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Abstract

Background: Racial disparities in dental health care access have been a persistent issue in the
United States. This study aims to investigate the association between racial disparities and access
to dental care. Materials and Methods: This study conducted a secondary data analysis of the
CHIS 2023 Adult Survey, which included a sample of 21671 individuals. The survey collected
information on demographic characteristics, health behaviors, and dental health outcomes,
including access to dental care. Ordinal regression analysis was performed to examine the
association between racial disparities and dental service outcomes, controlling for demographic
and socioeconomic factors. Results: The study found significant differences in demographic
characteristics among racial groups. The 2023 CHIS analyzed 21,671 individuals across various
racial groups, revealing significant variations in age distribution, with White individuals being
the oldest and “Other single race” the youngest. Whites also had the highest median income and
dental insurance coverage. An ordered logistic regression adjusted for age, gender, educational
level, income last month, current smoking status, and dental insurance showed that being White
was associated with a significantly higher number of dental visits (coefficient = 0.14, P-value =
0.005), while other racial groups did not show significant associations. Conclusion: This study
suggests that racial disparities exist in dental service outcomes in California, with certain racial
and ethnic groups being less likely to access dental care. The findings show the need to address
these disparities and improve access to dental care for marginalized populations.
[GMJ.2024;13:e3731] DOI:10.31661/gmj.v13i.3731
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Introduction

Oral health is an integral component of
overall health and well-being, playing a
critical role in the quality of life of individuals
and communities worldwide. The mouth is a
complex ecosystem that harbors a diverse ar-
ray of microorganisms, with an estimated 700
species of bacteria, viruses, fungi, and proto-
zoa coexisting in a delicate balance [1]. This
intricate ecosystem is susceptible to disrup-
tions, which can lead to a range of oral health
issues, including dental caries, periodontal
disease, and oral cancer, among others. These
conditions not only compromise the oral
health of individuals but also have far-reach-
ing consequences for overall health, including
increased risk of cardiovascular disease, dia-
betes, and respiratory infections [2, 3]. Regu-
lar dental visits are a crucial aspect of preven-
tive oral healthcare, enabling early detection
and treatment of oral diseases, and promoting
overall health and well-being. Despite the
importance of oral health, many individuals
fail to receive regular dental care, leading to a
significant burden of untreated oral diseases,
such as tooth decay, periodontal disease, and
oral cancer [4, 5]. In the United States alone, it
is estimated that over 40% of adults have not
visited a dentist in the past year, and dispari-
ties in dental care access and utilization exist
across various sociodemographic groups, in-
cluding low-income populations, racial and
ethnic minorities, and rural residents [6, 7]. In
the United States, significant racial and ethnic
disparities in dental care persist, resulting in
unequal access to oral health services, poorer
dental outcomes, and increased burden of oral
diseases among marginalized populations.
Despite advances in dental technology and
widespread recognition of the importance of
oral health, racial and ethnic minorities con-
tinue to experience substantial barriers to den-
tal care [8]. According to the Centers for Dis-
ease Control and Prevention (CDC), in 2019,
non-Hispanic black and Hispanic adults were
more likely to have untreated cavities, miss-
ing teeth, and periodontal disease compared
to non-Hispanic white adults [9]. Moreover,
American Indian/Alaska Native populations
have the highest rates of dental caries and
tooth loss among all racial and ethnic groups
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[9]. These disparities are not solely the result
of individual-level factors, such as oral health
behaviors or socioeconomic status. Rather,
they are deeply rooted in systemic and struc-
tural issues, including inadequate access to
dental insurance, limited availability of cul-
turally competent dental providers, and ineq-
uitable distribution of dental resources [10].
So, this study aims to investigate the associ-
ation between racial disparities and access to
dental care.

Materials and Methods

We conducted a secondary data analysis of the
California Health Interview Survey (CHIS)
2023 Adult Survey [11], which is part of a se-
ries of methodological reports describing the
2023 CHIS. The CHIS is a collaborative proj-
ect between the University of California, Los
Angeles (UCLA) Center for Health Policy
Research, the California Department of Pub-
lic Health, and the Department of Health Care
Services. Social Science Research Solutions
(SSRS) was responsible for data collection.
The CHIS sample design was optimized to
meet two primary objectives:

1. Provide estimates for large- and me-
dium-sized counties in California, as well as
groups of the smallest counties (based on pop-
ulation size).

2. Provide statewide estimates for Cal-
ifornia’s overall population, its major racial
and ethnic groups, and several racial and eth-
nic subgroups.

The CHIS sample is representative of Califor-
nia’s non-institutionalized population living
in households. The sample design involved a
multi-stage process, where households were
first selected, and then an adult within each
household was sampled. If there were chil-
dren and/or adolescents in the household, one
child and/or one adolescent was eligible for
sampling.

Data collection for CHIS 2023 was conducted
via telephone survey, with SSRS responsible
for data collection. The survey instrument was
designed to collect extensive information on
health status, health conditions, health-related
behaviors, health insurance coverage, access
to health care services, and other health-relat-
ed issues.
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Data processing procedures for CHIS 2023
involved several steps, including data clean-
ing, editing, and weighting. The data were
processed to ensure accuracy, completeness,
and consistency. Weighting and variance esti-
mation procedures were also applied to ensure
that the sample was representative of the Cal-
ifornia population.

Statistical Analyses

The selected variables from the California
Health Interview Survey (CHIS) 2023 include
demographic characteristics such as age, gen-
der, educational level, and income, as well as
health behaviors including current smoking
status. Additionally, the variables also encom-
pass access to care, including dental insurance
and times visited dentist in last year.

times visited dentist in last year was consid-
ered as outcome. Cross tabulation by Chi-
square test was performed in univariable anal-
ysis to see differences between different racial
groups. A ordinal regression was performed
to evaluate existence of any racial disparities
in access to dental healthcare by adjusting for
significant variables of univariable analysis.
All were performed in STATA/MP17 with
P-value of lower than 0.05 being considered
as statistically significant.

Results

The data represents a survey of 21,671 indi-
viduals, categorized by racial groups (Amer-
ican Indian/Alaska Native, Asian, African
American, White, and More Than One Race).
According to the CHIS data, the demograph-
ic distribution shows that White individuals
make up the largest percentage at 64.50%,
followed by Asian at 15.72%, while those
identifying with more than one race, African
American, American Indian/Alaska, and Oth-
er single race constitute the remaining popu-
lation with percentages ranging from 2.44%
to 7.45%.

The Table-1 provides a detailed demographic
breakdown of the subjects in the 2023 Califor-
nia Health Interview Survey (CHIS), focus-
ing on age distribution across different racial
groups. The data reveals significant variations
in age distribution among the racial catego-
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ries. For instance, the “Other single race”
group has a higher proportion of younger in-
dividuals, with 9.41% in the 18-25 age range,
compared to the “White” group, which has
only 4.06% in the same age range. Converse-
ly, the “White” group has a larger proportion
of older individuals, with 11.87% in the 60-
64 age range and 10.81% in the 65-69 age
range, indicating a more aged population. The
“African American” group also shows a high-
er concentration of older individuals, with
12.78% in the 60-64 age range and 7.51% in
the 75-79 age range. The “Asian” and “Amer-
ican Indian/Alaska Native” groups have rel-
atively balanced age distributions, with no
single age group having a notable presence of
middle-aged individuals, such as 10.42% of
the “Asian” group and 9.83% of the “Ameri-
can Indian/Alaska Native” group in the 50-54
age range. The “More than one race” group
shows a relatively even distribution across
most age ranges, with a slight concentration
in the 30-34 and 50-54 age groups. The P-val-
ue 0of <0.001 indicates that these differences in
age distribution across racial groups are sta-
tistically significant, suggesting that age and
race are not independently distributed in the
population surveyed. (Table-1).

We conducted an ordered logistic regression
to analyze the number of dental visits in the
last year, adjusting for age, gender, education-
al level, income last month, current smoking
status, and dental insurance. The model con-
verged after 3 iterations, with a final log like-
lihood of -34327.68. The number of obser-
vations was 21,671, and the likelihood ratio
chi-squared test (LR chi2) was 1923.57 with a
P-value of 0.0000, indicating a significant fit.
The coefficients for race categories revealed
that being White was associated with a sig-
nificantly higher number of dental visits (co-
efficient = 0.14, P-value = 0.005) compared
to the reference group. In contrast, being
American Indian/Alaskan Native (coefficient
=-0.07, P-value = 0.473), Asian (coefficient =
0.05, P-value = 0.381), African American (co-
efficient = -0.07, P-value = 0.351), and More
than One Race (coefficient = -0.02, P-value =
0.787) did not show significant associations
with the number of dental visits. These find-
ings suggest that race may play a role in dental
visit frequency, with White individuals being
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Forest Plot of Ordered Logistic Regression Coefficients
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Figure 1. Ordinal Regression Results for Racial Disparities in Dental Service Outcomes

more likely to visit the dentist more frequently
compared to other racial groups (Figure-1).

Discussion

Our study investigated the association be-
tween racial disparities and access to den-
tal care, revealing significant differences in
demographic characteristics among racial
groups, with White individuals being the old-
est and having the highest median income
and dental insurance coverage. In contrast, a
study by Wehby et al. [12] found that racial
and ethnic disparities in dental services use
declined after Medicaid adult dental coverage
expansions, with a reduction in disparities by
75% for non-Hispanic Black adults and 50%
for Hispanic adults. However, another study
[13] showed that children from all racial
and ethnic groups experienced declines in
receipt of dental visits during the COVID-19
pandemic, with prepandemic disparities in re-
ceipt of dental visits persisting for Black chil-
dren and Asian children compared to White
children. Furthermore, research by Shi et 1.
[14] indicated that Blacks and Hispanics were
less likely to report difficulties in accessing
medical care, dental care, and prescriptions
compared to Whites, with these disparities
occurring primarily among the uninsured and
Medicaid insured. Additionally, a study by
Liu [15] found that poor and minority children
were less likely to receive preventive dental

care, even when insurance status was consid-
ered.

The findings of our study are consistent with
previous research [12, 16-18], which have
consistently shown that racial disparities exist
in dental service outcomes, with certain racial
and ethnic groups being less likely to access
dental care. Specifically, our study found that
being White was associated with a significant-
ly higher number of dental visits, while other
racial groups did not show significant associa-
tions. This is in line with the findings of other
studies, which have reported that non-Hispan-
ic Whites are more likely to receive annual
dental examinations and have better access to
dental care compared to other racial and eth-
nic groups [16-18]. Furthermore, our study
highlights the need to address these disparities
and improve access to dental care for margin-
alized populations, which is also emphasized
in other research [17, 18].

In contrast, a previous study [19] examined
the role of dentist characteristics in income
and racial/ethnic disparities in access to den-
tal care, highlighting the importance of mon-
itoring characteristics of dentists in addition
to traditional measures of supply. Our study’s
findings, which showed that being White was
associated with a significantly higher num-
ber of dental visits, are consistent with the
existing literature [19], suggesting that racial
disparities exist in dental service outcomes
in California, with certain racial and ethnic
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groups being less likely to access dental care.
The study’s limitations should be noted. The
CHIS 2023 Adult Survey data may not be gen-
eralizable to other populations or geographic
locations. Additionally, the survey’s reliance
on self-reported data may introduce bias. Fu-
ture studies should consider using multiple
data sources and objective measures of dental
health outcomes to validate these findings.

In conclusion, this study’s findings show the
need to address racial disparities in dental
health care access in California. The results

Racial Disparities in Dental Care Access

are consistent with previous studies and un-
derscore the importance of considering the
role of socioeconomic factors in shaping den-
tal health disparities. Future research should
aim to explore the underlying causes of these
disparities and develop targeted interventions
to improve access to dental care for marginal-
ized populations.
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