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Introduction

Oral health is essential to overall health. Poor
oral health can contribute to chronic disease,
chronic pain, difficulties obtaining employment,
and school absences.! For example, periodon-
tal disease (gum disease) is related to higher
risks of cancer and cardiovascular disease, and
individuals who have asthma, diabetes, heart
disease, and/or obesity are more likely to suffer
from periodontal disease.? These same chron-
ic conditions persist most often among Black
communities, Indigenous communities, and
other communities of color.®

The hidden costs of poor oral health include be-
ing stigmatized, feeling embarrassed in social
settings, and challenges finding employment.
Studies have shown that people judge an in-
dividual's social skills, intellectual achievement,
and attractiveness based on their dental ap-
pearance.* Nearly a third of Californians report
that they avoid smiling due to the condition of

their mouth and teeth and 1 in 4 feel embar-
rassed due to the condition of their mouth and
teeth.> Additionally, 1 in 4 Californians feel that
the appearance of their mouth and teeth neg-
atively affects their ability to interview for a job,
rising to more than 1in 3 among Californians
with low-incomes.®

Despite the clear and convincing need for all
Californians to have good oral health, proper
dental care is often expensive, difficult to find,
and challenging to understand. In 2016, after ex-
tensive community engagement, the California
Pan-Ethnic Health Network (CPEHN) published
“Taking a Bite Out of Oral Health Inequities,"” a
landmark report demonstrating racial inequi-
ties in oral health and proposing policy reforms.
Since that time, California has made important
progress in the area of oral health, yet racial dis-
parities remain largely unchanged.



In 2020, adults of color were less likely than white adults to report the condition of their teeth as
good, very good, or excellent (Figure 1).8

Condition of Teeth by Race/Ethnicity, 2020

Has no
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Source: California Health Interview Survey, 2020

Adults enrolled in Medi-Cal, California's Medicaid program primarily for children and adults with
low-incomes, were less likely than those who are commercially insured to report good, very good, or
excellent teeth condition (Figure 2).°

Condition of Teeth by Health Coverage Type, 2020
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It is against this backdrop that CPEHN, with the support of the CareQuest Institute, convened oral
health equity leaders from throughout the state to understand the impact of structural racism on
oral health and to produce the updated policy recommendations in this paper.



California’s Recent Progress

EXPANDED COVERAGE

« Eliminated immigration status as a barrier to health
coverage for low-income Californians (currently those ages
0-26 and 50+ and by 2024 will include those ages 27-49)

. Expanded full-scope Medi-Cal services, including dental
coverage, to pregnant individuals 12 months postpartum

« Reinstated dental coverage in Medi-Cal in 2018 and added
laboratory processed crowns in 2022

SUPPORTED PROVIDERS

« Provided incentive payments to Medi-Cal dental providers to
increase child and adult preventive care

. Offered student loan forgiveness to dental providers who
participate in the Medi-Cal program

INCREASED OUTREACH

« Provided $30 million annually to local public health
departments to conduct oral health literacy and prevention
work

« Conducted a statewide public education campaign to
make families aware of the dental care available to them
through Medi-Cal

SPURRED INNOVATION

o Funded 15 pilot projects across the state to develop methods
of improving oral health in low-income communities

o [Established the California State Dental Director and the
Office of Oral Health

« Integrated oral health care into primary care by requiring
Medi-Cal health plans to provide dental screenings for every
Medi-Cal member




Structural Racism
and Oral Health

Structural racism is the systemic distribution of
resources, power, and opportunity in society to
benefit people who are White, excluding Black,
Brown, Indigenous, and other people of color
communities. It primarily results from the way
that institutions and structures are designed,
rather than personal animus (or lack thereof).
Structural racism often intersects with other
forms of oppression, including homophobia
and sexism. California has a long history of per-
petuating structural racism, including:

e The 1909 eugenics law that made it legal
for a health professional to sterilize patients
considered “mentally ill, handicapped, sexu-
ally deviant, criminal” — which led to forced

sterilization of a disproportionate number of
people from the Latino community, wom-
en, and people with disabilities™

o Permitting Ku Klux Klan rallies in the Central
Valley as late as the 1930s, among other rac-
ist laws and practices "

e Sanctioning the sterilization of incarcerated
women between 2006 and 2010 — which au-
thorized the coerced sterilization of predom-
inately Black and Latina women, a number
of them trans®

The persistence of structural racism and its im-
pact on the health and opportunities of Black,
Brown, Indigenous, and other people of color



communities depends on differential racializa-
tion, which refers to the process by which the
dominant society racializes certain groups at
different times in response to shifting needs.”
Differential racialization explains legal struc-
tures that a dominant society devises for each
group - such as English-only laws for Latino
people™ alien land laws for Asian and Pacific
Islander people,* and Jim Crow laws for Black
people’® As a result, different groups must con-
tend with different sets of discriminatory laws
and practices. Structural racism is not simply a
system of the past; the impact of white suprem-
acist laws and policies is embedded and felt
throughout all of our institutions today.

Today, structural racism andthe design of the oral
health delivery system deprives Black, Brown, In-
digenous, and other people of color communi-
ties of good health. Due to racialized poverty, Me-
di-Cal enrolls a disproportionate share of Black,
Brown, Indigenous, and other Californians of col-
or, and Medi-Cal dental coverage is not compre-
hensive, consistent, or easily accessible.

At the federal level, Medicaid dental benefits are
optional for each state, resulting in California hav-
ing changed the scope of adult dental benefits
three times in the last decade. Adult Medi-Cal
members, particularly Black, Brown, and Indige-
nous communities and limited English proficient
(LEP) individuals, struggle to find Medi-Cal dental
providers, obtain culturally and linguistically ap-
propriate services, and achieve positive oral health
outcomes. Twelve other states in the country rank
higher than California in terms of coverage and
the extent of that coverage.”” As a result, Black and
Latino populations in California experience tooth
decay, periodontal disease, and oral and pharyn-
geal cancer at higher rates compared to other ra-
cial groups.®

Furthermore, Medicare, federal health insurance
for people 65 years of age and older and some

people under 65 with certain disabilities and
conditions, does not provide dental coverage for
older adults and persons with disabilities. Nearly
half of all older adults with Medicare have not vis-
ited a dentist within the past year because they
lack dental coverage. Those numbers are closer
to 70% for Black Medicare recipients, Hispan-
ic Medicare recipients, and Medicare recipients
with lower incomes.”

One of the most insidious ways structural rac-
ism has impacted oral health is the deep-seat-
ed belief that Black, Brown, and Indigenous
communities don't care about their oral health.
Black and Latino community residents with low
incomes in South Los Angeles, who work with
the Oral Health Equity Core Group member
Strategic Conceptsin Organizing and Policy Ed-
ucation (SCOPE), say their communities value
and understand the importance of oral health.
However, when faced with limited resources in-
cluding time and money, community members
often have to prioritize working multiple jobs,
paying rent, buying food for their families, and
caretaking for family members while sacrific-
ing other priorities, including oral health. Addi-
tionally, the lack of linguistically and culturally
concordant Medi-Cal dental providers in their
community, the challenges of qualifying for and
retaining Medi-Cal, and other systemic barriers
cut off access to care. Stories of social and eco-
nomic struggles are the structural factors, not
individual behaviors, that drive disparities. Com-
munities feel oral health equity is not only a
health care issue but also a racial and economic
justice one.



Oral Health Equity Core Group

Over the past year and with support from the CareQuest Institute, the California Pan-Ethnic
Health Network (CPEHN) developed and led the Oral Health Equity Core Group, a collaboration
of racial equity-focused grassroots and safety-net organizations representing the racial, ethnic,
and regional diversity of California. The Equity Core Group grew out of the idea that advancing
racially equitable oral health policy in California must be grounded in community voice and
lived experience, by creating space for cormmunity members to engage meaningfully in oral
health policy development, advocacy, and implementation. Over the past year, the Equity Core
Group focused on developing this community-defined oral health policy agenda to reduce ra-
cial disparities and achieve true oral health equity in California. The following are the Oral Health

Equity Core Group members:

STRATEGIC CONCEPTS IN

ORGANIZING AND POLICY EDUCATION

e Location: South Los Angeles

e Mission: To create social and economic
justice for low-income, female, immi-
grant, black, and brown communities
in Los Angeles.

CENTRO BINANCIONAL PARA EL
DESARROLLO INDIGENA OAXAQUENO
e Location: Fresno, Madera, and Monte-
rey counties
e Mission: To foster and strengthen the
civic participation, economic, social,
cultural development of the indige-
nous communities, as well as the resis-
tance of the indigenous communities.

ASIAN HEALTH SERVICES

e Location: Alameda County

o Mission: To serve and advocate for the
medically underserved, including the
immigrant and refugee Asian communi-
ty, and to ensure equal access to health
care services regardless of income, insur-
ance status, language, or culture.

RAVENSWOOD FAMILY

HEALTH NETWORK

e Location: San Mateo County

e Mission: To improve the health of the
community by providing culturally
sensitive, integrated primary and pre-
ventative health care to all, regardless
of ability to pay or immigration status,
and collaborating with community
partners to address the social determi-
nants of health.

SOUTHSIDE COALITION OF

COMMUNITY HEALTH CENTERS

e Location: South Los Angeles

e Mission: To sustain, coordinate and im-
prove health care access and delivery to
the impoverished and vulnerable com-
munity members of South Los Angeles.



Defining Oral Health Equity

The phrase “oral health equity” is often used in health advocacy spaces, but
can be interpreted differently by various people, groups, and communities.
Due to the ambiguous nature of the term, the Oral Health Equity Core Group
collectively defined the term so that there is a shared definition that can be

used and understood by all.

Oral health equity is...

Oral health eguity i§ achieved Q RaCia”y equitable
when systemic barriers to

quality oral health care are .

dismantled, resulting in the ( ) PhyS|Ca”y, CUltura”y,
best possible oral health , L

outcomes for all communities, ||ngU|St|Ca”y, and

regardless of their race,
ethnicity, income, spoken
language, gender identity,
sexual orientation, age,

immigration status, disability

financially accessible

Trans-inclusive

status, or zip code. We envision
oral health equity within a
system focused on public
health, not private profit.

Gender expansive



ORAL
HEALTH
EQUITY
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Systemic Barriers and
Policy Recommendations

The following recommendations are a direct
result of the Equity Core Group's input. To cre-
ate these recommendations, CPEHN facilitated
an intentional process over the course of a year.
We recruited diverse and often excluded orga-
nizations to form the Equity Core Group to en-
sure our priorities aligned with true community
interests. Then, CPEHN facilitated a grounding
session with the Equity Core Group members to
develop a shared definition of oral health equi-
ty. To understand community level oral health
equity issues across regions and communities of
color, CPEHN conducted interviews with Equity
Core Group members to better understand the
main barriers to oral health care in 2022. After
developing proposed priorities, CPEHN re-en-
gaged with the Equity Core Group to validate
and strengthen our recommendations through
collective feedback sessions.
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California’'s healthcare delivery system is fragment-
ed, particularly for Medi-Cal recipients who must
navigate across multiple complex managed care
and fee-for-service delivery systems in order to ac-
cess oral healthcare. Dental care is provided by a
separate fee-for-service delivery system or a den-
tal managed care plan, depending on the county.
Inconsistent oral healthcare coverage in California
has largely impacted Black, Brown, and Indige-
nous communities with low-incomes who rely on
Medi-Cal for their oral health needs. Given that a
majority of adults eligible for Medi-Cal services
come from communities of color with low incomes
and that a third of those eligible do not consider
English their primary language, many of the fol-
lowing community evidence and recommenda-
tions are focused on the Medi-Cal dental delivery
system, but can certainly be applied to commercial
health insurance plans as well.



Coverage Barriers

California and the federal government should work together to establish
permanent, full-scope dental coverage for adults in Medi-Cal.

One ofthe mostsignificant barriers to accessing
oral health care for low-income communities of
color is the lack of stable preventive and restor-
ative dental coverage for adults. While California
currently has comprehensive adult dental ben-
efits for adults enrolled in Medi-Cal, this has not
always been the case. In the last fifteen years,
California has eliminated and restored dental
benefits for adult recipients of Medi-Cal multi-
ple times. This year-to-year change in coverage
has caused many providers enrolled in Medi-Cal
to leave the program,?® causing great confusion
among Medi-Cal members who are affected
by these sudden policy changes and left won-
dering whether or not they will have access to
a dental check-up in a given year. Changes to
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dental benefits for adults enrolled in Medi-Cal
also lead to the inability to continue ongoing
treatment, interruptions in access to preventive
services, and use of the emergency room for
preventable dental conditions.

Establishing permanent, comprehensive cov-
erage for all adults who rely on Medi-Cal will
advance health, economic, and racial justice.
Among adults with low-incomes in California,
almost 50% of Latino adults did not have dental
insurance in 2020, compared to 28% of White
adults with low-incomes.?’ Adults who did not
have dental insurance were also about 3 times
more likely to have no natural teeth compared
to adults who did have dental insurance.?



Adults who have no natural teeth
by dental insurance status

Without
dental
insurance

With
dental
insurance

1.6%

In California, adults who do not have
dental insurance are about 3 times more
likely to lose all of their natural teeth
compared to adults who do have dental

insurance

Source: California Health Interview Survey, 2019

Californians should not have to worry about
their access to dental care changing from year
to year simply because they are enrolled in Me-
di-Cal. Dental should be a permanent adult Me-
di-Cal benefit that is no longer subject to the
volatility of the state budget.

Integrate oral health with primary health
care and improve accountability.

Oral health care has historically been separat-
ed from other physical health care, resulting in
particularly unequal access as oral health care is
considered more of a privilege than a right, and
consumers are left to navigate dental coverage
and care on their own. Dental problems dispro-
portionately affect low-income communities
of color, who often face the most challenges in
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accessing equitable oral health and primary
care.” Therefore, integrating dental care as an
essential component of physical and primary
care is key to advancing health equity. This in-
cludes integration at all levels, including the pay-
er and the point of care.

Many Federally Qualified Health Centers (FQHCs),
such as Oral Health Equity Core Group memober,
Ravenswood Family Health Network in San Ma-
teo County, offer both medical and dental ser-
vices in the same location or in close proximity
to one another, and have a unified electronic
health record, where medical and dental health
records are in the same system. The co-location
of services under one roof along with a unified
health record allows for opportunities for provid-
ers to partner with each other and with patients
to provide care and coordinate services that pa-
tients need. The co-location of services under
one roof has been a very successful model, as it
allows for a warm handoff of patients from the
medical provider to the dental provider. It also
allows a collaborative approach on the part of
clinicians to approach whole-person care, and
ensures patients have access to all services to
address their health care needs.

However, co-location of primary care and dental
care is not a requirement for a good integration
plan. Several clinics that do not have co-located
services have successfully leveraged the integrat-
ed care model using telehealth technology as
well as information sharing via electronic health
records to integrate medical and dental services,
provide care coordination, and improve their pa-
tients' health outcomes. One such example is Oral
Health Equity Core Group member, Asian Health
Services, which has multiple clinics across Ala-
meda County. They have prioritized collaboration,
resulting in better coordinated care and overall
better health outcomes for their patients.



Another model that could set an example for pri-
mary care integration in the Medi-Cal program
is Sacramento County's implementation and es-
tablishment of the Medical Dental Referral and
Navigation (MDRAN) model, which encourages
medical providers to make dental referrals, and
care coordinators to ensure that appropriate
support is provided where needed to patients so
that resulting dental appointments are kept. This
helped to create an electronic system whereby
not just a primary care provider, but also a Wom-
en, Infants, and Children (WIC) site or anyone
who works with a child could make a referral to
a dental provider if a child’s record showed that
they had not visited a dentist.

After MDRAN's success in Sacramento County,
Children Now, a non-partisan, whole-child re-
search, policy development, and advocacy or-
ganization, is working with San Joaquin County
to launch a similar initiative, which would look
slightly different due to San Joaquin being a fee-
for-service county. In this model, there will be a
similar data sharing agreement between Me-
di-Cal managed care plans and Medi-Cal den-
tal for care coordinators and community health
workers to identify and refer children who have
not been to the dentist in the last year to a den-
tal provider. This will allow providers to track and
refer children to a dentist, as well as determine
why a child may not have visited a dentist de-
spite being referred (lack of transportation, cul-
tural/linguistic access issues, etc.). This improves
care coordination and helps target specific barri-
ers to dental care.

Lastly, bringing care directly to the communi-
ty is an effective strategy for integrating oral
health and primary care, thereby improving oral
health equity. The Los Angeles Trust for Chil-
dren’s Health, a nonprofit affiliated with the Los
Angeles Unified School District (LAUSD), uti-
lized a public health model to establish a District
Oral Health Nurse position to coordinate oral
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health services across LAUSD, and implement-
ed a school-based oral health program across
six elementary schools?* This initiative included
community-wide oral health education for chil-
dren and parents on topics including dental care
habits, importance of the use of fluoride tooth-
paste, tobacco use prevention, and a “Drink the
Water” fluoride campaign. The initiative also in-
cluded full-scope preventive care in the form of
screenings and assessments, fluoride varnishes,
sealants for students on school campuses, and
referrals to community providers for restorative
care as needed.”

As a result of this initiative, there has been an im-
provement of oral health in children who initially
had a high burden of untreated dental diseases
— most of whom came from Latino families with
low-incomes — demonstrating that a school-
based fluoride-varnishing program coupled with
identifying unmet dental needs, and providing
dental referrals to community-based dental pro-
viders, can significantly reduce untreated dental
disease.?®



Cultural and Linguistic

Access Barriers

Approach care with both cultural competence and cultural humility.

California is the most culturally diverse state in
the country, and is often referred to as a “ma-
jority-minority"” state as no single race or ethnic
group forms a majority of California's popula-
tion.?” In addition, California has more immi-
grants than any other state, with almost 11 mil-
lion immigrants calling California home.?® Due
to the cultural and linguistic diversity of the
state, we must ensure that our health care de-
livery systems are addressing the diverse needs
of Californians in a culturally and linguistically
appropriate manner, and with cultural humility.
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Cultural humility is often compared to cultural
competence. Cultural competence means that
one is aware of the culturally diverse backgrounds
of the individuals and communities they work
with and that they provide care, assistance, or re-
sources in a way that considers that individual's
or communities' identities. But, when taking into
consideration intersectionality?® — the acknowl-
edgment that one person is shaped by many
intersections of different characteristics such as
race, class, gender, and sexual orientation — it be-
comes clear that it's impossible to put people into



one specific identity category because not every-
one has identical backgrounds and experiences.

While cultural competence suggests that one
has all the knowledge about a person and their
background, cultural humility takes a more in-
terpersonal approach — understanding that each
individual has a unique identity and that one
can learn from them about their experiences to
better assist them, and provide quality, tailored
care for individuals, while simultaneously being
aware of one's own biases. Understanding the
cultural backgrounds of Californians will help to
understand their cultural oral health needs.

For example, the Oral Health Equity Core Group
shared that some community members with
low-incomes have expressed the challenges of
going to a dental appointment with children.
“There are folks who have said that when they
show up to the dental office waiting room with
their children after a long day, the children are
hungry, tired, and might be a little rambunc-
tious, and because they don’t have access to
affordable childcare, they feel ashamed for
being there with all their children because
they know there are assumptions made about
their parenting skills.” To avoid these challeng-
es, they may stop visiting the dentist altogether.
To an outsider who does not know the situation,
it may seem as if the patient does not care about
their oral health and therefore is no longer sched-
uling dental appointments. However, someone
practicing cultural humility will take the time to
understand why the patient can no longer visit
the dentist. Another issue that has surfaced more
recently due to COVID-19 precautions is that clin-
ics do not allow family members to accompany
the patient, making it even more challenging for
parents to visit the dentist. Lack of childcare is an
ongoing issue that may prevent patients from
seeking care.
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The Oral Health Equity Core Group also noted that
immigrants, in particular, face several barriers to
receiving oral health care when arriving in Cali-
fornia. Many immigrants migrating from Mexico
and other Latin American counties, especially
Indigenous communities, “understand the im-
portance of oral health, but there are so many
barriers when arriving to the UnitedStates and
other needs they need to provide for their fam-
ily, so knowing that oral health care is very ex-
pensive leads to them not receiving the treat-
ment or receiving the oral health service that
they may need.” Many immigrants also hesitate
to seek dental coverage, despite being eligible for
programs such as Medi-Cal. Due to complications
in the system, they face challenges navigating el-
igibility requirements, enrollment, coverage op-
tions, and finding a provider,among other things.
For others, costly oral health care leads to using
home remedies to treat symptoms, which can
worsen their oral health. When dental providers
meet with patients who have migrated to the
United States, it would be important to note their
specific hesitancies and preferences to deliver the
type of care that is right for them.

Similarly, the Oral Health Equity Core Group
shared, “some East Asian and Southeast Asian
patients may not ask for pain medication af-
ter a dental procedure, and they may go home
and use a home remedy or herbs to help with
their post-operation discomfort, because they
believe that medication can bring more harm
than good.” These home remedies may help re-
lieve pain and discomfort temporarily, but when
the pain and discomfort returns and the patients
seek care, dental conditions have worsened. The
only solution then is to remove the offending
tooth. This causes many patients to become par-
tially orentirely edentulousat ayoung age—-some-
thing that could be prevented if the intervention
had taken place earlier through education.



Many individuals with low incomesalso perceive
oral health care as a luxury due to its high cost
and therefore only seek care when they have
an emergency. The delay of dental care until an
emergency arises leads to increased dental care
costs for both the state and the individuals, as
the replacement of missing teeth to re-estab-
lish chewing functions is more expensive than
prevention methods. For providers, this again
means taking the time to understand each pa-
tient individually and determine what will and
will not work for them.

Additionally, the Oral Health Equity Core Group
reported, “several communities across Cali-
fornia do not drink tap water due to distrust
in the system,” despite several counties hav-
ing fluoridated water in their public water sys-
tems, which is proven to reduce tooth decay.*®
“When communities hear news stories on
topics such as the lead contaminated water
in Flint, Michigan, coupled with the systemic
racism they experience in their lives, it’s hard
to convince them that their water is safe.”
It is also challenging to convince immigrants
that it is safe to drink from the public water
system in their county if they immigrated from
a place where the public water system is poor.
These experiences can render county water
fluoridation less effective, leading to higher in-
cidences of tooth decay in these communities.

The Oral Health Equity Core Group felt that un-
derstanding that these nuances exist between
different patients is essential for dental provid-
ers. Asthiscommunity evidence demonstrates,
there cannot be a one-size-fits-all approach to
dental care, and providers must approach care
with cultural humility. Doing so will help miti-
gate implicit biases and help providers deliver
tailored treatment to their patients by creating
a deeper understanding and connection be-
tween patients and providers. In turn, this can
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Dental offices can ensure

they meet diverse patients’
needs by assessing their needs
before the appointment.
Ravenswood Family Health
Network does this in their
dental practice through an
accommodation questionnaire,
to assess the accommodations
a patient would need for their
appointment. What started with
asking questions such as, “How
long should the appointment
be?” or “What time of day would
be best?” to assess the needs
of patients, has now expanded
into a questionnaire that asks
essentially, “What would make
your visit go well?” Whether it's
translation and interpretation,
whether it's help with filling
out forms, whether it's special
needs accommodations for

a wheelchair - all of these
preferences are collected
ahead of time, giving the clinic
an opportunity to be better
prepared for the patient’s
appointment. This helps
patients feel heard as they are
no longer treated as a number,
builds trust between the patient
and the provider, and makes
patients more responsive to
their treatment.



increase the level of satisfaction patients feel
after their dental appointments, and ultimate-
ly improve their oral health outcomes.

RECOMMENDATION:
Improve timely access to quality
interpretation and translation services.

Both state and federal law require that people
seeking dental care, and other medical care,
be provided with interpretation and transla-

On June 10, 2019, advocates

from 28 statewide organizations
submitted a joint letter to the
Department of Health Care
Services regarding language
access within DHCS Medi-

Cal Dental Division. Since the
submission of the letter, DHCS has
undertaken additional efforts to
make substantial improvements
in response to the concerns raised
in the advocates' letter. At the
request of stakeholders, DHCS
has also launched a Medi-Cal
Language Access Workgroup.

The Department of Health Care
Services has also launched and
implemented the Smile, California
Campaign in the top Medi-Cal
threshold languages. Despite the
existence of explicit state law and
these achievements by DHCS,
cultural and linguistic access
remains a barrier to receiving
quality oral health care.
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tion services® Studies show that in-language
communication increases positive health out-
comes.* Despite this, timely access to language
assistance is not a reality for many limited En-
glish proficient consumers, or the providers
who serve them.

Many Medi-Cal members do not know they
have the right to request an interpreter, while
others have noted a lack of interpreters in their
preferred language when seeking oral health
services. Often, when members do request an
interpreter in advance, it is a long and compli-
cated process, with members sometimes wait-
ing more than three weeks to find the right in-
terpreter. And if an interpreter cannot be found
before their appointment, their appointment is
canceled, significantly delaying their care.

Othertimes, whenaninterpreterisfoundontime,
both patientsand providersreport dropped calls
and having to call the interpretation line multi-
ple times during a single appointment, which
wastes the time of the patient, the interpret-
er, and the dentist. Sometimes these dropped
calls and reconnections take up so much time
that the appointment needs to be resched-
uled, again delaying care. For some Indigenous
communities, when an interpreter is found, it is
often not the right dialect of their spoken lan-
guage, as there is a lack of knowledge among
service providers about Indigenous languages.

These issues deter some members with limited
English proficiency from receiving oral health
care services. For members who do decide to
seek oral health care services despite not hav-
ing an interpreter, they may find themselves
confused and unable to fully understand their
care plan, which can often lead to uninformed
decisions made about their oral health.


https://cpehn.us10.list-manage.com/track/click?u=e935a324612c83a6fa9e8d054&id=538fe25b96&e=e78b8509ca

Conduct effective community outreach
and education through trusted messen-
gers and use of multiple mediums, in-
cluding visual materials.

In 2018, the Department of Health Care Services
(DHCS) launched the Smile, California campaign
to increase awareness and utilization of the Me-
di-Cal Dental benefit among Medi-Cal mem-
bers3* The campaign’s website and materials
provide facts about the dental benefits avail-
able to members through Medi-Cal, including
the importance of regular dental visits, which
services are covered by age group, and a quick
link to help members find a dentist near them.*

The Smile, California campaign welbsite is avail-
able in English (smilecalifornia.org) and Spanish
(sonriecalifornia.org), and has landing pages in
15 other threshold languages. It was developed

o
hXblo

Hablo el idioma | speak

o
hgblo

to be user-friendly and easy to navigate to help
members take full advantage of their Medi-Cal
dental benefits. This campaign seems to have
helped improve Medi-Cal members' awareness
of their dental benefits, however, there are still
gaps that Medi-Cal should address. One glaring
gap is among those who have low literacy and
those who do not read or write, and therefore
cannot understand written information relayed
through the Smile, California campaign or oth-
er member-facing materials.

The Oral Health Equity Core Group specifically
highlighted Indigenous community members
whose native languages are only spoken — not
written or read. One recommended way to in-
crease outreach and education to those com-
munities, as well as other communities whose
native languages are not written or read is
through the use of images and other visuals.

Oral Health Equity
Core Group member,
Centro Binacional para
el Desarrollo Indigena
Oaxaqueno (CBDIO),

from provides “l Speak”

(idioma)

de

(language)

cards to Indigenous
community members to

help them assert their

(comunidad de origen)

Por favor proporcioneme un intérprete
capacitado y calificado, y anote mi
idioma de preferencia en sus registros.

Tengo derecho legal a recibir asistencia de
programas financiados por el gobierno estatal
o federal en mi idioma de preferencia

sin costo adicional para mi.

Muchas gracias.

Para mas informacion, contacte a
CRLA al: 209-946-0605 ext. 2012

L2 CRLA | G@

7

(community of origin)

Please provide me with a trained and
qualified interpreter and note my
preferred language in your records.

| have the legal right to receive assistance
from programs that receive state or
federal funding in my preferred language
at no additional cost to me.

Thank you.

For more info, contact CRLA at:
209-946-0605 ext. 2012

Lcria | @

ol

Nz
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right to an interpreter at
health clinics, hospitals,
social service agencies,
law enforcement
agencies, courts, public
schools, and other
government agencies.
These cards were
designed by California
Rural Legal Assistance,
Inc. in collaboration
with CBDIO.


http://smilecalifornia.org
http://sonriecalifornia.org

 FIGURES

Centro Binacional para el Desarrollo Indigena Oaxaquefio hosts
health education events across Central Valley and Central Coast
of California to facilitate access to health and social services for

Indigenous community members.

Currently, most member-facing materials are
text-heavy, making it almost impossible for
members who speak a language not part of
the threshold languages to understand the ma-
terials that Medi-Cal dental sends. Employing
more images and other visuals in member-fac-
ing materials will help make information more
concrete for those who do not understand
written language, ultimately clarifying mean-
ing and promoting understanding. Given that
Indigenous populations experience poorer oral
health outcomes compared to non-Indigenous
populations,*® Medi-Cal must pay particular at-
tention to ensuring that Indigenous commu-
nities are being reached through Medi-Cal's
education and outreach campaigns and other
member-facing materials and notices.

Another way to increase outreach and educa-
tion to communities who have low literacy is
through one-on-one conversations at commu-
nity health events or other places where the
community gathers. Outreach should be done
in person through partnerships with communi-
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ty-based organizations (CBOs). These partner-
ships are critical, as trust between CBOs and
the community has been built over the years. In
addition to the unique expertise CBOs possess,
CBOs know the most effective strategies to
reach out to their communities. And now, with
the recent approval of the community health
worker benefit in Medi-Cal, community health
workers can help to conduct oral health out-
reach, provide education, and connect patients
to resources that make oral health care more
accessible as they have deep, trusting relation-
ships with their communities.

Dental providers can also collaborate with CBOs
by providing presentations at community gath-
erings or building partnerships to offer services
onsite at the CBO. For example, FQHCs have
provided dental services at elementary schools,
libraries, and senior centers. By partnering with
CBOs, dental providers can help provide both
education and dental services to more commu-
nity members in a location that the community
members feel comfortable.



Workforce Barriers

Support efforts to expand the oral health care team to include dental therapists

and community health workers.

To address inequities in access and quality of
care, while simultaneously building trust be-
tween communities of color and providers, it is
necessary to expand the oral health care team
to include providers such as dental therapists
and community health workers — providers who
come from the communities they serve.

Expansion of the dental workforce to include
dental therapists and community health work-
ers creates more opportunities for members of
historically underrepresented populations to
become involved in the oral health care work-
force and improves access to preventive and re-
storative care for those disparately affected by
oral health service barriers.* When members
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In July 2022, California added
community health worker
services, including oral health
education and outreach, as a
Medi-Cal benefit. Additionally,
the 2022-2023 state budget
included a one-time allocation
of $10 million to create new and
enhanced community-based
clinical education rotations for
dental students to improve

the oral health of underserved
population groups in California.*®



of the health care team and patients share the
same race, ethnicity, or language, patient satis-
faction, participation in care, and level of trust
all increase*® When patients have trust in their
oral health team, they are more likely to seek
out and maintain oral health care regularly.

Trust is a crucial factor in a patient-provider re-
lationship, including trust in the provider, and
the system in which the provider practices. Un-
fortunately, due to a history of abuse, distrust of
our health care delivery systems and distrust of
providers is prevalent among communities of
color and serves as a barrier, preventing com-
munities from receiving the care they need.

The Oral Health Equity Core Group shared that
this distrust extends tremendously into Black
communities, who have faced significant bar-
riers due to systemic racism. A history of dis-
crimination and racism by researchers, medical
professionals, and the government has led to a
rightful skepticism among Black communities.
This reality, coupled with the fact that only 2% of
dentists in California are Black,*® further contrib-
utesto oral health disparities and inequities in ac-
cess to care, utilization of dental services, and oral
disease burden, and demonstrates the need for
the expansion of the oral health care team.

Dental therapists can increase trust by expand-
ing access to cost-efficient routine, preventive
care, improving the oral health outcomes of un-
derserved communities.? Dental therapy in oth-
er states has provided an accessible training pro-
gram and career pathway in the oral health care
sector for Black, Brown, and Indigenous com-
munities with low-incomes. When community
residents have dental providers from the com-
munity who understand the culture and history
of the community, trust in the oral health system
increases due to community members receiving
reliable oral health care and the overall health of
the community improves by:
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Ensuring continuous oral health care, since
dental therapists from the community are
invested in staying in the community and
serving the community.

Spurring economic investment, since den-
tal therapists live and spend money in the
community.

Creating savings in health care costs for pa-
tients through the provision of cost-efficient
care, which allow for patients to use the sav-
ings for other necessities such as food, hous-
ing, and other health care needs.

Establish incentives to increase the
number of diverse dental providers.

Dental schools should increase opportunities
for applicants from low-income, underrepre-
sented, and rural populations. One way to do
this is to increase the number of pipeline ed-
ucation programs, which aim to remove barri-
ers to careers in dentistry for students of color,
thereby increasing the number of dentists from
communities of color. A 2019 study evaluated
the Boston University Oral Health Sciences pipe-

The California 2022-23 state
budget included significant
investments to improve the dental
pipeline, including $45 million to
provide training and career-ladder
opportunities for workers like
dental assistants. The budget also
included $175 million to expand
nontraditional apprenticeships,
possibly including dental assisting
apprenticeships.®



line program, established in 2005, to increase
the level of academic preparedness of students
from “underrepresented minority groups” for
dental school.** After assessing 10 years of data,
the study found that the pipeline program not
only increased the number of socioeconom-
ically disadvantaged first-generation college
students who would then go on to serve ru-
ral areas, but also increased the racial diversity
among dentists as a whole **

Currently, the lack of dental providers in Me-
di-Cal is an additional barrier to obtaining care,
which is even more striking in underserved ar-
eas. Medi-Cal covers about 35% of the state's
population;* however, in 2021, only 21% of den-
tists in California participated in Medi-Cal, one
of the lowest rates of participation in the coun-
try.46 7 Additionally, although 53% of the state’s
adults with low income are Latino, only 6% of
practicing dentists are Latino, and while 7% of
the state's adults with low income are Black,
only 2% of practicing dentists are Black.“® These
numbers are even lower for American Indian/
Alaska Native and Native Hawaiian/Pacific Is-
lander groups. This can be a barrier for adults
with low incomes in receiving dental care, as
Black and Latino dentists are more likely to
practice in areas with more low-income popu-
lations and communities of color, and are more
willing to participate in Medi-Cal compared to
their White counterparts.®®

Increasing the number of Black, Latino, and In-
digenous dental providersis crucial to achieving
racial equity in oral health, as researchers have
found that patient-provider race concordance
improves patient experience®® Studies also
show that dentists’ decision-making, at times,
is affected based on a patient’s race, where den-
tists will opt for more invasive procedures for
Black patients compared to their White coun-
terparts.® Supporting initiatives that aim to in-
crease the number of diverse dental providers

24

Latino and Black Dentists
Compared to their Racial/Ethnic
Distribution in California

. Latino . Black

60%

50%

40%

30%

20%

10%

Low-Income Adults

Practicing Dentists

Note: Low-income Adults are those with

incomes of 0-199% FPL.

Source: California Health Interview Survey, 2019;
American Dental Association Health Policy Institute

can ultimately help prevent racial bias and rac-
ism, leading to overall improved patient experi-
ences and oral health outcomes.

The state has made investments through legis-
lation in the form of Proposition 56 to develop a
loan repayment program to incentivize dentists
to increase participation in Medi-Cal> As part
of the eligibility requirements for the program,



dentists are required to maintain a Medi-Cal
patient caseload of 30% or more and agree to
serve in California for five years.>* However, there
is no explicit requirement to address racial and
ethnic disparities. While this program may en-
courage more dentists to enroll as Medi-Cal
providers, it does not guarantee that more ra-
cially and ethnically diverse dentists will join the
workforce. Furthermore, loan forgiveness is not
a good option for students who cannot afford to
pay at the outset. A Medi-Cal caseload of 30% is
also too low to address existing shortages. These
program funds should be better targeted to ad-
dress the identified needs of people with low
incomes who do not attend dental school due
to high costs. Policies incentivizing oral health
care delivery to adults with low incomes should
continue to be refined and operate in tandem
with pipeline programs.
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Data Barriers

Collect and report utilization, quality, and outcome data that is
disaggregated by race, ethnicity, preferred language, gender identity,
sexual orientation, age, disability status, and county.

In order to improve the delivery of dental care
and advance oral health equity, both commu-
nities and decision-makers must have access to
data that is actionable and fully reflective of Cali-
fornia's diverse communities. Data is not neutral.
How data is collected, reported, and used can
either exacerbate or ameliorate disparities. Ag-
gregated data often masks true inequities. Data
that isdisaggregated by race, ethnicity, preferred
language, gender identity, sexual orientation,
age, disability status, and county can be used to
identify inequities and help close gaps.
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Currently, the Medi-Cal program collects and
reports some information with demographic
indicators, although the data is limited. For ex-
ample, the Department of Health Care Services
collects and reports language data for mem-
bers who call the state for assistance accessing
dental care. Recent data from January to June
2022 shows that of those callers who received
language assistance, most spoke Spanish (30%),
followed by Mandarin (13%) and Russian (13%),
Vietnamese (8%), Cantonese (7%), Farsi (6%),
Arabic (5%), Dari (5%), Korean (3%), and Oth-



er Languages (10%).>* This information allows
the state to set policy and allocate resources
according to language assistance needs. In
addition, utilization data for annual dental vis-
its, exams/oral health evaluations, diagnostic
services, dental treatment services, preventive
services, restorative services, and treatment/
prevention of caries is collected and reported
by age, county, and race.

While this information is publicly posted on the
Department of Health Care Services website
and the California Health and Human Services
Open Data Portal, respectively, the format of
the data on both sites is not easy to access nor
is it presented in a user-friendly manner. DHCS
should work to publish the data in a way that
is more user-friendly, filterable, and easily ac-
cessible to a wider audience. DHCS should also
work to represent the data in a meaningful
way using dashboards and reports, in addition
to any raw data that is published.

Additionally, existing publicly available data is
not fully disaggregated for some communities.
For example, currently, “Asian” or “Asian Ameri-
can and Pacific Islander” (AAPI) is considered a
single racial/ethnic category in most data and
reports. This often conceals persistent inequi-
ties among individuals of at least 50 distinct
ethnic groups who fall into this category, each
with their own historical, linguistic, and cultur-
al differences that influence their outcomes.®®
In the same vein, in Mexico, while there are
68 unigue Indigenous spoken languages, and
364 variations of those languages, Indigenous
communities from Southern Mexico are cate-
gorized as a single racial/ethnic category — Lati-
no/Hispanic — which erases their Indigenous
background and does not capture the linguis-
tic and cultural diversity among the Mexican
immigrant population.
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In addition to accurately representing the di-
versity of consumers, oral health data must
provide actionable information. Existing pub-
lic data sets focus on utilization measures such
as visit types and service counts, which bring
visibility to inequities in consumer access and
navigation through the oral health system.
However, this data does not answer questions
about potential inequities in care quality and
outcomes, which should also be collected and
made publicly available. Outcome data for oral
health includes measures such as presence or
absence of periodontal disease, permanent
teeth extractions, edentulous status, replace-
ment of missing teeth, and emergency room
visits for oral health-related issues.



Closing

Structural racism is the reinforcement of centu-
ries of racist rhetoric, public policies, and institu-
tional practices in our current political, econom-
ic, and social systems and is present in every
facet of our society, including our oral health
delivery systems. To effectively dismantle rac-
ism in oral health, we must move beyond indi-
vidual education and action, and address sys-
temic barriers and social norms that engage in
institutional racism.

Advancing racial equity in oral health should
be a multi-pronged approach that requires ad-
dressing multiple existing systemic barriers that
contribute to the poor oral health of Black com-
munities, Brown communities, Indigenous com-
munities, and other communities of color with

low incomes. Addressing barriers by focusing
on systemic change includes establishing com-
prehensive dental coverage for all, improving
access to culturally and linguistically responsive
care, supporting efforts to increase the num-
ber of diverse dental providers, and improving
the process of data collection and reporting,
among others.

These recommendations are important first
steps towards achieving a more racially equita-
ble oral health system in California, where ev-
eryone achieves the best possible oral health
outcomes, regardless of their race, ethnicity, in-
come, spoken language, gender identity, sexual
orientation, age, immigration status, disability
status, or zip code.
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