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Update on Health Insurance Marketplaces with Less Than 50 Days Left Before October 1  
 
With less than 50 days left until October 1–the date that open enrollment will begin in the health 
insurance marketplaces–states, the District of Columbia, and the federal government are all working at 
a feverish pace to get ready. 
 
Initially, 17 states and the District of Columbia committed to operating a state-based marketplace; 
seven states committed to operating a state-partnership marketplace; and the federal government 
committed to operating the marketplace in 26 states. However, as the October deadline approaches, 
several states have asked the federal government for additional assistance as they scramble to 
implement the Affordable Care Act (ACA) and develop and test web portals that will run the 
marketplaces.  
 
In January 2013, Utah and New Mexico were conditionally approved to operate a state-based 
marketplace. However, Utah has received federal approval to operate a state-based Small Business 
Health Options Program (SHOP)-only marketplace. Under this agreement Utah will operate the SHOP 
marketplace and the federal government will operate the individual insurance marketplace. Additionally, 
the New Mexico Health Insurance Exchange Board recently approved a plan to operate a state-based 
SHOP-only marketplace. Earlier this year, Mississippi’s request to operate a state-based exchange was 
denied by the federal government because the application submitted was not properly approved by the 
governor. However, officials with the Mississippi Insurance Department (MID) have confirmed that MID 
is working on obtaining approval to operate a state-based SHOP-only marketplace.       
 
Other states such as Connecticut, Oregon, and Nevada plan to delay implementation of certain 
features of its web portal, such as a chat function and a feature allowing brokers to track the customers 
they enroll, as they focus their attention on web portal features with higher impact and higher priority.  
 
The federal government is also facing ACA implementation challenges. On July 2, 2013, the 
Department of the Treasury (DOT) announced that there will be a delay in implementing the employer 
mandate and reporting requirements for insurers under the ACA until 2015 to allow time for the 
government to complete its operational preparedness and give employers time to adjust benefits 
accordingly. In addition, according to a June 2013 report by the U.S. Government Accountability Office 
(GAO), the federal government is behind schedule as it races to meet the October 1 deadline. For 
example, to support consumer-eligibility determinations, the Centers for Medicare and Medicaid 
Services (CMS) is developing a data hub that will provide electronic, near real-time access to federal 
data, as well as provide access to state and third party data sources needed to verify consumer-
eligibility information. However, the GAO report states that CMS is behind schedule in conducting final 
testing of the data hub with federal and state partners and is also behind schedule in training consumer 
assistance guides. Additionally, the U.S. Department of Health and Human Services (HHS), Office of 
Inspector General (OIG) in an August 2013 report cited concerns regarding delays in the final testing of 
the data hub, as well as a failure by CMS to remedy security vulnerabilities in the data hub identified 
during testing.  
 
As ACA deadlines approach, states and the federal government forge ahead. States were required to 
submit their insurance rates to HHS for final review by July 31. HHS plans to sign contracts with 
insurers in the federally-facilitated marketplace by September. Other key dates to be aware of:  
insurance coverage can begin on January 1, 2014, and open enrollment ends on March 31, 2014. 
 
HHS has created a website to educate consumers about the ACA and health insurance marketplaces. 
HHS has also posted a Q&A section for consumers with specific questions, including questions 
regarding dental coverage.  
 
Generally, states are addressing pediatric dental coverage in different ways. Wisconsin has posted a 
guidance document to help consumers more clearly understand their options with regard to dental 

http://www.treasury.gov/connect/blog/Pages/Continuing-to-Implement-the-ACA-in-a-Careful-Thoughtful-Manner-.aspx
http://www.gao.gov/assets/660/655291.pdf
http://oig.hhs.gov/oas/reports/region1/181330070.pdf
https://www.healthcare.gov/
https://www.healthcare.gov/can-i-get-dental-coverage-in-the-marketplace/
http://www.oci.wi.gov/bulletin/0413peddental.htm
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coverage. Specifically, Wisconsin is requiring all health insurers authorized to write comprehensive 
individual and small employer group health insurance to provide a notice to insureds indicating whether 
the policy being offered includes coverage of pediatric dental services.  
 
On June 25, California announced its selection of pediatric dental plans and rates. The plans and rates 
apply to children up to 19 years old. The products include stand-alone plans, and all can be bundled 
with health insurance for a single premium. However, the Plan Management and Delivery System 
Reform Advisory Group met August 6 to further discuss pediatric dental benefits. In a letter dated  
June 27, the California Insurance Commissioner urged Covered California, California’s health benefit 
exchange, to embed dental coverage in medical plans. In July, Covered California conducted a survey 
of insurance plans. According to Covered California staff, eight insurance plans responded indicating 
that they are willing to develop an embedded product, and two stated they are unwilling to develop an 
embedded product. Insurance plans also stated that these embedded products could not feasibly be 
developed until 2015. During its August 6 Advisory Group meeting, staff from Covered California 
accepted responsibility for a lack of transparency and weaknesses in its communications process 
during its implementation of pediatric dental benefits and vowed to correct the issue by, in part,  
re-launching the Pediatric Dental Project. The Pediatric Dental Project will allow Covered California to 
continue working with stakeholders to architect what it is calling the “right” pediatric dental policy. The 
Advisory Group plans to develop a new pediatric dental policy and present the policy for a Board vote 
by December 19. Additionally, the Advisory Group is also discussing the possibility of making pediatric 
dental coverage mandatory in California.  
 
In May, Connecticut’s health insurance marketplace, Access Health CT, issued sample standard and 
high option stand-alone dental plans; however, according to staff at Access Health CT, like California, 
Connecticut is also further exploring the possibility of embedding dental coverage in medical plans.   
 
Several states–including California, Florida, Maryland, Montana, New York, Ohio, Oregon, Rhode 
Island, South Dakota, and Vermont–and the District of Columbia (click here for D.C. SHOP rates) have 
made information related to their approved premiums publicly available. The breadth of information 
made available varies by state, as some states are further along in the process than others. Some of 
the information related to pediatric and adult dental coverage requires the consumer to temporarily 
select an insurance company and then drill down on the web-page to gather information related to 
dental coverage and premiums.  
 
Additionally, the states and the federal government continue to release guidance documents and 
regulations in advance of the October 1 deadline. ADEA will continue to keep members updated as 
ACA related guidance documents, informational bulletins, letters, and regulations are issued.  
 
Oregon Proposes Administrative Fee for Stand-Alone Dental Plans in State’s Health Insurance 
Marketplace 
 
Cover Oregon is the name of Oregon’s new health insurance marketplace. Cover Oregon was 
established in accordance with the Affordable Care Act and will offer the state’s residents health 
insurance beginning October 1. On July 25, the Cover Oregon Finance & Audit Committee unanimously 
approved a proposal to add a $0.93 per member per month administrative fee, separate from the 
previously approved medical administrative fee. The new administrative fee would only apply to 
insurance carriers offering stand-alone dental plans. Both the medical and dental administrative fees 
would become effective starting January 1, 2014. The dental administrative charge will be due in full to 
the marketplace on the last business day of the month. Payments not made by the 10th day of the 
following month will be assessed a late payment penalty of 1% of the amount due. According to Cover 
Oregon staff, it is expected that the state will generate approximately $674,000 annually from the dental 
administrative fees. Enrollment in stand-alone dental plans is estimated to reach 72,400, which makes 
up one-third of the projected total enrollment in the state’s health insurance marketplace. Click here to 

http://www.coveredca.com/news/PDFs/CC_Childrens_dental_plan_rates.pdf
http://www.healthexchange.ca.gov/StakeHolders/Pages/PlanMgmt.aspx/
http://www.healthexchange.ca.gov/StakeHolders/Pages/PlanMgmt.aspx/
http://www.healthexchange.ca.gov/BoardMeetings/Documents/Agenda.pdf
http://www.childrenspartnership.org/storage/documents/Advocacy/Ltr_from_CDI_to_CC_re_pediatric_dental.pdf
http://www.coveredca.com/
http://www.accesshealthct.com/
http://www.ct.gov/hix/lib/hix/Exhibit_9_-_Standard_Dental_Plan_5.3.13.pdf
http://www.ct.gov/hix/lib/hix/Exhibit_10_High_Option_Dental__Plan_5.2.13.pdf
http://www.coveredca.com/news/PDFs/CC_Health_Plans_Booklet.pdf
http://www.floir.com/PressReleases/viewmediarelease.aspx?id=2016
http://www.mdinsurance.state.md.us/sa/consumer/md-health-connection-plans.html
http://www.csi.mt.gov/news/2013/06252013_MarketplaceRates.asp
http://www.governor.ny.gov/assets/documents/Approved2014HealthInsuranceRates.pdf
http://insurance.ohio.gov/Newsroom/Pages/08012013ExchangeApprovedRates.aspx
http://www.cbs.state.or.us/external/ins/index.html
http://www.ohic.ri.gov/2013%20Rate%20Factor%20Review.php
http://www.ohic.ri.gov/2013%20Rate%20Factor%20Review.php
http://dlr.sd.gov/insurance/consumers/companies_licensed_health_insurance_exchange.aspx
http://healthconnect.vermont.gov/sites/hcexchange/files/Plan%20Designs%20with%20Final%20Rates_updated_8_1_13.pdf
http://disb.dc.gov/sites/default/files/dc/sites/disb/publication/attachments/FinalIndividualRates71913.pdf
http://disb.dc.gov/sites/default/files/dc/sites/disb/publication/attachments/FINALRates72313.pdf
http://coveroregon.com/index.php
http://www.coveroregon.com/pdfs/committee/7_25_13_meeting_materials.pdf
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view the July 25 committee meeting agenda as well as meeting minutes and additional materials. The 
Board of Directors will vote on the dental administrative fee during its upcoming board meeting. 
 
Minnesota Moves Ahead on 2015 Mandate for Dental Electronic Health Records 
 
During the 2007–08 Regular Legislative Session, the Minnesota Legislature passed, and the governor 
signed, H.F. 1078–an omnibus health and human services finance bill. Under the law, all hospitals and 
health care providers must have in place an interoperable electronic health records system within their 
hospital system or clinical practice setting by January 1, 2015. In 2008, the Minnesota Department of 
Health (MDH) released a statewide implementation plan to meet the 2015 interoperable electronic 
health record mandate. Recently, the MDH released a guidance document further detailing which 
health care settings and providers would be impacted by the mandate. According to the guidance 
document, dental practices–including general practice, oral surgery, and orthodontics–will be impacted 
by the mandate. In addition, MDH has stated that it interprets the law to include any health care 
provider who provides a service that could be reimbursed by Medical Assistance or MinnesotaCare, 
whether or not the provider accepts these patients or accepts payment for the service. To learn more 
about the 2015 interoperable electronic health record mandate, click here.     
 
U.S. Court of Appeals for the Ninth Circuit Rules California Illegally Halted Medicaid Coverage, 
Including Adult Dental Coverage, in 2009 
 
On July 5, the United States Court of Appeals for the Ninth Circuit struck down California’s 2009 
Medicaid cuts, which were made to save the state money as it battled a budget crisis. 
 
The state of California argued that coverage of adult dental, podiatry, optometry and chiropractic 
services for low-income people in rural and underserved areas is not mandatory, but optional, under the 
Medicaid Act. Specifically, according to the opinion, California read the Medicaid Act as permitting it to 
reimburse rural health clinics (RHCs) and federally-qualified health centers (FQHCs) for only those 
’physicians’ services‘ performed by doctors of medicine and osteopathy. Further, California interpreted 
the Medicaid Act as stating physicians’ services provided by other types of physicians, including 
dentists, podiatrists, optometrists and chiropractors are not covered. The Centers for Medicare and 
Medicaid Services, the federal agency that works with states to administer Medicaid, agreed with the 
state, and permitted California’s cuts via the approval of its state plan amendment. 
 
The question the Ninth Circuit was tasked with answering was whether Congress has defined 
unambiguously the scope of physicians’ services for which the RHCs and FQHCs must be reimbursed. 
The court held that Medicaid imposes an obligation on participating states to cover RHC and FQHC 
services, and that Medicaid imports the Medicare definition of those terms. Specifically, the court stated 
that the RHC and FQHC services that Medicaid requires states to cover are coequal to those services 
as they are defined in portions of the Medicare statute. In other words, whatever meaning the Medicare 
statute gives to those terms, they bear the same meaning in the Medicaid statute. The Medicare Act 
(see PDF, page 7) defines the term physician to include five categories of professionals: doctors of 
medicine and osteopathy, doctors of dental surgery or dental medicine, doctors of podiatry, doctors of 
optometry, and chiropractors. Thus, Medicare unambiguously defines the RHC and FGHC services to 
include services performed by dentists, podiatrists, optometrists and chiropractors, in addition to 
services provided by doctors of medicine and osteopathy. 
 
The Ninth Circuit reversed and remanded the decision of the district court stating that California’s 
legislation, which eliminated coverage for certain health care services, was in conflict with the Medicaid 
Act and as a result, was invalid. The California Department of Health Care Services is currently 
considering whether to appeal the Ninth Circuit decision.  
 
 
 

https://www.revisor.mn.gov/laws/?id=147&year=2007&type=0
http://www.health.state.mn.us/ehealth/ehrplan2008.pdf
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_006255
http://www.health.state.mn.us/e-health/hitimp/index.html
http://www.adea.org/uploadedFiles/ADEA/Blogs/ADEA_State_Update/CA_Medicaid_decision_6_2013.pdf
http://www.ssa.gov/OP_Home/ssact/title19/1900.htm
http://www.adea.org/uploadedFiles/ADEA/Blogs/ADEA_State_Update/USCODE_2010_title42_chap7_subchapXVIII_partE-sec1395x.pdf
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Rural Assistance Center Develops a Rural Oral Health Toolkit 
 
The Rural Assistance Center (RAC) and the National Opinion Research Center (NORC) Walsh Center 
for Rural Health Analysis recently released a Rural Oral Health Toolkit to help rural communities 
improve access to oral health care. Developed by NORC on behalf of the Federal Office of Rural Health 
Policy (ORHP), the toolkit contains resources to help communities develop oral health programs by 
building on best practices of successful oral health program models. 
 
The toolkit is made up of several modules. Each concentrates on different aspects of oral health 
programs. 
 

• Module 1: Oral Health in Rural Communities;  
• Module 2: Rural Oral Health Program Models; 
• Module 3: Implementation of Rural Oral Health Programs;  
• Module 4: Planning for Sustainability;  
• Module 5: Evaluating Rural Oral Health Programs;  
• Module 6: Dissemination of Rural Oral Health Resources and Promising Practices; and  
• Module 7: Program Clearinghouse. 

 
National Governors Association Forms a Health Policy Advisory Board  
 
On July 11, the National Governors Association (NGA) announced that it had formed a State Health 
Policy Advisory Board (board), in an ongoing effort to provide governors and state policymakers with 
assistance and technical support on health care issues. According to the NGA, “[i]n times of complex 
navigation of health care implementation, the advisory board was created to bring both a broader and 
deeper perspective to the existing health care assistance NGA provides to governors.”  
 
Members of the board will serve two-year terms and include the following: 
 

• Joe Anderson, former CEO, Schaller-Anderson 
• John Breaux, former U.S. senator from Louisiana 
• Jim Douglas, former governor of Vermont 
• Patricia Gabow, former CEO, Denver Health 
• George Halvorson, chairman, Kaiser Permanente 
• Carmen Odom, president, Milbank Memorial Fund 
• Peggy O’Kane, president, National Committee for Quality Assurance 
• Mark Smith, M.D., CEO, California Healthcare Foundation 
• Olympia Snowe, former U.S. senator from Maine 
• Stephen Somers, president, Center for Health Care Strategies 

 
Appeals Court Rules New York City Overstepped by Limiting Soda Sizes 
 
On July 30, the New York Supreme Court, Appellate Division, First Department ruled that the New York 
City Board of Health overstepped its boundaries and authority when it instituted the Sugary Drinks 
Portion Cap Rule, also known as the “Soda Ban.” The New York City regulation limited the size of 
sugar-sweetened drinks available for purchase at restaurants, street carts, movie theaters and sporting 
events to 16 ounces.  
 
As you recall, the American Beverage Association, joined by several New York restaurant and business 
groups, filed a lawsuit in the fall of 2012, aiming to overturn the restriction, arguing in part that the 
Board of Health did not have the authority to ratify the new rules unilaterally. In March 2013, the 

http://www.raconline.org/
http://www.norc.org/Research/Departments/Pages/public-health-research/walsh-center-rural-health-analysis.aspx
http://www.raconline.org/communityhealth/oral-health/files/oral-health-toolkit.pdf
http://www.hrsa.gov/ruralhealth/
http://www.nga.org/cms/home/news-room/news-releases/2013-news-releases/col2-content/national-governors-association-n.html
http://www.courts.state.ny.us/reporter/3dseries/2013/2013_05505.htm
http://www.nyc.gov/html/doh/downloads/pdf/notice/2012/notice-adoption-amend-article81.pdf
http://www.documentcloud.org/documents/463325-soda-industry-v-new-york-city-petition.html
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Supreme Court of the State of New York, County of New York enjoined and permanently restrained the 
Board of Health from enforcing the soda ban regulation one day before the regulation was to take 
effect. Justice Milton A. Tingling writing for the Supreme Court noted that the city regulation was 
“arbitrary and capricious.” The City of New York (City) then filed an appeal, which was denied by the 
New York Supreme Court, Appellate Division, First Department on July 30.  
 
In response to the July 30 ruling, Mayor Michael Bloomberg (I-NY) stated, “Today’s decision is a 
temporary setback, and we plan to appeal this decision [...].” Mayor Bloomberg has been quite vocal 
about his strong support for the increased regulations of sugary beverages.  
 
The City has moved for leave to appeal to the New York State Court of Appeals (the State's highest 
court) challenging New York City's portion cap rule on sugary drinks. The motion, dated August 2, is the 
first step towards the City's appeal. It formally requests that the New York State Court of Appeals 
review the case. The City also asks that an appeal be handled on an expedited basis. According to staff 
from the New York City Law Department (the City’s attorneys), the other side's response to the City's 
motion is due August 12. Thereafter, the Court of Appeals would decide on the motion. Any further 
calendar dates would be set by the Court after that point. 
  
State Policy Updates 
 

• Georgia 
 

On July 29, Ralph T. Hudgens, the commissioner of insurance in Georgia, sent a letter to the U.S. 
Department of Health and Human Services (HHS) requesting an emergency 30-day delay of the 
July 31 deadline for states to review and approve health insurance rate plans submitted by 
insurance companies. According to staff in Commissioner Hudgens’ Office, to date there has been 
no response from HHS. Commissioner Hudgens made the emergency request because following 
his initial rate review he found that health insurance rates would drastically increase. Specifically, 
the commissioner noted that some residents of Georgia would see a 198% increase in insurance 
rates. As a result, the commissioner requested the 30-day delay to further analyze the rate 
increases.      

 
• Michigan 

 
On July 18, the City of Detroit, Michigan’s state-appointed emergency manager, Kevyn Orr, filed a 
petition for bankruptcy in the U.S. Bankruptcy Court, Eastern District of Michigan. On July 30, U.S. 
Bankruptcy Judge Steven Rhodes filed a notice of proposed dates and deadlines. The notice 
proposes an August 19 deadline for all motions arguing against Detroit’s eligibility for Chapter 9 
bankruptcy, and sets a trial on that question to begin October 23. For a complete list of documents 
related to this case, click here.  
 
• New York 

 
On July 31, Gov. Andrew Cuomo (D-NY) signed A07866 which expands the scope of practice for 
registered dental hygienists. Under the new law registered dental hygienists working in facilities 
licensed under Article 28 of the New York State Public Health Law may work under collaborative 
agreements with dentists having a formal relationship with the same Article 28 facility. Article 28 
facilities are primarily hospitals but also include nursing homes and certain clinics. Under the law, 
only a dentist who already has a formal relationship, such as hospital privileges, will be allowed to 
enter into a collaborative practice agreement with a dental hygienist at the same hospital. 
Additionally, according to the new law, when dental hygiene services are provided pursuant to a 
collaborative agreement, the dental hygienist must instruct the patient to visit a licensed dentist for a 
comprehensive examination or treatment. According to the New York State Dental Association 

http://www.adea.org/uploadedFiles/ADEA/Content_Conversion_Final/policy_advocacy/Documents/emailDist/SC_NY2.pdf
http://www.adea.org/uploadedFiles/ADEA/Content_Conversion_Final/policy_advocacy/Documents/emailDist/SC_NY1.pdf
http://www.nyc.gov/portal/site/nycgov/menuitem.c0935b9a57bb4ef3daf2f1c701c789a0/index.jsp?pageID=mayor_press_release&catID=1194&doc_name=http%3A%2F%2Fwww.nyc.gov%2Fhtml%2Fom%2Fhtml%2F2013b%2Fpr261-13.html&cc=unused1978&rc=1194&ndi=1
http://www.adea.org/uploadedFiles/ADEA/Blogs/ADEA_State_Update/Sugary_Drinks_Motion_for_Leave_to_Appeal.pdf
http://www.oci.ga.gov/ExternalResources/Announcements/NewsReleaseInsurance-7302013-1537.pdf
http://www.freep.com/assets/freep/pdf/C4208687718.PDF
http://www.mieb.uscourts.gov/sites/default/files/detroit/docket191.pdf
http://www.uscourts.gov/FederalCourts/Bankruptcy/BankruptcyBasics/Chapter9.aspx
http://www.mieb.uscourts.gov/cityofdetroit
http://assembly.state.ny.us/leg/?sh=printbill&bn=A07866&term=2013
http://public.leginfo.state.ny.us/LAWSSEAF.cgi?QUERYTYPE=LAWS+&QUERYDATA=@PLPBH0A28+&LIST=LAW+&BROWSER=EXPLORER+&TOKEN=19618237+&TARGET=VIEW
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(NYSDA), it has been working on passage of legislation for collaborative agreements with dental 
hygienists since 2008. The law takes effect January 1, 2015. 

 
State Spotlight: Illinois 
 
Illinois Statistics: 

• Population in 2012: 12.8 million. 
• The state is naturally divided into three regions: the north (which includes the state’s largest city, 

Chicago), the central (flat prairie or steep hills), and the south (bordered by the Ohio and 
Mississippi Rivers). The largest county is Cook County, which includes the city of Chicago. In 
2012, Cook County had an estimated population of 5.2 million. 

• Median household income: $56,576 (U.S. median household income is $52,762). 
• Approximately 8,600 practicing dentists are located in Illinois, and the state has three dental 

schools.  
• Approximately 18.7% of Illinois residents have no teeth by age 65 (U.S. average is 25%).  
• In 2011, Illinois received a B grade on the Pew Center’s National Oral Health Report Card for 

the second year in a row, in part due to the share of dentists’ median retail fees reimbursed by 
Medicaid falling below the national average.  

 
Program Highlight: The Chicago Department of Public Health (CDPH) began the Oral Health Program 
in 2000. The program allows low-income students in pre-kindergarten through 12th grade to receive a 
dental exam and certain preventative services from a licensed dentist during the school day while on 
their school campus. During FY 2012–13, there were 404,155 students enrolled in Chicago Public 
Schools (CPS), and according to CPS staff, 84% of CPS students are currently on Medicaid.  
 
Services Offered: Qualified students who return a CDPH positive consent and authorization form 
signed by their parent/guardian will receive the following services at school: dental exam, dental 
cleaning, fluoride treatment, and dental sealants (as needed). Every student will receive a walk-out 
letter from the dentist detailing the student’s oral health status. In addition, all students requiring 
additional treatment will be referred to a dentist located within their home/school zip code. 
 
Students Served: During the 2012–13 school year, 17 dentists contracted with CDPH to provide dental 
services to CPS students. Dentists bring their own staff and equipment to the schools to provide 
services. According to CPS, during the 2012–13 school year, the Oral Health Program served 567 
schools*, treated 116,216 students*, and placed 339,717 sealants*.   
 
CPS students participating in the program receive an oral health status classification of 1 to 3. A level 1 
status generally indicates that the student has no cavities and has good oral health overall and should 
see a dentist every six months. A level 2 status indicates that the student has some cavities and 
requires additional treatment. A level 3 status indicates that the student has more than five cavities, 
possible abscesses, pain, and requires immediate treatment. During the 2012–13 school year 
approximately 36,000* students received a level 2 status and 7,000* students received a level 3 status. 
As a result, CPS is piloting a case management program which connects the student’s parent/guardian 
with a dentist that accepts Medicaid patients. In addition, under the case management pilot program, 
CDPH staff and dental providers will check-in with the parent/guardian to ensure that an appointment 
was made for a follow-up dental visit.  
 
*Please be aware that school data is not complete for the 2012–13 school year. 
 
 
 
 

http://www.cps.edu/Programs/Wellness_and_transportation/School_health_services/Pages/SchoolBasedOralHealth.aspx
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Reports of Interest 
 
The Association of State and Territorial Dental Directors issued a summary report providing a 
synopsis of state dental public health programs using data and information from FY 2011–12. The 
report provides information regarding the number of community-based dental clinics for low-income 
residents; local health departments with restorative dental services; local health departments with 
education and preventative oral health programs; and mobile dental clinics with preventative dental 
services. In addition, the report provides dental workforce data including the percent of counties in a 
state that do not have a dentist and that do not have a dentist enrolled as a Medicaid provider.  
 
The American College of Obstetricians and Gynecologists has issued an opinion recommending 
that obstetricians and gynecologists perform routine oral health assessments at the first prenatal visit 
and encourage their patients to see a dentist during pregnancy.    
 
The North Carolina Institute of Medicine, a quasi-state agency created to provide nonpartisan 
information to the public, issued a report making recommendations to achieve the following two goals: 
increase the percentage of children enrolled in Medicaid or the Children’s Health Insurance Program 
(CHIP) who receive preventive dental services and dental sealants, and increase the utilization of 
preventive oral health services among children enrolled in Medicaid and CHIP by any appropriate 
health professional. Some of the recommendations include reducing barriers that discourage dentists 
from participating in Medicaid and CHIP, increasing reimbursement for dental sealants, and creating 
systems for greater collaboration between primary care providers and dental professionals. 
 
The Robert Wood Johnson Foundation and Health Affairs published a policy brief which explains 
how the new premium tax credits under the Affordable Care Act will function, who is eligible to receive 
the tax credits, and what state and federal government agencies, as well as outside groups, are doing 
to educate the public.   
 
ADEA AGR Twitter Account 
 
For additional information on issues affecting academic dentistry and dental and craniofacial research 
in Congress, federal agencies, and state legislatures, please follow ADEA Advocacy and 
Government Relations on Twitter at ADEAAGR; there is much to “tweet” about. 
 
ADEA/Sunstar Americas, Inc./Harry W. Bruce, Jr. Legislative Fellowship 
 
Dental school faculty members or administrators who want to interface with members of Congress on 
issues of importance to oral health are encouraged to apply for the ADEA/Sunstar Americas, Inc./Harry 
W. Bruce, Jr. Legislative Fellowship. The fellow selected spends three months in Washington, D.C., 
working on issues and policies that could make a difference in the life of every American. This public 
policy fellowship coincides with congressional consideration of the federal budget and other legislative 
and regulatory activities important to dental education and research. The fellow functions as an ADEA 
Policy Center staff member who works within the AGR portfolio on ADEA’s specific legislative priorities. 
The fellow’s responsibilities may include drafting policy, legislative language, position papers, and 
testimony; educating members of Congress and other decision makers on matters of importance to 
dental education; and participating in gatherings of various national coalitions. The fellow receives a 
taxable stipend of $15,000 to cover travel and expenses for approximately three months (cumulative) in 
Washington, D.C. (ADEA is flexible in the arrangement of time away from the fellow’s institution.) The 
fellow’s institution continues to provide salary support for the duration of the experience. Since its 
inception in 1985, the ADEA/Sunstar Americas, Inc./Harry W. Bruce, Jr. Legislative Fellowship has 
been generously underwritten by Sunstar Americas, Inc. Interested candidates should apply as soon as  
possible. 
 
 

http://www.astdd.org/docs/state-synopsis-report-summary.pdf
http://www.acog.org/~/media/Committee%20Opinions/Committee%20on%20Health%20Care%20for%20Underserved%20Women/co569.pdf?dmc=1&ts=20130805T2225167513
http://www.nciom.org/wp-content/uploads/2013/07/ChildPrevOralHealthWeb_062813.pdf
http://healthaffairs.org/healthpolicybriefs/brief_pdfs/healthpolicybrief_97.pdf
https://twitter.com/ADEAAGR
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ADEA/Sunstar Americas, Inc./Jack Bresch Student Legislative Internship 
 
The ADEA/Sunstar Americas, Inc./Jack Bresch Student Legislative Internship is a six-week, 
stipend-supported internship in the Advocacy and Governmental Relations portfolio of the ADEA Policy 
Center (ADEA AGR) in Washington, D.C. This student legislative internship provides a unique learning 
experience for predoctoral, allied, and advanced dental student residents, and fellows. It is 
designed to encourage students to learn about and eventually—as dental professionals—to become 
involved in, the federal legislative process and the formulation of public policy as it relates to academic 
dentistry. It is open to any predoctoral, allied, or advanced dental student resident, or fellow who is 
interested in learning about and contributing to the formulation of federal public policy with regard to 
dental education, dental research, and the oral health of the nation. Funded through the generous 
support of Sunstar Americas, Inc., the student intern will be a member of the ADEA AGR staff and will 
participate in congressional meetings on Capitol Hill, coalition meetings, and policy discussions among 
the ADEA Legislative Advisory Committee (ADEA LAC) and ADEA AGR staff.  
 
An applicant must be a full-time predoctoral, allied, or advanced dental student, resident, or fellow 
whose institution is willing to work with the student to identify an appropriate time, consisting of six 
weeks, during the school year to pursue the internship. For additional information, please email 
Yvonne Knight, J.D., ADEA Senior Vice President for Advocacy and Governmental Relations, at 
KnightY@ADEA.org.  Applications are accepted on a year-round basis. 
 
 
 
The ADEA Policy Center publishes the ADEA State Update monthly. Its purpose is to keep ADEA 
members abreast of state issues and events of interest to the academic dental and research 
communities. 
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