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On behalf of the American Dental Association’s Health Policy Institute, thank you Chairman Cardin and 

Ranking Member Daines for the opportunity to testify and share data-driven insights at today’s hearing: 

“An Oral Health Crisis: Identifying and Addressing Health Disparities.”  

My name is Marko Vujicic. I am the Chief Economist & Vice President of the Health Policy Institute at the 

American Dental Association. Over the past twelve years, I have led a team of researchers who study the 

U.S. dental care system, covering topics such as access to dental care, the dental workforce, dental care 

utilization, dental education, oral health outcomes, and more. 

The American Dental Association is pleased to see that the Senate Finance Health Care Subcommittee 

has selected the topic of oral health as their first hearing of the 118th Congress. This is a testament of not 

only the important link between oral health and overall health and well-being, but a recognition that there 

is a need for action. We can and should do better when it comes to our nation’s oral health.  

My testimony is focused around three main themes: the state of oral health in America; the policy choices 

we have made along the way; and considerations as we move forward. 

The State of Oral Health in America – Key Trends to Highlight from the Data  

Among U.S. children, oral health is improving. Over the past two decades, rates of untreated dental 

disease have been declining; dental care utilization has been increasing, particularly for key preventive 

services (e.g., dental sealants); and more and more children are covered by some form of dental 

benefits.1 These improvements have been most dramatic for low-income children and non-White children. 

In fact, in several states, including Texas, Hawaii, and Wyoming, dental care utilization rates for Medicaid-

insured children are comparable to those of privately-insured children.2 New analysis shows that the mix 

of dental care services being provided to Medicaid-insured children is similar to those being provided to 

privately-insured children.3 When it comes to children’s oral health in America, disparities by income and 

by race have been narrowing over time. 

For working-age adults (age 19-64) and seniors (age 65 and older), the trends are different. For example, 

rates of untreated disease among working-age adults have not changed significantly over the past two 

decades, and disparities by income and race are persistent and much wider than for children. The 

percent of working-age adults who visit a dentist in the course of a year is actually slightly lower today 

than two decades ago. For seniors, dental care utilization rates have increased over time, but the 

disparities by income and by race have been stable. In fact, gains in some oral health measures, such as 

reductions in tooth loss, are concentrated among high-income seniors.4 Overall, disparities in oral health 

are stable for working-age adults and seniors.5 
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In any given year, less than half of the U.S. population visits a dentist.6 But oral health in America is a 

two-part story. We have seen two decades of steady improvements among children, particularly the most 

vulnerable, in tandem with much less progress among working-age adults and seniors.   

The Policy Choices We Have Made Along the Way   

The trends in oral health we observe are a result of how dental care is handled in federal and state health 

policy, particularly the different policy approach for children compared to working-age adults and seniors. 

Comprehensive dental coverage is a requirement in Medicaid and CHIP programs and is part of the 

essential health benefit under the Affordable Care Act. As a result, over 90% of U.S. children are covered 

by dental insurance and this percentage has been increasing steadily the past two decades. Because 

dental care is an essential service, there are checks and balances in place to ensure a comprehensive 

basket of dental care services is covered for children with minimal cost-sharing among beneficiaries.  

For working-age adults and seniors, the policy approach has been very different. Dental care is not 

considered an essential health benefit. Medicaid programs are not required to cover dental care services 

for adults, and traditional Medicare does not cover dental services except in certain circumstances that 

are linked to medical procedures. The Affordable Care Act did not include adult dental care as an 

essential health benefit.  

As a result, there is considerable variation, for example, in adult dental coverage within state Medicaid 

programs. As of October 2022, only half of states provide comprehensive dental coverage to adults in 

their Medicaid programs.7 However, more and more states have added dental coverage for adults over 

the past several years, including all state Medicaid programs now providing dental coverage during 

pregnancy and for at least 60 days post-partum.8  

For seniors, dental coverage is an optional benefit within Medicare Advantage, with 94% of enrollees 

having some form of dental coverage as part of their plan. However, the range of dental care services 

covered within these plans varies considerably, with some covering only preventive services. Most plans 

have considerable coinsurance rates (e.g., 50%) for dental care services beyond routine check-ups and 

cleanings.9 There is very little data available on utilization rates for supplemental benefits, including dental 

care, among Medicare Advantage enrollees.10 However, a recent study found that dental care utilization 

rates and certain measures of oral health decline when people reach Medicare eligibility and, more 

significantly, there were no differences between enrollees in traditional Medicare compared to Medicare 

Advantage.11 Of all the supplemental benefits, Medicare Advantage enrollees report the most confusion 

and dissatisfaction about dental coverage.10 

Due to the very different policy approaches taken toward dental care for children compared to working-

age adults and seniors, we see vastly different degrees of financial barriers to dental care. A much larger 
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share of working-age adults and seniors report they cannot access needed dental care services due to 

affordability issues compared to children.12 Moreover, ‘cost’ is the top reason working-age adults and 

seniors are not able to access dental care, and financial barriers are more severe for dental care than any 

other health care service (e.g., prescription drugs, mental health, physician services). This is a direct 

consequence of policy choices.  

Essentially, our health policy approach disconnects the mouth from the body when you become an adult.  

Key Considerations for Policy Makers Moving Forward 

As policymakers consider ways to address the oral health issues facing the nation, there are some 

important findings from the data and evidence that I wish to highlight.   

The Economic and Fiscal Dividend of Improved Oral Health   

Beyond the fact that you cannot be healthy without a healthy mouth,13 there is compelling empirical 

evidence of the economic benefits associated with improved oral health. Oral health issues limit job 

prospects, hinder workplace productivity, and limit employee earnings. An estimated 29% of low-income 

adults in the U.S. report that the appearance of their mouth and teeth affects their ability to interview for a 

job.14 For low-income adults living in states that do not provide adult dental coverage in their Medicaid 

program, this figure jumps to 60%. When states provide comprehensive adult dental coverage in their 

Medicaid program, the job prospects of Medicaid beneficiaries improve and the effect is most significant 

for Black Medicaid beneficiaries.15 Investing in oral health improves job prospects and helps narrow 

economic disparities. 

There is new research linking improved oral health with reduced overall health care spending. These links 

are strongest for certain medical conditions like diabetes, heart disease, and pregnancy. One study 

shows that newly diagnosed diabetics see reductions in health care spending if they receive certain 

dental care treatments while those that go without dental care do not.16 Among pregnant women, when 

dental care is included as part of routine prenatal care, overall medical care costs associated with the 

pregnancy are lower.17  

Every 15 seconds in America, someone shows up at a hospital emergency department because of a 

dental issue. The estimated 2.1 million emergency department visits for dental conditions cost the U.S. 

health care system $2.7 billion each year, with Medicaid accounting for the largest share of this 

spending.18 This is an example of inefficient spending that could be avoided if more Americans had 

access to a dental home for routine care and prevention. 

The American Dental Association’s Health Policy Institute has developed a quantitative model to estimate 

the fiscal impact of alternative adult dental coverage policies in Medicaid on state budgets. In addition to 
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estimating additional dental care spending, the model incorporates the fiscal offsets associated with 

reduced emergency room costs as well as reduced medical care costs. The net cost of adding 

comprehensive adult dental benefits into all state Medicaid programs that currently do not provide such 

benefits is estimated at $836 million per year19. Detailed analysis has been provided to state legislatures 

in Maine, Hawaii, Virginia, and Florida.20-23 

Investing in oral health also impacts the local economy beyond reduced health care costs, improved job 

prospects, and overall wellbeing. Each dental practice is estimated to contribute $2.3 million annually to 

the local economy when the various direct and indirect effects are taken into consideration.24 Overall 

productivity losses associated with untreated oral disease were estimated to be $45.9 billion per year in 

the U.S., much higher than any other country.25  

As a nation, we are paying an economic penalty for how we address dental care within health policy.   

A Dental Workforce that is Sufficient, Diverse, Healthy and Located Where it is Needed Most  

As in much of health care, the COVID-19 pandemic significantly disrupted the labor market for dental 

team members. Dental practices are having a tough time finding qualified staff, particularly dental 

hygienists and dental assistants. As of March 2023, 96% of dentists report it is extremely or very difficult 

to fill vacant dental hygienist positions and 86% of dentists report the same for dental assistant 

positions.26 Enrollment in dental hygiene programs has only recently recovered to pre-pandemic levels 

while enrollment in dental assisting programs has been on a steady decline since before the pandemic.27 

As a result, the current staffing shortage for dental hygienists and dental assistants is likely to persist for 

several years. In the interim, there are strategies for employers to effectively recruit and retain staff28 and 

for state and federal policymakers to boost training capacity.29  

Like many other health care professions, the pandemic took a toll on the mental health and wellbeing of 

dental team members. Levels of anxiety and depression spiked mid-2020 and then steadily decreased 

through 2021.30   

Beyond the disruptions associated with the COVID-19 pandemic, the supply of dentists per capita is 

predicted to be steady through 2025 and then to increase significantly after that.31 However, between 

2011 and 2021, the number of dentists per 100,000 population increased from 60.8 to 62.8 in urban areas 

while decreasing from 37.3 to 36.5 in rural areas. This is an important issue to highlight, as geographic 

access to dental care providers in rural areas is much lower than in urban areas.32 There are several 

policy options to consider to attract and retain more dental care providers in rural areas, including loan 

forgiveness programs tied to geographic areas, education pathway programs, enhanced mobile clinics, 

alternative workforce models and scope of practice, and targeted visa programs, to name a few.33  
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Related to geographic access to dentists, it is important to note that conventional methods of designating 

‘shortage areas’ for dental care providers – including the methodology used by HRSA – are significantly 

flawed. Much has been written about the drawbacks, including a concise two-page summary,34 and the 

American Dental Association’s Health Policy Institute has developed an alternative, peer-reviewed 

methodology that addresses these shortcomings. The American Dental Association’s Health Policy 

Institute has offered, and continue to offer, to assist government agencies in any way to improve the data 

and methods for assessing provider adequacy. In the meantime, the analysis for every state, including a 

separate analysis for Medicaid beneficiaries, can be accessed on the American Dental Association’s 

Health Policy Institute website.35 

Among Medicaid beneficiaries, particularly adults, finding a dentist who participates in the Medicaid 

program is an important barrier to care in many states. One out of three dentists in the U.S. sees at least 

one Medicaid patient in the course of a year. A mere 18% of dentists see at least 100 Medicaid patients 

per year. There is significant variation in these kinds of statistics by state and dentist characteristics. At 

the state level, Vermont, Missouri, and Montana have the highest shares of dentists seeing a high volume 

of Medicaid patients.36  

Policymakers have a considerable body of evidence at their disposal to design effective policies that can 

boost provider participation in Medicaid. These ‘good practices’ are well documented and include 

streamlined credentialing and broader administrative practices, sufficient fees, patient navigation 

assistance to reduce missed appointments, and expanded scope of practice for dental team members. 

What has been studied less is the role of individual dentist characteristics and practice modalities in the 

Medicaid participation decision. New research37 indicates that, all else equal, racially and ethnically 

diverse dentists are far more likely to see a high volume of Medicaid patients. Dentists in large group 

practices are also more likely than solo practitioners to see a high volume of Medicaid patients. As dental 

school enrolment diversifies38 and more dentists practice in larger groups,39 this could lead to more 

dentists, in aggregate, participating in Medicaid.  

The dentist workforce does not reflect the U.S. population when it comes to racial and ethnic diversity. 

The latest data indicate that Black and Hispanic dentists are significantly under-represented in relation to 

the U.S. population overall.40 For example, 3.8% of dentists are Black compared to 12.4% of the U.S. 

population. Similarly, 5.9% of dentists are Hispanic compared to 18.4% of the U.S. population. Dental 

school enrollment data indicate a slight increase in diversity. For the 2021-22 school year, 7.3% of first-

year dental students were Black and 10.7% were Hispanic, meaning we can expect a more diverse 

workforce in the future. 
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The Importance of Addressing Cost Barriers to Dental Care  

The evidence is compelling that the most important barriers to dental care for working-age adults and 

seniors relate to affordability, particularly for those of low income. Lack of dental coverage as well as 

shortcomings in the status quo model of dental insurance for working-age adults and seniors are key 

factors driving up financial barriers to dental care. There are a host of policy approaches that could be 

explored to address affordability. These include improving transparency and accountability within the 

private dental insurance market through, for example, applying minimal loss ratios to dental insurance 

plans, setting out-of-pocket payment limits for patients or, even more simply, requiring better data 

reporting.41 The private dental insurance model as it currently operates is not true insurance, as it almost 

universally has an annual maximum benefit and significant coinsurance rates for services beyond 

prevention. Policymakers could explore broader reforms such as classifying dental care as an essential 

benefit for all age groups, using the key policy parameters around children’s dental care as a framework. 

Chairman Cardin and Ranking Member Daines, thank you again for this opportunity to share with you and 

the subcommittee some key data-driven insights on our nation’s oral health. The American Dental 

Association looks forward to working with the Senate Finance Committee to continue to tackle this 

important area of health policy. 
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