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Abstract-In
this article the question is addressed whether regional differences in the supply of dental
manpower influences the utilization of dental services. The percentage of the population that visits the
dentist, is indeed higher in regions with a higher density of dentists. The number of people that visit a
dentist is higher among privately insured patients than among the publicly insured. We have constructed
a simple model of the behavior of dentists and patients to find out whether this difference is influenced
by the supply of dental manpower. On the assumption that dentists prefer the treatment of privately
insured patients we predict a greater difference between publicly and privately insured patients in regions
with a lower density of dentists than in regions with a higher density. The data does not unequivocally
support this prediction. A second assumption is that differences between social groups in the chances of
uptake of regular treatment influence the behavior of patients on future points in time. To find out whether
the limited data we have, support this assumption, we have looked at the differences between privately
and publicly insured patients in regions that show an important change in density. The results of this
analysis are not as predicted.

differences in the density of dentists on the utilization
of dental services for different social groups.

INTRODUCTION
in the title of this report are in
general treated separately. The geographical distribution of dentists has been documented, e.g. the United
States [I], United Kingdom [2] and The Netherlands
[3]. The utilization of dental services has been studied
more frequently [4]. Research in the use of dental
services is in general directed to finding factors that
influence the frequency of visits to the dentist; such
as age and socio-economic status. These factors can
be interpreted as indicators of the demand for services. For a more comprehensive study of utilization,
demand as well as supply have to be taken into
account [5]. O’Mullane and Robinson [6] have done
this by comparing the uptake of dental treatment in
two towns with widely different dentist to population
ratios. Their conclusion is that there is a difference in
the number of visits to a dentist between children of
higher and lower social strata and this difference is
greater in the town with the lower dentist to population ratio than in the town with the higher ratio.
The first question we put forward in this paper is
whether the frequency of visits to a dentist in The
Netherlands is influenced by regional differences in
the density of dentists. The second question is
whether there are theoretical reasons to expect a
differential effect for some sections of the population
and if so. whether this can be demonstrated in the
data at hand.
A description of the organization of dental health
care in The Netherlands is given with a survey of
some indicators of the demand for dental care.
Outlines of an explanation of the influence of demand
and supply on the utilization of dental services are
sketched. Central to this explanation is a simple
model of the behaviour of patients and dentists. The
behaviour of dentists and patients is combined in a
dependency model in the sense in which Boudon [7]
uses this term. We will then show some of the results
of our analysis of the supposed influence of regional
The two subjects
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THE ORGANIZATION OF DENTAL HEALTH
CARE IN THE NETHERLANDS

The Dutch health care system consists of an interesting mix of private initiative and public regulation.
Most of the individual providers of health services are
private entrepreneurs and even institutions like hospitals are mostly owned and run by private foundations
[8]. The transactions between providers and patients
are regulated by the law, but the enactment of the law
is in the hands of private institutions-the
sickfunds.
The result is a rather intricate system of control and
deliberation. The Sickfunds Act (1964) regulates most
of the transactions in the health care sector [9].
Employees with a yearly income below Hfl. 43,500.OO
(in 1982) are legally insured for the costs of medical
care. Self-employed and elderly people with a low
income can choose for sickfund insurance. Private
insurance companies cover the rest of the population.
There are as a rule no direct financial transactions
between providers and publicly insured patients [lo].
Employees and employers each pay half of the premium to the sickfund; the providers are payed by the
sickfund on a fee for service basis (as is the case for
dentists and medical specialists) or as a capitation fee
(general practitioners). Privately insured patients pay
the providers for their services and are as far as the
coverage of their insurance goes, restituted by the
private insurance companies.
Dental health care traditionally has a peripheral
position in the health care system. The provision of
dental care is an isolated activity, in part as a result
of the organization
of practice-the
majority of
dentists are in single-handed practices-and
in part
as a result of the clearcut task of dentists compared
with that of other health care professionals. With a
few exceptions (e.g. a number of dentists who work
in a special clinic for publicly insured patients) den-
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I. Percentage of the respondents that visited a dentist
year that preceded the survey. by age-group

in the

Age
%
Number

$20

21-30

31-40

41-50

5 l-60

>60

85.2
351

77.1
881

67.5
871

48.2
633

33.1
589

16.7
826

Socio-economic

tists are in private practice. Dental care is directly
accessible and therefore belongs to the first line of
health care together with, for example, general practitioners and public health nurses. Dental care for
children in primary school is organized in school
dental services. These services cover approximately
half of the children in primary school age.
The publicly insured part of the population is
entitled to a limited number of services, the so called
dental care according to systematic rational principles. These services are the treatment of complaints
of pain, the extraction of elements that will probably
not be maintained,
scaling of the teeth and instruction in dental hygiene, simple conserving treatment and prosthetic help to restore the chewing
function [l 11. These services are completely free for
publicly insured patients who visit the dentist regularly (twice a year). Those who do not visit the dentist
regularly or who want other services than those listed
above have to pay (part of) the fee themselves. The
greater part of the privately insured patients are not
covered for dental care costs [12]. A number of
companies, however, cover the costs of dental care
for children.
THE DEMAND

FOR DENTAL

SERVICES

When one studies the influence of regional
differences in the supply of dental services on utilization, one has to take into account some indicators of
the demand for services, most notably the age of the
potential patient. The number of people with full
dentures who will therefore hardly visit a dentist
anymore, rises with age. Other important indicators
are socio-economic position, level of education and
the insurance for the costs of dental care.

The influence of age on the demand for dental care
is mediated by the number of people with full dentures. Unfortunately
there were no questions asked
on this subject in the survey that we used in our
analysis [ 131. In a recent national health survey [14]
respondents were asked whether they still have their
own teeth. In the group of respondents aged 16-29
years only 2.6% has full dentures. For those aged
30-39 years 14.7%; 40-49 years 32.1%; 50-59 years
56% and for respondents aged 60 years and older
75.4”/,. The percentage of the population that visited
a dentist at least once a year preceding the survey,
therefore varies with age. To exclude some of the
Table 2. Percentage

influence of age and-indirectly-of
the number of
people with full dentures, we have conducted the
analysis in this article for people aged 40 years and
under.
status

Research in different health care systems reveals
that people with a higher socio-economic status visit
the dentist more frequently than people of lower
status [15]. As indicators of socio-economic status
occupation or a combination
of occupation. education and income are most frequently used. In Table
2 the percentage of the population aged 40 years and
under that visited a dentist at least once in the year
preceding the survey, is given for the cross-tabulation
of income and education [16]. Level of education and
income both have an influence on the percentage of
people that visit a dentist. The relationship is, however, not completely additive. The percentage in the
high education/high income cell is lower than would
be expected under the assumption of additivity,
whereas the percentage in the low education/high
income cell is higher.
Insurance for the costs of dental care

The final influence on the frequency of visits to a
dentist is the insurance for the costs of dental care.
The frequency of visits is lower for the publicly
insured part of the population. In an analysis of the
same data Mootz [ 171 found that 46% of the publicly
insured payed at least one visit to a dentist in the year
preceding the survey against 64”/, of the privately
insured for all age-groups. This difference is in part
the result of differences in socio-economic status, in
level of education and in the number of people with
full dentures. Because of the income limit in the
public insurance scheme the publicly insured are in
general from lower socio-economic strata than the
privately insured. The number of people with full
dentures is also greater under the publicly insured.
The National Health Survey [14] shows that 357; of
all the publicly insured have full dentures against 240,;
of the privately insured. In the 40 years and under age
group 72% of the publicly insured and 817: of the
privately insured visited a dentist in the year preceding the survey. When this difference is broken
down by level of education and by income it appears
that the difference is only found in the low education
and low income groups (although the number of
respondents in the low income/privately
insured
group is of course very small).
THE SUPPLY

OF DENTAL

The volume of dental care in a region depends
two factors: (i) the number of active dentists in
region in relation to the population and (ii)
productivity of dentists. Productivity varies with

of the respondents (<40 years) that visited a dentist
the survey, by income and level of education

m the year precedmg

Income
Low
Level of
education

LOW
High
Total

60.4”,, (384)
75.0”; (132)
64.1”:, (516)

SERVICES

Medium
73.8” (478)
82.7”;: (27 I )
77.0”;, (749)

High
84.4”,,(218)
79.6” (245)
81.9”::(463)

Total
71.7”
- (((10X0)
79.9” (648)
74.5”:: (1728)

on
the
the
the

The supply

and utilization

Type of insurance
Private
Public
68.5% (1084)
80.9:. (440)
72. I”,:, (1524)

Low
High
Total

81.7% (246)
80.77; (290)
81.2”/O (536)

Table 4. Percentage of the respondents
(<40 years) that visited a
dentist in the year preceding the survey, by type of insurance and
income
Type of insurance
Private
Public
Income

62.7% (469)
76.7% (574)
80.4:: (235)

Low
Medium
High

services
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one cannot predict a greater difference in the frequency of visits to a dentist between people of higher
and lower strata in areas with a lower density of
dentists than in areas with a higher density (as was
found by O’Mullane and Robinson). As Frazier [5]
points out: “. . explanations for the under-utilization
of dental services by low socio-economic families,
including those for whom financial barriers have been
removed, perhaps may rest less upon social class
differences in the value placed on dental care, than
upon structural and interpersonal factors which affect
the acceptability of the services”.

Table 3. Percentage of the respondents
(~40 years) that visited a
dentist in the year preceding the survey, by type of insurance and
level of education

Level of
education

of dental

82.2?/. (45)
78.3% (I 75)
83.6’% (232)

DIFFERENCES
IN THE UTILIZATION
OF
DENTAL SERVICES
BETWEEN
SOCIAL
GROUPS
UNDER THE CONDITION
OF
DlFFERENT
LEVELS OF SUPPLY

amount of delegation to auxiliaries and with experience or dexterity of the dentist. Dexterity seems to be
at its top around 45 years [18]. However, the data on
the geographical distribution of dentists that we use
for our analysis do not contain the age distribution
of the dentists. The geographical distribution
of
dentist was coded from the ‘Tandartsengids’ (annual
list of dentists, edited by the Dental Association in
The Netherlands),
which contains the name and
address of all dental practices. As an indicator of the
regional differences in the supply of dental services we
used the density of dentists, defined as the number of
inhabitants of a region divided by the number of
dentists in that region. This is probably not the best
indicator of the supply of dental services, while it
does not take into account differences in the productivity of dentists. Furthermore there is the problem
of patients living in one region and visiting a dentist
who practices in another region. It is, however, the
best indicator at hand.
The first question we asked in the introduction of
this article is whether the supply of dental services
influences the utilization. Table 5 gives the relevant
figures. Table 5 indicates that there is indeed an
influence of the supply of dental services on utilization. The percentage of people that visited a dentist
in the year preceding the survey is greater for people
that live in areas with a higher density of dentists.
However, the differences are rather small. The second
question we put forward is whether theoretically a
differential effect for different social groups can be
expected. A common explanation of differences in the
number of visits to a dentist is in terms of the value
and importance people attach to maintaining one’s
own teeth and to dental hygiene in general. Such an
explanation is not exhaustive. It is difficult to imagine
why people in areas with a higher density of dentists
would attach more importance and value to their
teeth than people in areas with a lower density of
dentists. Moreover, from this common explanation

A more complete explanation has to take structural factors into account. This can be done by
constructing a simple model of the dependency system, formed by the behaviour of patients of different
social groups and the behaviour of dentists, under the
condition of differences in the density of dentists and
given the peculiarities of the dental health care system
in The Netherlands. The model can be outlined as
follows. We distinguish three groups of actors: the
patients who are publicly insured, the patients who
are privately insured (this amounts in part to the
difference between people from lower and people
from higher social strata) and the dentists in general
practice. The behavioural alternatives concerned are
for the patients to visit a dentist or not. For the
dentists the behavioural alternatives are the treatment
of publicly or privately insured patients under the
assumption of maximization of income, free time and
work satisfaction. Given the organization
of the
(dental) health care system in The Netherlands it is
the dentists, under the condition of a low density of
dentists, that find it more profitable to treat privately
insured patients than publicly insured patients. Dentists are free to decide how many publicly insured
patients they enter on their list. Publicly insured
patients have a right to certain services; the sickfund
is obliged to make-as
far as possible-the
services
available, but the providers of care have the right to
refuse patients in order to retain a reasonable list-size.
Under the condition of low density of dentists, this
results in a higher probability of regular treatment for
privately insured patients-even
when the behavioural parameters of the publicly and privately insured patients are equal. This outcome could have a
feedback effect on the behavioural parameters of
patients for future points in time. Theoretically, the
lower probability of treatment of publicly insured
patients could result in a lower subjective probability
of keeping one’s own teeth as a result of visiting a
dentist. This, as shall be outlined more fully, results

Table 5. Percentage of the respondents (940 years) that visited a dentist
year preceding the survey. by density of dentists
Number

”

0
Number

of inhabitants

Q 3000
(High density)

3001-4000

78.0
554

76.7
420

in the

per dentist

400-5000
74.9
430

__-

25001
(Low density)
69.8
656
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in a lower subjective expected utility of a visit to a
dentist for publicly insured patients.
The behaviour of dentists and patients

Rational choice theory provides a model of the
behaviour of the actors [19]. The core of rational
choice theory is that behavioural alternatives have
different consequences, that people value these consequences positively or negatively, that the valuations
can be rank-ordered and that the consequences of
behavioural alternatives do not occur with certainty,
but that people estimate the probability with which
they expect the consequences to occur. As far as the
patients are concerned we are interested in the behavioural alternatives of going to the dentist or not. A
positive consequence of going to the dentist is-as we
assume-maintaining
one’s own teeth, while the
negative consequences are the cost of treatment and
the cost of foregone opportunities in the time it takes
to travel to the dentist, the waiting time and the
duration of treatment. To keep the model simple we
neglect other possible consequences of the choice to
go to the dentist or not (e.g. pain or anxiety [20]). We
also assume that the estimated probability of incurring costs is one, while the estimated probability of
maintaining one’s own teeth as a consequence of
visiting the dentist has a value somewhere between 0
and 1. Differences between .publicly and privately
insured patients in the frequency of visits to the
dentist can now be traced to these parameters.
Differences can be explained by differences in the
value attached to maintaining one’s own teeth and/or
the estimated probability of maintaining one’s own
teeth as a consequence of visiting the dentist and/or
in the costs.
The fact that in The Netherlands people with
higher income, people with a higher level of education and people who are privately insured visit the dentist more frequently can perhaps in part be explained
by differences in the value people attach to their
teeth. The difference cannot be explained by higher
costs of a visit to the dentist for people of lower
strata. In general the costs will be higher for people
of the higher social strata who are privately insured
and therefore have to pay the fee of the dentist
themselves [21]. A relation such as the one found by
O’Mullane-greater
differences between people of
higher strata and people of lower strata in areas with
a lower density of dentists-also
cannot be attributed
to differences in values and costs. As we have said it
is generally found in empirical research that people of
higher strata place more value in maintaining their
own teeth, but it is difficult to imagine why there
should be greater differences between people of
higher and lower strata in this value in areas with a
lower density of dentists. The effect of social background and the density of dentists must therefore at
least in part be attributed to differences in the estimated probabilities and the behaviour of dentists.
In our model of the behaviour of dentists we
assume that the behavioural alternatives are the
treatment of privately insured patients or the treatment of publicly insured patients. The consequences
of the choice of an alternative are in the realm of the
amount of income that dentists gain out of their
practice. the number of hours of free time and the

amount of work satisfaction. To simplify the matter
we assume that individual differences between dentists in the value they attach to income. free time and
work satisfaction and in the estimations of probabilities are not systematic and are levelled out in the
aggregate. The amount of income that can be gained
from dental practice is higher-given
the Dutch
system of dental care-when
a dentist treats more
privately insured patients. Due to the fact that the
provision of dental care to publicly insured patients
is limited to dental care according to systematic
rational principles the work satisfaction from the
treatment of publicly insured patients is also assumed
to be lower than the treatment of privately insured
patients. The relation between income and free time
is assumed to be a simple one: free time is total time
minus the time for treating publicly insured patients
and the time for treating privately insured patients. It
can be assumed that treating publicly insured patients
is less time-consuming than the treatment of private
patients. So in principle dentists could optimize the
ratio of income and free time by treating more
publicly insured patients. However, the level of the
fees is based among other things on the duration of
treatment. Now we can analyse the’dependency system of the behaviour of dentists and patients given
the organizational environment of the Dutch dental
health care system.
The dependency model

As far as the behaviour of dentists is concerned, we
assume that the nett utility of treating privately
insured patients is higher than that of treating publicly insured patients. Under the structural condition
that there is a low density of dentists, all private
patients that seek treatment will be treated and
publicly insured patients will be treated until the ratio
of income and free time reaches its optimum. As far
as the differences in utility of going to the dentist or
not for privately and publicly insured patients are
concerned, we assume that the nett utility of going to
the dentist is greater or the same for private patients
than for publicly insured patients. For the first group
the costs are higher but they value their teeth more;
for the latter group costs are lower but in general it
is assumed that they attach less value to their teeth.
The outcome of this interaction system is that the
probability of regular treatment by a dentist is greater
for privately insured patients than for publicly insured, given the structural condition of low density of
dentists, even when there would be no utility
differences between private and publicly insured patients. Our prediction, therefore, for an analysis at
one point in time is that the difference in frequency
of visits to a dentist between the privately and
publicly insured patients is greater for people that live
in an area with a low density of dentists than it is for
people in an area with a high density. This prediction
cannot be transposed to a dynamical situation without further analysis of the interaction system. The
number of dentists increases rapidly in The Netherlands. The areas with a high density of dentists at a
certain point in time can be divided in areas with also
a high density of dentists at an earlier point in time
(no major change in density) and areas in which there
has been an increase in density. The question is: what
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system

of

s3
interaction

outcomes

Fig. 1. General scheme of a feedback system (Source:
Boudon [7]).

happens to the difference between publicly and privately insured patients in the frequency of visits to a
dentist when the density of dentists increases. Our
hypothesis is that there is a feedback relation from
the outcome of the interaction system of the behaviour of dentists and patients under different conditions of density of dentists to the interaction system
at a following point in time. More specifically this
feedback is to the estimated probability of maintaining one’s own teeth as a consequence of visiting the
dentist. The general scheme of these feedback systems
is given by Boudon [7, 221 (Fig. 1).
The outcome of the interaction system is that
publicly insured patients have-under
the condition
of a low density of dentists-a
smaller probability of
regular treatment. This outcome however, influences
the utility differences at a following point in time. In
general the estimated probabilities of the occurrence
of consequences of actions are influenced by what
happens in the past in identical or comparable
situations to oneself or to.significant others. When
people do not take up regular dental treatment
and/or people in their direct social environment do
not take up regular treatment, the estimated probability of maintaining
one’s own teeth as a consequence of visiting the dentist is lowering down (and
the probability of a more painful treatment rises).
The outcome of this process is that in areas with a
low density of dentists at t,, the difference in nett
utility of going to the dentist for privately and
publicly insured patients is becoming greater. As a
consequence the difference in the frequency of uptake
of dental treatment is greater at 2,. Further, it could
be predicted that this effect does not completely
disappear when the structural condition of density of
dentists changes. The areas with a relatively high
density at t2 can be divided in those areas with a low
density at z, and those with a high density at tl.
We expect to find a greater difference in the
frequency of visits to the dentist between publicly and
privately insured patients in areas with a lower
density at t, and at I~, but also in areas with a lower
density at t, and a higher density at t, (Fig. 2).
A PROVlSlONAL
TEST OF
THE PREDICTIONS

The first part of the second question we put
forward in the introduction-whether
there are the-

45.5

oretical reasons to expect a differential effect of
regional differences in the density of dentists for some
sections of the population-has
been answered in the
positive. We now come to the second part of the
question-whether
this can be demonstrated in the
data at hand. Because of the nature of the data we
use, this can only be termed a provisional test of the
predictions. The underlying assumptions cannot be
tested. In Table 6 the percentage of the respondents
that visited a dentist is broken down by the density
of dentists, type of insurance and level of education.
In all categories of the density of dentists there is a
difference between publicly and privately insured
patients (although the difference is very small in the
category with 30014000 inhabitants per dentist). The
difference between the percentages for the publicly
and privately insured patients are respectively 10, 2,
16 and 8%. Although there is a slight tendency for the
differences to be greater when the density of dentists
is lower, this is not true for the two extreme categories; only the two intermediate categories show the
predicted difference. It is already shown in Table 3
that there are virtually no differences between publicly and privately insured patients with a high level
of education. In three out of four categories in Table
6 publicly insured patients with a high education have
an even higher percentage than the privately insured
patients with a higher level of education. Within the
category of people with a low level of education we
expect the differences between publicly and privately
insured patients to be greater for people in areas with
a lower density of dentists. The differences between
the percentages for the publicly and privately insured
patients with a low level of education are respectively
16, 2, 22 and 13%. In this case also the expected
difference is only found in the two intermediate
categories, but not in the extreme categories.
That we do not find the predicted effects in the
extreme categories suggests that our predictions are
not accurate or incomplete. Another possibility is
that the category of people living in areas with a high
density of dentists (less than 3000 inhabitants per
dentist) should be divided in people in areas that
experienced only a minor change in density in the
past years and those in areas that experienced an
increase in density. In areas that for a longer period
had a high density of dentists, we expect to find only
small difference between publicly and privately insured patients, while in areas that had an increase in
density, we expect a greater difference between publicly and privately insured patients, according to the
feedback mechanism suggested above. In Table 7 the
people living in areas with a high density of dentists
(less than 3000 inhabitants per dentist) are subdivided
into three categories: those with no change or a minor
change in density between 1969 and 1977 [23] (i.e. the
difference in the number of inhabitants per dentist in
1969 and 1977 is less than 550), those with a higher
density in 1977 than in 1969 (difference in the number
of inhabitants per dentist between 550 and 1200) and
those areas with a much higher density in 1977 than
in 1969 (a difference of more than 1200 inhabitants
per dentist). The differences between publicly and
privately insured patients in the percentage that
visited a dentist at least once in the year preceding the
survey, are respectively 16, 3 and 22%. The difference
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Fig. 2. Outline of a cumulative feedback system to explain the difference in visits to a dentist between

publicly and privately insured patients.

between publicly and privately insured patients in
areas with no change or only a minor change in
density, is much greater than expected. Moreover,
when we confine ourselves to the people with a
relatively low level of education, the results are
inconsistent with the prediction.
DISCUSSION

In the preceding sections we have showed that the
supply of dentists -as measured by the number of

inhabitants per dentist-has
some influence on the
utilization of dental services. From an analysis of the
behavioural alternatives of publicly and privately
insured patients and of dentists we predicted a greater
difference in the percentage that visit a dentist, between publicly and privately insured patients in areas
with a low density of dentists than in areas with a
higher density. An analysis of the data not unequivocally supports this prediction. In the intermediate categories of the density of dentists the
results are as predicted, but in the extreme categories,

Level of
education

Type of
insurance

Low
High
Total

87& (69)
83.0% (94)
84.7% (163)

Private

Public
67.8% (239)
80.0% (95)
71.3% (334)

Private
75.4% (61)
80.7?/. (57)
78.0% (I 18)

Public
73.3x(210)
82.6% (92)
76.2% (302)

-

4001-5000

Privale
77.0”; (74j
75.3”,(85)
76.1:,(159)

Public
64.3:: (358)
77.0:/, (I 39)
67.8ya (497)

Private

Level of
education

Type of
insurance
Low
High
Total

Public
90.0% (20)
84.2% (19)
87.2% (39)

Private
76.3x(152)
90.9% (66)
80.7%(218)

Public

90.6% (32)
79.7% (59)
83.5% (91)

Private

Private
76.5:6 (44)
93.8x(16)
84.9% (33)

Public
59.1;:(44)
75.0X(16)
63.3% (60)

Change in density of dentists between 1969 and 1977
Higher density in
Much higher density
No change or minor
in 1977 than in 1969
change in density
1977 than in 1969

67.9% (81)
78. I %(32)
70.8x(113)

>5001
(Low density)

90.5% (42)
85.2% (54)
87.5:: (96)

Table 7. Percentage of the respondents (640 years) who visited a dentist in the year preceding the survey and who lived
in areas with high density of dentists in 1977, by change in density between 1969 and 1977, type of insurance and level
of education

71.1x(277)
85.1% (I 14)
75.2% (391)

Public

300 I-4000

Number of inhabitants

years) that visited a dentist in the year preceding the survey, by density of dentists, type of insurance and level of education

$3000
(High density)

Table 6. Percentage of the respondents (~40

P. P.
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which are more important in the test of the prediction, the results are inconsistent with the prediction.
The model with which we made this prediction, was
built on the assumption that there are no great
differences in nett utility of visiting a dentist between
publicly and privately insured patients and that dentists prefer the treatment of privately insured patients.
When there are only relatively few dentists in a
region, they use most of their working time treating
private patients. In areas with a higher density they
have to take up treatment of publicly insured patients
to assure a reasonable income. The outcome is,
according to the model, that publicly insured patients
in areas with a low density of dentists have a smaller
change of regular treatment. Our second hypothesis
was that this influences their behaviour at a future
point in time, more specifically through a lower
subjective estimation of the probability of maintaining one’s own teeth through visits to the dentist. We
formulated this hypothesis to explain an observation
that one could iind in the Dutch papers a few years
ago, when the community of Rotterdam installed
some dentists in community owned and exploited
premises to reduce the shortage of dentists. These
new dentists, however, had not enough work, because
people did not use their services. The common explanation was that people had lost the habit of regular
visits to a dentist.
The fact that our predictions did not work out, can
be attributed to the model itself or to the data we had
to test the implications of the model. Perhaps there
are too many untested steps in our model to find
easily interpretable results, in particular in our assumptions about the behavioural
parameters of
different groups of patients. When it would be possible to distinguish between regular, preventive visits to
a dentist and visits because of complaints and when
there are data on visits to a dentist over a longer
period in a person’s life, probably more specific
predictions could be tested. Also our indicator of the
supply of dental services could be improved. All in all
.we think that research into the utilization of dental
services could benefit from the distinction between
valuations and estimations of the probability of
maintaining one’s own teeth and from the explicit
consideration of the structural conditions of supply.
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