
Health Serv Res. 2019;54:437–445.	 wileyonlinelibrary.com/journal/hesr�  |  437

Health Services Research

© Health Research and Educational Trust

1  | INTRODUC TION

Beginning in 2014, the Affordable Care Act (ACA) required most in-
surers to cover a package of health care services, known as essen-
tial health benefits (EHB). The ten categories of health care services 
listed in the EHB package include pediatric services, with pediatric 
dental care explicitly identified as a covered service. Thus, pediatric 
dental insurance coverage is available for purchase on all state-based 
insurance marketplaces and the federally facilitated marketplace. 
Moreover, the dental coverage offered in all states covered a min-
imum set of benefits to ensure children have coverage for essen-
tial dental services. Dental benefit packages offered in states were 
comparable to the Federal Employee Dental and Vision Insurance 

Program in 25 states and the State Children’s Health Insurance 
Program (CHIP) in 24 states.1 Thus, the inclusion of pediatric dental 
care as one component of the EHB package may make dental cov-
erage easier for families to purchase for their children and, because 
studies have suggested associations between private dental insur-
ance and dental visits for children,2,3 has the potential to increase 
dental visits and potentially improve children’s oral health.

The ACA allows insurance marketplaces flexibility in how ben-
efits for pediatric dental care are offered. Marketplaces offer pedi-
atric dental coverage through stand-alone dental plans and through 
health plans with an embedded pediatric dental care benefit. This 
means that most families using the marketplaces have the option 
to purchase pediatric dental coverage. During the 2016 plan year, 
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stand-alone dental plans were selected for more than 100 000 chil-
dren through the federally facilitated marketplace.4 When examining 
children in both the federally facilitated marketplace and the state-
based marketplaces during the 2017 plan year, stand-alone dental 
plans were selected for more than 172 000 children, representing 
16.7 percent of children obtaining coverage on these insurance 
marketplaces.5 The U.S. Department of Health and Human Services 
does not track the number of children obtaining coverage on the 
federally facilitated marketplace with embedded dental benefits.

For families obtaining health insurance outside of the market-
places, health insurance plans must cover the EHB package, in-
cluding pediatric dental care, unless the carrier can be “reasonably 
assured” that coverage for pediatric dental care was obtained else-
where. States vary in how they define “reasonably assured,” with 
most states simply requiring health insurance plans to disclose if the 
plan covers or does not cover pediatric dental care.1

Because most families obtaining health insurance on and off 
the marketplaces have the option of whether to purchase pediatric 
dental coverage, is uncertain how the inclusion of pediatric dental 
care in the ACA’s EHB package will affect rates of dental coverage 
and dental visits for children. While there is evidence that the ACA’s 
policy extending parents’ health insurance to young adults increased 
dental coverage for young adults,6,7 to our knowledge, ours is the 
first study to examine whether the ACA’s EHB package increased 
dental insurance coverage and dental visits for children, a popula-
tion with high unmet dental needs.8 In this study, we used national 
survey data to first examine children’s rates of private dental insur-
ance and dental visits, both before and after the ACA, in a group 
likely to be affected by the ACA’s EHB package compared to a group 
of privately insured children unlikely to be affected by the ACA’s 
EHB package. Second, using a regression-adjusted difference-in-
differences model, we tested the hypothesis that the ACA increased 
children’s dental insurance coverage and dental visits.

2  | METHODS

We used final data files for the 2010-2015 NHIS, an annual household 
survey conducted by the Centers for Disease Control and Prevention’s 
National Center for Health Statistics, which provides quarterly esti-
mates of insurance status and utilization of dental care among other 
relevant measures of socioeconomic status, health, and utilization. 
Our treatment and comparison groups were constructed using a com-
bination of the NHIS sample child file and sample adult file.

We estimated difference-in-differences multivariable linear 
probability regression models to compare outcomes before (2011-
2013) and after (2014-2015) the implementation of the ACA’s EHB 
package on January 1, 2014, for a group of children likely to be 
affected by this ACA policy (EHB group, hereafter referred to as 
treatment group) and a group of children unlikely to be affected 
by this policy (no EHB group, hereafter referred to as comparison 
group). For this analysis of six years of cross-sectional data, each 

observation represented a unique child, i, in a given year, t, thus 
the unit of analysis was the child-year. In the regression frame-
work, let

where Yit represents an indicator of private dental coverage in the 
first model and receipt of a dental visit in the past 12 months in the 
second model for child i at time t; and EHBi is an indicator that iden-
tifies the “treatment” group (EHB = 1, 0 otherwise). Since 2014, all 
nongrandfathered plans in the nongroup (ie, individual) and small-
group markets, whether offered inside or outside of the market-
places, were required to offer the EHB package, including pediatric 
dental care.9 Therefore, the EHB group included children with direct 
purchase individual insurance plans or a parent working in a firm 
with fewer than 50 employees, the firm size eligible to purchase 
coverage for their employees through the Small Business Health 
Options Program (SHOP) insurance marketplaces. These children 
were likely to be affected by the EHB regardless of whether they 
actually enrolled in plans required to offer the EHB because, to our 
knowledge, no data source provides detailed individual information 
about type of health plan, dental insurance, and dental visits.

The comparison group (no EHB) included children with a par-
ent working in a firm with 50 or more employees because large 
employers offering health insurance were not required to cover 
the EHB package. Employment information for parents, including 
firm size, was collected in the NHIS sample adult file for a sam-
ple adult in each household. We linked children to parents using 
the parent linkage identifier and only included dyads where (a) a 
parent was the sample adult and (b) insurance status, source of 
insurance, and details about the parent’s employment status and 
employer size were available.

Postt is equal to one if the ACA policy was in effect at time t, 
and zero, otherwise. We define tt as a vector of year-quarter dummy 
variables, X is a vector of explanatory variables described below and 
εit represents the error term.

We used the person file to determine whether children had pri-
vate dental benefits coverage at the time of the survey. The NHIS 
asks all respondents if they have a private insurance plan that pays 
“for any of the costs for dental care.” We constructed a dichoto-
mous variable at the child-level identifying children with responses 
of “yes” a plan pays for any of the costs for dental care (reference 
group = no plan that covers the costs for dental care). This variable 
is used to monitor the Healthy People 2020 objective of increas-
ing the percent of persons with dental insurance.10 We used the 
sample child file to determine when children last visited a dentist. 
We combined two response categories regarding timing of the last 
dental visits (fewer than 6 months and between 6 and 12 months) 
to construct a dichotomous variable at the child-level identify-
ing children having had at least one dental visit that occurred in 
the last 12 months (reference group=never or more than 1 year). 
Additional variables from the person file included a measure of age 
in years, gender, race (white, black, and other), indicator of Hispanic 

Yit= �+ �1EHBi+ �2tt+ �3EHBi ∗Postt+ �4Xi+ �it,
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ethnicity, a continuous measure of family size, and dichotomous in-
dicators of rural location and family income less than 300 percent 
of the Federal Poverty Level (FPL). We used a three-level variable 
for physical health (excellent, very good, and good or worse health), 

and two dichotomous variables to indicate having a well visit in the 
last year and to indicate a limitation of activity.

Table 1 describes the selection criteria for the analytic sample. 
The NHIS sample child questionnaire included 44 801 respondents 
aged 1-18 years without public insurance coverage. We excluded 
children with public insurance because Medicaid and CHIP provide 
pediatric dental benefits. Because the sample adult questionnaire 
provided important information about parental employment, we 
dropped 13 532 children in households that did not have a parent 
complete the sample adult questionnaire. We dropped children 
that did not meet criteria for inclusion in our EHB or no EHB groups 
(N = 11 725) and children with missing information on family income 
(N = 1491). We dropped 1649 observations in the first two quarters 
of 2014 because open enrollment on the marketplaces ran from 
October 1, 2013 to March 31, 2014 and because there is likely to 
be a lagged effect on dental visits due to the biannual dental visit 
periodicity schedule.

TABLE  1  Identification of analytic sample

•	 Begin with 44 801 respondents aged 1 to 18 years without public 
insurance coverage 
o	 Drop 13 532 children that did not have a parent complete the 

“sample adult” questionnaire
o	 Drop 11 725 children that did not meet criteria for inclusion in 

the EHB or no EHB group
o	 Drop 1491 children due to missing information on family 

income
o	 Drop 1649 observations in the first two quarters of 2014

•	 Final analysis sample = 16 404 children

EHB, essential health benefits.

TABLE  2 Characteristics of children in sample, NHIS 2010-2015

Pre-ACA period (2010-2013) Post-ACA period (2014-2015)

No EHB Group 
(N = 6661)

EHB Group 
(N = 5372)

P-value 
comparing 
groups in 
preperiod

No EHB Group 
(N = 2445)

EHB Group 
(N = 1926) P-value comparing 

groups in post 
period% or Mean % or Mean % or Mean % or Mean

Had dental coverage 40.71% 27.64% 0.000 41.28% 32.13% 0.000

Dental visit in last 
12 months

79.13% 73.60% 0.000 80.48% 80.02% 0.767

Age in years 9.22772 9.22159 0.953 8.95148 9.6549 0.000

Male 52.14% 50.98% 0.316 50.31% 47.98% 0.244

Family size 4.12 4.13 0.60 4.03 4.20 0.002

Race

Black 11.42% 7.53% 0.000 10.98% 7.08% 0.000

White 77.01% 82.89% 0.000 78.70% 82.51% 0.012

Other 11.56% 9.58% 0.002 10.31% 10.40% 0.937

Hispanic 14.81% 19.32% 0.000 14.79% 17.64% 0.025

Health status

Excellent health 62.13% 61.08% 0.340 66.43% 67.42% 0.599

Very good health 26.77% 26.00% 0.451 25.14% 22.54% 0.121

Good health or worse 11.09% 12.92% 0.013 8.44% 10.04% 0.125

Well medical visit in past 
12 months

80.18% 75.33% 0.000 85.57% 80.16% 0.000

Limitation of activity 7.32% 6.84% 0.430 7.77% 7.46% 0.798

Family income <300% 
FPL

38.30% 50.48% 0.000 34.82% 44.01% 0.000

Urban 81.71% 76.48% 0.000 81.25% 78.15% 0.097

CHIP eligibility upper-
income limit

249 242 0.000 265 257 0.001

Dentists per 10 000 child 
population

23.59 22.85 0.005 25.37 25.14 0.642

State expanded Medicaid 37.53% 41.46% 0.001 97.21% 97.32% 0.900

ACA, Affordable Care Act; CHIP, Children’s Health Insurance Program; EHB, essential health benefits; FPL, federal poverty level; NHIS, National Health 
Interview Survey.
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We obtained additional data from the Area Health Resources 
File (AHRF) and the Kaiser Family Foundation to adjust for rele-
vant state and county-level characteristics. State and county are 
restricted variables that were accessed through the Research Data 
Center. From the AHRF, we obtained the annual county-level num-
ber of dentists per 10 000 child population. From Kaiser Family 
Foundation, for each state, we obtained a quarterly indicator of 
state Medicaid expansion and the annual CHIP eligibility upper-
income limit.

Sampling weights were used to generate means account-
ing for the fact that each observation in the NHIS represents 
a number of subjects in the population. Sampling weights were 
constructed by summing individual person-level weights within 
each year across all years and dividing by the number of years 
of data, the approach recommended by the National Center for 
Health Statistics.11 We reported weighted, unadjusted annual 
percentages of children with dental coverage and dental visits. 
To compare differences in annual rates of the dependent vari-
ables by year within the pre-ACA period, we estimated weighted 
linear probability regression models separately for the EHB and 
no EHB groups, including only dummy variables for survey year, 
and examined differences using Wald tests. To compare differ-
ences in rates of the dependent variables pre- and post-ACA, we 
estimated similar models adjusting only for an indicator of pre/
post-ACA and examined differences in rates of the dependent 
variables using t tests.

We estimated weighted linear probability regression models 
to obtain direct estimates of absolute changes in the probability 
of having dental coverage or having a dental visit in the last year 
for a child.12 To ensure our results were not sensitive to our choice 
of a linear model, we also estimated logistic regression models 
using the same unit of analysis and our results did not change in 
substantive or statistical significance (results available upon re-
quest). These models included state fixed effects, adjusted for 
relevant health and sociodemographic measures, were estimated 
with sampling weights, and included cluster-robust standard er-
rors at the state level to correct for potentially problematic serial 
correlation within states.13 We conducted all analyses using the 

statistical software Stata, version 13 (College Station, TX, USA: 
StataCorp LP).

3  | RESULTS

Table 2 presents unadjusted characteristics of the 16 404 chil-
dren in our sample for the pre-ACA and post-ACA periods and 
the EHB (treatment) and no EHB (comparison) groups. In both the 
pre- and postperiods, children likely to be impacted by the ACA’s 
EHB package were more likely to be Hispanic and live in families 
with incomes below 300 percent FPL compared to children in the 
no EHB group.

Figure 1 presents the weighted, unadjusted annual percent-
ages of children with any private dental insurance coverage for 
the EHB and no EHB groups. Annual mean rates of dental cov-
erage were not significantly different for the EHB group in the 
pre-ACA period (P = 0.945), ranging from 27.0 percent (95 per-
cent confidence interval [CI] = 23.9 percent, 30.0 percent) in 
2010 to 28.4 percent in 2013 (95 percent CI = 24.9 percent, 31.5 
percent). Rates were significantly higher in the post-ACA period 
(30.6 percent, 95 percent CI = 28.3 percent, 32.9 percent) than 
the pre-ACA period (27.7 percent, 95 percent CI = 26.1 percent, 
29.3 percent) for the EHB group (P = 0.035), with the highest rate 
of 32.7 percent observed in 2015 (95 percent CI = 29.2 percent, 
36.2 percent). In the no EHB group, annual mean rates of dental 
coverage were not significantly different in the pre-ACA period 
(P = 0.266), ranging from 38.8 percent (95 percent CI = 35.6 per-
cent, 41.7 percent) in 2010 to 43.1 percent (95 percent CI = 39.8 
percent, 46.2 percent) in 2013. Rates in the pre-ACA period (41.0 
percent, 95 percent CI = 39.5 percent, 42.6 percent) were not sig-
nificantly different from rates in the post-ACA period (41.8 per-
cent, 95 percent CI = 39.6 percent, 44.1 percent) for the no EHB 
group (P = 0.506).

Figure 2 presents the weighted, unadjusted annual percent-
ages of children with private dental insurance coverage and 
any dental visits in the last 12 months for the EHB and no EHB 
groups. During the pre-ACA period, annual rates of dental visits 

F IGURE  1 Percentage of children with 
private dental coverage, NHIS 2010-2015. 
EHB, essential health benefits; NHIS, 
National Health Interview Survey
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were not significantly different for the EHB group (P = 0.100). 
Rates were significantly higher in the post-ACA period (79.4 
percent, 95 percent CI = 77.5 percent, 81.3 percent) than the 
pre-ACA period (73.8 percent, 95 percent CI = 72.3 percent, 
75.2 percent) for the EHB group (P < 0.001), with the highest 
rate of 82.1 percent observed in 2014 (95 percent CI = 78.5 
percent, 85.7 percent). For the no EHB group, annual rates of 
dental visits were significantly different during the pre-ACA pe-
riod (P = 0.266), ranging from 75.8 percent (95 percent = 73.4 
percent, 78.2 percent) in 2010 to 81.4 percent in 2013 (95 per-
cent = 79.0 percent, 83.8 percent). Rates in the pre-ACA period 
(79.2 percent, 95 percent CI = 78.0 percent, 80.4 percent) were 
not significantly different from rates in the post-ACA period 
(80.8 percent, 95 percent CI = 79.1 percent, 82.5 percent) for 
the no EHB group (P = 0.122).

Rates of dental coverage and dental visits for the EHB and no 
EHB groups had similar quarter-to-quarter changes. We tested  
prepolicy trends using observations from 2010 to 2013 and found 
no significant differences in trends between the treatment and com-
parison groups during any of the preperiod years for both dental 
coverage and dental visits (P < 0.15 from joint test of significance), 
which supports our choice of comparison group. These results are 
available in Appendix S1.

3.1 | Effect on dental coverage

Table 3 presents the results of the regression models examining 
the effect of the ACA’s EHB package. The regression results in-
cluding the year-quarter fixed effects are provided in Appendix S2. 
Our difference-in-differences results indicate that private dental 
benefits coverage increased by 4.6 percentage points (P = 0.013) 
more for children likely to be affected by the EHB compared to 
a comparison group of children unlikely to be affected by the 
ACA’s EHB package in 2014 and 2015, relative to the prepolicy 
period of 2010-2013. Other factors significantly associated with 
dental coverage included having a well medical visit in the past 
12 months and family income greater than 300 percent FPL.

3.2 | Effect on dental visits

Table 3 also presents estimates of the effect of the ACA’s EHB 
package on utilization, as measured by whether a child had a 
dental visit in the last year. The percentage of children having a 
dental visit in the past year increased by a nonsignificant 2.7 per-
centage points (P = 0.071) in the EHB group compared to the no 
EHB group after this ACA policy took effect, thus there was no 
significant difference in visit rates in the EHB vs no EHB groups. 
Other factors significantly associated with having a dental visit 
included having a well medical visit in the past 12 months, family 
income greater than 300 percent FPL, older age, and larger fam-
ily size. Additionally, children in worse physical health were less 
likely to have a dental visit than children with excellent physical 
health.

3.3 | Robustness checks

To test the assumption that no other trends are differentially im-
pacting the EHB group of children as compared to the no EHB 
group, we estimated a difference-in-differences specification 
with interaction terms for each treated group-quarter combina-
tion. If dental insurance rates were diverging between the EHB 
and no EHB groups prior to 2014, we could not attribute our re-
gression estimates to the ACA. In Appendix S3, the results il-
lustrate that the coefficients from the dental coverage model for 
the EHB group-quarter interactions in the preperiod quarters are 
insignificant and there was a slight negative trend for the EHB 
group. Starting in 2014 quarter 4, the coefficients are positive, 
although not significant. Together, this is further evidence that 
the increase in private dental insurance for children only began 
after the implementation of the ACA policy. The results from the 
dental visits model are less conclusive. Of the 15 EHB group-
quarter interactions coefficients in the pre-ACA period, four are 
significant at the P < 0.05 level. Starting in 2014, quarter 3, the 
coefficients are positive and the coefficient for 2015 quarter 4 is 
significant (P = 0.02).

F IGURE  2 Percentage of children with 
a dental visit in the last year, NHIS 2010-
2015. NHIS, National Health Interview 
Survey; EHB, essential health benefits
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4  | DISCUSSION

While the ACA remains law, support for the EHB package in its 
current form by Congress, the White House, and individual states 
remains uncertain, especially since CMS issued a final rule in April 
2018 giving states flexibility in defining services included in the EHB 
package beginning in 2020.14 In this study, we found that the inclu-
sion of pediatric dental care as an ACA essential health benefit led to 
a significant increase in private dental insurance, but no significant 
improvement in rates of dental visits for children likely to be affected 
by this policy. Dental coverage is provided to all publicly insured chil-
dren and the inclusion of pediatric dental care through the ACA as an 
essential health benefit is an important step toward making dental 
coverage available to all children.

Increasing rates of dental coverage are important because many 
children remain without dental insurance coverage. Estimates of 
children without dental insurance exhibit great variability depending 
on the data source, ranging from 11.0 percent (from the 2014 MEPS 
for children aged 2-18) to 52.3 percent (reported by the 2016 NHIS 
for children younger than 18, the source used to monitor Healthy 
People 2020 objectives).15,16 The insurance marketplaces are conve-
nient venues to reach a large population in need of coverage. During 
the 2014 open enrollment period, parents of nearly half a million 
children selected a marketplace insurance plan17 increasing to over 
one million children for the 2018 plan year.18 As states reevaluate 
how they offer dental coverage and the EHB package overall,14 steps 
can potentially be taken to further increase the number of children 
with dental coverage. States vary in how pediatric dental coverage is 

TABLE  3 Results from linear regression models examining impact of ACA on dental coverage and dental visits, NHIS 2010-2015

Dental coverage in last year Dental visit in last year

Coefficient
Cluster standard 
error P-value Coefficient

Cluster Standard 
Error P-value

Post-ACA * EHB Group 0.046* 0.018 0.013 0.027 0.015 0.071

EHB Group −0.122*** 0.012 0.000 −0.034** 0.009 0.001

Male 0.013 0.010 0.194 −0.007 0.009 0.438

Race (reference: white)

Black 0.05** 0.018 0.008 −0.002 0.010 0.891

Other 0.002 0.015 0.900 −0.018 0.015 0.228

Hispanic −0.023 0.017 0.189 −0.048** 0.013 0.001

Health status (reference: Excellent health)

Very good health 0.003 0.010 0.758 −0.008 0.008 0.332

Good health or worse 0.002 0.016 0.924 −0.042* 0.016 0.012

Well medical visit in 
past 12 months

0.038** 0.014 0.010 0.114*** 0.016 0.000

Limitation of activity 0.011 0.019 0.580 0.0203 0.016 0.216

Family income <300% 
FPL

−0.068*** 0.012 0.000 −0.093*** 0.008 0.000

State expanded 
Medicaid

−0.008 0.018 0.660 −0.011 0.016 0.494

Urban 0.006 0.020 0.775 0.011 0.011 0.320

Age in years 0.001 0.001 0.627 0.030*** 0.001 0.000

Family size −0.004 0.004 0.298 0.0123** 0.004 0.002

CHIP eligibility 
upper-income limit

−0.00004 0.000 0.935 −0.00004 0.000 0.833

Dentists per 10 000 
child population

−0.002*** 0.001 0.000 0.0005 0.001 0.350

Intercept 0.331** 0.123 0.010 0.423*** 0.069 0.000

Total observations 16 404 16 404

Adjusted R-squared 0.0519 0.1565

Notes: Models included standard errors clustered at the state-level, state fixed effects, year-quarter dummy variables, and probability weights. The full 
regression results are available in the Supporting Information, exhibit 1. The first two quarters of 2014 are dropped. *P < 0.05, **P < 0.01, ***P < 0.001.
ACA, Affordable Care Act; CHIP, Children’s Health Insurance Program; EHB, essential health benefits; FPL, federal poverty level; NHIS, National Health 
Interview Survey.
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offered on marketplaces, and this may affect access to coverage and 
affordability of coverage. During 2015, four states required families 
to purchase pediatric dental coverage and five states offered only 
dental plans embedded into health plans, de facto requiring pur-
chase of pediatric dental coverage.1,19 One potential strategy would 
be for CMS or the remaining individual states to require families to 
purchase pediatric dental coverage or offer only health plans with 
embedded dental benefits on marketplaces. An American Dental 
Association analysis of 40 states found that on average, 36 percent 
of medical plans embedded pediatric or family dental benefits during 
the 2015 plan year.20 Of note, there is not yet evidence to support 
the claim that embedded dental benefits promote dental visits more 
so than requiring purchase of dental benefits or another strategy. 
However, health plans with an embedded pediatric dental benefit 
typically share a single deductible and out of pocket maximum pay-
ment for both medical and dental care, helping families to meet their 
deductible sooner.1 In addition to potentially increasing dental cov-
erage, embedded plans provide an opportunity for greater coordina-
tion between medical and dental providers, something that is likely 
to increase in importance as more children receive preventive dental 
services from pediatricians.

While other studies have reported an association between pri-
vate dental coverage and children’s dental visits,2,3 we did not find a 
significant association between the ACA and dental visits. Although 
the ACA aims to make pediatric dental coverage more available, it 
does little to address other barriers to dental care. Many factors 
affect children’s receipt of dental care beyond dental coverage, in-
cluding cost,21 distance to care,22 and parents’ prioritization of oral 
health.23 For example, in 2014, the maximum out of pocket cost 
on stand-alone pediatric dental plans was $700 for a single child, 
which decreased to $350 in 2015.21 It is possible that there may be 
a delayed effect and that it may take more time to see a relationship 
between the ACA and dental visits. For example, studies of states 
expanding adult Medicaid dental benefits via the ACA reported no 
change in dental visits after one year,24 and significant increases in 
dental visits after three years.25 However, given the variety of obsta-
cles that children encounter, dental coverage may not be sufficient 
to increase access to dental care in this population.

CMS has already taken steps to make dental coverage more af-
fordable. During our study period, stand-alone dental plans were 
not included in the calculation of these cost-sharing subsidies. The 
Internal Revenue Service, however, issued a final rule in December 
2016 that will require cost-sharing subsidies to be based on the pre-
miums of both a benchmark health plan and dental plan for the 2019 
plan year.26 Requiring all health plans to embed pediatric dental cov-
erage could also help to reduce patient costs. A study of expected 
out of pocket costs for pediatric dental care reported that costs 
were lower when dental coverage was embedded within a medical 
plan compared to stand-alone dental plans.21

Finally, eleven Senators wrote to HHS Secretary Burwell in 
2016 requesting a standardized definition of the pediatric bene-
fits included in the EHB package.27 Because each state has its own 
benchmark health plan outlining the minimum scope of services to 

be covered, there is much variation in the pediatric services covered 
by states, including the types of dental services covered. For ex-
ample, Utah requires that only preventive services be offered and 
not restorative treatments.1 The Senators suggested a standard-
ized definition could be based on the Medicaid Early and Periodic 
Screening, Diagnostic and Treatment benefit, a state’s CHIP plan, or 
recommendations from the American Academy of Pediatrics. Having 
standardized pediatric EHB benefits at the federal level would mean 
that all children, regardless of where they live, have coverage for 
similar, affordable care.

Despite the high individual, familial, and societal costs of poor 
oral health, few components of the ACA were designed to improve 
access to dental care and oral health. The ACA allows young adults to 
remain on their parents’ private insurance policies until age twenty-
six, which has helped to increase this population’s dental coverage 
and access to dental care.6,7 Although more adults gained Medicaid 
coverage in states that expanded eligibility,28 16 state Medicaid pro-
grams do not provide any adult dental benefits or benefits beyond 
emergency care.29 Our findings of the success of the EHB policy at 
increasing rates of dental coverage for children suggests that ad-
ditional policies that ease access to dental insurance coverage for 
adults should be considered. For example, expanding the essential 
health benefit to require dental coverage for all ages could help to 
reduce the 33 percent adults without dental coverage.30

This study has important limitations, including the use of self-
reported NHIS data. Our treatment and comparison groups were 
defined according to a parent’s reported employer size and the ac-
curacy of self-reported of firm size is unknown. Additionally, our 
measure of pediatric dental coverage may be understated if a parent 
is unaware they purchased a health plan with embedded pediatric 
dental benefits, which is particularly problematic in states that of-
fered only embedded plans. While we are not aware of any research 
focused on this, prior research on caregivers of Medicaid enrolled 
children, all of whom have dental benefits, suggests lack of knowl-
edge of dental benefits may be a barrier to care.31,32 Relatedly, if a 
parent is not aware they purchased pediatric dental coverage, they 
may be less likely to take their child to the dentist. Thus, we may 
underestimate the effect of the EHB policy on coverage and visits.

Importantly, our measure of “treatment,” in this case whether 
the child is likely to be affected by the EHB, may suffer from 
measurement error. First, the treatment group includes children 
in families who directly purchased health insurance prior to the 
implementation of the ACA and these children may have grand-
fathered plans that were not required to cover the EHB. These 
children make up only 7 percent of our analytic sample. According 
to the Kaiser Family Foundation, 25 percent of covered workers in 
2015 were enrolled in a grandfathered health plan.33 Additionally, 
although children in the treatment group are eligible to receive 
coverage via the small-group insurance markets, they may have 
received coverage through self-insured small-group market health 
plans, which were not required to cover the EHB. However, only 
about 8 percent to 16 percent of firms with fewer than 100 full-
time employees’ self-insure.34 Taken together, these limitations 
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imply that our “treatment” group may actually contain some “com-
parison” individuals, which would attenuate our estimated treat-
ment effect. Thus, we view our results as a conservative or lower 
bound of the true treatment effect.

Our findings may have limited generalizability because we re-
stricted our sample to parent/child dyads in the NHIS, which rep-
resents a subset of children who may be eligible for plans with the 
EHB package. We may underestimate the effect of the EHB package 
on dental coverage and visits if children most likely to obtain these 
plans are less likely to live in households where the sample adult is 
the child’s parent, as was required for our data linkage and analy-
sis. Conversely, we may overestimate the effect of the EHB pack-
age on dental coverage and visits if children most likely to obtain 
these plans are most likely to live in households where the sample 
adult is the child’s parent. While the NHIS’s selection of the sample 
adult is random, the sample adult may not be the child’s parent in  
multigenerational families. Finally, our key interest was the differ-
ence in outcomes for the treatment and control groups pre and post-
ACA implementation, however, as reported by prior studies we note 
that our NHIS estimates of dental visits are likely overstated.35,36

5  | CONCLUSION

To our knowledge, our study is the first to demonstrate that the 
inclusion of pediatric dental care in the ACA’s EHB package was 
associated with a significant increase in rates of dental insurance 
coverage. Our findings of the positive impact of the EHB of pedi-
atric dental coverage should be kept in mind as Congress, CMS, 
and individual states consider changing the EHB. Legislation or 
regulations that eliminate the pediatric dental benefit in the EHB 
are likely to have a negative impact on children’s access to private 
dental coverage.
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