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According to two former U.S. Surgeon 
Generals, oral disease is a silent 
epidemic affecting some of our most 
vulnerable citizens. Providing oral 
health care to people throughout their 
lives improves individuals’ economic 
well-being as well as their overall 
physical and psychological health.1

However, millions of low-income adults lack coverage 
for oral health care and cannot afford it. Your state can 
make a difference by joining 16 other states that now 
provide adults covered by Medicaid with extensive oral 
health benefits.2

Top reasons your state should offer 
extensive oral health care to adults 
covered by Medicaid:

1. Adding comprehensive oral health benefits to 
Medicaid can be cost-effective for state budgets. 
In 2016, the American Dental Association estimated 
that adding an extensive Medicaid dental benefit would 
increase a state’s Medicaid spending by only 0.4 to 2.1 
percent.6  By adding this benefit, your state’s low-income 
population will experience fewer oral health-related 
emergency visits, better manage their chronic diseases, 
and more easily get jobs.

2. Without dental coverage, low-income adults 
face major barriers to getting oral care. 
A quarter of low-income adults report that in the last 
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4. Your state can save money for people 
with chronic diseases. 
Four recent studies have analyzed the insurance 
claims of people with chronic diseases linked to oral 
health, such as diabetes, congestive heart failure, 
asthma, COPD, coronary artery disease, and chronic 
kidney or renal disease. All four studies found that 
overall medical costs were lower for people who 
received periodontal treatment and cleanings.9 

5. States that cover oral health care in their 
Medicaid programs see a difference. 
Data from Oregon showed that Medicaid enrollees 
with comprehensive dental benefits are three times 
more likely to get their dental needs met and much 
more likely to get annual dental checkups than 
low-income people without dental benefits.10 A 
recent state report card shows that states that do 
not provide regular and comprehensive dental care 
through their Medicaid programs include those with 
the highest rates of complete tooth loss among the 
elderly.11  

12 months, they did not get needed dental care due 
to the cost.3 This lack of regular care causes problems 
throughout their lives. Low-income adults are more 
than twice as likely to have untreated dental caries 
(the bacterial disease that causes cavities) as higher-
income adults,4 more than 20 percent have unfilled 
cavities, and more than 50 percent are missing six or 
more of their teeth.5

3. Your state can save money in emergency care. 
People with severe pain from oral health conditions 
often end up in emergency rooms, where they get drugs 
for their pain (such as opioids) and antibiotics rather 
than complete care. This is costly and ineffective. Studies 
show that ER-related dental visits significantly increase 
when states eliminate Medicaid dental coverage during 
tough budget years.7  In 2012, emergency dental 
visits cost the U.S. health care system $1.6 billion. The 
American Dental Association estimates that up to 79 
percent of emergency department dental visits could be 
diverted to community settings, saving about 48 percent 
of the cost of each visit (for example, treating a dental 
emergency might cost $750 in an ER vs. $390 in the 
community setting.)8 

People with severe 
pain from oral health 
conditions often end 
up in emergency 
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9. Poor oral health makes it hard to get jobs. 
It is common knowledge that people should smile in 
job interviews and that employers are less likely to hire 
people with missing teeth, especially for jobs that entail 
interacting with the public.16  Yet many low-income 
adults have missing or damaged teeth. More than one-
fourth (29 percent) of low-income adults report that 
the appearance of their mouth and teeth affects their 
ability to interview for a job.17  Low-income adults are 
twice as likely to have this problem as higher-income 
adults. Employers may fear that employees with dental 
problems will miss work days or be less productive. In 
fact, in FY 2008, more than half of U.S. Army recruits 
were classified as non-deployable unless they got 
treatment for urgent dental conditions that would likely 
cause a dental emergency within 12 months!18 

6. Untreated oral health conditions cause other 
diseases and even death. 
About as many people die of oral cancer each year as 
die of skin cancer or cervical cancer.12  Without regular 
access to dental care, this oral cancer often goes 
undetected until it is too late.  
 
Bacteria from untreated oral abscesses can spread to 
the brain or the heart, causing death.13  
 
Poor oral health of pregnant women is linked to risks 
such as pre-term birth, low birth weight, and pre-
eclampsia.14 

7. The mouth is the gateway to the body and 
one of the first indicators of health.  
Research shows that diseases such as diabetes, 
leukemia, HIV/AIDS, some cancers, heart disease, 
and kidney disease have oral manifestations. Besides 
causing pain and difficulty eating, poor oral health can 
lead to problems with the heart and other organs.

8. Oral health care helps people save their 
teeth and continue to eat well as they get older. 
Among people 65 and older with incomes under 
$15,000, nearly three out of five people have lost six 
or more of their teeth. More than one in four have lost 
all of their teeth due to decay or gum diseases. Unable 
to chew properly, many elderly people can’t eat fruits 
and vegetables, and many are on soft diets—but soft 
food can cling to the gums and remaining teeth, further 
aggravating problems.15  

Your state should provide extensive oral health care 
to adults covered through Medicaid because it is cost-
effective, eliminates excruciating and unnecessary mouth 
pain, increases the likelihood of catching disease before it 
worsens, improves people’s ability to eat and follow good 
nutrition, helps adults get jobs, and improves not only oral 
health but overall health.
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