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Abstract 
Holes in the system: A critical analysis of the interconnected impacts of a Medicaid 

program on family dental access and care in California’s San Joaquin Valley 
Jazmine D. Kenny, PhD 

University of California, Merced 
2021 

Nancy Burke, PhD, Chair 
 
Background: Medicaid-enrolled children have dental coverage, yet have higher rates of 
caries and untreated decay, and do not visit the dentist as often as privately insured children. 
I explored parent perspectives navigating the public dental system (Medi-Cal) in 
California’s San Joaquin Valley for themselves and their young children.  
Methods: I conducted 25 in-depth, semi-structured interviews with parents whose children 
were enrolled in Medi-Cal across three San Joaquin Valley counties. Parents were asked 
to reflect on their family’s dental experiences and provide recommendations on improving 
navigation of the public dental system. I used a Constructivist Grounded Theory approach 
to inductively explore themes across transcripts, and co-constructed theories about parent 
narratives on reported social processes using my informed analyses on Medi-Cal policies. 
Results: Parents reported long wait times between and during dental appointments and 
identified Medi-Cal system barriers related to low reimbursement rates and strained 
relationships with the dental field, which discourages dentists from participation in Medi-
Cal and constrains the number of Medi-Cal participants who could have their dental needs 
addressed in a timely manner. Parents also experienced separate and unequal treatment 
compared to privately insured counterparts. I introduce a new concept of dental habitus 
(applied from Bourdieu’s concept of habitus) that is productive for thinking through how 
dental health-related experiences over the life course influence how individuals navigate 
the dental field. 
Conclusion: Limited Medicaid-participating dental providers in areas with high 
enrollment hindered many families’ ability to seek timely, affordable care, and in some 
cases utilize dental benefits altogether. Despite coverage, families who face challenges 
accessing the dentist may not benefit from important dental care and information, which 
may constrain future use and contribute to dental disparities. Based on this study, I 
recommend state Medicaid policy improve the supply of dental providers and specialists 
(i.e., pediatric dentists) through increased reimbursement, improve relations with dental 
professionals, and encourage non-participating dentists to accept Medicaid since non-
participation/limited participation has deleterious effects on population dental health. 
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Positionality Statement 
  

During the writing of this dissertation, I committed to be reflexive about why I am 
studying dental access among Medi-Cal enrollees and how my positionality influences the 
analysis. This study is informed and fueled by my positionality—a researcher and young 
adult with my own dental needs and experiences, currently living in a rural area of the San 
Joaquin Valley.  

My mother, a first-generation immigrant from the Philippine Island of Cebu, has had 
multiple unaddressed cavities and oral health issues throughout her life. In coming to the 
United States, her dental issues were finally addressed, but unfortunately, much of the 
decay was irreversible resulting in multiple crowns, extractions, and the loss of the majority 
of her molars, making eating sometimes difficult. As a child, I had my own experiences 
with multiple cavities and admittedly poor dental hygiene. These issues were ultimately 
addressed by a private dentist filling my decayed molars with amalgam. Following the 
Great Recession and a loss of income, our family qualified for Medi-Cal. I remember 
waiting in line for several hours to meet with a caseworker to enroll at the Los Angeles 
County Department of Public Social Services building. My family was thankful for Medi-
Cal and a local clinic was two blocks away from our home. I visited this clinic a few times 
for my own health and dental needs before leaving California for college.  

My mother and younger brother are still enrolled in Medi-Cal, while my father now 
has Medicare. Throughout my employment as a graduate student teaching assistant at 
University of California, Merced, I’ve had the UC Student Health Insurance Plan which 
covers medical, vision, and dental. Within my first year of graduate school, I randomly 
selected a dental office and during my routine cleaning, the dental office staff tried to 
charge me for fluoride because “my insurance did not cover it.” I said I would forgo the 
treatment and they came back shortly afterward to let me know my insurance in fact did 
cover the fluoride treatment and went ahead with the quick fluoride application. Shortly 
after, I found another dentist through a word-of-mouth recommendation, and have been 
regularly visiting this dentist ever since. These interactions have shaped my understanding 
of, and interest in, perceived and actual barriers to health care. 

The motivation for this study is informed by and stems from my experiences as a 
public health researcher, and my interests in access to healthcare services, health policy, 
rural health, and oral health research. In general, I have been interested in how people 
access health care, prioritize their health needs among other needs, health seeking 
behaviors, and barriers to each of these factors.  

Through this research, I hope to contribute important insights into the Medi-Cal 
dental system and its role in the perpetuation of oral health disparities in the San Joaquin 
Valley. Throughout the research process, I used my research interests, previous knowledge 
of health policy and oral health, and lived experiences to inform this study’s research 
questions, analyses, and to construct new scientific knowledge and theories.
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Introduction 
 

Oral health is defined as “a state of being free from chronic mouth and facial pain, 
oral and throat cancer, oral infection and sores, periodontal (gum) disease, tooth decay, 
tooth loss, and other diseases and disorders that limit an individual’s capacity in biting, 
chewing, smiling, speaking, and psychosocial wellbeing” (Petersen & World Health 
Organization, 2003). Childhood caries, or tooth decay, is a public health epidemic in the 
United States (U.S.), particularly among young children. Early childhood caries (ECC) is 
“the presence of one or more decayed (non-cavitated or cavitated lesions), missing (due to 
caries) or filled tooth surfaces in any primary tooth in a preschool-age child between birth 
and 71 months of age” (ADA, 2018).  Caries have been found to affect children physically, 
mentally, and emotionally, and, if untreated, can result in a reduced quality of life due to 
associated pain, discomfort, altered eating habits, and low self-esteem (Filstrup et al., 
2003). 

In 2000, the Surgeon General Report on the Oral Health Status of America was the 
first to extensively emphasize and address the importance of oral health at a national level 
(U.S. Department of Health and Human Services, 2000). Although this DHHS report 
showed that oral health in the U.S. had improved overall, disparities among poor, minority 
racial/ethnic groups, older adults, and children still exist; these groups had significantly 
higher rates of untreated tooth decay. The report identified risk reduction methods to 
combat dental caries risk factors ranging from physical, behavioral, socioenvironmental, 
and disease or treatment-related examples (U.S. D.H.H.S., 2000, p. 257). The Surgeon 
General Report recognized that a multitude of barriers exist—particularly around access to 
care—ultimately preventing individuals from achieving good oral health (i.e., lack of 
dental insurance, public perception of oral health, and limited Medicaid participation by 
providers due to low reimbursement rates) (U.S. D.H.H.S., 2000, p. 249-269). Aside from 
individual behavior change, the report called for 1) community-based approaches 
(community water fluoridation), 2) provider level approaches (application of fluoride 
varnish and sealants), other healthcare professional approaches (dental exams and 
education through anticipatory guidance), and policy approaches (advocacy for oral health 
legislation) to make a concerted effort to improve oral health in the United States. Several 
studies have identified the social determinants of health as contributing to oral health 
disparities in adults and children (Fisher-Owens et al., 2007; Newton & Bower, 2005a; 
Patrick et al., 2006). 

Although oral health disparities exist across different populations and groups, 
race/ethnicity as a risk-factor of oral health may limit the scope of understanding how 
social context contributes to oral health disparities. Using the 2007 National Survey of 
Children’s Health parental reports of children’s oral health outcomes, one study found that 
Hispanic and non-Hispanic black adults were more likely to report fair/poor oral health, 
lack preventive care, and experience delayed care/unmet need for their children compared 
to non-Hispanic white adults (Fisher-Owens et al., 2013). However, race/ethnicity was no 
longer significant when child-, family-, and community-level factors were controlled; some 
of these factors include insurance status, dental visit in the last year, family poverty status, 
language spoken at home, percent of population in poverty, and percent of dentists  
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participating in Medicaid. Additionally, the authors recognize that experiences related to 
race/ethnicity such as discrimination and reduced opportunity may influence oral health 
and dental care. This suggests that race/ethnicity may not directly affect oral health 
outcomes, but rather, structural inequalities associated with race/ethnicity may account for 
many of the disparities.  

One of the most influential factors associated with caries and poor oral health is 
income. Children from low income households were more likely to have higher rates of 
caries compared to children from higher income households (Capurro et al., 2015; Duffy 
et al., 2018; Dye et al., 2015; Dye & Thornton-Evans, 2010; Reisine & Psoter, 2001; Singh 
et al., 2019; U.S. Department of Health and Human Services, 2000). Additionally, low 
socioeconomic position for adults was associated with higher risk of caries prevalence and 
having untreated caries (Hinton & Paradise, 2016; Schwendicke et al., 2015; Singh et al., 
2019). For children living below the federal poverty level (FPL), about 56% experienced 
dental caries and 19% had untreated dental caries (Fleming & Afful, 2018). 

For low-income children and adults in the U.S., the Medicaid program provides a 
safety net of low-cost health insurance and dental coverage for adults in some states. Across 
the U.S., there were over 75.8 million Medicaid beneficiaries (Medicaid.gov). Medi-Cal 
covers approximately 13.9 million, or one third of Californians, and is the nation’s largest 
Medicaid program, and is administered by the state’s Department of Health Care Services 
(hereafter, DHCS) (DHCS, 2021). The percent of the California population enrolled in 
Medi-Cal by age includes, 57.0% of children 0-5 years or 54.2% of children ages 0-18, 
30.5% adults between 19-44 years, 23.7% of adults 45-64 years, and 20.9% of adults older 
than 65 (DHCS, 2019). From this age distribution, we can see that the majority of 
California children—particularly those under 5—are enrolled in Medi-Cal. In terms of 
enrollee racial/ethnic makeup across the state, nearly half (49.9%) of current Medi-Cal 
enrollees are Hispanic, 18.1% are White, 9.8% are Asian, 7.4% are African American, 
0.7% are American Indian/Native Alaskan, and 14.6% did not report race/ethnicity (DCHS, 
2020). When considering the distribution of Medi-Cal across California’s population, 
44.9% of all Latinos in California are enrolled in Medi-Cal (Becker, Babey, Charles, 2019) 
and 59.4% of Hispanic/Latino and 61.0% of Black children under the age of 21 are enrolled 
in Medi-Cal (Kidsdata.org, n.d.).  

Health insurance inequalities have been found to contribute to oral health disparities 
(U.S. Department of Health and Human Services, 2000). Children enrolled in Medicaid or 
the Children’s Health Insurance Plan (both federal health coverage programs often 
determined by income) tend to have fewer dental visits and worse oral health compared to 
privately insured children (Duffy et al., 2018; Shariff & Edelstein, 2016). Adults with 
income below 100% of the FPL (i.e., they would qualify for means-tested programs like 
Medicaid) have the highest rate of caries at 44%, yet only 17% of adults with income at or 
above 200% of the FPL experienced caries (Hinton & Paradise, 2016). Several researchers 
have observed that social position (including factors like income) is known to contribute 
to social participation, support, stability, and cohesion—which are associated with health 
and health behaviors (Lee & Divaris, 2014; Schwendicke et al., 2015). 

Dental care, as is with medical care, is not evenly distributed across the U.S. nor 
within states (HRSA, n.d.). Rural regions face greater oral health challenges such as lower 
dental care utilization, higher rates of dental caries, lower rates of insurance, higher rates 
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of poverty, less water fluoridation, lower dentist to population ratio, and greater travel 
distance to access dental care (Skillman et al., 2010). The number of dental providers that 
serve low income populations by accepting Medicaid, in particular, are limited within rural 
regions (Al Agili et al., 2005b; Cao et al., 2017; Skillman et al., 2010). One study compared 
rural and urban dental care access among Medicaid-enrolled children in Illinois and found 
variation in utilization rates (in which approximately 26% of Medicaid-enrolled children 
in rural counties had at least one dental visit in the last year, compared to about 33% of 
Medicaid-enrolled children living in urban counties) (Byck et al., 2002). The authors 
concluded the most important factor contributing to low utilization was proportion of 
children enrolled in Medicaid and participating dentists to population ratio, controlling for 
urban/rural status. Another study assessing families in Ohio Head Start Programs reported 
a statistically significant association between low density of Medicaid dentists and higher 
rates of caries in children (Heima et al., 2017). Low-income publicly insured children 
living in rural areas had difficulties accessing preventive dental care compared to children 
with high family income or private insurance (Cao et al., 2017). The authors estimate that 
80% of dental participation in Medicaid is required to fully meet demand in rural areas. 

Lack of dental access, coverage, or regular sources of dental care often lead to 
people utilizing emergency departments (ED) for their dental needs. In the U.S., 
nontraumatic dental visits increased from 2.11 million visits in 2010 to 2.18 million in 
2018, costing a total of $1.6 billion (Wall & Vujicic, 2015). In 2013, the ED dental/oral 
health-related conditions rate for children was 350/100,000, nearly half of which were 
preventable and 60% did not need urgent care (Chalmers et al., 2018). Adults who used the 
emergency department for nontraumatic dental conditions were mostly self-pay, uninsured, 
and Medicaid enrollees (Lewis et al., 2015; Okunseri et al., 2012; Sun et al., 2015). Many 
dental services in the emergency department are limited or do not exist. If dental issues are 
not addressed, the likelihood of return ED visits is high (Davis et al., 2010). From 2000-
2010, there was a significant increase in ED visits for dental-related issues, suggesting the 
increase in visits could be related to a decline in dental benefits (Neely et al., 2014; Wall 
& Nasseh, 2013; Wallace et al., 2011).  

In recent years, research has shifted toward studies that consider social or structural 
influences underlying oral health related behaviors (Barker & Horton, 2008; Fisher-Owens 
et al., 2007; Horton & Barker, 2010; Newton & Bower, 2005; U.S. Department of Health 
and Human Services, 2000). Historically, children’s oral health research has focused on 
the role of parents in dental disease development, such as not taking a child to the dentist, 
limited parent dental literacy, not teaching dental hygiene techniques, having a regular 
source of care, and so forth. Considering the family context, parents and caregivers are 
often most proximal to the child, since they have daily interactions, and shape habits and 
lifestyle. For this reason, previous research has attributed a large part of responsibility of 
the burden of disease to the family context of care. Health behavior literature often 
attributes the action or inaction of individuals (behaviors) for their own health outcomes, 
and these behaviors can be remedied through medical intervention or education (Ajzen, 
1985; Bandura, 2001; Prochaska & Velicer, 1997; Rosenstock, 1974). In isolation, the 
family and its health employing and health seeking behaviors are attributed to the formation 
and development of caries in children. However, attention to structural influences on 
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children’s oral health has pushed some researchers to engage with sociological and 
anthropological theories, including those put forth by the French theorist Pierre Bourdieu.  

This dissertation draws upon social and cultural theory to describe and situate the 
phenomenon of families navigating the California public dental system in the San Joaquin 
Valley. In this introductory chapter, I situate this dissertation in the theoretical frameworks 
I will be employing, including an introduction to the concept of dental habitus. Next, I 
describe the research setting of California’s San Joaquin Valley, its rural context, and 
population demographics. Lastly, I present the Medicaid policy environment and its 
connection to dental care.  
 

Theoretical Frameworks 
 
Fields, Capital, and Habitus 

French sociologist Pierre Bourdieu theorized the difference in scholastic 
achievement of children in differing social classes, and how these social classes were 
perpetuated and maintained, while studying Albanian children in France during the 
Albanian war. This eventually led to his foundational theoretical concepts of fields, 
capitals, and habitus, and how the social world is operationalized by structure and agency.  
Bourdieu described all aspects of society operating within fields (i.e., educational field, 
healthcare field, agricultural field, a neighborhood). Fields, for Bourdieu, are settings that 
identify agents and their social position (1984). According to Bourdieu, fields are 
structured spaces that organize around specific forms of capital; they are “areas of 
production, circulation, and appropriation and exchange of goods, services, knowledge, or 
status, and the competitive positions held by actors in their struggle to accumulate, 
exchange, and monopolize different types of power resources” (Bourdieu, 1972; 
Hatzenbuehler et al., 2017). Fields are not autonomous to each other, but rather, are 
structured in relation to other fields. Relatedly, nomos are field-specific norms that regulate 
or constrain peoples’ actions and behaviors in a field—also known as an unspoken, yet 
shared knowledge of rules within a field. Within fields, there is doxa, or “the state when 
the socially constructed is perceived as the natural order and therefore accepted” (Bourdieu 
& Nice, 1984; Jensen, 2014). In Chapter one, I utilize these concepts in the dental field, 
particularly in relation to children’s oral health. 

According to Bourdieu, there are four different forms of capital, or currency that 
buys one a higher position in society. These include economic, social, cultural, and 
symbolic capital. I will focus on the first three here. In general, Bourdieu defines capital as 
“accumulated labor (in its materialized form or its ‘incorporated,’ embodied form)” 
(Bourdieu 1986, p. 15). Bourdieu’s main argument is that these various types of capital 
have intrinsic value and can be transferred or converted into other forms of capital, which 
“when appropriated on a private basis by agents or groups of agents, enables them to 
appropriate social energy in the form of reified or living labor” (1986, p. 15). Economic 
capital, likely the most recognizable and tangible form of capital, is currency or monetary 
wealth in the form of property, investments, etc. This form of capital is labor and time in 
exchange for currency which can be used to move up the social hierarchy to gain or 
accumulate other forms or types of capital.  
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Social capital is defined as “the aggregate of the actual or potential resources which 
are linked to possession of a durable network of more or less institutionalized relationships 
of mutual acquaintance and recognition—or in other words, to membership in a group” 
(Bourdieu, 1986, p. 21). Social capital places value on social connections, or “who one 
knows,” and what others have as potential to do for someone. Being a member of or having 
a large social network can provide access to information, resources, support, among other 
advantageous things. As with other forms of capital, social capital can be used to gain, 
transfer, or convert into other forms of capital (i.e., economic and cultural capital). For 
example, one can utilize their social capital to find employment opportunities or resources 
that would have not been obtained otherwise. Another instance of this is if a mother is part 
of a social group (in-person or online) and needs to find childcare for her children, others 
in her network may provide advice, assistance, or resources. This conversion of social 
capital can result in gains to economic capital or even the preservation of economic capital 
(i.e., saving money). 

Cultural capital is described as the currency that is inherited, helps us navigate the 
social world, and the opportunities available to us (Bourdieu 1986). It is the perception and 
perspective of our experiences, and the “know how” of social contexts. There are three 
forms, or states, of cultural capital: embodied state, objectified state, and institutionalized 
state. The embodied state of cultural capital describes the form of knowledge that resides 
within us or is internalized. The objectified state includes material objects we use to 
indicate social class, such as fancy cars or jewelry as class status symbols. The 
institutionalized state refers to the way society measures social capital through prestige 
(e.g., advanced educational degrees). These three forms of cultural capital can be 
developed and cultivated over time, passed down generation to generation, and reinforced 
within social classes. Similar to social capital, cultural capital can be transferred or 
exchanged for economic capital (i.e., a society-valued college degree may be 
utilized/converted/transferred to a gain access to a higher paying job compared to someone 
who only has a high school degree, who may not have the specialized skills to perform the 
job). Another example of cultural capital in the embodied state can present itself as 
knowing what to do when one is feeling ill and if and how they navigate the healthcare 
system. Embodied cultural capital must be done by the agent for himself, as Bourdieu 
describes, it “presupposes a process of embodiment, incorporation, which, insofar as it 
implies a labor of inculcation and assimilation, costs time, time which must be invested 
personally by the investor” (Bourdieu, 1986, p.18). For the purpose of this dissertation, I 
will focus primarily on the embodied state of cultural capital and how it is interconnected 
with Bourdieu’s concept of habitus. 

The concept of habitus is described as “a structuring structure which organizes 
practices and the perception of practices” (1984: p. 170). In other words, it is the 
internalized and embodied representation of external structures that reflects one’s class, 
background, and social history. Habitus is culturally and socially acquired ways of thinking 
and moving, and it is the habits, thoughts, tastes, interests, and behaviors through which 
one moves through the social world. These actions or thoughts can be either conscious or 
subconscious, which means an individual does not need to necessarily be conscious of how 
one has developed these habits to perform them. One’s social condition and conditioning 
(i.e., what is reinforced and modeled to someone over time) can be incorporated and 
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embodied into one’s lifestyle and habits.  One’s habitus is also dynamic, in which the social 
world can change or impact one’s habits and actions; simultaneously, individuals have 
influence on the social world. Habitus deals with the relational interplay between structure 
and agency, and how the external environment is internalized and can dictate what is 
probable. An important point of Bourdieu’s concept of habitus is that it can constrain but 
does not determine thoughts and actions (1992). 
 
Bourdieu’s concepts and their connection to oral health 

I draw upon Bourdieu’s theory of action in large response to the dearth of theory 
illustrating the complexities and pathways between social structures and oral health and 
disease (Newton & Bower, 2005b). Without a theoretical framework, Newton and Bower 
argued, social determinants are treated as isolated risk factors and social processes “cannot 
be reduced to the sum of individual behaviors,” recommending a research approach that 
aims to study complex causal processes, rather than direct causal pathways. Oral health 
research that solely focuses on an individual’s behavior without considering social 
environmental risks and influences may limit the effectiveness of health promotion 
interventions.  

To provide a needed theoretical framework in children’s oral health disparities 
research, Susan Fisher-Owens and colleagues created a comprehensive conceptual model 
of the influences surrounding children’s oral health (2007). This multi-level conceptual 
model, which parallels a socio-ecological model, illustrates the complex interplay of 
factors that influence children’s oral health through child-, family-, community-, and 
environment-level influences over time (see Figure 1). Some have argued that the Fisher-
Owens conceptual model was the catalyst that shifted research toward the social 
environment and nonbiological factors related to children’s oral health (Casamassimo et 
al., 2009). Socio-ecological frameworks provide researchers and health professionals a 
general way to understand (a) how a particular health issue’s characteristics/factors are 
situated in multiple levels of influence (individual, interpersonal, social, environmental), 
(b) how factors at one level can influence factors at another level, and (c) how to identify 
places for intervention at each level (Centers for Disease Control and Prevention, 2019). 
The authors suggest this model be considered as a foundational framework for theorization 
and studies to better understand this health problem. Fisher-Owens and colleagues also 
recognize several limitations to the conceptual model and explain that causality is difficult 
to identify due to the complex interplay of these various factors.  
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Figure 1. Fisher-Owens et al. conceptual model of the levels of influence contributing to 
children’s oral health (2007) 

 
The socio-ecological model suggests that different health behavior interventions 

are appropriate for each level (i.e., individual, community, policy), and may be driven by 
theories at each level (Burke et al., 2009). However, Burke and colleagues argue that 
interventions that use cognitive theories like the health belief model are conceptualized and 
tested among non-diverse groups like white middle-class college students. This 
underscores the importance of how studying individual behaviors and interventions should 
consider the social context. In general, the social context includes the groups in which 
people belong, the neighborhoods where they reside, the organization/institutions in which 
they work, and the policies in place that order their lives (Yen & Syme, 1999). An 
individual’s social context encompasses the sociocultural forces that shape and influence 
daily experiences, which directly and indirectly affects his or her health and behavior 
(Burke, Joseph, Pasick, & Barker, 2009). In other words, the social context includes social, 
cultural, economic, political, historical, and structural forces which often interact with one 
another, and are multi-directional (an individual influences and is influenced by the social 
context); individuals may or may not be conscious of these forces. The historical, political, 
cultural, and other social context features are foundational parts of how people think, 
behave, and navigate through the world, and not considering these factors limits the 
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scientific community’s understanding of how disparities exist, and how they are 
reproduced. The social context also connects to Bourdieu’s conceptualization of the 
habitus, as the relationship between social structures and an individual’s agency (Bourdieu, 
1972). Social context discourse recognizes that an individual’s environment, culture, and 
histories ultimately cannot be dissociated from an individual’s behavior.  

Relatedly, Horton and Barker’s body of work conducted in the mid-2000’s in the 
Central Valley of California provides important insights into some of the complex 
interactions surrounding Latino farmworker children’s oral health. First, the authors found 
the importance of (1) the biocultural transition immigrant parents experienced coming to 
the U.S. from rural towns in Mexico, and (2) the dental care system’s role in shaping the 
oral health of low-income Latino children. The Contexts of Care model describes 
children’s oral health as influenced by family, community, provider, and policy/regulatory 
contexts. It considers the intersections of these multiple aspects of society that play a role 
in the state of and care for children’s oral health, particularly those enrolled in public dental 
insurance and reliant upon public dental care. They explain that the “biocultural transition 
of immigrant caregivers interacts with underinsurance to create a specific form of 
embodied inequality” (Barker & Horton, 2008).  

Although health behavior research provides some explanation for individuals’ 
health-related actions, such as health seeking behaviors, reported motivations, frequency 
of dental visits, or oral health literacy, this body of research may have limitations if it 
heavily weighs risk factors yet does not consider the external social contexts in which 
people grow up and live that have shaped their lifestyles and understanding of the world. 
Considering these interrelated theoretical frameworks, I propose the new concept of dental 
habitus to acknowledge the role of the social context in children’s oral health, particularly 
the structure of public dental insurance and its structuring effects on family beneficiaries.  

Dental habitus consists of the habits, behaviors, and actions related to dental health, 
and how it is consciously and subconsciously shaped by social contexts and 
dynamic/interacting social fields. The extent to which someone has observed, experienced, 
had discussions about, been taught to prioritize, and acted upon dental hygiene behaviors 
and dental interactions, with enough frequency to form durable dispositions and habits 
related to the maintenance of one’s own dental health all contribute to the person’s dental 
habitus. But the concept of dental habitus also goes beyond habits.  The social conditioning 
and interactions with others including dental professionals, insurance, family members, 
peers, may be formative in the development of the dental habitus. Moreover, the messages 
people receive when they must wait several hours after arriving on time for their dental 
appointment, having their dental coverage disappear due to legislative decisions, 
experiencing challenges to obtaining dental care, and negative interactions with dental 
office staff, all “get under the skin” and communicate messages about positioning in the 
social hierarchy that informs future dental interactions. Dental habitus, then, is constituted 
by intrafamilial, social, and institutional experiences. I argue this has intergenerational 
impacts and applies to the parent as they were a child and developing their own dental 
habitus, and then what they pass onto their child. How one engages with and visits the 
dentist is a learned behavior based on structural constraints. Receiving periodic preventive 
services, check-ups, treatments (if and when necessary), scheduling dental visits for the 
family, and how these interactions materialize can determine people’s perceptions and 
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values of dental care. Alternatively, if there is no exposure or has experiences of disrespect, 
discrimination, and stigma, these create a feeling, or what Bourdieu would describe as a 
“disposition,” toward dental care.  
 
The San Joaquin Valley Context and Disparities in the Region 

The San Joaquin Valley in the Central Valley of California—ranging from San 
Joaquin County to the north and Kern County to the south—is a collection of eight counties 
with an emphasis on agricultural industries due to its unique and relatively flat geographic 
topography and access to water resources. The San Joaquin Valley is located in the 
southern part of the larger California Central Valley, which also extends north up to 
Redding and is considered the Sacramento Valley (USGS, n.d.). The San Joaquin Valley 
is home to approximately 4 million residents. Based on census data, these counties vary 
widely based on federal and state tax funding, political leanings, and built environment and 
resources. The San Joaquin Valley is often coined the “breadbasket” of California due to 
its rich diversity of crops and other agricultural industries including almonds, grapes, citrus 
fruits, peaches, poultry, and dairy. Two large highways, Interstate 5 and 99, are the main 
routes traffic and commerce travel through. Although these are all important contextual 
factors to consider, in this dissertation, I will focus on the impacts of poverty and Medi-
Cal enrollment, caries prevalence, and dental utilization rates for children and adults.  
  There are multiple large metropolitan areas in the San Joaquin Valley such as the 
cities of Bakersfield, Fresno, Modesto, and Stockton, as well as moderately sized cities 
with less than 100,000 such as Merced, Tulare, Madera, Turlock, and Lodi. Throughout 
the region there are also many smaller towns and unincorporated regions that are home to 
the rest of the valley’s residents. For the most part, outside of the cities, the San Joaquin 
Valley contains small-scale and large-scale agricultural land that could be classified as 
rural.  

Rural regions of the U.S. face greater oral health challenges such as lower dental 
care utilization, higher rates of dental caries, lower rates of insurance, higher rates of 
poverty, less water fluoridation, lower dentist to population ratio, and greater travel 
distance to access dental care (J. Probst et al., 2019; Skillman et al., 2010). According to 
Probst et al. (2018) there is a problem with the definition of rurality, in which counties are 
classified as metropolitan if there is an urban cluster of 50,000 or more people. The authors 
use the Central Valley, in which some counties are considered “metropolitan counties,” as 
an example. The terms urban and rural are on a spectrum, and each have multiple 
definitions. This suggests the term rural and its “lack of uniformity” may undermine efforts 
to summarize research on rural children (Probst et al., 2018, p. s4). This inconsistent 
definition may serve to obscure rural children’s health disparities if other contextual factors 
are not taken into consideration such as oral health resources and adequate healthcare 
infrastructure. Rurality based on population size, without consideration of infrastructure, 
resources, and the regional labor economy, may constrain how we understand a region’s 
characteristics and population. Probst and colleagues refer to structural urbanism, which 
“emerges from a market-based approach to provider funding, public health emphasis on 
large populations, and inherent rural inefficiencies, systematically shortchanges rural 
areas” (Probst et al., 2019). The authors explain that biases in current models of health care 
funding that treat health care as individual services as opposed to infrastructure for a 



 

 

10 
 

 

population disadvantages rural regions and may perpetuate geographic health disparities. 
The authors suggest improved surveillance about context-specific health outcomes.  

The Central Valley, which is the larger geographic area that encompasses the San 
Joaquin Valley, was among one of the geographic regions in which the rates of children 
living in poverty has exceeded 20% for the past 30 years (Probst et al., 2019). Due to 
Medicaid’s income eligibility, enrollment serves as a proxy for poverty across regions. One 
in three people across California are enrolled in the state’s Medicaid program, known as 
Medi-Cal. Tulare and Merced Counties have the highest proportion of Medi-Cal recipients 
in the state with over half (55%) of county residents enrolled in Medi-Cal, while Madera 
and Stanislaus Counties have 45% and 43% of their population, respectively, enrolled in 
Medi-Cal (DHCS, n.d.). For young children, the state Medi-Cal enrollment for children 
under 5 (57.0%) may be masking disparities faced in smaller, more rural counties. For 
example, all eight of the San Joaquin Valley counties were above the statewide average of 
children having primary health insurance with Medi-Cal. Among young children under the 
age of 5, these numbers are most alarming in Merced and Madera Counties with nearly 
81% of children under 5 in these counties eligible for Medi-Cal; Stanislaus County has 
about 70% of children under 5 enrolled in Medi-Cal (DHCS, n.d.) 

The prevalence of caries may differ by geographic region. Prior to the Great 
Recession, the status of California children’s oral health was in fairly poor condition. 
According to a Dental Health Foundation report, one quarter of California elementary 
students had untreated decay (2006). California also had the second highest prevalence of 
decay experience among third grade children among 25 surveyed states by the National 
Oral Health Surveillance System (2005). A study using the 2005 California Health 
Interview Survey (CHIS) data found several important insights related to disparities among 
different groups of children across California (Pourat & Finocchio 2010). Length of time 
since last dental visit was statistically significant by region, in which the San Joaquin 
Valley had the highest odds ratio (1.44) of having a delayed dental visit compared to Bay 
Area counties. On a local level, Healthy Smiles San Joaquin program reported more than 
20% of two-year-old children in San Joaquin County already experienced tooth decay and 
noted tooth decay in children increases with age (Dental Health Foundation 2006).  

According to the California Department of Public Health (CDPH) 2018-2019 
regional third grade survey data on children’s oral health, the Central Valley (which 
includes the eight San Joaquin Valley counties) had significantly more caries and untreated 
decay than any other California region. More than 3 in 4 (75.9%) of third graders have 
experienced tooth decay. Alarmingly, 29.7% of children surveyed in the Central Valley 
had untreated decay (CDPH, n.d.). Untreated decay is an indicator of inability or challenges 
in accessing dental care. 

For the purposes of this dissertation, I will concentrate on three counties of the San 
Joaquin Valley: Madera, Merced, and Stanislaus Counties. The selection of these three 
counties is described in detail in the Methods section. California Medi-Cal data shows that 
in 2018 only 20.6% of adult recipients ages 21-34, and 45.1% of child recipients visited a 
dental provider within the last year (DHCS, 2018). However, to uncover disparities, it is 
important to parse out these rates by measures such as utilization rates by county/region, 
age groups, and year. Figures 2, 3, and 4 illustrate the Annual Dental visit utilization rates 
for Medi-Cal enrollees (ages 0-34) from 2013-2017 in Madera, Merced, and Stanislaus 
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Counties. In general, there is an upward trend of utilization each year in nearly each age 
group. However, by age group, utilization rates differ significantly for children under 2, 
compared to ages 6-9. 

 
 

 
Figure 2. Madera County Annual Dental Visit Utilization rates for Medi-Cal enrollees, ages 0-34 
from 2013-2017 (DHCS, 2021) 
 
 
 

 
Figure 3. Merced County Annual Dental Visit Utilization rates for Medi-Cal enrollees, ages 0-34 
from 2013-2017 (DHCS, 2021) 
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Figure 4. Stanislaus County Annual Dental Visit Utilization rates for Medi-Cal enrollees, ages 0-
34 from 2013-2017 (DHCS, 2021) 
 
 

Although dental utilization rates across these counties have increased in recent 
years for all age categories, young children under three years and adults between 21 and 
34 have significantly lower utilization rates. Despite the high Medi-Cal enrollment and low 
dental utilization dissonance, it is important to consider whether families can access dental 
services. Cost is the most significant factor that keeps Americans from accessing needed 
dental care (Vujicic et al., 2016).  For example, research conducted locally in the San 
Joaquin Valley shows that 22% of Madera County adults reported cost as one of the main 
reasons they did not visit the dentist in the last year, followed by lack of insurance (17%), 
and not liking going to the dentist (9.0%) (Gonzalez et al, 2019). According to a 2009 
report from the Central Valley Health Policy Institute at California State University, 
Fresno, barriers to oral health care in the Central Valley includes a “shortage of dental 
health professionals, a maldistribution of services, and a lack of providers willing to accept 
uninsured or publicly insured patients” (Traje & Capitman, 2009). This report also assessed 
the impact of these dental staff shortages in the Central Valley and found challenges with 
scheduling appointments; these included limited appointment slots, lack of operatories, and 
availability of providers, lengthy dental procedures, and inability to accommodate patient 
preference in appointment times (i.e., outside business hours). In terms of scheduling 
appointments, a quarter of the 12 federally qualified health centers (FQHCs) in the Central 
Valley reported staff shortages “most of the time” or “always.” FQHCs serve as the primary 
health care out-patient and provider centers, that are funded by the federal government, 
have sliding scale fees for health services, and provide needed safety-net services for 
Medicaid patients (HRSA, n.d.). Many Medi-Cal patients rely on FQHCs for their health 
and dental services. However, there are often no specialty dental providers at FQHCs and 
clinics must refer patients to outside providers for specialty treatment. Dental workforce 
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and Medicaid participation factors are important considerations of dental access among 
Medi-Cal recipients in the San Joaquin Valley. 
 
The Medi-Cal policy environment 

Medicaid is a safety-net program that provides health coverage to low-income and 
other marginalized populations in the U.S. Medicaid is a public health insurance program 
for qualified individuals based on income thresholds and other enrollment requirements. 
Signed into law in 1965 by Lydon B. Johnson, Medicaid was established to provide health 
insurance coverage to low-income, disabled, and other qualifying individuals and families, 
while Medicare (which was passed simultaneously under the Social Security Act 
Amendments) provided insurance to aging Americans. Medicaid is jointly funded by each 
state and matched by the federal government. The Federal Medical Assistance Percentage, 
or FMAP, is the ratio the federal government uses to assist each state and is based on a 
formula comparing an individual state’s average per capita income to the national average 
(KFF, 2021). The FMAP minimum is 50%, but currently ranges from 56.20-84.51%; 
California’s FMAP is one of the lowest at 56.20%.  

As part of the federalist system of the U.S., states have some autonomy when it 
comes to the type of Medicaid program they run, while still adhering to certain laws and 
mandates of Medicaid at the federal level. For example, states must provide Medicaid to 
recipients, but have the option to choose who qualifies for insurance (income threshold and 
other criteria) and what services are available (emergency services, medical, dental, etc.). 
Through Medicaid, eligible beneficiaries are covered for a range of preventive and 
treatment services. Children under 21 who are enrolled in Medicaid are entitled to certain 
health and dental services through the Early and Periodic Screening, Diagnostic, and 
Treatment (EPDTS) benefit, which “provides comprehensive and preventive health care 
services…and ensur[es] that children and adolescents receive appropriate preventive, 
dental, mental health, and developmental, and specialty services” (Medicaid.gov, 2021).  

California’s Medicaid program is overseen by the Department of Health Care 
Services (hereafter, DHCS). Medi-Cal dental (formally known as Denti-Cal, which will be 
used interchangeably with Medi-Cal dental) provides dental coverage to enrollees. 
California is one of 19 states that has provided optional extensive dental benefits to 
Medicaid beneficiaries (KFF, 2016). However, the Medi-Cal dental program has 
experienced multiple changes in the last two decades. Historically, when states face budget 
pressures, one of the first cuts has often been Medicaid adult dental coverage (Hinton & 
Paradise, 2016; Smith, Rudowitz, & Snyder, 2011). Multiple studies have demonstrated 
how public policy changes influence utilization of dental services (Decker & Lipton, 2015; 
Kenney, Marton, Klein, Pelletier, & Talbert, 2011; Zlotnick, Tam, & Ye, 2017). The next 
section will explore the policy landscape and how these have shaped the public dental 
system in California over time. 
 
Addressing the Gap in the Literature 

Historically, research on children’s oral health has focused on biological and 
dietary influences. Since children do not have full autonomy of their lifestyles and 
behaviors, they are often under their parents’/caregivers’ influence. A systematic review 
on parental influence on dental caries in young children found that most research 
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emphasized socio-demographics and feeding practices (Hooley et al., 2012). The studies 
within their review explored parental socio-demographic factors such as employment, 
economic status, education level, and living conditions. Feeding practices, such as breast 
and bottle feeding, feeding throughout the night, sugar-sweetened beverage consumption, 
snacking, poor diet, and “dental neglect” have been found to contribute to caries in children 
(Hooley et al., 2012; Ismail, Lim, Sohn, & Willem, 2008; Nunn et al., 2009). In addition 
to these listed factors, several studies suggest parents’ individual risk behaviors, attitudes, 
knowledge, and beliefs contribute to children’s caries, such as a lack of fluoride 
intake/application (Featherstone, 1999; Weintraub et al., 2006), lack/limited understanding 
of the importance of oral health and hygiene (U.S. D.H.H.S., 2000), and delayed dental 
visits (Divaris et al., 2014). Some oral health research and interventions emphasize health 
promotion through educating parents on the associated risks as a means of addressing 
childhood caries (ADA, 2018).  

Several studies have demonstrated the connection between parent’s and child’s oral 
health (Boggess & Edelstein, 2006; Dye, Vargas, Lee, Magder, & Tinanoff, 2011; 
Weintraub, Prakash, Shain, Laccabue, & Gansky, 2010). One study tested the relationship 
between the oral health of young children (ages 2-6) and their mothers by analyzing linked 
data from NHANES 1988-1994 (Dye et al., 2011). The authors found that mothers’ oral 
health status was a strong predictor of oral health status of their children; compared to 
children whose mothers had no untreated caries, children with mothers with untreated 
caries were 3.5 times more likely to experience caries (OR=3.5). In terms of utilization of 
dental services, studies have shown that children were more likely to visit the dentist if 
their parent visited the dentist (Grembowski et al., 2009; Isong et al., 2010). Mothers 
without regular dental care reported their child had worse dental health compared to 
mothers with a regular source of dental care (Grembowski et al., 2009). Relatedly, 
caregiver dental neglect score (measured by how readily parents tended to their own oral 
health needs) significantly predicted delayed initial dental visit for their child (Divaris et 
al., 2014).  

Methodologies to assess how oral health disparities fit into the macrolevel—social, 
political, and economic—aspects of society have come from medical anthropology and 
sociology. Previous studies that have explored different aspects of this phenomenon using 
qualitative approaches to identify nuanced understandings of the field. Horton and Barker 
conducted a series of studies in the Central Valley of California in 2005 revealing 
groundbreaking findings about the state of oral health of children in this region. One 
formative study suggests Latino farmworker children’s crooked teeth and poor oral health 
are a form of “stigmatized biology,” or the “ways market-based health care systems can 
create embodied differences that in turn reproduce a system of social inequality.” (Horton 
& Barker, 2010). The authors assessed the long-term effects of Latino farmworker 
children’s early childhood caries by exploring the social, political, and biocultural contexts 
on oral health. The authors recognized the biocultural transitions parents made when 
coming to the U.S., in which parents reported differing oral health experiences as children 
compared to their child (Barker & Horton, 2008; Horton & Barker, 2010). Across Horton 
and Barker’s multiple studies, they found Medi-Cal dental insurance policies exert strong 
influence on oral health in two ways: (1) chronic underfunding reduces reimbursement 
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rates, and (2) a two-tiered dental system in which dentists extract instead of restore teeth 
of patients perceived by dentists to be too difficult to treat.  

Horton and Barker cite Nancy Krieger’s work on embodiment, which challenges 
isolated disciplinary explanations of biological and social mechanisms of illness. Krieger 
connects the two by taking an interdisciplinary, socioecological and epidemiological 
approach. Illness and disease experience is expressed in one’s body as a result of social 
relations, socioeconomic circumstances, and public policies—and serve as “the cumulative 
effects of social disadvantage” (Krieger 2001). Krieger conceptualizes relevant pathways 
of embodiment including economic deprivation, exogenous hazards, social trauma, 
targeted marketing of harmful commodities, inadequate or degrading medical care, and 
degradation of ecosystems (Krieger, 2012). Studies have also explored the connections 
between state-level policies and their effect on health, particularly for Latino immigrants 
(Philbin et al., 2018). These studies are relevant to the social context of the San Joaquin 
Valley since approximately half of the population identifies as Latino, and about a quarter 
of residents are foreign born in some counties (US Census, n.d.). 

To my knowledge, and to date, there are no studies since the Great Recession that 
qualitatively explore California’s public dental system in the San Joaquin Valley and its 
effects on family dental access and care from the perspectives of parents of Medicaid 
beneficiaries. My research addresses how the current, yet dynamic, social context 
influences children’s oral health, particularly the ways in which the Medi-Cal dental system 
perpetuates and exacerbates social inequities among beneficiaries. This dissertation fills a 
gap in the literature by making linkages between the current context of families navigating 
the Medi-Cal dental system in the San Joaquin Valley supported by interconnected 
theoretical works from Bourdieu, Horton, and Barker.  

In this dissertation, I explore foundational aspects of children’s oral health, public 
dental insurance in California, dental care, and family understanding of oral health from 
the perspectives of parents who make strong linkages to the social context.  I seek to co-
construct an understanding of Medi-Cal dental experiences and associated social processes 
from the perspective of parents of young children enrolled in Medi-Cal living within three 
select counties of the San Joaquin Valley—Madera, Merced, and Stanislaus County. I 
explore how family dental experiences related to the public health insurance regulatory 
context, dental provider context, and community/family context may impact the extent to 
which families engage with dental care for themselves and their young children. 
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Methods 
 

The study relies on a convenience sampling of adult caregivers with children 
enrolled in Medi-Cal from three counties in the San Joaquin Valley: Madera, Merced, and 
Stanislaus. These counties were chosen as part of prior research in which I was a graduate 
student researcher, with the University of California, Merced and three county health 
departments involving data collection, needs assessment, community health improvement 
plan, and evaluation plan, funded in part by Proposition 56, the California Healthcare, 
Research and Prevention Tobacco Act of 2016. 

I use a Constructivist Grounded Theory approach throughout each step of the 
research process in this study (Charmaz, 2014). Constructivist Grounded Theory (CGT) is 
an iterative, comparative process with flexible guidelines that include a research question, 
recruitment, sampling, data collection, coding, memos, and theory building. CGT 
constructs explanatory theories directly from the rich detailed data, as opposed to 
confirming other established theories or concepts. As described by Charmaz, CGT uses 
qualitative data to understand “how people make sense of their situations and act on them” 
(p. 18). In the course of my analysis, I co-constructed an understanding of the social 
processes with participants and how participants found meaning within their social contexts 
around dental health and care. Since parents care for their child’s health needs, sign up for 
insurance coverage, and bring them to dental visits, I anticipated San Joaquin Valley 
parents whose young children were enrolled in Medi-Cal could reveal important insights 
into the social processes involved with children’s oral health and the oral health disparities 
in the region. Analyses of parent perspectives align well with the constructivist grounded 
theory approach to construct social theories based on participants’ narratives on children’s 
oral health issues.  
 I developed the interview guide (Appendix A) as a set of open-ended questions 
aligned with Horton and Barker’s Contexts of Care framework (2010) in order to explore 
the policy and regulatory context (Medi-Cal), the provider context (interactions with dental 
professionals and offices), community context (geographic regions like the Central Valley, 
their county, or their local immediate area), and family/parent/child context 
(conceptualization of cavities, family oral health conditions). During each interview, 
questions explored parents’ experiences with Medi-Cal (i.e., how long family members 
have been enrolled in the program, where parents go for information on benefits and 
coverage, and parts of the program they may not understand or have questions about, 
changes to the program or challenges they’ve experienced). Next, I asked questions related 
to family’s ability to find a doctor and dentist when they need one, followed by inquiries 
about how they make an appointment to the dentist, their last dental visit as a parent, their 
child’s last dental visit, and how they would describe their family’s oral health. 
Throughout, I probed to provide opportunities for participants to elaborate.  
 
Participant Recruitment and Data Collection 

The study protocols and procedures were determined to be exempt by the 
Institutional Review Board of the University of California at Merced. Eligibility criteria 
included individuals (a) over 18 years old, (b) who had at least one child currently enrolled  
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in Medi-Cal under 6 years old, and (c) resided in Madera, Merced, or Stanislaus County. I 
used convenience sampling. Participants were recruited through local Facebook groups 
based on locations within the San Joaquin Valley (i.e., Madera, Oakhurst, Merced, Turlock, 
Stanislaus, etc. community groups) via virtual flyers and Facebook posts containing the 
link to the eligibility screening form hosted by Qualtrics. Potential participants would 
follow the link and would complete the eligibility screening form. I screened for 
participants that matched the eligibility criteria, and if eligible, the parent was emailed 
confirming their interest and scheduling a time to set up the interview. I invited each 
participant to join the Zoom call or phone call at the scheduled time. Recruitment was 
rolling with email inquiries as needed with a goal of 25 participants. 

I conducted in-depth semi-structured interviews between December 2020 to July 
2021. Participants were asked to “virtually initial” (instead of sign) a written consent form 
for participation in research prior to our interview. All interviews were held virtually 
through Zoom or over the phone. Interviews were digitally recorded with the consent of 
participants. Interviews were conducted in English and ranged in duration from 20-70 
minutes. Directly following each interview, participants were asked to voluntarily 
complete a demographic survey (Appendix B). I wrote memos in a research notebook for 
the corresponding interview which included general topics mentioned in the interview, 
initial thoughts and reactions as the researcher, and observations prior to and following 
each interview. Participants were given a $20 Walmart e-gift card through email in 
appreciation of their time.  
 
Data Analysis 

For data analysis, I employed a constructivist grounded theory approach because 
semi-structured, open-ended questions allowed for an exploration of the range of 
experiences (Charmaz, 2014). Grounded theory applies an inductive approach, in which 
the data from participant interviews guided the analysis. Following the interview with the 
participant, I transcribed and reviewed each interview recording verbatim, ensured 
interview transcriptions were deidentified for confidentiality, and uploaded them into 
ATLAS.ti v.9 (a computer-assisted qualitative data analysis software) for analysis 
(ATLAS.Ti, 2013). Each transcript was named using participant numbers 1-25.  I read 
through the interview transcript while also reviewing my handwritten notes to assess my 
initial thoughts and to find concepts or segments of conversation that stood out. I 
subsequently used ATLAS.ti to facilitate coding to label segments of text. This was one 
way to organize participant responses, document initial thoughts, and find connections to 
other transcripts and application of my previous knowledge of the subject. I started with 
initial coding (even while I was still conducting interviews), to gain a sense of what parents 
were saying and organize my thoughts around how participants narratives and their 
reported actions related to Medi-Cal and dental system structures. I coded through an 
iterative process of open coding and in-vivo coding (codes directly from participant 
quotes), defined certain codes when needed, and wrote memos on my analysis. I analyzed 
codes by frequency, connected codes through axial coding, combined conceptually related 
codes when necessary, and ran co-occurrence tables (instances where one or more codes 
were frequently used together within a participant quotations). I observed insights and 
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noted connections to the Contexts of Care theoretical framework and the study’s research 
question.  

From the data and my in-depth qualitative analysis, I developed a “co-construction 
of reality” from what key informant participants reported and my informed interpretation 
as the researcher. I used the parents’ narratives coupled with my knowledge and 
understanding of the subject to develop and construct my own theories. I used other 
established theories to support my arguments, while supplementing and connecting my 
own knowledge of this context-specific social phenomenon and processes. The discussion 
of social processes and grounded theories are reported in the findings. 

The dissertation is organized to address the contexts outlined in Barker and 
Horton’s framework in the following way: Chapter one, “System barriers to care – Medi-
Cal reimbursements and impacted dental offices,” identifies some of the Medi-Cal initiated 
system barriers that intersect with other contexts of care and that ultimately affect Medi-
Cal families’ ability to seek timely dental services. These system barriers include limited 
dentists and dental specialists that serve the Medi-Cal population in the San Joaquin Valley, 
fee for services payment mechanisms and low reimbursement rates, long wait times both 
in between appointments and in waiting rooms, and the links between these experiences 
and participant expressions of stigma and feelings of worthiness (Holmes et al., 2021; 
Willen, 2012). Chapter two, “Separate and unequal dental treatment” reports on the 
comparisons parents made between experiences with private insurance (for themselves, 
their child, or someone they know) and Medi-Cal. This includes discussions of negative 
dental experiences and parent descriptions of silver/amalgam crowns for their child and 
how they avoid them. Chapter three, “Dental habitus and the transfer of capitals” introduces 
the construct of dental habitus, which builds upon Bourdieu’s analysis of social structures 
to understand the power dynamics and dispositions at play in federally subsidized dental 
care in rural counties.   
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Chapter 1: System barriers to care – Medi-Cal reimbursements and 
impacted dental offices  
 

This chapter explores Medi-Cal processes—particularly those related to 
reimbursement rates and how they may deter dentists from participation. In the following 
I describe the historic and political Medi-Cal context, spillover effects from Medicaid 
policies and payment mechanisms, and the strained relations between Medi-Cal and 
dentists. I explain how existing data related to Medi-Cal payment structures to dentists and 
the availability of participating dentists in the San Joaquin Valley connects with my study 
participants’ firsthand accounts of navigating the public dental system for their family. 

Multiple studies have explored the phenomenon of low dental participation in 
Medicaid programs across the U.S. (Castaneda et al. 2010; LHC, 2015; Logan et al. 2015; 
Wides et al. 2014). In general, the number of dental providers that accept Medicaid are 
limited in rural regions (Al Agili et al., 2005; Cao et al., 2017; Skillman et al., 2010). Some 
dentists do not accept Medicaid enrollees as patients, and report not participating or having 
limited participation in Medicaid due to low reimbursement rates, broken appointments, 
patient non-compliance, unreasonable denial of payments, and complicated paperwork as 
system challenges (Al Agili et al., 2005; Morris et al., 2004; Shulman et al., 2001). Higher 
Medicaid payments have been associated with greater effect size of dental visits and 
reduction in untreated dental caries (Decker & Lipton, 2015). This suggests that not only 
is Medicaid coverage critical, but reimbursement rates may incentivize dental practice 
participation, and encourage dental visits in low-income families with children (Chalmers 
& Compton, 2017; Decker, 2011).  

Dental participation in Medi-Cal fluctuates, but it is estimated that approximately 
29% of California dentists participate, compared to 42% of dentists in the U.S. (ADA 
Health Policy Institute, 2021). A 2020 study conducted in the San Joaquin Valley identified 
490 Medi-Cal enrolled dental providers—350 of which accepted new patients. This equates 
to one dentist accepting new patients for every 5000 Medi-Cal recipients (Central Valley 
Health Policy Institute, 2020). A recent study by the ADA Health Policy Institute observed, 
however, that the measurement of dental participation is flawed (Vujicic et al., 2021). 
While some dental offices see a large number of Medicaid patients, other offices may see 
few or no Medicaid patients. At the state level, Vujicic and colleagues describe Medicaid 
participation in some states as “wide but shallow” (i.e., on average, dentists are enrolled in 
the Medicaid program but see few patients) or “narrow and deep” (i.e., on average fewer 
dentists are enrolled in Medicaid but see a high volume of patients). Among the reported 
29% of participating dentists across the state, about 10% are enrolled Medi-Cal providers 
but see no Medi-Cal patients, 2% see less than 10 Medi-Cal patients, 6% see between 10 
and 100 Medi-Cal patients, and 11% of participating dentists serve over 100 Medi-Cal 
patients.  

There are two types of payment mechanisms Medi-Cal utilizes for participating 
providers: managed care and fee-for-service. Managed care is when the state pays a fee to 
a managed care plan, while the plan pays providers for beneficiary services based on the 
plan’s contract with the state. Fee-for-service is when the state pays providers directly for  
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each covered service (MACPAC, n.d.). Dentists get reimbursed by the Department of 
Health Care Services for preventive and treatment services, with the fees and its limitations 
outlined in the provider handbook (DHCS, n.d.). With the exception of two counties 
(Sacramento and Los Angeles), all California counties have a dental fee-for-service 
payment mechanism (DHCS, n.d.).  

Nationally, Medicaid payment rates for children across states slightly decreased 
0.4% from 2017 to 2020 compared to private payment, while Medicaid payment rates for 
adults slightly increased 4.1% (ADA Health Policy Institute, 2021). States with high or 
increased Medicaid reimbursement rates have higher pediatric dental care services and 
treatment (Chalmers & Compton, 2017; Decker, 2011; Nasseh & Vujicic, 2015). States 
with more generous dental benefits have increased use of dental care, particularly among 
children under 12 (Lipton, 2021). There is no evidence that higher reimbursement rates 
leads to overuse of Medicaid dental services (Chalmers & Compton, 2017).  

In a recent report, California’s Medicaid dental reimbursement for services 
performed on children increased from 40.8% of commercial dental reimbursement in 2017 
to 64.7% in 2020—a 23.9% increase in Medi-Cal reimbursable fees for dental services. 
For adults, the rates have experienced a 42.2% increase—from 44.6% in 2017 to 86.8% in 
2020 (ADA Health Policy Institute, 2021). Despite these recent increases, reimbursement 
fees for dental services are still less than private and commercial insurance reimbursement. 
The current model of fee-for-service has been identified as a flawed system for several 
reasons including patient concern over cost of services and dentist reluctance to treat 
Medicaid patients (Wallace & Macentee, 2012).  

Castaneda and colleagues illuminate the Medicaid context in rural Florida as one 
of false hope, in which migrant farmworker’s children have unmet dental needs and oral 
health disparities due to structural features and ineffective policies of Medicaid dental 
programs and farmworker families’ social class. Social class— which differs from 
socioeconomic status—is determined by power and labor relationships and the historical 
context of farmworkers in the U.S., marked by minimal job security, limited economic 
resources and employer benefits, and, often, poor working conditions. “Migrants’ 
constrained access to health care is related to class and social positioning, which is in turn 
linked to labor arrangements. Low wages and lack of employer-provided health insurance 
demonstrate ways in which labor relationships are a type of ‘structural power’ that can 
serve to defend existing institutions” (Castaneda et al. 2010, p. 2). Castaneda et al. argue 
the social position of farmworkers and the structural features of the public insurance 
system, through ineffective policies, severe underfunding, and low provider participation, 
contribute to children’s unmet dental needs and delay of timely care. Considering the rural 
context of the San Joaquin Valley (similar to Central Florida) with much of its labor 
workforce related to agricultural and service jobs, large Medicaid enrollment, and only 2% 
of all dentists participate in Medi-Cal (UCLA Center for Health Policy Research, 2021), 
San Joaquin Valley Medi-Cal enrollees have severely limited options when it comes to 
dental offices where they can access care.  
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The Medi-Cal dental policy landscape and the historical context of the elimination 
of dental coverage for adults 

To situate and describe Medi-Cal’s role in influencing children’s dental conditions, 
understanding recent economic trends and their impacts on Medi-Cal is essential, 
particularly the role of the Great Recession. The Great Recession refers to the United States 
economic downturn resulting in the housing crash between 2007-2009, in which gross 
domestic product declined 4.3% and U.S. unemployment rates were approximately 10% 
(Rich, 2013). Overall, it impacted federal, state, and local economies illustrated in the 
collapse of banking institutions, widespread foreclosures, job loss, and federal and state 
budget reconsolidation. In California, the Great Recession caused several ripple effects in 
the economy and in the health system, including the Medi-Cal dental system—which had 
implications for how dental providers and recipients engaged with this system. In this 
section I argue that policy changes to Medi-Cal, including (a) budget cuts and inconsistent 
dental insurance for enrolled adults, (b) expansion of eligibility, and (c) the significant 
increases in enrollment, have altered the Medi-Cal dental infrastructure and continue to 
impact dental access and utilization for adult and child enrollees. 

In 2008, as part of cost saving strategies instituted in response to two fiscal 
emergencies, the California Governor’s Budget Proposal enacted several measures to 
contain the growing state budget deficit (SF Gate, 2010). The state went from having a 
budget of $102.9 billion in January 2008 to a $86.4 billion spending plan signed by 
Governor Schwarzenegger in February 2009 (SF Gate, 2010). In July 2009, the California 
legislature approved a budget revision and the Legislative Analyst’s Office reported “future 
federal actions will reduce state Medi-Cal funding requirements by $1 billion and 
additional state savings of $323 million are achieved…and various other reductions, 
including over $250 million of gubernatorial vetoes” (LAO, 2009). Budget cuts included 
the elimination of Denti-Cal coverage for Medi-Cal enrolled adults. Children remained 
covered but their adult parents were not. W&I Code Section 14105.191 also required a 
reduction in Medi-Cal fee-for-service provider payments by 1% (DHCS, 2009). According 
to an ADA Health Policy Institute report, California’s Medicaid dental service 
reimbursement went from 40.4% of commercial reimbursement in 2003 to as low as 29.0% 
in 2013 (Nasseh et al., 2014). This means that, on average, a Medi-Cal participating dentist 
would be reimbursed less than one third of what commercial dental insurance offers. 

Between 2008 and 2010, spending on adult dental benefits decreased, but 
expenditures on and utilization by children increased (CHCF 2017). Wides and colleagues 
discuss the impacts of eliminating adult dental Medicaid benefits on (1) utilization of dental 
care, and (2) the differential impacts and responses across the dental safety-net (2014). 
Furthermore, private practice providers who accepted Denti-Cal experienced patient 
declines ranging between 50-97%, which may have contributed to many dentists ceasing 
their participation in Denti-Cal altogether. Dental school clinics, Federally Qualified 
Health Centers, and Indian Health Centers bore much of the burden of Medi-Cal adults 
with severe dental needs—often requiring extractions and other emergency services. As a 
result of the cost-saving strategy of eliminating dental coverage for millions of Medi-Cal 
enrolled adults, emergency department visits for non-traumatic dental conditions increased 
by an additional 1,800 visits and average yearly costs for those visits increased by 68% 
(Singhal et al., 2015). The study also found the costs shifted toward emergency 
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departments, which do not have the capacity to address the underlying dental issues (i.e., 
patients are usually given antibiotics and painkillers).    

Overall, these adverse effects to California’s Medi-Cal dental system were likely 
exacerbated by increases in Medi-Cal enrollment. Outlined below, increases in enrollment 
as a result of the Great Recession, the Affordable Care Act (ACA) and the Medicaid 
expansion provision, Healthy Families (the Children’s Health Insurance Plan) recipients 
being transferred into the Medi-Cal program, expansion of full-scope Medi-Cal coverage 
toward children and young adults regardless of immigration status, and most recently the 
COVID-19 pandemic, all further demonstrates how millions of Californians who are 
covered by Medi-Cal, may not be able to readily access the limited Medi-Cal dental 
providers across the state. 

The Great Recession resulted in California unemployment rates reaching 12.2% in 
September 2009 compared to the rest of the U.S. at 9.5% (California Budget Center, 2009). 
Shortly before the Recession, there was a 2.1% increase in Medi-Cal enrollees from May 
2007 to May 2008. Between 2008 and 2009, increases in enrollment rates more than 
doubled to 4.9% (California Budget Center, 2009). In total, there were 7.2 million Medi-
Cal enrollees by early 2010 (DHCS, n.d.; Rowan, 2020). 

A significant and historical piece of legislation was the 2010 ACA and the Medicaid 
expansion. The ACA has several important provisions, but overall, was meant to address 
the gap in uninsured and provide healthcare coverage through Medicaid expansion. This 
expansion increased the income eligibility criteria from 100% to 138% of the federal 
poverty level (FPL). Each state also developed a health insurance exchange to connect 
Americans with affordable coverage options based on income and number of members in 
the household. Despite the Supreme Court later determining states had the option to opt 
into expanding their Medicaid programs up to 138% of the FPL with the National 
Federation of Independent Business v. Sebelius, California supported Medicaid expansion, 
resulting in an estimated 3.7 million newly eligible Californians (Healthinsurance.org).  

The Children’s Health Insurance Program, a federal-state funded matching program 
administered by individual states, was signed into law in 1997 to address gaps in health 
coverage for children whose families earned slightly more than the income threshold of 
Medi-Cal, yet could not afford private insurance, between 170-400% FPL. In California, 
this program is called the Healthy Families Program. In 2013, the DHCS transitioned 
751,293 children from the Healthy Families program to Medi-Cal, and an additional 
286,679 children gained access to Medi-Cal’s new program Optional Targeted Low 
Income Children’s Program (OTLICP). Overall, there was an increase in 4 million people 
between 2012 and 2015 primarily due to the ACA and the phase-out of the Healthy 
Families Program (California Budget Center & Graves, 2015). This means these newly 
eligible individuals and families would be seeking care and relying on the existing Medi-
Cal dental infrastructure. 

Due to the way the federal government funds the Medicaid program, each state can 
add recipients to their Medicaid program through legislation. For example, Senate Bill 75 
expanded full-scope Medi-Cal coverage to all Medi-Cal eligible California children, 
regardless of immigration status, and took effect May 2016 (DHCS, 2021). This resulted 
in transitioning 120,614 children from restricted-scope Medi-Cal to full-scope Medi-Cal 
and granted full-scope Medi-Cal to 43,310 newly eligible children (Health4All Kids, n.d.). 
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Furthermore, Senate Bill 104 expanded coverage to individuals 19 to 25 years old, 
regardless of immigration status, and was signed into law July 2019. 

In July 2014, Medi-Cal dental benefits were partially restored, followed by full 
restoration of full scope dental benefits in January 2018 (DHCS, 2018). But these changes 
in Medi-Cal dental coverage for adults and subsequent decrease in Medi-Cal dental 
participation may have altered the structure of the dental system across California, 
especially in the San Joaquin Valley. Restoration in dental benefits did not significantly 
change utilization rates for adult Medi-Cal recipients living in the San Joaquin Valley, in 
which annual dental visits increased from 22% in 2016 (before the full restoration) to 23% 
in 2018 (following the restoration) (California HHS, 2019).  

These findings are supported by a Little Hoover Commission report that 
investigated the ways in which the relationship between Medi-Cal and dentists have been 
strained at a state lecel, resulting in inadequacies in the Medi-Cal dental infrastructure. The 
Little Hoover Commission (LHC) created in 1962 is an independent state oversight agency 
that investigates state government operations and policies to make Governor and 
Legislature-directed recommendations to improve services in state operations. This report 
was an attempt to uncover and address systemic challenges within Denti-Cal. According 
to the report, “a coalition of civil rights groups in December 2015 filed an administrative 
civil rights complaint with the US Department of Health and Human Services, alleging that 
Medi-Cal and Denti-Cal are a separate and unequal system of California healthcare that 
‘effectively deny’ full benefits to more than seven million Latino enrollees” (LHC, 2016, 
p. 5). The report stated that “Denti-Cal consistently [fell] short in caring for one-third of 
the state’s 39 million residents and half of its children,” and among those least likely to 
visit the dentist were children under three and children who lived in rural areas (LHC, 2016, 
p.13). Furthermore, it recognized that most California dentists do not participate in the 
program because compared to commercial insurers, Denti-Cal has low reimbursement rates 
and administrative challenges such as paper-based administration and billing processes. 
The report details how Denti-Cal has “thoroughly alienated its partners in the dental 
profession” (LHC, 2016, p. 5). 

Most recently, the 2020 COVID-19 pandemic further impacted all aspects of 
society including widespread job losses, increased Medi-Cal enrollment, and limitations 
on services due to risk of transmitting COVID-19. Medi-Cal enrollment increased from 
12.60 million individuals in January 2020 to 13.98 million individuals as of June 2021 
(DHCS, 2021). COVID-19 protocols also varied by dental practice—some opted to stop 
seeing patients for safety reasons or only treated emergency cases. A recent ADA report 
sampled U.S. dentists who were asked a series of questions about their practice before and 
after COVID-19 (ADA HPI, 2020). Prior to the pandemic, 25% of dentists surveyed were 
enrolled in Medicaid. Since COVID-19, 6% of those dentists have already disenrolled in 
Medicaid, with 37% of dentists were either considering disenrolling or unsure about 
disenrolling in Medicaid.  

Overall, the Medi-Cal dental system infrastructure (i.e., number of participating 
dental providers and practices) have not increased to adequately serve over two times as 
many enrollees since 2007—from 6.5 million enrollees to 13.9 million enrollees in 2021 
(DHCS, n.d.). In general, Medi-Cal dental participation fluctuates, but as of December 
2021, there were 20 dental offices in Madera County, 28 in Merced County, and 64 in 
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Stanislaus County that reported accepting Medi-Cal patients; but 0 pediatric dentists in 
Madera County, 3 in Merced County, and 5 in Stanislaus County, who were accepting new 
patients (Medi-Cal Dental Portal, n.d.). And how many Medi-Cal enrolled children these 
pediatric offices see as their patient panels is unclear. 

Overall, the Medi-Cal dental infrastructure has undergone shifts in providers who 
participate, coupled with large increases to enrollment. This has resulted in an impacted 
dental system that has too many enrollees to be adequately served by the current system. 
In-depth qualitative investigation is needed to uncover first-hand accounts of how families 
are experiencing the impacts of these policy changes. Below, I report experiences of 
parents with child recipients in a particularly underserved region (the San Joaquin Valley), 
and their reactions to the impacts of Medi-Cal policy changes and shifts in the public dental 
system at the local level. I include parent narratives in which they described the local dental 
system, identified reasons why dentists did not accept Medi-Cal, and discussed their 
families’ experiences as a result of an impacted public dental system. I describe the 
interconnectedness of these participant-identified Medi-Cal barriers to care. 

 
Results: The state of local dentists who accept Medi-Cal 

Parents reported a range of experiences that illuminated on-the-ground difficulties 
with the Medi-Cal dental system. All participants identified as the mother of their 
child(ren) and had at least one child enrolled in Medi-Cal. Mothers reported (a) being 
enrolled in Medi-Cal themselves, (b) not qualifying for Medi-Cal, (c) dual coverage 
(insured through Medi-Cal and private insurance), or (d) paid out of pocket for health and 
dental services. When asked how long they had been on Medi-Cal and their enrollment 
process, a majority (68%) of mothers said they signed up for or enrolled/re-enrolled in 
Medi-Cal with a pregnancy, and the children often remained enrolled since birth. 

Families lived in one of three counties in the San Joaquin Valley: Merced (n=13), 
Madera (n=7), and Stanislaus (n=5). Parents reported where their family went for care and 
the different types of dental coverage statuses/payment methods for their families: (1) 
practices that accepted majority Medi-Cal patients, (2) large chain dental offices that 
accepted Medi-Cal, (3) federally qualified health centers (FQHCs), or (4) a private practice 
that accepted some Medi-Cal recipients, and (5) paying out of pocket for services. 
Participant and child descriptive characteristics are provided in Table 1 and Table 2.  
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Table 1. Characteristics of adult participant, N=25  
     

Variables Statistics, n (%) 
County of Residence  
     Madera 7 (28) 
     Merced 13 (52) 
     Stanislaus 5 (20) 
Average age 29.4 years 
Relationship to child  
     Mother 25 (100) 
     Father 0 
     Other 0 
Education  
     High School or GED 6 (24) 
     Some college 11 (44) 
     Completed college or beyond 8 (32) 
Dental Insurance Status  
     Medi-Cal 20 (80) 
     Private or Dual 2 (8) 
     Emergency Medi-Cal/Uninsured 3 (12) 
Enrolled when pregnant  
     Yes 17 (68) 
     No 8 (32) 
Family receives WIC, Cal-Fresh, 
SNAP? 

 

     Yes 22 (88) 
     No 3 (12) 
Race/ethnicity  
     White 4 (16) 
     Latinx/Hispanic 15 (60) 
     Asian 2 (8) 
     Black 0 
     Multiple Races 4 (16) 
Primary Language Spoken at home  
     English 22 (88) 
     Spanish 2 (8) 
     Vietnamese 1 (4) 
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Table 2. Characteristics of participant’s child, N=25 
 

Variables Statistics, n (%) 
County of Residence  
     Madera 7 (28) 
     Merced 13 (52) 
     Stanislaus 5 (20) 
Sex  
     Male 18 (72) 
     Female 7 (28) 
Race/ethnicity  
     Latinx/Hispanic 11 (44) 
     Multiple Races 6 (24) 
     White 5 (20) 
Parent reported oral health 
condition 

 

     Excellent 8 (32) 
     Good 13 (52) 
     Poor 4 (16) 
Age first visited dentist  
     Has not visited yet 2 (8) 
     Less than 1 year old 7 (28) 
     1 year old 8 (32) 
     2 years old 4 (16) 
     3 years old 4 (16) 
Age of child began brushing teeth  
     Less than 1 year 19 (76) 
     1 year old 4 (16) 
     2 years old 2 (8) 
How often do you brush/clean teeth 
and gums? 

 

     0 times a day 2 (8) 
     1 time a day 6 (24) 
     2 times a day 15 (60) 
     More than 2 times a day 2 (8) 
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Multiple mothers discussed hardships associated with searching for local Medi-Cal 
participating dentists. When asked if they could find a dentist when their family needed 
one, participants reported difficulty finding a dentist who accepted new patients, had 
available appointments within a reasonable time frame and during time slots that 
accommodated working families, or were located nearby. Overall, parents expressed the 
sentiment that finding a Medi-Cal participating doctor was easier to find than a 
participating dentist, which Luisa (from Madera County) highlighted, “There’s not as many 
dentists, as there are doctors. I mean, there’s not as many…that many doctors either, but 
there’s some and they’re available to us.”  

Parents reported few local Medi-Cal participating pediatric dentists and dental 
specialists especially when families were referred out to oral surgeons, endodontists, etc. 
In general, Medi-Cal recipients must go to a general dentist for an initial appointment, 
consultation, or assessment and either start the treatment plan at the original dental office 
or get referred to another dental provider. Dental specialists, particularly those that accept 
Medi-Cal, are severely limited or non-existent in some San Joaquin Valley counties, which 
results in parents having to travel long distances for referrals. The process of waiting for 
appointment availability is similarly challenging. Catalina expressed her frustration when 
recounting her son’s experience being referred to another overbooked and distant dental 
office. Her son was referred to this particular office because it was one of the few Medi-
Cal participating practices that used anesthesia to put on crowns and provide this type of 
advanced treatment.  She explained:  

Everybody that’s on Medi-Cal gets referred to either this place in Madera, or 
wherever it’s at—they’re booked because all the counties send these people there. 
If more [dentists] offered services to people with Medi-Cal—they’re getting paid 
regardless—so I don’t understand this whole like Medi-Cal gets like the bottom of 
the barrel everything—which I understand, but like situations like mine, like I’m 
disabled so it’s not like I’m just not trying to get my kids insurance or whatever, 
like, I have a I have a fixed income.  
 

Catalina’s reported lack of understanding why more dental offices do not serve Medi-Cal 
enrollees, coupled with conflicting feelings about the type of care her family received 
(“bottom of the barrel”) and the type of care she believes she deserves (“situations like 
mine”), as a source of frustration. Others similarly tried to make sense of why there were 
such limited participating providers. Roberta, who was dually insured (i.e., private 
insurance as her primary insurance, Medi-Cal as secondary insurance), recalled her own 
experiences years ago as a child waiting for hours in Medi-Cal dental offices. The private 
dentist, in his refusal to accept her Medi-Cal insurance, left Roberta with lingering 
questions about why dentists do not participate.  She stated: 

“For example, my dentist doesn’t take Medi-Cal, so he only takes my private 
insurance. So he’s only billing my actual private insurance. He won’t take my Medi-
Cal, so I don’t know if the doctors themselves have to accept it? Like if they have 
to go through some extra training or if they have to do some extra paperwork for 
Medi-Cal insurance…or if they just don’t want to deal with the amount of people 
that would be coming in to their office. Had there been a few other practices where 
they accepted Medi-Cal, I’m sure, you know, the wait times would’ve been better, 
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the actual services provided…would’ve been better. But because there’s such a 
small amount of dentists, or dermatologists, or whatever they may be— there’s so 
many more people compared to medical professions that accept Medi-Cal.” 

 
Based on observation and being on Medi-Cal for years, Roberta has recognized there is an 
insufficient quantity of Medi-Cal participating dentists to serve the number of Medi-Cal 
enrollees in the San Joaquin Valley region, while also postulating an increase in Medi-Cal 
providers may improve wait times and quality of service. 

In general, inconvenient appointment times and long travel distances were major 
hurdles to regular dental care for both children and adults. Some families reported not 
finding dentists in their immediate area or San Joaquin Valley city/town. Samantha 
reported finding a pediatric dentist for her daughter in a neighboring town over 20-minutes 
away, 

There’s conveniently a pediatric dentist right by my work that doesn’t accept Medi-
Cal—that would have been so much more convenient for me to just be right there 
by my work. But, I have to take an extra hour to pick her up from day care, drive 
all the way out to [the next town], and then come back. And like I said it took a long 
time to get that appointment for that dentist. 

 

Medi-Cal coverage and the challenges that come from only being able to visit certain 
participating providers, particularly if families prefer pediatric dentists, cause hardships to 
accessing dental care. Samantha’s use of the word convenient refers to the extra time she 
may have if other pediatric dentist accepted her daughter’s Medi-Cal insurance.  

In the next section I extend this discussion to include parent observations of the 
Medi-Cal fee-for-service payment mechanism and its implications for feelings of 
worthiness.  
 
Medi-Cal Payment Mechanisms, Low Reimbursement rates, and Worthiness 

Parents shared their thoughts on why there was a dearth of local dentists, including 
reasons related to Medi-Cal’s reimbursement rates. Some were told by dental staff specific 
reasons why they did not accept patients with Medi-Cal or perform certain procedures. For 
example, Briana who lives in the foothills of Madera County, a rural area with limited 
providers, talked about driving long distances to find care, often traveling over an hour to 
Fresno to see the dentist. She explained her most recent experience was with a dentist who 
could not successfully extract her root and the challenges she had obtaining a referral to a 
dental specialist. She also mentioned taking her young son to a dental provider in Santa 
Clarita in Los Angeles County, over 4 hours away, after exhausting limited options in this 
area. Overall, she expressed frustration with the limited quantity of dentists who accept 
Medi-Cal patients, since she had a hard time with the few dentists available in this area. 
She explains:  

It just feels like there’s something going on with the way Medi-Cal is paying 
doctors, that a lot of doctors feel like it’s not worth their time to accept Medi-Cal. 
And I’ve been told that, you know, I’ve been told that by doctors. That when it 
comes to getting reimbursed by Medi-Cal it’s such a nightmare that it’s just not 
worth it for them. So…I don’t know what incentive certain doctors have for 
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accepting Medi-Cal. I don’t know how all of that works, why some take it, why 
some don’t, why is it not worth it for a lot of doctors, but then you have some that 
are like, ‘Okay I’ll accept Medi-Cal.’ But then, but then you get really crappy 
healthcare. 

 
Briana reported experiencing multiple negative experiences visiting both medical and 
dental providers. She explained she had “a hard time finding care providers that are going 
to sit and listen, answer questions…and be supportive of whatever choice” she makes for 
her health. When Briana had poor experiences, she called Medi-Cal customer service to 
find another provider. She characterized her phone interactions with Medi-Cal 
representatives in positive terms and said they were helpful in finding a provider she was 
satisfied with, but still recognized Medi-Cal’s shortcomings in the payment mechanisms. 

 
Kelly recounted her experience with her son who had recently experienced multiple 

visits to the dentist to treat several cavities. This mother explained how a dental office staff 
described the process of how dentists get paid from Medi-Cal. 

So with Medi-Cal, let’s say my kids have 4 cavities, they fill one and then they 
send them home. And then they come back the next week and then they fill cavity 
number 2, and then they send them home. So it’s like each cavity is one at a time. 
And I’ve asked them in the past, how come they do that? And they say, because 
Medi-Cal pays so low, they have to do one tooth at a time in order for it to be 
worth it for the dentist. 

 
This was not an isolated incident. Several parents across counties reported a similar 
phenomenon, particularly needing to come back several times for treatment. Jasmin who 
lives in Stanislaus County described the hassle of driving to another city, particularly since 
she did not like driving on Highway 99, explained, “it’s kind of frustrating that I have to 
drive all the way over there” to see a dentist that uses laughing gas to calm one of her sons 
down. She continued,  

He has really bad anxiety, so he cries a lot at the dentist…it’s more of the shots that 
[my children] get scared of…they have to get work done, but instead of doing the 
work right away, they have to do another visit. They have to keep doing different 
visits. And I think it’s because we have Medi-Cal. If [we didn’t] have Medi-Cal, I 
think they [dentists] would do all their work [at] once.  
 

When asked how she felt about this, she explained, “It’s frustrating, just because I have to 
go out of my schedule, out of my time, especially with the kids—having to take all the kids 
with me. It’s time consuming and it’s difficult.” 

Briana, the mother from earlier in this section, provided her thoughts and 
recommendations on how to improve the Medi-Cal system and increase participation 
among dental professionals: 

I feel like if someone wants to improve the experiences of those on Medi-Cal they 
need to get to the root of why a lot—I say a lot… I don’t have a number—but why 
[a lot of providers do not accept Medi-Cal and] only certain health care 
providers want to accept Medi-Cal. There’s something in the process for them 
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that is off-putting. So if it’s a doctor who is really good at his job and has a lot of 
clientele, they don’t need to take Medi-Cal. They don’t need to deal with the 
headache of whatever happens when they’re trying to get paid. So they just say, 
‘I’m just not going to take Medi-Cal, I have more than enough business here.’ 
And then I guess you have dentists, that are like, you know, maybe not getting a 
lot of repeat business, and then so they go ahead and [accept patients on] Medi-
Cal. And plus when you when you’re accepting Medi-Cal you’re dealing with 
people who aren’t empowered—they don’t either have the means or the 
knowledge to ask questions or demand a certain treatment or even have a level of 
expectation because kind of like ‘beggars can’t be choosers.’ So I think that if 
Medi-Cal put a lot of focus into making the process for doctors to get paid easier, 
then you would have doctors more willing to accept Medi-Cal, and then we would 
have better access to the providers that really value our experience rather than 
just the money they get. 

 
As someone who has experienced Medi-Cal as a recipient herself and who navigated the 
process for her young son, Briana observed firsthand the hardships of finding quality 
dentists and attributed these difficulties in access to quality providers to the way providers 
self-select participation in Medi-Cal. She postulates “something off putting in the process” 
and “making the process for doctors to get paid easier” and how these might improve 
quantity and quality of participating providers.  

In the next section, I describe parents’ experiences of hardship with timely care due 
to inundated offices with long wait times between and during dental appointments. 
 
Long wait times during and between appointments 
 

So, seeing a [provider], just getting an appointment when… you really need it is 
hard. You know, it’s not like they’re going to see you the next day or even that 
week... You gotta wait, gotta be patient. 

 
This quote from Jasmin describes the difficulty in accessing timely care from Medi-

Cal providers. She describes this as a waiting game and the norm of what to expect when 
making an appointment. Her experience of waiting long times for an available 
appointment, despite urgency, was shared by multiple parents. New patients often had to 
wait long periods prior to getting in for an initial appointment at dental offices with large 
patient panels. Long durations between appointments were common, particularly when a 
visit to a specialist for treatment was needed.  

Many parents reported easier access to a dentist when the child had a regular source 
of care, in which dental appointments were usually scheduled six months in advance. 
Several parents mentioned taking their children to a particular pediatric dental office. 
Parents reported the dental office had long wait times to schedule an initial visit, but once 
the child was enrolled as a patient, the office proactively scheduled routine appointments 
every six months. Multiple parents praised this dental office for positive experiences, aside 
from the length of time it takes to get the first appointment as a new patient. This office 
accepts Medi-Cal, but it also accepts private insurance. As Melissa described,  
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[My son] goes to [the pediatric dental office]. It’s great… they’re really good 
there… We did have to wait a long time to see them, but once we’re in there, you 
know, the scheduling is a lot easier. It’s kind of like, once you’re in there, you’re in 
there. But it’s getting there that’s hard. But they’re awesome… I would say it took 
about two months. Two months to get in there and even then it was…it was like 
finding the right time slot, you know. ‘So okay, we have two days available in April.’ 

 
Samantha also mentioned the importance of answering dentist office calls in case they 
needed to cancel and reschedule an appointment; otherwise, the dental office may fill your 
spot with another child. She explained that this happened because of the severe need for 
local pediatric dentists.   

If you don’t answer that first phone call, you’re screwed. You have to wait. You’re 
not given priority. I think it’s because they’re so busy. You’re not given priority of 
“Oh we rescheduled your appointment so you should get an earlier appointment 
because that was on us to reschedule.” No. I feel like it’s a first come first served. 
If you don’t answer a phone call, you’re going to have to wait.  
 

Limited general and pediatric dental providers left many families with delayed care or 
without needed dental services. Gina described her last experience visiting a large dental 
office chain that accepted Medi-Cal. She described undergoing an exam and then being 
asked to return another time for her preventive cleaning.  

[The dental office made me] schedule another appointment to come back for 
cleaning, which if I’m already setting aside for hours because of the wait time to 
come into the office, I don’t want to have to set aside four hours, again, on another 
day to come back for cleaning. That just seems so backwards to me. And we’re 
expected to value their time at every appointment and be on time or early, but we 
are then expected to wait a minimum of, like, two hours for any appointment. So 
the respect isn’t there currently. So I‘m never ever going back… That was my last 
experience. 
 
Multiple families who needed more advanced or complex dental work, such as 

sedation, providers were referred to dental specialists, but reported waiting several months 
for an appointment. Gina described her difficulties with referrals for her son’s needed 
fillings, but delays were exacerbated by the COVID-19 pandemic (since some dental 
offices closed and rescheduled patients). By the time he was able to see a dentist, her son’s 
decayed teeth required amalgam caps (more on this story in Chapter 2). She acknowledged 
COVID-19 caused some delays to care, but recognized there were severe issues with 
limited providers and difficulties with her child’s referral to a provider in a neighboring 
county whose only available appointment was months away. She expressed her frustration 
and explained, “had we had a referral that was local, that was more accessible, that was 
willing to listen to my concerns when I first brought the cavities up to the dentist, perhaps, 
that this wouldn’t have happened… There needs to be more specialists [in the] referral 
system, both medical and dental.” 
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Parents also said Medi-Cal referrals and approvals took a long time, and some 
dental offices would not follow-up with patients if or when approvals went through. The 
responsibility was on patients to follow up. For example, Kyla experienced delays to 
needed dental care as she was waiting for Medi-Cal approval for a deep cleaning. She 
states, 

Now for the dentist, if you have to have specialty work, then that’s another referral 
process that takes forever. Like I needed a deep cleaning done that took over a 
month to approve me getting a deep cleaning… I don’t know if it’s the dentist’s 
office [that] takes a long time to, you know, send out the referral because they send 
off X-rays or notes. And [the dental office] actually told me to call back, so it wasn’t 
them calling me back. I had to remember to call them back. And then whenever I 
call them back, they’re like, “Oh, we haven’t got the approval yet.” And then, you 
know, I forgot about it and then I called back. It was probably like a good one to 
two months, and then they have their approval. 

 
Another mother, Sarah, described her last dental experience over three years ago. She 
anticipated challenges with finding Medi-Cal participating dentists that accepted adults 
based on her previous experience asking her doctor to connect her with a dentist, as she did 
not have an established source of dental care. The last time she tried to make an 
appointment before her pregnancy, and she was told the next one was several months out, 
resulting in her not making a dental appointment at all. 

My last visit has actually been a couple of years at [a local FQHC]. It was a 
normal routine cleaning. So it wasn’t—that bad. The only thing is I’m trying to 
schedule another appointment because I remember my last doctor did schedule 
me an appointment with the dentist and I guess I need to speak to him to see if he 
could put me with another dentist because I don’t have a specific place to go. I 
went to [the FQHC] since I was there and …I really don’t know what dentists are 
accepting Medi-Cal for adults... I think it’s going to be really difficult for them to 
get me in because they’re usually booked. And since I’m not a patient there 
[any]more—yeah that’s why I haven’t even tried because I had tried before I was 
pregnant to schedule a dentist appointment there and they would give you the 
appointments like 4 or 5 months or further in advance. And I mean I want to get it 
checked right now so I don’t think they would give me an appointment within a 
month or two. 

 
Her perception of dental offices being “usually booked” coupled with not being an existing 
patient at the facility, kept her from actively seeking a dentist and scheduling an 
appointment. Overall, Medi-Cal system barriers in the policy and regulatory context 
hindered San Joaquin Valley families’ ability to access dental services and treatment due 
to these outlined multiple intersecting factors. 

Lastly, multiple parents expressed frustration at spending time in crowded waiting 
rooms, sometimes for multiple hours, with hope of being seen that day. Many parents 
described instances of showing up on time for their appointment only to wait to be seen for 
several hours. Tammy, who introduced herself as a stay-at-home mom of two young sons, 
recounted her experience at the dentist for herself and explained the long wait times in 
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dental offices for both her and her children. Although she is no longer enrolled in Medi-
Cal, she expressed frustration stating she was “not very happy with the dental for adults 
because it takes two or three hours for them to see us for appointments.” She continued: 

We went to [a large commercial dental office] and they put information in and then 
we waited two hours. They took us in and they did x-rays and then they told us, ‘We 
cannot see you today because we’re booked out.’ So they made another 
appointment for us to go back for cleaning, which is another two hours. So yeah, 
two hours for x-ray, come back the next day for two more hours for a cleaning. And 
that’s for adults. For the kids… it’s pretty much a long wait also. And sometimes 
with the kids, they just can’t open their mouths and then check and then just kind of 
call it… so yeah just very long waiting time and booked out pretty much. 

 
Tammy compared her past experiences at the dental office for herself and for her children, 
citing long wait times during appointments coupled with the need to sometimes come back 
and wait again for subsequent visits. Further, she described more recent appointments and 
how things changed in dental offices as a result of the COVID-19 pandemic: 

It’s a longer wait for COVID because they only take a few patients at a time—but 
the hardest thing is I can’t go in with two kids if my husband is not at home. I mean 
even though they are my children, I just have to go with the one that has 
appointment. I can’t bring two kids by myself. So every time that they have to go to 
doctor or dentist, my husband has to keep the other one outside. I just have to work 
with [my husband’s] schedule. So the [providers] have their own appointment time 
[schedules] and my husband has to take time off … he can’t just take the day off or 
a few hours off. It’s not easy. And sometimes when he’s available, the dentist or the 
doctor is not. So it took a long time for us to make an appointment that matched 
both schedules… 
 

Other parents described similar situations, such as needing to find childcare or take time 
off work in order to visit the dentist for themselves or their children. These challenges were 
further exacerbated by the COVID-19 pandemic and dental office rules to only allow one 
child at a time.  
 

As seen throughout many of the narratives, a reoccurring theme that emerged was 
the concept of time. Namely, how long waiting for appointments, time spent in waiting 
rooms, and how long it takes to get acute dental needs addressed. In some cases, parents 
perceived the act of waiting in dental offices for hours as “normal” when visiting a Medi-
Cal provider. Figure 5 is a visualization of excerpts in a word cloud of parent descriptions 
of experiences related to time and navigating the Medi-Cal dental system.  
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Figure 5. A qualitative data visualization of parent quotes that illuminate the challenges with the 
Medi-Cal dental system related to time. 

 
 

Excerpts included in Figure 5 illustrate the extent to which parents (a) had an embodied 
understanding that dental care on Medi-Cal would be hours in waiting rooms or months 
until there is an available appointment, (b) were sometimes deterred from dental services 
because of the length of time, and (c) perceived Medi-Cal dental coverage as poor quality. 
Delays in care between and during appointments caused frustration among the majority of 
parents in the study.  
 
Discussion 

Multiple families discussed and recognized how limited Medi-Cal participating 
dental providers were in their cities, counties, and region, particularly highlighting the 
limited quantity of dentists and dental specialists (including pediatric dentists) for acute 
care. Their narratives indicate they were conscious of these system-level problems, as 
reported by their frustration with the dearth of Medi-Cal providers, limited appointment 
slots, and long wait times. Some parents reported the ways dental staff explained why 
providers did not accept Medi-Cal, citing low reimbursement rates and how accepting 
Medi-Cal recipients were not “worth it.” 

Medicaid structural barrier to access has been well-documented in the literature 
(Chalmers & Compton, 2017; Mofidi et al., 2002; Reich et al., 2018; Shariff & Edelstein, 
2016; Vujicic et al., 2021; Wides et al., 2014). During a December 2014 audit report on 
the Denti-Cal program, state Senators Bill Emmerson and Mark DeSaulnier expressed the 
concern “that California is not fulfilling its obligation to ensure children enrolled in Medi-
Cal receive timely access to dental care” (LHC, 2016, p. 5). This audit determined that 
Medi-Cal “runs a program that is unable to attract enough dentists, unable to provide most 
beneficiaries access to care…” This is similar to findings from Central Florida in which 
the public dental system promised coverage and services to Medicaid recipients, yet lacked 
adequate resources and provider participation (Castañeda et al., 2010). A limited quantity 
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of dentists in the San Joaquin Valley was also identified in a 2019 Madera County Oral 
Health Needs Assessment report, in which a dental provider key informant explains, “The 
biggest problem for access to care, I think, is dentists… There’s not enough of them to take 
Denti-Cal in the first place. And then on top of that, the ones that do are very limited, so 
they don’t accept new patients” (Gonzalez et al., 2019: 23). 

In general, there are a limited number of dentists in the San Joaquin Valley, with 
2.2 dentists per 5,000 people (the lowest provider to population ratio of all the regions in 
the state) compared to 5.4 dentists per 5,000 people in the San Francisco Bay Area (UCLA 
Center for Health Policy Research, 2021). Meanwhile, a vast majority of dental offices do 
not accept Medi-Cal since only about 2% of San Joaquin Valley dentists participate in 
Medi-Cal (UCLA Center for Health Policy Research, 2021). This dearth of participation 
may be severely impacting the public dental system by inundating the few dental offices 
that do participate. These disparities in participating dentists are not unique to the San 
Joaquin Valley and may also impact the entire state, in which all regions face a severe lack 
of Medi-Cal participating dentists (UCLA Center for Health Policy Research, 2021). Lack 
of participating dentists in non-urban regions impacts the number of patients who can be 
seen, the time patients are seen in the office, and the quality of care, as supported by many 
of my parent participants. These compounded Medi-Cal system barriers may ultimately 
hinder some families’ abilities to have dental needs met at all.  

The dental field is dynamic and comprised of a set of structures and actors at 
multiple levels: (1) national, state, and local dental associations that create rules and 
recommendations, and then (2) individual dentists and dental practices, which have their 
own set of rules. Within this Medi-Cal dental field context, Bourdieu’s concept of nomos 
is productive for thinking through his other concept of field. The nomos (field-specific 
norms that constrain people’s actions and behaviors) of the dental field includes dentists 
choosing commercial insurance over Medi-Cal, hesitating to participate due to strained 
relations with Medi-Cal and other barriers to participation, and not being adequately 
compensated for their dental services. These factors reinforce dentists’ decision to not 
participate. Although dentists are financially unharmed by non-participation, Medi-Cal 
recipients are directly affected and constrained by non-participation.  

According to the Medi-Cal dental provider handbook (DHCS, n.d.), certain services 
are reimbursed at higher rates. For example, a dental office can charge Medi-Cal $30 for a 
child prophylaxis (cleaning) and $40 for an adult. Additional preventive services and 
treatment can be charged such as topical application of fluoride varnish for child under 5 
($18) and sealant per tooth ($22). Overall, preventive services are reimbursed much less 
than restorative treatments. Payments for preventive treatments like periodic oral 
evaluation for an established patient is $15, but a problem-focused oral evaluation is $35 
and a re-evaluation (limited, problem focused) for an established patient is $75. 
Furthermore, an amalgam restorative treatment (silver-colored filling) for one primary or 
permanent tooth surface is $39, two surfaces is $48, three surfaces is $57, and four surfaces 
is $60. Having patients come in multiple times to address their caries is actually 
advantageous to a dentist who can maximize reimbursement from Medi-Cal, since they 
would be reimbursed per visit and the treatment. A fee-for-service structure has been 
identified as problematic, since it drives up healthcare costs and may contribute to some 
patients receiving substandard or inequitable services and treatment, and places value on 
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quantity over quality of care (Atchison & Schoen, 1990). In this case, delaying care or 
performing one treatment at a time may be a dental provider’s way of getting the most out 
of the fee-for-service payment system. Similar findings have been identified in Horton and 
Barker’s work, which observed dental offices weighed options about time and amount 
reimbursable to Denti-Cal, which would constrain some dentists into extracting publicly 
insured children’s teeth instead of restoring them (Horton & Barker, 2010).  

Preventable barriers to dental access are due in part to Medi-Cal policies and 
payment mechanisms that influence dental offices to constrain themselves into maximizing 
profit, while ultimately putting monetary interest ahead of patient needs. However, dental 
training processes and structures in the U.S. may also exacerbate a focus on profits in the 
profession. According to the American Dental Education Association, the average 
educational debt for Class of 2020 dental school graduates was $304,824, or $3,910 per 
month on a standard 10-year loan (ADEA, 2021). This burden of dental student loans may 
be straining practicing dentists financially and influence a dental office’s decision to accept 
higher commercial insurance rates and decline Medi-Cal’s lower reimbursement fees.  

Relatively low Medi-Cal reimbursement rates compared to commercial insurance 
is another issue that may be directly contributing to few dentists and dental offices 
participating. Considering this payment mechanism and this study’s findings, we can see 
how multiple visits may be profitable to dentists, yet dental diseases like early childhood 
caries remain unaddressed until a child’s next appointment. To navigate the low 
reimbursements through Medi-Cal payment mechanisms while still seeing more patients, 
some dental offices require patients to schedule multiple and subsequent dental 
appointments—one procedure at a time, charging for the visit and the intended treatment 
each time. The Medi-Cal system and its structuring relation to dental offices directly and 
indirectly affect Medi-Cal families and their timeliness of dental care. 

Parents in my study grappled with and were influenced by policies at both the 
governmental/regulatory (Medi-Cal) and organization level (individual dental offices).  
Some dental office responses at the organizational policy level to Medi-Cal, its payment 
mechanisms, and reimbursement rates, serve as Medi-Cal structural barriers. For example, 
a dental office may choose to have their own organizational policy to not accept Medi-Cal 
patients or may accept some Medi-Cal patients but require shorter appointments to see 
more patients to maximize Medi-Cal reimbursement. Parent experiences (a) trying to find 
care among limited Medi-Cal dentists, (b) hearing dental staff say it is not worth it to accept 
Medi-Cal patients, and (c) being denied care due to severity of dental conditions, treatments 
being too difficult, time consuming or not financially worth it based on the reimbursement 
amount, all influence their conceptualization of value and worth. Parents may be 
internalizing the confluence of these stigmatizing Medi-Cal policies and practices by dental 
professionals as a measure of their own worth or their family’s worth—that families may 
perceive they are not deserving or worthy of good, adequate, and timely dentistry.  

Parent reports of dentists who have chosen not to treat them based on the amount 
of time a treatment will take or reimbursement they will receive for service, supports the 
concepts of feeling of unworthiness, or lack of deservingness. Namely, this is 
stigmatization based on public assistance, or Medi-Cal, status. Phrases reported by parents 
such as “beggars can’t be choosers” and “Medi-Cal [recipients] get bottom of the barrel 
everything” illustrate feelings of undeserving of quality healthcare by being recipients of 
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Medi-Cal. This concept of healthcare deservingness has been documented in the literature 
(Holmes et al., 2021; Sargent, 2012; Willen & Cook, 2016). Healthcare deservingness 
“highlights the ways in which assumptions about whose health deserves attention and 
care,” and “Groups with considerable health needs…may be treated as though they are less 
deserving than other patients, with significant consequences for morbidity and mortality.” 
Deservingness looks at healthcare as a human right as opposed to a legal entitlement 
(Sargent, 2012). Although many studies utilizing this concept explored unauthorized 
immigrants outside of the U.S., deservingness can be applied to Medi-Cal enrolled children 
and their families, in which their working class/low-income status and rural geographic 
location, influences access to timely dental care and perpetuates dental disease in this 
region. The social contexts in which families are situated, beyond the walls of the clinic, 
include their low-income status and rural residence with limited oral health resources.  

The current mechanism of Medi-Cal collection and addressing grievances may be 
flawed and does not capture the nuanced processes Medi-Cal recipients are experiencing 
throughout the state. Despite the numerous parent narratives of hardships with the public 
dental system reported in this study, only two parents reported filing a complaint, one was 
directly with the dental office and the other resulted from a billing issue. This suggests 
grievances with Medi-Cal and dental providers may be underreported. Some beneficiaries 
may not know the mechanisms to file a formal complaint, may not feel empowered to make 
a formal complaint, or may not want to spend the time necessary to file a formal complaint. 
Regardless of the reasons for grievance underrepresentation, accountability from Medi-Cal 
needs to be addressed in order to mitigate structural barriers to dental care. The next chapter 
discusses some of the grievances parents reported as separate and unequal dental treatment.  
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Chapter 2: Separate and unequal dental treatment 
 

This chapter focuses on the direct interactions that parents report with dentists and 
dental office staff. First, I will provide background on literature regarding early childhood 
caries (ECC) and decisions around treatment, barriers to seeking dental care, family 
interactions with dental providers, and stigma based on Medicaid status. Next, I will 
connect how the various forms of stigma influence health, how providers determine who 
deserves care, and discuss opportunities to address healthcare related power-differentials 
through the concept of cultural health capital. Then, I will highlight participant examples 
of interactions which highlight differences between their family’s experiences with Medi-
Cal participating dentists and private dental offices, along with descriptions of a particular 
treatment used to address severe ECC (i.e., silver-colored crowns). Finally, I will discuss 
the implications of participant reported differences in treatment and visits because of Medi-
Cal enrollment.  

Biologically, “baby bottle” caries (another term for early childhood caries) is tooth 
decay that affects the primary maxillary anterior teeth in which Mutans streptococci and 
its acidic by-product erodes the enamel of a tooth (Tinanoff & O’Sullivan, 1997). Caries 
can be caused by pooling of carbohydrate-rich foods and drinks (including milk) on a 
child’s front teeth. Dentists make the assessment based on severity and their professional 
opinion on the treatment plan of the child. “Restorative care may involve restoration of 
carious teeth with dental materials like silver amalgam, composite resins, or glass ionomer 
cements. A stainless steel crown can be used to restore large multi-surface carious lesions” 
(Fung et al., 2013). For children, these procedures may be difficult to perform for such 
precision treatment, take a relatively long amount of time, or require sedation. 

Decisions around dental treatment options are made by dental professionals. 
General anesthesia is “a medical procedure defined as a controlled state of drug induced 
loss of consciousness during which patients cannot be aroused, even by painful stimuli, 
and lose their protective reflexes” (Oubenyahya & Bouhabba, 2019). According to the 
American Academy of Pediatric Dentistry, behavior guidance techniques for general 
anesthesia is considered a way to alleviate barriers for dentists to perform treatment when 
a child is non-cooperative, has anxiety, has a complex medical condition, is very young, or 
if the treatment takes a long time (American Academy of Pediatric Dentistry, 2020). A 
study conducted in North Carolina used aggregate Medicaid claims from 2011 to 2015 and 
found there was an increase in utilization and expenditure related to general anesthesia over 
time for children under eight years of age (Meyer et al., 2017). The authors suggest 
interventions should examine preventive care earlier in a child’s life. 

In order to receive preventive or restorative dental treatment, several steps are 
required: enrolling in insurance, finding a provider that accepts the insurance, booking an 
available appointment, and receiving the necessary dental treatment to prevent further 
decay or disease. Although these steps may seem straightforward, there may be several 
actual or perceived challenges, or vulnerabilities, that can arise or occur between and within 
these steps. Further, eliminating financial barriers to health and dental care does not 
necessarily ensure greater access or improved outcomes.  
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Several studies have explored barriers to seeking dental care among caregivers of 
Medicaid enrolled children (Al Agili et al., 2005; Chalmers & Compton, 2017; Kelly et al., 
2005; Mofidi et al., 2002). In a random sample study of 1,766 parents of Medicaid-eligible 
children living in Alabama, parents who reported their child did not visit the dentist in the 
past year (29%) were more likely to be non-Hispanic Black, less educated, live in rural 
setting of Alabama, have more young children under 6 years old, and self-report poor oral 
health (Al Agili et al., 2005). Among study respondents, 34% thought dental care was hard 
to find and 20% tried to get dental care but were unsuccessful. In general, families with 
children eligible for Medicaid have higher perceived dental needs and encounter several 
barriers to care including living in a rural setting. Relevant to the current study, less than 
half (46%) of San Joaquin Valley children under 20 had an annual dental visit in 2018 
(California HHS, 2018).  

Aside from explicit financial and economic reasons for not participating in 
Medicaid, dentists report not participating in Medicaid due to perceived social stigma from 
other dentists and a lack of specialists Medicaid patients can be referred to for advanced 
dental care (Logan et al., 2015). Negative-leaning attitudes toward treating low-income and 
underserved populations continue among some dentists and dental students (Major et al., 
2016). Other barriers to accepting Medicaid among dentists include excessive paperwork, 
lack of case management, “difficult” patients, missed appointments, and patients having 
poor oral health literacy (American Dental Association, 2004; Borchgrevink et al., n.d.; 
Logan et al., 2015; Nebeker et al., 2014). A study that included key informant interviews 
with Medicaid dental providers and focus groups with provider relation representatives in 
Fresno County reported that the complicated and prolonged enrollment process was one 
reason providers refrained from participation, including difficulties with the Treatment 
Authorization Request that is sometimes required to start treating patients (Central Valley 
Health Policy Institute, 2020). Other barriers to participation in Medi-Cal among these 
providers included needing additional staff required for paperwork and experiencing high 
patient no-show rates.  

The bias toward Medicaid enrolled adults and children constitutes a form of stigma. 
There are several types of stigma: individual, interpersonal, and structural (Hatzenbuehler 
et al., 2013). Stigma, defined by Goffman, is “a product of power differentials in an 
interpersonal relationship that is deeply discrediting to an individual’s social identity” 
(Goffman, 1986; Martinez-Hume et al., 2017), meaning people or groups in positions of 
power hold social influence in demeaning actions toward those with less power. Further 
categorized, individual stigma refers to the behavioral processes that individuals engage 
with in response to stigma including self-stigma and internalization, rejection sensitivity, 
and stigma consciousness. Interpersonal stigma is “prejudice and discrimination as 
expressed by one person toward another…[and] interactional processes that occur between 
the stigmatized and the non-stigmatized” (Hatzenbuehler et al., 2017), and include 
interaction between a non-stigmatized individual toward a stigmatized individual, such as 
intentional discriminatory actions and microaggressions. Structural stigma is defined as 
stigma processes that occur beyond the individual and interpersonal levels as “societal-
level conditions, cultural norms, and institutional policies that constrain the opportunities, 
resources, and well-being of the stigmatized” (Hatzenbuehler et al., 2017; Hatzenbuehler 
& Link, 2014). Structural stigma can influence and reinforce the former types of stigma 
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through institutional policies and practices that normalize these stigmatizing ideologies, 
thoughts, and behaviors. 

It has been well documented in the literature that experiences of individual and 
interpersonal stigmatizing interactions or events, as well as structural stigma, can influence 
health (Hatzenbuehler et al., 2013; Hatzenbuehler & Link, 2014; Philbin et al., 2018). 
Stigma presents itself in multiple ways including demeaning provider-patient interactions 
(Allen et al., 2014; Martinez-Hume et al., 2017; Mofidi et al., 2002). Experiencing stigma 
has been associated with unmet health needs, perceived poor quality of care, and poor self-
reported health conditions (Allen et al., 2014). In a study of low-income public insurance 
beneficiaries, the authors found “experiences of stigma had important implications for how 
subjects evaluated the quality of care, their decisions impacting continuity of care, and their 
reported ability to access health care” (Martinez-Hume et al., 2017: 161). 

A qualitative focus group study in North Carolina with caregivers of Medicaid 
insured children reported barriers that affected the quality of experiences in the dental 
setting included excessive wait times, demeaning interactions with front-office staff, 
negative interactions with dentists, and discrimination due to Medicaid status (Mofidi et 
al., 2002). Other barriers include perceived racial/ethnic bias including language disparities 
among Latino participants, and stigmatizing events such as participant frustration with a 
dentist who reportedly did not want to work with Medicaid-enrolled Latinos, being labeled 
as ‘poor Black people who live in projects,’ and overhearing dental receptionists making 
negative comments about Black people. One participant in Mofidi and colleagues’ study 
explained, “It’s just sad. I mean, just because I’m on Medicaid and just because we’re 
Black doesn’t mean we’re any less of a person” (2002, p. 6). Stigmatizing events and 
interactions at the individual, interpersonal and structural levels among Medicaid enrollees 
can have an effect on self-esteem and health, particularly at intersecting stigmatized 
identities such as race/ethnicity, gender, socio-economic status, illness status and Medicaid 
status (Allen et al., 2014; Hatzenbuehler & Link, 2014; Martinez-Hume et al., 2017; Turan 
et al., 2019). 

Social epidemiologists connect stigma to health via the theory of embodiment, 
which  maps the ways people quite literally biologically incorporate the social world 
(Krieger, 2001). Horton and Barker note that oral diseases differ from other chronic 
illnesses since “the effects of severe oral disease are visible to the naked eye; they mark 
bodies with their second-class citizenship…[and] provides insight into the social 
implications of these visible markers of disadvantage” (Horton & Barker, 2010). Horton 
and Barker’s study captures a nuanced understanding of children’s oral health and the 
limitations of the public dental insurance in one part of the San Joaquin Valley region—
my study extends their investigation to explore the current social context and add up-to-
date insights. 

Health provider decisions around delivering care (including dentist participation in 
the Medicaid program, acceptance of Medicaid enrollees, patient-provider interactions, and 
treatment plan) connect to the concept of health-related deservingness, which are "shaped 
by political, economic, social, and cultural context as well as personal values and 
commitments” (Willen, 2012: 814). Holmes and colleagues argue several important points 
of healthcare deservingness: (1) unstated assessments of deservingness influence decisions 
about what kind of treatment or whether patients should receive care; (2) patient-healthcare 



 

 

41 

 
 
 

 

system interactions are often influenced by implicit assumptions that certain people and 
groups deserve distinct levels, kinds, and qualities of care; (3) clinical interactions involve 
decisions (moral and ethical) that influence who gets access to care and deservingness of 
that care; and (4) assessments and decisions that deem certain populations as undeserving 
of healthcare can exacerbate systematic inequalities, which among those who have 
experiences of being treated as undeserving of care may be less likely to engage with 
healthcare systems (2021).  

In terms of opportunities to address healthcare related power-differentials, Shim 
applies the concept of cultural capital to a new framework of cultural health capital (CHC), 
which is a specialized form of cultural capital (or the “know how” of navigating social 
contexts) that can be leveraged in healthcare contexts for effective engagement between 
health providers and patients, and these vary across time and situation (Dubbin et al., 2013; 
Shim, 2010). Interrelated to habitus and embodied cultural capital, cultural health capital 
is derived from experiences with healthcare organizations and providers (or lack thereof). 
Shim describes health care providers and health care institutions as agents who can solicit, 
evaluate, shape, and foster cultural health capital. Shim explains, “Providers do not simply 
respond to the CHC that patients mobilize, but actually contribute to their capacity to do 
so. In the interactive give-and-take of the clinical encounter, clinicians can signal to 
patients and encourage them to be the kinds of actors they would like them to be. Through 
the information that providers communicate to patients, and the ways in which they do so, 
providers can actively cultivate CHC.” This means healthcare interactions including 
providers can play a large role in cultivating and creating an environment where a patient 
can learn how to navigate a healthcare system, assess interactions, care for their own health. 
These are described as a “collective achievement of patient-provider interactions.” What 
one thinks is possible when interacting with healthcare providers (based on past 
experiences and conditions) may constrain or inhibit people’s perceptions, behaviors or 
actions. Others have studied the interplay of the healthcare field, social class, healthcare 
interactions, and how these structures have the ability to shape and determine social 
behaviors and follow-up to care (Cockerham, 2013; Dubbin et al., 2013; Kenny et al., 2020; 
Williams, 1995). 

In Unequal Childhoods, the author juxtaposes two families from differing social 
classes and the ways in which they interact and model interactions with healthcare 
providers. For the Williams, an African American middle-class family, the mother 
encouraged her son to engage with a doctor, speak up, and ask questions during his 
upcoming visit (Lareau, 2011). During this visit, the child is described as an informed 
participant in his health. The McAllisters, a white working-class family, interacts with the 
physician differently, in which the mother is quiet, does not make eye contact, and both 
she and her son answer the doctor’s questions but do not engage to the same degree as the 
Williams. Lareau explains the “two families approached the visit with their doctor with 
different levels of trust. This unequal level of trust, as well as differences in the amount 
and quality of information divulged, can yield unequal profits to the individuals involved 
during a historical moment when professionals define appropriate parenting as involving 
assertiveness and reject passivity as inappropriate” (Lareau, 2011). This example connects 
to Bourdieu’s concept of cultural capital and Shim’s concept of cultural health capital, in 
which navigating these interactions with providers are modeled, learned and socially 
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conditioned, and can vary between social classes (Bourdieu & Nice, 1984; Dubbin et al., 
2013; Shim, 2010).  

Dental care interactions are important aspects of navigating the dental field, and 
over the course of one’s life can impact perceived access, the condition and trajectory of 
one’s overall health. The following provides concrete examples of parent reported 
experiences with Medi-Cal participating providers and non-participating providers, how 
these interactions differed, and perceptions of these interactions and family dental 
treatment. 
 
Results: Comparisons to private dental insurance experiences 

The majority of parents in my study noted challenges with Medi-Cal participating 
dental offices. As some parents expressed their frustration, they envisioned an improved 
experience if they had private insurance. Eligibility for the study required the parent’s child 
to be enrolled in Medi-Cal, but the parent did not need to be enrolled. However, the 20 out 
of 25 participants were enrolled in Medi-Cal at the time of the study. Many of the 
participants (n=17) enrolled (or re-enrolled) during a pregnancy. Parents who had 
experiences with private dental insurance cited specific differences in care, quality, and 
time. In some cases, there was a conscious acknowledgement and awareness of this 
difference, as seen with Briana’s attempt to get a referral to a dental specialist on Medi-Cal 
after the current dentist failed to remove a root from an extraction. She was met with 
contempt.  

“[This office has] a 4.8 star reviews on Google. They’re not giving everyone 
horrible treatment, so the only thing I can think… and I mean I don’t know for sure, 
but I feel like if I had a different insurance I would not be going through what I’ve 
gone through with them…because when I’m sitting on a dentist’s chair and he says 
‘Okay, what can I do for you today,’ and I said ‘I’m here for a referral.’ He said 
‘Okay, no problem. What insurance do you have?’ ‘Medi-Cal.’ ‘Oh, that’s not a 
thing for Medi-Cal. I can’t help you’ and he was just flat out like ‘I’m not giving 
you a referral.’ And his receptionist kind of came in and then she was like ‘Well, 
we can do a referral, you just have to go get it.’ And then at the end of the day it 
was still denied like they’re still just not giving me a referral, and I just I don’t 
know. I guess just from all the years of, you know, trying to find good medical 
providers and feeling like all the best potential doctors I could find and then only 
to find out that they don’t take Medi-Cal.” 

 
 

Parents also compared their situations to those who had private insurance and who 
did not have to go through what they described as additional hurdles to care. Kelly 
described her experience searching for dentists for her son who needed root canals and 
fillings for several infected teeth. As she chronicled experiences for her son’s dental visits, 
she explained why her son had to go back multiple times to the dentist (as described in 
Chapter 1). Kelly compared her experiences with others who have private insurance and 
how they had multiple dental treatments addressed in one day. 

Because I have friends that have regular... insurance and they’ll do all their fillings, 
but with Medi-Cal I guess they don’t do it that way. It’s kind of annoying having to 
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take the day off work, or leave work early, to have to do that when I feel like they 
could have just done them all right then and there but…I guess that’s the problem 
[with having Medi-Cal]. 

 
Kelly’s use of the term “regular insurance” when describing private dental insurance 
suggests a sense of otherness, in which Medi-Cal insurance is irregular or in some ways 
different from the standard. Thus, she perceived that those with “irregular” insurance 
received different, sub-standard treatment. 

Parents who were (a) not enrolled in Medi-Cal or (b) were enrolled in Medi-Cal but 
paid out-of-pocket to visit a non-participating dental office reported stark differences in 
their dental visits. Some parents discussed their choice of visiting a private dentist, and 
paying out of pocket, despite being covered through Medi-Cal due to perceived quality of 
care. Jasmin explained: 

“My dentist is actually not too bad. Then again, I don't go to a Medi-Cal dentist 
because I have Care Credit. I've never gone. I've gone maybe when I was younger 
to the Medi-Cal ones [and they were] just not so great when I was younger. They're 
more like… they're not there to help you. I feel like they're more rough. I would 
come back with pain in my teeth. I don't know what it was, but the Medi-Cal dentist 
here is just not so great. I guess I'm not the only one that think so because my family 
is on Medi-Cal and they all think the same thing. So I just pay out of pocket for my 
dentist here in Turlock.” 

 
Similarly, some parents disclosed they paid out of pocket for themselves and/or their 
children to visit private dentists for improved dental services they believed they could not 
obtain through Medi-Cal dentists—either referring to quality of care or timely services. 
Payment mechanisms like third party health care credit cards (i.e., CareCredit) for dental 
treatment were an option to pay for dental services in monthly installments, instead of all 
at once. 

Gina juxtaposed her experience with her new private provider, which she pays for 
out-of-pocket despite having Medi-Cal. 

“Completely different. I walk into the office; there’s only one or two patients 
waiting. My wait time is maybe 10 minutes. And the receptionist, actually greets me 
by name, asks how my family’s doing. They’re personable. And I get taken back by 
the assistant …Ask if I want headphones, make sure I’m comfortable and ready. 
And then give me an ETA of when the dentists will be in… And then they’re 
punctual. He’ll come right in and I feel like the places are cleaner. And the smell. 
I just, I know the smell. It just smells cleaner. Have working in that field. I guess I 
know that smell and hoses are a little dirty and so I feel like the Medi-Cal places 
they don’t feel as cared for as the private office who clearly—schedule their time 
wisely and are able to clean between patients.” 

 
Gina described her new dental office’s efficiency with appointments, suggesting time may 
be mismanaged at participating offices. Similarly related to time, when asked if Samantha 
had experienced more challenges finding a dental provider for her children than for her and 
her husband, this mother immediately agreed, “Oh yeah, way harder for my children than 
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me because I have the private insurance. For example, my husband, I called on Monday 
and he got an appointment same day.” This suggests private dental offices either have more 
appointment availability, may not be accepting the same volume of patients as Medi-Cal 
participating dental offices, or may have more time allocated to address urgent dental 
needs. 
 In another example, Marina and her children are dually enrolled in private insurance 
and Medi-Cal. She explains how she was encouraged by her first daughter’s pediatrician 
to visit a pediatric dentist. She went to a private dentist, and while she there, the dental staff 
asked if she was interested in having her other young children obtain services. Since then, 
all her children have preventive appointments on six-month intervals. Even at the height of 
the COVID-19 pandemic, there was a slight delay in appointments, but once the office 
opened again, the children were allowed to come in. Appointments were spaced out enough 
that Marina said there was no one in the waiting room. By comparison, several parents 
reported feeling uncomfortable in crowded waiting rooms of Medi-Cal participating dental 
offices, especially during the first year of the COVID-19 pandemic. 
 
Perceived Negative Experiences and Interactions with Dental Providers and Staff  

As I asked parents about their experiences with dentists for themselves or their 
children, a majority of parents shared narratives about recent negative experiences. 
Families reported that their dental seeking behaviors and subsequent visits changed after 
experiencing a negative dental interaction. Melissa, who experienced a lapse in Medi-Cal 
coverage due to a slight increase in income, went to a large chain dental office and received 
a long list of expensive dental procedures she reportedly needed. She described her feelings 
of being sold these services instead of being treated for her dental diseases, 

“I went home. I didn’t even get a cleaning. I just went home with this huge paper 
and list of stuff [dental treatments] that I needed. And I just didn’t get anything 
done. I drove there, found out what was wrong, and that was it, you know. If I could 
have afforded it of course I would have. I’m glad I didn’t though because now that 
I’m on Medi-Cal, I’m trying to get back into the dentist to get all of this fixed. But… 
it really felt like they were more of a sales office than a dental office.” 
 

This missed opportunity for dental care illustrates the challenges and ongoing impact of 
poor interactions with dental staff since she did not receive any follow-up for her identified 
caries. At the time of the interview, it had been five years since she went to the dentist, 
citing this bad experience during her last visit. 

Some parents reported negative experiences with crowded waiting rooms and 
overbooked appointments. One parent, Bea, described waiting four hours to be seen for her 
son’s cleaning. Her son, who did not have any cavities 6 months prior, was incorrectly told 
by the dentist that he needed to have several teeth extracted.  

“I'm waiting out there for about an hour and they’re late so I'm like what's going 
on it's just supposed to be a cleaning they're like no we're doing an extraction and 
I'm like ‘Wait! What like he doesn't need an extraction. Well no, he has cavities, he 
needs six extractions.’ Thankfully they weren't able; they didn't pull any teeth only 
because I was like ‘Wait what like he's good on his cavities.’ And so just let him 
know and they're like isn't he James versus his name. And I was like, ‘No that's not 
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him that's completely separate person!’ That was a big thing…That dentist just--all 
they did was apologize. They didn't really seem concerned like that they almost 
extracted my son's teeth, without even needing it and knowing that they just didn't 
care and like they had mix up like that. And the overbooking. He had an 
appointment at nine o'clock in the morning he didn't get seen until one. So we sat 
there and waited till one o'clock in the afternoon. That was also a red flag. So, after 
that instance, I never took my kid back and I just I found another provider who 
seems to listen to his concerns, actually care, is not like overcrowded, because this 
place was crazy crowded too so I mean, I guess, I could maybe understand how 
they mix it up, but not really. Like if you're looking at someone's chart you shouldn't 
be able to mix it up.” 
 

She attributed the mix-up with the crowdedness of the dental office. In the end, although 
the child did not have teeth incorrectly extracted, the mother mistakenly received a bill for 
the procedures, which was a burden to address. 

“I actually was sent a bill, even though I have Medi-Cal for my son's dental. Even 
though he was fully covered…That was kind of a pain, because letting them know 
like there is no like charge for dental and receiving like a 700 and something dollar 
bill. I tried to talk to three or four different people to clarify that was kind of a pain, 
in my opinion. I shouldn't have ever had to deal with that, but I did get it clarified 
within like a week or two, but just having to go through that that was like an issue 
for me.”  

 
Some dental offices changed their office policies because of the COVID-19 pandemic (i.e., 
limited number of patients in the office, only allowing one child per parent, etc.) to prevent 
the spread of infectious disease. Many mothers described the hardships of needing to take 
time off from work or finding childcare to take their child to the dentist. Families with 
multiple children had to shuffle and trade children with a parent outside, but for single 
mothers, this process was more difficult and often required making separate appointments 
for their children on different days.  
 Other mothers reported feeling frustrated and upset not being able to be present 
with their child during their dental treatment, particularly if the child needed to be sedated. 
In general, some dental staff cited their office policies as a reason they would not allow 
parents in the exam room with their child. Samantha’s daughter needed to get crowns on 
her two front teeth, attributed to the use of a baby bottle, which required the child to have 
general anesthesia. Samantha stated, 

“[The dental office staff] don’t let you go back there with them—and this was 
before COVID—I don’t know exactly the reason why. I wish they would have let 
me be there with her to hold her hand. I don’t really understand the reasoning 
behind that. I mean it was two years ago. I don’t know if it’s because they don’t 
want you to see them put the needle in or what. But I just feel like—I could cry 
right now thinking of it—I wasn’t able to go behind the line that she was going to 
go to, so I was having to see her go, cry and put her hand out for me [voice 
shaking]. That was hard, ‘cause you just want to be by her side when they do that. 
So that was definitely a challenge. But it was scary for her. She was like in a 
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gown, she had a hair net on. It looked like she was like legit going to have a 
surgery, but it was just anesthesia. But I don’t know. I was in the waiting room 
and I could hear her cry.” 
 

Samantha explained her daughter is likely “traumatized” from that experience and has not 
liked going to the dentist since. During appointments her daughter “kicks,” they “have to 
hold her down,” and sometimes the dental office cannot do a full cleaning. Other parents 
experienced similar instances of being prohibited from being present with their child, even 
for regular dental visits. In one instance, a parent refused to continue with the appointment 
because of this dental policy. Sarah, who had already delayed her son’s first dental visit by 
two years due to COVID, explained: 

“We actually did go to the appointment, but we had a misunderstanding and I 
actually walked out with my son really upset from the dentist appointment 
because they didn’t allow me to go in there with him for the dentist appointment—
and he’s three. They just kept telling me, ‘No, it’s only the patient and you can’t 
come in.’ And I’m like, ‘He’s three and it’s his first dentist appointment. Why 
can’t I go in there with him?’ And they’re like, ‘It’s regarding COVID, you can’t 
come in here with him.’ And I said, ‘The heck I can, he’s my son.’ So I actually 
just walked out and he didn’t get any work on him because I thought that was 
really unethical especially because he was a three year old… he’s a minor. I want 
to be with him present when they’re doing something on him. So I just spoke to 
the receptionist and I told her that I wanted to place a complaint, and she was 
really rude but she still told me that they managed all complaints at the head 
office. I was really upset so I actually went and placed the complaint…And they 
even told me, ‘There’s a sign right there at the door. It just says only patients.’ 
And I’m like ‘Yes, I understand that, but he’s three. His first dentist appointment. 
He’s not an adult. He can’t consent to anything.’ Yeah, so I really got upset.”  
 

Afterward, she noted her complaint was never addressed since she did not hear back from 
the dental office. Other parents described a range of emotions including feeling emotional, 
scared, frustrated, upset, and it was “awful to watch” their young child was going through 
their dental appointment or treatment alone.  

Negative interactions at the dentist, as reported by parents, could have short- or 
long-term impacts on a family’s willingness to seek dental treatment and services for 
themselves and their children. The next section describes parents’ feelings toward one 
particular procedure (amalgam crowns), its characteristic of being noticeably visible, and 
concerns about stigma. 
 
Perceptions of/Feelings about Silver Crowns 

Treatments for early childhood caries include fillings, crowns, or extractions, 
depending on the severity of the decay. Amalgam crowns, colloquially known as “silver 
teeth,” are a visible mark on the physiognomy of a young child if the decay is present on 
front teeth. Parents expressed a range of emotions like frustration, sadness, guilt, and other 
distressing feelings about the silver-colored crowns. For Gina, a permanently disabled 
mom, specialist referral delays (and distance) compounded with delays from COVID-19 
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resulted in her son needing crowns when he was three years old instead of the intended 
fillings. She stated: 

“I was trying to raise concerns from the time my son had teeth. I mentioned he had 
black spots on his teeth and I mentioned it several times to the dentist and they sent 
referrals out but the referral was all the way down in Madera, which to me that just 
makes it very difficult. I am a permanently disabled mom and for me to try to take 
my son so far away for a dentist appointment. It’s very difficult and I couldn’t get 
a referral to somewhere local and so after battling with the dentist back and forth 
and not getting my son’s teeth treated in the timely manner. And then COVID 
hitting. He ended up having to have two teeth fully capped with metal. The silver 
metals. And that was when he was three years old. And that just breaks my heart…”  
 

Her narrative of her elevating her concerns about her son’s teeth early and expression of a 
broken heart as a result of her young child needing crowns shows she tried really hard to 
avoid this outcome for her child. Similarly, another mother, Anita, described her multiple 
emotions regarding her son’s crowns in the following excerpt: 

“I went through a lot of emotions because for one, I was upset that my child 
needed this treatment. He was a breastfed child up until the age of almost three. 
And I think that’s what may have caused the tooth decay in him. And he was my 
first child that had to have that many crowns. And just to know that it had to be 
silver crowns—it protects his teeth, which I’m thankful for—but at the same time, 
I wish that Medi-Cal could have provided porcelain. I know that paying out of 
pocket would have been around $800 to $1,000 just for a few [porcelain crowns]. 
I was very emotional. I was scared. You know, that, that my child was going to 
[be] put to sleep in order to get the treatment. And now, I just try to take care of 
his teeth so we don’t need any more treatment. And hopefully within a few months 
or a year he can—you know, take care of his teeth, brush his teeth all the time, 
and they’ll start to fall out and new [permanent teeth] will grow in.” 

 
Although Anita knew that these silver crowns were temporary on her son’s primary teeth, 
she reported wishing his Medi-Cal coverage could have addressed her son’s dental decay 
with porcelain. She continued, 

“Sometimes I do think about asking if we can do the treatment again so I could pay 
eventually for the porcelain, but then I’m like, ‘No, no, I don’t want to put them into 
that treatment again.’ It’s fine, you know, he’s young, he’s little, the teeth are going 
to end up falling out... you know, as he ages, but I just don’t want it to get any worse 
than it than it was.” 

 
Anita was conflicted and oscillated between considering whether she should pay out-of-
pocket to replace the crowns. Some parents reported following through and paying out of 
pocket to avoid silver-colored crowns for their children. Samantha discovered spots on the 
front of her daughter’s teeth were cavities, and when they went to the dentist, she found 
out Medi-Cal only covered silver crowns: 

“My daughter… I want to say maybe because when she was two, she had like the 
cavities on her two front teeth, so [the dentist said they] had to put the silver over 
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it. She has the white caps because I wasn’t going to have my kids have silver front 
teeth [laughs]. I did have to pay out of pocket for that. Medi-Cal paid for a good 
amount, but I had to pay $200 for the white, because Medi-Cal didn’t pay for the 
white. They only paid for silver—which I would have been fine with silver if it was 
the back teeth or things like that. But I wished they would be kind of more 
understanding that it’s your front teeth and you don’t want your kid to have silver 
right when they smile, so…that was kind of frustrating. I actually had to borrow 
some money from my mom for the white part…” 

 
Samantha went out of her way to borrow $200 to pay for the natural “white”/tooth-colored 
crowns out of pocket to circumvent her child from having noticeable crowns on her 
daughter’s front teeth. Her laugh was an expression of how silver crowns on her children 
was not an option. A few other parents also described instances when they borrowed money 
or had other family members pay for porcelain crowns to avoid “silver front teeth.” 
 Some parents described reasons for avoiding silver crowns, noting they did not 
want their child to be bullied nor have these crowns’ visual differences affect their child’s 
self-esteem. For example, Kelly explained: 

When my kids were younger though they had—when they needed major work, I 
had to take them to [a surgical center] where they had to get put to sleep 
completely. And then I was pretty upset then too because my kids needed caps and 
they only covered the silver caps for their baby teeth because…Medi-Cal…that’s 
all it pays for…unless I wanted to pay for the white cap. And I know it was just 
cosmetic, but I just felt like, you know, my kids were embarrassed to have the 
silver teeth. So I had to pay for [my daughter] to get one of the white caps on one 
of her front teeth. I mean I wouldn’t have cared if it was back teeth, but the front 
teeth I was kind of upset. I just wish Medi-Cal would cover—at least for the front 
teeth—the white caps… because I think it makes the kids feel self-conscious but… 
that’s just my personal experience on that… It was $90 so I had to pay out of 
pocket for that. These kids…they get bullied so much in school and I just wish 
[Medi-Cal] would do silver teeth in the back and then like the white caps in the 
front but [the dentist] said that Medi-Cal only covers silver teeth… for the littler 
kids.” 

 
Children who experienced severe early childhood caries were told by dental professionals 
to address the caries with two types of crowns. However, the decision to obtain an amalgam 
(silver-colored) or porcelain (white/tooth-colored) crown often came down to cost and 
whether a parent could afford to pay the difference based on their financial limitations and 
Medi-Cal coverage. Parent and child’s perceived stigmatization from others led to families 
seeking options, even financially costly options or borrowing money, to avoid the 
noticeable marker of decay on their children’s front teeth. 
 
Discussion 

Multiple mothers highlighted their negative experiences and interactions with 
dental providers and offices. Parent participants identified multiple instances of how their 
family’s Medi-Cal status was attributed to reported differential dental access and treatment 
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compared to their own or other people’s experiences with private insurance, how these 
experiences sometimes influenced engagement with dental offices and visits, and how 
Medi-Cal’s limited coverage of crowns for their children’s early childhood caries were 
challenging.  

Study participants reported recognizing the distinction between two kinds of dental 
care—Medi-Cal providers and private providers. Some parents label private insurance as 
“regular” insurance. Compared to parents who have never experienced any other care other 
than Medi-Cal, parents with knowledge of or experience with dental care using private 
insurance were more likely to juxtapose and compare the differences between the two types 
of treatments or services, found other providers they could switch to, or in a few instances, 
make a formal complaint. Parent perceptions to negative experiences ranged from (a) 
acceptance and believing these experiences were “normal” as recipients of Medi-Cal, to 
(b) recognizing there was something not right with their treatment, particularly if they 
could identify instances of other people having different experiences. 

Several parents reported taking their child to the dental office for general 
appointments or to be sedated, but were unable to accompany their child during the 
appointment due to office policies (although some instances were COVID-related safety 
measures). These experiences were reported as psychologically distressing for parents 
since they were unable to physically be with their child. Some parents did not follow 
through with their own or their child’s dental treatment due to negative interactions 
including feeling pressured financially or conflicting/strict dental office policies that did 
not consider the context of family situations. A qualitative study conducted in Southern 
California identified similar findings on negative parental experiences including lack of 
explanation of treatment, separation from child, inappropriate use of medication, 
physically restraining the child, and extracting teeth without informed consent from the 
parent (Reich et al., 2018). Several mothers reported an erosion of trust with dental 
providers, which many times resulted in looking for another provider. 

Experiencing negative interactions at the dentist may influence a family’s future 
willingness to seek dental treatment and services. In some instances, mothers reported how 
interactions with Medi-Cal dental providers influenced future dental visits, either with that 
particular dental office or in general. In some cases, parents associated negative dental 
experiences as a form of discrimination based on their family’s Medi-Cal status. However, 
interpersonal experiences of stigma are just one piece of the puzzle—parents also faced 
structural stigma from the limitations of Medi-Cal policy (described in Chapter 1). This 
structural stigma related to public insurance status and social class negatively impacts and 
deters parents from accessing timely dental care among the limited providers in the 
geographic region.  

Several mothers expressed distress about their child having amalgam crowns and 
reported feeling worried for their child’s self-esteem and bullying. Resin-based composites 
and porcelain crowns are two “invisible” dental treatment options differ by severity of tooth 
decay (Dentistry, 2020). According to the Medi-Cal dental handbook, some resin and 
porcelain crowns are covered and reimbursable (D2710, D2712, D2721, D2740, D2751) 
and have high reimbursement rates ranging from $150-$340 [Medi-Cal 2021 Handbook].  
Decisions around treatment plan depend on a variety of factors, including underlying dental 
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professional biases around associated recipients deservingness of care (Holmes et al., 
2021).  

If a dentist does not treat the decay with a visibly discrete crown or if a parent is 
unable to afford an alternative, a visible silver-colored crown on a child’s front tooth serves 
as a distinct social marker of social position and class status. The fact that some mothers 
were willing to pay out of pocket indicates that parents did not want to have this marker, 
or the implications of it, on their child. Bourdieu’s concept of distinction connects to the 
differences in aesthetics of social classes, and how social markers further identify social 
position (Bourdieu & Nice, 1984), in this case silver-colored crowns in a child’s front teeth. 
Horton and Barker (2010) explored how the Medi-Cal dental system creates a two-tiered 
dental system that creates embodied differences in low-income children living in the 
Central Valley. Relatedly, participants in my study reported recognizing the distinction 
between two kinds of dental care—Medi-Cal and private dentist—and often juxtaposed the 
differences between the different types of treatments or offices, choose another dentist, or 
make a formal complaint, compared to parents who have never experienced anything other 
than Medi-Cal.  

Similar to Barker and Horton’s studies (Barker & Horton, 2008; Horton & Barker, 
2017, 2010), parents in my study who also live in this rural region of California reported 
difficulties finding care for their family. In their work, the authors discussed rurality of the 
setting of Mendota in Fresno County to address oral health disparities for Latino 
farmworker children and “reimbursement policies exerted a profound influence on clinical 
practice and the kind of treatment low-income children received” (Horton & Barker, 2010). 
The authors identified how caregivers reported their own early formative experiences 
shaped their oral hygiene behaviors toward their children and how the immigrant 
caregivers’ biocultural transition (coming from who were mostly from rural towns in 
Mexico with less than 15,000 people) affected their experience with and navigation of new 
and different U.S. customs around diet and feeding practices for their young children. 

My study builds upon this prior work to explore how the Medi-Cal system 
continues to perpetuate a two-tiered dental system in California’s San Joaquin Valley, and 
how Medi-Cal policy changes and the supply of health care providers (i.e., elimination of 
Medi-Cal dental benefits among adult beneficiaries and the shift in dental providers who 
participate in Medi-Cal) have systemically exacerbated some of the dental access issues 
faced by Medi-Cal recipients. The shift in dental providers who accept Medi-Cal following 
the Great Recession followed by the increase in Medi-Cal enrollees, has widened the gap 
in dental providers who serve Medi-Cal patients. Horton and Barker reported parent 
experiences with extractions that led to bodily differences in oral health and development; 
meanwhile, parents in my study reported noticing and/or experiencing differential dental 
treatment on Medi-Cal and how amalgam fillings/silver caps on front teeth were socially 
stigmatizing for the child. Cumulatively, these findings establish an evidence base for 
understanding the effects of poorly funded public dental insurance system on embodied 
differences in low-income children’s oral health in this region, and their long-lasting 
effects. The next chapter will explore this phenomenon of cultural health capital in-depth 
and describe instances that support the new concept of dental habitus.  
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Chapter 3: Dental habitus and the transfer of capitals 
  

How does one acquire dental knowledge or information, understand the dental care 
system, navigate dental care interactions, create associations of value or prioritization, 
perceive what is possible, and embody them into practice? Are these practices and 
perceptions passed down from generation to generation? A review of the literature explored 
how oral health has intergenerational continuity, meaning oral health of one generation can 
have an effect on the next (Shearer & Thomson, 2010). The authors reviewed empirical 
evidence of how long-term biological, behavioral, psychological, social, and 
environmental mechanisms that link oral health across generations, and the results indicate 
that oral health is a family affair (Boggess & Edelstein, 2006; Dye, Vargas, Lee, Magder, 
& Tinanoff, 2011; Weintraub, Prakash, Shain, Laccabue, & Gansky, 2010).  

One study tested the relationship between the oral health of young children (ages 
2-6) and their mothers by analyzing linked data from the National Health and Nutrition 
Examination Survey 1988-1994 (Dye et al., 2011). The authors found that mothers’ oral 
health status was a strong predictor of oral health status of their children; compared to 
children whose mothers had no untreated caries, children with mothers with untreated 
caries were 3.5 times more likely to experience caries (OR=3.5). In terms of utilization of 
dental services, studies have shown that children were more likely to visit the dentist if 
their parent visited the dentist (Grembowski et al., 2009; Isong et al., 2010). Mothers 
without a regular source of dental care self-reported their child had worse dental health 
compared to mothers with a regular source of dental care (Grembowski et al., 2009). 
Relatedly, caregiver dental neglect score (measured by how readily parents tended to their 
own oral health needs) significantly predicted delayed initial dental visit for their child 
(Divaris et al., 2014). These associations between parental and children’s oral health 
illuminate the complex interpersonal interactions with caregivers and their influence on 
their children, and resonate with both the Fisher-Owens conceptual model and the 
family/parent context described by Barker and Horton (Barker & Horton, 2008; Fisher-
Owens et al., 2007). 

In a systematic review and meta-analysis of the links between socioeconomic 
inequality and caries, parent educational attainment and social position were found to be 
possible mediating pathways that control access to at-home or professional preventive 
means (Schwendicke et al., 2015). Mothers with a high school education were more likely 
to report better oral health for themselves and their children compared to mothers who did 
not graduate from high school (Grembowski et al., 2009). Adults who completed high 
school were more likely to visit dentists for themselves and their children (OR = 5.78) 
(Heima et al., 2015), and their children had fewer caries and untreated dental caries 
compared with those who did not complete high school (Heima et al., 2015; Sohn, 2015).  
To identify the causal pathways between caregiver education and children’s dental caries, 
the authors suggest observing behavioral, biological, and preventive factors as mediators, 
particularly improving caregiver oral health behaviors.  

Although educational attainment has been associated with oral health outcomes, 
educational attainment differs from oral health education and knowledge. A common 
measure of oral health literacy, Rapid Estimate of Adult Literacy in Dentistry (REALD- 
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30), tests individuals on pronunciation and meaning of 30 dental terms ranging in difficulty 
(Lee et al., 2007). Controlling for parent age, education, and number of children, parents 
with lower REALD-30 scores were associated with lower knowledge, poor reported oral 
health status, and poor oral health behaviors (Vann et al., 2010). However, another study 
by Miller and colleagues assessed caregiver literacy using REALD-30 scores and found 
the relationship between literacy and oral health knowledge/behaviors was not significant, 
but there was a positive association between literacy and oral health status (2010). 
Assessment tools that use word recognition and reading skills may not pragmatically assess 
family’s health behavior and service utilization (Burgette et al., 2016; Dickson-Swift et al., 
2014). Qualitative studies that include interviews with caregivers may better assess and 
contextualize the experiences and challenges families face related to their oral health 
circumstances and dental services utilization.  

Parental behaviors, such as lack of oral hygiene and dietary practices, have been 
identified as contributing to the etiology of childhood caries (Tiwari et al., 2021). However, 
the pathways through which these behaviors manifest in individuals and groups are 
influenced by social context. Some caregivers may have limited knowledge of effective 
caries prevention strategies for their children due to structural or social barriers. A 
qualitative study assessing Latino parents’ oral health knowledge and beliefs found that 
parents reported several barriers to maintaining their child’s oral health, including: dental 
visit experience, child’s temperament, lack of time, and easy access to high-risk foods 
(Tiwari et al., 2017). A limitation of the study is that all of the participants lived in an urban 
region and reported having a dental home. Velez and colleagues used the behavioral model 
for vulnerable populations (BMVP) as a theoretical framework to identify the facilitators 
and barriers to dental care among Mexican migrant women and their families living in 
North San Diego County, California (Velez et al., 2017). They identified predisposing 
factors (i.e., immigration status, language barriers, and previous dental care experiences) 
and barriers to accessing dental services (i.e., high cost, lack of insurance coverage, 
dissatisfaction with providers, long wait times, and discrimination) for vulnerable 
populations. These compounded barriers created additional challenges to maintaining oral 
hygiene and seeking dental services for themselves and their children. 

Several studies have observed that parents may not recognize or understand caries 
as a problem (Hoeft et al., 2011; Horton & Barker, 2008, 2009; Masterson et al., 2014). 
Parents reported attributing discolored spots on teeth (early signs of decay) as “stains” 
instead of a dental concern that needed to be addressed (Horton & Barker, 2009). Similarly, 
parents had a difficult time identifying causes of discoloration in teeth (Masterson et al., 
2014). In another study with rural Latino immigrant caregivers, the authors observed 
parents more often addressed children’s oral health issues if their children verbally 
complained of pain and if parents could visually see signs of decay (Horton & Barker, 
2008). If children did not complain or parents could not identify issues with their children’s 
teeth, they would often not visit a dentist. This mismatch in children’s complaints and 
visual “markers” of decay led to some children’s caries not being addressed. Another study 
looked at caregiver influence on their child’s entry into the dental system and found 
children with oral health problems were more likely to enter the dental system but with 
more acute conditions (Divaris et al., 2014).  
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Children with access to dental care may also be multi-directional and influential to 
adult oral health. For example, in a qualitative study among Spanish-speaking Latino 
immigrant parents, Chang and colleagues found that format of communication by the 
dental provider (e.g., verbal, demonstration, or video) was influential in how parents 
discussed their understanding of oral health and hygiene for their child (2018). 
Interestingly, by extension parents reported learning how to care for their own teeth. This 
article suggests (a) the way in which parents learn about oral health is extremely important 
in retaining and applying the oral hygiene instruction, and (b) through their children’s oral 
health, parents can apply this understanding to their own oral health.  

As described in the Introduction to this dissertation, the concept of habitus 
describes one’s socially ingrained habits, skills, dispositions, and perception of the social 
world through a lifetime of social conditioning from social structures, and dictates what is 
probable (Bourdieu, 1972). Specifically, Bourdieu conceptualizes habitus as “an acquired 
system of generative schemes objectively adjusted to the particular conditions in which it 
is constituted…and engenders all the thoughts, perceptions, and actions consistent with 
those conditions, and no others.” These are formed at the earliest stages of life as 
dispositions and are embodied into one’s body and mind. Bourdieu uses the analogy of 
“maps” of one’s social world in “generating thoughts, perceptions, expressions, and actions 
limited by the historical and socially existing conditions under which they are produced” 
(Spiegel, 2004). This means one’s habitus is constrained by structures in the social context 
in which it was developed and can influence a person’s conscious and subconscious 
thoughts and actions. Connecting this to oral health, I adapt Bourdieu’s term habitus to the 
concept of dental habitus as a way of framing and illustrating how social structures around 
dental health, including intergenerational experiences, can contribute to one’s dental health 
condition over the course of one’s life.  

Essential for understanding the impact and range of dental habitus are the various 
forms of capital that inform it. Social capital is defined as “the aggregate of the actual or 
potential resources which are linked to possession of a durable network of more or less 
institutionalized relationships of mutual acquaintance and recognition—or in other words, 
to membership in a group” (Bourdieu, 1986). Social capital places value on social 
connections, or “who one knows,” and what others have as potential to do for someone. 
Social capital can be used to gain, or transfer/convert into, other forms of capital (i.e., 
economic and cultural capital) (Bourdieu, 1986). Cultural capital is the currency that is 
inherited, which helps us navigate the social context and opportunities available to us 
(Bourdieu 1986). It is the perception and perspective of our experiences, or the “know 
how” of navigating social contexts. Cultural capital has three states: embodied, objectified, 
and institutionalized. In this chapter I primarily focus on the embodied state, which 
describes the form of knowledge that resides within us or is internalized, and must be done 
for oneself as “invested personally by the investor” (Bourdieu, 1986).  

The following provides examples of how parents related to their own dental habitus. 
 

Results: How families embody and conceptualize the dental field  
Toward the end of the interview guide were questions related to family context. I 

asked parent participants what they thought of when they heard the word “cavity” and 
continued with questions about what they thought caused cavities and how they could be 
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prevented. Parents described cavities as something that needed to be “fixed” by a dentist 
and/or associated these experiences with pain. Some accompanied their explanations with 
nervous laughter when describing cavities. Overall, the majority of parents made 
connections to caries development with feeding practices, candy, sugar, and milk for their 
child. As Samantha described cavities associated with types of foods, she also compared 
differing experiences with her two children’s dental health. She told me, 

When I think of cavities, I just think of candy and juice and not brushing their 
teeth as often. Until my daughter—I didn’t even really think of sugar being in milk 
so…when that happened to her two front teeth I thought ‘Why? She doesn’t put 
candy all over her front teeth,’ or ‘I don’t give her lollipops,’ and [the dentist 
said] ‘No, it’s the milk.’ And then with my son we’ve done a better job of watering 
down the juice so…my son has had no cavities, thank God. So I think we learned 
from the first time [laughs].  
 

Samantha juxtaposed her experience with her daughter (first-born child) and her son 
(second child), and how she learned from her daughter’s caries experience to care for her 
children’s teeth. She mentioned learning about certain feeding practices from her 
daughter’s dentist (i.e., milk has sugar and juice should be watered down). This quote 
highlights the importance of conversations with dental professionals, or someone else who 
is knowledgeable, regarding dental health related information. By physically being present 
at the dentist (i.e., provided the ability to access a dental provider) to learn and have 
conversations about caries development and prevention techniques, Samantha was exposed 
to important oral health information for her children. 

Parents described various ways to prevent cavities with actions and behaviors 
related to oral hygiene. Universally, mothers understood brushing teeth prevented caries. 
Some parents provided extensive responses listing hygiene behaviors like using 
mouthwash, flossing, citing frequency of brushing (three times a day), recognizing food 
and beverages with sugar (including milk). However, knowing what to do to prevent 
cavities did not necessarily mean oral health behaviors were always adhered to. Melissa 
explains,  

I think not brushing your teeth at night and having food in your mouth…just a snack 
or eating before bed or even like drinking milk right before bed. I think over those 
eight hours you’re sleeping, you know, that’s when all that stuff is ‘going to town’ 
on your teeth. So not brushing your teeth at night causes cavities. And I’m guilty of 
that because I’ve had a long day. And sometimes I don’t brush my teeth at night. 
‘Can I just go to sleep?’ But I think that’s definitely my issue. 
 
I also asked parents to recall or identify where or from whom they learned about 

oral health. These questions created a space for reflection on their understanding of oral 
health, while also providing parents with the opportunity to make connections between 
their own and their children’s oral health. Some parents reported learning dental hygiene 
and feeding practices at the dental office. Some parents reported they learned about their 
dental health from their parents, pamphlets from doctor’s offices or community 
health/resource fairs, and the dental offices (including dental hygienists).  
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A few participants mentioned the interconnectedness of their parental oral health 
related habits with their children’s, citing, “they learn their bad [oral health] habits from 
their dad,” and another mother stating, “even when I was pregnant with my child, I could 
have eaten sugar with every meal.” Dental habits including visiting the dentist were 
modeled to their children, and sometimes based on childhood experiences. Tanya (who 
was uninsured at the time of interview) described her decision to take her daughter to the 
dentist when she needed to based on her experience as a child, and how prior experiences 
influenced how she modeled behaviors around dental care:  

I feel like as I get older, I've kind of tried to take care of myself a little more because 
I know that my daughter's watching… so I know that if I'm not going to the doctor 
or the dentist often she's not going to do it either. And I say that from experience 
because growing up we had Medi-Cal and we would go to our routine checkups 
but if I had any type of pain like we wouldn't go just because. We would only go 
when it was like, you know, it's been six months or it's been a year. Otherwise, like 
we wouldn't really do it. I feel like my parents are kind of like, ‘Oh, we don't have 
time to take all you guys unless it's like an emergency,’ you know. So, I don't know, 
just I try to prioritize those things but like, for me it's more of a financial thing and 
I know like for my daughter I don't have to pay anything, so I know that I should be 
taking her more often. 
 

Tanya described how her parents forwent care for their children when it did not align with 
their regularly scheduled appointments. As an adult and mother to a three-year-old 
daughter, Tanya was aware that many dental services and treatments were covered through 
Medi-Cal and expressed greater willingness to take her daughter for any dental needs, but 
the dental experiences from childhood still “reside” in her and in some ways influences 
how she takes her daughter to the dentist. 

Some parents reported being diligent about their children’s oral health status but 
not as forthcoming with their own. Anita described her dental challenges growing up. As 
a child, she had crooked teeth and knew she needed braces, but never received treatment. 
Throughout Anita’s interview she described her frustration with the missed opportunity to 
have braces covered under Medi-Cal as a child, and how now as an adult, braces were 
financially inaccessible. Her experience of not having braces as a child affected her self-
esteem and confidence. She struggled visiting the dentist as a Medi-Cal recipient: 

I have not gone to a dentist since I've had Medi-Cal. I've been meaning to make an 
appointment [but] it's challenging to find an appointment for me. Whoever takes 
Medi-Cal will usually not have any appointments until months later. So I haven't 
been seen for any dental work. 
 

Despite not visiting the dentist for at least three years, Anita reported she had not 
experienced dental pain and explained, 

“I don't feel pain and I do brush my teeth twice a day. I do floss. So I do try to take 
care of my teeth, but it's not perfect… I don't know if I have a cavity or two. I don't 
know if they're, you know, losing the whiteness... I don't know if I could get braces, 
maybe I could you know be, feel more confident about my smile. Speaking to you 
makes me think, ‘you know what I think it's time to go to the dentist’ but now I have 
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to figure out where do I go. And if I make an appointment, it probably won't be this 
month.”  

 
Anita may report not knowing what the stains on her child’s teeth are, but she is as diligent 
as she can be about her children’s dental health and tries to ensure they are brushing their 
teeth at least once a day. She has also had difficulty finding a dental appointment for her 
children since the COVID-19 pandemic. 

“My middle and my youngest, they usually develop an orange stain on one of the 
teeth. And I—we try to brush it out. We try to get it out with the toothpick and I—
we can't seem to get it off. I'm not sure what it is, but I know that my middle child 
has had it before and then during his visit the dentist for the cleaning. They take it 
off but now they developed again and I can't seem to take it off. So all I can do is 
try to teach them to floss and brush their teeth, two times a day if, if they can 
remember. And I'm always home with them so they've been managing to brush their 
teeth at least once a day. But I would really like them to be seen [by a dentist], that 
way I know if there's been damage, if there's been any cavities that’s developed or 
how much more cleaning we need to do.” 

 
She reported prioritizing the aesthetics of her oral health (and to an extent her children’s, 
as she attempted to remove the stains), yet was unsure if she had any cavities since she had 
not been to the dentist in at least three years since her son was born. Anita reported barriers 
to visiting the dentist for herself including not knowing where to go, what dentists have 
available appointments, and recognizing appointments are months away, so she further 
delayed a visit. Her oscillation between using “I” and “we” to describe her child’s dental 
hygiene habits demonstrates the interconnectedness of family dental health between 
parents and their children. Other parents also described their understanding of stains on 
their children’s teeth, but often reported dentists identify them as something to observe 
until the next dental visit. 
 
Parent perception of access and previous dental experiences 

As described throughout this study, insurance status (having insurance vs. not 
having insurance), the type of insurance (Medi-Cal or private), and the perceived quality 
of care one receives on the type of insurance can influence parent navigation of dental care 
for their family. Below, I provide several examples of how access and previous dental 
experiences either cultivates or hinders parents perceived access to and quality of dental 
services. In general, having insurance as an adult (as opposed to the absence of dental 
insurance or Medi-Cal as a child) cultivated the ability for some families to visit the dentist. 
For some parents, insurance in general provided access to get prolonged dental needs 
addressed. Samantha, who recently acquired private insurance, was able to receive 
treatment, and explained: 

I actually do go every 6 months to the dentist. When I was younger I had like 11 
cavities and that was due to not having dental insurance. So when we finally got 
insurance [the dentist] was like ‘Oh, you have a lot of cavities.’ So I feel like my 
whole mouth is silver now [laughs] in the back. I feel like ever since then and since 
we got insurance we’ve put in effort to go every 6 months.  
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Private insurance for many parents provided access to dental services in a timely manner. 
Samantha, for example, reported she was able to have all her cavities addressed by the 
dentist. Descriptions of receiving quality and timely care differed for adults on Medi-Cal 
(see Chapter 2). 

During our interview, I asked Kelly, who has had Medi-Cal for 13 years since her 
first daughter was born, about her dental coverage and when her last dental visit was. She 
told me, 

I haven’t—I don’t go to the dentist as much as I’m supposed to go, like my kids, 
but I haven’t really noticed a change. I just go for my cleanings and stuff like that, 
but I don’t really have major need for the dentist. I don’t have any issues with my 
teeth… I just have anxiety with the dentist. Since [chuckles] probably from when I 
was younger, um, I don’t like getting the…the anesthesia when I have to get a 
filling. It gives me bad anxiety getting it. That’s the only real thing. I don’t usually 
have cavities though.  

 
I noticed a shift in her tone when talking about her own dental health—she had no issue 
discussing taking her children to the dentist but avoided talking about her own experiences 
unless probed. She mentioned her views on the dentist were likely shaped from her 
experiences as a child and reported having anxiety around the dentist but did not provide 
many details. Kelly perceived she “did not have cavities” as her self-reported dental 
conditions. Despite reported anxiety around going to the dentist herself, she still took her 
children to the dentist regularly. 

Similarly, when I asked Esmeralda about her last dental visit, she revealed she had 
not been to the dentist since 2010. I probed and asked what happened at that dental visit 
and she was curt as she responded, “it was pretty good.” Upon further questioning about 
whether she’d experienced any challenges visiting the dentist for herself she explained, 
“Yeah, I haven’t really found one…now that I’m older I haven’t found one. I used to go to 
[one dental office] but I didn’t really like it there. The wait time was too long.” She 
associated a particular Medi-Cal participating office with having long wait times based on 
her prior experience, which deterred her from utilizing dental services for the last 10 years. 

Gina was previously a dental assistant before she became disabled and enrolled in 
both Medicare and Medi-Cal. In her role as a dental assistant, she received formal dental 
education and experience working in dental offices. She described her last experience 
visiting a dental office that accepted Medi-Cal. She explained the process of coming in for 
her appointment and being seen by multiple dental staff. Overall, Gina felt the dental exam 
was not thorough, and said,  

They were in and out in record time. It was the quickest probing. It was the quickest 
little check. It wasn't thorough and being as experienced as I am I know what's 
supposed to be done and what's not supposed to be done. And I didn't feel like they 
did a thorough gum check. They didn't check around the tongue. They didn't check 
the cheeks. And in most provider offices, they'll check you know your blood pressure 
when you come in. There was none of that. 
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As a former dental assistant, Gina has a disposition toward “what’s supposed to be done” 
during a dental visit and reported feeling that her last dental visit to a Medi-Cal 
participating dental office was not complete and rushed.  

Tanya, a single mother of a three-year-old daughter, reported having “emergency 
Medi-Cal” since losing her full scope Medi-Cal following her pregnancy. Emergency 
Medi-Cal, which is provided to patients at the time of treatment at clinics or emergency 
rooms, does not cover dental services. When asked if Tanya had any challenges visiting 
the dentist, she explained how cost was barrier to care,  

For me, I have to pay out of pocket, so it’s more of a cost issue for why I don’t go 
as often as maybe I should. But [the FQHC] does offer like a reduced price so it’s 
not as expensive as it normally would be out-of-pocket but still, you know, I try to 
prioritize and I’m like, if I don’t need it now, I’ll kind of wait. 

 
Other parents, even those with full scope Medi-Cal, reported associating dental care with 
perceived cost, and would sometimes avoid care as a result. Overall, these conscious (and 
subconscious) associations with dental health and care contribute to parents’ dental habitus. 
Parents’ conceptualization of dental health based on their experiences growing up, previous 
interactions with dentists, learned behaviors around dental hygiene, and recent visits to the 
dentists all structures one’s dispositions and are embodied in one’s dental habitus.  
 
Overcoming barriers to care with the transfer of social capital 

Social capital refers to “who one knows” in the form of social networks (whether 
one knows many people) or whether one has connections to powerful people (Bourdieu, 
1986). This concept of social capital helps us understand how parents navigate the public 
dental system in varying ways and how they reported knowing where to find local dentists 
who accept Medi-Cal. Herein, I provide examples of how social capital was mobilized to 
find care.  

Overall, I asked all parents how they found information about Medi-Cal coverage, 
and many responded with calling the help line on the back of their enrollment card, looking 
up information online or in their member benefits packet, trying to Google providers, and 
receiving information in the mail. Some provided responses throughout their interview 
related to other ways they sought and successfully accessed family dental care—through 
connections. For example, Elizabeth moved from Orange County to the San Joaquin 
Valley. She reported not wanting to disclose her low-income status as a newcomer to the 
area,  

I looked up a dentist when my kids needed a dentist. And that's really the only way 
to find [one] other than asking other people. And we moved here from Southern 
California, so I don't really know too many people to ask. I can ask people what 
dentist [accepts Medi-Cal and new patients], but…I don't really want to give that 
information to people, that I'm low income and I have Medi-Cal, you know. So it 
was really hard. I Googled ‘dentists’ and ‘Merced’ and I just went down the list. 
‘Do you guys take Medi-Cal, I have two kid’ and you know [they would respond] 
‘We don't take Medi-Cal patients. We're not taking any new Medi-Cal patients.’ 
Same thing whether it's dentist or doctor. So that's the biggest issue. And I was 
able to find—somebody did actually tell me about [a dental office], and so I went 
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there, but I don't know… that facility is not that great and that's what I think 
about [the dental office] here for adults. It's dirty, it's gross, it's nasty in there. 
And if you go online, on Facebook or whatever… there's groups where people are 
asking for help, like ‘Hey can you…[recommend] a dentist that takes Medi-Cal’ 
and people are like ‘Don't go to [this dental office]. Don't go there. They did this, 
and did that,’ You know, the quality of dentists, that you get because you have 
Medi-Cal isn't always the greatest. 
 

This parent described the importance of social networks as a source of information, in this 
case, to identify local dentists that accept Medi-Cal. However, she also reported wanting 
to conceal her family’s Medi-Cal status when reaching out to new social networks because 
of the perceived stigma associated with being low-income. Instead of asking contacts 
directly, she used social media to identify other parents who posted about dental offices 
that accept Medi-Cal and gained perspective from their reviews. Similarly, Samantha 
recalled her experience finding a good pediatric dentist in the next town but wanting to find 
one closer to home and her work (see Chapter 1). She saw a Facebook post that advertised 
a new pediatric dentist that accepted Medi-Cal, and explained: 

I’m in a mom group on Facebook, and…that’s how I found out [about a new 
pediatric dentist in Merced]. One of the moms posted ‘Oh, this dentist is now 
taking Medi-Cal,’ There was so many comments on that post because a lot of 
moms were like, ‘Oh, I need to call, I need to call!’ So I think everyone was 
excited to have a pediatric dentist here. 

 
This mother’s discussion of being a part of the Mom’s group on Facebook illuminates 
several things. First, it shows the use of social media in sharing information regarding 
Medi-Cal participating dentists and mobilized social capital by being a part of the Facebook 
group. Second, it confirms the reported limited availability of Medi-Cal accepting 
providers in the area, particularly pediatric dentists who accept young children. Third, this 
sense of urgency—yet excitement—illustrates the severe demand among parents vying for 
an appointment with a dentist for their child. These two previous examples show parents 
use of social media to garner information from one another, ask questions, review local 
providers, and find offices that accept Medi-Cal, all cultivated care seeking behaviors by 
being a part of a larger social network.  

Luisa has three kids and lives in Chowchilla in Madera County. All her children 
have had Medi-Cal since they were born, and up until recently the mother was dual 
covered, but now only has Medi-Cal. She recounted her oldest son having a negative 
experience at the dentist: 

It was one of his fillings they ended up like drilling into the nerve or something 
and damaging his tooth to the point where it just had to be taken out because it 
was hurting him so bad. And so we ended up switching to another dentist. He 
actually goes to Fresno now… My grandma pays for his dental care because of 
our bad experience.  
 

To overcome challenges associated with having a negative experience with a Medi-Cal 
dentist, a family member was willing and able to pay for the child’s dental care. Another 
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example of a parent overcoming challenges to seeking dental care for herself includes 
Elizabeth who explained how she was able to get care after two decades of not visiting a 
dentist. 

[There was] a program where they would [cover dental services] because I hadn't 
seen the dentist in like 20 years, I'm going to be honest. So they had a program—it 
was a new startup [for]…a new dentist out in Winton and they would pay for $500 
worth of work. So by the grace of God, I was able to get in there and they've been 
super helpful. If it wasn't for that place, I wouldn't have gotten any dental. They've 
filled my cavities... They fixed all that. The only thing that they will not pay for—
which I understand—is crowns, so I’m on my own for that. 

 
Shortly after, I asked her about how she found out about this program, she explained: 

From my son's Head Start program, they had some kind of program going at the 
time where you would get $500 of free work if you came in and because I had Medi-
Cal they were able to keep me on as a client. And to be honest, these flyers… had 
zip codes on there. You had to live in a certain zip code. It wasn't all of Merced 
County that qualified, so the actual city of Merced was not on the list, so my zip 
code was not on there. Well, I work for a lady [as an in-home caregiver] who 
happens to live in Atwater. And I was mentioning to her like, ‘This sucks, you know, 
like I need work done and I can't get anything done,’ and she told me I could use 
her address, so I did. Okay, and then, once I was in there, I changed my address to 
my actual address and it's never been a problem, but for the actual program it had 
to be [one of the zip codes]... 

 
This work around of using someone else’s address provided this mother with the 
opportunity to obtain needed dental services. These examples of parents finding ways 
around access issues and barriers to care surrounding Medi-Cal dental system, using social 
capital to gain access, show the resilience of these mothers to continue seeking dental care 
despite hardships accessing services for themselves and their children.  
 
Feeling grateful for Medi-Cal but still criticizing the program 

Some parents reported ambivalence toward Medi-Cal—gratitude for Medi-Cal 
covering services yet frustration with challenges to accessing care. Julia, who did not 
qualify for Medi-Cal because she works part-time, reported visiting Planned Parenthood 
and the emergency room for her healthcare needs, explained a recent situation with her 
daughter. She did not understand why her daughter had a cavity, since they always brushed 
her daughter’s teeth at home. Overall, she expressed her gratitude for Medi-Cal, “With 
Medi-Cal. I'm just really grateful that my daughter qualifies for it. You know cause she's 
the one that needs it the most.” Later in the interview, she explained that growing up her 
own parents did not speak English and her family had lacked knowledge about available 
resources.  
 Melissa described an instance prior to the pandemic when she tried to seek services 
but realized she was not covered by Medi-Cal, despite other members of her family being 
covered. Mixed status insurance within a family raises challenges (as seen in the previous 
example as well), particularly when accessing dental offices in the area. When I asked 
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about how she was disenrolled, she was unsure, but thought that her part time job with In-
Home Support Services (IHHS) put her slightly over the income threshold. Melissa 
described her experience feeling left out of her family’s insurance plan with Medi-Cal 
while she was uninsured. She explained: 

And you know what, I should have asked more questions, but at the time I just was 
like, oh, that's just what I had to do, you know, we always just kind of think, oh, 
that's what I had to do, instead of asking the right questions. We don't know the 
right questions to ask. So my husband and my son had Medi-Cal the whole time. It 
was horrible. I felt left out. I felt it was just like a feeling of how it wasn't fair 
because of everything we'd already been going through. And even though I was 
getting IHHS it's not enough to cover your expenses and, you know, getting your 
teeth fixed. So I felt like left out of my family. I was like, ‘Well, that's not fair. How 
come I don't get to have Medi-Cal and I need my teeth fixed’ or I need this or 
that. Um, you know, grateful that they still had it, but still kind of left out in the 
dark. Confused.  

 
Melissa’s description of not knowing the right questions to ask regarding her loss of Medi-
Cal coverage shows that interactions with a government health program like Medi-Cal—
with its complicated mechanisms and eligibility criteria—requires cultural capital (or 
social assets/knowledge that assist with navigating different fields). 

Additionally, there was a change in tone with another mother who went from 
complaining about long wait times at the dentist for her daughter to expressing gratitude, 
while simultaneously recognizing programs like Medi-Cal and Women Infant and Children 
(WIC) practices and polices constrain one another: 

I am thankful for Medi-Cal, even though there are troubles. Like we qualify for 
WIC, because the kids get Medi-Cal and we’re very thankful for that—I do pay 
like $20 for Medi-Cal every month. I do have a fee. But I do get free WIC food 
and stuff like that. But sometimes WIC requires a physical paper filled out or 
things like that. So I had to make an appointment for that stuff so it does take a 
while. When I’m like I have to cancel that WIC appointment so I can get the kids a 
physical and then it takes me even longer to get the free food that they provide... 

 
Since WIC requires the child to have a physical from a doctor, parents need to make an 
appointment at a health provider. However, if it can take up to months to get an 
appointment with a pediatrician, families may be experiencing delayed fulfillment of 
immediate basic needs (e.g., WIC food vouchers).  

Gina ended her interview with this statement about being thankful for Medi-Cal 
coverage despite having “hours” worth of stories to tell about challenges with the program. 
She states, 

I mean, I'm sure I could go on for hours, but no, I mean, it's been fairly I'm 
grateful we have the program. I couldn't imagine not having a program to us. It's 
just through this time and it wasn't a program that we had anticipated being a 
part of that we're definitely grateful that the program is here to help us through 
when he's needed the help…It's just—it needs a little work. 
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Parents recognized the Medi-Cal program was an overall beneficial program for their 
families, but system challenges to obtaining timely and quality dental care made their lives 
difficult. Throughout, many parents recommended system improvements to make this 
safety-net program easier to navigate and receive needed family health and dental care.  
 
Discussion 

Parents with Medi-Cal dental experiences, whether they be positive, negative, or 
defining, develop their own conceptualization of this public dental system. Some parents 
described their previous experiences with dental care when they were children or more 
recent experiences navigating the public dental system as an adult beneficiary or a parent 
to a child beneficiary.  Based on these experiences, the public dental system may constrain 
what parents believe is probable or what they can effectively do to address their family’s 
dental needs—on behalf of themselves and their children—given these 
conditions/constraints.  

Such experiences, as social conditions, “directly shape individual health behaviors 
by influencing whether people know about, have access to, can afford and are motivated 
to engage in health-enhancing behaviors” (Phelan et al., 2004: 267). Examples of behaviors 
related to health care include knowing when and how to seek preventive care or treatment. 
At some level (conscious or subconscious) these interactions shaped their own and their 
children’s future interactions with the dental system. As reported by some participants, 
barriers to care or accessing care can be actual or perceived, while others justified not 
needing to go to the dentist because they reported no pain and self-reported/perceived that 
they had “no cavities” despite not visiting the dentist in years.  

Several stories highlight how perceptions of a Medi-Cal dental office, long wait 
times, or perceived quality of care hinders access and serve as deterrents for continuing 
dental services. Experiences of disrespect among Medi-Cal recipients is embodied, or “gets 
under the skin” (Krieger, 2001), and creates certain dispositions of the dental system and 
the care one can receive, and may affect how readily they engage with this care on behalf 
of their family. Thus, the extent to which one learns about, observes through social 
conditioning or modeling, is exposed to oral health, or is exposed to poor treatment in a 
dental setting may play influential roles in the embodiment of one’s dental habitus.  

Parent’s trust in the Medi-Cal dental system may be eroding, as observed with some 
families who report choosing to pay out of pocket for dental services despite having Medi-
Cal. Since not all families have the economic capital or means to pay out of pocket, take 
out loans for dental services not covered by Medi-Cal, or have/utilize social networks to 
their advantage, many families may have to delay care or go without care altogether. This 
phenomenon provides additional evidence for Horton and Barker’s argument that there is 
a two-tiered dental system that some families experience in which some dentists (based on 
strategies to overcome time constraints and low reimbursements for services) may choose 
to extract instead of restore Medi-Cal enrolled children’s teeth (2010). Under the current 
San Joaquin Valley Medi-Cal dental field contexts, in which there is a dearth of Medi-Cal 
accepting providers, some dental offices prolong dental treatment and services with the 
goal of maximizing profit, while extracting patient’s time and perpetuating dental disease 
burden on families. 
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Many Medi-Cal recipients in this study were working class, low-income families 
near or below the federal poverty level, since nearly all mothers reported their families 
qualified for means-tested state programs like SNAP (food assistance) or W.I.C. (n=22). 
Families enrolled in Medi-Cal, however, may not necessarily be paying for their health and 
dental services with financial or economic capital. They are paying in an alternate way. 
Although their health insurance costs may be low (since premiums are minimal or free), 
parents pay for their family’s dental services and treatment with their time. Having dental 
appointments scheduled months into the future, waiting in dental offices for long periods 
of time, or having to come back multiple times for dental issues are a few examples of how 
time and the value of time is an important measure of worth—both at the dental system 
level and individual level. This theme of time transcends nearly all the narratives collected 
from parents. Using the American Time Use Survey, Holt and Vinopal found that low-
income individuals are three percentage points more likely to spend time waiting, and wait 
18 minutes longer on average to obtain medical care compared to high income people, 
suggesting socioeconomic and racial inequalities in waiting to fulfill basic needs (Holt & 
Vinopal, 2021). Medicaid patients are 20% more likely to wait longer than 20 minutes 
compared to privately insured patients, due to differences in practices and providers. 
Oostrom and colleagues explain, “Wait times for Medicaid patients relative to privately 
insured patients were longer in states with relatively lower Medicaid reimbursement rates.” 
(Oostrom et al., 2017).  Over one’s life course, waiting extended periods of time can 
compound to days or even weeks of inequitable time lost to waiting for important services. 
The detrimental impacts of waiting for services is further supported by the fact that 
unanticipated time can lead to stress and affect the quality of time spent doing other 
activities (Roy et al., 2004). Time is an important factor, particularly in the context of dental 
disease progression in children (Fisher-Owens et al., 2007). Throughout this study, parents 
reported severe issues with time and the amount of time it took to visit the dentist for 
themselves and their children. Time was also something parents noted as important in 
determining their perception of access, quality of care, and likelihood of subsequent visits. 
 
Oral health knowledge as a form of embodied cultural capital and the transfer of 
other forms of capital 

To what extent do parents have agency in their oral health related behaviors for 
themselves and their children? Studies that focus on family characteristics as risk factors 
or attribute full responsibility of caries development on parents with minimal consideration 
of the social contexts (built environment, policy, and dental providers) might limit public 
health strategies to address oral health disparities. These limitations exist when research 
does not take a constructive look at other serious limitations to maintaining oral health, 
particularly factors around (1) preventing oral diseases in the first place, (2) the ability to 
visit the dentist, and (3) addressing any issues and getting any needed services done in a 
timely manner. Oral health education and increased oral health literacy skills cannot 
address the aforementioned structural barriers such as living in a region where there are 
limited Medi-Cal participating dental providers that accept new patients or having had 
negative experiences at dental offices that dissuade parents from subsequent visits for their 
family. As seen in my research, parents of children enrolled in Medi-Cal face severe 
challenges to visiting the dentist, getting timely care, or receiving quality care. Some 
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parents reported delaying care because of these barriers. There has been limited research 
that provides an in-depth analysis of parents whose children are enrolled in Medi-Cal and 
ways they navigate the public dental system on behalf of their families.  

There is much literature on the connection between parent’s health and children’s 
health (Hooley et al., 2012; Isong et al., 2010; Tiwari et al., 2021). Thus, parent-child dyads 
cannot be separated from one another in thinking about the biological and social 
mechanisms that can contribute to children’s oral health issues, such as early childhood 
caries (Casamassimo et al., 2009). Parents are responsible for and in charge of enrolling in 
Medi-Cal for their child (or themselves), finding providers, making appointments, and 
taking the child to the dentist. In addition, parents make decisions based on a variety of 
factors, including perceptions of quality of care. In descriptions of their children’s oral 
health, parents interchangeably used “I” and “we,” further supporting the notion that parent 
and child’s oral health are interconnected and cannot be separated or studied in isolation 
from one another. 

For the most part, the majority of parents in this study reported knowing basic oral 
health information when asked how cavities formed (as a result of lack of brushing teeth 
and improper oral hygiene), and some strategies to prevent cavities from forming. Parents 
described how they learned dental and oral health information including from a dentist 
during an appointment, a dental hygienist providing a dental health lesson in the office, or 
their own parents growing up. One’s ability and motivation to care for one’s oral health is 
not ahistorical and starts with embodied cultural capital, or the knowledge and practices of 
caring for this part of the body, and the circumstances or constraints one experiences related 
to dental health care. Some health behavior theories (which includes dental health) assume 
individuals are rational actors that inherently know how to care for their oral health, yet 
these theories neglect to recognize that each person is situated within social structures and 
is conditioned in varying ways. Thus, individuals and groups embody different habits, 
thoughts, behaviors, and dispositions related to dental health.  

Furthermore, dental health behaviors such as brushing one’s teeth twice a day or 
flossing assumes a person’s knowledge and motivation to acquire, purchase, and 
effectively use these dental tools. Another assumption is that individuals have been socially 
conditioned to recognize dental health and hygiene as a priority and have the time or 
motivations to incorporate dental care into one’s lifestyle. Since dental practices are often 
incorporated into routines, they must be modeled by another (i.e., a family member, parent, 
role model, dental professional, or other influential figure) who embodies this capital. The 
idea that everyone knows or should know how to care for their oral health may be an 
assumed habitus; an assumption that everyone knows how caries are formed and how to 
prevent cavities (Horton & Barker, 2017a). As was seen with my two questions “What do 
you think of when you hear the word cavity?” and “How do you think cavities form and 
how can they be prevented?” Nearly all participants mentioned some sort of dental hygiene 
(including brushing your teeth and flossing) and the importance of visiting the dentist for 
preventive services, may be understood because of the cultural capital gained and passed 
down from generation to generation, until it is assumed to be a part of routine health 
maintenance. For some, however, this may not be the case. Multiple parents associated the 
word cavity with pain or fear of dentist. Even if a transfer of embodied oral health cultural 
capital was not passed down from one generation to another (through conditioning and 
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modeling behaviors), parents as adults can still learn about oral health from other 
sources/mechanisms/means, such as visiting the dentist for themselves and their children 
and learning from dental hygienists (gaining cultural capital of dental education from 
conversations). This underscores the importance of dental access for all members of the 
family, including adults. 

Lastly, the previously described forms of social capital in some ways assisted 
parents in their ability to mobilize connections and resources to address dental issues. 
Samantha’s experience having a dentist out of town and wanting somewhere closer and 
finding one through a Facebook post is an example of the social capital gained from being 
a part of a parent group on Facebook. These online platforms with uniquely targeted groups 
based on a shared interest/identity or location are being utilized for sharing information or 
transferring of cultural capital. These forms of social networks are likely assisting some 
parents to find quality local dental providers and offices for their children that also accept 
Medi-Cal. Although some families found dental providers for their young children, other 
families did not. Parents who did not have the cultural capital (i.e., the know how to find 
providers) or social capital (i.e., asking others for information on participating providers) 
to navigate barriers to care may be at a disadvantage when it comes to addressing their 
family’s oral health needs. Thus, these forms of capital have limitations. These two forms 
of capital cannot easily replace economic capital when it relates to dental access with 
private insurance over public insurance. Families on Medi-Cal may not be paying for their 
family’s dental insurance with money, but rather are paying with their time. For working 
class parents that balance childcare and work obligations, long dental visits in which they 
are waiting may result in lost wages because of this lost time (Al Agili et al., 2005a). 

 Taking each of these steps into consideration, actual or perceived challenges or 
barriers to care along the way can deter families from follow up and navigating the 
complexities of the healthcare system, including individual and interpersonal stigma which 
can be reinforced by structural stigma, particularly among low-income Medicaid recipients 
(Hatzenbuehler et al., 2013, 2017; Hatzenbuehler & Link, 2014; Martinez-Hume et al., 
2017). Differential dental treatment and experiences among low income families may lead 
to continued stigmatized biologies and differing physiognomies (Horton & Barker, 2010), 
which perpetuates dental health disparities across population groups, including Medicaid 
enrollees.  
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Conclusion 
The teeth are made from stern stuff. They can withstand floods, fires, 
even centuries in the grave. But the teeth are no match for the slow-
motion catastrophe that is a life of poverty: its burdens, distractions, 
diseases, privations, low expectations, transience, [and] the addictive 

antidotes that offer temporary relief at usurious rates. 

- Excerpt from Mary Otto’s Teeth: The Story of Beauty, 
Inequality, and the Struggle for Oral Health in America (2017) 

 
For this dissertation I explored and described the interconnectedness of payment 

mechanisms, oral health professionals, and reported unequal treatment among parents with 
young children enrolled in Medi-Cal and living in California’s San Joaquin Valley. Parent 
narratives described family experiences navigating the public dental system in the San 
Joaquin Valley, and in each chapter my findings align with the intersections of social 
contexts that influence children’s oral health conditions (Barker & Horton, 2008). 
Moreover, I argue that based on research on the historical, political, and economic 
landscape of the public dental program since the Great Recession, supported with parent 
reported and context-specific challenges of the program, California’s Medicaid program 
creates and reinforces structural barriers for dental participation and its detrimental effects 
are embodied within Medi-Cal beneficiaries. 

Chapter 1, titled “System barriers to care—Medi-Cal reimbursements and impacted 
dental offices,” discusses the structuring effects of Medi-Cal payment mechanisms toward 
dentists, characterized as relatively low compared to commercial insurance, and how this 
(a) deters provider participation and (b) affects families’ ability to seek timely dental care 
among the limited local providers in this area of the San Joaquin Valley. In Chapter 2, 
“Separate and unequal dental treatment,” participants in my research reported experiencing 
stigma related to their low-income and rural status, which became expressed biologically 
through dental diseases like early childhood caries. I provide examples of differential 
treatment while enrolled in Medi-Cal and compare these experiences to visits with non-
participating providers. In some cases, this reported stigmatized treatment affected their 
willingness to visit the dentist in the future. To fully explore the ramifications of these 
processes, in Chapter 3, “Dental habitus and the transfer of capital,” I unpacked the concept 
of dental habitus, in which a person’s embodied understanding of dental health is socially 
conditioned from the cumulative experiences including but not limited to: enrollment in 
dental insurance programs and their in-network providers, dental professional and staff 
interactions, and associations with dental health and care. Some parents reported 
overcoming challenges to accessing dental care through strategies like paying out of 
pocket, utilizing social networks, or gaining cultural health capital, yet it is important to 
recognize the social context in which not all low-income, Medi-Cal eligible families have 
access to these different forms of capital. 

As habitus is “a structuring structure which organizes practices and the perception 
of practices,” and its connection to dental habitus is: Medicaid payments and  
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reimbursement methods structure dental practices and the perception of dental practices by 
Medi-Cal recipients. In other words, the relationship and ways in which Medi-Cal pays 
dental practitioners (i.e., with low reimbursement rates compared to commercial dental 
insurance, barriers to participation, etc.) has influential effects on Medi-Cal participation 
among providers, and in turn, impacts Medi-Cal recipients’ perceptions of and ability to 
navigate this public dental system. Dental habitus, as conceptualized herein, is influenced 
by four different social contexts (Horton and Barker 2010): the healthcare system payment 
structures (the policy/regulatory context), the dental offices and patient interactions (dental 
provider context), the community and family contexts. Healthcare system payment 
structures include Medi-Cal relations with (a) dental providers/practices and 
reimbursement rates, and (b) recipients and their families. Dental offices and staff 
interactions with young children and their families enrolled in Medi-Cal have impacts on 
their cultural health capital (Shim, 2010). And lastly, the community and family contexts, 
which are the most proximal to a child, play a formative role in the development of dental 
habits, including health seeking behaviors like physical ability to access dental preventive 
and treatment services (i.e., enrollment in Medi-Cal, making an appointment, bringing the 
child to the appointment, etc.), as well as diet and hygiene. 

Structural barriers to dental care are politically constructed and lend themselves to 
the structural vulnerability of low-income Medi-Cal recipients in the San Joaquin Valley 
(Quesada et al., 2011). Meaning, limited provider participation in Medi-Cal stems from 
decisions around reimbursement fees and the worth associated with treating Medi-Cal 
recipients. If Medicaid programs pay significantly less than what commercial insurance 
pays for fee-for-service dental care, it sends a message regarding the worth and value of 
Medicaid recipients and their dental needs. The program also allows for voluntary 
participation, which gives dental providers the opportunity to attribute their own moral 
decisions around healthcare deservingness (Holmes et al., 2021; Willen & Cook, 2016). 
Overall, this has created a two-tiered dental system, illustrated by Horton and Barker’s 
work in the San Joaquin Valley (2010), contributes to and reinforces embodied differences 
as providers extract rather than restore children’s dentation, causing visible differences in 
social class, and (as illuminated in this dissertation) silver-colored crowns.  Similarly, 
Castaneda and colleagues’ description of South Florida’s inadequate public dental system 
as one of “false hope” for enrollees to have their dental needs met (Castañeda et al., 2010). 
In the context of dental disease progression over time, dentists are inadvertently 
perpetuating dental disease within the Medi-Cal population.  

Krieger’s Embodiment theory explores how the social world biologically and 
literally has a physical effect on bodies (2001). “Examining oral health disparities therefore 
requires an approach that addresses a population’s broader structural hinderances in 
accessing dental care, such as availability of dentists and costs of care” (Castaneda et al. 
2010). This dissertation considers insurance status through Medi-Cal (or Medicaid 
programs in other states) and provides an example of the interconnectedness of a shared 
social experience within an understanding of the conditions affecting a social class 
(Castaneda et al. 2010). Additional research that addresses the impacts of Medicaid 
insurance status and geographic location is needed to uncover Medicaid’s role in 
recipients’ dental utilization. Future oral health disparities research, as suggested by Kline, 
needs an approach that addresses broader structural barriers in accessing care and 
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“necessitates a methodology that conceptualizes dental care and access to dentists as a type 
of health insecurity” (2012). If parents are unable to visit the dentist for their children, face 
significant barriers to visiting the dentist, have negative experiences, or do not receive 
proper and effective dental health education at the dentist, the whole family may miss out 
on or have limited retention of important health information, which then in turn may 
continue to shape future social and health inequalities.  

Factors like cost, lack of insurance, not liking to go to the dentist, perceiving no 
problems with teeth, and being scared of the dentist were the top five reasons why surveyed 
Madera County adults reported not visiting the dentist in the prior year (Gonzalez et al., 
2019). These quantitative findings show barriers to care stemming from financial barriers 
to access, but further qualitative research on the nuanced reasons behind these barriers to 
dental visits and care is needed. “Qualitative approaches are valuable because they are 
suited to assessing the validity of standardized measures and analytic techniques for use 
with racial and ethnic subpopulations…[and] permit us to explore diversities in cultural 
and personal beliefs, values, ideals, and experiences” (Luborsky & Rubinstein, 1995).  

This dissertation adds to the literature on health insurance as a determinant of 
health, health policy related to Medicaid, and the sociology of health with the concept of 
dental habitus, adapted from sociologist Pierre Bourdieu. These links in oral health could 
suggest that it is a family affair, is not ahistorical, and cannot be separated nor studied in 
isolation. The concept of dental habitus underscores the importance of family access to 
dental providers and quality care—not just for needed dental care and treatment, but also 
for the essential cultivation of positive patient-provider interactions that build upon one’s 
cultural health capital (Shim, 2010), engaging with the dental providers and the dental 
system. A family’s inability to visit the dentist may not only physically prevent dental 
diseases from being treated, but also could lead to missing out on important personalized 
oral health knowledge or embodied cultural capital. The conceptual framework of dental 
habitus provides a way to assess dental health and care through the lens of social contexts 
that influence families and children’s oral health. 
 
Policy, Provider, and Public Health Implications and Recommendations  

Currently, there is a disconnect between what dental associations like the American 
Dental Association and the California Dental Association recommend and dental practices 
in the real-world for marginalized populations. While dental associations recommend 
children be brought into the dentist before their first birthday or as soon as their first tooth 
erupts, whichever comes first (ADA, n.d.), these recommendations fall short if they do not 
consider (a) the complexity of the social context or address equitable access to dentists 
regardless of insurance status, (b) the dental infrastructure including timely prevention and 
treatment of dental disease for young children enrolled in Medicaid. This mixed messaging 
and constraints may prevent parents from adequately accessing and utilizing dental services 
for their family and perpetuate intergenerational oral health disparities in low-income, 
Medicaid beneficiaries. 

Medicaid programs as a health safety-net, play a large role in acting as a social—
but also political—determinant of health (Dawes, 2020; Mackenbach, 2014). As Daniel 
Dawes explains, “Overall, health inequities in the United States can be traced back to a 
political determinant even when the inequities are deemed to result from an environmental, 
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social, economic, health care, or behavioral determinant (Dawes, 2020: p. 45). Polices at 
the government and organization levels synergistically interact; the Medi-Cal dental 
program is chronically underfunded, while dental offices either do not participate or may 
engage in practices that attempt to maximize payments.  

Medi-Cal’s relatively low reimbursement rates for dental providers limits 
participation and hinders many San Joaquin Valley parents’ ability to address their family’s 
oral health needs in a timely manner. Prior to the Great Recession, an estimated 50-97% of 
private dentists accepted Medi-Cal; following the Recession, there was a shift of the dental 
system, marked by state budget constraints and legislation to decrease reimbursements and 
eliminate adult coverage, which led to decreased Medi-Cal participation across California 
(Wides et al., 2014). This ultimately created provider shortages for Medi-Cal enrollees 
(UCLA Center for Health Policy Research, 2021). The ADA Health Policy Institute 
recently identified issues with how Medicaid participation was measured and called for the 
need to “disentangl[e] provider enrollment…[toward] measures that capture how many 
dentists are actively treating Medicaid patients” (Vujicic et al., 2021). Exploration of 
regional differences, particularly in rural/semi-rural regions like California’s San Joaquin 
Valley in which 2% of dentists are reported to participate in Medi-Cal (UCLA Center for 
Health Policy Research, 2021), are needed to further uncover geographic-based dental 
infrastructure disparities. 

Findings reported herein suggest DHCS should increase Medi-Cal reimbursement 
rates for practicing dentists and dental professionals. Medi-Cal and the Department of 
Health Care Services (DHCS) does not financially and relationally value dental providers 
(LHC, 2016). Low reimbursement rates discourage dental participation in Medicaid 
programs, as documented in the literature (Chalmers & Compton, 2017; Decker, 2011; 
Decker & Lipton, 2015; Logan et al., 2015; Vujicic et al., 2021). Dawes describes 
challenges to achieving equitable healthcare as, “two competing interests must align to 
effect changes leveraging the political determinants of health—human interests and 
commercial interests” (Dawes, 2020, p. 47). Considering high dental school student loan 
debt (Educational Debt, n.d.), practicing dentists may be incentivized to participate in 
Medicaid program through adequate financial compensation (Logan et al., 2015; Mertz & 
O’Neil, 2002; Pourat et al., 2021). Medi-Cal reimbursement must be competitive with 
commercial insurance to reach parity and eliminate the financial barriers to participation.  

The current rate of 1-2% of the Medi-Cal expenditures on dental care is inadequate 
to serve the Medi-Cal population’s dental needs (CHCF, 2021; UCLA Center for Health 
Policy Research, 2021). Using the National Health Interview Survey, Lipton found that 
generosity of states’ Medicaid program dental benefits contributed to a 14% and 5% 
increase in likelihood that adult and child, respectively, had a recent dental visit, suggesting 
a connection between Medicaid-enrolled parent dental coverage and child dental utilization 
on a state level (2019). These increases in child dental utilization were most significant for 
young children under 12 years old. Another study found that increased reimbursement rates 
among states with low rates would expand dental access to nearly 2 million additional 
children (Chalmers & Compton, 2017). An increase in Medi-Cal dental spending could 
make a huge impact in terms of Medi-Cal dental participation and ultimately addressing 
dental disease in this population.  
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With the appropriate policies and funding, Medi-Cal system barriers can be 
overcome and remedied to encourage dental participation. Efforts to cultivate a positive 
dental culture of Medicaid participation, and systematic coordination of public dental care 
may move society from downstream treatment of severe dental disease toward upstream 
timely prevention of dental disease across the life course. Recruitment efforts to encourage 
dental providers to participate in Medi-Cal should be strategic and context-specific. Since 
the passage of Proposition 56 (2016), there has been an increase in funding for county-
level oral health research, an increase in Medi-Cal reimbursement rates for some dental 
services, and targeted efforts to encourage participation (i.e. dental student loan repayment 
incentives, provider outreach, etc.). Yet, dental participation in Medi-Cal is still low. 
Recruitment should more accurately understand why dentists do not accept Medi-Cal, 
mend relations and encourage non-participating providers, and heavily target regions that 
have high number of Medi-Cal recipients. Some estimate that 80% of dental participation 
in Medicaid is required to fully meet need for rural areas (Cao et al., 2017). 

Using a dental habitus lens challenges the way we think about responsibility, 
disease, and how children’s behaviors are shaped by their surrounding conditions and 
contexts. We must take into consideration the extent to which Medi-Cal enrolled families 
have autonomy in caring for their family’s oral health if local Medi-Cal dental providers 
are limited due to system, financial, and social barriers (including stigmatization) to 
participation. Further research should continue to consider the ways public health 
researchers and practitioners explore disparities that assess insurance status based on Medi-
Cal and geographic region/county to identify specific structural barriers to care, inequitable 
health and dental resources in the built environment, healthcare deservingness, and health 
disparities among these populations, which may get at more access-specific disparities.  
 
Strengths and Limitations 

The nature of qualitative research is not to generalize, but rather to provide rich 
detailed descriptions that communicate the nature and character of the phenomena under 
study. From this sample of mothers of young children enrolled in Medi-Cal, some of the 
experiences San Joaquin Valley residents navigating the public dental system are 
documented. The approach of convenience sampling was a limitation of this study. During 
the COVID-19 pandemic, social distance practicing affected study recruitment and 
eliminated the possibility of in-person interviews. A more robust sampling approach with 
adequate representation with family members (i.e., fathers, grandparents, etc.) from other 
counties of the San Joaquin Valley may garner further information into Medi-Cal enrollee 
experiences. Additionally, narratives of mothers provide one perspective of the complexity 
of the public dental system; participants consisting of Medi-Cal administrative staff and 
dental professionals practicing in the San Joaquin Valley are needed to better understand 
multiple perspectives of this issue. Lastly, this study was conducted with only English-
speaking participants, which may limit understanding of language related barriers and 
challenges Medi-Cal enrollees and their families face. 

Further research is needed to explore a broader population to assess whether these 
findings are similar or whether more barriers to dental care for families with Medicaid are 
reported within this San Joaquin Valley region, across other parts of California, or other 
regions nationally. Considering the geographic and labor contexts of the Central Valley in 
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relation to health insurance, Horton and Barker explain, “Health insurance in the United 
States has historically been contingent on permanent, full-time employment. There are few 
industries in low-income communities like the Central Valley that offer such 
employment…” Although the specifics of labor relations in this region are beyond the 
scope of this study, and more adequately explored in other works (Castaneda et al. 2010; 
Horton & Barker 2010), these geographic-specific labor relations inform whether and how 
San Joaquin Valley residents have jobs that provide employer-based health and/or dental 
insurance, or whether their income qualifies them for insurance through the health 
insurance marketplace (Covered California).  

Aside from Medicaid enrollment as a social class identity explored in this 
dissertation, I recognize the intersectionality of identities families may occupy and how 
these may also shape their understanding and navigation of the public dental insurance 
field. Some characteristics and identities that should be further explored include racial and 
ethnic identities, U.S. documentation status and mixed status families, sexual orientation 
and gender expression, housing status, disability status, other insurance or social service 
recipients and dual coverage, among others. Studies with participants who have limited 
English proficiency, disabled family members, and fathers of children enrolled in Medicaid 
programs may also further contextualize the various ways people navigate public dental 
system.  

Inquiring about parent or child’s citizenship or immigration status was beyond the 
scope of this study. Citizenship status in the U.S. is another factor considered influential to 
oral health. Compared to U.S. citizens, noncitizen immigrants had poorer diagnosed oral 
health (Wilson et al., 2018). Particularly, noncitizens were found to have higher rates of 
caries compared to U.S. natives (Castañeda et al., 2010; Horton & Barker, 2010, 2017; 
Wilson et al., 2018). Since California has since recently expanded full-scope Medi-Cal 
access to qualifying adults under 26, regardless of immigration status, future research 
should explore dental access among new beneficiaries as a result of this policy change.  
 

Through qualitative research facing Medi-Cal recipient’s social, political, 
economic, and health hardships, this dissertation unpacked a variety of factors that 
contribute to the detriment of oral health as a low-income Medi-Cal beneficiary. This topic 
is a particularly important one since Medi-Cal recipients often depend on the federal and 
state government to support their health care and uphold functional policies, but at the local 
level are not being fulfilled. This study is about recognizing and the context of cares that 
low-income children experience, and how the public dental system and dental providers 
(participating and non-participating) may not facilitate some children’s ability to achieve 
optimal oral health and care. As described, parents with young children enrolled with Medi-
Cal display resilience despite the social context and hardships seeking timely dental 
services for their children and the rest of their family. As the ADA Health Policy Institute 
report on Medicaid participation states, “The integrity of the dental care safety net depends 
upon meaningful participation of dentists in Medicaid” (2021). As public health 
practitioners, providers, and advocates, we must recognize low-income publicly insured 
recipients’ humanity and deservingness of quality health and dental care to move toward 
health equity for all. 
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Appendix A: Participant Interview Guide 
 
1. Can you first tell me a little about you and your family? 
2. How long have you and your child been enrolled in Medi-Cal? What was it like first enrolling 

or re-enrolling in Medi-Cal? 
3. Where do you go for information on your family’s health insurance, specifically your 

family’s Medi-Cal benefits and coverage? 
4. What parts of the Medi-Cal program or benefits do you maybe not understand so well or what 

questions do you have? 
5. Have you experienced a change in your Medi-Cal or Denti-Cal coverage?  
6. What types of challenges have you had with Medi-Cal?  
7. Can your family find a doctor when you need one? Why or why not? 
8. Can your family find a dentist when you need one? Why or why not? 
9. Where do you usually go for dental services? Where does your child go? 
10. Can you walk me through how you make a dentist appointment for yourself? For your child? 
11. Can you tell me about your last visit to the dentist? What happened? 
12. Can you tell me about your child’s last visit to the dentist? What was it like? 
13. How often do you bring your child to the dentist? Can you talk more about this? 
14. What challenges have you or your child had visiting the dentist?  
15. What recommendations would you make to make these processes easier? 
16. How has the COVID pandemic changed your family’s lifestyle? What specifically changed? 
17. How has COVID affected how your family visits the doctor / dentist? Have you or your 

family delayed going to the doctor/dentist because of the pandemic? Why? 
18. What do you think of when you hear the word ‘cavity’? 
19. What causes cavities? How can cavities be prevented? 
20. Has your child ever complained about their mouth or teeth? If so, what did you do?  
21. Have you noticed any stains/dark spots on your child’s teeth? What do you think these are? 
22. How was your dental experience growing up as a child? 
23. How would you rate your oral health compared to your other needs? Please explain. 
24. How would you rate your child’s dental needs compared to their other needs? General needs? 

Why? 



 

 

 
 

 

73 
 
 
 
 
 
 

Appendix B: Post-interview Parent and Child Demographic Survey 

 

Child questions: 
1. How old is your child?  
2. What is your child’s gender? 
3. What race/ethnicity is the child? (Select all that apply)  

o Latino / Hispanic 
o Black / African American 
o White / Caucasian 
o Asian 
o Native American Indian / Native Alaskan 
o Multiple Races 
o Other: _________ 

4. How would you rate your child’s dental health? 
o Excellent, Good, Poor 

5. At what age did you first take the child to the dentist? 
6. At what age did you begin to brush your child’s teeth? 
7. How often do you brush or clean your child’s teeth and gums? 

o 0 times a day 
o 1 time a day 
o 2 times a day 
o More than 2 times a day 

Parent/Caregiver questions: 
1. What is your age? 
2. What is your race/ethnicity? (Select all that apply)  

o Latino / Hispanic 
o Black / African American 
o White / Caucasian 
o Asian 
o Native American Indian / Native Alaskan 
o Multiple Races 
o Other: _________ 

3. What is your relationship to the child? 
o Mother / Father / Other: ________ 

4. What is the highest education you have completed? 
o Some high school 
o Completed high school or equivalent (GED) 
o Some college 
o Completed college, technical school, or beyond 

5. How many children under 18 years old are in your household? 
6. How would you rate your oral health? 

o Excellent, Good, Poor  
7. Number of children in household 
8. Primary language spoken in the household 
9. Does your family receive WIC / Cal-Fresh / SNAP / Food stamps? 
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