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Introduction and Background
Oral health is more than toothaches, caries, and plaque. In fact, oral health can significantly 
impact one’s overall health. It contributes to school absences and poor academic performance. 
It can lead to missed work days and even trouble getting a job. And it can also contribute to and 
worsen serious chronic conditions such as heart disease, diabetes, and stroke. However, oral 
health is often overlooked as a pressing health issue. 

The causes of poor oral health are numerous, including an inability to access dental providers, 
barriers due to limited English proficiency, and the cost of dental insurance.1 And, as with many 
health disparities, what often doesn’t get considered are the other factors that contribute to 
poor oral health such as poverty and food security. In California, 23% of 
children between the ages of 0-18 live in poverty.2 Studies 
show that children living in poverty have five times 
more untreated dental decay than children from 
families with higher incomes.3 As one researcher 
stated: “The disparity in oral health between poor 
and affluent children in California is the worst 
in the nation,” even though California has more 
dentists per capita, compared to other states.4,5 

A consequence of poverty is food insecurity, which is 
the inability to consistently afford enough food. In 2011-
12, at least 4 million low-income Californians struggled 
with food insecurity.6 Research shows that individuals and 
families experiencing food insecurity select high density, 
high fat foods over healthy foods due to cost and volume.7 
Even without food insecurity, many high poverty neighborhoods have fewer grocery stores that 
sell fresh produce and instead are host to numerous fast food outlets, corner stores, and markets 
selling foods high in sugar and simple carbohydrates.8 Often this dearth of healthy food options 
leads to an increased consumption of sugary foods – the greatest contributor to dental caries.9 
The combination of limited access to a dental provider and high consumption of unhealthy foods 
results in poor oral health, a higher likelihood of chronic health conditions, lower school and 
work attendance, and a lower quality of life for low-income Californians. 

If we want to improve the overall health of low-income, communities of color increasing oral 
health outcomes must also be central to any health equity agenda. Advancing oral health equity 
will require a multipronged approach to address access to care, quality of care, and the underlying 
social and environmental conditions that impact oral health. This brief highlights oral health 
disparities within communities of color, identifies some of the causes of inequities, and provides 
policy recommendations to advance oral health equity in communities of color.
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Oral Health Disparities
Oral health disparities disproportionately impact communities of color, Limited English Proficient 
(LEP) populations, and low-income communities, and an inability to access dental care services 
contributes to these disparities. For example, African American and Latino children are less likely 
to have seen a dental provider and often wait longer between visits.10 Other studies have found that 
Latino children have disproportionately lower oral health rankings and less access to dental care 
than any other ethnic group in the state.11 We do not have 
comparable data on Native Americans in California due 
to a lack of appropriate data collection, but nationally, 
American Indian and Alaska Native children are four times 
more likely to have untreated tooth decay than White 
children, and two times more likely than Hispanic and 
Black children.12 

While we know that low-income adults face oral health 
disparities, the systems to collect and monitor data by 
demographics such as race, ethnicity, immigration status, 
language, gender, age, and sexual orientation are severely 
lacking. Additionally children’s access to dental care is 
impacted by their parents’ ability to get care. When parents 
have a regular source of dental care so do their children.13 
Recent cuts in California’s state budget included the elimination of dental care for adults in California’s 
Medi-Cal program, called Denti-Cal, in 2009.14 During the years that adult dental benefits were cut, 
spending on children’s coverage in California actually went up, presumably due to the drop in adult 

patients seeking coverage and appointments.15 While dental 
benefits were partially restored in 2014, the long gap in 
coverage has resulted in a decrease in dental providers 
serving the program and higher demand. For example, 
a recent state audit of Denti-Cal found that patients 
experienced difficulties finding dental providers who 

would treat them.16 

This is especially important due to the impact oral health 
has on other health conditions, disproportionately seen in 

communities of color. For example, American Indians/Alaskan 
Natives, African Americans, Latinos, and Asian Americans have 

higher rates of diabetes compared to non-Hispanic Whites.17 
These communities also experience environmental challenges, 

food insecurity, and less access to dental providers at higher proportions. The combined impact of 
these inequities creates an urgent health situation for many within communities of color. 
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The Impact of Oral Health Inequities on Communities of Color
Oral health disparities impact communities of color in many ways. Not only can dealing with an 
oral health issue keep children from attending school and being successful in their studies, it can 
mean missed work days for adults and potentially impacts their ability to find a job if unemployed. 
Poor oral health also has long-term impacts on overall health.

Oral Health and Children

Poor oral health can prevent a child’s success in 
school. Tooth decay is one of the most common 
chronic illnesses for school-age children in the 
United States,18 and children of color are impacted 
at higher rates than White children (see Figure 
1). Poor oral health in children can lead to pain, 
susceptibility to infections, nutritional problems, sleep 
deprivation, and poor concentration, all of which affect a 
child’s ability to be present and fully participate in school.19 
In fact, children who do not have dental insurance or are 
unable to use their coverage have lower school performance 
than their peers who regularly go to the dentist.20 Additionally, students who reported recent tooth 
pain were four times more likely to have a lower grade point average.21 Aside from the high cost 
to schools, missing school contributes to a vicious cycle – missed school days leads to low school 
performance, which increases the likelihood of not receiving a high school diploma and obtaining 
a job with dental insurance. 
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Oral Health and Employment

Poor oral health results in millions of missed 
work hours each year, and can even potentially 
cause job loss. Adults with missing teeth are 
more likely to report having trouble finding 
employment due to negative judgments on their 
appearance or speech.22 While data is limited, research 
shows that treatment for oral health conditions can 
improve employment opportunities for low-income 
adults.23 In addition to hours of work lost and the impact 
of lost salaries and benefits, oral pain can limit day-to-day 
activity, including impacting one’s ability to sleep, and can lessen overall quality of life. 

Oral Health and Chronic Conditions

Dental disease can exacerbate and often initiate other health problems, leading to a diminished 
quality of life. Oral diseases such as gingivitis and periodontal disease can be a risk to general 
health, particularly for those with other chronic conditions.24 The relationship between diabetes 
and periodontal disease is reciprocal. Gum disease makes it hard for diabetics to control their 
blood sugar and often can increase one’s blood sugar, putting them at higher risk of diabetes-related 
complications.25 At the same time, the bacteria produced by food consumption can turn into toxins 
which can stimulate a chronic inflammatory response, causing the body to break down tissue and 
bones in the mouth.26 This inflammatory response can also impact the body’s ability to manage 
other health conditions such as high blood pressure and diabetes.27 Oral health is also extremely 
important for pregnant mothers because it can impact the birth of the child.28 Maternal periodontal 
disease during pregnancy is associated with increased pre-term deliveries and low birth weight.29 
Most mothers are not aware that tooth decay can be transmitted to their infants through pacifiers 
and other exchanges of saliva.30 Thus, treating gum disease may positively impact the management 
of health conditions. 
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Causes of Oral Health Inequities in Communities of Color
Good oral health is determined by much more than the ability to go to the dentist. How a person 
utilizes dental care can depend on any number of factors including access to affordable dental 
coverage, availability of culturally and linguistically appropriate dental care, and the social and 
environmental landscape in which we live. Given that communities of color often face a number 
of these barriers simultaneously, the challenge to improve oral health requires work on multiple 
fronts. Some of the key obstacles impacting low-income, communities of color include:

Lack of Access to Affordable Dental Care

The inability to afford dental care is one of the most challenging barriers to good oral health. 
Dental care is the greatest unmet health need of American children.31 Traditionally, dental care 
and coverage have been separated from the delivery of 
primary health care. To access dental care, one must 
purchase coverage through an employer, if those 
benefits are offered. Or, if eligible for a public 
health care program, such as Medi-Cal, children 
and families can receive free and low-cost dental 
coverage – if they are even aware that they are 
eligible for the benefit. Although partially restored 
in 2014, adult dental care is not a mandatory benefit in 
Medi-Cal and it remains under threat of elimination in 
tight budget years. Under the Affordable Care Act, dental 
insurance for children is one of the 10 essential health 
benefits and is included in all health plans in Covered 
California. Starting in 2016, optional dental coverage for adults will be available for purchase, but 
will not be eligible for subsidies. Additionally, undocumented immigrants have even fewer options 
for oral health coverage due to eligibility restrictions in Medi-Cal and Covered California. While 
community health centers have been a key source of oral health care they may not always have the 
capacity to provide the full range of preventive services. 

Even with dental coverage, many families struggle to find a provider. For example, children in low 
income families and rural communities have had the most difficulty accessing dental care.32 In 
addition, many families in the Denti-Cal program have not been able to access services. According 
to a recent state audit, more than half of the 5.1 million children enrolled in Denti-Cal did not 
receive dental care in 2014, and some counties lack sufficient providers to meet the demand for 
services and care.33 One of the most common reasons providers cite for not accepting Denti-Cal 
patients is the historically low reimbursement rate.34 
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A Limited Culturally and Linguistically Competent Workforce 

The shortage of dental providers, especially providers of color, creates challenges for communities 
of color accessing oral health care. California has the largest number of dentists in the country; 
however, many counties across the state face a shortage of dentists. In California, there are 
approximately 31,520 licensed dentists with about half actively practicing. However, only 14% 
work in community clinics, which are generally located in underserved areas and serve low-
income communities of color.35 

Even with dental coverage, language barriers often deter Limited English Proficient patients from 
seeking oral health care. One study of Medicaid dental enrollees found that Latinos often said 
that being able to speak to someone in their language on the phone and in person was a major 
barrier to receiving dental care for their children.36 In addition, Latinos and Asians often experience 
difficulty understanding their health care provider at higher rates.37 Communities of color also 
experience negative attitudes in dental offices more often. According to one study, African 
Americans, Latinos, and Native Americans felt that they and their children were treated differently 
because of their race while White respondents reported no such problems.38 Even though these 
families had access to dental care, the care they received was so unsatisfactory that some parents 
postponed or even canceled visits in order to avoid interacting with office staff.39 

Underlying Social and Environmental Inequities

In California, the disparity in children’s oral health based on socioeconomic status is among 
the worst in the United States.40 As discussed above, economic status is highly correlated with 
whether a person has seen a provider or has untreated tooth decay. In California, communities 
of color bear the brunt of poverty. A staggering 24% of Blacks and 20% of Latinos live in poverty 
compared to 11% of Whites.41 Close to 13% of Blacks and 8% of Latinos are unemployed compared 
to 6% of Whites.42 Native Americans experience unemployment at similar rates as African 
Americans.43 The high cost of housing, food, and transportation forces families to make difficult 
decisions as they struggle to make ends meet.  

The environments in which low income and communities of color reside also impact oral health 
disparities. For example, research shows that neighborhoods with high poverty and a larger 
percentage of people of color also have higher numbers of unhealthy food retail outlets, including 
fast food and corner stores. Many low-income neighborhoods do not have grocery stores with 
fresh fruits and vegetables or farmers’ markets, and even those that do are slow to accept payment 
from food support programs such as the Women, Infants, and Children (WIC) program. This 
lack of access to healthy, nutritious foods often leads to the consumption of high-fat, high-sugar 
foods, which promotes caries44 and can increase the likelihood of developing a chronic health 
condition.45 In addition, environmental conditions can promote disparities. Most California water 
contains the recommended levels of fluoride, which is the best prevention of tooth decay and 
caries.46 However, many communities face concerns about the safety and quality of drinking water 
due to contamination from pesticides near agricultural farms.47 
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Policy Recommendations
Good oral health has the potential to help children and families live healthy lives, succeed in school 
and work, and improve their quality of life. Conversely, poor oral health impacts communities of 
color disproportionately and has the potential to exacerbate health disparities. To turn the tide of 
this epidemic, we must address the factors driving health inequities.

Improve Access to and the Quality of Dental Care

•	 Expand access and integrate oral health into primary health care. The first step towards 
ensuring oral health equity is to increase access to services for those communities lacking 
coverage, including expanding full dental benefits to low-income adults in the Denti-Cal 
program. We must also ensure that affordable dental coverage alternatives are available to those 
ineligible for public programs. It is essential that we take steps towards seeing oral health as part 
of our overall health. To do this, efforts should be taken to better integrate oral health care into 
primary care. Further, outreach and education campaigns must focus on informing consumers 
about how to use dental coverage as well as the benefits of good oral health in culturally and 
linguistically appropriate ways.

•	 Improve data collection, analysis and reporting of oral health disparities. Data collection is 
essential to identify and analyze inequities in oral health care and outcomes. We must institute 
standard systems to collect and analyze data by demographics such as race, ethnicity, gender, 
sexual orientation, gender identity, and language to develop policy and practices to improve 
access and reduce disparities.  

•	 Increase reimbursements for dental care providers, especially those in underserved 
areas. One of the key barriers to care is the inaccessibility of providers in rural and underserved 
communities as well as those caring for patients in the Denti-Cal program. Consistent cuts 
to reimbursement rates with an increasing need for care results in a distressed dental health 
system. While we look to increase rates, however, we must also ensure that communities who 
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need care the most are not overlooked. Rates should be tied to incentives or performance 
measures that result in improved health outcomes for vulnerable communities and reductions 
in health disparities.

Develop a Culturally Competent Workforce

•	 Expand and diversify the dental care workforce. A larger and more diverse workforce 
is one step towards ensuring cultural and linguistic competency in dental care. The state 
must establish programs to train, recruit, and retain people of color in the oral health fields. 
California must also implement programs or incentives to ensure that all regions and areas of 
the state have adequate access to dentists near them. We must monitor compliance with state 
laws requiring the collection of demographic data on health and dental health occupations 
and allied professions to identify workforce gaps and develop solutions for comprehensive, 
culturally appropriate care. We must also improve employment opportunities in communities 
of color so that they have stable jobs, a living wage, and, ideally, access to employee-based oral 
health coverage.

•	 Provide culturally and linguistically competent care. We must ensure communities of 
color have access to culturally and linguistically appropriate services. California has been at the 
forefront of requiring translation and interpretation services in health care settings and we must 
ensure that providers and plans are complying with current standards. We must also prioritize 
culturally competent care that acknowledges and recognizes the background, cultures, and 
beliefs of the community receiving services.

•	 Address racism and discrimination in oral health care. Many people of color face 
racism and discrimination both inside and outside of the dental office. In order to counter 
discrimination we must ensure that health care providers receive ongoing cultural competency 
training, and acknowledge that cultural competence evolves over time as we gain experience 
and knowledge of the cultures and communities around us. 

Support Efforts to Improve Underlying Socioeconomic Inequities

•	 Advance wealth building opportunities for low-income, communities of color. Income 
inequality is a key driver of health inequities. We must support efforts to increase wages and 
promote sustainable careers as well as ensure that safety net programs for those without 
health coverage are fully funded to provide vital services. Additionally, the government must 
modernize the system for measuring poverty to reflect the true cost of living and provide 
working families with opportunities to thrive. 

•	 Improve unhealthy food and environmental conditions. The connection between oral 
health and what we eat and drink requires us to improve the availability of healthy foods 
in our communities. We must encourage healthy food retail in underserved areas through 
land use and planning efforts and incentives. We must also improve access to clean drinking 
water. Improving water quality statewide and ensuring that all areas of the state have access to 
fluoridated water could improve oral health outcomes, especially in low-income communities 
of color.
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Conclusion
Advancing equity in oral health requires multiple approaches to successfully address the issues 
that contribute to poor oral health outcomes for low-income, communities of color. In addition 
to educating our communities about the importance of oral health and how to access to services, 
we must focus on systemic changes 
including improving access to culturally 
and linguistically competent oral health 
care and addressing the social and 
environmental factors that impact oral 
health. As California’s diversity increases, 
our infrastructure must promote quality 
oral health for everyone. With advocacy 
and education, together we can take a bite 
out of oral health inequities.
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