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Abstract
While the traditional Medicare program does not cover dental, vision, and hearing services, Medicare Advantage (MA) plans 
have been given the flexibility to do so. However, it is not known how many MA enrollees are in plans that cover these 
services. The 2016 Medicare Current Beneficiary Survey linked to MA plan benefit data is used to examine enrollment levels 
in plans that cover dental, vision, and/or hearing services in MA. Medicaid beneficiaries are excluded from this analysis as 
coverage of supplemental benefits is largely determined by the state. The highest coverage of supplemental services is vision, 
followed by hearing and dental (71%, 56%, and 41%, respectively). Across all supplemental services, coverage for supplemental 
benefits is highest among low-income beneficiaries and those who have not completed high school. Hispanic Medicare 
beneficiaries had the highest enrollment in plans that offered a supplemental benefit, and white Medicare beneficiaries tended 
to have the lowest enrollment in these plans. Unlike in traditional Medicare, MA enrollees have access to health plans that 
offer supplemental benefits, including dental, vision, and/or hearing services. This analysis shows that enrollment in these 
plans is highest among low-income MA enrollees who may not have the means to purchase stand-alone insurance for these 
services in traditional Medicare. More analysis is warranted to examine the generosity of the coverage of these services in 
MA plans. However, for federal policy makers to consider offering supplemental coverage in traditional Medicare, the MA 
experience suggests this type of benefit would be valuable.
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What do we already know about this topic?
Very little is known about the availability and enrollment of Medicare Advantage (MA) enrollees in plans with supple-
mental benefits, including dental, vision, and hearing services.
How does your research contribute to the field?
This policy brief examines the enrollment of MA enrollees in plans with supplemental benefits and levels of enrollment 
by demographic and socio-economic characteristics, and shows that plans with supplemental benefits are particularly 
popular among low- to middle-income MA enrollees.
What are your research’s implications toward theory, practice, or policy?
The policy debate of covering dental, vision, and hearing services under traditional Medicare can be informed by the 
experience of MA plans, which suggests that many low- to middle-income MA enrollees are enrolling in plans with 
supplemental benefits for greater financial protection from the costs of these services.
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Introduction

The fee-for-service (aka traditional) Medicare program does 
not provide coverage of dental, vision, and/or hearing ser-
vices. For those in traditional Medicare, there are limited 
options to purchase coverage for dental and/or vision ser-
vices through stand-alone insurance plans and no stand-
alone plans for hearing.1 In the Medicare Advantage (MA) 
program, which currently covers just over a third of 
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Medicare beneficiaries, plans are able to offer supplemental 
coverage for dental, vision, and hearing services. The costs 
of these supplemental benefits must either be covered 
through the rebates that MA plans receive or must be charged 
in the form of a premium. MA plans may be incentivized to 
offer these supplemental benefits if they think it may attract 
enrollees, or if covering these services may lead to down-
stream savings.

There is a wealth of evidence that shows poor oral 
health, vision loss, and hearing loss are associated with 
poor health outcomes, including diabetes,2 cardiovascular 
disease,3 pulmonary disease,4 falls,5-8 dementia and cogni-
tive impairment,9-12 depression,5,13,14 social isolation,15 as 
well as higher health care utilization and costs.16 
Historically, coverage of dental, vision, and hearing ser-
vices has been abysmally low.1,17 With increasing enroll-
ment in MA plans among Medicare beneficiaries, and with 
more and more of those plans offering supplemental bene-
fits, it is important to assess whether this has translated into 
greater coverage of dental, vision, and hearing services 
among MA enrollees and whether enrollment is higher or 
lower among certain subpopulations.

Methods

The 2016 Medicare Current Beneficiary Survey (MCBS), a 
nationally representative survey of Medicare beneficiaries, 
linked to publicly available 2016 MA benefit data published 
by Centers for Medicare and Medicaid Services, was used to 
examine the percentage of MA beneficiaries enrolled in 
plans that include supplemental benefits, as well as the type 
and number of supplemental benefits available. The MCBS 
contains information on 5040 individuals continuously 
enrolled in MA in 2016. Enrollees were assigned to the plan 
that they spent the majority of the year with. Those with 
exactly 6 months in each plan were assigned to their plan 
from January to June. Enrollees dually eligible for Medicare 
and Medicaid (n = 1095) were excluded from the analysis, 
as the availability of and enrollment in supplemental benefits 
by Medicaid enrollees are determined by the state Medicaid 
program, not the enrollee. The final analytic sample included 
3567 MA enrollees which, with survey weights applied, rep-
resents 14 832 386 MA enrollees. All analyses reported have 
applied survey weights to account for the MCBS survey 
design.

Table 1. Percentage of Non-Dual Medicare Advantage Enrollees by Type of Supplemental Benefit.

Total non-dual Medicare 
Advantage

Dental 
covered

Vision 
covered

Hearing 
covered

Unweighted, n 3567 1473/3567 2486/3567 2010/3567
Weighted, N 14 832 386 6 061 996 10 519 128 8 344 700
Weighted, % 100% 41% 71% 56%
Age
 <65 9% 60% 83% 57%
 65-74 51% 38% 70% 56%
 75-84 29% 41% 68% 54%
 85+ 11% 41% 71% 61%
Gender
 Male 45% 42% 70% 57%
 Female 55% 40% 71% 56%
Race
 White 85% 40% 69% 55%
 Black 9% 49% 79% 60%
 Hispanic 2% 61% 84% 79%
 Other 3% 34% 81% 65%
Education
 Less than HS 15% 55% 82% 66%
 HS graduate 52% 43% 74% 56%
 Completed college 33% 30% 61% 52%
Income relative to FPL
 <100% 7% 56% 82% 68%
 100%-149% 13% 54% 84% 63%
 150%-199% 15% 48% 78% 62%
 200%-399% 34% 40% 70% 53%
 400%+ 30% 29% 60% 51%

Note. HS = high school; FPL = federal poverty level.
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Results

Sixty-five percent of MA enrollees were in plans with at 
least 1 supplemental benefit; more than one-quarter of MA 
enrollees were in plans in 2016 with all 3 dental, vision, and 
hearing benefits included (data not shown). Vision is the 
most common supplemental benefit among MA enrollees, 
followed by hearing and then dental (71%, 56%, and 41%, 
respectively; Table 1). As shown in Table 1, among the non-
dual MA population, enrollment in plans with dental and 
vision benefits was highest among those below age 65; 
hearing coverage was highest among enrollees 85 and 
older. Enrollment in plans with supplemental benefits was 
highest among those who have not completed high school. 
Hispanic Medicare beneficiaries had the highest enrollment 
in plans with supplemental benefits, and white Medicare 
beneficiaries the lowest enrollment in vision and hearing 
plans. Enrollment in plans with supplemental benefits was 
lowest among higher income and higher educated MA 
enrollees.

Discussion

The needs of older adults have evolved since the enactment 
of the Medicare program in 1965. Dental, hearing, and 
vision services are integral to maintaining health,12,18,19 and 
their cost put them out of reach for many.1,17 This analysis 
shows that many MA plans are offering these important ser-
vices and that the majority of MA enrollees are in plans with 
supplemental benefits. The high prevalence of supplemental 
coverage among low-income enrollees compared with high-
income enrollees suggests that low-income enrollees are 
looking for financial protection from the costs of these ser-
vices. A recent study by the Kaiser Family Foundation 
examined the availability of dental coverage across MA 
enrollees but did not distinguish between those who received 
benefits because of the state Medicaid plan requirements.20 
To the author’s knowledge, this study is the first to quantify 
the enrollment in supplemental benefits among MA enroll-
ees who do not have access through state Medicaid benefits. 
Limitations of this analysis are that coverage is considered 
as a binary measure (any coverage vs no coverage) and the 
analysis does not explore the generosity of plans or the use 
of these services across MA enrollees. Further research into 
the generosity of these supplemental benefits is required to 
better understand the extent of coverage (eg, services cov-
ered) and financial protection (eg, co-pay and deductible 
structure) for enrollees as a result of this coverage. The MA 
program has been granted the flexibility to meet those 
evolving needs of older adults by offering supplemental 
benefits. Policy makers can look to the experience of the 
MA program when considering the dental, vision, and hear-
ing needs of the more than 38 million Medicare beneficia-
ries in traditional Medicare.21
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