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Abstract

Public awareness to visit a dentist in Indonesia is still quite low, especially in the rural area.
One of the reason is the assumption of costly dental care. The other reason is the distribution
of dentists that have not been evenly distributed in Indonesia. The economic and the dentist
distribution factors highly influence the frequency of people with low-income and in rural
areas to have dental care. The infrequent visit leads to people’s inadequate health knowledge.
Therefore, the prevalence of dental problems in Indonesia is still high. To overcome this
issue, it is necessary to develop a concept of providing a dental treatment without having
people paying the cash. Therefore, an alternative concept was being made based on the
Indonesian condition and a successful method that has been implemented in other country
rural areas. The aim of this study was to investigate Indonesian dental condition and make an
alternative dental health service and payment concept that can be implemented in rural
areas.This study was a literature review and the data was obtained from many sources.Based
on the literature, the concept of payment of dental health service may be effective to be
implemented in Indonesian rural areas.

Keywords: dental health, dental health education volunteer, rural area, community
development.
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INTRODUCTION

Public awareness in Indonesia to visit a dentist is still quite low. The notion that visiting
the dentist is costly, leads to a lot of people living the rural areas with low income level
infrequently go to dentist. In addition, the community’s knowledge about the importance of
maintaining dental health is relatively insufficient. Unequal number of dental health
professionals who are responsible for preventive and curative measures is also one of the
causes of low public awareness. It occurs especially in rural areas where the number of health
workers is inadequate. Therefore, a solution to resolve the issue of dental health within the
community should be considered as a priority.
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DENTAL PROBLEMS IN INDONESIA

The proportion of dental problems in Indonesia is still high which was indicated by a
record of 15.3% to 36.2% prevalence within the community [1]. Despite the high prevalence,
the Effective Medical Demands or the ability and affordability to get services from the dental
medical personnel were merely 5.1% to 10.3% [1]. It means that the proportion of dental
problem was high, but the ability and affordability to get dental service was still low.
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Fig. 1 Dental and oral problem proportion based on province in Indonesia (2007 and 2013)
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Fig. 2 EMD based on province in Indonesia (2007 and 2013)

The assumption of expensive fee to have dental health care and treatment was a reason
of people’s infrequent visit. Based on the salary, the society could be classified into 5 (five)
classes as represented in Fig. 2. The classification was commenced from the lowest income to
the highest income. At the EMD graph based on the household expenditure, people with low
household expenditure had the lowest EMD proportion™. It indicated that people with low
income would have lower ability and affordability to obtain dental services from the dental
medical personnel.
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Fig. 3 Dental and oral problem proportion based on household expenditure in Indonesia (2007
and 2013).
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Fig. 4 EMD based on household expenditure in Indonesia (2007 and 2013).

Data from Riskesdas 2013 reported the percentage of people aged older than 10 years
old who brush their teeth regularly was 93.8%. However, only 2.3% of them had the
knowledge on proper technique for brushing teeth after having meal and before bedtime [2]. It
indicated that most people recognize the importance of brushing their teeth, but only a few
how to brush the teeth correctly. It is allegedly caused by the lack of dental care knowledge as
well as professionals’ assistance within the community. However, there are several
probabilities of the dental problem occurrences.
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Fig. 5. The percentage of Indonesian people’s habit in brushing teeth and proper brushing
teeth technique in people older than 10 years old.
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RATIO AND DISTRIBUTION OF DENTIST IN INDONESIA

Ideally, the ratio between dentist and population in Indonesia is 11:100,00051. It means
there are eleven dentists who serve 100.000 people. In fact, the ratio between dentists and
population in Indonesia reached 4.5:100,000 in 2013, In addition, the dentist is also
unevenly distributed throughout Indonesia. The highest ratio of dentists-population was in DI
Yogyakarta which reached 13:100.000[4. Meanwhile in other regions of Indonesia, the ratio is
still low, precisely in South Sumatera with a ratio of 1.6:100.000(! which is far from the
target of 11:100.000 people. Uneven number of dentists in Indonesia leads to insufficient
health service for oral and dental problems, particularly in certain areas in Indonesia. Obstacle
dealing with accommodation to reach health care center is accompanied by the scarcity of
dental health workers in rural areas which worsen the status of public knowledge and
awareness for dental health.

RASIO DOKTER GIGI PER 100.000 PENDUDUK
TAHUN 2012

A DOXTER (UG PER 180008 FEMDUDUN TAMUS 3841

Sumber: Badan PPSDM Kesehatan, 2013
Data rasio dokter gigi dirasiokan dengan jumlah penduduk tahun 2012 (estimasi dari hasil Sensus Penduduk tahun 2010) menunjukkan rasio
dokter gigi berkisar antara 1,6-13 dokter gigi per 100.000 penduduk. Rasio dokter tertinggi dicapai di Provinsi DI Yogyakarta dengan 13 dan

dah di Provinsi S a dengan rasio 1,6. Rasio dokter gigi di Indonesia adalah 4,5 per 100.000 penduduk. Hasil ini menunjukkan
sebagian besar provinsi di Ind berada di atas rata-rata nasional.

Fig.6 Indonesian ratio between dentist and population in 2012

DENTAL TREATMENT WITH DENTAL HEALTH EDUCATION VOLUNTEERING
CONCEPT: SOLUTION CONCEPT FOR RURAL AREA DENTAL SERVICE

The problem of lack of public awareness and the uneven distribution of dentists in
Indonesia become a prevailing problem without any solutions. However, there is an
alternative concept dealing with this issue. The concept is by deploying dentists who have an
eagerness to devote themselves in Indonesian rural areas voluntarily. Nowadays, volunteering
project becomes a trend in the youth generation. Thus, there is an opportunity to invite the
young generation to actively contribute in the society. The concept is to involve the volunteer
dentist in the activities in rural areas and to educate the community regarding with dental
health in a variety period of time. In addition, they will also also provide dental treatments for
the community in rural areas. In return for the expense of the dental services, the patients
should list themselves into the activity of dental health education within the society. By this
method, the patients should perform the activity in various period based on the received
treatment. The conceptual framework is illustrated in Fig. 7.
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Fig. 7 Conceptual framework of dental services.

The implementation of the concept is initiated by the arrival of the dentist into the rural
areas and the introduction to the local community as well as to socialize the concept.
Basically, the concept is to provide the dental treatments without paying it with money as the
patients can register themselves to be dental health education volunteers. The volunteering
time is based on their dental expenses. Subsequently, the patients should sign the informed
concent and the volunteering agreement. They who have listed in the activity will have a
training from the dentist regarding with dental health and they will also have a treatment for
their dental problems. There will be a schedule to regulate the volunteers to carry out dental
health education activity in the society with the supervision of the dentist. In general, there are
several adventages obtained by the volunteers. They will have their dental problems treated
and their knowledge about dental health increased. This concept also allows dentists to
perform curative and preventive treatments. Education from the dentist will improve
community knowledge and awareness on dental health and care. In addition, it supports
people to contribute actively in improving community health, particularly dental health.
Therefore in the future, they will be able to take care of their dental health independently as
well as to disseminate the knowledge. Hopefully, the improvement of knowledge and
treatment in dental health with this concept will reduce the prevalence of dental problems in
Indonesia.

CONCLUSION

Innovation related with in dental health education and treatment should be a
consideration in association with the prevalence of dental problems in Indonesia. The concept
of converting dental expenses into dental health education voluntary time as an alternative to
provide the services among the low income people in the rural areas seems to be appropriately
implemented in Indonesia. In addition to improve community’s knowledge on dental health,
the concept of actively involving the dentist and the community is a method to encourage the
community keeping their dental health and care independently.
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