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Although oral health has long been acknowledged as a critical component of overall health and
well-being, millions of Americans lack access to affordable dental health services.' Oral health
problems can be early signs of and even lead to other types of serious diseases. Untreated oral
health conditions can cause disfiguring tooth loss and decay that can limit employment options
and lower self-esteem. While regular dental care can prevent and treat many oral health
problemsz, financial barriers pose significant dental access problems for many low-income
families.

Private health insurance plans often exclude dental coverage, and those that do include a dental
benefit often require high levels of cost-sharing that put care out of reach for many low-income
families. Similarly, dental coverage for adults in Medicaid is limited or nonexistent in most
states. Those without adequate dental coverage must turn to a health care safety net that often
does not focus many resources on oral health, leaving them potentially unable to access needed
care.

This brief examines the dental access problems experienced by adults ages 19 to 64 in families
with incomes at or below 200 percent of the Federal Poverty Level (FPL) using the 2005 Kaiser
Low-Income Coverage and Access Survey.” We find that both dental coverage and access to
care are limited for low-income adults and that even low-income adults with dental coverage are
not getting sufficient levels of needed dental care.

Much of the Low-Income Population Does Not Have Dental Coverage and Is Less Likely to
Receive Adequate Dental Care.

Over half of low-income adults lack dental coverage and most go without routine dental
care (Figure 1). Fifty-eight percent of low-income adults have no dental coverage: 38 percent
have no insurance coverage at all, and another 21 percent have insurance coverage that does not
include dental care.” This is much higher than the 36 percent of higher-income adults with no
dental coverage. Low-income adults are also much more likely than higher-income adults to
have gone without routine dental care and to have postponed or foregone care — low-income
adults are almost twice as likely as higher-income adults to have gone without a dental check-up
in the prior year (67 versus 35 percent) and are 1.5 times as likely to have an unmet dental need
(14 versus 9 percent).

This paper is part of a series that analyzes data from The 2005 Kaiser Low-Income Coverage and Access
Survey. The Kaiser Family Foundation conducted this national survey to examine health insurance
coverage, access to care and the impact of health costs on the low-income population. The majority of the
uninsured are low-income, and this survey of more than 5,000 low-income adults provides detailed data
that can be used to inform the ongoing debate on reforming the U.S. health care system.




Figure 1

Dental Coverage, Receipt of Dental Check-Ups, and
Ability to Get Needed Dental Care Among Non-
elderly Adults, by Income Group, 2005
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Source: 2005 Kaiser Low-Income Coverage and Access Survey

Notes: Low-income is defined as living in families earning 200% of the federal poverty level (FPL) or less who live in high-poverty Census tracts. Higher-income
is defined as living in families earning above 200% of the FPL in any type of tract. Coverage refers to status at the time of the survey; access and utilization are
in the prior 12 months. The percentage with no dental coverage combines those with insurance coverage that does not cover dental care (21% for low-income;

26% for higher-income) and those with no insurance coverage at all (38% for low-income; 10% for higher-income).

* Indicates statistically significant difference from low-income group at the p<.05 level.

Having Dental Coverage Helps, but Access and Utilization Problems Remain for the Insured.

Unmet needs and lack of routine dental care are much higher for low-income adults

without dental insurance than for those with dental insurance (Figure 2). Among low-
income adults, both the insured
without dental coverage and the

Figure 2

Receipt of Dental Check-Ups and Ability to Get

uninsured are significantly more
likely than those with dental
coverage to have had no dental
check-up in the prior year and to
report having unmet dental needs.
Half of those with dental coverage
had no dental check-up in the prior
year, while 73 percent of those
with health insurance that does not
cover dental care and 83 percent of
those with no health insurance
coverage at all lacked routine care.
Similarly, inability to get needed
dental care was reported twice as
often among the insured without

Needed Dental Care Among Low-Income Adults,
by Insurance Status and Dental Coverage, 2005
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Notes: Low-income is defined as living in families earning 200% of the federal poverty level (FPL) o less who live in high-poverty Census tracts. Coverage
refers to status at the time of the survey; access and utilization are in the prior 12 months.

* Indicates statistically significant difference from the “insured, with dental coverage” group at the p<.05 level.
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dental coverage (18 percent) and the uninsured (17 percent) than among the insured with dental
coverage (9 percent). This is consistent with other studies showing that dental care utilization is
higher among those with dental coverage.
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Even among low-income adults who do have dental coverage, access to providers is not
adequate. Among those with dental coverage, half had not had a dental check-up in the past
year and nearly 1 in 10 (9 percent) was unable to get dental care when needed (Figure 2). A
majority of low-income insured adults with dental coverage — 55 percent — reported at least one
of these problems. There are multiple reasons that may explain this low dental access among the
insured: coverage of needed services under both public and private plans may be limited; out-of-
pocket costs may be too high for low-income families; and, for those covered by Medicaid, care
may not be available due to low reimbursement rates that contribute to a lack of providers in
their area who accept Medicaid.” In addition, there is evidence that other barriers to care, such
as transportation, work and child care arrangements, and cultural barriers, keep many low-
income families from obtaining needed care.® This suggests that improved access to dental
insurance alone may not solve the dental access problems of low-income adults.

Disparities in Access and Utilization of Dental Care Exist within the Low-Income Population.

Dental access problems are greater for low-income adults in poor health and for those
experiencing other unmet health needs and financial difficulties (Figures 3 and 4). Unmet
dental needs are higher among ——

low-income adults in worse Receipt of Dental Check-Ups and Ability
health than those in better health to Get Needed Dental Care Among Low-

. 9
(Figure 3).” Twelve percent of Income Adults, by Health Status, 2005
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health problems seem to be

disadvantaged when it comes to accessing dental care, which could compound the other health
problems they are facing.

THE KAISER COMMISSION ON

Medicaid and the Uninsured



Figure 4 Those experiencing dental access
Financial Burdens Among Low-Income Adults problems are also likely to have
by Ability to Get Needed Dental Care, 2005 difficulty accessing medical care

when they need it: 81 percent of

Not Confident Family Can Get Needed those Wlth unmet dental needs alSO

Medical Care

& Those Not had other types of unmet needs
(o] ding Medical Bills of $200 or M R ting Inabilit: 11 [
utstan ing NMedica Hlis O or Niore toeg(;; I'\;legedn:d ity (data not shown). In addltlon’
Dental Care
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those with dental access problems
are more likely to report
B Thoseunanieto | experiencing financial stress

Dental Care (Figure 4). For example, they are
more likely to lack confidence their
family can get needed medical care

(45 vs. 18 percent); to have

e e ot 07 et ()l et ey oo outstanding medical bills of $200
e ety oo v o e e o macsos s e 1o .5 o or more (43 vs. 24 percent); to
have skipped doses, split pills, or not filled a prescription (35 vs. 16 percent); to have had to
spend less on basic necessities (42 vs. 23 percent); to have problems paying medical bills (51 vs.
27 percent); and to report that meeting their family’s health care needs creates financial
difficulties (77 vs. 60 percent). The prohibitively high cost of dental care for the uninsured and
cost-sharing requirements found in many dental insurance plans puts dental care out of reach for
many low-income adults.'> Because oral health is often considered of secondary importance to
general health, some adults may be forgoing dental care in the face of financial difficulties or
other health priorities.

Spent Less on Basic Necessities

Problems Paying Medical Bills

Health Care Needs Create Financial
Difficulties

Access to dental care varies by type of insurance coverage (Figure 5). Although rates of
dental check-ups are similar for low-income adults with public and private coverage, those with
public coverage are more likely to report being unable to get needed care (15 percent) than those
with private coverage (9 percent). To some extent, this difference reflects the lower rates of
dental coverage among Medicaid

enrollees and their difficulty Figure 5
accessing care without it: the Dental Coverage, Receipt of Dental Check-Ups, and Ability
likelihood of lacking dental to Get Needed Dental Care among Low-Income Adults with

] Health Coverage, by Coverage Type, 2005
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unmet needs are similar for 15%
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. 1: Source: 2005 Kaiser Low-Income Coverage and Access Survey
dental COVCrage, lnablhty to Notes: Low-income is defined as living in families earning 200% of the federal poverty level (FPL) or less who live in high-poverty Census tracts. Coverage
refers to status at the time of the survey; access and utilization are in the prior 12 months.
. * Indicates statistically significant difference from privately-covered group at the p<.05 level.
access needed dental care is
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much higher for publicly-covered low-income adults than the privately-covered (22 percent
versus 11 percent, data not shown). In addition, higher unmet need among the Medicaid-covered
population also reflects provider participation issues due to low payment rates and the
concentration of sicker and poorer individuals in public programs.'?

Medicaid enrollees’ access to dental care varies by state and appears to be related to states’
dental coverage under Medicaid (Figure 6). California and New York provided full coverage
of dental benefits for adults in Medicaid in 2005, and these policy choices are reflected by
respondents in those states being
less likely to report not receiving a
dental check-up or, in Texas, being
unable to get needed dental care.
Publicly-covered adults in Florida
(which covers emergency dental
care only) and Texas (which does
Public Coverage Including Full Dental Benefits for Adults not cover any d'ental carc .fOI' itS
California ‘ 476 ‘ 187 general Medicaid population)

Figure 6

Receipt of Dental Check-Ups and Ability to Get
Needed Dental Care among Low-Income Adults
with Public Coverage, by State, 2005
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dental care are moderately high
(11.5-18.7 percent).

Very Few Know of Places Offering Affordable Dental Care Services for the Uninsured.

Most low-income adults do not know of a place in their community where the uninsured
can get affordable dental care (Figure 7). Less than one-quarter of low-income adults know of

Figure 7 a place in their community offering
Low-Income Population’s Lack of Knowledge of affordable dental care for people
Affordable Sources of Dental Care For the without dental insurance.” Those
Uninsured, 2005 who do know of such a place were

most likely to mention a dental
clinic as the source for affordable

H Total
care. Even among the uninsured,
Does Not Know of ® Publicly- who likely have a greater need for
ource for Insured
Affordable Dental mPrivetely- affordable care through safety net
Insured providers and thus might be more
79% F Uninsured knowledgeable of them, a similar
proportion — 79 percent — do not
know of places for affordable
S ——— dental care. This is consistent with
Notes: Low-income is defined as living in families earning 200% of the federal poverty level (FPL) o less who live in high-poverty Census tracts.
Coverage refers to status at the time of the survey. Responses refer o answers to the question, “Thinking of the area where you live, is there a place the 10W levels Of dental care

nearby that offers affordable dental care for people without dental health insurance?” Responses of “no” and “don't know” were combined as “not
knowing of a source of affordable dental care.”
* Indicates statistically significant difference from the uninsured group at the p<.05 level.
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provision at many community health centers and other safety net providers.'® Since the
population covered by the 2005 Kaiser Low-Income Coverage and Access Survey lives
exclusively in low-income neighborhoods, the supply of dental providers — and corresponding
knowledge of them — may be different for the low-income population living in areas of less
concentrated poverty.

While not knowing of affordable dental providers is common among all insurance groups, low-
income adults with public coverage are more likely to know of an affordable dental provider for
the uninsured. Seventy-two percent of those with public coverage are not aware of affordable
dental providers, compared with 79 percent of the uninsured and 82 percent of those with private
coverage. Among parents, having a child in Medicaid or the State Children’s Health Insurance
Program (SCHIP) is also related to greater knowledge of such providers. Seventy-four percent
of the parents of Medicaid- or SCHIP-insured children report that they do not know of a source
for affordable dental care for the uninsured compared to 88 percent of parents who do not have a
child covered by Medicaid or SCHIP (data not shown). This suggests there is an association
between having public coverage and familiarity with the safety net — possibly because low-cost
providers to the uninsured also provide services to the Medicaid population.

Conclusion

Most low-income adults do not receive regular dental check-ups, and more than one in six of
those who lack dental coverage reported being unable to obtain dental care when they needed it
during the previous year. The fact that low-income adults without dental coverage experience
dental access problems at such high rates is consistent with the finding that very few low-income
adults know of places in their community where the uninsured can find affordable dental care.
The access gaps demonstrated here confirm findings from other studies showing that dental
coverage, access, and use are limited for low-income adults."’

As the 2000 Surgeon General’s Oral Health in America report indicated, “...the public,
policymakers, and providers may consider oral health and the need for care to be less important
than other health needs, pointing to the need to raise awareness and improve health literacy.”"®
As the recognition that oral health is important to overall health and well-being has gained
acceptance, increased consideration has been given to the importance of dental health and the
problems caused by lack of dental care.' Improving access to dental care is one of the nation’s
Healthy People 2010 goals. However, federal law does not require states to cover dental care for
adults under Medicaid, and, as a result, only 7 states provided full dental coverage to adults in
2005.%° As states enter a new period of fiscal stress during the current economic downturn,
efforts to balance their budgets may lead to further reductions in Medicaid services — such as
dental care — that are not required under federal law.*' In addition, low reimbursement rates
already limit dentists’ participation in Medicaid, and states may make further cuts to what are
already low provider payment rates to find additional savings in their programs, which could
further constrain access.

Employers are also reducing coverage of dental care to hold down the rising costs of insurance
coverage.”> Furthermore, a host of other challenges remain for low-income families seeking to
obtain dental care, which means that dental coverage on its own may not be enough to
significantly improve access to routine dental care and reduce unmet dental needs.” Other
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barriers, related to issues such as access to providers, difficulties affording the cost of care,
transportation, and perceptions of the importance of dental care, will also need to be addressed if
dental access and use are to increase among this population.* In addition, given that the number
of uninsured adults is unlikely to decline, at least in the short run, and that nearly three times as
many Americans lack dental coverage as lack general health insurance coverage, policies aimed
at strengthening the availability of dental services at safety net facilities are critically important.”

Lack of access to preventive dental care can lead to more expensive and invasive procedures, and
problems with oral health can exacerbate and cause other serious health conditions.”® Low
access to dental coverage combined with the weak dental safety net puts dental care out of reach
for many low-income individuals, often resulting in adverse effects on their health and economic
well-being. Given the lack of dental coverage and access among those low-income adults who
make up the bulk of our nation’s uninsured, policymakers may want to consider this important
benefit as they explore broader health reform options.

This brief is part of an ongoing collaborative effort between staff of the Kaiser Commission on Medicaid and the
Uninsured and the Urban Institute to examine health coverage, access, and financial burdens facing low-income
families using data from the 2005 Kaiser Low-Income Coverage and Access Survey.

The authors are all with the Urban Institute’s Health Policy Center. Jennifer Haley, M.A., is a Consultant to the
Center; Genevieve Kenney, Ph.D., is a Principal Research Associate and Health Economist; and Jennifer
Pelletier, B.A. is a Research Assistant. The Urban Institute is a nonprofit, nonpartisan policy research and
educational organization that examines the social, economic, and governance problems facing the nation.
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2005 Kaiser Low-Income Coverage and Access Survey Methods

This 2005 national survey was a random digit dial survey of adults ages 19 to 64 living in
families with incomes at or below twice the poverty level, with a national all-income comparison
sample. The low-income survey sampled the low-income population in the highest poverty
Census tracts that account for 20 percent of the low-income population. There were 5,482 low-
income completed interviews. The coverage status used for analysis is the coverage status of the
respondent at the time of the interview. In contrast, access indicators (inability to get needed dental
care, receipt of dental check-up, etc.) refer to the respondent’s experiences during the 12 months
prior to the interview, which could introduce some measurement error. All indicators of access to and
use of health services are reported by the respondent.

The low-income survey yielded a response rate of 31 percent, and a follow up non-response
study produced a response rate of 49 percent. The estimates in this paper are all derived from the
low-income sample, with the exception of the estimates describing the higher-income
comparison group, which are derived from the all-income sample. The survey weights for the
low-income survey take into account the selection probability and non-response and are post-
stratified to align the data to U.S. Census 2000 data at the tract level for the specific population
of interest (<200 percent of the poverty threshold) using the following variables: geography,
race/ethnicity, education, sex and age. The standard errors were calculated and significance
testing was conducted to take into account complex sampling methodology by using Taylor
series linearization in Stata 10.
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