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Abstract:  With 10,000 baby boomers turning 65 every day, many will be on fixed incomes and will lose dental 
insurance upon retirement. This article presents why a dental benefit in Medicare might save the US government 
money, and who would likely benefit. It details an approach to estimating costs of inclusion of a dental 
benefit in Medicare, and compares the proposed approach to existing proposals. Additionally, the ensuing 
steps needed to advance the conversation to include oral health in healthcare for the aged will be discussed.

A s more of the US population reaches retirement age—led 
by the baby boomers—a national discussion has centered 
around the question of whether it is time to expand ac-
cess to affordable and quality oral health services, with 

a growing network believing that indeed it is.1 Given mounting evi-
dence that oral health is a part of total health and impacts the cost 
of care and outcomes, private healthcare insurers are reducing the 
overall costs of healthcare by including dental benefits in their plans 
for older adults. 

An assessment by Optum for United Healthcare™ found 
that people with chronic conditions (eg, type 2 diabetes [T2D], 
coronary artery disease [CAD], asthma, congestive heart fail-
ure, chronic obstructive pulmonary disease [COPD], and renal 
diseases) who received preventive dental care saved on average 
$1,037 compared with people who did not receive such care. Of 
note was that the largest savings were in people who were not 
compliant with their medical care ($1,849).2 United Healthcare’s 
work builds on that done by Jeffcoat and colleagues3 who in 2014 
studied total costs of healthcare and hospitalizations in persons 
with T2D, CAD, cerebral vascular disease (CVD), and rheumatoid 
arthritis (RA) and in pregnant women in a retrospective observa-
tional study. They found all groups with completed periodontal 
treatment had better outcomes and lower costs except for persons 

with RA. Nasseh and colleagues4 showed annual savings of $664 
in healthcare costs in persons with newly diagnosed diabetes. 
Avalere Health LLC, at the request of Pacific Dental Services, 
estimated the cost savings associated with a periodontal disease 
treatment benefit in Medicare to be $63.5 billion over 10 years.5 
The economic benefits are in addition to benefits in overall patient 
health and quality of life.

Based on the data above and the fact that many private insurers 
provide dental care to capture the substantial savings from general 
health costs, the Santa Fe Group supports the inclusion of compre-
hensive dental benefits in Medicare.6,7 Given the current political 
climate, the potential repeal and replacement of the Affordable 
Care Act, coupled with the anticipated growth in number of older 
individuals, the disparities in access to dental care, and the preva-
lence of oral diseases among older adults,8-10 efforts have focused 
on saving cost while improving health and oral health outcomes 
among older adults. Importantly, there has already been a rapid 
expansion of the Medicare Advantage programs that include the 
addition of dental benefits.11 Often, though, the benefits offered 
under Medicare Advantage are quite limited. 

The purpose of this article is to describe an approach to the de-
velopment of a Medicare dental benefit, and present and compare 
it to other extant options with regard to how it could be developed. 

of Continuing Education in Dentistry



2www.compendiumlive.com October 2017      compendium

Methods
Design
This analysis and commentary makes use of existing published 
data and results provided by actuarial analyses of the Fair Health® 
data (personal communication, Michael Monopoli, DentaQuest 
Foundation) to estimate costs of a dental benefit for Medicare ben-
eficiaries. Figure 1 depicts the process used to estimate the benefits.

Sample
The Medicare population was 57 million in 2015 with total expen-
ditures of $647.6 billion.12 Part A, for inpatient hospital and specific 
other medical care, covered nearly 55 million enrollees (46.3 million 
aged 65 and older and almost 9 million disabled enrollees) with 
payments of $273.4 billion in 2015.13 Part B, Supplementary Medi-
cal Insurance, provided payments for nearly 51 million people in 
2015 (43 million aged 65 and older plus more than 8 million dis-
abled enrollees), totaling $275.8 billion in 2015. Part B helps pay 
for physician, outpatient hospital, home health, and other services. 
Part C is the optional Medicare Advantage program, selected by a 
growing proportion of the Medicare beneficiaries that receive Parts 
A and B services through approved, capitated private-sector health 
plans. Most Medicare Advantage plans also include prescription drug 
coverage, which for non-Medicare Advantage plans is termed Part 
D. In 2015, Part D covered almost 42 million people, with benefits 
totaling $89.5 billion. The average monthly premium for Part D in 
2017 is estimated to be $34.13

The Process of Benefit Development
The Santa Fe Group, Oral Health America, 
and the DentaQuest Foundation sponsored 
the benefit development efforts. A small De-
velopment Group, and larger Advisory and 
Review Groups (members are listed in the 
Acknowledgments) participated in face-to-
face and online meetings from March through 
September 2016. The Development Group was 
supported by a private actuarial firm (Milli-
man, us.milliman.com) to estimate premium 
costs on a per member per month (pmpm) 
and per beneficiary per month (pbpm) basis. 
PMPM costs are those paid per member per 
month for the insurance. PBPM costs are the 
average costs per user of the care. Because not 
all members use care in a given year, the PBPM 
costs are higher than the PMPM costs.

The Principles of Benefit Development
Critical requirements for the benefit were that 
it integrated oral health benefits into existing 
Medicare benefits and maintained robust oral 
health provider participation, and that dental 
benefits were available for all participants in 
Medicare. A focus on inclusion in Medicare 
Part B most closely met these requirements, 
given the documentation and strength of oral-

systemic relationships14 and the previously described cost savings 
associated with access to dental care.

Medicare Part B provides access to “physician, outpatient hospi-
tal, home health, and other services,” and dental care inclusion for 
all participants ensures access to services that would identify, treat, 
and prevent new sources of pain, infection, and inflammation. Part 
B requires all eligible people to pay a monthly premium (or have 
it paid on their behalf, see Table 1) that is adjusted for income.13 
The income adjustment promotes health equity and social justice. 
Currently, older adults who are high income are 3.5 times more 
likely to use dental care.10 Work highlighted by the Santa Fe Group7 

and the American Dental Association’s Health Policy Institute10 
showed that, while older adults with high incomes were slightly 
more likely to use dental care between 2012-2013 (from 66.9% to 
68.3%), there was a decline in the percent of low-income adults 
who used dental care (from 29.6% in 2010 to 19.4% in 201310). Thus, 
inclusion of the benefit in Medicare Part B would contribute to 
improved access for low-income older adults.

Procedures
Through an iterative process (Figure 1), the authors developed options 
that would be acceptable to providers and beneficiaries in terms of 
coverage and cost. Our initial approach was to develop a “core global 
benefit” (Global) and a moderate, optional second-level benefit (Level 
2). The primary goal of the Global benefit was to prevent pain, inflam-
mation, and infection.14 Thus, at a minimum, the core benefit plan 

figure 1
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would provide diagnostic (Dx), preventive (Prev), nonsurgical peri-
odontal therapy (scaling and root planing [SRP]), and non-elective oral 
surgery (removal of infected teeth and root tips [EXT]). The moderate, 
optional second-level benefit included restorative, removable, fixed, 
endodontic, and selected implant procedures (ie, two implants under 
a lower complete denture), as well as a spending cap ($1,500). 

Adjustments were made by the actuarial team to account for 
gender distribution (45% male, 55% female), utilization trends, and 
the impact of bundled payments by which providers would receive 
a periodic payment for all of the bundled services (Dx, Prev, SRP, 
EXTs, and direct restorative procedures). In addition, the actuarial 
team adjusted the estimates for intangibles like pent-up demand 
and pre-announcement of benefits, income adjustment (for Level 
2 services only), a voluntary benefit adjustment to account for the 
election of the Level 2 coverage among people who expected to use 
it, an adjustment for non-users, and for benefit richness.

Results
Costs of providing dental care to Medicare beneficiaries are shown 
in Table 1 and Table 2. Table 1 shows 2017 Part B costs by income 
group (columns one through four) and the total costs after adding 
the Global and optional Level 2 dental benefits (columns five and six). 

Table 2 provides examples of the estimated costs of care per pro-
cedure type involved in the Global (left two columns) and Level 2 
(right two columns) benefits. The actuaries estimated total annual 
cost of Global benefits for 37.3 million (assuming dental care use by 
two-thirds of the enrolled Medicare beneficiaries), with provider 
compensation at 70% of UCR (usual, customary, and reasonable) of 
$16.853 billion. Importantly, assuming the Avalere general health 
savings estimate5 is correct and is applied back to defer the costs 
of the dental program, the total cost of the program will be sub-
stantially less (eg, $12.2 billion less in year 10). In addition, these 
estimates do not include offsets by reducing inappropriate emer-
gency room use. Importantly, the  introduction of a dental benefit 
in Medicare, when balanced against the expected cost savings from 
improved health, is not cost neutral. This is a major concern at a 
time when federal spending is under great pressure. 

Discussion 
Understanding that Part B premiums are calculated by a formula 
prescribed by the 1997 Balanced Budget Act15 and tiered by the 
Medicare Modernization Act of 2003,16 the authors developed 
estimates of the cost per member per month at $32PMPM for 
Global benefits and $31.58PMPM for Level 2 benefits. These es-
timates assume no copays for Global services and a payment level 
to the provider of 70% of UCR. Copays were kept to $0 for Global 
services to remove barriers to the care needed to eliminate pain, 
infection, and inflammation. At the same time, our goal for provider 
payments was to ensure that enough providers would participate. 
Changes to these assumptions would change the total costs of the 
dental benefit for all involved.

The current approach builds on the existing Medicare structure 
of Part B. It would use the existing premium structure to add on an 
additional but not optional benefit for dental in Part B. Consistent 
with the critical requirements for the benefit, it is not optional, as 
in Part C, Medicare Advantage, where some plans include dental 
and some do not, or Part D, elected or not by beneficiaries. Also, 
note that the monthly cost for a dental benefit is less than the aver-
age monthly premium for Part D in 2017 (estimated to be $34).13

The proposed plan is both similar and different than the two 
policy options suggested by Willink and coworkers.17 They included 
income-related subsidies for premiums and cost-sharing for per-
sons below 135% of the federal poverty level (FPL). We suggested 
extending the subsidies to up to 200% of the FPL, reasoning that 
elders on a fixed, low income would have a difficult time paying the 
premiums. The other main difference between the Willink et al ap-
proach and the present approach is how the benefits were estimated. 
We built the premiums based on the services we considered impor-
tant to include. That is, we built the benefits from the ground up. 

By contrast, Willink and coworkers used data from the 
Medicare Current Beneficiary Survey and estimated costs in two 
ways. Their first option was similar to Medicare Part D. It, too, 
was premium financed, a voluntary supplemental benefit. It fully 
covered one preventive visit and allowable costs up to $1,500 per 
person per year. They estimated that Medicare’s average spending 

Beneficiaries Who File In-
dividual Tax Returns With 
Income: 

Beneficiaries Who File 
Joint Tax Returns 
With Income: 

Income-Re-
lated Monthly 
Adjustment 
Amount 

Total 
Monthly 
Premium 
Amount 

Plus Dental* Plus Level 
2 Dental

≤ $85,000 ≤ $170,000 $0 $134 $166 $197.58

> $85,000 and ≤ $107,000 > $170,000 and ≤ $214,000 $53.50 $187.50 $219.51 $251.09

> $107,000 and ≤ $160,000 > $214,000 and ≤ $320,000 $133.90 $267.90 $299.91 $331.49

> $160,000 and ≤ $214,000 > $320,000 and ≤ $428,000 $214.30 $348.30 $380.31 $411.89

> $214,000 > $428,000 $294.60 $428.60 $460.61 $492.19

*Global dental costs are $32.01 pmpm; Level 2 costs are $31.58 pmpm. 

tABle 1

Medicare Part B Income-Related Adjustments and Total Monthly Premiums for FY2017
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for persons above 200% of the FPL would be $540 per person 
per year, and they removed 50% of the costs above a preventive 
care visit ($125), plus a 5% administrative fee. They estimated 
the average annual premium would be $29 per beneficiary per 
month, or $13.66 billion in premiums and that the federal govern-
ment costs for dental care subsidies would be $4.38 billion per 
year. Their second policy option expanded dental care benefits 
as a core benefit under Part B, as in our plan. Here they had two 
suboptions. For the first, they estimated that general revenues 
would pay 75% of the costs and the premiums would pay 25%. 
Thus, the federal government share would be $14.7 billion from 
general revenues, and the premium per beneficiary would be $7 
per month. The second suboption had general revenues covering 
50% of the cost ($9.8 billion), and monthly premiums would be 
$15 per beneficiary per month. Thus, both of Willink et al’s esti-
mates are the same order of magnitude but lower than the overall 
costs estimated by our project, ie, $16.853 billion.

Still another option would be the development of a stand-alone 
plan, with beneficiaries electing to buy private dental insurance on 
their own. The advantages are that this would be a plan available 
to all as an option; that is, beneficiaries would not have to elect 
coverage. This would incur greater costs due to adverse selection 
and private overhead, estimated to be well above the 5% level 
projected by Willink et al. Of course, there is also the potential for 

using an incremental expansion by which the definition of “medi-
cally necessary” dental care is expanded within the current scope 
of the law all the way up to full expansion for routine dental care.

Research is needed in both the public and private sectors to pro-
spectively estimate the costs of the dental services and confirm (or 
refute) the cost savings seen retrospectively in the private sector as 
reported herein. In an era where healthcare savings are sought vigor-
ously, this should not be insurmountable but remains so at present. 

Barriers to inclusion of a dental benefit in Medicare are many. 
Among them are the inertia in Congress and an unwillingness to 
remove the exclusion of dental benefits from the initial legislation. 
Demands for federal dollars are highly competitive at a time when 
budgets are being cut and tax cuts are being considered. There is 
reluctance to adding an additional benefit and adapting it to the cur-
rent Medicare structure. Moreover, there is a lack of political will. 

In this regard, the dental profession cannot minimize the im-
portance of advocacy-developing partnerships, as there appears to 
be a growing, grass-roots effort on the part of non-dental groups to 
add a dental benefit to Medicare. There is apparent interest among 
groups such as the Center for Medicare Advocacy, Gerontological 
Society of America, Families USA, Medicare Rights Center, and 
AARP. At some point, the authors look forward to a “new normal” 
in which dental insurance will no longer be separate, rather it will 
be incorporated into general health insurance plans. 

Global Benefits Level 2 Benefits (benefit maximum $1,500)

Plan payment as % of UCR 56%

Member payment as % of UCR 14%

Global benefits plan as % of UCR 70% of UCR Total payment as % of UCR 70% of UCR

AMount* AMount*

Diagnosis $11.12 other restorative $16.82

Prevention $7.27 endodontics $3.35

extractions $0.98 other periodontics $1.13

incision and drainage $0.03 removable prosthodontics $4.02

amalgams $1.38 Maxillofacial prosthodontics $0

resin-based composite $6.71 implants $0.25

interim therapeutic $0 fixed prosthodontics $4.35

Protective $0 oral and maxillofacial surgery $1.51

SrP $2.66 adjunctive services $0.16

Periodontal maintenance $1.69 level 2 plan cost (PMPM) $31.58

full-mouth debridement $0.18 level 2 cost sharing (PMPM) $14.14

Global PMPM $32.01 total level 2 provider compensation (PMPM) $45.73

Global cost sharing $0 level 2 benefit richness 69.1%

total provider compensation $32.01

tABle 2

Global and Level 2 Benefit Claims Costs Plus Per Member Per Month Costs

*Amounts are the per person costs per month including the services in the plan.
PMPM = per member per month; SRP = scaling and root planing; UCR = usual, customary, and reasonable
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Conclusion
This article describes the process used by the Santa Fe Group, Oral 
Health America, and the DentaQuest Foundation to estimate the 
costs of providing a dental benefit in Medicare. The cost estimates 
are compared to policy options proposed by Willink et al.17 Though 
this is a plausible oral health insurance benefit for Medicare-eligi-
bles, it is highly speculative in nature. While this payment model’s 
reliance on a “traditional” dental benefits framework of tiered 
services and reimbursement via fee-for-service may be appealing 
to some, it is unlikely that any Medicare expansion would rely 
solely on such an approach. Negotiation will be required to adjust 
the carefully developed oral health frame of the plan to meet the 
regulatory and statutory requirements of Medicare. 

Further research is needed to clarify and more clearly quantify 
the potential cost savings of providing a Medicare dental benefit. 
However, the benefits of including oral healthcare in Medicare to 
health outcomes and cost savings are now clear enough to support 
the need for a grass-roots advocacy effort to include oral healthcare 
into Medicare for baby boomers and beyond. Innovative models are 
needed that focus on a value-based rather than a procedure-driven 
model. Perhaps the next step is to examine the costs of healthcare 
in dual-eligible persons (those with Medicare and Medicaid) by 
diagnostic groups in states with and without dental care.

Michael Monopoli, DMD, MPH, MS
Executive Director, DentaQuest Foundation, Boston, Massachusetts
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