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Abstract
Objective: To examine whether low-income children's use of preventive dental ser-
vices is linked to variation in state Medicaid policies that affect parents' access to 
dental care in Medicaid.
Data Sources: Medical Expenditure Panel Survey (2011-2016), Area Health Resources 
File, and Medicaid adult dental coverage policies.
Study Design: We conducted a quasi-experimental analysis using linked parent-child 
dyads in low-income families (≤125 percent of the Federal Poverty Level). We as-
sessed whether expansions of Medicaid to low-income adults under the Affordable 
Care Act were associated with increases in the use of preventive dental services 
among low-income children when state Medicaid programs did vs did not cover these 
services for adults.
Principal Findings: Over the study period, 37.8 percent of low-income children re-
ceived at least one annual preventive dental visit. We found no change in children's 
receipt of preventive dental care associated with Medicaid expansions in states that 
covered (1.26 percentage points; 95% CI: −3.74 to 6.27) vs did not cover preventive 
dental services for adults (3.03 percentage points; 95% CI: −2.76 to 8.81). (differential 
change: −1.76 percentage points; 95% CI: −8.09, 4.56). However, our estimates are 
imprecise, with wide confidential intervals that are unable to rule out sizable effects 
in either direction.
Conclusion: We did not find an association between Medicaid expansions with con-
current coverage of preventive dental services for adults and children's use of these 
services. Factors other than parental access to dental benefits through Medicaid 
may be more salient determinants of preventive dental care use among low-income 
children.
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1  | INTRODUC TION

Medicaid expansions for children and the introduction of the 
Children's Health Insurance Program (CHIP) in the 1990s have re-
duced disparities in dental care use by race and income.1,2 Despite 
improvements in oral health over the last two decades, dental 
caries remain the most common chronic disease of childhood, 
affecting an estimated 46 percent of US children ages 2-19, with 
disproportionate prevalence in low-income families and among 
racial and ethnic minorities.3 Poor oral health can lead to prob-
lems eating, speaking, and learning4,5 whose ramifications can per-
sist into adulthood,6 affecting long-term health7,8 and economic 
outcomes.9

Preventive dental care has been shown to reduce the incidence 
of dental caries and associated health care costs,10,11 but the use 
of preventive dental services among children varies widely. Children 
who are black, Hispanic, or in low-income families are 40-50 per-
cent less likely to receive preventive dental care than children who 
are white or of higher socioeconomic status.12 Although preventive 
dental services are covered for all children in Medicaid and CHIP, 
research has found substantial variation across states in the level 
of access to dental services, due in part to state-level differences in 
Medicaid payment rates to providers and geographic variation in the 
supply of dentists.13

In addition to these factors, one study identified a parent's re-
ceipt of dental care as a salient determinant of their child's dental 
care use.14 Although this study's observational design limited the 
extent to which its authors could control for other determinants of 
parents' and children's dental care use, its findings are consistent 
with a larger literature that finds “spillover” effects of parental ac-
cess to care on their children's receipt of care. For example, Medicaid 
expansions for low-income parents have been shown to increase the 
likelihood that their children received an annual well-child visit.15-18 
However, no research has examined the relationship between poli-
cies that affect parental access to dental services in Medicaid and 
children's likelihood of receiving preventive dental care.

Two sources of state policy variation can affect low-income 
parents' access to preventive dental care in Medicaid. First, state 
Medicaid programs vary considerably in the level of dental bene-
fits provided to adults, with some covering preventive dental care 
and others covering emergency services only.19 This stands in 
contrast to children, for whom states have consistently provided 
preventive dental services in Medicaid and CHIP under the Early 
Periodic Screening Diagnosis and Treatment benefit (made man-
datory in 2009).20 Second, states differ in their implementation 
of the Affordable Care Act's (ACA) Medicaid expansion, which 
increased Medicaid eligibility for nondisabled and nonpregnant 
adults. Although the ACA did not explicitly change dental coverage 
policy for adults in Medicaid (it remains an optional benefit), many 
low-income adults gained dental coverage in states that expanded 
Medicaid and covered preventive dental services for adults through 
their Medicaid programs.21 Recent research has linked Medicaid ex-
pansions with concurrent dental coverage to increases in oral health 

care use and to reductions in dental-related emergency department 
visits among adults.22-24

In this study, we analyzed linked parent-child dyads from nation-
ally representative survey data to investigate whether state policies 
that affect adults' access to dental care in Medicaid have spillover 
effects on low-income children's receipt of preventive dental care. 
We employed a quasi-experimental design that compared changes in 
children's receipt of three preventive dental services (cleanings, flu-
oride treatment, and sealant applications) associated with Medicaid 
expansions in states where Medicaid did vs did not cover preventive 
dental services for adults.

2  | METHODS

2.1 | Data

We analyzed data from the Medical Expenditure Panel Survey-
Household Component (MEPS) for the years 2011-2016. The MEPS 
includes detailed information about individuals' health care use (in-
cluding visits to a dentist), health insurance status, socioeconomic 
status, and family characteristics. When weighted, the MEPS is rep-
resentative of the noninstitutionalized US population.25,26

We linked the MEPS to annual state-level data on the status of 
Medicaid expansions27 and to state Medicaid programs' coverage of 
dental benefits for adults for the period 2011-2016. We constructed 
this dental coverage dataset by consolidating policy information from 
the Medicaid and CHIP Payment and Advisory Commission,28 the 
Center for Health Care Strategies,29 the Kaiser Family Foundation,30 
Medicaid state plan amendments filed with CMS,31 and the peer-re-
viewed literature32 (Appendix S1).

We incorporated information from two other data sources. First, 
we used the Area Health Resources File (AHRF) to obtain annual 

What This Study Adds

•	 Previous studies found that Medicaid coverage for 
adults has “spillover effects” on low-income children's 
receipt of care.

•	 No research has examined the relationship between 
policies that affect parental access to dental services in 
Medicaid—specifically, Medicaid expansions and dental 
coverage for adults—and low-income children's likeli-
hood of receiving preventive dental care.

•	 This study did not find changes in children's use of pre-
ventive dental services associated with Medicaid ex-
pansions in states that did vs did not cover adult dental 
benefits in Medicaid, suggesting that other factors other 
than Medicaid eligibility and dental coverage policies for 
adults may be more salient determinants of preventive 
dental care use among low-income children.
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county-level measures of dental provider supply, poverty, and ur-
banicity. Second, we obtained annual state-level data on fee-for-
service Medicaid reimbursement rates for child dental prophylaxis 
(Dental Procedures and Nomenclature [CDT] code 1120) from the 
American Academy of Pediatrics' Medicaid reimbursement re-
ports.33 One of the authors (TK) checked and supplemented these 
payment data via personal communication with the American Dental 
Association's Health Policy Institute.

2.2 | Study population

Our study sample consisted of dyads of children and parents in fami-
lies with incomes ≤125 percent of the FPL (≤$32 750 in income for 
a family of four in 2020).34 We limited our sample to children ages 
6 to 18 years living with a nonelderly, nondisabled adult (parent or 
guardian) ages 21-64. (For brevity, we refer to the adults in these 
dyads as parents.) We selected children age 6 and older because 
these children have either begun to, or have developed, permanent 
teeth. Consistent with prior research examining within-family spillo-
ver effects of Medicaid policy,18 we selected the mother or female 
guardian for the parent-child dyad in two-parent families, such that 
each child appeared in our study sample once and was linked to the 
characteristics of one parent. Children of women who were preg-
nant at any point during the calendar year and who did not have 
a father in the household were excluded because pregnant women 
gain dental coverage through Medicaid in many states during preg-
nancy.35,36 Additional details of our inclusion criteria are reported in 
the Appendix S1.

2.3 | Dependent variable

In our main analysis, we examined whether a child received any pre-
ventive dental service in the calendar year using the MEPS dental 
visit files. Preventive dental services were defined as dental prophy-
laxis (cleaning), fluoride treatment,37 or sealant application38 by a 
dental professional (Appendix S1). Healthy People 2020 identifies 
the use of these preventive dental services as important for improv-
ing children's oral health.39 In subanalyses, we separately assessed 
children's receipt of a dental prophylaxis only vs fluoride treatment 
or sealants combined. We combined fluoride treatment and sealants 
as these methods have strong supporting evidence in preventing 
dental caries.40,41

2.4 | Independent variable

We analyzed two independent variables. First, we assessed whether 
states had implemented the ACA's Medicaid expansion by each year 
of our study period (through 2016). We considered a state to have 
expanded Medicaid by a given year if its expansion was effective 
on or before September 1 of that year. Second, we assessed states' 

coverage of dental benefits for adults in each study year. We consid-
ered states to have provided adult dental benefits if their Medicaid 
programs covered more than emergency services for adult Medicaid 
recipients.22,32

2.5 | Covariates

We included the following covariates in our analyses. First, we con-
trolled for the following parental characteristics: age, sex, race/
ethnicity, language, education, employment, and smoking status. 
Second, we adjusted for family income as a categorical variable (rela-
tive to the Federal Poverty Level), family size, and parental struc-
ture (a two-parent household vs a single-parent household). Third, 
we controlled for child age and sex. Fourth, at the county level, we 
controlled for the number of dentists per 1000 residents, the pov-
erty rate, and an indicator for whether the family lived in an urban 
area (defined as a metropolitan statistical area). Finally, given the 
well-documented relationship between Medicaid payment rates to 
providers and provider participation in Medicaid,32,42,43 we adjusted 
for Medicaid reimbursement rates to dentists for a common preven-
tive dental procedure (child prophylaxis, CDT code 1120), which we 
assessed at the state-year level.

2.6 | Statistical analyses

We assessed whether states' implementation of the ACA's Medicaid 
expansion was associated with increases in the probability that low-
income children received preventive dental care in states whose 
Medicaid programs did vs did not cover dental services for adults. 
Using the parent-child dyad (indexed by i) as the unit of analysis, we 
estimated linear probability models of the form:

In this model, yist is a binary indicator that a child received at 
least one preventive dental service in year t, DentalPolicyst is a bi-
nary variable equal to one if a state Medicaid program covered den-
tal services for adults in year t, and ACAExpandst indicates whether 
state s had implemented the ACA's Medicaid expansion by year t. 
We adjusted for child, parent, and county-level characteristics (Xit),  
Medicaid fee-for-service payment rates for dental prophylaxis 
(Paymentst), state fixed effects (�s) to control for time-invariant state 
characteristics, and year fixed effects (�t) to control for time trends 
common to all states. We adjusted for family survey weights in the 
MEPS and clustered standard errors at the state level for inference.

We report three estimates from this model:

1.	 �̂, which represents the change in children's preventive dental 
care use associated with state Medicaid programs' coverage 
of preventive dental services for adults. Because our model 

yist =�+�DentalPolicyst+�ACAExpandst+�ACAExpandst×DentalPolicyst

+�Xit+�Paymentst+�s+�t+�ist
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includes state fixed effects, �̂ is estimated from within-state 
changes in adult dental coverage policies.

2.	 �̂, which is the change in children's preventive dental care use as-
sociated with Medicaid expansions in states that did not concur-
rently cover preventive dental services for adults.

3.	 �̂, the differential change in children's preventive dental care use 
associated with Medicaid expansions in states that did vs did not 
concurrently cover preventive dental services for adults. This is 
our primary estimate of interest.

2.7 | Supplementary analyses

We conducted four supplementary analyses. First, we examined 
whether Medicaid expansions were associated with increases over 
time in children's receipt of preventive dental services when states 
consistently covered these services for adults. To do so, we esti-
mated event-study models to assess time-varying treatment effects 
of Medicaid expansions, separately in 24 states that covered dental 
services for adults in each year of our study period and in 19 states 
that did not cover these services in any study year (Table  2). We 
plotted unadjusted estimates from these event-study models and 
report corresponding estimates of adjusted time-varying effects in 
the Appendix S1.

Second, to check whether we could isolate changes associated 
with Medicaid expansions from secular state trends, we used these 
event-study models to examine whether pre-expansion trends in 
children's preventive dental service use differed between expansion 
and nonexpansion states categorized according to their adult dental 
coverage policies.

Third, we examined whether Medicaid expansions with vs with-
out concurrent adult dental coverage were associated with differen-
tial changes in the likelihood that low-income children were enrolled 
in Medicaid or CHIP. We performed this analysis to examine whether 
Medicaid policy changes for adults might affect children's use of pre-
ventive dental care via take-up of Medicaid or CHIP.

Fourth, we re-estimated our main empirical model using logis-
tic regression to test whether our estimates were sensitive to func-
tional form.

3  | RESULTS

Our analytic sample consisted of 7798 annual parent-child dyads 
with incomes ≤125 percent FPL, representing 39 028 587 weighted 
pairs in our 6-year study period (Table 1). The majority (79.4 percent) 
of children in these dyads were enrolled in CHIP or Medicaid, and 
66.4 percent were racial or ethnic minorities. The preponderance 
of parents in the dyads (89.3 percent) was female, and 42.9 percent 
were enrolled in Medicaid. Across all study years, 37.8 percent of 
children received at least one annual preventive dental service, the 
majority of which were for dental prophylaxis (Figure S2 in Appendix 
S1). Over time, the proportion of low-income children who received 

TA B L E  1   Study population characteristics

Variable
Mean or 
proportion

Child characteristics

Female, % 50.0

Child age in years, mean (SD) 10.1 (0.06)

Child age, % by age category

6-9 15.4

10-14 32.5

15-18 52.1

Child race and ethnicity, % in category

White non-Hispanic 33.7

Black non-Hispanic 19.7

Hispanic 37.7

Other 9.0

Child enrolled in Medicaid or CHIP, % 79.4

Parent characteristics

Female, % 89.3

Parent age in years, mean (SD) 37.8 (0.12)

Parent race and ethnicity, % in category

White non-Hispanic 37.4

Black non-Hispanic 19.5

Hispanic 35.7

Other 7.4

Parent enrolled in Medicaid, %a  42.9

Parent comfortable with English language, % 70.5

Parent smoker, % 25.5

Parent education, % in category

Less than high school 30.4

Completed high school 35.6

Any college 33.2

Not specified 0.80

Unemployed, % 48.5

Family characteristics

Family size, % in category

2 or less 13.3

3 20.6

4 26.9

5 21.5

6 10.8

7 or more 6.8

Family income as a percent of the Federal Poverty Level in category, 
%

Less than 100% 76.7

100% to less than 125% 23.3

Single-parent family, % 49.5

Lives in urban area, % 77.0

Note: Analysis of N = 39 028 587 weighted dyads (7798 unweighted 
dyads) in families with income at or below 125 percent FPL who 
surveyed in the 2011-2016 MEPS. Estimates were adjusted for family 
survey weights.
aWe did not adjust for parental enrollment in Medicaid in our regression 
analyses as this is an outcome of Medicaid expansions. 
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at least one preventive dental service increased from 36.2 percent in 
2011 to 40.1 percent in 2016.

States vary considerably in their dental coverage policies for 
adults (Table 2). By the conclusion of our study period in 2016, 19 
of the 32 states that expanded Medicaid covered dental services for 
adults in each year from 2011 to 2016. Of the 19 states that had 
not expanded Medicaid by 2016, five consistently covered dental 
services for adults from 2011 to 2016. Only eight states changed 
adult dental coverage policies during our study period. Because 
most of the variation in dental coverage is between (rather than 
within) states, we primarily focus on differences in the association of 
Medicaid expansions with children's dental care use between states 
with and without Medicaid dental coverage for adults.

Table 3 displays the adjusted associations between Medicaid ex-
pansions, Medicaid dental coverage for adults, and children's receipt 
of preventive dental care, as estimated from main empirical model 
(full regression estimates are shown in Table  S2 of the Appendix 
S1). In states that covered preventive dental services for adults in 
Medicaid, implementation of the ACA's Medicaid expansion was not 
associated with a change in the probability that low-income children 
received least one annual preventive dental service (1.26 percentage 
points; 95% CI: −3.74 to 6.27). (This corresponds to �̂+ �̂ from our 
model.) In states that did not cover preventive dental services for 
adults in Medicaid, expansion was not associated with a statistically 
significant change in the probability that low-income children re-
ceived preventive dental care (3.03 percentage points; 95% CI: −2.76 
to 8.81). The difference in these estimates, which corresponds to our 
regression estimate �̂, was not statistically significant (−1.76 percent-
age points; 95% CI: −8.09 to 4.56) and small relative to mean preven-
tive dental service utilization among children in our study population 
(approximately 36.2 percent of children in 2011 received at least one 
annual preventive dental service in 2011, and 40.1 percent did in 
2016). We did not find any statistically significant associations be-
tween these Medicaid policies for adults and specific categories of 
preventive service use among children (dental prophylaxis vs fluo-
ride treatment or sealant application).

In sensitivity analyses, we examined potential sources of bias in 
our study design and assessed the robustness of our estimates to 
the functional form of our regression models. First, we separately 
examined time-varying changes in children's use of preventive den-
tal services associated with Medicaid expansions in states that con-
tinuously covered Medicaid dental benefits for adults and in states 
that did not cover dental benefits for adults in any year of our study 
period (Figure 1; estimates reported in Table S3 in the Appendix S1). 
We found no evidence of gains in children's preventive dental care 
use in the postexpansion period or evidence of effects that began to 
emerge more prominently several years after expansion.

Second, we examined whether our estimates of changes in chil-
dren's preventive dental service use before and after ACA's Medicaid 
expansion could have been biased by differential trends preceding this 
expansion (or prior to 2014 for nonexpansion states). In states that 
continuously covered dental benefits for adults during our study pe-
riod, we found a modest, but not statistically significant, increase in 
children's preventive dental service use prior to 2014 in nonexpansion 
states compared to pretrends in expansion states. In states that did not 
cover dental benefits for adults in any year of our study period, we did 
not detect an appreciable difference in pretrends between expansion 
and nonexpansion states. Thus, while secular trends are unlikely to 
substantially affect our estimates, any bias they introduce would likely 
make our estimates slightly conservative given the secular increases 
in children's dental care use in nonexpansion (rather than expansion) 
states that provided dental benefits for adults.

Third, we did not find that Medicaid expansions were asso-
ciated with differential increases in Medicaid or CHIP take-up 
among low-income children in states that did vs did not concur-
rently cover dental benefits for adults (Table S4 in the Appendix 
S1).

Finally, we explored whether our estimates were sensitive to 
the functional form of the regression models we ran. Table  S5 of 
the Appendix S1 displays the results of logit model, for which our 
estimates were qualitatively similar to those of the linear model pre-
sented in our main analyses.

Medicaid coverage of preventive 
dental services for adults

Medicaid expansion status by 2016

Expanded (32 states)
Did not expand (19 
states)

All study years (2011-2016; 24 states) 19 states: AR, AK, CT, 
DC, IN, IA, KY, MA, MI, 
MN, NJ, NM, NY, ND, 
OH, OR, PA, RI, VT

5 states: NE, NC, SD, 
WI, WY

Some study years (8 states) 5 states: CA, CO, IL, MT, 
WA

3 states: MO, SC, UT

No study years (19 states) 8 states: AZ, DE, HI, LA, 
MD, NV, NH, WV

11 states: AL, FL, GA, 
ID, KS, ME, MS, OK, 
TN, TX, VA

Note: Based on Kaiser Family Foundation data on the status of state Medicaid expansions and 
Medicaid dental coverage policies reported by the Medicaid and CHIP Payment and Advisory 
Commission, the Center for Health Care Strategies, the Kaiser Family Foundation, Medicaid state 
plan amendments filed with CMS, and the peer-reviewed literature.

TA B L E  2   States categorized by 
Medicaid expansion status and dental 
coverage policies for adults
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4  | DISCUSSION

In this study, we used nationally representative data from the Medical 
Expenditure Panel Survey to examine the use of preventive dental 
services among low-income children and to assess whether changes 
in state Medicaid policies that affect low-income adults' access 
to dental care are linked to changes in children's use of preventive 
dental services. On average from 2011 to 2016, we found that 37.8 
percent of low-income children received at least one annual preven-
tive dental service—considerably lower than has been reported in 
higher-income populations44—which is consistent with prior evidence 
that low-income children face persistent barriers to dental care.45,46 
Given evidence that parental access to care through Medicaid may 
have “spillover” effects on children's health care use,15-18 we studied 
whether expansions of Medicaid with concurrent dental coverage for 
adults were linked to increases in children's use of preventive dental 
care. We did not find statistically significant changes in children's use 
of preventive dental care associated with expansions in states that 
did vs did not cover preventive dental care for adults in Medicaid. 
However, our estimates are imprecise, with wide confidential intervals 
that are unable to rule out sizable effects in either direction.

These results stand in contrast to other studies that found 
positive “spillover” effects of adult Medicaid coverage on low-in-
come children's use of physical health care.15-18 Our findings may 
reflect differences in health services systems for medical and den-
tal care or persistent barriers to dental care use among children. 
For example, dental care has historically operated separately from 
medical care and has focused on tertiary treatment rather than 
prevention.47 In addition, inadequate referral systems between 

physicians and dentists48,49 and the limited availability of den-
tists accepting Medicaid patients50,51 present continued barriers 
to dental care access among low-income children and might limit 
extent to which children benefit when their parents receive dental 
coverage through Medicaid.

A growing body of research demonstrates that implementa-
tion of the ACA's Medicaid expansion has had favorable effects 
on adult dental service use and oral health outcomes when states 
cover dental services for adults in Medicaid, although these ef-
fects may vary by population or local variation in the supply of 
dental providers.22-24,52 This evidence led us to hypothesize a pos-
sible “spillover” effect of Medicaid expansions and dental cover-
age for adults on low-income children's use of preventive dental 
care. However, we did not find evidence of such a spillover effect, 
suggesting that policies other than adult dental coverage through 
Medicaid may play a more prominent role in children's receipt of 
preventive dental services.

Policies that directly expand access to dental care for children 
may have more direct impacts on children's dental care use. For 
example, school-based oral sealant programs have been found to 
be effective in increasing sealant use and in preventing dental car-
ies among low-income children.53,54 In addition, all state Medicaid 
programs now reimburse primary care providers for fluoride var-
nish treatment following a 2014 US Preventive Services Task Force 
(USPTF) recommendation.55 This has led to increased fluoride var-
nish use and improved oral health outcomes among low-income 
children.56,57

Although we did not find evidence that expansions of 
Medicaid with dental coverage for adults affected children's use 

TA B L E  3   Adjusted associations between Medicaid dental coverage for adults, Medicaid expansions, and children's receipt of preventive 
dental services

Any preventive service Dental prophylaxis
Fluoride treatment or 
sealant application

Percent of children in families ≤ 125% of FPL receiving 
services (probability of any annual use)

2011
36.2

2016
40.1

2011
35.5

2016
39.6

2011
11.8

2016
17.7

Changes in children's preventive dental care use 
associated with:

Medicaid dental coverage for adults†  −4.17
[−8.17, 0.27]

−5.16*

[−10.27, −0.05]
1.91
[−2.55, 6.37]

Medicaid expansions without concurrent dental 
coverage for adults‡ 

3.03
[−2.76, 8.81]

3.69
[−1.76, 9.15]

−0.02
[−6.10, 6.07]

Medicaid expansions in states with vs without 
Medicaid concurrent dental coverage for adults§ 

−1.76
[−8.09, 4.56]

−1.88
[−8.20, 4.44]

−2.34
[−9.10, 4.40]

Note: Estimates are from a multivariable linear regression model predicting child's receipt of preventive dental services as a function of Medicaid 
dental coverage for adults, Medicaid expansion, and an interaction between Medicaid expansion status and Medicaid dental coverage for adults, 
controlling for child, parent, and family-level characteristics and state and year fixed effects. Estimates were adjusted for family survey weights. 95% 
confidence intervals [in brackets] were constructed using standard errors clustered at the state level. Any preventive service was defined as any 
dental cleaning, fluoride treatment, or sealant application visit. Analysis of N = 39 028 587 weighted dyads (7798 unweighted dyads) in families with 
income at or below 125 percent FPL surveyed in the 2011-2016 MEPS. Estimates are reported in percentage points.
*P < .05. 
†Corresponds to �̂ from the regression model. 
‡Corresponds to �̂ from the regression model. 
§Corresponds to �̂ coefficient from the regression model. 
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of preventive dental care, our findings should not be construed as 
evidence that Medicaid policies are unrelated to oral health care 
access or outcomes in low-income populations. First, low-income 
adults have substantial oral health needs58-60 and a large literature 
demonstrates that adults derive direct benefits when Medicaid 
facilitates greater access to preventive dental care. For example, 
providing comprehensive dental coverage for adults in Medicaid 
is associated with an increase in dental visits, preventive and re-
storative service use, and improved oral health outcomes.32,61,62 
Conversely, losing Medicaid dental coverage has been linked to 

increased ED use for nontraumatic dental conditions.63 Second, 
our findings do not necessarily imply that policies restricting den-
tal benefits for adults in Medicaid would not harm children's ac-
cess to preventive dental services.

Limitations of our study design could have biased us away from 
finding a beneficial effect of increases in parental dental coverage 
in Medicaid on children's use of dental care. First, our estimates 
could have been biased by unobserved changes in the character-
istics of Medicaid enrollees or factors linked to children's receipt 
of dental care. For example, we did not control for variation in 

F I G U R E  1   Trends in children's use of preventive dental services in states categorized by Medicaid expansion status and coverage of 
preventive dental services for adults in Medicaid [Color figure can be viewed at wileyonlinelibrary.comwileyonlinelibrary.com]]
Note: States were categorized by their Medicaid expansion status and coverage of preventive dental services for adults (see Table 2 for 
details). We report unadjusted probabilities of receiving at least one annual preventive dental service use among low-income children in 
each year relative to Medicaid expansion (in states that expanded Medicaid by 2016) or relative to 2014 (for states that had not expanded by 
2016). Estimates are reported separately for 24 states whose Medicaid programs covered preventive dental services for adults in each year 
from 2011 to 2016 (Panel A) and 19 states whose Medicaid programs did not cover preventive dental services for adults in any study year 
(Panel B) [Colorfigure can be viewed at wileyonlinelibrary.com]
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dental provider networks established by Medicaid Managed 
Care Organizations (MCOs), payment rates negotiated between 
Medicaid MCOs and dental providers (which may differ from 
those in fee-for-service Medicaid), or whether states “carved-
out” dental benefits from physical health benefits in Medicaid. 
Second, secular increases (though small) in children's use of pre-
ventive dental services in states that did not expand Medicaid but 
did cover preventive dental services for adults may have biased 
us away from finding a beneficial effect of Medicaid expansions 
in dental coverage states. Finally, we acknowledge that Medicaid 
expansions may take time to yield detectable gains in children's 
use of preventive dental services. However, we did not find any 
significant gains among children by the third year of expansion in 
states whose Medicaid programs consistently covered dental ben-
efits for adults.

5  | CONCLUSION

Although prior research found that expanded Medicaid coverage for 
parents has “spillover” effects on children's use of medical services, 
we did not find evidence of a similar relationship between Medicaid 
expansions with concurrent adult dental coverage and low-income 
children's use of preventive dental services. Factors other than 
Medicaid eligibility and dental coverage policies for adults may be 
more salient determinants of preventive dental care use among low-
income children.
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