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CHIP Reauthorization Bill Becomes Law 
In a major victory for oral health advocates President Barack Obama signed into law the 
Children’s Health Insurance Program (CHIP), Public Law No: 111-3, on February 4.  The new law 
includes a guaranteed dental benefit for which ADEA had been advocating.  This brings to an end 
the long battle to get the legislation enacted into law having been twice approved with impressive 
partisan support by the 110th Congress and twice vetoed by former President George Bush. 
 
Funded primarily through a 61-cent federal tax on tobacco products, the law preserves coverage 
for seven million children currently covered and expands coverage to an additional four million 
uninsured, low-income children. It also allows states the option to cover legal immigrant children 
and pregnant women without the standard five year waiting period.    
  
 “The American Dental Education is very grateful to those who championed the inclusion of 
important dental provisions in this bill.  Their relentless work to enact this legislation will improve 
the health of low-income children and ensure they have access to needed oral health care. The 
passage of the CHIP bill with a guaranteed dental benefit emphasizes the critical importance of 
oral health and reinforces the conclusion of the U.S Surgeon General’s report that oral health is 
essential to general health and well being.”    ADEA President Charles Bertolami 
 
Importantly, a provision offered by Senator Olympia Snowe (R-ME) in the Senate version and 
included in the final version signed into law by the President allows states to offer dental 
insurance to children who are privately insured but do not have dental coverage. The House-
passed bill (H.R. 2) did not include “wrap-around” coverage for low-income children who have 
private coverage through their parents’ employer-sponsored medical insurance plans.  These 
children, who are otherwise eligible for CHIP, would be able to receive dental-only CHIP 
insurance coverage.  ADEA supported this provision and is extremely grateful to Senator Snowe 
for championing it.   
   
There are several provisions in the new law of importance to the dental community:  
 

 A federal guarantee for dental coverage     
 Outreach to all eligible children        
 Mechanisms to ensure reliable reporting of dental care    
 Government Accountability Study (GAO) and Report on mid-level providers 
 Improved accessibility of dental provider information  
 Ability of federally-qualified community health centers to contract with private 

practicing dentists  
 Education of new mothers on dental care for their infants 
 Dental-only insurance plan (“dental wrap”) 

   
ADEA was pleased to be invited to attend two major events surrounding the Children’s Health 
Insurance Program (CHIP). At the invitation of Speaker of the House of Representatives Nancy 
Pelosi (D-CA) ADEA President Charles Bertolami participated in a press conference in the U.S. 
Capitol celebrating the House passage of CHIP by a bipartisan margin of 289-139.  Dr. Bertolami 
joined Speaker Pelosi, House Majority Leader Steny Hoyer (D-MD), Representatives John 
Dingell (D-MI), Charles Rangel (D-NY), Chris Van Hollen (D-MD), Diana DeGette (D-CO), 
Rosa DeLauro (D-CT), and John Larson (D-CT) and other CHIP champions. Dr. Bertolami was 
accompanied to the Hill by ADEA Director of Congressional Relations and Regulatory Affairs 
Myla Moss. Prior to the press event, Speaker Pelosi invited Dr. Bertolami, several 
representatives from other advocacy groups and two families whose children received medical 
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and dental services through the CHIP program to watch the vote in the gallery of the U.S. House 
of Representatives.  
 
Another invitation was extended to ADEA to attend the White House ceremony in which President 
Obama formally signed the bill into law.  Associate Executive Director and Director of the ADEA 
Center for Public Policy and Advocacy Jack Bresch represented ADEA at the White House 
event.   
 
Economic Stimulus Bill Becomes Law 
On February 17, President Barack Obama signed into law the American Economic Recovery and 
Reinvestment Act designed to stimulate the nation’s flailing economy.  The measure passed in 
both chambers on Friday, February 13, with only three moderate Republican Senators’ voting for 
the measure and no Republican votes in the House.   
 
The $787 billion price tag (2009-2019) is lower than that approved in either the House or Senate 
versions of the legislation.  According to the Obama Administration,  
 

 The largest portion of the bill is for tax relief which accounts for $288 billion or a third of 
the costs; 

   
 The next most costly item is $144 billion for state and local fiscal relief to help state and 

local governments avoid tax increases and cuts to health and education programs.   
 

 The remainder includes $111 billion for infrastructure and science, $81 billion for 
programs that protect the vulnerable, $59 billion for health care, $53 billion for 
education and training, $43 billion for energy and about $8 billion for other items 
included in the measure.    

 
The bill’s tax relief includes about $15 billion that benefits infrastructure and science, $61 billion 
that protects the vulnerable, $25 billion for education and training and $22 billion for energy.  That 
brings total funding for infrastructure and science to $126 billion, for protecting the vulnerable to 
$142 billion, for education and training to $78 billion, and for energy an additional $65 billion. 
 
Significantly, through the efforts of Senator Arlen Specter (R-PA), the stimulus package includes 
$10 billion through September 2010 for the National Institutes of Health (NIH). Of this amount 
nearly $8 billion will be distributed among NIH’s institutes and centers. The National Institute of 
Dental and Craniofacial Research (NIDCR) is expected to receive $100 million over two years.  
Shortly, more information will be forthcoming from NIH Principal Acting Deputy Director Dr. Larry 
Tabak on NIH’s focus in allocating these funds.  
  
One notable new health spending initiative in the stimulus package is approximately $19 billion in 
funding for health information technology (HIT).  Due in part to the efforts of Dr. Cecile Feldman, 
Dean of the New Jersey Dental School at the University of Medicine and Dentistry of New Jersey, 
the New Jersey congressional delegation and the University’s advocacy team in Washington, 
language was successfully added to the stimulus package in the final agreement to ensure that 
academic dental clinics are eligible for new bonus payments starting in 2011 which will cover up 
to 85 percent of costs for the purchase, installation, and implementation of new health information 
technology.   
 
ADEA’s Center for Public Policy and Advocacy staff and dental school deans in key states 
joined the effort to encourage Congress to make dental school clinics eligible for this 
significant payment.  
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The American Economic Recovery and Reinvestment Act also creates an oversight board to 
monitor the approved spending and address any suspected cases of fraud and abuse.  The 
oversight board must submit reports to Congress annually.  Also federal agencies that receive 
funds will have to post information and announcements regarding the use of funds on a new web 
site that is already open and accessible to the public at: www.Recovery.gov.   
 
The following chart identifies spending for programs of interest to academic dental institutions, 
faculty and students: 
 

THE AMERICAN RECOVERY AND REINVESTMENT ACT OF 2009 
(In Millions)

Higher Education  
• Increases the maximum Pell grant by $500 to $4,860 for the 2009-2010 

academic year.  When these funds are combined with the “mandatory 
funding” authorized and appropriated by the College Cost Reduction and 
Access Act, the maximum Pell award will be $5,350. 

$17,100

• For the College Work-Study program supporting low and moderate income 
students who work.  These funds must be matched with 25 percent non-
federal funds.  Colleges and universities must use seven percent of their 
allocation for payments to students employed in community services 
activities. 

$200

• For the Higher Education Account $100
• To help the Department of Education administer student aid programs $60
• Creates a new American Opportunity Tax Credit for 100 percent of the first 

$2,000 cost of tuition, fees and course materials and 25 percent for the 
second $2,000 for a maximum credit of up to $2,500 for 2009 and 2010. (As 
much as 40 percent of the credit is refundable and would be phased out for 
gross incomes of $80,000/single and $160,000/couples. 

 $14,000

• Expands the definition of qualified educational expense under Section 529 
education savings plans to include computer technology and equipment. 

$6

• For energy sustainability and efficiency grants and loans to help school 
districts, institutes of higher education, local governments and municipal 
utilities implement projects that make them more energy efficient. 

$50

 
NIH—Biomedical/Clinical Research Infrastructure 

$10,000

• For the National Center for Research Resources (NCRR) for construction 
and renovation of extramural research facilities (prioritizes energy-saving 
and environmental upgrades). 

$1,000

• For the NCRR to acquire shared instrumentation and other capital research 
equipment.  

$300

• Provides funding to the Office of the Director of NIH for transfer to Institutes, 
Centers and the Common Fund  

$7,400

• Provides funding to the Office of the Director of NIH for short-term, two-year 
grants focused on specific scientific challenges, new research that expands 
the scope of ongoing projects and research on public and international 
health priorities.   

$800

• For flexible research authority to support central research support activities 
including equipment for the clinical center or intramural activities, centralized 
information support systems, and other activities. 

$400

• Funds to construct improve and repair NIH buildings and facilities, including 
projects identified in the Master Plan for Building 10. 

$500

 
Health Information Technology (HIT) 

• To implement electronic medical records systems for private hospitals, 
physicians, dental clinics and public insurance programs-Medicare/Medicaid  

$19,000 

http://www.recovery.gov/


ADEA Washington Update                                       Volume 7, No. 1, February 18, 2009                                                         Page 4 

• National Coordinator of Health Information Technology (ONCHIT) – for 
management and oversight activities involved in creating a nationwide 
Health Information Technology infrastructure.   

$500

• Funding to support regional or sub-national exchange of health information. $300
• To the Public Health and Social Services Emergency Fund to improve 

information technology security at HHS. 
$50

 
Distance Learning, Telemedicine, Broadband and Wireless Services Grants 

$2,500

Health Resources and Services Administration 
• For Community Health Centers (CHCs) to support new sites and service 

areas, to increase services at existing sites, and to provide supplemental 
payments for spikes in the uninsured population. 

$500

• For the acquisition of health information technology systems for CHCs, 
including health center controlled networks receiving operating grants under 
section 330 of the Public Health Service Act. 

$1,500

• To address shortages of health care providers by training primary care 
physicians, dentists and nurses under Titles VII and VIII of the Public 
Health Service Act.  

$200

• For the National Health Service Corps (NHSC) recruitment and field activities 
(20% to be dedicated to field operations). 

$300

• Available through September 30, 2011 for extending NHSC contracts and to 
recapture funds when a participant fails to meet their service obligation. 

$75

 
Medicaid* 

• Medicaid FMAP increase - all states will receive a 6.2 percent increase 
through the end of FY 2010 in the share of Medicaid costs the federal 
government reimburses states and additional relief would be tied to 
states with higher rates of unemployment. 

$86,600

• Protections for Indians Under Medicaid/SCHIP—Request that CMS 
maintain a Tribal Technical Advisory Group (TAG) and prohibits states from 
imposing cost-sharing requirement on Medicaid-eligible American Indians. 

$550

*   Extends the CMS Rules moratorium through July 2009 on Medicaid and Medicare regulations including all six already halted until 
March 2009 and adds the CMS rule on out-patient hospital services to the moratorium. 
 
Agency for Healthcare Research and Quality (AHRQ) 

• Provides funding to Healthcare Research and Quality Programs to compare 
clinical treatments funded by Medicare, Medicaid and CHIP 

$300

• Transfer funds to NIH to be used to conduct or support research to evaluate 
and compare clinical outcomes, effectiveness risk and benefits of two or 
more medial treatments and services addressing specific medical conditions. 

$400

• Allocates funds to be used at the discretion of the HHS Secretary to conduct 
comparative effectiveness research 

$400

 
Children and Families Services 

• Provides additional funding to Head Start programs to be allocated under the 
current formula. 

$1,000

• Provides additional funding to Early Head Start programs to be awarded on a 
competitive basis. 

$1,100

• Provides additional funding to states for the Community Services Block 
Grant to coordinate benefits and services.  States may use this increase to 
raise the income ceiling from 125% to 200% of poverty.  

$10

• Creates a grant initiative aimed at assisting nonprofit organizations with 
capital improvements.  

$50

 
 



ADEA Washington Update                                       Volume 7, No. 1, February 18, 2009                                                         Page 5 

Prevention and Wellness Fund – Creates a prevention and wellness fund at HHS  
• Transfers 40% of funding to the Centers for Disease Control and Prevention 

for health promotion and prevention activities, including immunization, 
vaccine and public health programs 

    $400

• To carry out evidence-based clinical and community-based prevention and 
wellness strategies and public health workforce development activities to 
address chronic and infectious disease rates and health disparities. 

$600

• For the Institute of Medicine to report to Congress and the HHS Secretary 
recommendations with regard to national priorities for clinical and community 
based prevention and wellness not later than one year after enactment. 

$1.5

 
Indian Health Service -to modernize aging hospitals and health clinics and make 
healthcare technology upgrades for rural underserved populations. 

 $500

 
National Science Foundation 

• For research on social, economic and environmental issues $2,500
• For major research equipment and facilities construction $400
• For education and human resource programs to improve instruction in 

science, math and engineering 
$100

 
National Institute of Standards and Technology 

• For research and development facility construction grants $360
• For research grants $240

 
Department of Defense Medical Facilities--for new construction of hospitals and 
ambulatory surgical centers  

$1,000

 
Sources for this chart include:  Conference Report on H.R. 1, American Recovery and Reinvestment Act of 2009, H. 
Rept. 111-16, U.S. House of Representatives - February 12, 2009; The Economic Stimulus Agreement, Congressional 
Quarterly, House Act Reports, Edition Conference Summary, No. 111-1/February 13, 2009; Letter to House Speaker 
Representative Nancy Pelosi (D-CA) from the Congressional Budget Office, U.S. Congress, Washington, DC, February 
13, 2009 with enclosures; Where is your money going?, http://www.recovery.gov/, accessed Tuesday, February 17, 
2009. 
 
FY 2010 Budget and FY 2009 Continuing Resolution 
President Obama is expected to release his FY 2010 budget on February 24, 2009, three weeks 
later than the traditional introduction date due to the priority of passing the economic stimulus 
package. It is expected that that federal agencies and programs of interest to dental education 
and research will continue to be funded at FY 2008 levels by a Continuing Resolution (CR) 
through October 2009.  Initially, Congress intended to address the nine unfinished appropriations 
bills from the 110th Congress by wrapping them into one omnibus bill.  However, passage of the 
economic stimulus package took longer than anticipated.   The fiscal 2010 federal budget 
resolution will begin moving and is expected to proceed on the usual timetable toward completion 
in late March or early April.   
 

AADR-ADEA Advocacy Day - April 21-22, 2009 
The AADR-ADEA Advocacy Day on Capitol Hill will be held in Washington, D.C., April 21-22, 
2009. This annual event aims to equip AADR and ADEA members with tools to educate and 
influence their lawmakers with regard to important oral health, dental education, and dental 
research issues. Those who attend will learn about the legislative and public policy priorities of the 
organizations; enhance their legislative leadership skills; and, most importantly, engage in 
grassroots advocacy by meeting with their elected officials in the U.S. Senate and House of 
Representatives and their staffs. Specific information and a registration form will be available next 
week.  
 
 

http://www.recovery.gov/
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Overwhelming Support for ADEA’s Involvement in Health Care Reform   
The results of ADEA’s online survey to measure ADEA members’ support for health care reform 
and the Association’s participation in the national debate have been tabulated, and the response 
from those who completed the survey is overwhelmingly positive. 
   
In June 2008, the ADEA Board of Directors unanimously approved as interim ad hoc policy “Oral 
Health Care: Essential to Health Care Reform,” a document drafted by the ADEA Legislative 
Advisory Committee (LAC) with regard to the Association’s perspective on health care reform.   
 
During the last two months of 2008 ADEA members were encouraged to complete a survey, 
linked to ADEA’s home page, which solicited members’ reaction to and support for the Board-
approved document.  Participants at the 50th Annual ADEA Deans’ Conference and the ADEA 
Fall 2008 Meetings were also surveyed using the Automated Response System (ARS).  In total, 
509 members participated in the survey. 
 
The following general observations can be made with regard to the opinions of ADEA members 
who responded to the survey:   

 
 By an overwhelming percentage (93%), they believe it is necessary to confront and solve the 

serious problems facing the U.S. health care system. 
 
 More than nine out of 10 (92%) believe that oral health must be included in the national 

debate about reforming the health care system.  
 
 They are conflicted about whether they would support a health care reform plan that did not 

include coverage for basic oral health services (29% are in support, 49% are not, and 22% 
said they did not know). The conflict arises in some from the fact that they consider reform of 
the health care system so critical that it should be supported even if oral health services are 
not included; others had the opposite view that health care reform would be seriously flawed if 
no oral health services were included.  

 
 They are strongly supportive (84%) of making certain that oral health promotion, education, 

prevention, and early detection are essential components of health care reform.          
 
 By an overwhelming percentage (90%), they believe that every American should have access 

to diagnostic, preventive and primary oral health services.    
 
 The survey question measuring respondents’ awareness that the growing number of 

uninsured Americans negatively impacts the ability of American businesses to be competitive 
in a global market produced mixed results (22% express no opinion, while 17% disagree or 
strongly disagree).      

 
 Nearly nine out of 10 (89%) support ADEA’s participation in health care reform.     

 
 84% (411 out of 491) indicate support for the health care reform policy statement 

unanimously approved by the ADEA Board of Directors.  
 
 Nearly nine out of 10 (87%) agree that dental educators have a moral obligation to promote 

access to oral health care.   
 
 There is very strong support (82%) for the proposition that the financial burden of ensuring 

health care coverage is a shared responsibility among all stakeholders. 
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 By an overwhelming percentage (95%), they believe or strongly believe that academic dental 
institutions have a responsibility to educate professionals who are competent to care for the 
changing needs of society. 

 
To review the survey data, please go to page 11. 
 
ADEA Board Approves Revised Policy Statement 
On January 15, the ADEA Board of Directors unanimously approved and forwarded to the ADEA 
House of Delegates a resolution with regard to health care reform.  The House will review the 
resolution in March at the ADEA Annual Session in Phoenix.  If approved, it will become the 
official position of the Association with regard to the current discussion on health care reform and 
will be distributed by the staff of the ADEA Center for Public Policy and Advocacy (CPPA) to 
members of Congress, health policymakers, ADEA’s coalition partners, and the national press. 
 
Though substantively similar to the statement approved by the Board last June and circulated to 
ADEA members as “interim ad hoc policy,” the revised draft incorporates verbal feedback 
received from members at the ADEA Fall 2009 Meetings in Philadelphia and the ADEA Dean’s 
Conference in November. Taken into account also were results of the surveys described above.   
 
To review the Resolution and policy statement that will be considered by the ADEA House of 
Delegates at the ADEA Annual Session next month in Phoenix, please go to page14. 
 
Health Coalition to Congress: Oral Health Care Necessary in Reform Debate  
Ten health organizations joined ADEA in sending the following letter on health care reform to 
congressional leaders:  
 
Dear Senator/Representative: 
 
As health care reform proposals move forward in Congress, the undersigned health organizations 
urge you to include access to and coverage of oral health care in the discussion.   
 
Oral health, though often overlooked, is an integral part of general health.  Former Surgeon 
General C. Everett Koop said it plainly: “You are not healthy without good oral health.” Dental 
disease can lead to pain, infection, and disruptions in speech or eating.  In fact, it has also led to 
tragic consequences.  In 2007, two young boys died from complications related to dental disease.  
One was twelve-year-old Deamonte Driver from Maryland and the other, six-year-old Alexander 
Callender from Mississippi.  The deaths of these young boys exemplify the stark reality that dental 
disease is chronic, progressive and, at times, deadly.   
 
Although oral health is an essential component of wellness, it is often not a covered benefit in 
health insurance.  Adults lose 164 million hours of work annually because of dental-related 
illnesses, but only 57% of all Americans have dental insurance.  Currently, there are 130 million 
Americans without dental insurance, 2.8 times the number of Americans without health insurance 
coverage.  The problem is worse for individuals with special health care needs who, U.S. Surgeon 
General, Dr. David Satcher reported in 2000, have more dental disease, missing teeth, and 
difficulty in obtaining dental care than the general population. 
 
Most dental disease is preventable and early treatment saves money.  Deamonte Driver’s 
hospitalization cost an estimated $250,000.  Earlier treatment would have cost a fraction of this 
amount, approximately $80, and would have saved his life.  Preventing and controlling dental 
disease includes organized dental public health activities, such as community education, applied 
dental research, and the administration of programs such as community water fluoridation and 
dental sealants.  Clearly prevention and early treatment saves substantial dollars in later medical 
care costs. 
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Ensuring the oral health of Americans should be an essential component of any health care 
reform proposal.  Thank you for your consideration.  We are ready to work with you to help make 
that vision a reality.     
 
Sincerely,  
Academy of General Dentistry (AGD)  
American Association of Public Health Dentistry (AAPHD) 
American Association of State and Territorial Dental Directors (AASTDD)  
American Dental Education Association (ADEA)  
American Dental Hygienists’ Association (ADHA) 
American Public Health Association (APHA) 
Children’s Dental Health Project (CDHP) 
National Association of Dental Plans (NADP)  
National Dental Association (NDA)  
Oral Health America (OHA)  
Special Care Dentistry Association (SCDA) 
 
The coalition letter went to: 
Senate Majority Leader Senator Harry Reid  
Senate Minority Leader Senator Mitch McConnell  
Senator Edward M. Kennedy, Chairman, Senate Health, Labor and Pensions Committee 
Senator Michael B. Enzi, Ranking Member, Senate Health, Labor and Pensions Committee 
Senator Max Baucus, Chairman, Senate Finance Committee 
Senator Charles E. Grassley, Ranking Member, Senate Finance Committee 
House Speaker Nancy Pelosi 
House Minority Leader John Boehner 
Representative Henry Waxman, Chairman, House Energy and Commerce Committee 
Representative Joe Barton, Ranking Member, House Energy and Commerce Committee 
Representative Charles Rangel, Chairman, House Ways and Means Committee 
 
Funding Opportunities Update 
 

www.GRANTS.gov 
You must use www.GRANTS.gov to apply for a federal grant. The registration process can take 
up to one month. Assistance is available from www.Grants.gov help desk at support@grants.gov 
or 800-518-4726. To successfully register, it is necessary to do all of the following: 
 

• Obtain an organizational Data Universal Number System (DUNS) number  
• Register the organization with Central Contractor Registry (CCR)  
• Identify the organization's E-Business Point of Contact (POC)  
• Confirm the organization's CCR "Marketing Partner ID Number (M-PIN)" password  
• Register an Authorized Organization Representative (AOR)  
• Obtain a username and password from the Grants.gov Credential Provider  

 
National Institutes of Health 

• Structural Analyses of the Ligand-Binding Properties of Taste and Smell Receptors 
(R21), (PA-09-082), National Institute on Deafness and Other Communication Disorders 
(NIDCD), http://grants.nih.gov/grants/guide/pa-files/PA-09-082.html  

• Centers of Biomedical Research Excellence (COBRE) (P20), (PAR-09-079), 
National Center for Research Resources (NCRR), http://grants.nih.gov/grants/guide/pa-
files/PAR-09-079.html  

• Established Investigator Award in Cancer Prevention & Control (K05), (PAR-09-
088), National Cancer Institute (NCI), http://grants.nih.gov/grants/guide/pa-files/PAR-09-
088.html  

http://www.grants.gov/
http://www.grants.gov/
mailto:support@grants.gov
http://grants.nih.gov/grants/guide/pa-files/PA-09-082.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-079.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-079.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-088.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-088.html
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• Transdisciplinary Cancer Genomics Research: Post-Genome Wide Association 
(Post-GWA) Initiative (U19), (RFA-CA-09-002), National Cancer Institute (NCI), 
http://grants.nih.gov/grants/guide/rfa-files/RFA-CA-09-002.html  

• Institutional Clinical and Translational Science Award (U54), (RFA-RM-09-004), 
National Institutes of Health, http://grants.nih.gov/grants/guide/rfa-files/RFA-RM-09-
004.html  

• Cancer Prevention Research Small Grant Program (R03), (PAR-08-055), National 
Institutes of Health, http://grants.nih.gov/grants/guide/pa-files/PAR-08-055.html   

• NCI Transition Career Development Award to Promote Diversity (K22), (PAR-09-
069), National Cancer Institute (NCI), http://grants.nih.gov/grants/guide/pa-files/PAR-09-
069.html  

 
Health Resources and Services Administration 

• Ryan White Part C: Capacity Development HRSA-09-129 (CFDA 93.918).  This grant 
is open to institutions of higher education and aims to strengthen the organizational 
infrastructure and improve their capacity to develop, enhance or expand high-quality HIV 
primary health care services in rural and urban underserved areas and communities of 
color.  The application deadline is March 16, 2009.  HRSA expects to fund about 10 
projects at an estimated amount of $100,000 each.  For more information and to download 
application information, please visit  
https://grants.hrsa.gov/webExternal/FundingOppDetails.asp?FundingCycleId=2C1EF18D-
6A04-4E4F-B4E1-
3207B64CDAA7&ViewMode=EU&GoBack=&PrintMode=&OnlineAvailabilityFlag=&pageN
umber=&version=&NC=&Popup=  

 
• Grants to States to Support Oral Health Workforce Activities HRSA-09-109 (CFDA 

93.236).  These grants are for states to be used to improve the accessibility of the oral 
health workforce for underserved geographic areas and populations.  The application 
deadline is April 1, 2009, and HRSA is expecting to fund about 18 projects at an estimated 
amount of $110,000 each.  Grantees must contribute non-federal funds to activities carried 
out under this grant to an amount equal to at least 40 percent of the federal funding 
amount.  For more information about the grant and to download the application, please 
visithttps://grants.hrsa.gov/webExternal/SFO.asp?ID=3202D199-F6CD-4638-80BF-
A9FCCBC565AE    

 
Agency for Healthcare Research and Quality (AHRQ) 

• AHRQ Health Services Research Projects (R01) (PA-09-070), These grants aim to 
support a number of research activities that relate to health care value, health 
information technology, comparative effectiveness, prevention/care management, 
patient safety, and innovations and emerging areas.  For more information, please go to  
http://grants.nih.gov/grants/guide/pa-files/PA-09-070.html  

 
• AHRQ Health Services Research Demonstration and Dissemination Grants (R18), 

(PA-09-071).  AHRQ seeks to provide grants to assist and learn from organizations that 
have found ways to improve health care value or utilizes health information technology, 
comparative effectiveness, and prevention/care management.  For more information, 
please go to http://grants.nih.gov/grants/guide/pa-files/PA-09-071.html  

 
• Telehealth Network Grant Program HRSA-09-194 (CFDA 93.211).  These grants aim to 

support telehealth programs and networks that improve access to quality health care 
services in underserved rural and urban communities.  For more information, please visit 
https://grants.hrsa.gov/webExternal/SFO.asp?ID=52A7B2CF-1213-4FBD-9E72-
B5820C031562   

 

http://grants.nih.gov/grants/guide/rfa-files/RFA-CA-09-002.html
http://grants.nih.gov/grants/guide/rfa-files/RFA-RM-09-004.html
http://grants.nih.gov/grants/guide/rfa-files/RFA-RM-09-004.html
http://grants.nih.gov/grants/guide/pa-files/PAR-08-055.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-069.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-069.html
https://grants.hrsa.gov/webExternal/FundingOppDetails.asp?FundingCycleId=2C1EF18D-6A04-4E4F-B4E1-3207B64CDAA7&ViewMode=EU&GoBack=&PrintMode=&OnlineAvailabilityFlag=&pageNumber=&version=&NC=&Popup
https://grants.hrsa.gov/webExternal/FundingOppDetails.asp?FundingCycleId=2C1EF18D-6A04-4E4F-B4E1-3207B64CDAA7&ViewMode=EU&GoBack=&PrintMode=&OnlineAvailabilityFlag=&pageNumber=&version=&NC=&Popup
https://grants.hrsa.gov/webExternal/FundingOppDetails.asp?FundingCycleId=2C1EF18D-6A04-4E4F-B4E1-3207B64CDAA7&ViewMode=EU&GoBack=&PrintMode=&OnlineAvailabilityFlag=&pageNumber=&version=&NC=&Popup
https://grants.hrsa.gov/webExternal/FundingOppDetails.asp?FundingCycleId=2C1EF18D-6A04-4E4F-B4E1-3207B64CDAA7&ViewMode=EU&GoBack=&PrintMode=&OnlineAvailabilityFlag=&pageNumber=&version=&NC=&Popup
https://grants.hrsa.gov/webExternal/SFO.asp?ID=3202D199-F6CD-4638-80BF-A9FCCBC565AE
https://grants.hrsa.gov/webExternal/SFO.asp?ID=3202D199-F6CD-4638-80BF-A9FCCBC565AE
http://grants.nih.gov/grants/guide/pa-files/PA-09-070.html
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https://grants.hrsa.gov/webExternal/SFO.asp?ID=52A7B2CF-1213-4FBD-9E72-B5820C031562
https://grants.hrsa.gov/webExternal/SFO.asp?ID=52A7B2CF-1213-4FBD-9E72-B5820C031562
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Centers for Disease Control and Prevention 
• CDC Grants for Public Health Research Dissertation (R36), (PAR-07-231).  This CDC 

award supports dissertation research costs for students who do research related to the 
CDC’s Health Protection Goals, which are Healthy People in Every Stage of Life, Healthy 
People in Healthy Places, People Prepared for Emerging Health Threats, and Healthy 
People in a Healthy World.  For more information, please visit 
http://grants.nih.gov/grants/guide/pa-files/PAR-07-231.html  

 
Resources, Recent Reports, and Items of Note 

• Ryan White Care Act: First-Year Experiences under the Part D Administrative 
Expense Cap, a Government Accountability Office Report to Congress examined the 
effects of capping administrative costs at 10% of Part D grantees.  Most respondents said 
that they did not make changes in services, but that the cap did have a negative impact on 
their program.  In the survey, four respondents said that they were spending more money 
on client services, such as oral health care.  The report can be found at 
http://www.gao.gov/cgi-bin/getrpt?GAO-09-140 

 
• The American Dental Association (ADA) and the Journal of Evidence-Based Dental 

Practice are seeking champions of evidence-based dentistry.   The two organizations 
are seeking applications for the second annual conference on evidence-based dentistry 
(EBD), which is supported by an educational grant funded by The Procter and Gamble 
Company and takes place May 29-30, 2009.  EBD champions will be clinical and 
academic leaders who can promote EBD and can serve as a resource to their local dental 
communities.  Application deadline is February 15, 2009.  Applications can be found at 
www.ada.org/prof/resources/ebd/conferences_champion.asp. If you have any questions, 
please contact Krishna Aravamudhan at aravamudhank@ada.org or 312-440-2521. 

 
Quotable from 1991 

“In my opinion, dentistry, and in particular dental education, can no longer afford to be excluded 
from the debate on health care reform.  On moral grounds dental educators should be at the 
forefront in promoting the idea that all citizens should have access to affordable dental care.  After 
all, the nation’s dental educational institutions exist as a public trust not only to educate 
professionals, produce the research, and advance the clinical expertise needed to improve the 
oral health of the nation, but also to provide a critical community service.  As part of their 
educational missions, dental schools, hospitals, and allied dental programs deliver oral health 
care to indigent and other special populations that reside in surrounding communities.” 

Jay A. Gershen, D.D.S., Ph.D. 
Journal of Dental Education 

Vol.55, No.12/1991 
 
The ADEA Washington Update is published by the ADEA Center for Public Policy and Advocacy (ADEA CPPA) 
monthly when Congress is in session. Its purpose is to keep ADEA members abreast of federal issues and 
events of interest to the academic dental and research communities. 
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MEASURING ADEA MEMBERS’ SUPPORT FOR HEALTH CARE REFORM 
 

1. How important, if at all, is it for policymakers to address any or 
all of the following challenges in the U.S. health care system: 
escalating costs, increasing numbers of uninsured individuals, 
and a decline in the quality of services?      

    
Frequency Valid Percent 

Very important  397 80 
Somewhat important      63 13 
Neither important or 
unimportant        12 2 

Somewhat unimportant    9 2 
Very unimportant        13 3 

Valid 

Total 494 100 
    
2. How important, if at all, is it that oral health care be included in 
the national debate about reforming the U.S. health care system?   

    
Frequency Valid Percent 

Very important  399 80 
Somewhat important      61 12 
Neither important or 
unimportant        10 2 

Somewhat unimportant    10 2 
Very unimportant        21 4 

Valid 

Total 501 100 
    
3. Would you support a national health care reform plan that did 
not include insurance coverage for basic oral health care 
services?        

    
Frequency Valid Percent 

Yes     145 29 
No      239 49 
Don’t Know       108 22 

Valid 

Total 492 100 
    
4. How important, if at all, is it to include oral health care 
promotion and education, dental disease prevention and early 
detection and treatment in any proposal to reform the U.S. health 
care system?          

    
Frequency Valid Percent 

Very important  394 79 
Somewhat important      75 15 
Neither important or 
unimportant        9 2 

Somewhat unimportant    7 1 
Very unimportant        13 3 

Valid 

Total 498 100 
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5. To what extent do you agree or disagree with the statement 
that every American should have access to affordable 
diagnostic, preventive, and primary oral health care services?   

    
Frequency Valid Percent 

Strongly agree  341 69 
Agree   105 21 
Neither agree or disagree     29 6 
Disagree        13 3 
Strongly disagree       6 1 

Valid 

Total 493 100 
    
6. To what extent do you agree with the statement that American 
businesses are less competitive in a global market because of 
the increasing costs of health care and the growing number of 
Americans without health care?          

    
Frequency Valid Percent 

Strongly agree  146 29 
Agree   160 32 
Neither agree or disagree     110 22 
Disagree        63 12 
Strongly disagree       27 5 

Valid 

Total 506 100 
    
7. To what extent do you support ADEA's participation in the 
national debate on health care reform?         

    
Frequency Valid Percent 

Strongly support        399 78 
Somewhat support        54 11 
Neutral         26 5 
Somewhat do not support  6 1 
Strongly do not support         24 5 

Valid 

Total 509 100 
    

8. To what extent do you support the ADEA Board of Directors' 
policy statement and principles on health care reform?        

    
Frequency Valid Percent 

Strongly support        299 61 
Somewhat support        112 23 
Neutral         49 10 
Somewhat do not support  10 2 
Strongly do not support         21 4 

Valid 

Total 491 100 
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9. To what extent do you agree or disagree with the following 
statement from the ADEA Board of Directors' policy statement?   
"Dental educators have a moral obligation to promote access to 
oral health care."     

    
Frequency Valid Percent 

Strongly agree  322 65 
Somewhat agree  110 22 
Neither agree or disagree     28 6 
Somewhat disagree       23 5 
Strongly disagree       15 3 

Valid 

Total 498 100 
    
10. To what extent do you agree or disagree with the following 
statement from the ADEA Board of Directors' policy statement?   
"The financial burden of ensuring health insurance coverage, 
including oral health care coverage, is a shared responsibility 
among all major stakeholders, such as employers, individuals, 
federal and state governments, private insurers, and other 
payers."      

    
Frequency Valid Percent 

Strongly agree  284 57 
Agree   126 25 
Neither agree or disagree     27 5 
Disagree        41 8 
Strongly disagree       21 4 

Valid 

Total 499 100 
    
11. To what extent do you agree or disagree with the following 
statement from the ADEA Board of Directors' policy statement?   
"Academic dental institutions which educate and train oral 
health care professional have a distinct responsibility to educate 
dental and allied dental health professionals who are competent 
to care for the changing needs of society." 

    
Frequency Valid Percent 

Strongly agree  414 83 
Agree   59 12 
Neither agree or disagree     14 3 
Disagree        8 1 
Strongly disagree       6 1 

Valid 

Total 501 100 
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RESOLUTION 6H-2009 
ADEA Policy Statement on Health Care Reform 

 
Health care reform is again on the national policy agenda.  After more than a decade of tinkering 
with the health care system, making incremental changes to it, there is a growing consensus 
among a majority of stakeholders (i.e., businesses, consumers, providers, government, insurers, 
etc) that a systemic approach is needed to transform the American health care system.    
 
The health care crisis, as many are describing the current situation, is not primarily about the 
moral issue of millions of Americans lacking health insurance, though that is a major 
consideration in seeking system-wide changes.  Rather, the crisis should be viewed as essentially 
an economic problem facing our nation, perhaps THE central economic problem that adversely 
affects living standards, job creation and retention, wage growth, and U.S. competitiveness in 
global markets.   
 
When garnering facts and data to support a movement toward systemic health care reform, cold 
realities need to be taken into consideration.  A few of these are: 
 

• The costs of health care are surging at extraordinary rates.  The United States spends 
over two trillion dollars annually on health care,1 more than any other nation in the 
world.2 

  
• Over the past five years, health insurance premiums have increased more than four and 

a half times faster than inflation. Estimates from a variety of sources, including the 
Kaiser Family Foundation, put the average annual premium for employer-sponsored 
family coverage at $12,973.3 

 
• Health care costs add an average of $1,525 per vehicle to the price of every care 

produced by the Big Three auto makers in 2007.4  The CEO of General Motors said: 
“The cost of health care in the U.S. is making American business extremely 
uncompetitive versus our global counterparts.”  

 
• The rapid rates of increase in health care costs erode not only the living standards of 

those who receive retirement funds from their former employer, but also the profitability 
of the company whose benefits they enjoy.  For many businesses health care costs are 
the largest category of uncontrollable costs. 

 
• Escalating health care costs are putting enormous pressures on the budgets of state 

and local governments, making it difficult for them to maintain current levels of health 
care benefits to their citizens. These costs are eroding the capacity of state, local and 
Federal governments to adequately fund other critical programs, such as higher 

                                                 
1 Poisal JA, Truffer C, Smith S, Sisko A, Cowan C, Keehan S, Dickensheets B. Health Spending Projections 
   Through 2016: Modest Changes Obscure Part D’s Impact. Health Affairs, 21 February 2007: W242-253. 
 
2 The Organization for Economic Co-operation and Development. Health Data Updates: Data, Sources and 
   Methods, and Software Updates. Accessed at www. oecd.org, December 8, 2008. 
 
3  DiJulio B, Employer Sponsored Health Insurance – A Comparison of the Availability and Cost of Coverage for 

Workers in Small Firms and Larger Firms, Kaiser Family Foundation’s Health Care Marketplace Project, November 
2008, Available at www.kkf.org/insurance/snapshort/chcm0111898oth.cfm, accessed December 17, 2008. 

  
4 Dalmia S., Health Care Costs Imperil Big Three, The UAW's health care dreams. Wall Street Journal, July 
   27, 2007. 
 
 

http://www.kkf.org/insurance/snapshort/chcm0111898oth.cfm
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education, which in turn produces the educated and skilled workforce needed to 
compete in the international economy of the twenty first century.  

    
• Currently, nearly 47 million individuals, 9 million of which are children, are without 

medical insurance, up 6.8 percent since 2000.5   In addition, more than 130 million 
adults have no dental insurance, including nearly 23 million children.6  

 
• An epidemic of sub-standard care exists.  There is a wide gulf - what the Institute of 

Medicine (IOM) calls a “quality chasm” - between the care that patients should receive 
and the care that is actually delivered.  A new RAND study found that participants in the 
study received only 54.9 percent of recommended care - a proportion that varied little 
across the categories of preventive, acute, and chronic care.       

 
The recent tragic deaths of two young boys, Deamonte Driver from Maryland, and Alexander 
Callender from Mississippi, of complications caused by infections that began with abscessed 
teeth, caused a firestorm on Capitol Hill with regard to the value and importance of oral health 
care.  Consequently, oral health has a higher profile than it had previously and should rightly be 
included in the debate on health care reform.   
 
Until the recent economic downturn, nearly all public opinion polls ranked affordable health care 
as the #1 domestic issue.  On a national level it ranks, along with the economy, second after the 
war in Iraq.  During the 2008 presidential campaign President-Elect Barack Obama made reform 
a core commitment of his campaign promising enact universal health care by the end of his first 
presidential term.  He has established in the White House an Office of Health Reform and recently 
appointed Health and Human Services (HHS) Secretary-Designate and former U.S. Senate 
Democratic Majority Leader Tom Daschle of South Dakota to lead the reform effort. 
 
The American Dental Education Association (ADEA) has determined that if the oral health 
community is not at the health care reform table, the likelihood of oral health being included is 
minimal.   Without our participation in the debate, we also lose opportunities to create new and 
evolving roles for dental and allied dental education within the broader health care environment.   
 
Consequently, in March 2008, the ADEA Legislative Advisory Committee (LAC) crafted “Oral 
Health Care:  Essential to Health Care Reform,” a policy statement and set of guiding principles 
with regard to health care reform.  In June 2008, the ADEA Board of Directors unanimously 
approved the document as “ad hoc interim policy” until the ADEA House of Delegates could 
consider the document.     
 
A survey to determine our members’ level of support for the Association’s participation in the 
national debate and for the ADEA health care reform policy statement was conducted at the 
ADEA Fall Meetings in Philadelphia in October 2008 and at the 2008 Deans’ Conference in 
Tempe, Arizona in November, using the Automated Response System.  All ADEA members were 
notified that the same survey would be posted on ADEA’s webpage for their feedback which was 
accepted from November 1 through December 31, 2008.  Nearly 800 responses from ADEA 
members were received indicating overwhelming support for ADEA’s active involvement in the 
debate.  A large majority of members also supported ADEA’s policy statement.  Survey results 
are attached to this Resolution. 
 

 
5 DeNavas-Walt C, Procter BD, Lee CH. Income, Poverty, and Health Insurance Coverage in the United 
  States: 2005. U.S. Census Bureau, August 2005, pg. 18. 
  
6 National Association of Dental Plans/Delta Dental Plans Association. 2007 Dental Benefits Joint Report: 
  Enrollment, August 2007. 
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Consequently, the ADEA Board of Directors asks the House to approve the following resolution: 
 
6H-2009. Resolved, that the ADEA House of Delegates approves, accepts and endorses 
“Oral Health Care: Essential to Health Care Reform,” as the official policy of the 
Association with regard to the current national debate on health care reform.   
 
 
Attachments: 1) Oral Health Care:  Essential to Health Care Reform 
  2) Summary of ADEA Member Survey Results 

 
* * * * *     * * * * *     * * * * * 

 
ORAL HEALTH CARE:  

ESSENTIAL TO HEALTH CARE REFORM  
 

ADEA POLICY STATEMENT  
 
As the voice of dental education, the American Dental Education Association (ADEA)1, whose 
members serve as providers of care for thousands of uninsured, underserved low-income 
patients, believes that dental and allied dental educators have an ethical obligation to promote 
access to oral health care. To that end, ADEA believes that any comprehensive reform of the 
U.S. health care system should provide universal coverage to all Americans and access to 
high-quality, cost-effective oral health care services. Health care reform must also include 
investments in dental public health that improve our nation’s capacity to meet the health care 
needs of patients, communities, and other stakeholders.  
 
Millions Lack Dental Insurance  
Ensuring oral health is a shared responsibility of individuals and families, the private sector, and 
federal, state, and local governments. The United States spends over two trillion dollars annually 
on health care,2 more than any other nation in the world.3 Nevertheless, access to health care is 
still beyond the reach of more than 47 million Americans.4 In 2003, the U.S. Surgeon General 
reported that the number of Americans without dental insurance was more than 2.5 times the 
number lacking medical insurance.5 Approximately 130 million adults and children are without 
dental coverage.6 Many individuals, particularly those who are uninsured, often delay dental 
treatment until serious or acute dental emergencies occur. The cost of caring for Americans 
without health insurance in emergency rooms adds approximately $922 to the average cost of 
annual premiums for employer-sponsored family coverage.7 And the cost of providing preventive 
dental treatment is estimated to be 10 times less than the cost of managing symptoms of dental 
disease in a hospital emergency room.8  

 
Grave Oral Health Disparities Exist  
According to the U.S. Surgeon General,9 dental disease is disproportionately found among 
individuals with special health care needs, with low incomes, and from underrepresented 
minorities and among those who live in underserved rural, urban, and frontier communities. 
Special care patients have more dental disease, missing teeth, and difficulty in obtaining dental 
care than the rest of the population. These inequities challenge us to make adequate investments 
in a strong dental public health infrastructure that extends beyond the traditional, economically 
driven model of care. The current model may well serve a majority of U.S. citizens, but it is not 
achieving universal coverage and equitable access to oral health for everyone.  
 
Enhancing Productivity and Preserving Employer-Sponsored Coverage  
Dental disease significantly impacts the nation’s domestic productivity and global 
competitiveness. More than 51 million school hours and 164 million hours of work are lost each 
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year due to dental-related absences.10 More generally, uncompensated care adversely affects 
American businesses as costs are shifted to private payers. Health care costs added $1,525 to 
the price of every car produced by the Big Three auto makers in 2007.11 Most workers and 
families receive health insurance through employer-sponsored coverage. Changes to the health 
care system should bolster rather erode businesses’ capacity to purchase health and dental 
coverage for their employees. Any proposal to reform the U.S. health care system should ensure 
that the economic viability of American businesses is maintained and that they are able to 
compete in the global marketplace.  

 
 

PRINCIPLES FOR HEALTH CARE REFORM 
Academic dental institutions are vital public trusts and national resources. They educate the future 
dental workforce, conduct dental research, inform communities of the importance and value of 
good oral health, and provide oral health care services and serve as dental homes to thousands 
of patients. It is within the broad range of oral health expertise and the interests represented by 
our membership that the American Dental Education Association offers the following principles for 
providing access to and coverage of affordable oral health care services in health care reform:  
 
1. The availability of health care, including oral health care, fulfills a fundamental human 
need and is necessary for the attainment of general health. Every American should have 
access to affordable diagnostic, preventive, restorative, and primary oral health care services so 
as to eliminate pain, suffering, and infection. Coverage must ensure that individuals are able to 
obtain needed oral health care and provide them with protection during a catastrophic health 
crisis. Oral health care services are proven to be effective in preventing and controlling tooth 
decay,12 gum infections, and pain, and can ameliorate the outcomes of trauma. Oral health 
services should have parity with other medical services within a reformed U.S. health care 
system. The equitable provision of oral health care services demands a commitment to the 
promotion of dental public health, prevention, public advocacy, and the exploration and 
implementation of new models of oral health care that provide care within an integrated health 
care system.  
 
2. The needs of vulnerable populations have a unique priority. Health professionals, including 
those providing oral health care services, must individually and collectively work to improve 
access to care by reducing barriers that low-income families, minorities, remote rural populations, 
medically compromised individuals, and persons with special health care needs experience when 
trying to obtain needed services. New integrated models of care that expand roles for allied dental 
professionals as well as other health professionals, (including family physicians, pediatricians, 
geriatricians, and other primary care providers) as team members13 may be needed to address 
the complex needs of some patients. Statutory language may be needed to clarify and expand 
coverage of “medically necessary” dental care provided under Medicare to beneficiaries with 
serious medical conditions in order to prevent complications and death associated with their 
health condition and treatment.  
 
3. Prevention is the foundation for ensuring general and oral health. Prevention and 
wellness hold the promise of stemming escalating costs and treating diseases at early stages 
before expensive emergencies occur. Most dental diseases are preventable, and early dental 
treatment is cost effective. Preventing and controlling dental diseases includes adequate 
financing of organized activities to promote and ensure dental public health through education, 
applied dental research, and the administration of programs such as water fluoridation and dental 
sealants. Improving oral health by multiple preventive approaches (including periodontal disease 
management) has saved more than $4 billion per year in treatment costs.14 Prevention of dental 
diseases ranks above HIV screening and influenza immunization in cost savings.15 Children who 
receive preventive dental care early in life have lifetime dental costs that are 40 percent lower 
than children who do not receive care.16 Oral cancer treatment costs in the earliest stages of the 
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disease are estimated to be 60 percent lower than those at an advanced stage of disease.17 Every 
dollar invested in community water fluoridation yields approximately $38 in savings on dental 
treatment costs.18  
 
 

4. The financial burden of ensuring coverage for health care, including oral health care 
coverage, should be equitably shared by all stakeholders. Access to affordable health care 
services requires a strong financial commitment that is a responsibility shared by all major 
stakeholders, including individuals and families, as well as providers, employers, private insurers, 
and federal, state, and local governments. To ensure health, oral health care services must be an 
integral component of financing and delivery systems regardless of whether the care is provided 
by a public or private insurance program or in a community or an individual setting. The burden of 
uncompensated care and the cost shifting that occurs adversely impacts U.S. businesses, limits 
governments’ capacity to address other pressing economic and social concerns, and strains the 
health care safety net to the breaking point.  
 
5. A diverse and culturally competent workforce is necessary to meet the general and oral 
health needs of our demographically changing nation. Racial and ethnic diversity of health 
professionals contributes to improved access to care, greater patient choice and satisfaction, and 
enriched educational experiences for students.19 Proposals to reform the U.S. health care system 
should include adequate funding for programs that are designed to increase the number of 
underrepresented minorities in the health professions. This would ensure a workforce that is 
prepared to meet the needs of a diverse population that continues to expand. Academic dental 
institutions, which educate and train oral health care professionals, have a distinct responsibility to 
educate dental and allied dental health professionals who are competent to care for the changing 
needs of society. This responsibility includes preparing oral health care providers to care for a 
racially and ethnically diverse population, an aging population, and individuals with special needs.  
 
6. Reducing administrative costs and realigning spending can increase quality, improve 
health, and create savings for additional reforms. Approximately $700 billion (about a third) of 
U.S. health care spending is used for administrative and operating costs or to benefit third party 
payers and does not directly impact health outcomes.20 Reducing these administrative burdens in 
the delivery of health care and creating new payment incentives that reward providers for 
delivering quality care will improve health care. It also has the potential to enhance provider 
participation and lower health care costs over time. More dollars would then be available for 
reforms such as strengthening primary care and chronic care management, increasing the supply 
and availability of primary care practitioners, and reinvesting in the training of a twenty-first 
century health care workforce. Targeted tax changes might also be used to improve efficiencies, 
ensure the even distribution of health care, and promote efficient use of consumers’ health care 
dollars.  
 
1 The American Dental Education Association (ADEA) represents all 57 dental schools in the United States in addition 
to 714 dental residency training programs and 577 allied dental programs, as well as more than 12,000 faculty who 
educate and train the nearly 50,000 students and residents attending these institutions. It is at these academic dental 
institutions that future practitioners and researchers gain their knowledge, where the majority of dental research is 
conducted, and where significant dental care is provided.  
 
2 Poisal JA, Truffer C, Smith S, Sisko A, Cowan C, Keehan S, Dickensheets B. Health Spending Projections Through 
2016: Modest Changes Obscure Part D’s Impact. Health Affairs, 21 February 2007: W242-253.  
 
3 The Organization for Economic Co-operation and Development. Health Data Updates: Data, Sources and Methods, 
and Software Updates. Available at www. oecd.org, accessed on December 8, 2008.  
 
4 DeNavas-Walt C, Procter BD, Lee CH. Income, Poverty, and Health Insurance Coverage in the United States: 2005. 
U.S. Census Bureau, August 2005, pg. 18.  
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5 U.S. Department of Health and Human Services. National Call to Action to Promote Oral Health. Rockville, MD: U.S. 
Department of Health and Human Services, Public Health Service, National Institutes of Health, National Institute of 
Dental and Craniofacial Research. NIH Publication No. 03-5303, Spring 2003.  
 
6 National Association of Dental Plans/Delta Dental Plans Association. 2007 Dental Benefits Joint Report: Enrollment, 
August 2007.  
 
7 Stoll K, Thorpe K, Pollack R, Jones K, Schwartz S, Babaeva L. Paying a Premium The Added Cost of Care for the 
Uninsured. Washington, DC, Families U.S.A., June 2005.  
 
8 Pettinato E, Webb M, Seale NS. A comparison of Medicaid reimbursement for non-definitive pediatric dental 
treatment in the emergency room versus periodic preventive care. Pediatric Dentistry, 2000: 22(6), pp. 463-468.  
 
9 U.S. Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Rockville, 
MD: U.S. Department of Health and Human Services, National Institutes of Health, National Institute of Dental and 
Craniofacial Research, 2000, pg. 74-78.  
 
10 U.S. Department of Health and Human Services. National Call to Action to Promote Oral Health. Rockville, MD: U.S. 
Department of Health and Human Services, Public Health Service, National Institutes of Health, National Institute of 
Dental and Craniofacial Research. NIH Publication No. 03-5303, Spring 2003.  
 
11 Dalmia S. Health Care Costs Imperil Big Three, The UAW's health care dreams. Wall Street Journal, July 27, 2007.  
 
12 U.S. Department of Health and Human Services. Diagnosis and management of dental caries throughout life. 
Rockville, MD: U.S. Department of Health and Human Services, National Institutes of Health, NIH Consensus 
Development Program, conference statement, March 26-28, 2001.  
 
13 Haden NK, Catalanotto FA, Alexander CJ, Bailit H, Battrell A, Broussard J. Improving the oral health status of all 
Americans: roles and responsibilities of academic dental institutions: the report of the ADEA President's Commission. J 
Dent Educ, 2003: 67(5): 563-583.  
 
14 Dolatowski T, Confronting the Burden of Dental Disease: Employers Hold Key to Lessening the Effects, Delta In-
Depth, An Article Series for Producers, Delta Dental Plans Association, available at www,deltadental.com, accessed 
December, 2008.   
 
15 Silverstein S, Garrison HH, Heinig SJ. A few basic economic facts about research in the medical and related life 
sciences. Federation of American Societies for Experimental Biology, 1995, 9:833-840.  
 
16 Sinclair SA, Edelstein B. Cost effectiveness of Preventive Dental Services. Washington, DC: Children’s Dental 
Health Project, February 2005.  
 
17 Zavras A, Andreopoulos N, Katsikeris N, Zavras D, Cartsos V, Vamvakidis A. Oral cancer treatment costs in Greece 
and the effect of advanced disease. BMC Public Health 2002, 2:12. Available at www.biomedcentral.com/1471-
2458/2/12.  
 
18 U.S. Department of Health and Human Services. Cost Savings of Community Water Fluoridation. Atlanta, GA: 
Centers for Disease Control and Prevention, Division of Oral Health website, August 2007. Available at 
www.cdc.gov/Fluoridation/fact_sheets/cost.htm. Accessed June 19, 2008.  
 
19 Smedley BD, Butler AS, Bristow LR. In the nation’s compelling interest: ensuring diversity in the health care 
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