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Issue Brief

Improving Oral Health Care: ACA Initiatives and IOM
Recommendations
Introduction
Good oral health is essential to good overall health. The largely preventable problem of poor oral health has widespread
repercussions ranging from lost time at school and work to reduced quality of life and increased incidence of non-oral
health problems. It is exacerbated by lack of access to quality care and disproportionately concentrated among
underserved people.
In 2000, the Surgeon General released a groundbreaking examination of the state of oral health in America. While noting
that progress had been made over the previous half-century, the Surgeon General concluded that a “silent epidemic” of
untreated dental and oral diseases exists throughout the country. He called for a national partnership to improve the oral
1
health care delivery system and to address disparities in access to care.
In 2011, the Institute of Medicine (IOM) released two reports that examine the progress that has been made since the
2
Surgeon General’s report. The IOM concludes that many oral health problems stem from poor oral health care and sets
forth strategies and recommendations to improve access to care, particularly among underserved and vulnerable
populations. The Patient Protection and Affordable Care Act (ACA) contains a number of provisions that target poor oral
health directly, as well as a large number designed to increase access to care and quality of public health and health care
3
in general.
This Issue Brief describes the problem of poor oral health care in America. It then discusses the solutions suggested by
the 2011 IOM reports and the provisions of the ACA intended to positively impact oral health care in America.

Discussion
4

Nearly all adults have had cavities and most adults over age twenty-five have some form of periodontal disease. Many
5
Americans also suffer from other oral health conditions, including oral and throat cancer, oral herpes and cleft palate.
Cavities, which strike five times more five-to-seventeen year olds than asthma, are the most common chronic illness of
6
childhood.
7

Approximately one in five children aged two to eleven have untreated tooth decay in their primary teeth. Forty-two
percent of six- to-nineteen-year-olds have had cavities in their permanent teeth, and approximately fourteen percent have
8
untreated tooth decay. By age seventeen, over seven percent of American children have lost at least one tooth due to

decay; the average fifty-year-old has lost twelve teeth and by age sixty-five over one quarter of Americans have lost all
9
their teeth.
Poor oral health has severe negative repercussions on overall health, productivity and quality of life. Untreated oral health
10
problems in children can result in attention deficits, trouble in school and problems sleeping and eating. Employed adults
lose more than 164 million hours of work each year due to dental disease and dental visits, and in 2009 over 830,000
11
emergency room visits were the result of preventable dental conditions. Poor oral health is also associated with a
12
number of other diseases, including diabetes, stroke and respiratory disease. In older adults, poor oral health is
13
significantly associated with disability and reduction in mobility.

Wide Disparities in Access and Outcomes
14

Poor and underserved Americans are both more likely to need dental services and less likely to receive them. According
to the National Center for Health Statistics (NCHS), 4.6 million children did not obtain needed dental care in 2008 because
15
they could not afford to see a dentist. People who live below the federal poverty line (FPL) are less than half as likely to
16
have visited a dentist in the past year as those whose incomes are over 400 percent of the FPL. In a recent nationwide
survey, forty-one percent of Americans reported that they or someone in their household has put off dental care because
17
of cost.
Lack of access to care translates into poor oral health. Compared to people with incomes above the poverty line, low18
income adults are more likely to have missing and decayed teeth than non-low-income people. Severe periodontal
disease is much more common among those of low socioeconomic status (SES) than those in middle or high SES
19
groups. Poor children experience almost twelve times more restricted-activity days as a result of dental problems than
20
higher-income children.
21

Wide disparities exist both in access to oral health care and oral health outcomes across populations. Poor Hispanic and
22
black children have more than twice the proportion of untreated tooth decay as poor non-Hispanic whites. Similar racial
23
and ethnic disparities exist among nearly all age groups and income levels. People with disabilities and special health
24
care needs tend to have poor oral health and problems accessing health care as well. There are also marked disparities
between rural and urban areas, and between states. For example, a 1999 study revealed that nearly half of all West
Virginians over age sixty-five had lost all of their natural teeth, while the corresponding number for Hawaii was less than
25
fourteen percent. Disparities also exist between people of different education levels. Fewer than twenty-two percent of
people who did not graduate high school had a dental visit in 2004, compared to over fifty-four percent of college
26
graduates or children with a college graduate caregiver.
Poor oral health has a number of causes, including inadequate health literacy and poor oral care, lack of standardized
27
quality measures, and poor knowledge of and attention to oral health among primary care providers. Physicians and
nurses are generally poor at recognizing and treating oral health problems, and many dentists do not have specialized
28
training in treating older adults and other populations with special needs. However, the proximate cause of poor oral
29
health is often a simple lack of dental insurance coverage. Children who lack health insurance are three times more
30
likely to have an unmet dental need than insured children. Since most private dental coverage is provided through the
workplace and Medicare does not include dental insurance, the average person aged sixty-five or over is more than twice
31
as likely as a person aged 45-64 not to have dental insurance. Likewise, more than forty-one percent of people living
below the poverty line have no dental insurance, compared to fewer than twenty-five percent of those earning more than
32
400 percent of FPL. Fewer than half of Americans who did not graduate high school have dental insurance, compared to
33
almost seventy-five percent of college graduates.
Dental insurance coverage is not always sufficient to ensure access. Over forty-seven million people live in dental Health
34
Professional Shortage Areas, which are found throughout the United States. Even where providers exist, they may not
take insurance or may take only private insurance. Although most poor children should have access to dental care
35
through Medicaid, in practice many dentists refuse to take Medicaid patients. In 2004, Americans with private dental
36
insurance were nearly twice as likely as those with public dental coverage or no dental coverage to visit a dentist.
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The Affordable Care Act and Oral Health
The ACA aims to improve access to health care and outcomes through a number of mechanisms, including requiring most
individuals to carry health insurance, prohibiting insurers from denying health insurance coverage based on pre-existing
conditions, creating exchanges through which individuals and families not eligible for employer- or government-sponsored
37
health insurance may purchase coverage, and expanding eligibility for the Medicaid program. The ACA also contains a
38
number of provisions targeted at improving oral health.
Perhaps the most important of these is a requirement that most health plans cover a set of essential health benefits
39
(EHBs) that includes pediatric oral care. Beginning January 1, 2014, qualified health plans sold in health insurance
40
exchanges must cover EHBs. They must also be covered by Basic Health Plans and plans offered to most people
41
eligible under the new Medicaid expansion. In addition, the ACA prohibits insurers from imposing cost-sharing on some
preventive oral health services, including oral health risk assessments and fluoride supplements for children whose water
42
source does not contain fluoride.
The ACA also requires, funds and encourages a number of oral health prevention activities. First, it directs the Centers for
43
Disease Control and Prevention (CDC) to establish a five-year national oral health education campaign. This campaign
is required to use science-based strategies and to target children, pregnant women, parents, the elderly, individuals with
44
disabilities and ethnic and racial minority populations, including Native Americans. The ACA also creates demonstration
grants to study the effectiveness of research-based oral health programs, which will be used to inform the public
45
education campaign.
The ACA expands an existing school-based dental sealant program to each of the fifty states and territories and to
46
Indians, Indian tribes, tribal organizations and urban Indian organizations. It directs the CDC to enter into cooperative
agreements with state, territorial and Indian organizations to establish guidance, conduct data collection and implement
47
science-based programs to improve oral health. It also requires the Department of Health and Human Services (HHS) to
48
improve the oral health measures in a number of existing federal surveillance reports.
The ACA authorizes HHS to make grants to, or enter into contracts with, dental schools, hospitals and nonprofits to
49
participate in dental training programs. This funding can be used to provide financial assistance to program participants,
including dental and dental hygiene students as well as practicing dentists, and for loan repayment for faculty in dental
50
programs. The ACA also creates a demonstration project that will provide grants for up to fifteen demonstration
51
programs to train or employ alternative dental health providers in underserved communities. In addition, it provides
52
general funding for graduate medical education and residency programs, both of which can be used by dental students.
Finally, the ACA authorizes and requires a number of public health initiatives that should improve access to oral health
care, including an $11 billion five-year initiative that funds construction, capital improvements and service expansions at
53
community health centers. The ACA also establishes a National Health Care Workforce Commission to serve as a
resource to evaluate education and training to determine whether demand for health care workers is being met, identify
54
barriers to improved coordination and encourage innovations to address identified needs.

Key Affordable Care Act Oral Health Provisions
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Requires health plans to cover pediatric oral health services as Essential Health Benefits
Creates 5-year national public health education campaign focused on oral health care prevention
Provides grants for the study of evidence-based cavity prevention activities
Expands school-based dental sealant programs
Improves oral health measures in existing reports
Provides grants for dental training programs
Provides funds for demonstration programs for non-dentist health professionals
Provides funds for community health centers
Creates National Health Care Workforce Commission and identifies oral health care as a priority area
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Institute of Medicine Reports
In 2011, the Institute of Medicine (IOM) released two reports regarding oral health in America. One addresses the overall
55
issue, while the other focuses on improving access for vulnerable and underserved populations. These reports go
beyond previous efforts by not only cataloguing the scope of the problem but also putting forward specific
recommendations for improvement.
Advancing Oral Health in America
In 2009, HHS asked the IOM to convene a panel to recommend actions HHS could take to improve the state of oral health
56
in America. In May 2011 the IOM produced Advancing Oral Health Care in America, a report that contains both an
examination of the state of oral health care in the country as well as specific recommendations to improve it. The Report
notes that, while access has improved somewhat since the Surgeon General’s 2000 call to action, numerous problems
persist. Access to oral health care and dental insurance remains poor. There are few standards, quality measures or best
practices in oral health, making it difficult for clinicians to improve quality of care and for individuals to make decisions
about their own care. These problems are compounded by a generally low level of oral health literacy and knowledge
57
among both the general population and non-dental clinical providers.
The report notes that although HHS oversees or funds a number of initiatives aimed at improving oral health care, support
58
and funding for these initiatives has been inconsistent, and clear leadership has been lacking. The IOM finds that HHS
has suffered from a lack of high-level accountability regarding oral health, and has failed to coordinate oral health
initiatives among its various agencies. The Report notes that in 2010 HHS launched a cross-agency effort, termed the
59
Oral Health Initiative, to improve oral health care nationwide, but that this effort is insufficient.
The IOM recommends a number of approaches for HHS to consider as part of or in addition to that effort. These
approaches are referred to as the New Oral Health Initiative (NOHI). The NOHI is based on ten high-level organizing
60
61
principles. Seven specific recommendations are made. The IOM concludes that, moving forward, it will be extremely
62
important for HHS to maintain varied stakeholder involvement and strong HHS leadership.

Organizing Principles for HHS and the New Oral Health Initiative
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
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Establish high-level accountability
Emphasize disease prevention and oral health promotion
Improve oral health literacy and cultural competence
Reduce oral health disparities
Explore new models for payment and delivery of care
Enhance the role of non-dental health care professionals
Expand oral health research, and improve data collection
Promote collaboration among private and public stakeholders
Measure progress toward short-term and long-term goals and objectives
Advance the goals and objectives of Healthy People 2020
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IOM Recommendations for the New Oral Health Initiative
1.
2.
3.
4.
5.

6.
7.

Provide leader(s) of NOHI with authority and resources to successfully integrate oral health into the
planning, programming, policies and research that occur across all HHS programs and agencies
All relevant HHS agencies should promote and monitor use of clinical-based preventive services in
oral health and counseling across the life span
All relevant HHS agencies should undertake oral health literacy and education efforts aimed at
individuals, communities and health care professionals
HHS should invest in workforce innovations to improve oral health
The Centers for Medicare and Medicaid Services (CMS) should explore new delivery and payment
models for Medicare, Medicaid and CHIP to improve access, quality and coverage of oral health care
across the lifespan
HHS should place a high priority on efforts to improve open, actionable and timely information to
advance science and improve oral health through research
To evaluate the NOHI, leaders should convene an annual public meeting of the agency heads to
report on NOHI progress

Improving Access to Oral Health Care for Vulnerable and Underserved Populations
In July 2011 the IOM, in conjunction with the National Research Council (NRC), released Improving Access to Oral Health
63
Care for Vulnerable and Underserved Populations. In this report, an expert committee commissioned by the Health
Resources and Services Administration (HRSA) found that vulnerable and underserved groups continue to face
persistent, systemic barriers to accessing oral health care, which contribute to “profound and enduring” oral health
64
disparities.
The IOM makes recommendations in six categories: integrating oral health care into overall health care, creating optimal
laws and regulations, improving dental education and training, reducing financial and administrative barriers to oral health
65
care, promoting research and expanding capacity. Briefly summarized, the IOM recommends:
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Integrating Oral Health Care into Overall Health Care: The expert committee found that one important barrier to access is
that oral health care is often viewed as a separate entity from overall health care, instead of an important component of it. With
proper training, many non-dental health professionals can screen for oral health problems and deliver preventive care
services. The IOM recommends that HRSA convene key stakeholders to develop a core set of competencies for non-dental
66
health professions to be incorporated into certification, testing and accreditation requirements.
Creating Optimal Laws and Regulations: The IOM concluded that many state-level laws and regulations—most commonly
scope-of-practice regulations—act as a barrier to oral health care. The IOM recommends that state legislatures amend
existing laws and regulations to permit dental health professionals to practice to the full extent of their education and training
67
and to permit those professionals to provide care outside of the physical presence of a dentist.
Improving Dental Education and Training: The IOM noted that many dental students do not come from or receive
experience working with vulnerable and minority populations. The IOM recommends that students receive clinical experience
in community-based settings and with patients with complex oral health needs. It also recommends that dental education
programs increase recruitment and support for students from underrepresented populations, require student experiences in
68
community-based rotations and recruit and retain faculty with expertise in caring for vulnerable and underserved populations.
Reducing Financial and Administrative Barriers: As noted earlier in this issue brief, access to dental insurance is a major
determinant of access to and utilization of oral health care. The committee recommended that CMS fund and evaluate statebased demonstration projects of oral health coverage for adults. The committee also recommended that states raise Medicaid
and Children’s Health Insurance Program (CHIP) reimbursement rates for oral health care, streamline providers’ administrative
69
processes and increase case management services for beneficiaries.
Promoting Research: The committee identified deficiencies in the collection, analysis and use of data related to oral health. It
recommends that Congress, federal agencies and private foundations support oral health research and evaluation of new
70
methods and technologies for the delivery of oral health care to vulnerable and underserved populations.
Expanding Capacity: The committee recommends that the federal government work with states to ensure that each state has
the infrastructure necessary to perform core dental public health functions. The committee also recommends that HRSA help
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improve the capacity of Federally Qualified Health Centers (FQHCs) by supporting the use of a variety of oral health care
professionals and enhancing financial incentives for their recruitment and retention, providing guidance to FQHCs for best
71
practices, and assisting FQHCs in the provision of oral health care outside their physical facilities.

Conclusion
The United States can do much more to ensure that all individuals, particularly those most at risk, have access to quality
oral health care. In 2000, the Surgeon General highlighted the scope of the problem and issued a call to action. There is
72
evidence that oral health is improving, but at an unacceptably slow pace. The Institute of Medicine’s recent
recommendations, together with the Affordable Care Act’s many dental health initiatives, can help to sustain and
accelerate this positive trend—but only if they are given the attention and funding necessary to put them into action.
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