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Geriatric dentistry: The need for a new specialty in India
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INTRODUCTION
India is in a state of demographic transition. The life expectancy
at birth has increased; it was 62 years in 2004.1 At present the
geriatric population (people >60 years of age) of India is 7.7% of
the total population, i.e. 77 million. The UN Population Division
estimates that by 2050 the geriatric population will double in
Africa and treble in Asia.2 It has been estimated that one-sixth of
the total world population of the elderly now lives in the develop-
ing countries of Southeast Asia.

A few unique facts regarding the elderly population in India
include the following:

1. The rate of growth of the elderly population is faster than that
of the general population.

2. There is a larger proportion of women among the elderly (52%
of the >60 years and >55% of the >80 years age groups).3

3. Eighty per cent of the elderly population resides in rural areas.4

4. Nine per cent of the elderly live alone or with persons other than
their immediate family members.

5. Nearly 75% of the elderly are economically dependent, with
little difference between the urban and rural elderly.

6. Three-fourths of the dependent elderly population is supported
by their own family members.

7. Thirty per cent of the elderly are below the poverty line. Only
53.5% of the urban elderly and 37% of the rural elderly possess
some kind of financial assets.5

8. Only 28% of the elderly population is literate (low compared
with the national average).6

NATIONAL POLICY FOR OLDER PERSONS
The Government of India announced a National Policy for Older
Persons (NPOP) in January 1999, which aimed to provide finan-
cial, food, health and shelter security. Several schemes such as
provident funds, pensions and gratuity, etc. provide financial
security in old age. However, there is no social and financial
security plan for workers in unorganized sectors such as farm
labourers, daily wage earners, etc. The National Old Age Pension
Scheme covers only 1% of the elderly population and the amount
given is a paltry Rs 75–150 per month.7

ORAL HEALTHCARE NEEDS OF THE ELDERLY
The treatment needs of the elderly are different from the rest of the
adult population. With increasing age, certain inherent metabolic
changes occur, which are influenced by the change in hormonal
levels, reduced physical activity, onset of chronic illnesses/dis-
abilities and use of multiple drugs. Oral homeostasis is altered due
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to reduced salivary secretion, muscle tone, altered taste sensation
and mucosal atrophy. The prevalence of coronal and root caries as
well as recurrent caries, attrition and abrasion of the teeth, gingival
recession and periodontal disease increases with age. The occlusal
surfaces get worn and the alveolar bone resorbed, with a resultant
reduction in the vertical dimensions of the teeth. This may even-
tually be associated with unsatisfactory aesthetics, an overclosed
facial appearance, problems with mastication, cheek-biting and,
possibly, temporomandibular joint dysfunction. Various habits
practised over the years such as smoking, betel quid and tobacco
chewing, and alcohol use may result in problems such as
leucoplakia, erythroplakia or carcinoma.

The treatment of these complex dental problems becomes more
difficult if the elderly person also suffers from other chronic
systemic problems. Knowledge of the effects of organic diseases
and tissue changes on the physical and mental well-being of the
elderly is essential. Moreover, the elderly are generally economi-
cally dependent, have reduced family support and may have
psychological problems such as depression and anxiety. The
conventional approaches of adult dentistry may need to be modi-
fied while managing the elderly. In some aspects, and for some
patients, it may be necessary to downscale the treatment objec-
tives. For others, alternative techniques may help in achieving
reasonable functional results, which may not be acceptable in
younger patients.

PROBLEMS IN ORAL HEALTHCARE FOR THE ELDERLY
In India, the elderly population suffers from numerous dental and
oral health problems. Various reasons for the increased occur-
rence of oral health problems in the elderly are as follows:

1. India does not have a well-conceived oral health education or
prevention programme.

2. The prevalence of common dental diseases such as periodontal
diseases and dental caries increases with old age due to faulty
dietary and oral hygiene practices. The incidence of caries rises
due to a change in diet, reduced salivary secretions (secondary
to multiple drug intake) and gingival recession. New coronal
and root caries, and recurrent caries under old restorations are
common in the elderly. The problems of edentulousness and
meagre prosthodontic rehabilitation are prevalent among the
elderly from the lower socioeconomic groups as well as among
the illiterate.

3. Chewing of tobacco, betel nut and betel quid, inhalation of
snuff, and the use of tobacco are common and increase the
burden of dental diseases such as severe attrition, abrasion,
mucosal lesions and oral cancer. Oral cancer, which is consid-
ered a disease of old age, has a high prevalence in India,
constituting 13%–16% of all cancers.8 Other common oral
problems in the elderly are denture-related stomatitis, atrophic



38 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 1, 2005

and ulcerative stomatitis and temporomandibular joint disor-
ders. Trigeminal neuralgia is also common in the elderly. Many
elderly people have odontalgia, burning mouth and oral soma-
tization.9

4. Poor accessibility to oral healthcare facilities and uneven
distribution of dental expertise are among the major barriers to
providing oral healthcare to the elderly in India. Healthcare
facilities are meagre and oral healthcare provision is non-
existent in rural areas, where 80% of the elderly population
resides. Primary health centres, the first contact point between
patients and doctors, do not have dental surgeons. Only at
community health centres, which cater to a population of
120 000, can one have access to dental care. The long dis-
tances, difficult geographic terrain, poor roads and, some-
times, lack of an escort often dissuade the elderly from seeking
dental treatment.

5. There are few health insurance schemes. Even those that exist
do not cover dental treatment except in an emergency. Though
dental treatment is provided either free or at a nominal cost in
government hospitals, there is a long waiting list. Dental
treatment in private hospitals and clinics is expensive and not
within the reach of most of the elderly.

6. Lack of awareness and social support are barriers to elderly
people accessing healthcare facilities for their oral health
problems. The elderly living alone or in institutions simply
have no provision for oral healthcare. The financial support
provided by the State to the destitute elderly is too meagre even
for sustenance, thus healthcare utilization is the least priority of
the elderly.

7. Treatment of oral diseases is accorded a low priority by the
elderly themselves as well as by their caregivers.

ORAL HEALTHCARE SYSTEM IN INDIA
At present, India has 185 dental schools. A majority of these are
run by individuals, charitable trusts or are private institutions.
Only 39 dental schools are run by the government. Each year,
12 000 dental graduates, 1160 postgraduates and 723 each of
dental mechanics and dental hygienists qualify. In the recent past,
the Government of India laid down certain guidelines for starting
new medical and dental schools. Sanction is given only if the new
school is started in a peri-urban or rural area. This has been done
with the dual purpose of reducing congestion in the cities as well
as serving the rural population. This scheme is bringing about a
slow but definite change in healthcare delivery to the underserved
rural population. These colleges have to provide clinical training
to dental students and, therefore, people in rural areas are provided
special conveyance and free treatment. Since 80% of the elderly
reside in rural areas, this scheme is beneficial to them and will help
to fill the void in geriatric oral healthcare.

At district hospitals and community health centres the facili-
ties for dental treatment are poor. This is largely because of
inadequate funds, which result in short supply of materials and
poor maintenance of dental equipment. While departments of
dental surgery/dentistry in medical colleges provide basic facili-
ties for treatment, they generally do not do denture work—
endodontics, orthodontics or aesthetic restorations. In govern-
ment dental colleges, all the facilities for dental treatment are
available but there is a long waiting period for treatment, espe-

cially for orthodontic and prosthodontic services. Even in these
colleges, there is no provision for dental treatment exclusively for
the elderly. Thus, the elderly population shares the dental re-
sources with the general population.

EDUCATION IN GERIATRIC DENTISTRY
Education in geriatric medicine is in its infancy in India and
geriatric dentistry is non-existent. With an increase in the popula-
tion of the elderly, we need to gear up for their overall well-being,
including healthcare provision. Oral healthcare is one of the major
components of health. Poor oral health is linked to serious sys-
temic diseases such as cardiovascular diseases and stroke.
Edentulousness and paucity of prosthodontic rehabilitation pre-
vent the elderly from choosing food that they like and deny them
the pleasure of eating, which is essential for a feeling of well-
being. In addition, it causes micronutrient deficiencies, lowering
their immune status. There are also reports of choking on food
during meals due to poor mastication and swallowing.10

The need for geriatric oral healthcare will increase several fold
in the coming years. To provide quality care, it is important to
understand the physical, mental, socioeconomic and family back-
ground of the elderly, their chronic illnesses and drug treatment,
and age-related disabilities such as poor vision, hearing and
locomotor control. Thus, special training in geriatric dentistry is
required. So far, it is not a recognized specialty of dentistry in
India. Though the graduate dental curriculum mentions geriatric
dentistry, there is little emphasis on practical training in the care
of elderly patients.

It is necessary that a postgraduate degree course in geriatric
dentistry be started in India at the earliest. The curriculum for the
undergraduate dentistry course should also be revised and restruc-
tured with special emphasis on the care of the geriatric population.

To conclude, there is a burgeoning demand for geriatric oral
healthcare in India. This needs to encompass preventive, restor-
ative, periodontal and prosthodontic services. To meet these
challenges, geriatric dentistry needs to be developed to create a
trained and dedicated workforce, which can effectively plan and
administer geriatric oral healthcare delivery, education and re-
search in India.
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