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UW Dean Martha Somerman Appointed NIDCR Director 
On May 2, 2011, National Institutes of Health (NIH) Director Francis S. Collins, M.D., announced the 
appointment of Martha J. Somerman, D.D.S., M.S., Ph.D., as the new Director of the National Institute of 
Dental and Craniofacial Research (NIDCR), effective August 29, 2011. Dr. Somerman is currently Dean of 
the University of Washington School of Dentistry. She has been an active member of the ADEA Legislative 
Advisory Committee (ADEA LAC).  

As Director of NIDCR, Dr. Somerman will oversee a budget of $410 million and lead a staff of more than 400 
researchers and administrators on the NIH campus as well as hundreds of grantees at universities, medical 
schools, dental schools, and other research institutions.  

Dr. Somerman is internationally known as a researcher and educator; her research has focused on defining 
the key regulators controlling development, maintenance, and regeneration of oral-dental-craniofacial 
tissues. Her work has been recognized with numerous honors and awards. 

She completed her periodontal residency at the Eastman Dental Center in Rochester, New York. Dr. 
Somerman’s Ph.D. is from the Department of Pharmacology & Toxicology, the University of Rochester 
School of Medicine and Dentistry. She completed her postdoctoral training at the National Institute of Dental 
Research, now known as NIDCR.  

Dr. Somerman has been Dean of the University of Washington School of Dentistry since 2002; she also 
holds appointments as Professor in the School of Dentistry’s Department of Periodontics and Adjunct 
Professor in the Department of Oral Biology. Since 2004, she has served on the medical staff of the Seattle 
Cancer Care Alliance and as a member of the associate medical staff of the University of Washington 
Medical Center and the Harborview Medical Center. Previously, Dr. Somerman was on the faculty of the 
University of Michigan School of Dentistry from 1991 to 2002 and the Baltimore College of Dental Surgery 
from 1984 to 1991. At Michigan, she served as a Professor and the Chair of the Department of 
Periodontics/Prevention/Geriatrics and held the William K. and Mary Anne Najjar Endowed Professorship. 
She also served as Professor in the Department of Pharmacology at the University of Michigan School of 
Medicine from 1995 to 2002. In Baltimore, she was Assistant Professor, then Associate Professor, in the 
Departments of Periodontics and Pharmacology. 
 
On behalf of the American Dental Education Association, President Leo E. Rouse congratulates Dean 
Somerman and looks forward to continuing our relationship with her as she assumes her new 
responsibilities.  

READERS’ SURVEY 
 

YOUR RESPONSE IS ENCOURAGED 
 
The ADEA Washington Update was first published on September 3, 2002. Its purpose is to keep ADEA 
members abreast of federal issues and events of interest to the academic dental and research communities.  
 
We are inviting our readership to take a short survey with regard to the newsletter’s content and format as we 
look to update it in a manner that best conforms to the reading preferences and habits of our members.  
 
To take the survey before the June 15 deadline, go to 
https://www.surveymonkey.com/s/ADEA_Washington_Update.  
 
You may take it only once. Thank you for your input and support for the ADEA Washington Update. 
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Congressional Committee Takes No Action on Reducing Dental Corps Ranks in the Army and Navy 
ADEA, the American Dental Association (ADA), the American Association of Colleges of Nursing (AACN), 
and the American Nurses’ Association (ANA) have been monitoring H.R. 1540, the National Defense 
Authorization Act (NDAA) of 2012, as it progresses through Congress. ADEA was informed that the Obama 
Administration might have been considering reducing the authorized rank for the Chief of the Nurse Corps in 
the Army, Navy, and Air Force and the Chief of the Dental Corps in the Army and Navy. However, within the 
last week or so, we were informed that the House Armed Services Committee, which has jurisdiction over the 
legislation, met and did not take any action on the proposal. Therefore, at least for the time being, there 
seems to be no interest in pursuing the reductions. We will continue to monitor the legislation as it moves 
through the legislative process and will provide updates in the ADEA Washington Update. 
 
FY 2012 Congressional Appropriations Update 
On May 11, House Appropriations Committee Chairman Hal Rogers (R-KY) released draft FY 2012 
subcommittee allocations, referred to as 302(b)s, and the schedule for marking up (voting on) the FY 2012 
spending bills. In mid-April, the House adopted a FY 2012 budget resolution that caps discretionary spending 
at $1.2 trillion, a decrease of $30.4 billion from the FY 2011 level.  
 
Under the draft allocations, the Department of Defense subcommittee would receive a $17 billion increase to 
$530 billion. Consequently, the other 11 subcommittees would be cut by a total of $47.4 billion. The Labor-
HHS-Education allocation, which contains discretionary programs of interest to academic dentistry, would 
absorb the largest decrease, $18.2 billion, falling to $139.2 billion.  
  
In a press statement, Chairman Rogers noted that the proposed schedule is intended to make it possible for 
at least nine of the 12 spending bills to be considered on the House floor by August 5, when the House 
departs for a month-long recess. The Labor-HHS-Education bill is tentatively scheduled to be considered by 
the subcommittee on July 26 and by the full committee on August 2.  
 
Competencies and Action Strategies for Interprofessional Education 
Two new reports, recently released by six national health professions associations and three private 
foundations, recommend new competencies for interprofessional education in the health professions and 
action strategies to implement them in institutions across the country. By establishing these competencies, 
the proponents believe the nation’s health care system can be transformed to provide collaborative, high-
quality, and cost-effective care to better serve every patient. 
 
The first report, Core Competencies for Interprofessional Collaborative Practice, was produced by an expert 
panel convened in 2009 by the Interprofessional Education Collaborative (IPEC), a unique partnership of six 
associations - the American Association of Colleges of Nursing, the American Association of Colleges of 
Osteopathic Medicine, the American Association of Colleges of Pharmacy, the American Dental Education 
Association, the Association of American Medical Colleges, and the Association of Schools of Public 
Health. Interprofessional education, as defined by the World Health Organization, involves shared learning 
among students from two or more health professions.  
 
The panel was charged with identifying individual-level core interprofessional competencies for future health 
professionals. It proposed four domains of core competencies needed to provide integrated, high-quality care 
to patients within the nation’s current, evolving health care system. It also identified 38 specific 
subcompetencies that describe the essential behaviors across the four domains. Overall, the panel 
recommends that future health professionals be able to:  

 

 Assert values and ethics of interprofessional practice by placing the interests, dignity, and respect 
of patients at the center of health care delivery, and embracing the cultural diversity and 
differences of health care teams.  

 

 Leverage the unique roles and responsibilities of interprofessional partners to appropriately 
assess and address the health care needs of patients and populations served.  

https://www.aamc.org/download/186750/data/core_competencies.pdf
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 Communicate with patients, families, communities, and other health professionals in support of a 
team approach to preventing disease and disability, maintaining health, and treating disease. 

 

 Perform effectively in various team roles to deliver patient/population-centered care that is safe, 
timely, efficient, effective, and equitable. 

 
Dr. Leo E. Rouse, ADEA President and Dr. Sandra C. Andrieu were members of the IPEC Expert Panel.  
Dr. Richard W. Valachovic ADEA Executive Director said “This report coalesces the common vision of 
health professions educators for the preparation of future health care providers. The competencies put forth 
in the report are our starting point for high-quality, accessible, patient-centered care that ensures the health 
of the public.”   
 
The second report, Team-Based Competencies, Building a Shared Foundation for Education and Clinical 
Practice, was the result of a conference sponsored by the Health Resources and Services Administration, 
the Josiah Macy, Jr. Foundation, the Robert Wood Johnson Foundation, and the ABIM Foundation in 
partnership with IPEC. The meeting, held in February 2011, brought together more than 80 leaders from 
various health professions to preview the core competencies presented by IPEC and create action strategies 
that would use them to “transform health professional education and health care delivery in the United 
States.”  

 
Conference participants developed the following action strategies to implement the IPEC core competencies 
and move to a system of educating health professionals to work collaboratively:  

 Communicate and disseminate the core competencies to key stakeholders - academic deans, 
policymakers, and health care leaders - and launch an education campaign that makes the critical 
link between collaborative health care teams and providing high-quality, safe, and cost-sensitive 
treatment.  

 

 Prepare faculty for teaching students how to work effectively as part of a team and encourage all 
health professions to use the competencies in their fields.  

 

 Develop metrics for interprofessional education and collaborative care to help advance 
team-based competencies in teaching and practice.  

 

 Forge partnerships among the academic community, health care providers, and government 
agencies to advance interprofessional education.  

 
The Interprofessional Education Collaborative and the foundations believe that establishing these core 
competencies for health professionals will provide the valuable transformative direction needed to improve 
the nation’s health care system.  
 
New Federal Legislation Filed to Assist with Breaking Down Barriers to Oral Health 
On May 2, Representative Mike Simpson (R-ID), one of two dentists in the House of Representatives, 
introduced “Breaking Barriers to Oral Health Care Act of 2011.” The legislation would amend part B of Title III 
of the Public Health Service Act to improve oral health care for low-income individuals.  
 
Specifically, the bill would award grants to facilitate 1) purchasing portable or mobile dental equipment and 
paying for operational costs and 2) collaboration with state, county, or local public officials and other 
stakeholders in order to develop and implement initiatives to reduce barriers to oral health care, including low 
reimbursement and administrative impediments. 
 
The prospects for the legislation’s passage are uncertain; under House rules, any new funding initiatives 
must be offset with an equal cut to an existing program. This initiative is called “PAYGO.” The Statutory Pay-
As-You-Go Act of 2010 (Public Law 111-139) was enacted on February 12, 2010. The rule specifically 

https://www.aamc.org/download/186752/data/team-based_competencies.pdf
https://www.aamc.org/download/186752/data/team-based_competencies.pdf
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requires that any new spending or tax cuts are budget-neutral, offset by spending cuts or tax increases 
elsewhere. Therefore, since the proposed legislation falls under the “PAYGO” rule, it faces a substantial 
hurdle to becoming law. The bill is currently in the House Committee on Energy and Commerce. 
 
Dental Certificate Programs and Gainful Employment Reporting and Disclosure Requirements 
The U.S. Department of Education (ED) released Gainful Employment Reporting and Disclosure 
Requirements (§ 668.6) regulations on October 29, 2010, relative to Title IV federal financial aid programs.  
 
The regulation defines a Gainful Employment (GE) program as one that offers a certificate, rather than a 
degree. ED includes all certificate programs in the definition, without distinction of education level. The 
provision includes six reporting and disclosure requirements to which certificate programs of all levels must 
adhere. Accordingly, if your school has an allied dental health certificate program or an advanced dental 
education program that awards a certificate at completion of the program, you may be required to initiate and 
comply with the new reporting and disclosure regulations by July 1, 2011. 
 
Additionally, on April 20, 2011, ED released a “Dear Colleague” letter that reaffirms that the Gainful 
Employment Reporting and Disclosure Requirements will apply not only to allied dental certificate programs, 
but to certain postdoctoral certificate programs as well. Since there is limited uniformity in advanced dental 
education programs related to Title IV eligibility, GME funding, tuition and fees charged, stipends or salaries 
paid, and awards given at completion of the program (certificate or master’s degree), ADEA recommends 
that you consult your legal counsel or compliance officer to see if these requirements will affect your specific 
program(s). 
 
For more information, refer to the Department of Education, 34 CFR Parts 600, 602, 603, et al., Program 
Integrity Issues; Final Rule at http://edocket.access.gpo.gov/2010/pdf/2010-26531.pdf. The Gainful 
Employment Reporting and Disclosure Requirements starts on page 66835.  
 
Application Cycle for NHSC Scholarship Program Closes on June 9  
U.S. Department of Health and Human Services Secretary Kathleen Sebelius announced the opening of the 
2011 application cycle for the National Health Service Corps (NHSC) Scholarship Program. This year’s 
scholarships are being supported by $28 million of Affordable Care Act funds dedicated to the NHSC, and 
will help address shortages in the primary health care workforce.  
  
The NHSC Scholarship Program is administered by the Health Resources and Services Administration 
(HRSA) and awards scholarships to students pursuing a career in primary care. Recipients receive payment 
for tuition, required fees and other reasonable educational costs, a monthly support stipend, and assistance 
in finding a practice site upon completion of a training program. Disciplines eligible for the NHSC scholarship 
program include: physician, dentist (general or pediatric), nurse practitioner (primary care), certified nurse-
midwife, and physician assistant. Upon graduation, scholarship recipients serve as full-time or part-time 
primary care providers for between two and eight years at an NHSC site in a high-need Health Professional 
Shortage Area. 
 
The NHSC also includes a Loan Repayment Program that provides financial incentives in the form of loan 
repayment to primary care providers who have completed their education in exchange for serving in an 
underserved community for a minimum of two years. Interested students can apply online at 
www.NHSC.hrsa.gov/scholarship. The 2011 NHSC Scholarship Program application cycle will remain open 
until June 9, 2011. For more information about the Affordable Care Act’s investments in primary care 
workforce, visit www.HealthCare.gov. 

 
$100 million in Affordable Care Grants to Create Healthier Communities 
The U.S. Department of Health and Human Services announced today the availability of over $100 million in 
funding for up to 75 Community Transformation Grants. According to HHS, these grants, created by the 
Affordable Care Act (health care reform), are aimed at helping communities implement projects proven to 
reduce chronic diseases, such as diabetes and heart disease. By promoting healthy lifestyles and 

http://edocket.access.gpo.gov/2010/pdf/2010-26531.pdf
http://www.nhsc.hrsa.gov/scholarship/
http://www.healthcare.gov/
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communities, especially among population groups experiencing the greatest burden of chronic disease, HHS 
believes that these grants will help improve health, reduce health disparities, and lower health care costs.  
 
Chronic diseases such as heart disease, cancer, stroke, and diabetes are taking a devastating toll on the 
nation’s health. Seven of every 10 deaths are from a chronic disease—mostly caused by tobacco use, 
obesity, poor diet, and too little physical activity. Treatment for people with chronic conditions accounts for 
more than 75% of the more than $2 trillion spent on annual U.S. medical care costs, the HHS press release 
claims. Obesity is a significant health care cost driver; in 2008, about $147 billion of medical bills were 
weight-related. 

 
These grants will focus on five priority areas: 1) tobacco-free living; 2) active living and healthy eating; 3) 
evidence-based quality clinical and other preventive services, specifically prevention and control of high 
blood pressure and high cholesterol; 4) social and emotional wellness, such as facilitating early identification 
of mental health needs and access to quality services, especially for people with chronic conditions; and 5) 
healthy and safe physical environments.  
 
Successful applicants must use evidence-based strategies and ensure that their activities not only have 
broad population impact, but also help address health disparities. Examples of projects that could qualify for 
grants include eliminating food deserts and increasing access to healthy food options, including efforts to 
improve school nutrition or bring healthier food to corner markets in urban areas. Other examples include 
promoting blood pressure and cholesterol screenings. 
 
Communities may also address additional areas of disease prevention and health promotion that will 
contribute to the overall goal of reducing chronic disease rates. These areas include adolescent health; 
arthritis and osteoporosis; cancer; diabetes; disabilities and secondary conditions; educational and 
community-based services; environmental health; HIV; injury and violence prevention; maternal, infant, and 
child health; mental health and mental disorders; health of older adults; oral health; and sexually transmitted 
diseases.  
 
State and local government agencies, tribes and territories, and state and local nonprofit organizations are 
eligible to apply for Community Transformation Grants. At least 20% of grant funds will be directed to rural 
and frontier areas. Applications are due to the Centers for Disease Control and Prevention in July 2011, with 
awards expected to be announced near the end of summer. The grants are expected to run for five years, 
with projects expanding their scope and reach over time as resources permit. 
 
For more information about how the Fund is helping promote prevention in every state, visit  
www.HealthCare.gov/news/factsheets/prevention02092011a.html.  
 
The official funding opportunity announcement for the Community Transformation Grants can be found at 
www.Grants.gov by searching for CDFA 93.544.  
 
For more information about the grants, visit www.healthcare.gov/news/factsheets/grants05132011a.html or 
www.cdc.gov/communitytransformation.  
 
HHS Racial & Health Disparity Plans 
The Department of Health and Human Services (HHS) has released the HHS Action Plan to Reduce Health 
Disparities, a report outlining five goals for the department to reduce health disparities among racial and 
ethnic minorities, as well as strategies and specific action items to achieve those goals. According to the 
document, the actions presented in the plan “represent mainly new efforts beginning in FY 2011 and beyond” 
and are “intended to be carried out with current agency resources, so that implementation can proceed 
without delay.”  
 

http://www.healthcare.gov/news/factsheets/prevention02092011a.html
http://www.grants.gov/
http://www.healthcare.gov/news/factsheets/grants05132011a.html
http://www.cdc.gov/communitytransformation
http://www.hhs.gov/news/press/2011pres/04/20110408a.html
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The Action Plan was developed in response to the National Stakeholder Strategy by senior HHS officials. It is 
to be used by HHS agencies to assess the impact of policies and programs on racial and ethnic health 
disparities. Progress will be reviewed twice a year.  
 
The Action Plan has five goals for reducing health disparities: 
 

1. Transform health care: expand insurance coverage and quality initiatives such as increased utilization 
of medical homes; 

 
2. Strengthen workforce: new pipeline programs and support training for community health workers; 

 
3. Health, Safety, and Well Being: implement the Centers for Disease Control and Prevention’s (CDC) 

new Community Transformation Grants; 
 

4. Advance Scientific Knowledge: implement new health data collection and analysis; and 
 

5. Efficiency, Transparency, and Accountability of HHS Programs: assessment of policies and programs 
on health disparities. 

 
HHS also released the National Stakeholder Strategy for Achieving Health Equity. It is a common set of 
goals and objectives for public and private sector partnerships to help racial and ethnic minorities reach their 
full health potential and incorporates comments, ideas, and suggestions from thousands of individuals and 
organizations across the country. The Strategy was organized by the HHS Office of Minority Health (OMH). 
Eleven other federal cabinet-level departments collaborated and provided guidance.  
 
The National Stakeholder Strategy for Achieving Health Equity has four goals: 

 
1. Awareness: increase public understanding of health disparities; 

Leadership: invest in youth; 
 

2. Health System: improve access to children’s services for mental health and oral health; 
 

3. Cultural and Linguistic Competency: interpret and translation services; and 
 

4. Data, Evaluation: promote the translation of evidence-based research into practice. 
 
GAO Report on Medicaid and CHIP Programs 
Last month, the U.S. Government Accountability Office (GAO) released a report on children’s access to 
primary and specialty care under Medicaid and the Children’s Health Insurance Program (CHIP) entitled 
“Medicaid and CHIP: Reports for Monitoring Children’s Health Care Services Need Improvement.” 
Requested by Senate Finance Committee Chair Senator Max Baucus (D-MT) and Ranking Member Senator 
Orrin Hatch (R-UT), as well as House Energy and Commerce Committee Chair Representative Fred Upton 
(R-MI) and Ranking Member Representative Henry Waxman (D-CA), the study also looks at the availability 
of care coordination under the two programs. 
  
Using data from the National Survey of Children’s Health and the Medical Expenditure Panel Survey, GAO 
found that many children do not have access to care coordination. Specifically, the data suggest that 45% of 
children enrolled in Medicaid and CHIP needed care coordination, but 37% did not receive it. Of the 15% of 
children in Medicaid and CHIP who needed to see a specialist, 24% encountered access problems. The 
GAO found that the selected survey states shared common care coordination initiatives such as providing 
enhanced payments to participating providers, establishing a process for assigning children to a “medical 
home,” and ensuring the enrolled children receive yearly “wellness” checkups.  
 

http://www.gao.gov/new.items/d11293r.pdf
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Several states identified challenges to improving care coordination, including difficulties in obtaining 
specialist referrals because of the “short supply” in rural areas and issues with provider compensation. 
Additionally, the GAO study concludes that states are not accurately reporting to the Centers for Medicare 
and Medicaid Services (CMS) required information about Medicaid and CHIP beneficiary access to care. 
 
The GAO recommends that CMS establish a plan to review the accuracy and completeness of state-reported 
data and that the agency work with states to identify additional improvements in annual reporting.  
 
House Eliminates Prevention and Public Health Fund  
The U.S House of Representatives approved legislation (H.R. 1217) to eliminate the Prevention and Public 
Health Fund (PPHF) established in the Affordable Care Act (P.L. 111-148). Four Democrats joined all voting 
Republicans in supporting the measure, after the measure was approved on party-line votes in the House 
Energy and Commerce subcommittee and full committee markups  
 
Several Democrats defended the mandatory appropriation provided in the Affordable Care Act (ACA) to allow 
the Secretary of Health and Human Services to supplement annual discretionary spending for public health 
activities. Representative Kathy Castor (D-FL) was among the representatives that cited the FY 2010 
investment in the Primary Care Residency Expansion program as one example of the important initiatives 
supported by the fund. The White House issued a Statement of Administration Policy indicating that if H.R. 
1217 reached the President’s desk, “his senior advisors would recommend that he veto it.” 
 
Federal Budget Woes Could Jeopardize Medicaid/CHIP Dental Benefits 
On May 12, the House Energy and Commerce Subcommittee on Health voted 14 to 9 to pass the State 
Flexibility Act (H.R. 1683/S. 868) introduced by Representative Phil Gingrey (R-GA) and Senator Orin 
Hatch (R-UT). The legislation would repeal the “Maintenance of Effort” (MOE) provisions included in the 
2009 economic stimulus bill and the Affordable Care Act (health care reform). Under current law, the MOE 
ensures that states keep their commitment to Medicaid and the Children Health Insurance Program (CHIP) 
and prevents them from cutting enrollment or reducing services without facing consequences to their share 
of federal funding. 
 
If the State Flexibility Act becomes law, states would no longer have to maintain the same financial 
commitment to Medicaid. This means that states, in order to address budget shortfalls, could cut “optional” 
beneficiaries and services or make it more difficult for certain low-income children, adults, and persons with 
disabilities to enroll in Medicaid or CHIP. Most importantly, states could completely remove approximately 
300,000 children from CHIP, thus eliminating their access to new dental benefits in the program. Many adults 
who receive dental coverage through Medicaid would likely lose coverage. 
 
The Congressional Budget Office estimates that H.R. 1683 will reduce federal spending for Medicaid by 
approximately $2.1 billion between 2012 and 2021. The actual loss will likely be higher as states reduce or 
eliminate state matching funds. Advocates are concerned because the Obama Administration seems willing 
to give states more flexibility in Medicaid and CHIP. As the ADEA Washington Update has previously 
reported, U.S. Secretary of Health and Human Services Kathleen Sebelius (in a letter to all 50 state 
governors) listed dental coverage among the services a state might restructure by: 1) limiting the amount, 
duration, or scope of care; 2) increasing copayments for services; or 3) moving more people and services 
into managed care plans. 
 
States already have considerable flexibility to tailor their programs to meet local needs. This is evidenced by 
the fact that 40% of all Medicaid spending is for services considered “optional.” If states are left to decide 
which services and populations in Medicaid are covered, dental services will more than likely suffer. 
Historically, states have turned to dental benefits for savings in Medicaid. For example, the number of states 
that offer comprehensive coverage to adults has dropped significantly whenever states have faced budget 
pressures. Dental advocates are also concerned about protecting the federally required benefit, the Early 
Periodic, Screening, Diagnosis and Treatment Program (EPSDT), which provides the only dental benefit 
guarantee in Medicaid. 

http://www.gpo.gov/fdsys/pkg/PLAW-111publ148/pdf/PLAW-111publ148.pdf
http://www.whitehouse.gov/sites/default/files/omb/legislative/sap/112/saphr1217h_20110413.pdf
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Two other proposals are pending in Congress that if they were enacted could have devastating effects on 
dental benefits in public programs when combined with expanded state flexibility. They would impose either a 
federal “spending cap” or “block grant” on Medicaid, providing a fixed amount of federal funding regardless of 
what states spend on Medicaid. In this scenario, states would either have to make up the difference or make 
difficult decisions about whom to cover, what services to offer, and how much to pay providers. 
The bottom line is that depriving states of additional federal funding would radically shift incentives in state 
health programs away from expanding benefits and the populations served. If Congress adopts these 
reforms, they could seriously undermine dental benefits in CHIP, the Affordable Care Act, and the Medicaid 
EPSDT program. The result would be that needy populations would lose coverage for dental services and 
unfavorable reimbursement formulas would make it even more difficult for low-income children and adults to 
access dental care. 
 
Attention: Dental, Advanced Dental and Allied Dental Students, Residents and Fellows - Legislative 
Internship Available for 2012 
For the first time the American Dental Education Association, generously supported by Sunstar Americas, 
Inc., a longstanding ADEA Corporate Member, has established the ADEA/Sunstar Americas, Inc. Student 
Legislative Internship, an opportunity for dental and allied dental students to gain experience in public policy 
formulation and advocacy on behalf of academic dentistry.  
 
In announcing support for this exciting opportunity, Mr. Jim Doyle, Vice President of U.S. Sales and Trade 
Marketing at Sunstar Americas, Inc., said that “Sunstar is pleased to expand its partnership with ADEA by 
offering students an experience in the legislative arena. The new program is similar to the ADEA/Sunstar 
Americas, Inc. Harry W. Bruce, Jr. Legislative Fellowship provided to dental and allied dental faculty.” Since 
1985, 26 leaders from academic dental institutions have worked for three months in the ADEA Center for 
Public Policy and Advocacy (ADEA CPPA) to hone their skills in influencing public policy. “Sunstar is proud 
to promote the development of legislative and advocacy competencies among dental and allied dental  
students,” Mr. Doyle concluded.  
 
The new award provides the recipient with lodging, transportation, and a stipend for living expenses for a six-
to eight-week period in the nation’s capital. The ADEA/Sunstar Americas, Inc. Student Legislative Intern will 
meet and interact with legislative decision-makers in the U.S. Congress and the federal government, as well 
as with prominent Washington lobbyists, key federal agency personnel, ADEA volunteer leaders and staff, 
and dental and other coalition partners.  
 
Dr. Adam Donnell was chosen as the inaugural Student Legislative Intern.  He was a fourth-year dental 
student at the Harvard School of Dental Medicine at the time of the internship, “I am very fortunate to have 
this unique opportunity to be mentored by ADEA’s national policy and advocacy staff. I believe the internship 
will enrich my experience as a student and add value to my practice after I graduate,” stated Dr. Donnell. “I 
have always been interested in how Washington works. Now I can see it first-hand and experience the rush 
that comes from being an effective advocate on behalf of my profession.”  
 
The award evolved as ADEA CPPA staff conducted ADEA Field Advocacy Workshops at academic dental 
institutions around the country. According to ADEA Executive Director Richard W. Valachovic, D.M.D., 
M.P.H., “we discovered that many students were eager to learn more about the federal policymaking 
process. Consequently, we are extremely pleased that Sunstar Americas, Inc. has made this dream a reality 
for eager students.”  
 
For more information about the Student Legislative Internship, contact Jack Bresch, Associate Executive 
Director and Director of the ADEA Center for Public Policy and Advocacy, at 202-289-7201 or 
breschj@adea.org. 

 
 
 

mailto:breschj@adea.org
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ADEA Field Advocacy Workshops 
Since 2006, the staff of the ADEA Center for Public Policy and Advocacy (ADEA CPPA) has conducted 23 
Field Advocacy Workshops in dental schools across the nation. Bringing the workshop to dental schools is 
an attempt by ADEA to raise the profile of oral health by encouraging and training ADEA members to be 
more involved in advocacy on behalf of academic dentistry and oral health. In organizing this grassroots 
effort, ADEA CPPA staff works with the dental school dean or other designated individual to craft an agenda 
for the event that educates, motivates, and ultimately activates ADEA members to influence the formulation 
of public policy at state and federal levels and advance the interests of academic dentistry and the oral health 
of the nation.  
 
The workshop agenda, while differing from institution to institution, includes presentations by ADEA CPPA 
staff and, in most cases, the government relations staff of the parent university, representatives of the state 
dental association or society, state health officials, oral health advocates, and the institution’s strategic 
partners in the community. Depending on the dental school, the workshop can be scheduled as a full- or half-
day event. The following dental schools have hosted ADEA Field Advocacy Workshops: 

 
2006 

University of Pittsburgh School of Dental Medicine 
University of Kentucky College of Dentistry 

Howard University College of Dentistry 
University of North Carolina at Chapel Hill School of Dentistry 

University of Medicine and Dentistry of New Jersey New Jersey Dental School 
 

2007 
University of the Pacific Arthur A. Dugoni School of Dentistry 
University of Nevada, Las Vegas School of Dental Medicine 

University of Louisville School of Dentistry 
University at Buffalo School of Dental Medicine 

University of North Carolina at Chapel Hill Health Policy Institute 
 

2008 
New York University College of Dentistry 
University of Florida College of Dentistry 

University of Iowa College of Dentistry Faculty Retreat 
Georgia Health Sciences University College of Dental Medicine 

 
2009 

University of Mississippi School of Dentistry 
University of Connecticut School of Dental Medicine 

University of Michigan School of Dentistry 
 

2010 
University of Pennsylvania School of Dental Medicine 

Oregon Health & Science University School of Dentistry 
 

2011 
Nova Southeastern University College of Dental Medicine 

Marquette University School of Dentistry 
Louisiana State University School of Dentistry 

Tufts University School of Dental Medicine 
    

To schedule an ADEA Field Advocacy Workshop, contact Jack Bresch, Associate Executive Director and 
Director of the ADEA Center for Public Policy and Advocacy, at 202-289-7201 or breschj@adea.org. 
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Quotable 
“A man’s mind, stretched by a new idea, can never go back to its original dimensions.”  

Oliver Wendell Holmes, Jr. 
 

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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ADEA ISSUE BRIEF #14 
NIH Funding 

 
NIH Chief Presses Appropriators for Higher Funding 

By Rebecca Adams, CQ HealthBeat Associate Editor 

The National Institutes of Health is turning away a higher percentage of grant applications than at any other 
time in its history, director Francis Collins told Senate appropriators Wednesday as he and four other top 
agency officials made the case for additional funding for the agency in fiscal 2012. 

Collins, who received a generally sympathetic hearing from Democratic and Republican members of the 
Senate Appropriations subcommittee that handles Health and Human Services funding, said NIH officials 
can only fund about one in every six grant requests. 

The NIH director acknowledged that in the fiscal 2011 catchall spending bill Congress recently cleared, the 
$322 million cut to the agency - 1 percent of its budget - was better than the 3 percent overall cut for all 
agencies stipulated in the Labor-HHS-Education spending measure. But Collins said NIH needs more money 
to compete scientifically with other nations around the world, as well as to fund research into drugs that could 
prevent the need for more expensive medical treatments and improve the quality of life for Americans. 

Some Republicans seemed to endorse that view, with the significant caveat that funding for all federal 
agencies must be closely examined. 

“We live in a world where there are thousands of debilitating and life-threatening diseases - all that could use 
additional funding for research,” said the panel’s top Republican, Richard C. Shelby of Alabama. 

Shelby also raised questions about a new National Center for Advancing Translational Sciences, expected to 
open Oct. 1, that is intended to help turn basic scientific discoveries into promising treatments. Collins wants 
to use the new center to address an investment problem in new treatments: Often the NIH will uncover an 
interesting scientific finding with potential for being translated into a new cure, but drug companies don’t want 
to take the risk of developing the product unless there is likelihood of a strong return on investment. The new 
program would aim to bridge the gap in investment by continuing to support further research into potential 
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cures and hopefully attract industry interest. Drug companies would then take the new therapies through the 
rest of the development phase and on to consideration of approval by the Food and Drug Administration. 

Shelby said he agrees that too many potential therapies fall victim to a lack of interest by industry but he is 
not sure whether the new center is the most appropriate way to partner with companies in moving cures from 
the lab to a physician’s office. “NIH is not a drug developer,” Shelby said. 

The new center “may be the answer to solve this complex issue,” he said. “But it also may not.” 

Other Republicans voiced some support for the agency’s funding request of nearly $32 billion in fiscal 2012. 

Mark Steven Kirk, R-Ill., said he sees a choice between funding medical services through such measures as 
the 2010 health care overhaul law (PL 111-148, PL 111-152) and paying for medical research through NIH. 

Kirk said he favors NIH while he worries “about the long-term sustainability of other parts of the budget,” 
referring to Medicare, Medicaid and other federal health coverage programs. Kirk also said he opposes a 
new independent payment advisory board created by the health law, but that if the board is not repealed, he 
believes a formal process should be established for NIH to inform the board about its research so panel 
members are aware of recent work conducted by NIH-funded scientists. 

Subcommittee Chairman Tom Harkin, D-Iowa, asked whether officials foresee the development of more 
breakthroughs such as the cancer treatment Gleevec, which was approved by the Food and Drug 
Administration in 2001. 

National Cancer Institute Director Harold Varmus, who is himself a former NIH director, answered that 
several targeted therapies are in development. He mentioned he is “quite optimistic” about a number of 
cancer drugs in the pipeline, including products being developed by GlaxoSmithKline and by Plexxikon, in 
association with Roche, which he expects the FDA to approve soon. 

Jerry Moran, R-Kan., asked Collins if he could verify that additional funds for medical research could reduce 
spending for medical treatments. 

“Those are complex economic analyses and even economists will disagree about the right way to do it,” 
Collins said before walking lawmakers through the escalating costs of Alzheimer’s disease, which he said 
would rise from about $180 billion currently to roughly $1 trillion by 2050. If scientists can find a cure that will 
even delay the onset of the disease, Collins said, that could save billions. 

NIH researchers say they hope they can have an impact on diseases such as Alzheimer’s the way they have 
on heart disease. Collins said mortality from heart attacks has declined by 60 percent in recent decades at a 
cost of about $3.70 per American per year, “about the cost of a latte, and not even a grande latte,” Collins 
said. 

Rebecca Adams can be reached at radams@cq.com. Reprinted from CQ HealthBeat 
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