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Oral Health’s Relationship to Disease and Options for Expanding Services for 
Older Adults and Adults who Have Disabilities  

Executive Summary 

The 2016 Older Americans Act Reauthorization adds oral health to the list of its disease 
prevention and health promotion services.  This action highlights policymakers’ emphasis on 
oral health as a crucial component of the health and wellness of older adults.  Likewise, 
younger adults with disabilities need access to oral health and both groups could benefit from 
receiving oral health services. 
 
Research literature documents that a person’s overall health is related to their oral health.  This 
happens because a person’s mouth is the gateway to their gastrointestinal tract and the rest of 
their body.  Poor oral health is largely preventable and linked to chronic diseases, such as heart 
disease, stroke, and diabetes.  Older adults and adults with disabilities are at high risk of having 
poor oral health due to inadequate access to services.  Certain disabilities make oral hygiene 
tasks hard to complete, and obtaining services even more difficult.  
 
Publicly-funded dental preventive and treatment services for adults are sparse because 
Medicare covers only a few medically-related dental procedures, and many state Medicaid 
programs, which serve people with low income, have little dental coverage for adults.  Some 
funding for oral health is available under the Public Health Service Act through the Health 
Resources and Services Administration’s (HRSA) Community Health Centers program.  In 
addition, the Older Americans Act Title III now emphasizes oral health promotion programs.  

States have a number of options for expanding access to oral health, including: 

• expanding Medicaid dental benefits and providing incentives for beneficiaries to use 
them  

• encouraging Aging and Public Health Networks to coordinate in expanding oral health 
promotion 

• integrating oral health into primary medical care 
• enabling dentists to remotely supervise dental hygienists and dental therapists.  
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Oral Health’s Relationship to Disease and Options for Expanding Services for 
Older Adults and Adults who Have Disabilities  

 

Introduction 

The 2016 Older Americans Act Reauthorization added oral health to the list of its “disease 
prevention and health promotion services,” which the Aging Network1 delivers. This action 
highlights policymakers’ emphasis on oral health as a crucial component of the health and 
wellness of older adults. Likewise younger adults with disabilities need access to oral health.  
Both groups benefit from obtaining these services because the dental research literature 
documents that a person’s overall health is closely linked to their oral health.  For example, 
poor oral health, which is largely preventable, is a risk factor for chronic diseases, such as heart 
disease and stroke.   

Older adults and adults with disabilities are at high risk of having poor oral health due to 
inadequate access to services.  Certain disabilities may make oral hygiene tasks hard to 
complete and make access to services even more difficult.  Publicly-funded dental services for 
adults are sparse because Medicare covers very few medically-related dental procedures, and 
many state Medicaid programs have little dental coverage for adults.  Some funding for oral 
health is available through the Public Health Services Act’s funding of Community Health 
Centers and the Older Americans Act Title III now emphasizes oral health promotion services.  

This policy brief explores: 1) the causes and consequences of poor oral health; 2) prevention of 
poor oral health; 3) risk of poor oral health among older adults, racial and ethnic minorities, and 
adults with disabilities; 4) publicly-funded dental coverage; 5) state options for increasing 
funding for services; and 6) state options for improving access to oral health services through 
changes in primary health care and dental practice.  

1. Oral Health Problems and their Consequences 

Poor oral health is a preventable condition resulting from, among other things, inadequate oral 
hygiene and untreated infections.  Infections can occur in teeth and the periodontium, which is 
the structure that supports and surrounds the teeth.  Without treatment, tooth decay can 
result in tooth loss, abscess, bone loss, pain, and systemic infection.  Periodontal diseases are 
infections that: 1) may cause changes in the body that alter the immune system and the body’s 
tissues, and 2) are the primary cause of tooth loss in older adults.  Poor oral health is associated 
with serious chronic diseases and inadequate nutrition, and can lead to increased hospital use. 
When people with minor oral infections do not receive treatment, their conditions can progress 
to cellulitis, systemic infection, and death in some cases (Allareddy and colleagues, 2014).  “Dry 
mouth,” which can result from a number of medications that older adults and people with 

1 The Aging Network comprises the Administration on Aging, state units on aging, area agencies on aging and the 
associated aging services providers.  
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disabilities may use, can lead to increased risk of oral disease, including tooth decay and soft 
tissue problems (Berkey and Scannapieceo, 2013).   

1.a. Chronic Conditions 

Poor oral health can contribute to changes in diet, weight, and physical function and increase 
risks for chronic diseases (Griffin and colleagues, 2012).  Oral infections are associated with 
heart disease, stroke, diabetes, respiratory disease, cognitive impairment, and oral-digestive 
tract cancers (Eke and colleagues, 2016).  The strongest associations are for cardiovascular and 
respiratory disease, as well as exacerbation of diabetes (Berkey and Scannapeiceo, 2013). For 
example: 

• The number of missing teeth at baseline is associated with higher incidence over 13 
years of cardiovascular disease risk factors and events, heart attacks, diabetes, and 
death after controlling for demographic factors (Liljestrand and colleagues, 2015).  

• A meta-analysis of 22 articles showed that the risk of developing cardiovascular disease 
was 34% higher among people with periodontal disease than those without (Blaizot and 
colleagues, 2009).  

• Poor oral health is linked to pneumonia in older nursing home residents, which can lead 
to hospitalization, intensive care unit (ICU) use, and death. Pneumonia can result from 
bacteria in residents’ mouths moving into their respiratory tract through such events as 
aspiration of saliva (Paju and Scannapieco, 2007). 

• People with diabetes who have periodontitis may experience accelerated pancreatic 
failure and vascular disease (Hummel and colleagues, 2015).  

1.b. Hospital Use 

When people do not receive treatment for oral infections, they can become quite sick due to 
infection and the associated pain, and may even die.  Use of hospital emergency departments 
and inpatient services may increase as a result (Oral Health America, 2016; Wall and Vujicic, 
2015).  Lack of Medicaid coverage for adult dental services also contributed to higher hospital 
emergency department (ED) use in 3 states.  

• Allareddy and colleagues (2014) used the 2008-2010 Nationwide Emergency 
Department Sample to identify visits that involved patients with dental caries2 or other 
oral infections.  They found that among those visiting the emergency department with 
dental conditions, 57% were due to caries, 4.3% of the visits resulted in admission to the 
hospital, and 101 of these hospital patients died, with 85% of them dying solely due to 
the consequences of their dental condition.  About 71% of dental-care-related hospital 
ED visits occurred among people who lived in low-income areas.  As patients’ age 
increased, so did their hospital charges. 

• Cohen and colleagues (2002) studied the effects of a natural experiment when 
Maryland’s Medicaid program dropped dental coverage for adults in 1993 by comparing 
ED visits before and after that decision, while controlling for age, race, and gender.  The 

2 i.e., cavities 

4 
 

                                                           



Medicaid ED claims rose by 12% after the state dropped coverage.  A similar natural 
experiment occurred in Oregon, where researchers compared the dental and health 
services use of Medicaid beneficiaries with and without dental coverage in 2003-2005. 
The results were higher ED and ambulatory care use and more spending for those 
without dental coverage (Wallace and colleagues, 2011).  Likewise, California eliminated 
its Medicaid dental benefits in 2009 and researchers found that ED visits per 100,000 
people increased by 32.3% and ED costs due to dental emergencies increased by 68% 
(Singhal and colleagues, 2015).  

These studies demonstrate the importance of access to dental prevention and treatment 
services, which can help prevent more serious health conditions and hospital use.    

2. Prevention 

Simple techniques, such as regular tooth brushing, use of dental aids (electric toothbrush, 
flossing/water flossing), treatment of decay and other infections, and dental cleaning and 
exams are important for good oral health and have potential to reduce health care use.  People 
generally can avoid serious oral infections through good hygiene and preventive oral health 
care, when infections can be treated before they become serious.  For example:  

• A systematic review of the literature from 1996-2007 identified randomized-controlled 
trials showing that oral care (tooth brushing and occasional application of antibiotics) 
reduces the progression or occurrence of respiratory diseases in high-risk older people  
in hospitals or nursing homes (Sjogren and colleagues, 2008). 

• Institutionalized older adults benefit from improved oral care with fewer pneumonia 
episodes and days with a fever (Berkey and Scannapieceo, 2013; Linden and colleagues, 
2013).  

• Jeffcoat and colleagues (2014) compared the health care expenditures of people who 
had periodontal disease and received treatment to those with the condition who did 
not.  Both groups had dental insurance.  Using insurance claims data, they found that 
people who received treatment had significant reductions in total allowed health care 
expenditures and number of hospitalizations compared to those who did not receive 
treatment.  For people with diabetes, expenditures were 40% lower, for those with 
cardiovascular disease 41% lower, and those with cerebral vascular disease 11% lower. 
These results indicate that providing dental services has potential to reduce health care 
expenditures. 
  

3. Oral Health by Age, Minority Status, and Disability 

Prevention and access to services are particularly important for older adults and for adults with  
disabilities because these groups have worse oral health than those who are younger or have 
no disabilities.  In addition, people with lower incomes or minority status experience worse oral 
health than their peers.  These groups are particularly vulnerable to the consequences of poor 
oral health, as described above, and need better access to preventive services and dental 
treatments.  
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3.a. Age and Racial or Ethnic Minorities 

Older adults have very high rates of oral infections and tooth loss.  Total rates of periodontal 
disease ranged from 24.4% in adults aged 30-34 to 70.1% in adults aged 65 and over.  Moderate 
or severe periodontitis rates were 38% for adults aged 30 and over, and 64% for those aged 65 
and over (Eke and colleagues, 2012).  Twenty-one percent of adults aged 65 and over were 
edentulous (no natural teeth) in 2014 (Federal Interagency Forum on Aging Related Statistics, 
2016).   Edentulism rates increased with age; the prevalence for adults aged 85 and over was 
31.4%. 

The situation is worse for older adults with low incomes or who are minorities (CDC, accessed 
2016).  Forty-two percent of older people with family incomes below the poverty line were 
edentulous, compared with 22% of those above the poverty threshold (DHHS, 2012).  In 2014, 
non-Hispanic black adults aged 65 and over were more likely to be edentulous (28.2%) 
compared to non-Hispanic white (19.6%) and Hispanic adults (23.2%) (Federal Interagency 
Forum on Aging Related Statistics, 2016).  

Older adults with specific types of health conditions are prone to poor oral health.  These 
conditions include disability, cognitive impairment, visual problems, arthritis, and dry mouth 
(Berkey and Scannapieceo, 2013).   In addition, older nursing home residents have greater risk 
for tooth loss, periodontal disease, and poor oral hygiene than older community residents 
(Fisher-Owens and colleagues, 2008). 

Over time, advances in dental care and treatment have reduced the proportion of older adults 
who have no teeth (Griffin and colleagues, 2012; Eke and colleagues, 2016).  More access to 
better oral health care may continue to improve the situation.  

Much progress could be made for older adults, particularly those in poor health.  Only 43% of 
clients receiving Older Americans Act home delivered meals reported having had a dental visit 
within the last year in 2015  (ACL, 2016).  The Older American Act Nutrition Program targets 
services to older adults who are in poor health and have functional impairments. For example, 
45 percent of congregate participants and 63 percent of home-delivered participants have six 
or more medical conditions (Kowlessar, 2015). 

3.b. Disability 

Younger adults with disabilities, similar to older adults with a disability, have high risk of poor 
oral health (CDC, accessed 2016).  Analysis of the 2004 Behavior Risk Factor Surveillance Survey 
(BRFSS) showed that people with any disability were less likely than people without disabilities 
to have a dental visit in the past year and more likely to have no teeth (Armour and colleagues, 
2008).  A national study of people with physical disabilities showed that this group has a 57% 
higher risk of having an unmet need for dental services and this situation worsened between 
2002 and 2011 (Mahmoudi E and Meade M, 2015).  Proportionally more people with 
intellectual disabilities (ID) have untreated or poorly treated caries, gingivitis, and periodontal 
disease than their peers without ID.  Risks increase with age for those with ID (Owens and 
colleagues, 2006).  In a Massachusetts study, community dwelling adults aged 20 and over with 
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ID and access to dental health benefits had poorer oral health than the general population. 
Eighty percent had periodontal disease and 11% had no teeth. Their edentulism rates increased 
with age (Morgan and colleagues, 2012). 

Many barriers affect the ability of people with disabilities to receive oral health care, including: 
inability to transfer to a dental chair, difficulty filling out forms, needing sign language 
interpreters, not understanding or fearing dental exams, behavioral challenges, access to 
sedation and other accommodations, and unwillingness of some dental clinics to accept 
patients with disabilities (Horner-Johnson and Dobbertin, 2016).   Also, some people with ID 
don’t have the manual dexterity or cognitive ability to carry out daily oral hygiene themselves 
and their caregivers often don’t have the training or tools to help them.  This population also 
often takes medications that cause dry mouth or otherwise affect oral health (Anders and 
Davis, 2010). 

Barriers like these result in less use of prevention services.  A national study found that adults 
aged 18-64 with physical, cognitive, vision, hearing, or complex activity limitations had 
significantly higher rates of having less than 1 dental checkup per year, experiencing delays in 
getting dental care or being unable to get it.  All results remained significant after controlling 
for socio-economic variables and dental insurance status (Horner-Johnson and Dobbertin, 
2016).  About 53% of people with disabilities aged 18-64 and aged 65 and over had dental visits 
in the last year compared with 64.9% and 71.7%, respectively, of their peers without 
disabilities.  In 2013, 26.6% of people with any disability of any age did not get needed dental 
care due to cost, compared to 10.1% for those with no disabilities (DHHS Health United States, 
2014).  Attention to the unique needs of people with disabilities of any age is critical to making 
progress in improving their oral health and avoiding the consequences of failing to do so, which  
include the human cost, and the cost of other clinical care related to the lack of dental services.    

4. Publicly-funded Dental Health Coverage for Older Adults and Adults with Disabilities 

Among the barriers causing disparities in oral health for older adults and adults with disabilities 
are affordability and lack of dental coverage. Half of older adults with incomes below $35,000 
say they do not visit the dentist routinely because they cannot afford it (Oral Health America, 
2016).  Affordability is a critical issue for those who rely on Medicare or Medicaid because 
Medicare covers only certain medically-related dental services, and Medicaid for adults has 
limited dental benefits in many states.  Funding for Community Health Centers provides some 
relief to people with low incomes in medically underserved areas and the Older Americans Act 
program has a new impetus to engage in oral health promotion as a result of recent changes.  

4.a. Medicare 

The Social Security Act, Section 1862 (12), states that Medicare will not pay for services “in 
connection with the care, treatment, filling, removal, or replacement of teeth or structures 
directly supporting teeth.”  The Act provides for an exception under Medicare Part A “if the 
individual, because of his underlying medical condition and clinical status or because of the 
severity of the dental procedure, requires hospitalization…” (Social Security Act, accessed July 
2016). 
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In interpreting the Act, the Centers for Medicare & Medicaid Services (CMS) states that 
Medicare will pay for dental services that are an integral part either of a covered procedure 
(e.g., reconstruction of the jaw following accidental injury), or for extractions done in 
preparation for radiation treatment for neoplastic diseases involving the jaw. Medicare will also 
pay for oral examinations, but not treatment, preceding kidney transplantation or heart valve 
replacement, under certain circumstances (CMS, accessed July 2016) 

The Center for Medicare Advocacy argues that the controlling Medicare statute excludes only 
coverage of routine dental services, as described in its legislative history (National Medicare 
Advocates Alliance, 2009).  According to the Center for Medicare Advocacy, the fact that the 
dental exclusion in the Medicare statute is one in a list of exclusions of routine services is 
evidence that this exclusion was not meant to apply to those services that are reasonable and 
necessary for medical treatment (National Medicare Advocates Alliance, 2009).  In 2016, The 
Center for Medicare Advocacy further stated that it “firmly believes that CMS has the legal 
authority under the Medicare statute to cover medically necessary oral health care – that is, 
treatment deemed necessary by a physician when a patient’s medical condition is or will likely 
be complicated by an untreated oral health problem.”  The Center for Medicare Advocacy 
makes several additional arguments to support this contention including those related to 
language in the Senate Report explaining the legislative intent, Medicare’s inclusion of dentists 
in its definition of physicians, and the governing statute, which permits payment for dental 
services in relationship to physician services (Center for Medicare Advocacy, 2016).  
 
The above discussion centers on dental services under “traditional Medicare,” which operates 
under a fee-for-services system.  Enrollees in Medicare Advantage plans, which generally 
receive per capita payment, may have access to dental services, if their plans offer them.  
 

4.b.Medicaid 

State Medicaid programs are required to cover dental services for children under age 21, but 
they generally are not required to do so for adults. The exception is when a dentist’s “medical 
and surgical services … would be considered physician services if a physician provided them”  
(CMS, 1991).  At least two interpretations of this regulation exist.  Chazin and colleagues (2014) 
at the Center for Health Care Strategies state that, “Federal regulations require states that are 
not providing any dental benefits for adults to at least reimburse medical and surgical services 
related to an oral health problem if delivered by a medical or dental provider.”  Its citation goes 
back to the CMS rule published in 1991.  California’s Medi-Cal program eliminated “most adult 
dental services” in 2009, with the exception of what the state termed “federally required adult 
dental services.” The state then listed more than 150 medical procedure codes, which it 
describes as federally-required services (Denti-Cal Bulletin, 2009).  
 
Regardless of the regulatory interpretation, Medicaid adult dental benefits under the State 
optional service vary widely across states and many states limit coverage primarily to 
emergency services. For example, as of February 2015: 
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• 19 states provided emergency-only adult dental benefits for non-pregnant, non-disabled 
adults; 

• 27 states covered preventive services; 
• 26 states covered restorative services; 
• 19 states covered periodontal services; 
• 25 states covered dentures; 
• 25 states covered oral surgery; 
• 2 states covered orthodontia; and 
• 9 states placed an annual dollar limit on covered dental services (MACPAC, 2015). 

Note that the optional dental benefit is not the only choice states have.  They can provide 
dental benefits to limited populations through various Medicaid waivers, including home and 
community-based services (HCBS) waivers. In 2015, 13 states and DC included some oral health 
benefits in at least one of their HCBS waivers; primarily to people with intellectual or 
developmental disabilities (NASUAD, 2016). 

Barriers to oral health care access, even in states with Medicaid dental benefits, include: 
beneficiaries not knowing they have such benefits, shortages of providers willing to serve 
Medicaid beneficiaries, relatively low reimbursement rates, and few incentives to integrate oral 
health into mainstream health care (Chazin and Crawford, 2016).  

Attention to limited Medicare dental services, uneven Medicaid dental coverage, and multiple 
service barriers could help older adults and adults with disabilities avoid oral infections and the 
consequences to their general health.  

4.c. Community Health Centers 

HRSA manages the Community Health Center program, which provides important dental 
services to populations with little access to care using Public Health Services Act funding. These  
Health Centers are community-based providers that offer primary care services in underserved 
areas. Health Centers must meet a stringent set of requirements, including providing care to 
people of all ages on a sliding fee scale based on ability to pay.  Health Centers include: 
Federally Qualified Health Centers and their “look-alikes3,” Community Health Centers, Migrant 
Health Centers, Health Care for the Homeless, and Health Centers for Residents of Public 
Housing.  According to HRSA, about 1 in 14 people use a Health Center for medical care. Nearly 
1,400 health centers operate 9,800 service delivery sites in every U.S. state, the District of 
Columbia (DC), Puerto Rico, the Virgin Islands and the Pacific Basin (DHHS, HRSA, (a) accessed 
on August 11, 2016).  

Dental services are among those that Health Centers must arrange for or provide themselves.  
The definition of primary health services includes, “preventive dental services provided by a 
licensed dentist or other qualified personnel, including (i) oral hygiene instruction; (ii) oral 

3 “Look-alikes” are community health centers that meet all requirements for federally qualified health centers, but 
do not receive HRSA funds. Seventy of the 1400 Community Health Centers are “look-alikes.” 
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prophylaxis, as necessary; and (iii) topical application of fluorides, and the prescription of 
fluorides for systemic use when not available in the community water supply.”  Supplemental 
services include “dental services other than those provided as primary health services.”(42 CFR 
Chapter I, Subchapter D, Part 51, subpart A, section 102, (h)(6).  

In 2014, Community Health Centers served about 4.7 million dental patients and provided 
nearly 12 million oral health visits (DHHS/HRSA (b) June 16, 2016).  In 2016, 420 health centers 
in 47 states, DC, and Puerto Rico received $156 million to expand these services and increase 
access to integrated oral health care services and improve outcomes for their patients.  

4.d. Older Americans Act, Title III-D 

The 2016 Older Americans Act Reauthorization adds “oral health” to the Title I definition of 
Disease Prevention and Health Promotion services. The addition of “oral health” to the OAA’s 
definition highlights that oral health is a crucial component of the health and wellness of older 
adults.  However, as with all disease prevention and health promotion activities funded under 
Title III-D, funds are limited and oral health activities must be part of an evidence-based 
program.   
 
5. State Options for Increasing Funding for Oral Health Services for Older Adults and Younger 

Adults with Disabilities 

Section 4 above describes several sources of funding for oral health promotion, disease 
prevention, and treatment.  The biggest opportunity for states is to expand their Medicaid 
dental coverage so that all adults, including those who are older or have disabilities, can access 
preventive services and treatment to prevent caries or infections from becoming serious. States 
receive federal matching funds when they provide Medicaid’s optional dental services for 
adults4 or dental services under a Medicaid waiver.  In addition, states can ensure that 
Medicaid beneficiaries with disabilities of any age have the medical equipment they may need 
to effectively clean their teeth and gums.   

States that expand their dental coverage or already have coverage could educate Medicaid 
beneficiaries about their benefits and provide incentives for them to seek preventive services 
and treatment. In addition, states could provide incentives to dentists to accept more Medicaid 
patients and to Medicaid managed care organizations to integrate oral health into their health 
care networks and systems (Chazin and Crawford, 2016).  

States can encourage connections between older adults and adults with disabilities and 
Community Health Centers in underserved areas.  This is an important link because, as stated 
above, these Centers must provide preventive dental services to adults, regardless of ability to 
pay or presence of disability, on a sliding fee scale basis (Yalowich and Corso, 2015).  Health 
Centers also can receive Medicare and Medicaid reimbursement for providing services to these 
populations.   

4 Note that Medicaid dental services are mandatory for children under the Affordable Care Act.  
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States can encourage their Aging and Public health networks to coordinate and expand delivery 
of preventive, education, and oral health to older adults and adults with disabilities (Griffin and 
colleagues, 2012).  Although funding amounts for such efforts are limited, the Networks have 
tremendous reach in their states and communities.  

6. State Options for Improving Access to Oral Health Services for Adults with Disabilities and 
Older Adults 

 
Funding is not the only option states have.  Federal agencies and national workgroups have 
long recognized the relationship between oral health and good overall health and have 
published blue prints for improving it.  HRSA asked the Institute of Medicine and the National 
Research Council to convene experts to address access to oral health care in the United States.  
In 2011, these groups issued reports with recommendations about oral health.5  Among the 
recommendations’ basic approaches are to integrate oral health into primary health care 
practice, expand the scope of practice among professionals involved in oral health care, and 
promote related coverage.  HRSA recommends the following in response to the IOM reports: 
increased integration of oral health into primary care health practices, enhanced adoption of 
clinical oral health competencies, and modified payment to encourage these changes (DHHS, 
2014). 

Building on the IOM’s reports, a broad group of dental and primary health care providers 
propose to integrate oral health care into primary health care settings (Hummel and colleagues, 
2015). This group recommends that providers: ask their patients about oral health risk factors, 
look for signs of oral health risk or active disease, decide on an appropriate response, offer 
preventive services or referrals, and document the interaction with patients.   

Researchers’ recommendations to improve dental care for older adults are to incorporate these 
services into general health care, engage in community education programs, and provide a 
safety net for prevention services (Van der Putten and colleagues, 2014).  

States can promote integration of oral health care into primary care settings and increase 
access to use these recommendations in innovative ways, including:  

• Encouraging primary care health practices to screen older adults and adults with 
disabilities for oral health problems and refer them to dentists and other dental 
practitioners they can access when necessary. 

• Encouraging hospitals to develop formal referral relationships with safety net dental 
providers (Allareddy and colleagues, 2014).  Referral networks can help older adults and 
adults with disabilities get the preventive and treatment services that they need and 
hospital emergency departments generally do not provide. For example, the University 
of Maryland’s School of Dentistry has an arrangement with a local hospital, where the 
hospital refers people to the School when they have acute problems, such as the need 
for a wisdom tooth extraction (Cohn, 2016)  

5 Advancing Oral Health in America, April 2011 and Improving Access to Oral Health Care for Vulnerable and 
Underserved Populations, July 2011.  
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• Extending oral health through the use of “dental therapists,” whose scope of practice 
varies but generally includes preventive and “simple” restorative services like filling 
cavities and extraction of primary teeth. Indian Country in Alaska and the state of 
Minnesota have such arrangements (Yalowich and Corso, 2015).  Again, this type of 
practitioner can serve people otherwise lacking access to oral health. 

• Using a “virtual dental home” that ensures dental hygienists have dentists who can 
remotely supervise their work. California has demonstrated this concept (Yalowich and 
Corso, 2015).  This approach could extend oral health for hard to reach populations.  

 
Implementing some of these concepts might require changes in state laws. 

 
Conclusion 

Older adults and adults with disabilities have a unique and challenging set of barriers to 
receiving needed dental preventive and treatment services. Barriers include affordability and 
accessibility of services.  These groups or their caregivers also may not be aware of the 
importance of hygiene and using oral health services to help preserve their health, and may not 
be aware of the consequences of poor care until they occur.   

Consequences of inadequate access to services include increased risk related to certain chronic 
diseases, avoidable hospital use, and, sometimes, death.  Among the options states have for 
addressing these problems are integrating oral health into primary care; expanding use of 
dentist extenders, like hygienists; expanding Medicaid dental coverage, and ensuring that older 
adults and adults with disabilities have access to services through their Medicaid managed care 
plans and Community Health Centers.  Education of older adults, people with disabilities and 
their caregivers through the Aging and Public Health Networks is critical too.  

Another step could be evaluating whether Medicare and Medicaid dental health benefits could 
or should be extended to a more broad set of medically-related dental services.  For example, 
there is adequate evidence that diabetes and cardiovascular disease are intertwined with poor 
oral health, with each condition making the other worse.  Would it be permissible under federal 
law for Medicare and Medicaid to provide dental treatments to adults that improve medical 
conditions?  This would be a more expansive interpretation of federal law than that in use 
today.  

 

 

 

 

 

 

12 
 



References: 

Administration for Community Living, (2016).  State Program Report Data. Retrieved August 22, 
2016 at http://www.agid.acl.gov/.  

Allareddy V, Rampa S, Lee M, Allareddy V, Nalliah  R, “Hospital-based Emergency Department 
Visits involving Dental Conditions,” Journal of the American Dental Association, 2014, vol.145, 
no.4, pgs.331-337. 

Anders P, Davis E, “Oral Health of Patients with Intellectual Disabilities: a Systematic Review,” 
Special Care Dentistry, 2010, vol.30, no.3, pgs.110-117. 

Armour B, Swanson M, Waldman H, Perlman S, “A Profile of State-level Differences in the Oral 
Health of People with and without Disabilities, in the U.S., in 2004,” Public Health Reports, 
2008, vol.123, pgs.67-75. 

Berkey D, Scannapieco F, “Medical Considerations Relating to the Oral Health of Older Adults,” 
Special Care in Dentistry, 2013, vol.33, no.4, pgs.164-176. 

Blaizot A, Vergnes J, Nuwwareh S, Amar J, Sixou M, “Periodontal Diseases and Cardiovascular 
events: Meta-analysis of Observational Studies,” International Dental Journal, 2009, vol.59, 
pgs.197-209. 

Centers for Disease Control and Prevention, Oral Health for Older Americans, accessed July 
2016 at: 
http://www.cdc.gov/oralhealth/publications/factsheets/adult_oral_health/adult_older.htm  

Center for Medicare Advocacy, May 2016—Medicare’s Coverage of Oral Health & Other Issues, 
accessed from www.medicareadvocacy.org on August 18, 2016.  

Centers for Medicare & Medicaid Services, Department of Health and Human Services. Public 
Health; Medical Assistance; Services; Final Rule.42 CFR Chapter IV 440.50. March 1991 

Centers for Medicare & Medicaid Services, Medicare Dental Coverage, accessed July 2016 at 
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redirect=/Me
dicareDentalCoverage/  

Chazin S, Crawford M, Oral Health Integration in Statewide Delivery System and Payment 
Reform, Center for Health Care Strategies, Inc. 2016 

Chazin S, Guerra V, McMahon S, Strategies to Improve Dental Benefits for the Medicaid 
Expansion Population, Center for Health Care Strategies, Inc., 2014. 

Cohen L, Manski R, Magder l, Mullins C, “Dental Visits to Hospital Emergency Departments by 
Adults Receiving Medicaid, Assessing their Use,” Journal of the American Dental Association, 
vol.133, pgs.715-724. 

13 
 

http://www.agid.acl.gov/
http://www.cdc.gov/oralhealth/publications/factsheets/adult_oral_health/adult_older.htm
http://www.medicareadvocacy.org/
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redirect=/MedicareDentalCoverage/
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redirect=/MedicareDentalCoverage/


Cohn M, “U-Md. teams with hospital to provide dental care for low-income adults,” 
Washington Post, August 21, 2016.  Accessed at: https://www.washingtonpost.com/local/u-
md-teams-with-hospital-to-provide-dental-care-for-low-income-adults/2016/08/21/0264ea6e-
655c-11e6-96c0-37533479f3f5_story.html  

Denti-Cal Bulletin, “Elimination of Most Adult Dental Services,” Denti-Cal Bulletin, 2009, vol.25, 
no.22.  

DHHS Oral Health Coordinating Committee, Oral Health Strategic Framework 2014-2017, 
Accessed May 2016 at: www.publichealthreports.org/issueopen.cfm?articleID=3498  

DHHS, Health Resources and Services Administration, (a) What is a Health Center? At: 
http://www.bphc.hrsa.gov/about/what-is-a-health-center/index.html, accessed August 11, 
2016. 

DHHS, Health Resources and Services Administration, (b) HHS Awards $156 Million to Health 
Centers to Expand Oral Health Services, June 16, 2016. Accessed at: 
http://www.hhs.gov/about/news/2016/06/16/hhs-awards-156-million-to-health-centers.html 
on August 11, 2016.  

DHHS, Health Resources and Services Administration, Integration of Oral Health and Primary 
Care Practice, 2014. 

DHHS, Health United States, 2014. Accessed July 2016 at: 
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwijhdyoy
dzNAhWFXR4KHQWSCdUQFgghMAA&url=http%3A%2F%2Fwww.cdc.gov%2Fnchs%2Fdata%2Fh
us%2Fhus14.pdf&usg=AFQjCNG0vCxGHBcMadr-J80gch_MLC9MPg&sig2=OU_ilbJIYIyMA-aC-Fg-
HA 

DHHS, Older Americans 2012, Key Indicators of Well-being. Accessed at: 
http://www.agingstats.gov/agingstatsdotnet/main_site/default.aspx on July 5, 2016.  
 
Eke P, Wei L, Borgnakke W, Thornton-Evans G, Zhang X, Lu H, McGurie L, Genco R, 
“Periodontitis Prevalence in Adults ≥ 65 Years of Age, in the USA,” Periodontology 2000, 2016, 
vol.72, no.1, pgs. 76-95.  

Eke P, Dye B, Wei L, Thornton-Evans G, Genco R, “Prevalence of Periodontitis in Adults in the 
United States: 2009 and 2010,” Journal of Dental Research, 2012, vol.91, no.10, pgs.914-920.  

Federal Interagency Forum on Aging Related Statistics, 2016 Older Americans Key Indicators of 
Well-Being,  

Fisher-Owens S, Barker J, Adams S, Chung L, GanskyS, Hyde S, Weintraub J, “Giving Policy Some 
Teeth: Routes to Reducing Disparities in Oral Health,” Health Affairs, 2008, vol.27, no.2, 
pgs.404-412. 

14 
 

https://www.washingtonpost.com/local/u-md-teams-with-hospital-to-provide-dental-care-for-low-income-adults/2016/08/21/0264ea6e-655c-11e6-96c0-37533479f3f5_story.html
https://www.washingtonpost.com/local/u-md-teams-with-hospital-to-provide-dental-care-for-low-income-adults/2016/08/21/0264ea6e-655c-11e6-96c0-37533479f3f5_story.html
https://www.washingtonpost.com/local/u-md-teams-with-hospital-to-provide-dental-care-for-low-income-adults/2016/08/21/0264ea6e-655c-11e6-96c0-37533479f3f5_story.html
http://www.publichealthreports.org/issueopen.cfm?articleID=3498
http://www.bphc.hrsa.gov/about/what-is-a-health-center/index.html
http://www.hhs.gov/about/news/2016/06/16/hhs-awards-156-million-to-health-centers.html%20on%20August%2011
http://www.hhs.gov/about/news/2016/06/16/hhs-awards-156-million-to-health-centers.html%20on%20August%2011
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwijhdyoydzNAhWFXR4KHQWSCdUQFgghMAA&url=http%3A%2F%2Fwww.cdc.gov%2Fnchs%2Fdata%2Fhus%2Fhus14.pdf&usg=AFQjCNG0vCxGHBcMadr-J80gch_MLC9MPg&sig2=OU_ilbJIYIyMA-aC-Fg-HA
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwijhdyoydzNAhWFXR4KHQWSCdUQFgghMAA&url=http%3A%2F%2Fwww.cdc.gov%2Fnchs%2Fdata%2Fhus%2Fhus14.pdf&usg=AFQjCNG0vCxGHBcMadr-J80gch_MLC9MPg&sig2=OU_ilbJIYIyMA-aC-Fg-HA
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwijhdyoydzNAhWFXR4KHQWSCdUQFgghMAA&url=http%3A%2F%2Fwww.cdc.gov%2Fnchs%2Fdata%2Fhus%2Fhus14.pdf&usg=AFQjCNG0vCxGHBcMadr-J80gch_MLC9MPg&sig2=OU_ilbJIYIyMA-aC-Fg-HA
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwijhdyoydzNAhWFXR4KHQWSCdUQFgghMAA&url=http%3A%2F%2Fwww.cdc.gov%2Fnchs%2Fdata%2Fhus%2Fhus14.pdf&usg=AFQjCNG0vCxGHBcMadr-J80gch_MLC9MPg&sig2=OU_ilbJIYIyMA-aC-Fg-HA
http://www.agingstats.gov/agingstatsdotnet/main_site/default.aspx


Griffin S, Jones J, Brunson D, Griffin P, Bailey W, “ Burden of Oral Disease among Older Adults 
and Implication for Public Health Priorities,” American Journal of Public Health, 2012, vol.102, 
no.3, pgs.411-418.  

Jeffcoat M, Jeffcoat R, Gladowski P, Bramson J, BlumJ, “Impact of Periodontal Therapy on 
General Health, Evidence from Insurance Data for Five Systemic Conditions,” American Journal 
of Preventive Medicine, 2014, vol.47, no.2, pgs. 166-174.  

Horner-Johnson W, Dobbertin K, “Dental Insurance and Dental Care among Working-age 
Adults: Differences by Type and Complexity of Disability,” Journal of Public Health Dentistry, 
March 2016.  

Hummel J, Phillips K, Holt B, Hayes C, Oral Health: An Essential component of Primary Care, 
Qualis Health, 2015.  Accessed June 2016 at: 
http://www.safetynetmedicalhome.org/resources-tools/white-papers . 

Institute of Medicine of the National Academies, Advancing Oral Health in America, 2011, 
accessed July 2016 at http://www.nationalacademies.org/hmd/Reports/2011/Advancing-Oral-
Health-in-America.aspx  

Kowlessar N, RobinsonK, Schur C “Older Americans Benefit from Older Americans Act Nutrition 
Programs, Research Brief, no.8, September 2015  Administration for Community Living. 

Liljestrand J, Havulinna A, Paju S, Mannisto S, Pussinen P, “ Missing Teeth Predict Incident 
Cardiovascular Events, Diabetes, and Death,” Journal of Dental Research, 2015, vol.94, no.8, 
pgs.1055-1062.  

Linden G, Lyons A, Scannapieco F, “Periodontal Systemic Associations: Review of the Evidence,” 
Journal of Periodontology, 2013, vol.84, no.4 supplement, pgs. S8-S19. 

Mahmoudi E, Meade M, “Disparities in Access to Health Care among Adults with Physical 
Disabilites: Analysis of a Representative National Sample for a Ten-year Period, Disability and 
Health Journal, 2015, vol.8, pgs.182-190. 

Medicaid and CHIP Payment and Access Commission, Report to Congress on Medicaid and CHIP, 
2015. Accessed June 2016 at: https://www.macpac.gov/publication/june-2015-report-to-
congress-on-medicaid-and-chip/  

Morgan J, Minihan P, Stark P, Finkelman M, Yantsides K, Park A, Nobles C, Tao W, Must A, “The 
Oral Health Status of 4,732 Adults with Intellectual and Developmental Disabilities,” Journal of 
the American Dental Association, 2012, vol.143, no.8, pgs.838-846. 

National Medicare Advocates Alliance, Medicare Coverage of Dental Services, Issue Brief #1, 
Center for Medicare Advocacy, Inc.,  February 2009.    

NASUAD, Medicaid Oral Health Coverage for Older Adults and People with Disabilities, National 
Association of States United for Aging and Disability, September 2016.  

15 
 

http://www.safetynetmedicalhome.org/resources-tools/white-papers
http://www.nationalacademies.org/hmd/Reports/2011/Advancing-Oral-Health-in-America.aspx
http://www.nationalacademies.org/hmd/Reports/2011/Advancing-Oral-Health-in-America.aspx
https://www.macpac.gov/publication/june-2015-report-to-congress-on-medicaid-and-chip/
https://www.macpac.gov/publication/june-2015-report-to-congress-on-medicaid-and-chip/


Oral Health America, A State of Decay, Are Older Americans Coming of Age without Oral Health 
Care?, vol.III, 2016. 

Owens P, Kerker B, Zigler E, Horwitz S, “Vision and Oral Health Needs of Individuals with 
Intellectual Disability,” Mental Retardation and Developmental Disabilities Research Reviews, 
2006, vol.12, pgs.28-40. 

Paju S, Scannapieco F, Oral Biofilms, Periodontitis, and Pulmonary Infections, Oral Diseases, 
2007, vol.13, pgs.508-512. 

Singhal A, Caplan D, Jones M, Momany E, Kuthy R, Buresh C, Isman R, Damiano P, “Eliminating 
Medicaid Adult Dental Coverage in California Led to Increased Dental Emergency Visist and 
Associated Costs,” Health Affairs, 2015, vol.34, no.5, pgs. 749-756. 

Sjogren P, Nilsson E, Forsell M, Johansson O, Hoogstraate J, “A Systematic Review of the 
Preventive Effect of Oral Hygiene on Pneumonia and Respiratory Tract Infection in Elderly 
People in Hospitals and Nursing Homes: Effect Estimates and Methodological Quality of 
Randomized Controlled Trials,” Journal of the American Geriatrics Society, 2008, vol.56, pgs. 
2124-2130.  

Social Security Act, accessed July 2016 at: 
https://www.ssa.gov/OP_Home/ssact/title18/1862.htm  

Van der Putten G, de Baat C, de Visschere L, Schols J, “ Poor Oral Health16,, a Potential New 
Geriatric Syndrome,” Gerodontology, 2014, vol.31, Supplement 1, pgs. 17-24. 

Wall T, Vujicic M, Emergency Department Use for Dental Conditions Continues to Increase, 
American Dental Association Health Policy Institute, 2015.  

Wallace N, Carlson M, Mosen D, Snyder J, Wright B, “The Individual and Program Impacts of 
Eliminating Medicaid Dental Benefits in the Oregon Health Plan,” American Journal of Public 
Health, 2011, vol.101, no.11, pgs.2144-2150. 

Yalowich R, Corso C, Enhancing Oral Health Access through Safety Net Partnerships: A Primer 
and Resource Guide for Medicaid Agencies, National Academy for State Health Policy, 2015. 
Accessed June 2016 at: http://www.nashp.org/enhancing-oral-health-access-through-safety-
net-partnerships-a-primer-and-resource-guide-for-medicaid-agencies/  

16 
 

http://www.nashp.org/enhancing-oral-health-access-through-safety-net-partnerships-a-primer-and-resource-guide-for-medicaid-agencies/
http://www.nashp.org/enhancing-oral-health-access-through-safety-net-partnerships-a-primer-and-resource-guide-for-medicaid-agencies/



Accessibility Report


		Filename: 

		OralHealthPaper101316.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found problems which may prevent the document from being fully accessible.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 1

		Passed: 27

		Failed: 2




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Failed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Failed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top
