
Children’s Oral Health Fact Sheet
Oral Health Disease & Need
▲ Tooth decay “dental caries” is the single most common chronic disease of 

childhood – 5-8 times more prevalent than asthma.1

▲ In the U.S., 25% of children and adolescents – typically, those from families with 
low incomes and from minority groups – experience 80% of all dental decay 
occurring in permanent teeth.2

▲ Early childhood caries dramatically increases a child’s risk of future dental caries.3

▲ Over 50% of Colorado adolescents have gum disease and nearly 20% have 
significant bone loss around at least one permanent tooth.4

▲ In Colorado, nearly 300,000 children need restorative care.  This can be attributed 
to the inability to access dental services and to inadequate levels of fluoride in 
many community water supplies. Furthermore, approximately 75% of Medicaid 
eligible children in Colorado are not accessing dental care and over 50% of 
Colorado counties have no Medicaid dental provider.4

▲ Among parents reporting their children’s unmet health care needs, 57% reported 
unmet dental needs – nearly five times the number reporting the need for 
eyeglasses.5 Twice as many parents claimed unmet desires for their children’s 
dental treatment as for their medical care.6

▲ Key children’s health indicators are slipping.  The Healthy People 2000 oral health indicators show an increase in the percentage of children 
who have untreated cavities and a decrease in the percentage of children who see a dentist before Kindergarten.7

Dental disease and utilization of dental services by income

FACIAL SWELLING 
RESULTING FROM TOOTH DECAY

From this table one can infer,
▲ There is increasing dental disease with lower income.
▲ There is increasing access with higher income.
▲ The greatest return on the dollar will result if dental benefits are provided to those with the greatest need (those below 200% FPL).

Pain, Suffering & Health Consequences
▲ Children suffer significant morbidity from tooth decay – missed school days, bed days, low activity days.  Almost 52 million school 

hours–equivalent to more than 850,000 school days–are missed each year because of dental concerns. U.S. children and adults from lower-
income, less educated, and uninsured groups have experienced more than 41 million restricted-activity days annually because of dental 
problems.11

▲ Untreated tooth decay results in needless pain, infection, dysfunction, poor appearance, and low self esteem among affected children.12

▲ Chronically poor oral health is associated with failure to thrive in toddlers,13 compromised nutrition in children,14 and cardiac and obstetric 
dysfunction in adults.15

▲ Nationally, one out of every fifteen children suffers debilitating dental disease.8

Percentage Rate of dental Percent
Income category Category of Children disease utilization of

(% FPL) (roughly) ages 2-58 ages 2-58 dental services

<100% “Poor”: generally 27.9% 4.8x 6%9

Medicaid eligible

100-200 “Working poor”: 25.5% 4.4x No date yet,
generally CHIP program just
(CHP+) eligible started

201-300 “Working families”: 21.6% 1.8x Unknown
generally funded out
of pocket

>300 “Middle class and 24.9% 1.0x 60-70%10

affluent”: generally
dentally insured
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Cost of Care
▲ In the United States, 20-30% of all children’s health expenditures are devoted to children’s dental care16, 17 – a  spending rate roughly 10 times 

the 2-3% expended by Medicaid in Colorado,18 and nationally 19 for children’s dental care.
▲ The cost to treat early childhood caries is strong – often in excess of $1,000-2,000 per child.  If hospitalization is necessary, this cost is 

doubled,20 while preventive services are extremely low cost and highly beneficial for individual children.
▲ In 1997, an estimated $50.6 billion was spent on dental services in the U.S.  Of these expenditures, over 90% were paid out of pocket by dental

consumers (47.2%) or through private insurance (48%), yet, only 4.5% came from government sources.21

▲ For more than one in four children, the trip to the emergency room is their first “dental visit.” 22 The emergency room visit is costly and the 
money is not well spent – as these children usually receive little more than an injection of antibiotics and a prescription for pain medication.23

In one southwestern hospital alone, expenditures for “dental and oral disease except extractions and restorations” were among the top seven 
diagnoses for children under age 6, and accounted for $548,557 in hospital billings.24

Children’s Health Insurance Program (CHIP)
▲ The new State Children’s Health Insurance Program (CHIP) provides an opportunity to expand health services for children. Colorado is one of 

three (CO, DE, MT) remaining states that has not included dental care as a benefit in its CHIP program.25

▲ The American Academy of Pediatrics CHIP cost estimation model revelas that 20-25% of child health expenditures for CHIP populations need 
to be targeted to dental care.26 When adjustments were made for enrollment and utilization projections, states such as Utah and Nevada targeted

a range of 12-15% of total CHIP spending for dental care.
▲ In Western Pennsylvania, a children’s health insurance program that included dental benefits had a positive impact on newly enrolled children.  

Access to dental services increased by 15% and the proportion of children reporting any unmet need or delayed care decreased from 57% at 
baseline to 16% at 12 months.27

▲ Some policy makers have asked, “How can we justify spending the same amount on dental services ($8-10) as inpatient hospital services?” 
CHIP dental utilization is projected to be high based on high prevalence of decay due to the past neglect of a population that currently does not 
have dental insurance coverage.28 Based on current Colorado CHIP experiences, utilization of inpatient hospital services is relatively low (61 
admissions per 1,000 members per year) as compared with the Colorado average utilization for inpatient hospital services in 1996 (102 
admissions per 1,000 members per year) for insured and uninsured populations of all ages.29
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