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Dental care after an emergency
department visit for dental problems
among adults enrolled in Medicaid
ABSTRACT

Background. Dental emergency department (ED) visits
are increasing nationally, but EDs provide only palliative
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care. The authors examine time to subsequent dentist visit
within 6 months after the ED visit, as well as the effect of
having a dentist visit in the prior year.
Methods. Using 2010-2012 Iowa Medicaid claims data,
the authors identified adults with an index dental ED visit.
The authors examined the claims data for a subsequent
dentist visit within the next 6 months. The authors used
Kaplan-Meier curves and log-rank tests for bivariate ana-
lyses. The authors included a dentist visit in the year before
the index ED visit, subsequent ED visits, and sociodemo-
graphic characteristics in a Cox multivariable regression
model.
Results. A total of 2,430 adults enrolled in Medicaid
satisfied the study inclusion criteria. Within 6 months,
52.4% had a subsequent dentist visit, 12.0% lost Medicaid
eligibility, and 35.6% did not have subsequent dentist visit.
Bivariate and multivariable analyses revealed that non-
whites, those without a dentist visit in the prior year, and
those with subsequent ED visits had a significantly lower
rate of subsequent dentist visits.
Conclusions. Almost one-half of adults with a dental ED
visit did not visit a dentist in the next 6months. Adults who
did not visit a dentist in the past year and those with
repeated ED visits may be living with unresolved dental
problems that can affect their quality of life.
Practical Implications. Adults without a dentist visit in
the past year and those who visit ED repeatedly can be
targeted by ED diversion programs because they are at
T wo decades ago, results from a US national study
showed that dental care was the highest unmet
health need, with almost 1 in 10 Americans
reporting an unmet dental care need.1 In-

vestigators in other studies confirmed this unmet need
among both children and adults in the United States.2,3

An expensive manifestation of this unmet need is the
increase in emergency department (ED) visits for dental
problems.4-8 Nationally, the rate of dental ED visits is
increasing, and most of these visits are made by adults
who are either enrolled in Medicaid or uninsured.6,7

“Toothache” was the most common reason for ED visits
among visits for all conditions that were treatable in
primary care.9 Despite an increased reliance on EDs for
dental care, most of these patients received only palliative
care (that is, drug prescriptions) that may provide tem-
porary relief, but they still needed to see a dentist to
resolve the dental problem completely.10,11 This ED use
becomes a vicious cycle because patients often visit an
ED initially because of difficulty in accessing dental care
in traditional settings. This difficulty could lead to
repeated ED visits for dental problems,12 with 5.5% to
22% of patients reported to return to the EDs, and is
associated with significant costs.13

Dental pain tends to be episodic and can subside
temporarily with antibiotics and pain medications, and it
panying online continuing education activity
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higher risk of not receiving follow-up dental care.
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Figure 1. Study inclusion and exclusion criteria and resulting sample sizes for adults enrolled in Medicaid who had
an index dental emergency department (ED) visit in 2011 in Iowa. FP: Family Planning. QMB/SLMB: Qualified
Medicare Beneficiary or Specified Low-Income Medicare Beneficiary.

ABBREVIATION KEY. ED: Emergency department. FP:
Family Planning. QMB/SLMB: Qualified Medicare Beneficiary
or Specified Low-Income Medicare Beneficiary.

ORIGINAL CONTRIBUTIONS
may not flare up for months to years, which may lead to
a delay in seeking definitive dental care until the problem
increases. Whether the millions of people visiting EDs
for dental problems receive the dental care required to
resolve their problems is a major unanswered question.
Understanding the pattern of follow-up dental care and
factors associated with it would enable the identification
of groups at high risk of not receiving dental care and
either having repeat ED visits or living with unresolved
dental problems. Although investigators in several
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studies have examined
trends in dental ED
visits, to our knowledge,
investigators in only 1
published study have
examined the patterns
of dental care after a
dental ED visit.14 Pajew-
ski and Okunseri14 fol-
lowed up adults enrolled
in Medicaid who had a
dental-related ED visit
for 12 months and found
that approximately 30%
of enrollees had a dentist
visit within the first
month of the ED visit,
whereas 10% went back
to the ED. The authors
used a competing risk
approach, modeling the
risk factors for a dentist
visit or a revisit to ED
simultaneously. By
using this design, they
excluded any dentist
visits that would have
occurred after the revisit
to the ED.

In this study, we
examined the time to
subsequent dentist visit
after an index dental
ED visit among adults
enrolled in Medicaid in
Iowa, and we factored in
any subsequent ED visit
as a time-dependent co-
variate. This method
allowed us to examine
the effect of subsequent
ED visits on time to a
subsequent dentist visit.
We hypothesized that
adults enrolled in
Medicaid who had a
dentist visit in the 12 months before the index ED visit
would have a higher rate of subsequent dentist visits,
with the rationale that past dental care access would be a
predictor of future dental care access.

http://jada.ada.org


TABLE 1

Characteristics of the study population and
descriptive results for adults enrolled in Medicaid
who had an index dental emergency department
visit in 2011 in Iowa.*†

VARIABLE ADULTS WHO
HAD A SUBSEQUENT

DENTIST VISIT
(n [ 1,274)

ADULTS WHO DID NOT
HAVE A SUBSEQUENT

DENTIST VISIT
(n [ 1,156)

TOTAL STUDY
POPULATION
(N [ 2,430)

No. (%) No. (%) No. (%)

Age, Y

21-35 917 (72.0) 868 (75.1) 1,785 (73.5)

36-45 219 (17.2) 184 (15.9) 403 (16.6)

46 or older 138 (10.8) 104 (9.0) 242 (10.0)

Sex

Male 337 (26.5) 303 (26.2) 640 (26.3)

Female 937 (73.5) 853 (73.8) 1,790 (73.7)

Race

White 802 (62.9) 721 (62.4) 1,523 (62.7)

Nonwhite 182 (14.3) 211 (18.2) 393 (16.2)

Unknown 290 (22.8) 224 (19.4) 514 (21.2)

Location

Urban 706 (55.4) 627 (54.2) 1,333 (54.9)

Rural 568 (44.6) 529 (45.8) 1,097 (45.1)

Population to
Dentist Ratio

< 5,000:1 1,236 (97.0) 1,129 (97.7) 2,365 (97.3)

> 5,000:1 38 (3.0) 27 (2.3) 65 (2.7)

Any Reportable
Income

No 545 (42.8) 530 (45.9) 1,075 (44.3)

Yes 728 (57.2) 624 (54.1) 1,352 (55.7)

Dentist Visit in Past
Year‡§

Yes 561 (44.0) 281 (24.3) 842 (34.7)

No 713 (56.0) 875 (75.7) 1,588 (65.4)

Time-Dependent
Covariates

1 additional ED¶ visit§

Yes 147 (11.5) 150 (13.0) 297 (12.2)

No 1,127 (88.5) 1,006 (87.0) 2,133 (87.8)

2 or more additional
ED visits

Yes 42 (3.3) 76 (6.6) 118 (4.9)

No 1,232 (96.7) 1,080 (93.4) 2,312 (95.1)

* The percentages do not always total 100 because of rounding.
† The percentages were calculated by excluding missing responses from the denominator.
‡ Excludes dentist visits that occurred 2 weeks before the index ED visit, in accordance with the
inclusion and exclusion criteria.

§ Significant difference between the groups on the basis of c2 tests determined at P < .05.
¶ ED: Emergency department.
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METHODS
Data sources. We obtained claims
and enrollment data from the Iowa
Medicaid program for the dates of ser-
vice during calendar years 2010 through
2012 after approval from the Iowa
Department of Human Services. All
patient data were deidentified by the
repository source to ensure confidenti-
ality. We used Iowa Dentist Tracking
System15 and US Census16 data to
calculate population to dentist ratios for
each county. The University of Iowa
Institutional Review Board approved
the study protocol.

Study population. In our study, we
focused on adults 21 years or older who
were Iowa Medicaid members regard-
less of length of enrollment time and
who had at least 1 dental-related ED
visit in calendar year 2011. Because the
aim of the study was to examine sub-
sequent dental care, we excluded from
the study adults who were enrolled in
specific types of Medicaid eligibility
programs that do not cover dental care
(for example, IowaCare, Family Plan-
ning, and Qualified Medicare Benefi-
ciary or Specified Low-Income
Medicare Beneficiary programs).

Also, we excluded adults who had
had a dentist visit within 2 weeks before
the index dental ED visit because the
ED visit reasonably could have been the
result of dental procedure complication.
This group could be different from our
population of interest that visited the
ED because of limited access to dental
care. Figure 1 presents a diagrammatic
representation of inclusion criteria and
corresponding sample sizes.

Operational definitions. Through-
out the article, we will use these
definitions:
- Index ED visit: the first visit to an
ED with a dental diagnosis during
calendar year 2011.
- Prior dentist visit: at least 1 visit to a
dentist office during the 12 months
before the index ED visit.

- Subsequent dentist visit: the first visit to a dentist
office within 6 months after the index ED visit.
- Subsequent ED visit: a visit to the ED with a dental
diagnosis during the 6 months after the index ED visit
but before a subsequent dentist visit.
Analyses. We identified dental-related ED visits by
using International Classification of Diseases, Ninth
Revision, Clinical Modification codes17 to identify dental
primary diagnoses and revenue codes to determine visits
that occurred in the ED. The International Classification
JADA 147(2) http://jada.ada.org February 2016 113
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TABLE 2

Unadjusted cumulative proportions of adults with
subsequent dentist visits after an index dental emergency
department visit in 2011 in Iowa.*
VARIABLE CUMULATIVE PROPORTION OF

ADULTS WITH SUBSEQUENT
DENTIST VISITS AFTER INDEX

ED† VISIT

P VALUE
(LOG-RANK

TEST)

TIME WHEN 50% OF THE
POPULATION HAD

SUBSEQUENT DENTIST
VISIT (DAYS)

1
Week

1
Month

3
Months

6
Months

All 0.25 0.38 0.47 0.55 127

Age, Y

.345
21-35 0.25 0.38 0.47 0.54 141

36-45 0.25 0.39 0.45 0.56 113

46 or older 0.30 0.41 0.52 0.58 51

Sex

.881Male 0.24 0.36 0.46 0.55 128

Female 0.26 0.39 0.48 0.54 124

Race

.008
White 0.26 0.39 0.47 0.55 127

Nonwhite 0.24 0.33 0.40 0.48 NA‡

Unknown 0.26 0.41 0.53 0.59 66

Location

.798Urban 0.26 0.38 0.48 0.55 126

Rural 0.25 0.39 0.48 0.54 132

Population to Dentist
Ratio

.235
< 5,000:1 0.25 0.38 0.47 0.54 131

> 5,000:1 0.29 0.45 0.50 0.63 89

Any Reportable Income

.163No 0.23 0.36 0.46 0.53 136

Yes 0.27 0.40 0.48 0.55 115

Dentist Visit in Past Year

< .0001Yes 0.33 0.50 0.60 0.69 32

No 0.21 0.32 0.41 0.47 NA

* Cumulative proportions and median survival times were derived from the Kaplan-Meier survival curves.
† ED: Emergency department.
‡ NA: Not applicable. Less than 50% of the group had a subsequent dentist visit, so we could not calculate median
time.

ORIGINAL CONTRIBUTIONS
of Diseases, Ninth Revision, Clinical Modification codes
that we included were 521.XX, 522.XX, 523.XX, 524.XX,
525.XX, 526.XX, 527.XX, 528.XX, and 529.XX.

In our longitudinal study, we used survival analytic
techniques, with the event of interest being a subsequent
dentist visit within 6 months after the index ED visit.
In the absence of diagnosis codes and tooth number in
dental claims and hospital ED claims, respectively, we
limited the follow-up duration to 6 months to ascertain,
as much as possible, that the subsequent dentist visit was
likely because of the same dental problem that led to the
ED visit. The 6-month duration ensured that we would
capture almost all follow-up visits, and it is not likely to
compromise the ability to compare our results from Iowa
with those from Wisconsin.
114 JADA 147(2) http://jada.ada.org February 2016
We censored the time
to subsequent dentist
visit when the enrollee
lost Medicaid eligibility
or at the end of the study
period if the enrollee
failed to have a subse-
quent dentist visit. The
main explanatory factor
was having a prior
dentist visit in the year
before the index dental
ED visit. We also exam-
ined the effect of having
1 subsequent ED visit or
2 or more subsequent
ED visits after the index
ED visit as time-
dependent variables
in the Cox regression
model. Apart from the
main explanatory vari-
ables, we adjusted for
the effect of other cova-
riates, including patient
age, sex, race, reportable
income, geographic
location, and residence
in a county with a pop-
ulation to dentist ratio
greater than 5,000:1.
We dichotomized
geographic location at
the county level by using
the National Center for
Health Statistics urban-
rural classification
scheme for counties.18

We performed
descriptive analysis by
using the log-rank test,
Kaplan-Meier survival curves, and cumulative inci-
dence curves to compare the rates of subsequent dentist
visits among levels of all explanatory factors and
covariates. We used Cox regression with time-
dependent covariates to perform multivariable analysis,
and we tested the proportional hazards assumption for
all time-independent variables. We also examined the
effect of length of enrollment in the prior year on the
relationship between prior dentist visit and subsequent
dentist visit. We analyzed the data by using statistical
software (SAS Version 9.4 for Windows, SAS Institute).
We used Current Dental Terminology codes to ex-
amine the dental procedures that adults enrolled in
Medicaid underwent during their first subsequent
dentist visit.19

http://jada.ada.org
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Figure 2. Cumulative incidence curve for adults enrolled in Medicaid who did and did not have a prior dentist visit in the
past year and time to subsequent dentist visit after an index dental emergency department (ED) visit in 2011 in Iowa.
The shaded area around the cumulative incidence curves represents the respective 95% confidence intervals.
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RESULTS
Of adults enrolled in
Medicaid, 3,306 had
at least 1 index
dental ED visit in
calendar year 2011,
of whom 2,430
satisfied our inclu-
sion criteria
(Figure 1). Of these,
52.4% had a subse-
quent dentist visit in
the next 6 months,
12.0% lost eligibility
for Medicaid dental
coverage, and 35.6%
remained enrolled
in Medicaid but
failed to have a
subsequent dentist
visit by the end
of the study. Table 1
presents the charac-
teristics of the study
population and
descriptive results.
Most of the index

dental ED visits were made by adults aged 21 to 35 years,
women, and whites. The study population was distrib-
uted evenly across rural and urban counties, but fewer
than 3% resided in counties with a population to dentist
ratio of more than 5,000:1. Approximately 35% of the
study population had a prior dentist visit; however,
among the group that had a subsequent dentist visit,
44.0% had a prior dentist visit compared with only 24.3%
among the group without a subsequent dentist visit.
During the study follow-up, 12.2% of adults had 1 and
4.9% had 2 or more subsequent ED visits for dental
problems.

Table 2 displays the cumulative proportions of adults
who had a subsequent dentist visit at specified time in-
tervals after the index ED visit. We derived these esti-
mates from the Kaplan-Meier survival curves, and they
are unadjusted for covariates but adjusted for censoring.
One-fourth of adults had a subsequent dentist visit
within 1 week of the index ED visit, increasing to 38% by
1month, 47% by 3months, and 55% by 6 months. Table 2
also presents the median time to a subsequent dentist
visit, which was shortest (32 days) for those who had
a prior dentist visit. Log-rank test results indicated that
the rates of subsequent dentist visits were significantly
different for patients on the basis of race and whether
they had a prior dentist visit. The proportion of non-
whites with a subsequent dentist visit remained lower
than those for whites and those with unknown race
(P ¼ .008). For those with a prior dentist visit, the
proportion with a subsequent dentist visit remained
higher throughout the study than those without a prior
dentist visit (P < .001) (Figure 2).

Table 3 displays the results from Cox multivariable
regression with time-dependent covariates. The pro-
portional hazards assumption was not violated for any of
the time-independent covariates included in the model.
We found that the rate of subsequent dentist visits
within 6 months after the index ED visit among those
without a prior dentist visit was approximately one-half
the rate among those with a prior dentist visit (hazard
ratio [HR], 0.56; 95% confidence interval [CI], 0.50-0.63).
We also found that the rate of subsequent dentist visits
among those who had 1 subsequent ED visit was one-
half (HR, 0.53; 95% CI, 0.44-0.64), whereas for those
who had 2 or more subsequent ED visits, the rate of
subsequent dentist visits was one-third (HR, 0.34;
95% CI, 0.25-0.47) compared with those who did not
have any subsequent ED visits during the follow-up. The
rates of subsequent dentist visits differed significantly
between racial groups, with nonwhites having the lowest
rate. Although the finding was not significant (P ¼ .052),
those 46 years or older had a 20% greater rate of
a subsequent dentist visit within 6 months than did
those aged 21 to 35 years. The number of enrollment
months during the 12 months before the index ED visit
was not significant (P ¼ .175, data not shown).
JADA 147(2) http://jada.ada.org February 2016 115
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TABLE 3

Multivariable Cox regression model with
time-dependent covariates modeling time
to subsequent dentist visit after a dental
emergency department visit in 2011 in Iowa.
VARIABLE ADJUSTED

HAZARD RATIO
95% CONFIDENCE

INTERVAL
P VALUE

Age, Y .144

21-35 1.00

36-45 1.05 0.91-1.22 .506

46 or older 1.20 1.00-1.44 .052

Sex .805

Male 1.00

Female 1.02 0.90-1.15

Race .034*

White 0.90 0.79-1.04 .144

Nonwhite 0.78* 0.65-0.94* .009*

Unknown 1.00

Location .945

Urban 1.00

Rural 1.00 0.89-1.12

Population to Dentist
Ratio

.435

< 5,000:1 1.00

> 5,000:1 1.14 0.82-1.57

Any Reportable
Income

.356

No 1.00

Yes 1.05 0.94-1.18

Dentist Visit in Past
Year

< .001*

Yes 1.00

No 0.56* 0.50-0.63*

Time-Dependent
Covariates

< .001*

1 additional ED† visit

Yes 0.53* 0.44-0.64*

No 1.00

2 or more additional
ED visits

< .001*

Yes 0.34* 0.25-0.47*

No 1.00

* Odds ratios were significant at P < .05.
† ED: Emergency department.
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Table 4 shows the procedures performed at the first
subsequent dentist visit after the index ED visit. Apart
from the diagnostic procedures, extractions were the
procedure most commonly performed at these visits, with
one-third of adults having at least 1 tooth extracted.
Approximately 9%had a restorative procedure performed,
and only 5% had an endodontic procedure performed.We
also found thatmore than one-half of these adults had only
a diagnostic or preventive procedure performed at this first
dentist visit after the index ED visit.
116 JADA 147(2) http://jada.ada.org February 2016
DISCUSSION
To our knowledge, this is the first study in which
investigators examine the effect of past access to
dental care on subsequent dental care after an
index ED visit by adults enrolled in Medicaid,
and the second study in which investigators
examine dental care after an ED visit for dental
problems. With the growing evidence of low-
income adults’ increasing reliance on EDs for
dental care,4,6-8,20-22 it becomes important to
examine whether, when, andwhat type of dental
care they receive after the ED visit because the
ED provides only palliative relief.13,23,24 Our
findings suggest that almost one-half of
all adults enrolled in Medicaid with a dental ED
visit do not have a dentist visit within the next 6
months. This is a serious problem because those
who did not have a subsequent dentist visit are
likely to be living with an unresolved dental
problem, which can have a significant effect on
their quality of life.25This study’s results allowus
to confirmour hypothesis that thosewith a prior
dentist visit had a higher rate of subsequent
dentist visits after the index ED visit. In addi-
tion, other factors such as race and having
subsequent ED visits for dental problems were
associated with time to a subsequent dentist
visit.

Compared with findings in the only other
longitudinal study related to the present
topic,14 the proportion of adults who had a
subsequent dentist visit within 6 months of
index ED visit was slightly higher for our study
(52.4% versus 41.5%). Given that Iowa and
Wisconsin have comparable demographics and
similar dental coverage for adults enrolled in
Medicaid, this difference could be explained by
the different methodologies of the 2 studies.
Although we accounted for subsequent ED
visits as a time-dependent covariate, Pajewski
and Okunseri14 used a competing risks
approach. By using a competing-risk approach,
those who had a subsequent repeat ED visit
were no longer followed to see if they had a
subsequent dentist visit, partly explaining the
study’s lower rate of subsequent dentist visits. If we apply
a similar competing risk approach, our rate of subse-
quent dentist visits is 44.7%, which is more similar to the
41.5% from Wisconsin. Also, among the sociodemo-
graphic covariates, we found only race to be associated
significantly, whereas Pajewski and Okunseri14 found all
the factors they tested to be associated significantly with
time to subsequent dentist visit; they reported that this
finding could be due to large sample size, which could be
a result of pooling multiple years of data.

http://jada.ada.org


ABLE 4

Types of dental services received by
adults enrolled in Medicaid who had a
subsequent dentist visit within 6
months after the index emergency
department visit (n [ 1,274).
CURRENT DENTAL
TERMINOLOGY
CODE CATEGORY*

CURRENT DENTAL TERMINOLOGY
CODES INCLUDED

NO. OF
CODES (%)†

Any Diagnostic D0110 to D1000 1,072 (84.1)

Comprehensive D0120, D0150, D0210, D0180 378 (29.7)

Limited D0140, D0160, D0170 534 (41.9)

Other D0110 to D1000 (except
comprehensive and limited)

830 (65.1)

Preventive D1110 to D1555 113 (8.9)

Restorative D2110 to D2999 118 (9.3)

Endodontic D3110 to D3999 63 (4.9)

Periodontic D4210 to D4999 20 (1.6)

Prosthodontic D5110 to D6999 20 (1.6)

Extractions D7111, D7120, D7130, D7140,
D7210, D7220, D7230, D7240,
D7241, D7250

421 (33.0)

Other Oral Surgery D7111 to D7999 (except extractions) 59 (4.6)

Adjunctive General
Procedures

D9110 to D9999 140 (11.0)

* Source: American Dental Association.19

† The sum of the number of codes is greater than 1,274 because a person
could have undergone more than 1 type of procedure.

ORIGINAL CONTRIBUTIONS
There is some indication that having a prior unmet
dental need or delay in dental care can predict forgone
dental care in the future,26 but there are no previous
studies in which the investigators examined how past
access to dental care could explain dental care after an
ED visit. We found that those without a dentist visit in
the year before the index ED visit had a 44% lower rate
of a subsequent dentist visit within 6 months after the
index ED visit, after adjusting for all other factors. This
is a noteworthy finding and highlights the value of past
access to dental care in predicting future access.
However, the reason behind the ED visit by adults who
had a prior dentist visit and a subsequent dentist visit
could not be understood with claims data, and future
researchers should address it through collection of
primary survey data. Adults who had subsequent ED
visits for dental problems, in addition to the index ED
visit, were less likely to have a subsequent dentist visit
within 6 months. This finding suggests that some
adults are frequent users of the ED for dental problems
and may not have access to dental care in traditional
settings. Hence, not visiting the dentist in the past year
and repeated use of ED for dental problems could be
used as screening tools to target resources toward
those at high risk of not receiving dental care after an
ED visit.

Disparities in access to dental care among various
racial and ethnic groups is well established,27-29 and
investigators in 1 study reported that the racial mi-
nority groups also tended to be “problem-oriented
dental attenders” (that is, they visit a dentist only when
they perceive a dental problem).27 Our study results show
that these racial disparities persist in the use of dental
care after an ED visit as well, with nonwhites being least
likely to visit a dentist after the ED visit, even when the
presence of a dental problem is indicated by the dental
ED visit.

Although the finding was not significant, adults 46
years or older had a 20%higher rate of a subsequent dentist
visit than did adults aged 21 to 35 years. National data on
ED visits and dentist visits suggest that most ED users for
dental problems are young adults6,7,30,31 and that regular
dentist visits among this age group is decreasing over
time.31,32 Some investigators have suggested that young
adults probably are replacing dentist visits with ED visits
for dental problems and that they face more barriers to
accessing dental care than do their older counterparts.30,33

Future researchers should examine the differential rates of
dentist visits after an ED visit by age. Moreover, as several
states are expanding their Medicaid programs under the
Affordable Care Act, many young adults are expected to
gain coverage. Although the Affordable Care Act does not
mandate dental coverage for these populations, the federal
government will cover more than 90% of the costs asso-
ciated with providing coverage, including dental, until
2020 for the newly enrolled populations.34 This is a unique

T

opportunity for states to extend dental coverage and
facilitate access to regular dental care.

When we examined the type of dental procedures
performed at the first dentist visit after the index ED
visit, we found that more than one-half of these visits
included either a diagnostic or preventive procedure
only. This finding could be of concern because
no rehabilitative care was provided to most adults, but
we examined only the first dentist visit after the ED visit,
which might have been used for diagnosis and treatment
planning. The type of dental services provided during the
initial dentist visit after the ED visit was similar to that
in the Wisconsin study.14

Our study had some limitations. We operationally
defined subsequent dentist visit as the first visit to a
dentist within 6 months after the index ED visit. This
definition is based on the assumption that the dentist
visit was due to the same dental problem that led to the
ED visit. However, the fact that the dental claims do not
contain diagnosis codes and that the diagnosis codes
from the ED claims are nonspecific limits our ability to
assess the validity of this assumption. Another limitation
of our study is that the subsequent dentist visit estimates
may not be generalizable to Medicaid populations in
other states because of demographic differences and
the comprehensiveness of Medicaid dental benefits
JADA 147(2) http://jada.ada.org February 2016 117
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elsewhere. Also, more than one-fifth of our study pop-
ulation had unknown race, posing a challenge to inter-
preting those results. Finally, we did not examine other
settings in which adults enrolled in Medicaid may have
sought care for dental problems after the ED visit, such as
physician offices or free clinics, or whether they filled
a prescription. Although excluding these other venues
of care provides clarity to our analyses, seeking care at
these settings could have an effect on the time to sub-
sequent dentist visit. Future researchers should examine
the magnitude of the care-seeking behaviors at such
nontraditional settings and how they affect time to a
dentist visit.

CONCLUSIONS
Despite results from several studies indicating an
increasing trend in ED visits for dental problems, there is
a dearth of studies in which the investigators examine
receipt and timing of dental care after an ED visit. In this
study, we found that adults enrolled in Medicaid who
visited a dentist in the prior year had a higher rate of
subsequent dentist visits within 6 months after they
visited an ED for dental problems. In addition, adults
who repeatedly visited the ED for dental problems and
nonwhites had lower rates of subsequent dentist visits.
Hence, they remained at risk of living with an unresolved
dental problem and, possibly, returning to the ED
seeking temporary relief.

The Medicaid program in Iowa is relatively more
generous than that in many other states with respect to
its adult dental benefits coverage, dentist reimbursement
rates, and dentist participation rates. It is a great concern
that even in Iowa, almost one-half of all adults enrolled
in Medicaid who sought care at an ED for a dental
problem did not visit a dentist within the next 6 months.
We would suspect that subsequent dental care use is
much worse among other states that provide limited,
emergency only, or no dental coverage for adults
enrolled in Medicaid.

Future researchers should examine policy-level de-
terminants of time to dental care after an ED visit, such
as reimbursement rates, dentists’ Medicaid participa-
tion rates, and dental benefits offered for adults
enrolled in Medicaid, by using state-level variations
in these policies. Such studies will be instrumental
in informing policy change for increasing dental care
access and reducing reliance on ED visits for dental
problems, especially as the population affected by these
policies expands in states expanding Medicaid under
the Affordable Care Act. n
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