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1 | INTRODUCTION

Abstract

Objective: Undocumented migrants in Europe face multiple barriers in access to oral
health care. This study aimed to explore the accessibility of a voluntary dental net-
work providing dental treatments to undocumented migrants in the Netherlands,
from the perspectives of patients, dentists and staff members of nongovernmental
organizations involved.

Methods: This qualitative study used semi-structured interviews (n = 21) with un-
documented migrants (n = 12), dentists (n = 7) and staff members of nongovernmen-
tal organizations (n = 2) during the implementation of a voluntary dental network.
Interviews were analysed using a framework analysis method.

Results: As a temporary answer to problems in access to oral health for undocu-
mented migrants, the voluntary dental network targeted initial barriers to dental care.
Main challenges within the network were conflicting expectations and perceived
treatment outcomes by patients, dentist and NGO staff members, limited financial
resources, logistic and communication barriers and an increasing administrative bur-
den. Furthermore, feelings of compassion for and trust of the patient affected the
ethics of the professional relationship and influenced treatment decisions of dentists.
Conclusion: Through the implementation of a voluntary dental network, treatments
could be provided to undocumented migrants as a temporary solution. However, the
voluntary nature of dental care in the network resulted in a fragmented provision of
oral health care among undocumented migrants. To reduce inequalities in oral health

on the long term, systemic barriers in access to oral health care need to be addressed.

been a widely neglected issue, while their health compromising

living circumstances prior, during and postmigration, combined

Oral diseases are among the most prevalent diseases worldwide,
and they disproportionally affect populations of a lower socioeco-

nomic position (SEP).! The oral health of migrants in particular has

© 2020 John Wiley & Sons A/S. Published by John Wiley & Sons Ltd

with different oral health beliefs and practices may expose them
to more oral diseases compared to the host populations.? During

the past decade, controlled migration of refugees into Europe has
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strongly increased.® The number of undocumented migrants re-
siding in Europe remains unknown. In 2013, an estimated number
of 35.000 migrants resided undocumented in the Netherlands.*
Undocumented migrants are among the most vulnerable popula-
tions in Europe, including the Netherlands. The majority of this
population lives under precarious living conditions such as the ex-
clusion from the legal labour market, instable housing situations,
limited social networks and fear of deportation, which hamper ac-
cess to health care.”®

Several studies suggest that facilitating informal health struc-
tures, for example by providing healthcare free of charge and
thereby strongly depending on volunteers, could improve the ac-
cessibility of health care for undocumented migrants.9 One way to
organize this is to establish voluntary networks that are ‘typically
managed by organizations that recruit [health professionals] who
commit to accepting a certain number of uninsured patients into
their practices and agree to treat these patients at no charge or at
greatly reduced fees.10

However, a comprehensive overview and systematic evalua-
tion of existing voluntary networks seems to be lacking. Few stud-
ies describe how voluntary networks have been organized*®?*2 and
how they contribute to the health system in terms of cost-effec-
tiveness and the number of medical visits.®® In the United States
of America, local authorities attribute a high return on investment
in terms of health improvement to the inclusion of voluntary net-
works in their health policy targeting uninsured residents.**1°
In Europe, documentation of voluntary networks remains lim-
ited to reports by nongovernmental organizations (NGOs).”1¢?
Regarding the implementation of these networks, major challenges
have been reported at the organizational level (such as financial
shortages), service-related level (such as difficulties meeting con-
temporary healthcare standards) and contextual level (such as a
relatively large or even growing population that is excluded from
regular health facilities).*%*3

In the Netherlands, healthcare providers who treat undoc-
umented migrants can be partly reimbursed for treatments that
are included in the national health insurance scheme.” However,
oral treatments for adults have been excluded from this scheme
since 2006.® As opposed to general health care, accessing oral
health care for adults (including emergency treatments) requires
out-of-pocket expenses in most cases, which poses a major barrier
for oral health care consumers, in particular for undocumented
migrants.

Given the financial barriers to oral health care for adult undocu-
mented migrants and the complexity of creating an informal health
structure for vulnerable populations with minimal budget spending,
at least two issues remain underexplored. First, little is known about
how voluntary networks are used to improve access to oral health
care and the challenges that have been encountered. Second, it is
unknown to what extent oral health care for undocumented mi-
grants is influenced by the fact that it is provided on voluntary basis.

This qualitative study explores the views and perspectives of

undocumented migrants, dentists and NGO staff on the provision
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of voluntary dental care and the accessibility of a voluntary dental
network in Amsterdam, the Netherlands.

2 | METHODS
2.1 | Design and setting

This study uses a qualitative descriptive research approach.'” The
study setting is a voluntary dental network in Amsterdam, the
Netherlands, which aimed to improve access to oral health care for
undocumented migrants by providing for at least one treatment per
month free of charge at private dental clinics. Eligibility criteria to
take partin a voluntary treatment were an undocumented status and
the existence of oral pain and/or chewing problems. Fourteen dental
clinics in Amsterdam participated in the network. Undocumented

migrants were identified and screened by two NGOs.

2.2 | Recruitment

The researchers purposively selected undocumented migrant par-
ticipants from an anonymized register of patients who received
voluntary treatment, of whom over two-thirds were male, based on
gender and divergent oral health complaints (oral pain, oral bleeding,
chewing problems and cosmetic problems). By purposively recruit-
ing participants with diverse oral health complaints, we intended to
capture a large variety of needs and viewpoints on oral treatment.
From the 49 undocumented migrants that were initially selected and
asked whether they were willing to participate in the research by
an intermediary person, 10 males and 2 females took part in an in-
terview. Participants were in the age groups of 18-30 years (n = 2),
31-40 years (n = 4), 41-50 years (n = 2) and 51-60 years (n = 4) and
originated from Burundi (n = 1), China (n = 1), Egypt (n = 2), Eritrea
(n = 1), Morocco (n = 2), Pakistan (n = 2), Sudan (n = 1), South Sudan
(n = 1) and Turkey (n = 1). From the remaining 37 potential partici-
pants, 10 could not be reached and 27 refused participation due to a
variety of reasons (no time, no interest, other priorities, reasons that
could not be clarified due to language or communication problems).
Participants were offered compensation for travel fares.

Criteria for dentists were the involvement and representa-
tion within the voluntary dental network for at least six months.
Fourteen dentists were invited for an interview, of which seven
dentists participated. Language proficiency of the clinic staff of all
practices was Dutch and English, while clinic staff members of four
dental practices were able to communicate in Arabic, Spanish and/
or French. Reasons for nonparticipation were lack of time (n = 5) and
nonresponse (n = 2).

Criteria for NGO staff were the involvement in the organization
and/or coordination of the network. These criteria were met by two
staff members who participated in an interview. Both were managed
a volunteer team for the screening of patients, arranging dental ap-

pointments and administrative tasks. One staff member was also
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involved in the recruitment of voluntary dentists and communicating

guidelines regarding the voluntary dental network.

2.3 | Data collection

The research team developed a guideline for each sample group to
support that participants, specifically undocumented migrants, were
diligently informed about the goal, procedure and confidentiality of
the interview. See Appendix for topic lists for interviews with par-
ticipants from the three participant groups, based on the framework
of access to healthcare as conceptualised by Levesque?’.

Interviews with undocumented migrants were conducted by IH
in English or Dutch at the office of Doctors of the World or another
familiar public place, depending on their preferences, and lasted be-
tween 30 and 60 minutes. Interviews with dentists and NGO staff
members were conducted by MM in Dutch at the affiliated dental
clinic or organization's office and lasted between 45 and 75 minutes.
All interviews were audio-recorded and transcribed verbatim. In one
case, due to technical failure, the researcher noted the contents in
detail immediately after the interview.

All participants gave their verbal and written informed con-
sent. The study protocol was reviewed by the Medical Ethical
Committee (MEC) of the Academic Medical Centre (AMC) of

the University of Amsterdam (reference W17_185#17.214). The
committee stated that the study does not require further as-
sessment and approval from the MEC of the AMC or from any
other officially accredited Medical Ethical Research Committee
in the Netherlands. In line with the General Data Protection
Regulation?! and the AMC code for the good conduct of medi-
cal research,?? provisions were made to assure the participants’
confidentiality in collection, storage and analysis of the data,
while reporting and presentation of data precluded participants’
traceability. After 12 interviews with undocumented migrants, no
new themes emerged during the interviews. Hence, it appeared
that data saturation was reached which is a criterion for suffi-
cient sample size in qualitative studies. Given the limited number
of dentists (n = 7) and NGO staff members (n = 2) who met the
inclusion criteria, these sample groups were small. Although very
few new themes emerged in the latest interviews, saturation may

not have been fully reached.
2.4 | Data analysis
For each of the sample groups, two researchers (IH and MM) ana-

lysed the transcripts using the framework analysis model of Ritchie

and Spencer23 and applied the framework analysis technique as

TABLE 1 Quotations of undocumented migrants (U), dentists (D) and NGO staff members (N)

Reasons to join the
voluntary dental network

U5: ‘The whole day you're in pain. | can't even eat. [...] Nothing happens and now I'm broken. Sometimes | even cry,
because my teeth... everything is gone’.

Dé: ‘I like the idea of doing something useful for people who can't afford to pay for oral care, especially when it

concerns basic treatment’.

N2: ‘We had so many clients with dental problems. | don't even know where to start. [...] Together we found a way
to make dental care more accessible for them’.

Expectations

U3: ‘I want [a dentist] to relieve my pain. And to give me some teeth, so that | can eat’.

Dé: ‘I see it as a sport to have a good relationship with my patients, as well as a personal connection. In fact, that's

what | like most about my job’.

N1: ‘It seemed quite simple: demand and supply, we can match it and the problem will be fixed'.

Dealing with challenges
something’.

U12: ‘...and then he said: “no, there is no money”. They only want to pull [out my teeth]. And nobody wants to do

D3: ‘When you reserve your time to help someone, you also expect that person to be grateful, instead of showing

an unhappy face’.

D4: ‘So you start a treatment and then you find out: this nerve is affected, that is going to be sé very... this is going
to be a real problem for the patient. So, a root canal treatment is necessary and who is going to pay for that? That
is not going to happen, so the tooth needs to be extracted as well’.

D1: ‘There was a woman with a baby, they were left all to themselves... She told me the whole story and yes, that
was the reason | did a lot for her. It costed me about two hundred euro, but well...’

N1: ‘I have spent many hours on the telephone. [...] | would call the dentist, and then the patient, and their stories
seemed almost incompatible. For example, the patient would say: “the dentist was rude to me. He didn't even
explain what he was doing.” While the dentist was annoyed because the patient didn't appreciate the free

treatment’.

Perceptions of outcomes of
care regarding access and
quality of care

U9: ‘“To promise, promise, promise... but in the end, there was no result. Look [points at toothless gums] - out. My
eating problem is still there... like that. And my gums are still in pain’.
D2: ‘When you do something extra for one patient, it is actually unfair for the other. In case of an emergency, the

treatment is clear, but in case of complex problems, the decision is up to you. As a result, one dentist will give a
cosmetic treatment, while another will limit his treatment to pain relieve. And then it makes a real difference to

which dentist the patient is referred’.

N1: ‘I felt that we weren't able to really support our clients and the dentists. They kept struggling and we couldn't
provide a sustainable solution for the problems we encountered’.
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described by Smith & Firth.?* This entails three phases. In the
data management phase, the researchers inductively generated in
vivo codes from the interview transcriptions. They also discussed
each interview that was conducted with undocumented migrant
participants to determine the level of saturation. The researchers
constantly compared data within and across the three participant
groups to identify emerging topics and deviant cases and to inte-
grate these in subsequent interviews. In the descriptive accounts
phase, the same researchers grouped initial themes into catego-
ries. The researchers discussed any coding differences until con-
sensus was reached. By discussing initial themes and categories,
links between the different frameworks began to emerge. For
example, from the interviews with undocumented migrants, the
researchers established a category labelled ‘being undocumented’,
covering initial themes such as ‘isolation’, ‘fear’ and ‘lack of sup-
port’. A category established from interviews with dentists that
was labelled ‘undocumented patients’ included initial themes
such as ‘unfamiliar with population’ and ‘just like ordinary people’,
showing a discrepancy in viewpoints. In the explanatory accounts
phase, the researchers developed and visualized final overarch-
ing themes by drawing mind maps, until a whole picture emerged.
From all patterns emerging from interviews within each separate
sample group, the overarching categories were organized into four
main themes across sample groups, deductively derived from the
framework of Levesque.?°

Preliminary findings were thoroughly evaluated and discussed
with EB and presented to a broad expert group during a workshop

on migrant oral health inequalities.?

3 | RESULTS

The presented findings reflect the opinions of undocumented mi-
grants, dentist and NGO staff members, supported by quotations

(Table 1). The main themes are summarized in Appendix.

3.1 | Reasons to join the voluntary dental network

Undocumented migrants expressed their concerns about dental
pain, chewing problems and issues regarding their physical ap-
pearance, which they believed were caused by their marginal liv-
ing conditions before, during or after migration. They emphasized
that accessing oral health facilities was problematic because of
legal and financial constraints and limited support networks (U5).

Dentists explained that their desire to contribute to society was
the main reason for providing treatments free of charge to vulnera-
ble individuals (D6).

NGO staff members described oral health as one of the most
problematic areas in healthcare accessibility for undocumented mi-
grants in the Netherlands. Referral through a voluntary network of
dentists was seen as a solution for treatment and pain relief of their
clients (N2).

[DENTISTRY ax0
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3.2 | Expectations

Undocumented migrants expected the voluntary dental care to
have a positive impact on their daily lives. In terms of treatment,
their expectations could be categorized along the lines of pain
relief (eg in case of acute problems), restoration of dental func-
tioning (eg in case of chewing problems) and cosmetic improve-
ments (eg in case of missing front teeth) (U3). Undocumented
migrants highly valued the preservation of their existing teeth
during treatment.

Most dentists expected to treat predominantly urgent cases. The
most commonly shared expectation was that undocumented mi-
grants would be grateful for the time and effort the dentist invested
in providing care on a voluntary basis (Dé).

NGO staff members expected to tackle barriers that prevented
undocumented migrants from receiving oral health care. Establishing
a dental network was perceived as an alternative for a structurally

inaccessible oral health system (N1).

3.3 | Dealing with challenges

Undocumented migrants frequently mentioned barriers to oral
health care—even to voluntary care—because of financial con-
straints (U12). Other barriers mentioned were related to logistic is-
sues (eg lack of money for transportation, difficulties with finding
the clinic) and miscommunication with the dentist or the referring
NGO (eg about the treatment or follow-up).

All dentists mentioned cases of late show or missed appoint-
ments by undocumented migrants. While most dentists reasoned
that patients were hampered by an accumulation of financial, lo-
gistic and cultural obstacles, they perceived late shows and missed
appointments as very disruptive. Dentists said that, in some cases,
they experienced a lack of personal connection or gratitude from
the patient (D3). Furthermore, dentists stated that financial limita-
tions in treatment mostly occurred in cases of complex or serious
oral health issues, as appropriate treatment included high material
costs. This compelled them to set priorities about medical treat-
ment (D4). In most cases, treatment was limited to meeting the
most urgent oral health needs, thereby considering the medical
necessity of the oral health problem, treatment duration and mate-
rial costs. In some cases, however, dentists ignored financial issues
by assuming the full treatment costs (D1). Narratives of dentists
show that their treatment decisions were influenced by relational
aspects (having a ‘connection’ with the patient, feeling compassion
for the patient, having trust in the patient's intentions to obtain
free treatment, and receiving gratitude from the patient) and their
perceived satisfaction from the voluntary work. By making these
decisions, which may have affected the ethics of the professional
relationship with their patients, dentists tried to deal with dilem-
mas that arose from providing dental care free of charge.

NGO staff members described several challenges during the

organization and coordination of the network. First, the waiting list
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for dental appointments quickly increased. Second, practical sup-
port (eg appointment reminders, instructions about public trans-
portation or directions, volunteers guiding patients to the clinic)
appeared to be very time-consuming. Third, screening criteria for
patient eligibility were applied inconsistently, due to difficulties
with verifying the legal status of migrants (as formal documen-
tation is typically absent) and a lack of oral health expertise of
NGO staff. Fourth, the coordination between voluntary dentists
and NGO volunteers required a larger investment than expected.
Recruitment and training of new volunteers were time-consuming,
and a typically high turnover had led to omissions and miscom-
munication concerning dental appointments. As a result of these
challenges, NGO staff members noticed an increasing demand for
mediation in response to unmet expectations of undocumented
migrants and dentists (N1).

3.4 | Perceptions of outcomes regarding access and
quality of care

While undocumented migrants expressed their appreciation for re-
ceiving free oral care, nine out of 12 participants also complained
that their actual problems had not been addressed and that their oral
health issues still persisted (U9). Undocumented migrants argued
that the type of treatment they received depended on the goodwill
of the dentist. Some complained that they felt misunderstood or not
taken seriously by the dentist.

Most dentists said that they had been able to provide a relatively
small, yet meaningful, contribution to the improvement of oral health
accessibility for undocumented migrants. However, some dentists
found it problematic that patients with similar dental problems were
treated in different ways (D2).

NGO staff members stated that, while the voluntary dental
network contributed to better oral healthcare accessibility for un-
documented migrants with acute dental problems, nonacute or com-
plex oral health problems often persisted. Regarding organizational
aspects, the NGO could not meet the coordination requirements
to keep the network operational. Eventually, they argued that the
voluntary dental network lacked the financial capacity to solve the
identified problems (N1).

4 | DISCUSSION

This qualitative study, exploring the views and perspectives of un-
documented migrants, dentists and NGO staff on the provision
of voluntary dental care and the accessibility of a voluntary den-
tal network in Amsterdam, the Netherlands, shows that removing
initial barriers (eg lack of finances, logistic problems) increased el-
ements of accessibility of dental care for undocumented migrants.
Furthermore, treatment decisions during the voluntary provision of
dental care changed the ethics of the relationship between health

professionals and patients, as boundaries of care were blurred,

leaving individual health professionals to decide on the extent of in-
vestment in time and material costs for individual patients.

To check plausibility of the key findings, the researchers pre-
sented and discussed preliminary findings and conclusions during an
expert meeting of (oral) health researchers, policymakers and pro-
fessionals.? In addition to these strengths, this study also has limita-
tions. The interviews took place during a reorganization phase of the
voluntary dental network. Data from interviews with coordinating
NGO staff may reflect perceived uncertainties regarding future ac-
tivities of the network, which may have led to a stronger focus on the
need for improvements of the programme than on achieved results.
Furthermore, the precarious living conditions of undocumented mi-
grants may have influenced their willingness or opportunities for
participation in this research, and a relatively small number of fe-
males participated in an interview, which inevitably may have led to
the omission of additional viewpoints. As the number of dentists and
NGO staff members who met the sampling criteria were small, sat-
uration of interview data may not have been fully reached. It should
also be noted here that the framework of access to health care of
Levesque (2013),%° which was used to explore the perspectives of
three different participant groups, does not address the context of
accessibility and affordability for oral health in particular. The use
of a different model®® perhaps might have emphasized different as-
pects of accessibility to oral health care, but it is not expected that
this would result in a major change of the key findings regarding bar-
riers in access to oral health care for undocumented migrants.

To our knowledge, this study is the first to describe the experi-
ences of people involved in a voluntary dental network in Europe.
It is also the first study describing experiences regarding the im-
plementation of a voluntary network from the perspectives of all
actors involved, that is health professionals, coordinating staff and
end-users, in order to provide a comprehensive understanding of
the systemic barriers in access to oral health care for undocumented
migrants.

This study shows that the provision of voluntary care temporar-
ily increased the accessibility to oral health care for undocumented
migrants. However, treatment outcomes remained unsatisfactory to
undocumented migrants, dentists and NGO staff members involved.
This finding is in line with the conceptual definitions of Harris (2013),
who distinguished entry access (in terms of opportunities for access
and dental visits) from effective access (in terms of equitable access

and oral healthcare outcomes).?®

The voluntary provision of care in-
cluded cases in which contemporary standards of care were not met,
which reflects lessons learned from similar programmes.??** Scott
et al suggested that an administrative structure largely reliant on
volunteer staff lacked the capacity to carry out the complex process
of patient eligibility screening, case management and overall coor-
dination of the network activities.!? This study adds that dentists
provided extensive treatment in specific cases, while other patients’
needs remained unaddressed, resulting in unequal access to and un-
warranted variations in oral treatment of undocumented migrants.
Unwarranted variations in health care (which cannot be explained

by the incidence of illness, the constraints of medical science or the
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preferences of individuals) are a frequently observed and targeted
problem in healthcare systems and can lead to an unequal distribu-
tion of health care.?®?” Within the voluntary dental network, lim-
ited financial resources fostered unwarranted variations, resulting
in an unequal distribution of health care, in the provision of dental
care for undocumented migrants. Providing dental care on voluntary
basis fundamentally changed the ethics of the relationship between
health professionals and patients, as the lack of financial compen-
sation for treatment compelled dentists to search for other ways to
define which treatment is appropriate in specific situations. In some
cases, treatment decisions of dentists were related to feelings of
compassion for and trust of the undocumented patient, which could
be evoked by the patient acting as expected, for example by showing
gratitude for the voluntary treatment. Previous studies have shown
that the dentist-patient relationship influences the nature of care
provided, resulting in a higher quality of restorative treatment for
more cooperative patients.28'29 A mismatch of perspectives and ex-
pectations of patient and dentist on treatment and its results may
have been amplified by the limited standardization between dentists
working in the voluntary dental network, as well as by the lack of
clear evidence-based guidelines regarding acute oral health care in
the Netherlands.

The exclusion of dental treatment for adults from the national
basic health insurance scheme was implemented in 2006.8 In ad-
dition, it should be acknowledged that a low SEP and a poor oral
health status are strongly associated.*° As a result of the 2006 sys-
tem change the financial and social burden of low SEP individuals
of maintaining oral health increases. Directly targeting financial bar-
riers to emergency dental treatments would address a major part
of the affordability and accessibility issues of oral health care. On
micro level, some of these issues are partly solved by the voluntary
dental network. However, to compel an equitable distribution of
dental treatments among undocumented migrants within this net-
work, voluntary care should be standardized according to guidelines
regarding the quality of dental care and patient perspectives should
be included in the evaluation of individual treatment results.

Based on the findings of this study, we recommend to assign an
oral health professional for the screening of eligible patients and to
continuously manage expectations of patients and dentists during
screening, referral and evaluation of the dental visit. Financial com-
pensation for dentists, at least for material costs of the treatment,
may help to prevent imbalanced relationships between patients and
dentists. Specific attention is needed for the standardization and
quality of care. This study adds to previous studies that, in a con-
text of limited financial resources, the voluntary nature of dental
care created new challenges such as compromised health care and
unwarranted variations in provided dental care. This underlines the
importance of a thorough exploration and evaluation of voluntary
networks, which can shed light on unintended (side) effects in the
implementation of voluntary care that may lead to unequal access
to health care.

This study emphasizes that voluntary dental networks only offer

temporary answers to structural barriers in access to oral health
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care. Meanwhile, these networks could foster steps towards struc-
tural improvements of oral health accessibility by exchanging les-
sons learned and involving oral health professionals in the current
debate on equal access to oral health for vulnerable individuals.
By organizing voluntary dental care, the informal sector is filling a
gap that the formal sector is currently not sufficiently attending to.
Formal care should urgently attend to this gap.

5 | CONCLUSION

While the voluntary dental network removed financial barriers and
improved initial access to care for undocumented migrants, new chal-
lenges emerged, as a result of the dependency on volunteers for both
the implementation of the network and the provision of dental care.
In this context of limited resources, unmet expectations of undocu-
mented migrants, dentists and NGO staff members resulted in an in-
creasing administrative burden and cases of compromised dental care
and unwarranted variation in the provision of dental care. The volun-
tary nature of care influenced the ethics of the relationship between
dentists and patients when treatment decisions of dentists were influ-
enced by feelings of compassion for and trust of the patient.

The voluntary dental treatments were provided as a temporary
solution for barriers in oral health for undocumented migrants. To
reduce inequalities in oral health on the long term, essential system
barriers in access to oral health care for undocumented migrants
need to be addressed.

ACKNOWLEDGEMENTS

This work was supported by the Global Health section of the
Amsterdam Public Health Academic Research Institute. We grate-
fully thank the undocumented migrants, dentists and NGO staff

members who participated in the interviews for this study.

AUTHOR CONTRIBUTION

MM, EB, CA and MK have been involved in the conception and design
of the study. MM, IH and EB have been involved in data collection
and data analysis. GH, CA and EB have been involved in acquisition
for the research. All authors were involved in data interpretation,
drafting the manuscript and revising it critically and have given final
approval of the version to be published. All authors agree to be ac-
countable for all aspects of the work, ensuring that questions related
to the accuracy or integrity of any part of the work are appropriately
investigated and resolved.

DATA AVAILABILITY STATEMENT

Data available on request due to privacy/ethical restrictions. The
data that support the findings of this study are available on request
from the corresponding author. The data are not publicly available
due to privacy or ethical restrictions.

ORCID

Myrthe van Midde https://orcid.org/0000-0001-8634-4944


https://orcid.org/0000-0001-8634-4944
https://orcid.org/0000-0001-8634-4944

2 L wiLey-SSess

Geert JMG van der Heijden

VAN MIDDE ET AL.

ORALEPIDEMIOLOGY

https://orcid.

org/0000-0003-4979-2099

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

International Centre for Oral Health Research & Policy (ICOHIRP).
Social Inequalities in Oral Health: From Evidence to Action. http://
media.news.health.ufl.edu/misc/cod-oralhealth/docs/posts_front
page/Sociallnequalities.pdf. Published 2015. Accessed February
28, 2017.

Duijster D, Agyemang C. The neglect of migrant oral health: settinga
research agenda for Europe. Eur J Public Health. 2018;28(6):984-985.
Asylum statistics. Eurostat: statistics explained. http://ec.europa.
eu/eurostat/statistics-explained/index.php/Asylum_statistics.
Updated March 23, 2020. Accessed March 23, 2020.

Van der Heijden PGM, Cruyff M, Van Gils GHC. Schattingen illegaal
in Nederland verblijvende vreemdelingen 2012 - 2013. Utrecht, the
Netherlands: WODC, Ministerie van Veiligheid en Justitie; 2015:ii.
Woodward A, Howard N, Wolffers |. Health and access to care for
undocumented migrants living in the European Union: a scoping re-
view. Health Policy Plan. 2014;29(7):818-830.

Aldridge RW, Miller AK, Jakubowski B, Pereira L, Fille F, Noret
I.Falling through the Cracks: The Failure of Universal Healthcare
Coverage in Europe. https://mdmeuroblog.files.wordpress.
com/2014/01/observatory-report-2017-web-version.pdf.
Published 2017. Accessed March 17, 2017.

Verbruggen N, Levoy M, eds. Providing assistance to undocu-
mented migrants in Belgium, Germany, the Netherlands, and the
United Kingdom. Book of solidarity. http://picum.org/Documents/
Publi/2003/Book_of_Solidarity_VOL_1.pdf. Published December
2002. Accessed March 8, 2018.

Wereld D. De deur naar zorg: het recht op gezondheid en zorg
voor ongedocumenteerde migranten. https://doktersvandewereld.
org/wp-content/uploads/2018/07/Dokter-van-de-Wereld-Hoofd
rapport_Zorgrecht-2018.pdf. Published July, 2018. Accessed July
28, 2018.

Hacker K, Anies M, Folb BL, Zallman L. Barriers to health care for
undocumented migrants: a literature review. Risk Manag Healthc
Policy. 2015;8:175-183.

Salinsky E. Necessary but Not Sufficient? Physician Volunteerism
and the Health Care Safety Net. https://pdfs.semanticscholar.org/
fe40/11ddf957cc593812720e0b5174ad18c0afa5.pdf.  Published
March 10, 2004. Accessed March 11, 2017.

Isaacs SL, Jellinek P. Is There A (Volunteer) Doctor In The House?
Free Clinics And Volunteer Physician Referral Networks In The
United States. Health Aff. (Millwood). 2007;26(3):871-876.

Scott HD, Bell J, Geller S, Thomas M. Physicians Helping the
Underserved: The Reach Out Program. JAMA. 2000;283(1):99-104.
Fairbrother G, Gusmano MK, Park HL, Scheinmann R. Care for
the uninsured in general internists' private offices. Health Affairs
(Project Hope). 2003;22(6):217-224.

Blewett LA, Ziegenfuss J, Davern ME. Local access to care programs
(LACPs): new developments in the access to care for the uninsured.
Milbank Q. 2008;86(3):459-479.

Geletko KW, Beitsch LM, Lundberg M, Brooks RG. Reducing the im-
pact of the health care access crisis through volunteerism: a means,
not an end. Am J Public Health. 2009;99(7):1166-1169.

Van de Langenberg L, Van Midde Ml.Toegang tot mondzorg voor
ongedocumenteerde migranten in Nederland. Een overzicht van
lokale initiatieven.  https://doktersvandewereld.org/wp-conte
nt/uploads/2018/06/20171012_Overzicht_particuliere_mondz

17.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

org_initiatieven.pdf. Published September 12, 2017. Accessed
September 12, 2017.

Médecins du Monde. Legal report on access to healthcare in 12
countries. https://mdmeuroblog.files.wordpress.com/2014/05/
mdm-legal-report-on-access-to-healthcare-in-12-countries-3rd-
june-20151.pdf. Published June 8, 2015. Accessed March 10, 2020.

. Tandarts en mondzorg, ZvW. Zorginstituut Nederland. https://

www.zorginstituutnederland.nl/Verzekerde+zorg/t/tandarts-en-
mondzorg-zvw. Updated 2018. Accessed March 17, 2017.

Pope C, Ziebland S, Mays N. Qualitative research in health care.
Analysing qualitative data. BMJ. 2000;320(7227):114-116.
Levesque JF, Harris MF, Russell G. Patient-centred access to health
care: conceptualising access at the interface of health systems and
populations. Int J Equity Health. 2013;12:18.

Document 32016R0679. EUR-Lex: Access to European Union Law.
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=15526
62547490&uri=CELEX%3A32016R0679. Published May 4, 2016.
Accessed July 20, 2020.

Stouthard MEA, ed. Independence in Scientific Research: Research
Code AMC. https://www.yumpu.com/en/document/view/19723
420/amc-research-code. Updated September, 2004. Accessed
February, 2018.

Ritchie J, Spencer L. In: Bryman A, Burgess RG, eds. Qualitative
data analysis for applied policy research. Analysing qualitative data.
London: Routledge; 1994:173-194.

Smith J, Firth J. Qualitative data analysis: the framework approach.
Nurs Res. 2011;18(2):52-62.

Harris RV. Operationalisation of the construct of access to den-
tal care: a position paper and proposed conceptual definitions.
Community Dent Health. 2013;30(2):94-101.

Wennberg DE, Wennberg JE. Addressing variations: is there hope
for the future? Health Aff. 2003;22(Suppl1):W3-614-W3-617.
Westert GP, Groenewoud S, Wennberg JE, et al. Medical practice
variation: public reporting a first necessary step to spark change. Int
J Health Care Qual Assur. 2013;30(9):731-735.

Weinstein P, Milgrom P, Ratener P, Read W, Morrison K. Dentists'
perceptions of their patients relation to quality of care. J Public
Health Dent. 1978;38(1):10-21.

Brennan DS, Spencer AJ. Dentist preferences for patients: dimen-
sions and associations with provider, practice, and service charac-
teristics. Int J Behav Med. 2006;13(1):69-78.

Duijster D, Oude Groeniger J, van der Heijden GJMG, van Lenthe
FJ. Material, behavioural, cultural and psychosocial factors in the
explanation of socioeconomic inequalities in oral health. Eur J Public
Health. 2018;28(4):590-597.

SUPPORTING INFORMATION

Additional supporting information may be found online in the

Supporting Information section.

How to cite this article: van Midde M, Hesse |, van der Heijden
G, et al. Access to oral health care for undocumented migrants:
Perspectives of actors involved in a voluntary dental network
in the Netherlands. Community Dent Oral Epidemiol.
2021;49:330-336. https://doi.org/10.1111/cdoe.12605



https://orcid.org/0000-0003-4979-2099
https://orcid.org/0000-0003-4979-2099
https://orcid.org/0000-0003-4979-2099
http://media.news.health.ufl.edu/misc/cod-oralhealth/docs/posts_frontpage/SocialInequalities.pdf
http://media.news.health.ufl.edu/misc/cod-oralhealth/docs/posts_frontpage/SocialInequalities.pdf
http://media.news.health.ufl.edu/misc/cod-oralhealth/docs/posts_frontpage/SocialInequalities.pdf
http://ec.europa.eu/eurostat/statistics-explained/index.php/Asylum_statistics
http://ec.europa.eu/eurostat/statistics-explained/index.php/Asylum_statistics
https://mdmeuroblog.files.wordpress.com/2014/01/observatory-report-2017-web-version.pdf
https://mdmeuroblog.files.wordpress.com/2014/01/observatory-report-2017-web-version.pdf
http://picum.org/Documents/Publi/2003/Book_of_Solidarity_VOL_1.pdf
http://picum.org/Documents/Publi/2003/Book_of_Solidarity_VOL_1.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/07/Dokter-van-de-Wereld-Hoofdrapport_Zorgrecht-2018.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/07/Dokter-van-de-Wereld-Hoofdrapport_Zorgrecht-2018.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/07/Dokter-van-de-Wereld-Hoofdrapport_Zorgrecht-2018.pdf
https://pdfs.semanticscholar.org/fe40/11ddf957cc593812720e0b5174ad18c0afa5.pdf
https://pdfs.semanticscholar.org/fe40/11ddf957cc593812720e0b5174ad18c0afa5.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/06/20171012_Overzicht_particuliere_mondzorg_initiatieven.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/06/20171012_Overzicht_particuliere_mondzorg_initiatieven.pdf
https://doktersvandewereld.org/wp-content/uploads/2018/06/20171012_Overzicht_particuliere_mondzorg_initiatieven.pdf
https://mdmeuroblog.files.wordpress.com/2014/05/mdm-legal-report-on-access-to-healthcare-in-12-countries-3rd-june-20151.pdf
https://mdmeuroblog.files.wordpress.com/2014/05/mdm-legal-report-on-access-to-healthcare-in-12-countries-3rd-june-20151.pdf
https://mdmeuroblog.files.wordpress.com/2014/05/mdm-legal-report-on-access-to-healthcare-in-12-countries-3rd-june-20151.pdf
https://www.zorginstituutnederland.nl/Verzekerde%2Bzorg/t/tandarts-en-mondzorg-zvw
https://www.zorginstituutnederland.nl/Verzekerde%2Bzorg/t/tandarts-en-mondzorg-zvw
https://www.zorginstituutnederland.nl/Verzekerde%2Bzorg/t/tandarts-en-mondzorg-zvw
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1552662547490&uri=CELEX%3A32016R0679
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1552662547490&uri=CELEX%3A32016R0679
https://www.yumpu.com/en/document/view/19723420/amc-research-code
https://www.yumpu.com/en/document/view/19723420/amc-research-code
https://doi.org/10.1111/cdoe.12605

