PL. The Focused Interview: A Manual of Problems and Procedures, 
2nd edn New York, NY: Free Press; 1990.

26. Krueger RA, Casey MA. Focus Groups: A Practical Guide for Applied Research, 4th edn 
Thousand Oaks, CA: Sage; 2009.

27. Krueger RA. Developing Questions for Focus Groups. Thousand Oaks, CA: Sage; 1998.

28. Shedlin MG, Schreiber JM. Using focus groups in drug abuse and HIV/AIDS research. NIDA Res 
Monogr. 1995;157:136–155. [PubMed: 8684435] 

29. Thorne S. Ethical and representational issues in qualitative secondary analysis. Qual Health Res. 
1998;8(4):547–555. [PubMed: 10558343] 

30. Smith A, MacIntee MI, Beattie BL, et al. The influence of culture on the oral health-related beliefs 
and behaviours of elderly Chinese immigrants: a meta-synthesis of the literature. J Cross Cult 
Gerontol. 2013;28(1):27–47. [PubMed: 23397228] 

Shedlin et al. Page 18

Gerodontology. Author manuscript; available in PMC 2018 December 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



31. Jin LJ, Lamster IB, Greenspan JS, Pitts NB, Scully C, Warnakulasuriya S. Global burden of oral 
diseases: emerging concepts, management and interplay with systemic health. Oral Dis. 
2016;22(7):609–619. [PubMed: 26704694] 

32. Mariño RJ. Cultural aspects of ageing and health promotion. Aust Dent J. 2015;60(Suppl. 1):131–
143. [PubMed: 25762050] 

33. Kavathe R, Islam N, Zanowiak J, Wyatt L, Singh H, Northridge ME. Building capacity in the Sikh 
Asian Indian community to lead participatory oral health projects. Prog Community Health 
Partnersh. 2018;12(1):3–14.

34. Handwerker WP, Wolfe SH. Where bad teeth come from: culture and causal force. Hum Organ. 
2010;69(4):398–406.

35. Nguyen KYT, Smallidge DL, Boyd LD, Rainchuso L. Vietnamese oral health beliefs and practices: 
impact of the utilization of Western preventive oral health care. J Dent Hyg. 2017;91(1):49–56.

36. US Department of Health and Human Services. National Institutes of Health. National Center for 
Complementary and Integrative Health (NCCIH). NCCIH Facts-at-a-Glance and Mission. Last 
modified September 24, 2017. Bethesda, MD: NCCIH https://nccih.nih.gov/about/ataglance. 
Accessed March 7, 2018.

37. Forsyth CJ, Irving MJ, Tennant M, Short SD, Gilroy JA. Teaching cultural competence in dental 
education: a systematic review and exploration of implications for indigenous populations in 
Australia. J Dent Educ. 2017;81(8):956–968. [PubMed: 28765440] 

38. Cadoret CA, Garcia RI. Health disparities and the multicultural imperative. J Evid Based Dent 
Pract. 2014;14(Suppl.):160–70.e1. [PubMed: 24929601] 

Shedlin et al. Page 19

Gerodontology. Author manuscript; available in PMC 2018 December 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://nccih.nih.gov/about/ataglance


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Shedlin et al. Page 20

TABLE 1

Characteristics of participants in focus groups for the total sample and by gender, New York, NY, 2013-2015

Participants and focus groups Total sample Women Men

Participants N = 194 n = 104 n = 90

Focus groups N = 24 n = 12 n = 12

Characteristics % (n) % (n) % (n)

Age group in years

 50-59 14.4% (28) 16.3% (17) 12.2% (11)

 60-69 34.0% (66) 32.7% (34) 35.6% (32)

 70-79 36.1% (70) 34.6% (36) 37.8% (34)

 80-89 11.9% (23) 11.5% (12) 12.2% (11)

 90+ 3.6% (7) 4.8% (5) 2.2% (2)

Race/ethnicity

 Dominican 35.6% (69) 33.7% (35) 37.8% (34)

 Puerto Rican 27.3% (53) 27.9% (29) 26.7% (24)

 African American 37.1% (72) 38.5% (40) 35.6% (32)

Last dental visit

 Within past year 54.1% (105) 52.9% (55) 55.6% (50)

 1-3 years ago 27.3% (53) 31.7% (33) 22.2% (20)

 >3 years ago 18.6% (36) 15.4% (16) 22.2% (20)

Primary language

 English 42.3% (82) 46.2% (48) 37.8% (34)

 Spanish 48.5% (94) 45.2% (47) 52.2% (47)

 Both 9.3% (18) 8.7% (9) 10.0% (9)

Women and men did not differ significantly on any of the characteristics listed above, in accordance with the sampling strategy.
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TABLE 2

Characteristics of each focus group, specifically, race/ethnicity, gender, whether or not participants reported 

receiving dental care in the past year, and language in which the focus group conversation was held, New 

York, NY, 2013-2015

Group 1: African American women with dental care in the past year in English

Group 2: Puerto Rican women without dental care in the past year in Spanish

Group 3: African American women without dental care in the past year in English

Group 4: Dominican women with dental care in the past year in Spanish

Group 5: Dominican men with dental care in the past year in Spanish

Group 6: Dominican men without dental care in the past year in Spanish

Group 7: African American women without dental care in the past year in English

Group 8: African American men without dental care in the past year in English

Group 9: African American women with dental care in the past year in English

Group 10: Dominican women with dental care in the past year in Spanish

Group 11: Dominican men without dental care in the past year in Spanish

Group 12: Puerto Rican women with dental care in the past year in Spanish

Group 13: African American men without dental care in the past year in English

Group 14: Dominican women without dental care in the past year in Spanish

Group 15: Dominican men with dental care in the past year in Spanish

Group 16: Dominican women without dental care in the past year in Spanish

Group 17: African American men with dental care in the past year in English

Group 18: Puerto Rican women without dental care in the past year in English

Group 19: Puerto Rican women with dental care in the past year in Spanish

Group 20: Puerto Rican men with dental care in the past year in English

Group 21: Puerto Rican men without dental care in the past year in Spanish

Group 22: Puerto Rican men without dental care in the past year in Spanish

Group 23: African American men with dental care in the past year in English

Group 24: Puerto Rican men with dental care in the past year in Spanish
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