Social aspects to postpone orthodontic treatment
Yulia Bogdanova Peeva
Department of Social Medicine and Public Health, Faculty of Public Health, Department of Social Medicine and Public Health, julipeeva@abv.bg

Abstract:

Orthodontic care insurance is designed to help parents make them accessible. In many countries there are traditions in its funding. This establishes frameworks that are perceived by parents as the attitude of the state to their children's oral health. It is accepted that orthodontic treatment is primarily a search for aesthetics and restoration of function. The main focus, which is actually the treatment itself, remains hardly accessible to much of the population due to financial reasons and lack of information. In a comparative analysis of orthodontic health insurance for children less than 18 years of age in Europe were looked good practices that can be applied to the Bulgarian reality. 
Introduction:
In recent years orthodontics has become a highly sophisticated health care service. The discussion of the issue stresses on the excellent treatment of malocclusion and facial deformity. The problem is based on the premise that this treatment should be given by well educated, skilled and experienced specialists. Therefore, adequately qualified manpower is the key to providing the best possible service to the population.
Aim:

The aim of the study is to present the current situation of orthodontic coverage and the necessity of this service by children in many EU countries.

Materials and methods:
A documentary method for assessing and comparing data is used. An internet search in Pubmed, Scopus, ScienceDirect and Web of Science was conducted. A manual search was made for the reference lists of studies which can be identified as potentially eligible and close to the main objective, in addition. No other specific criteria for exception or inclusion for this study are applied. The data gathered allow determining whether awareness is changing under the influence of family, school, dental practitioner and what health policy will be adopted to improve the oral health of the children. For the purpose of the paper, EU data on the number of dental practitioners allocated to relevant practices and centers.
Results and methods:

In Austria, the patient has to pay the entire orthodontist fee by reimbursing a small part of the insurance company. Belgian sickness insurance is mandatory. In the event of serious anomalies, the amount recovered is approximately € 600 (2008).
In Bulgaria, health insurance is mandatory, and patients pay the value of orthodontic treatment themselves. NHIF assumes only the value of a targeted orthodontic examination by a specialist if the child has been assigned a direction by the general practitioner dentist [2,3].
There are schemes in the UK where the patient receives an interest-free loan, payable for two or three years orthodontic treatment. The orthodontist receives full payment at the beginning of treatment, but a percentage of the fee is borne by insurers.
In Germany, health insurance is mandatory. Reimbursement is 80%. The remaining 20% ​​is also returned to the patient after successful treatment. There is no cover for mild cases.
In Greece, orthodontic treatment is provided in the state and private sectors. There is no State control over fees. Health insurance is obligatory for all persons living in Greece and their families, who have the right to choose in different health insurance funds. In most cases, reimbursements for orthodontic treatment are up to € 1,000.
In Denmark, orthodontic treatment is free if the malocclusion complies with criteria set by the Danish National Health Board (Danish National Health Board). Orthodontic treatment is not subject to public health insurance because it is more perceived as improving aesthetics.
The Estonian Health Insurance Fund covers all costs of orthodontic treatment for persons under the age of 19 if severe tooth decay and anomalies are diagnosed.
Orthodontic treatment in Ireland is provided by the state and the private sector. In the public sector, the provision of orthodontic services is extremely limited. There is no state control over fees in the private sector. There are no private funds whose insurance cover orthodontic treatment [5,9,10,11].

There is no insurance coverage for standard orthodontic services in Italy, and universities are treating heavy cases. Similar is the situation in Spain.

The Cyprus Ministry of Social Affairs grants € 2600 for fixed orthodontic treatment only to people receiving other government assistance.

The National Insurance Fund in Luxembourg is the La Caisse Nationale de Sécurité Sociale (CNS). Any treatment of cases with a slit of the palate is free for the patient. Health insurance does not include adults orthodontic treatment.

In Poland, an insurance system is based on compulsory health insurance for all citizens. Orthodontic services are free of charge for insured patients under limited circumstances. There is no known health insurance for orthodontic services in Portugal. A very small part of the insurance companies in Portugal include orthodontic services in their health insurance programs [1,4,8].

In Slovakia, public health insurance covers orthodontic treatment of children under 18 years of age with APIA. Costs for other treatments (aesthetic corrections) and over 18 years of age are paid by the patient.
Patients up to 18 years old in Finland with severe malocclusions are treated free of charge in municipal health centers.

For children in France who are disadvantaged and less then 16years, the amounts in the orthodontic treatment are reimbursed, depending on the regions of France and the reputation of the orthodontist.

Refunds in the Netherlands range from 0% to 100 coverage for both children and adults.
Every citizen of the Czech Republic is a mandatory health insurance. The orthodontic treatment fee for removable device is fully paid by the health insurance company. The value of the FDA is paid by the patient. Gaps and congenital deformities are paid to the patient up to 100%.
For Sweden, ALL under the age of 20 is free if performed by municipal dental centers (Folktandvården) and with a corresponding burden of distortion [6,7].

Unfortunately, not everywhere in Europe there is equal access and opportunity for children to be treated, as illustrated in Table 1:
Table 1. Orthodontic insurance of children in Europe

	Country
	WOI
	OHOI
	VHOI
	Other
	Age
	Severe cases
	Ordinary cases

	Austria
	
	+
	+
	
	
	
	

	Bulgaria
	+
	
	
	
	
	
	

	Belgium
	
	+
	+
	
	22
	€660+
	€660+

	Cyprus
	
	+*
	
	+
	
	500 €
	500€ 

	Czech Republic
	
	+
	+
	
	18
	100%
	50-80%

	Denmark
	
	+
	
	
	18
	100%
	65-100%***

	Estonia
	
	+
	
	
	19
	100%
	100%

	Finland
	
	+
	
	
	18
	100%
	100%

	France
	
	+
	+
	
	16
	20-40%
	20-40%

	Germany
	
	+
	+
	
	
	100%
	100%****

	Greece
	
	+
	+**
	
	
	
	<1000€

	Ireland
	
	+
	
	
	
	100%***
	100%***

	Italy
	
	+
	
	
	
	100%
	partially*

	Netherland
	
	+
	+
	
	18
	±75%
	75%

	Poland
	
	+
	
	
	12/13/18/21
	100%
	partially ****

	Portugal
	
	
	+
	
	
	
	partially *****

	Slovakia
	
	+
	
	
	18
	100%
	partially *

	Spain
	
	+
	
	
	
	
	partially *

	Sweden
	
	
	+
	
	20
	100%***
	100%***

	United Kingdom
	
	+
	+
	
	
	100%
	10%****

	Croatia
	
	+
	
	
	18
	100%
	100%

	Iceland
	
	+
	
	
	21
	50%
	€880

	Norway
	
	+
	
	
	18
	75-100%
	40%

	Switzerland
	
	+
	+
	
	
	100%
	30-50%*****


WOI- without orthodontic health insurance, OHOI - obligatory health orthodontic insurance, VHOI - voluntary health orthodontic insurance. * The coverage of orthodontic expenses if the patient receives social benefits from the government ** Only in the event of a crash *** Depends on the type of treatment **** If preliminary criteria are met ***** In the case of voluntary (private) insurance
Conclusions:
Orthodontics is not in the mainstream of the dental school curriculum since the amount of time dedicated to it is a small fraction of that assigned to restorative dentistry, prosthodontics, oral surgery, periodontics, or even endodontics. Dentists entering practice have less background and competency in orthodontics than in other clinical fields. 2. The number of teaching hoursrequired to achieve even minimal clinical competence is higher than for other fields in dentistry. 3. Correction of a malocclusion requires more time and appointments than the single-treatment procedures of most of dentistry. 4. Malocclusion is a variation of normal morphology and growth rather than a disease process; thus it is not amenable to the logic of Koch's postulates. 5. There usually are no acute symptoms as found in trauma or disease. 6. Severe malocclusions may be associated with general developmental disorders, and less severe conditions display oral dysfunction and undesired facial esthetics. 7. The patient's chief complaint often reflects psychological, esthetic, or dysfunctional concems. 8. State and regional boards do not emphasize testing of orthodontic theory and never test orthodontic clinical or technical prowess. The motives for taking orthodontic treatment are both rational and aesthetic. In analyzing the motivation of the child there are also motives of socio-psychological nature. 
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