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  Abstract  
 

This review paper aims to succinctly discuss the current concept 
and definition of general and oral-health and its potential 
implications on policy and practice in regards to the dental health 
coverage/insurance post COVID-19 pandemic. In general, dental 
policies and coverage are treatment-oriented, largely focus on 
curative procedures with some portion for preventive care despite 
most of dental diseases being largely preventable. There is 
however still no universal consensus definition of health, leading 
to mixed-feeling in setting-up priorities and direction for health 
policy. The FDI-World Dental Federation has then published a new 
definition of oral-health, highlighting the broader determinants of 
oral-health and envisioning a discussion on the implications of this 
definition and, in particular, how to transform the new oral health 
framework into a policy and practice agenda. In Malaysia, it is 
predicted there will be increasing demand for public dental 
coverage post COVID-19, however the government is yet to be 
ready in fulfilling those needs, leading to worsening oral-health 
inequalities. The lack of healthcare expenditure with no health 
social-insurance model reduces the affordability and accessibility 
of patients to private services. Moreover, such narrow definition 
of oral-health, as influenced by the previous policies led to a 
limited coverage for common dental diseases, including oral 
health-related deformities linked to oral cancer and injuries. 
These are the major challenges for Malaysia. The government 
should therefore working in partnership, start subsidising dental 
fees of private health insurance, focus and integrate disease 
prevention and health promotion in order to achieve WHO-goal of 
universal health coverage. 
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Global concept and definition of 
health 
 
There are numerous definitions and 
conceptual models developed to provide a 
holistic description of health, including 
psycho-social, ecological and biomedical 
concepts (Huber et al., 2011). However, 
there is still no universally accepted 
definition of health (Huber et al., 2011; 
Saracci, 1997). Commonly, health 
professionals and researchers have largely 
focused on the treatment of diseases through 
the perspectives of the biomedical model 
(Glick et al., 2012). Such concern 
nevertheless has created a narrow focus on 
the management of health and diseases 
(Glick & Meyer, 2014; Huber et al., 2011). 
Nonetheless, over the years, the concept of 
health, including oral health, has evolved 
from the body’s capacity to function into the 
mental, social, spiritual, emotional, and 
societal distinctive of health (Glick & Meyer, 
2014; Huber et al., 2011; Saracci, 1997). 
Addressing determinant for health is pivotal 
to reduce health inequalities within and 
across the countries (Marmot et al., 2012; 
Marmot et al., 2013).  
 
At present, the World Health Organisation 
(WHO) defines health as the extent of an 
individual’s or group’s capacity to realise the 
aspirations and satisfy one’s needs as well as 
to cope with the ever-changing environment. 
Thus, health is considered as a life necessity, 
rather than a resource and the present 
concept of health emphasises the 
importance of social and individual 
resources, along with physical capacities 
(WHO, 1984).  
 
The way health is defined and interpreted by 
the public could be said to determine the 
nature and types of health services they need 
from the health practitioners (Glick et al., 
2016; Lee et al., 2017). Several studies have 
found that there is higher public interest 
towards health and the public has become 
more aware on their health and well-being 
(Che Musa et al., 2020; Gallagher & Wilson, 
2009), and as a result they would like to 
participate in decision making over the 
treatment options offered to them (Watt et 

al., 2013). Nevertheless, their perception 
and interpretation of health needs as a 
layperson may differ from the view of 
professional evaluation that necessitates 
careful interpretation (Sheiham & Tsakos, 
2007); especially when planning and 
determining types of care could be provided 
and focused under the health insurance 
schemes and plans to improve patients’ 
accessibility and affordability in seeking 
healthcare. Moreover, there is also an 
increasing awareness over the importance of 
social, general and oral health in a broader 
term to perform their daily routine and 
social activities without restriction, lead to 
better quality of life (Marmot et al., 2012; 
Watt, 2012). All of these have significant 
impact on health policy, research and service 
provision (Gallagher & Eaton, 2015; Lee et 
al., 2017). Those increasing demand for 
health mainly due to high public expectation 
towards dental care and trend of the ageing 
population that associated with complex and 
chronic diseases, as well as general and oral 
health problems (Marcenes et al., 2013), 
need to be well-encountered given they may 
have special and complicated dental 
procedures (Ghezzi et al., 2017). As such 
various methods to assess healthcare should 
not be limited to the capability and capacity 
of health care provided by government only, 
but also from other payment mechanism 
such as health coverage and insurance. 
Moreover, out of pocket payment for even 
simple health procedures can often be quite 
expensive and limit their accessibility to 
better and high quality of care (Garla et al., 
2014).  
 
It is also widely recognized that demand on 
health care systems will always be greater 
than the resources available to meet these 
needs (Daly et al., 2013). It can be seen there 
exists health inequalities across and within 
both developed and developing countries. 
Inequalities are more significant in countries 
with a lower probability of unmet needs due 
to the lower public coverage for care 
provided by the government (OECD, 2020). 
Accessing for quality of medical care have 
undeniably played a significant role in 
determining health status in both rich and 
poor countries (Chin & Mohd Noor, 2014; 
WHO and Commission on Social 
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Determinants of Health, 2008); regardless of 
their economic status (Marmot, 2005; 
Wilkinson & Marmot, 2003). 
 
Therefore, the availability, affordability, 
accessibility, acceptability and 
accommodation to healthcare are a crucial 
and important factor to address health 
inequalities (Daly et al., 2013; Marmot, 
2005). Understanding social and economic 
conditions, and other new trends of health 
determinants, as well as how the health is 
defined and interpreted is crucial to inform 
policy and practice, which could lead to 
better population health. 

 
Oral health definition and 
understanding 
 
Similarly, there seems to be a contradictory 
interpretation and understanding the 
concept and definition of oral health; 
especially towards the prevention and 
promotion of oral health among and 
between dental professionals and the public, 
including among dental stakeholders (Glick 
et al., 2016; Lee et al., 2017). As oral health is 
also a fundamental human right and has 
been recognised as an essential element for 
well-being in this millennia (Glick & Meyer, 
2014; Petersen, 2008), a universally 
accepted definition of oral health should 
reflect what oral health encompasses and 
how such definition may implicate the 
policies, research, education and clinical 
practices; in a way to improve people’s 
quality of life (Lee et al., 2017; Patrick, 2017). 
Consequently, researchers and 
policymakers have used, modified, and 
developed several definitions of oral health 
based on the underlying and current 
concepts of general health. 
 
Sheiham and Spencer (1997) described that 
oral health does not only reflects one’s 
physical ability to painlessly and 
comfortably chew, taste and eat different 
foods, speak clearly, and have a fresh 
breathe, it also encompasses having a 
socially acceptable smile and dento-facial 
profile. This interpretation highly stressed 
those importance of social and oral health 
(Watt, 2012). In recent years, a broader bio-

psychosocial model of health has emerged 
that states that interactions between 
biological, psychological, and social factors 
in determining the cause, manifestation, and 
outcome of wellness and diseases, which 
also significantly influenced policy, clinical 
practice and research (Huber et al., 2011). 
 
In 2016, the FDI World Dental Federation 
has recognised the limitation of the previous 
interpretations and proposed their 
definition for oral health (Glick et al., 2016). 
The narrow definition of health and oral care 
has led to limited coverage on service 
provision and dental insurance, which 
subsequently leads to accessibility issues 
among population with greatest needs, or 
presented with complex health problems, 
especially oral health-related deformities 
linked to oral cancer and injuries, which has 
significant effects on patients’ quality of life. 
 
Glick and his colleagues (2016) summarised 
that FDI defined oral health as “a multi-
faceted concept comprising of one’s ability to 
taste, smell, smile, speak, touch, swallow and 
chew as well as the ability to confidently and 
painlessly show different emotions through 
facial expressions without any discomfort and 
craniofacial deformity. Oral health is also an 
important aspect of physical and mental well-
being influenced by individual and societal 
values and attitudes of individuals and 
communities; [it] reflects the physiologic, 
social, and psychological attributes that are 
essential to quality of life; [it] is influenced by 
the individual’s changing experiences, 
perceptions, expectations and ability to adapt 
to circumstances.” In this light, widespread 
discussions and research are necessary if 
those dental components are to be useful 
and translatable into practice and policy of 
dental health coverage/insurance in order to 
improve patients’ accessibility, lead to better 
care management of patients with complex 
dental health care needs. 
 
The proposed framework of the FDI 
definition is deemed as a more 
comprehensive framework and it should 
help to move oral health into the mainstream 
and strengthen the effectiveness of advocacy 
for better oral health and oral health equity. 
By recognising the importance of tackling 
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social and economic condition; and shared 
common risk factors (Watt, 2012), as 
advocated by current concept and definition 
of health. It also places oral health at the 
centre of strategies to address the both the 
global burden of non-communicable and 
oral  diseases (Glick et al., 2016). Such 
development has opened the opportunity to 
discuss the impact of such definitions to oral 
health and how to translate the new oral 
health framework into practice. In 
addressing health inequalities in dentistry, 
public and private sector need to work 
together in recognising those shared social 
determinants and common risk factors 
(Watt, 2012), to improve accessibility and 
affordability for dental care through the 
provision of an alternative payment system 
as part of the dental health coverage and 
insurance. 
 

COVID-19 and dental insurance 
 
With the COVID-19 pandemic, it had a strong 
influence on the utilization of dental services 
(Guo et al., 2020; Passarelli et al., 2020).  As 
employees lose their jobs due to COVID-19, 
many is expected to lose their employer-
sponsored dental insurance; thus, their 
access to dental care. It is more pronounced 
in states that have not expanded medical 
scheme insurance or do not even offer dental 
benefits for adults (Choi et al., 2021). 
With these predictable changes in dental 
insurance coverage, there will be expected 
changes in types of dental procedures 
performed at dental practices following the 
COVID-19 pandemic (Choi et al., 2021); as it 
had a strong influence on the utilization 
especially for emergency dental services 
(Guo et al., 2020). In general, fewer patients 
visited the dental for both urgency and non-
urgency cases at the beginning of the COVID-
19 pandemic than before (Ahmadi et al., 
2020; Choi et al., 2021; Passarelli et al., 
2020). Whereas, in the US, it was reported 
that the average dental practice would 
experience decreases in routine check-up 
visits but increases in tooth extraction, a 
procedure that is greatly used by uninsured 
patients or through publicly insured (Choi et 
al., 2021). This could be explained due to the 
evidence that the proportion of dental and 

oral infection were reported to raise from 
pre to during COVID-19 (Guo et al., 2020). As 
such, regularly refining the fundamental of 
dental health insurance policy is critically 
needed wider discussion among key 
policymakers to improve the affordability 
and accessibility of patients towards the 
dental care.  
 
Insurance principles and dental care 
 
Inherently, global oral health care is mostly 
provided by private dental practitioners and 
the treatment cost is high. A total increase in 
general health expenditure was reported 
across OECD countries, specifically for 
private health expenditure, (OECD, 2017, 
2020). For dentistry, the use of dental care is 
low and it is relative to the existing need 
mainly because of the high cost of dental 
services (Bommireddy et al., 2014; Brennan 
et al., 2008). Hence, dental prepayment 
programmes or insurance schemes are 
considered an effective mechanism for 
extending dental services to more people 
(Garla et al., 2014; Gnanamanickam et al., 
2018). 
 
Insurance has grown in prominence and 
evolved over time from pay-for-service as 
the main method of payment to an 
alternative form of payment, which is private 
health insurance (Gnanamanickam et al., 
2018). Private insurance transfers the cost 
risk to the insurer company through scheme 
applied and chosen by the patients. Thus, 
such third-party payment for dental services 
is made to the dentist by an agency, rather 
than directly by the patient. The third party 
could be referred to as a private carrier such 
as an insurance company, or also the 
government as part of the public financing of 
dental care (Garla et al., 2014). Insurance 
cover for dental services is typically 
provided under general treatment cover 
which can be purchased separately, or as 
part of a combined health policy with 
hospital cover Nevertheless, cash payment 
of service fees is still the dominant form of 
payment in many developing countries and 
it is preferred in many instances since the 
payment is made immediately (Garla et al., 
2014).   
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Private health insurance plays a key role in 
financing dental care in certain countries. 
Adult dental care in countries such as 
Australia, United States, Canada and New 
Zealand, are mainly based on private health 
insurance and not part of the basic package 
of public care insurance, although some care 
is provided for individuals with disabilities, 
low-income and underprivileged groups. 
Whereas, other countries such as the UK and 
Nordic countries provide public dental care 
particularly to children and underprivileged 
groups. Meanwhile, in other countries, 
prevention and treatment are covered under 
the private insurance and the cost is shared 
among the patients. As such, low-income 
groups without insured face difficulties in 
accessing dental care (OECD, 2011, 2015), 
and therefore require support from the 
government. 

 
The provision of private dental insurance 
has been associated with higher levels of 
access to dental care, more frequent check-
up visits and receiving a favourable quality 
of services (Garla et al., 2014). There is a 
positive association between dental 
insurance and frequent dental visits. Adults 
with dental insurance in Australia are likely 
to have more regular access to dental care 
and have a more favourable pattern of 
service uses than those uninsured 
(Gnanamanickam et al., 2018). Having dental 
coverage and insurance leads to more 
consistent dental care. As access to dental 
care is important to general health, the 
government could subsidise some of the 
payment for the private health insurance 
(Garla et al., 2014). In a nutshell, dental care 
insurance should focus on providing more 
access to essential preventive care, lowering 
costs for other procedures, and maintaining 
patients’ overall wellbeing (Stancil et al., 
2005); as well as ensuring universal health 
coverage (UHC) of its people. UHC does not 
mean free coverage for all possible health 
interventions, regardless of the cost, as there 
is no country can provide all services free of 
charge on a sustainable basis. UHC should 
encompasses all components of the health 
system such as service delivery systems, the 
health workforce, health facilities and 
communications networks, health 
technologies, information systems, quality 

assurance mechanisms, and governance and 
legislation (DGHS, 2017; WHO, 2015). 

 
Situation of Malaysia 
 
In general, Malaysia relatively has not 
practiced dental health insurance systems as 
overall (Che Musa et al., 2019). Adult and 
elderly groups who choose dental care in 
private practices need to pay using their own 
pocket-money. Out of pocket payment for 
even simple dental procedures can often be 
quite expensive and very few insurers will 
inevitably embrace dental coverage as part 
of the benefits in their plans. Furthermore, 
only a limited number of private 
organisations (employers) provide basic 
dental coverage that subsidise dental care as 
part of their employee benefit often for 
routine care such as annual tooth cleaning 
and fillings; whereas serious dental 
problems usually remain the responsibility 
of the individual to pay for (Che Musa et al., 
2018; Ministry of Health Malaysia, 2013; 
Oral Health Division Malaysia, 2005).  
 
They are few notable insurers for dental 
coverage in Malaysia provided by few 
companies such as by Allianz Care, Tune-
Protect in collaboration with Universal 
MediDent Sdn Bhd (UMDSB) and Malaysia 
Dental Health Insurance. Nevertheless, their 
existence is unknown locally and 
unattractive probably due to some of the 
schemes being offered are yet 
comprehensive enough to offer holistic 
dental benefits or dental protection in 
Malaysia. Hence, the prevention of dental 
diseases, such as common and complex 
dental diseases such as dental caries and 
periodontium diseases, and oral health 
related deformities linked to oral cancer and 
injuries are commonly missed from the 
health insurance coverage.  
 
This is probably the available policies are 
restricted and determined and interpreted 
differently by non-health groups or general 
health professionals, instead of oral health 
experts. As a result, oral health is defined and 
translated into private health scheme in a 
very rigid way. Narrow interpretation of oral 
health description among oral health 
practitioners also could further restricting 
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the dimensions of those private health 
insurance policy. 
 
The oral healthcare system in Malaysia 
involves both public and private agencies 
and organisations (Oral Health Division 
Malaysia, 2006). The Oral Health 
Programme (OHP), under the Ministry of 
Health (MOH) is the leading public agency 
responsible for providing health and oral 
care to the Malaysian population through its 
primary, specialist, and community oral 
healthcare programmes (Oral Health 
Division Malaysia, 2005, 2006). All 
Malaysians are eligible to receive publicly 
funded dental services, which provide highly 
subsidised basic dental treatments like 
fillings, extractions, low-cost dentures, and 
emergency care. The target groups for public 
dental services are toddlers, preschool 
children, primary and secondary school 
students, antenatal mothers, adults and 
elderly people, as well as special care groups 
who are mentally, physically or economically 
disadvantaged. All school children aged 18 
years and below will receive dental 
treatment provided by dental therapists 
under the School Dental Programme, which 
offers free dental check-ups and treatment, 
with parental consent (Malaysian Dental 
Council, 2018; Oral Health Division Malaysia, 
2005). Whilst the oral health planning is 
widely considered across targeted groups, 
nevertheless only 23.7% of the total 
Malaysian population utilised the dental 
service in 2019; majority of them visited 
public sector and 15.0% have never received 
dental care (Ministry of Health Malaysia, 
2020); indicating poor accessibility of 
Malaysian population to dental care and 
services.  
 
As a middle-income country with a growing 
and ageing population (Department of 
Statistics Malaysia, 2011), Malaysia has  
recorded significant levels of oral diseases 
such as dental caries and periodontal 
disease, even though there are indications 
that dental caries is declining in certain age-
groups (Dental Service Division Malaysia, 
1990; Oral Health Division Malaysia, 2004, 
2013). With increasing need and demand for 
inexpensive, curative public funded dental 
care, there is evidence that the dental 

waiting list for subsidised dental care in 
Malaysia has increased over time (Malaysian 
Dental Council, 2014). The situation seemed 
to get worst during the COVID-19 pandemic 
as only non-generating aerosol dental 
procedure was allowed in adherence to 
medical/dental recommendations (Clarkson 
et al., 2020). Moreover, many patients only 
visit dental facilities on an emergency basis 
or when they experience pain due to cost 
issues (Locker, 1989; Watt, 2007, 2012). 
Adults and the elderly may choose private 
dental care need to pay using their own 
money as there is a long waitlist to access 
public dental care.  
 
In addition, private health insurance 
providers should provide wider coverage for 
oral cancer and trauma cases. General cancer 
cases are on the rise and this is reflected in 
the higher number of insurance claims in the 
country (Abdul Karim, 2016). There is less or 
none evidence whether this claim including 
oral cancer cases. In Malaysia, malignant 
neoplasms account for 10.6% of deaths at 
government hospitals (Omar et al., 2006); 
and Indians ethnicity were reported to be at 
the highest risk of oral cancer, followed by 
the Indigenous people of East Malaysia (Zain 
et al., 1997). As mentioned, oral cancer can 
seriously affect the quality of life of its 
sufferers. Due to the important functional 
and social role of the oral cavity and its 
related structures, oral cancer can be even 
more debilitating than other forms of cancer 
(Johnson, 2001). In this regard, the most 
difficult challenge in managing oral cancer is 
creating the delicate balance between 
arresting disease progression and not 
compromising the patient’s quality of life 
(Bjordal et al., 1994). Patients are often 
willing to accept a reduced lifespan, rather 
than compromise their quality of life 
drastically, as oral cancer will affect how 
they  speak, eat, and swallow (Meek et al., 
2000). This message is clear and could not be 
ignored by insurance policymakers. 
Therefore, understanding the functional, 
socio-psychological and physical effects of 
oral cancer through inputs from the medical 
and dental specialists would assist them in 
appreciating the value that sufferers attach 
to different aspects of their health-related 
quality of life. Subsequently, more insurance 
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company should offer cancer protection 
plans that also account for oral cancer, or 
even evolving and broadening their 
coverage to more types and stages of cancer. 
It is also worth to know that Malaysians 
indeed are underinsured and inadequately 
protected which about only 22% have 
medical insurance and critical illness 
coverage (Abdul Karim, 2016).   
 
Besides oral cancer, injuries like a missing 
front tooth might be considered lightly by 
the insurance company. Moreover, about 
5.4% of 12-year-olds reported injuries to 
anterior teeth in 2007 (Oral Health Division 
Malaysia, 2010). In this sense, the front tooth 
perfects one’s smile and presents the first 
impression of one’s facial profile and his 
ability to speak properly. Therefore, a 
missing front tooth or a canine tooth as a 
result of an accident should be considered as 
an acquired facial deformity and should be 
covered by the insurance company as it 
actually affects one’s quality of life. In this 
regard, oral health professional should move 
from previous non-dynamic oral health 
definition to accommodate 
current/contemporary issues on how oral 
health affects population’s quality of life and 
moves beyond teeth-related definitions to a 
bigger, more practical and comprehensive 
definition by including oral health as a true 
subset of general health. 
 
In the meantime, the lack of government 
spending on oral healthcare has created 
concerns over the government’s ability to 
meet the increasing needs of the population. 
In this light, while the government has 
constantly called for increasing access to 
dental care, it has only provided a small 
allocation for dental health for over 40 years 
since 1970 (Oral Health Division Malaysia, 
2005). The recent data in 2016 reported that 
only 9.44% of the total national budget has 
been allocated to the MOH, while the 
expenditure for healthcare is equivalent to 
4.55% of the gross domestic product (GDP) 
(Ministry of Health Malaysia, 2017). It is 
projected that such expenses will be 
incurred until 2030 and this encompasses 
4.4% of the GDP (Ministry of Health 
Malaysia, 2013). While there is uncertainty 
following unstable political climate at 

present, it is hoped that the recent budget 
tabled and approved is hoped to contribute 
to positive changes in dental healthcare. 
 

Major challenges for Malaysia 
 
It is expected and predicted that more 
people will prefer to visit public sector 
during and post COVID -19 pandemic, 
however the government is yet to be ready 
in fulfilling those needs, leading to 
worsening of health outcome and 
inequalities in oral health. This is where the 
role of private is pivotal to support the public 
oral care in promoting oral health and well-
being of the population. However, the lack of 
government spending on health and dental 
insurance in the country reduces the 
affordability and accessibility to private 
services (Institute for Public Health, 2012). 
There is some constraint with available 
options for dental payment mechanism in 
the country which may limit the opportunity 
to assess the dental care. As such, there is a 
slow movement of patients towards the 
private sector. The privatisation of the future 
health system is also at stake due to the 
conflicts between politicians, public, 
professional expectations and health 
policies. The proposed change from the 
subsidised model of healthcare to the health 
social insurance model may poorly steer the 
local dental market towards privatisation 
(Ministry of Health Malaysia, 2013); and it is 
remained undoubtedly till now. Moreover, 
such narrow definition of health and oral 
care, as influenced by the previous policy 
and politics, has led to a limited coverage on 
dental diseases, including oral health related 
deformities linked to oral cancer and 
injuries. These are the major challenges for 
Malaysia. 
 
Considering the restrictions on health 
funding, dental facilities and payment 
mechanism; prevention of disease and 
health promotion is necessary. This 
indicates the needs for stakeholders and 
health providers to tackle this issue 
effectively and efficiently. The government 
should and work across sectors and 
organisations and start subsidising dental 
fees charged to private health insurance, 
including companies involved with the 
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dental insurance. The focus should be on 
prevention of common oral diseases and 
promotion of health, including oral health 
related deformities linked to oral cancer and 
injuries in the private health scheme to 
ensure quality of care, thus achieving and 
universal health coverage of its people.  

 

Conclusion 
 
This paper illustrates the shift in concept and 
current understanding of general and oral 
health; and the implications it has on the 
policy and practice in regards to dental 
health insurance/coverage post COVID-19 
pandemic. Based on the current 
understanding on the concept for oral 
health, it is crucial for key stakeholders 
working together in recognising the 
importance of tackling social and economic 
condition; and shared common risk factors 
as advocated by the current concept for 
health. The shift in focus provides an 
opportunity for oral health care to be placed 
at the centre of strategies to address not only 
the dental diseases, but also the global 
burden of non-communicable diseases in 
tackling oral health inequalities of its nation. 
The dental prepayment programmes or 
insurance schemes should be considered by 
many countries as an alternative and 
beneficial mechanism to reduce oral health 
inequalities and extending dental services to 
more people, including Malaysia with lower 
public dental coverage, increasing demands, 
limited dental facilities and escalating health 
expenditure. The Malaysian government 
should therefore consider the possibility of 
supporting private dental health insurance 
by allocating and subsidising payment 
incurred to needy insurers and focusing on 
prevention oriented-treatment of common 
dental diseases, as well as covering oral 
health related deformities linked to oral 
cancer and dental injuries to ensure and 
achieve WHO goal of universal health 
coverage for its nation. 
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