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A B S T R A C T Many older adults in California lack access to oral health care

due to the absence of affordable, comprehensive dental coverage. As a result,
older Californians have a high prevalence of oral diseases. Forty-six percent
of community-dwelling older adults and 65 percent of older adults living in
skilled nursing facilities have untreated oral diseases. A comprehensive dental
benefit added to Medicare Part B could help all older Californians maintain
health and dignity over their lifetime.
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ourteen percent of California’s
population, more than 5 million
people, are currently aged 65 or older
and this figure is expected to almost
double by 2030, when the youngest
baby boomers will reach retirement age.1
Upon reaching retirement, many people
lose access to dental insurance when
their employer-based dental coverage
ends. Original Medicare, the federal
insurance program that is the primary
form of medical coverage for older adults,
does not include an oral health benefit
and dental benefits through private
Medicare Advantage plans or other
standalone plans are often costly and
limited in scope. Without access to dental
insurance, dental utilization diminishes
and oral and systemic health can suffer.2
While California’s poorest older adults
have oral health coverage through the
Medi-Cal Dental Program (Denti-Cal),
California’s Medicaid dental benefit for
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the state’s lowest-income beneficiaries,
low provider participation and many
administrative barriers make the benefit
difficult to access. Californians have
experienced the effects of a labile system
of dental coverage through the DentiCal system, including the loss of adult
dental benefits in 2009 that were only
fully restored last year. There are also
many older adults who do not qualify for
Denti-Cal but don’t have the means for
regular dental care. A comprehensive
Medicare Part B dental benefit could
address disparities in access to oral
health care by providing a guaranteed
benefit to all older adults in California
and the nation, across all income levels.3
Additionally, a comprehensive benefit
would help to integrate oral health care
with medical care aimed at improving
health outcomes overall. Good oral
health can have significant physical,
psychological and social benefits that
ultimately contribute to successful aging.4
This paper reviews the current oral
health status of older Californians, the
bidirectional relationship with systemic
health and barriers to the access of
affordable dental services, including the
limitations of Denti-Cal. This review also
lays out the rationale for a comprehensive
oral health benefit within Part B of
Medicare and discusses potential costs
and savings. Finally, it discusses efforts
to build consensus around the need and
scope of a benefit and additional steps
needed to move the effort forward.

Changing Paradigms in Oral
Health Care
Oral health is integral to systemic
health, well-being and quality of life
throughout the lifespan.5 Social, political
and economic influences can prevent
individuals and certain populations
from achieving and maintaining good
oral health.6 Dentistry is undergoing a
266
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Data source: A Healthy Smile Never Gets Old — A California Report on the Oral Health of Older Adults, 2018.
Note: Data represent a probabilistic representative sample of older adults aged 65 and older residing in California’s
skilled nursing homes. Data were collected between March 2016 and September 2017.

FIGURE 1. California skilled nursing home residents (aged 65 and older) with untreated tooth decay, by age.

paradigm shift at both the individual
and population level. This includes a
strong emphasis on early detection and
risk assessment, minimally invasive
dentistry, interprofessional collaboration
across the health care delivery sector
and development of models that
demonstrate integration of oral health
care with medical care.7 In the absence
of broadly accessible oral health
coverage and a coordinated system for
care, older adults will not have the
opportunity to benefit from such efforts.

The Unique Oral Health Needs of
Older Adults
Older adults have unique needs that
make access to oral health care vital to
maintaining their overall health. Older
adults have on average at least one
chronic health condition and about 20
percent have more than one.8 Chronic
diseases and conditions can impact oral
health, and poor oral health has been
shown to have numerous associations
with chronic inflammation and systemic
disease.9 Tooth decay, oral pain/infection,
tooth loss and the inability to chew due
to lack of functional, occlusal contact can
result in poor nutrition and weight loss
and exacerbate conditions like diabetes
and heart disease.10 Research indicates
that diabetic individuals who have

periodontal infections may have poorer
glycemic control than their counterparts
who don’t have a periodontal infection.11
The association between oral infections
and acute exacerbations of aspiration
pneumonia is another example among
frail older adults and nursing home
residents.12 One study by Hirotomi et
al. showed that older adults with 20 or
more natural teeth have a significantly
lower adjusted mortality rate than their
counterparts with 19 or fewer teeth.13
Additionally, medications used to
manage chronic diseases and conditions
can increase the risk for oral diseases.
Hypertension treated with calcium
channel blockers can result in gingival
enlargement, and COPD treated with
steroid inhalers can increase the risk for
oral candidiasis.14 Several medications
commonly used by older adults, like
antihypertensives and antidepressants,
inhibit salivary flow, increasing the risk of
dry mouth and, resultantly, oral disease.15
Older adults face additional
challenges. Nationally, approximately
50 percent of nursing home residents
are unable to perform three or more of
the “activities of daily living,” one of
which is personal hygiene that includes
oral care.16 Normal age-related changes
such as those that occur in hearing and
vision can complicate access to and

C D A J O U R N A L , V O L 4 7 , Nº 4

Both periodontal
and early/urgent
care needed

No obvious
problem

13.7%

74.8%

60%

37.8%

21.3%
Only
periodontal
care needed

80%

40%

27.2%

20%
0%

Only periodontal
care needed
Data source: A Healthy Smile Never Gets Old — A California Report on the Oral
Health of Older Adults, 2018. Note: Data represent a probabilistic representative
sample of older adults aged 65 and older residing in California’s skilled nursing
homes. Data were collected between March 2016 and September 2017.

FIGURE 2 . California skilled nursing home residents (aged 65 and older) who

need early or immediate dental treatment and periodontal care.

receipt of care.17 Other examples include
changes in dexterity and cognition, due
in part to aging but often compounded
by comorbidities like degenerative
arthritis and other neurodegenerative
disorders that challenge many older
adults’ ability to maintain good oral
health and to access and receive
services in a timely and favorable
manner. Furthermore, these age-related
conditions and age-prevalent diseases
complicate prevention, restoration
and maintenance efforts to achieve
optimal oral health for older adults.10
Nationally, about 1 in 5 older adults
(aged 65 and older) has lost all of
their natural teeth18 and 70 percent of
older adults have periodontal disease.19
Although largely preventable, many
Americans reach adulthood and older
adulthood with untreated dental
diseases. Oral diseases are chronic
conditions and tend to be progressive
if left untreated, but are amenable
to timely preventive interventions.20
Owing to its chronic nature coupled
with natural physiological changes
that accompany aging and those that
come with diseases most commonly
associated with aging, addressing
oral health needs of older adults
is vital yet uniquely complex.21
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Data source: A Healthy Smile Never Gets Old — A California Report on the Oral Health
of Older Adults, 2018. Note: Data represent a convenience sample of 1,179 communitydwelling older adults (aged 65 and older). Data were collected between March 2016 and
September 2017.

FIGURE 3 . Tooth loss as measured by the number of remaining natural teeth in
California community-dwelling adults aged 65 and older.

Oral Health Status of Older Adults
in California
A recent California study presents
a grim picture of the oral health of
older Californians.22 This study, using
the Association of State and Territorial
Dental Directors’ Basic Screening Survey
methodology for dental disease surveillance,
measured the oral health status of a
probabilistic sample of older adults residing
in skilled nursing facilities (SNFs). The
study also documented the oral health
status of a convenience sample of 1,179
community-dwelling older adults. Findings
showed that 48 percent of the older adults
residing in SNFs have untreated tooth
decay (FIGURE 1 ) and nearly 17 percent
of all residents have untreated tooth
decay in four or more teeth. One in 3
residents has one or more decayed root
fragments and, overall, institutionalized
older Californians have a significantly
higher burden of untreated tooth decay
than the national average of 30 percent.22
Thirty-five percent of older adults in
California’s SNFs are edentulous and 4 in
10 older adults do not have a functional
posterior occlusal contact on either side of
their mouth, either due to missing teeth
and/or missing or ill-fitting dentures. The
rate of periodontal disease was also found
to be high. Forty percent of dentate older

adults (with at least one remaining natural
tooth) showed signs of substantial oral
debris or deposits covering two-thirds of
their natural tooth surfaces. In summary,
65 percent of older adults residing in
California’s SNFs have unmet treatment
needs for tooth decay and/or gingival/
periodontal disease (FIGURE 2 ). Disparities
by rurality of residence were also apparent.
Older Californians residing in SNFs in
rural counties were 9 percent more likely
to have untreated tooth decay than
their counterparts in urban counties.22
Of the 1,179 community-dwelling
older adults in the survey, 32 percent have
untreated tooth decay, 18 percent are
edentulous (FIGURE 3 ) and 46 percent have
unmet treatment needs for tooth decay
and/or gingival/ periodontal disease.22

Barriers to Oral Health Care for Older
Adults in California
As noted, traditional Medicare does
not include an oral health benefit. Some
private Medicare Advantage plans
do offer dental benefits, but coverage
varies widely from plan to plan. Benefits
are typically limited in scope, often
with significant co-insurance and
low annual maximum benefit limits.
Standalone dental plans also require
enrollees to pay a premium with high
APRIL 2 0 1 9
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cost-sharing amounts and a limited
menu of benefits with low annual
maximum benefit limits. Consequently,
many older adults forgo oral health
coverage because it is too costly. For
example, just over one-third of lowincome Medicare beneficiaries had a
dental visit in the last year compared
to nearly three-quarters of higherincome Medicare beneficiaries23 with
a significant number of low-income
Medicare recipients specifically citing
cost as the reason for either delaying or
entirely forgoing dental treatment.24
Many of the 5.3 million older adults
living in California today cannot afford
oral health coverage. Of this number, 49.3
percent are living below the supplemental
poverty level.25 Due to economic, health
and social inequities compounded over
time, certain groups have even fewer
resources. For example, black and
Hispanic Medicare recipients have average
annual incomes of $17,350 and $13,650
respectively compared to $30,050 for white
Medicare recipients. Furthermore, while
the average white Medicare recipient
has $108,250 in savings, the average
black recipient has only $16,000.26
The issue of affordability is particularly
acute for the 750,000 older Californians
who have income and resources that
exceed the eligibility limits for public
programs, but not enough income to pay
for their basic needs of food, clothing
and housing.27 The need is projected to
grow. Over the next 20 years, California’s
population older than 65 will almost
double, with the biggest growth occurring
in the age group older than 75 and
within nonwhite racial groups.28
California has the second highest
senior poverty rate in the country with
approximately 1.4 million of California’s
poorest older adults and people with
disabilities eligible for both Medicare and
Medi-Cal, California’s Medicaid program.
268
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Enrollment is limited to individuals who
have income below $15,000 and less than
$2,000 in resources.29 Medi-Cal includes a
dental benefit delivered through its dental
program (Denti-Cal). However, benefits
through Denti-Cal have been unstable.
They were eliminated for adults in 2009
in response to the recession. During the
time benefits were eliminated, emergency
room visits for dental-related emergencies
increased.30 Adult benefits were partially
restored in 2014, but major services
including root canals on posterior teeth,
partial dentures, periodontal treatment and

While the average white
Medicare recipient has
$108,250 in savings,
the average black recipient
has only $16,000.

many other services remained uncovered.
The Little Hoover Commission in its
2016 report on the state of the DentiCal program declared: “… Denti-Cal,
California’s Medicaid dental program, is
widely viewed, historically, and currently,
as broken, bureaucratically rigid and
unable to deliver the quality of dental
care most other Californians enjoy.”31
Adult Denti-Cal benefits were entirely
restored as of January 2018. Nevertheless,
the permanence of dental benefits through
Medicaid (Denti-Cal) is uncertain as
coverage is labile and benefits are neither
mandatory nor guaranteed.31 Accordingly,
many other states, in addition to California,
reduce or eliminate dental benefits
and other optional Medicaid benefits
when faced with budget constraints.32
Other barriers affect access to Denti-

Cal benefits. While California’s Denti-Cal
benefit is fairly comprehensive compared
to other states, there are numerous
restrictions to Denti-Cal services, such as
limited preventive care and restorative
care that is not based on individual
need or medical necessity, as well as low
annual caps on coverage and low provider
reimbursement. Low reimbursement rates
have deterred providers from participating
in the program. As of 2017, there were
fewer than 10 participating providers
in 22 of California’s 58 counties with
no providers available in seven rural
counties.33 Consequently, for the 1.4
million older adults relying on Denti-Cal,
access to oral health treatment remains a
challenge, which is evidenced by the fact
that only 1 in 4 older adults on DentiCal had a dental visit in the last year.34

Adding Oral Health Coverage to
Medicare Part B: Beneﬁt Structure
and Financing
With a growing need and gap in
coverage, adding oral health coverage to
Medicare is essential to ensure that older
adults age in good health and with dignity.
Medicare provides medical coverage to
individuals aged 65 and older and to
people with disabilities. Medicare benefits
are delivered through different parts: Part
A covers inpatient hospital services, Part
B provides outpatient services, Part C
allows Medicare beneficiaries to select
a private Medicare Advantage plan to
administer their benefits and Part D
provides prescription drug coverage.35
The way to include oral health
coverage under Medicare seamlessly would
be to lift the current exclusion of coverage
for dental services in Medicare and
provide coverage through Part B, which
already covers outpatient and preventive
services. This approach would ensure the
integration of oral health coverage with
overall health coverage and would mirror
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the medically necessary criteria currently
used to administer other Part B benefits.
Inclusion under Part B would also ensure
that individuals enrolled in traditional
Medicare and in Medicare Advantage
plans (Part C) would have access to the
same benefit because Medicare Advantage
plans are responsible for delivering all
Part A and Part B covered benefits.
The Medicare oral health benefit
would be subject to the same cost sharing
as other Part B benefits and further
financed through premiums just as Part
B benefits are funded today. Low-income
Medicare beneficiaries would receive
the same financial assistance through
Medicare Savings Programs as they do
today for Part B benefits including help
with premiums and cost sharing.36
A dental benefit through Medicare
Part B would also improve access to
coverage for California’s low-income older
adults who currently rely on Denti-Cal. A
Medicare benefit could allow beneficiaries
to access services based on medical
necessity like other health benefits without
many of the restrictions set by Denti-Cal.
Additionally, the Medicare Part B payment
systems and rules are well-established
and Medicare reimbursement rates are
historically higher than those in Medicaid,
likely increasing provider participation.
In fact, in a survey conducted by the
American Dental Association (ADA),
more than 70 percent of dental providers
agree that Medicare should include
comprehensive oral health coverage.37

Potential Savings and Cost Analysis
While the ADA has not taken a
position on including a dental benefit
in Medicare,38 the organization recently
conducted a study that analyzed various
cost structures for dental benefit designs
within Medicare based on 2016 selfinsured market rates.36 The study estimated
that a comprehensive benefit without

dollar value caps would cost the federal
government $32.3 billion in 2018. The
estimated base premium increase for a Part
B benefit would be $14.50 per beneficiary
per month. This estimate assumes a general
fund contribution of 75 percent of all
costs and takes into account low-income
beneficiary subsidies applied to premiums
and cost-sharing as well as surcharges paid
by high-income beneficiaries, like the
current Medicare Part B funding structure.
The study assumes a reimbursement
rate pegged to fees charged by at least
50 percent of dentists in the U.S.36

Several retrospective studies
from insurance companies
have demonstrated cost
savings when their consumers
utilized their dental beneﬁts.

Research is also available to help
assess potential offsetting savings in
overall health costs. There is evidence
that the receipt of oral health care can
potentially reduce overall health care costs
for individuals.39 In a Cigna study, a year
of dental coverage provided to its clients
was associated with medical cost savings
of approximately $1,418 per patient.40
In the absence of a usual source of oral
health care, individuals often end up in
the emergency room for nontraumatic
dental conditions as a last resort, which
is an expensive source of dental care,
does not result in definitive treatment
of the issue and is often followed by
repeated visits to the emergency room.41
A landmark study conducted by the
University of Pennsylvania examined
more than 200,000 patients with

periodontal disease and found that good
periodontal maintenance resulted in an
annual reduction of health care costs
of $2,840 (40.2 percent) for patients
with Type 2 diabetes, $5,681 (40.9
percent) for patients with cerebral
vascular disease, $1,090 (10.7 percent)
for patients with cardiovascular disease
and $581 (6.3 percent) for patients with
rheumatoid arthritis.42 The study also
found a reduction in hospital admissions
among patients with Type 2 diabetes
(39.4 percent reduction), cerebral
vascular disease (21.2 percent) and
cardiovascular disease (28.6 percent).42
Several retrospective studies from
insurance companies have demonstrated
cost savings when their consumers
utilized their dental benefits.3,39 A study
conducted for Pacific Dental Services
by Avalere Health LLC estimated that
over 10 years the potential medical cost
savings to Medicare from providing
periodontal treatment alone was $63.5
billion.43 This does not suggest that these
savings should or would pay for dental
services if they were included in Medicare,
but including the services would help
offset costs through those savings and
by improving outcomes in other areas of
medical care. Importantly, without better
integration of medical and dental services
and broader access to dental care, more
deliberate, prospective study of these
interactions will be difficult to achieve.

Building Consensus
Several groups including The Santa Fe
Group, Oral Health America and others
have convened meetings of stakeholders
to discuss the need for the Medicare dental
benefit and ideas about benefit structure.
In 2015, Oral Health America held its
first Dental in Medicare symposium.44
Seeing that more broad awareness and
input was needed to advance the effort,
groups engaged in the Oral Health
APRIL 2 0 1 9
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Equity and Progress Network (OPEN),
including The Santa Fe Group, Oral
Health America and The DentaQuest
Foundation, convened and sponsored a
group to examine and work on developing
a dental benefit in Medicare.45,46 OPEN
also included adding a dental benefit to
Medicare in its 2020 goals.46 To move
this effort forward, representatives of
diverse organizations and institutions
were invited to attend The Santa Fe
Group Salon in 2016 and weigh in on
the proposal and draft benefit proposals.47
From those initial meetings, experts
in dentistry and medicine, academics,
policy, organized dentistry, insurance,
government, senior consumer groups, law
and others have continued discussion,
and more consensus around developing
a benefit that would more closely mirror
the way the structure of the Medicare
medical benefit has evolved.3,36,44,46
This broad interest demonstrates that
all interested stakeholders are seriously
considering the importance of creating
such a benefit and the importance of a
structure that adds value beyond feefor-service structures, supports provider
participation and avoids artificial caps
and restrictions on necessary services.
To secure comprehensive oral
health coverage in Medicare, the dental
profession must educate policymakers
about the oral health needs of older
adults, the potential negative health
outcomes of poor oral health as well as
the monetary and nonmonetary costs
that ensue in the absence of access
to regular oral health care. Patients
must also be educated. Many Medicare
beneficiaries do not realize that Medicare
does not include oral health coverage,
so it is equally important to arm current
and future Medicare beneficiaries with
tools to educate their communities and
empower them to advocate for these
benefits with federal policymakers.36,44
270
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National and state surveys are rich
sources of self-reported data, owing to
the unique and hidden nature of oral
diseases. However, objective data on
the prevalence and burden of dental
disease is critical to help make informed
programmatic and policy decisions aimed
at improving older adult oral health at
the population level. Inclusion of dental
benefits to Medicare will not only address
a key barrier faced by older adults in
achieving optimal oral health finances,
but will also provide a significant source
of data to examine critically the unmet
need, burden of disease and correlation/
association/causal relationship between
oral disease and systemic disease.

Legislative Changes Needed
and Strategies
Today, Medicare does not provide
dental benefits due to statutory language
that specifically excludes dental
coverage under the Medicare program.48
Accordingly, the first step to offering
dental services under Medicare requires
passing federal legislation to remove
this statutory exclusion and specifically
add oral health coverage and payment
for services under Part B.3,36 Legislation
would also need to grant the Centers
for Medicare and Medicaid Services
the authority to issue regulations to
implement and administer the benefit.

Conclusion
Access to a dental benefit through
Medicare would help people continue
to receive dental care over their
lifetime and help those who have not
had regular access to care as adults, or
maybe even since childhood, access
treatment that can benefit their total
health and well-being. It is never too
late to seek the quality of life and
dignity that good oral health can
provide. Given California’s proven

commitment to maintaining oral health
care as a part of Medicaid despite
its many challenges and limitations,
the state is well-positioned to help
lead efforts to remove the exclusion
from Medicare while working toward
the development of a meaningful
and sustainable benefit for all. All
older Californians would stand to
benefit from the inclusion of dental
services in Medicare Part B. ■
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