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ADEA Discusses Health Care Reform with Obama Administration  
On July 9, Dr. Caswell Evans, Associate Dean for Prevention and Public Health Sciences, 
University of Illinois at Chicago College of Dentistry, and member of the ADEA Legislative 
Advisory Committee (LAC), and Mr. Jack Bresch, Associate Executive Director and Director of 
the ADEA Center for Public Policy and Advocacy (ADEA CPPA), met with Ms. Caya Lewis, 
Director of Outreach in the Office of Health Care Reform at the U.S. Department of Health and 
Human Services (HHS), to discuss oral health in health care reform. Previously, Ms. Lewis was 
on the staff of the Senate Health, Education, Labor and Pensions Committee (HELP), chaired 
by Senator Edward M. Kennedy (D-MA). 
 
After emphasizing the critical importance of the Surgeon General’s Report, Oral Health in 
America, Dr. Evans outlined the principles and policy statement on health care reform that the 
ADEA House of Delegates approved last March, emphasizing our support for universal 
coverage of essential oral health care services in any reform proposal. He and Mr. Bresch 
briefed Ms. Lewis with regard to the four major provisions for which ADEA is advocating in the 
health care reform debate, namely:  
 

1. Ensure that all Americans, regardless of age or insurance status, have coverage 
of essential dental and oral health services, including diagnostic, preventive, 
basic restorative, and primary oral health care to eliminate pain, suffering, and 
infection. 

 
2. Create a separate section for the Title VII dental health professions training 

programs under the Public Health Services Act, and modernize education and 
recruitment programs under the section to ensure that sufficient numbers of 
skilled dental professionals are trained to care for the oral health demands of an 
increasingly diverse and aging population. 

 
3. Exempt dental residency training positions from the three-year rolling average 

provision used to calculate the number of full-time-equivalent (FTE) residents for 
Direct Medicare Graduate Medical Education (D-GME) reimbursement and Indirect 
Medical Education (IME) payments.  

 
4. Establish strong community-based oral disease prevention and oral health 

promotion programs to improve oral health and eliminate oral health disparities. 
 
Dr. Evans acknowledged that there are a variety of oral health care provisions in both the House 
Tri-Committee (Ways and Means, Energy and Commerce, and Education and Labor 
Committees) and the Senate HELP reform proposals that ADEA strongly supports, especially 
those that focus on the Title VII Health Professions Programs and pediatric oral health 
coverage. However, Mr. Bresch pointed out that in essence there are no provisions related to 
adult coverage of oral health care services in either congressional proposal.  
 
Even though the staff of the ADEA Center for Public Policy and Advocacy (ADEA CPPA) 
worked productively with Ms. Lewis when she was on Capitol Hill, this was ADEA’s initial 
meeting with a member of President Barack Obama’s health care reform team.  
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Health Care Reform: Deadlines Slipping, but the Work Continues 
Having successfully merged the reform initiatives of three House committees (Ways and Means, 
Energy and Commerce, and Education and Labor) into the Tri-Committee bill, and now 
attempting to shepherd a massive health care reform proposal through the House of 
Representatives before the August recess, Democratic leaders face stiff push-back from 
moderate to conservative Democrats (“Blue Dog” Democrats) with concerns about the $1 
trillion-over-10 years price tag. The Blue Dog Coalition last week sent a letter to House 
leadership arguing that the Tri-Committee proposal (which would cover 95 percent of the 48 
million Americans currently lacking health insurance) needed to provide more protection for 
small business owners affected by insurance mandates, offer more health aid to rural areas, 
provide additional cost-cutting measures, contain offsets for any new health care spending, and 
not add to the federal deficit. Other House Democrats have pledged not to support any reform 
proposal that does not include a public insurance option.  
 
Thus, Democrats are drawing lines in the sand, testing the perseverance of Capitol Hill 
reformers. While failing to offer an alternative plan, GOP House members are focusing their 
opposition on the cost of Democratic proposals and arguing that a public insurance option would 
eliminate private insurance plans. The pace of the legislative process is slowing, and it is 
doubtful that the House will pass a health care reform proposal before adjourning on July 31. 
 
A similar slowdown is occurring on the Senate side. Senate Finance Committee Chair Max 
Baucus (D-MT) was expected to release the Committee’s proposal for reform immediately after 
the Fourth of July recess, but his continuing attempts to craft a bipartisan bill with Senate 
Finance Committee ranking Republican member Senator Charles Grassley (R-IA) have 
delayed its release. Frustrated by the cost estimate of more than a trillion dollars over 10 years, 
Chairman Baucus has repeatedly gone back to the drawing board to find ways to raise the 
revenue to pay for health care reform.  
 
One of the options being explored is a tax on employee health benefits. It has run into a 
firestorm of opposition from congressional Democrats as well as the White House. Another 
option is to rescind the not-for-profit tax status of hospitals that operate like for-profit entities and 
no longer offer charity care. The nation’s 6,000 nonprofit hospitals will surely balk at this. A third 
option being discussed is a surcharge of 4% on individuals earning more than $200,000 per 
year or couples earning more than $250,000. Raising taxes on any individuals, regardless of 
income level, will meet with fierce opposition, especially from Republicans.  
 
While the push to hold a vote before the Senate recesses on August 7 has been abandoned, 
the search for meaningful and affordable health care reform continues. President Obama, back 
from his travels to Moscow, Rome, and Ghana, is expected to ratchet up his involvement in the 
debate. It is becoming ever more obvious that the debate will not be successfully concluded 
without presidential leadership. What is also becoming quite obvious is that the absence of 
Senator Edward M. Kennedy (D-MA), renowned for his legislative acumen and deal-making 
abilities, from the debate due to his battle with brain cancer makes the health care reform 
political process all the more challenging and daunting. There is considerable heavy lifting yet to 
be done before health care reform is a reality.  
 
Making Progress: Oral Health in Health Care Reform 
Due in large part to the advocacy efforts of the dental community, there are a variety of oral 
health provisions in both the Senate Health, Education, Labor and Pensions (HELP) Committee 
and the House Tri-Committee (Ways and Means, Energy and Commerce, and Education and 
Labor) reform bills that would begin to address the oral health care needs of the American 
public. (See letter to Senate HELP Chairman Edward Kennedy on page 10.) In addition to 
provisions that make oral health care services available for children, initiate a public education 
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campaign with regard to the value of oral health, and establish programs for research-based 
dental caries disease management and demonstration projects for workforce models, dental 
organizations—working individually and in coalition—were successful in inserting statutory 
language in both the Senate and House reform bills that would:  
 

 “Decluster” dentistry from medicine in the Title VII Health Professions Programs by 
establishing a new section solely for dentistry. Dental education is given its own funding, 
and public health dentistry and dental hygienists are added to the cluster.  

 

 Make academic dental institutions eligible for grants for Academic Administrative Units in 
primary care (AAU), faculty development in primary care programs, and predoctoral 
training programs in primary care. Presently, these grants are available only to allopathic 
and osteopathic medical schools. These programs enhance the primary care mission of 
an institution to teach, conduct research, and develop faculty. The Secretary of the U.S. 
Department of Health and Human Services would make grants to schools of dentistry, 
public or nonprofit private hospitals, or public entities in the areas of general dentistry, 
pediatric dentistry, public health dentistry, and dental hygiene. 

 

 Establish a new dental education Faculty Loan Repayment Program to repay the eligible 
student loan debts of an individual who is employed as a full-time faculty member of a 
school of dentistry or a hospital operating an accredited dental education program.  

 
The oral health needs of the American public, however, will not be fully met until every American 
has access to and coverage of high-quality, cost-effective oral health care services. That is why 
ADEA has adopted a formal policy that any comprehensive reform of the U.S. health care 
system should provide universal coverage to these services. A recent poll commissioned by 
Oral Health America revealed that nearly two in three U.S. adults (63%) think it is important 
that dental coverage be part of an overall health reform package and that 40 percent of those 
polled say it is very important. The poll was sponsored by the Dental Trade Alliance (DTA) 
Foundation and conducted by Harris Interactive.® While the absence of a provision 
guaranteeing oral health care services to adults is disappointing, in no way should it detract 
from the significance of the provisions in the House and Senate reform bills.  
 
Draft ―Meaningful Use‖ Matrix Inapplicable to Oral Health Providers 
ADEA has informed Dr. David Blumenthal, the National Coordinator for Health Information 
Technology (HIT), that the draft “Meaningful Use” Matrix being considered by the HIT Policy 
Committee and the HIT Standards Committee for all practical purposes completely 
overlooks providers of oral health care services and their patients with respect to the 
funding, implementation, and operation of the nation’s HIT infrastructure. 
 
The HITECH Act (Health Information Technology Act), enacted as part of the Obama 
administration stimulus package, identifies dentists as eligible health care providers to receive 
Medicaid payments as incentive for health information technology adoption and operation. 
Academic dental institutions (ADIs) are likewise eligible for such funding if a qualifying dentist 
“assigns” his or her Medicaid payments to the ADI. 
  
In a letter dated June 26, ADEA Executive Director Dr. Richard W. Valachovic called the 
objectives and measures in the Matrix “inapplicable to oral health providers and the services 
they furnish.” He noted that nothing in the Meaningful Use Workgroup’s comments 
accompanying the Matrix, or any comments to date by the U.S. Department of Health and 
Human Services (HHS) or the Office of the HIT National Coordinator (ONC), sheds any light on 
how “meaningful use” might be defined or measured with respect to oral health care providers 
or their services. In fact, Dr. Valachovic stated, “there is complete silence regarding how oral 
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health care providers, academic dental institutions and their clinics, and dental patients will 
participate in and benefit from the nationwide HIT infrastructure that the HITECH Act is 
designed to create.” 
 
The lack of any meaningful focus on oral health care is also evidenced by the fact that the Act 
provides no incentives or financial support for electronic health records (EHR) implementation 
by U.S. dental schools or their clinics. Without such incentives or other financial support, many 
dental schools and their clinics will be forced to delay, and perhaps forego completely, 
implementation of EHR technology for the foreseeable future.  
 
For a dental school clinic to receive some financial support for EHR implementation through 
assignments of EHR incentives from qualifying dentists practicing at the dental school clinic, 
HHS would have to adopt a “meaningful use” definition with objectives and measures that are 
applicable to, and achievable by, dentists working in dental school clinics. However, even if 
such a “meaningful use” definition existed today, the practical reality is that most dentists 
practicing at dental school clinics will not be able to qualify for any EHR incentives for the 
following reasons: 
 

 There are no Medicare EHR incentives for dentists. The HITECH Act Medicare EHR 
incentives for eligible professionals are based on a professional’s annual Medicare 
charges. Since Medicare covers virtually no oral health care services, dentists typically 
have no Medicare charges, and thus they cannot qualify for any Medicare EHR 
incentives. 

 

 The 30% Medicaid population requirement for Medicaid EHR incentives is not 
achievable for most dentists working in dental school clinics. The nation’s dental school 
clinics typically are the safety net providers of oral health care in the communities they 
serve, and as a result they furnish oral health care services for a large percentage of the 
Medicaid and indigent patients in their communities. Notwithstanding that fact, virtually 
no dentist working in a dental school clinic has a patient population that is at least 30% 
Medicaid and indigent patients, because every dental school clinic must serve a large 
population of non-Medicaid and non-indigent patients to generate revenue needed to 
offset a portion of the substantial annual shortfall between tuition revenues and school 
operating and capital costs. Thus, even if a dental school clinic furnished the vast 
majority of all oral health care services required by Medicaid and indigent patients in the 
school’s community, it is unlikely that any of the dentists in the school’s clinic would 
satisfy the 30% Medicaid population requirement to qualify for Medicaid EHR incentives. 

 

 EHR certification standards are likely to delay, and possibly eliminate, EHR incentives to 
dentists. There is a serious possibility that certification for dental EHRs will take longer 
than certification of other EHRs because no dental EHR available today has been 
certified as interoperable under current interoperability standards. Thus, even for 
the few dentists who may be able to meet the 30% Medicaid population requirement and 
other Medicaid EHR incentives requirements, delays in certification of dental EHRs will 
reduce the amount of time dentists have to qualify for Medicaid EHR incentives. Given 
the significant time typically necessary to implement EHR technology, any delays in the 
certification of dental EHRs could preclude any dentist from qualifying as a “meaningful 
user of certified EHR technology” in time to obtain any Medicaid EHR incentives. 

 
ADEA posited that few dentists will qualify for any EHR incentives under the HITECH Act. 
Consequently, most dental schools and their clinics will receive little, if any, financial support for 
EHR implementation based on assignments of EHR incentives from qualifying dentists. ADEA 
urged the Office of the HIT National Coordinator to act now to ensure providers of oral health 
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care, academic dental institutions and their clinics, and dental patients are not excluded from 
participating in and benefiting from the national HIT infrastructure contemplated by the HITECH 
Act.  
 
ADEA is seeking a meeting with Dr. Blumenthal to reinforce the messages delivered in the 
letter. 
 
HHS Secretary Overturns Onerous Regulations 
U.S. Department of Health and Human Services (HHS) Secretary Kathleen Sebelius this 
month announced that the Obama administration will rescind all or part of three Medicaid 
regulations that were previously issued and delay the enforcement of a fourth regulation. Each 
of these rules was subject to congressional moratoria set to expire July 1, 2009. 
 
According to a press release from Secretary Sebelius, the Centers for Medicare & Medicaid 
Services (CMS) and HHS have rescinded final rules that would have:  
 

 Eliminated reimbursement for school-based administrative costs and costs of 
transportation to and from schools. The rescission reflects concern that the rule could 
limit the Medicaid administrative outreach activities of schools, and that the overall 
budgetary impact on schools could potentially impact their ability to offer Medicaid 
services to students. 

 

 Limited the outpatient hospital and clinic service benefit for Medicaid beneficiaries to the 
scope of services recognized as an outpatient hospital service under Medicare. This rule 
was rescinded because CMS became aware that coverage beyond that scope could not 
be easily moved to other benefit categories, resulting in great impact than previously 
anticipated. 

 

 Restricted beneficiary access to case management services. These provisions appeared 
in practice to restrict beneficiary access to needed covered case management services, 
and limit state flexibility in determining efficient and effective delivery systems for case 
management services. 

 
HHS also delayed until June 30, 2010, the enforcement of portions of a regulation that clarified 
limitations on health care-related tax programs so that CMS could determine whether states 
need additional clarification or guidance. CMS may also further review the potential impact of 
the regulation and give additional consideration to alternative approaches.  
 
Dental Residents, Take Note—Loan Repayment Plan Started July 1, 2009 
On July 1, 2009, two statutory changes were implemented that have implications for dental 
students considering dental residencies. The College Cost Reduction and Access Act (PL 110-
84), which was signed into law in October 2007, eliminated the economic hardship "20/220" rule 
and created a new Income-Based Repayment (IBR). The “20/220” rule allowed most hospital-
based dental residents to delay making loan repayments for three years without accruing 
interest on subsidized student loans. Residents who qualified for economic hardship deferment 
could defer payment without accruing interest on subsidized loans for up to three years if their 
debt burden was greater than 20% of income AND income minus debt burden was not greater 
than 220% of the Federal Poverty Level (FPL).  
 
In place of this program, the new IBR was created, which caps loan repayments at 15% of the 
borrower's income that is above 150 percent of federal poverty level. The IBR plan covers all 
federal loans, except loans made to parents (PLUS loans). It also excludes private student 
loans.  
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Both of these changes are important to dental residents. If the residency program enrolls a 
resident as a student, the resident will be able to defer payments on his or her student loans 
until after graduation. If the resident is not enrolled as a student, he or she may be required to 
start making payments on his or her student loans. Dental residents should contact their 
financial aid administrators or the lenders who hold their student loans. 
 
Prospective dental residents who are interested in these changes can find additional information 
from the United States Department of Education at 
http://studentaid.ed.gov/PORTALSWebApp/students/english/IBRPlan.jsp.  
 
Funding for Community Health Centers  
On May 1, the Health Resources and Services Administration (HRSA) of the U.S. Department of 
Health and Human Services released guidance for the capital funding for community health 
centers. On June 19, HRSA announced the availability of approximately $515 million under the 
Facility Investment Program (FIP) initiative to support one-time, two-year funding requests from 
existing community health center program grantees. Details are available at 
http://bphc.hrsa.gov/recovery. The FIP application is available in the HRSA Electronic 
HandBooks (EHB) as of June 23, and applications must be submitted in EHB by August 6, 
2009, at 8:00 p.m. Eastern time. Oral health services are identified as a priority for the economic 
stimulus funds. HRSA policy requires that community health centers provide for their patients’ 
oral health care needs. An estimated 13,000,000 health center patients currently do not have 
access to dental services. 

 
Health Disparities Bill 
The Congressional TriCaucus—comprised of the Congressional Black Caucus, the 
Congressional Hispanic Caucus, and the Congressional Asian Pacific American Caucus—
introduced the Health Equity and Accountability Act of 2009 (H.R. 3090). The legislation can be 
viewed in its entirety on www.thomas.gov. 
 
This bill represents the consensus position of the TriCaucus with regard to eliminating health 
disparities. It addresses the many root causes of health inequities that go beyond issues of 
access. The Congressional TriCaucus is committed to health care reform that expands 
coverage to all Americans, while also reducing serious health disparities that disproportionately 
affect racial and ethnic minorities. TriCaucus members plan to have H.R. 3090 included in the 
Tri-Committees’ (Ways and Means, Energy and Commerce, and Education and Labor 
Committees) health care reform bill. 
 
The Health Equity and Accountability Act of 2009 would: 
 

 Bolster efforts to ensure culturally and linguistically appropriate health care 
and remove language and cultural barriers to health care. The bill would help 
patients from diverse backgrounds, including those with limited English proficiency, 
with provisions such as codifying existing standards for culturally and linguistically 
appropriate health care, assisting health care professionals in providing cultural and 
language services, and increasing federal reimbursement for these services. 

 
 Improve workforce diversity. The bill strongly supports programs covered under 

Title VII Health Professions Programs and would expand those programs to address 
the shortage of underrepresented minority health care providers across medical 
realms, including dental, oral, and mental health care.  

 

http://studentaid.ed.gov/PORTALSWebApp/students/english/IBRPlan.jsp
http://bphc.hrsa.gov/recovery
http://www.thomas.gov/
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 Strengthen and coordinate data collection. The bill—with appropriate safeguards 
to protect privacy—would require federal agencies and recipients of federal funds to 
collect and report data on race, ethnicity, and primary language. Additionally, the bill 
would provide grants to minority-serving institutions to access and analyze such data 
to assess the effectiveness of efforts to eliminate health disparities. 

 
 Ensure accountability and improve evaluation. The bill would require each federal 

health agency to: 
 

 Develop and implement a national strategic action plan to eliminate racial and 
ethnic health disparities  

 Expand the Office of Civil Rights and the Office of Minority Health at the  
U.S. Department of Health and Human Services (HHS) 

 Create minority health offices within HHS agencies and at the Food and Drug 
Administration and the Centers for Medicare and Medicaid Services  

 Establish compliance offices in federal health agencies 
 

 Improve health care services. H.R. 3090 would establish community-centric 
initiatives to coordinate existing resources to address health disparities in 
communities, provide grants to launch prevention demonstration projects, address 
border health issues, and promote positive health behaviors. 

  
Roundtable on Oral Health Disparities 
In June, the Office of Minority Health at the U.S. Department of Health and Human Services 
(HHS), in collaboration with the National Dental Association (NDA), hosted a Roundtable on 
Oral Health Disparities. The purpose of the Roundtable was to address key issues related to 
oral health access, racial and ethnic disparities, and necessary leadership action at all levels of 
the health infrastructure. The collaboration between the Office of Minority Health and NDA 
supports the National Partnership for Action to End Health Disparities and is intended to 
mobilize national action related to oral health disparities.  
 
Several organizations and individuals participated in the Roundtable, including ADEA; the 
American Association for Dental Research (AADR); the Dental Trade Alliance (DTA); Dr. 
Michael Battle, NDA President; Dr. Hazel Harper, Co-Founder and Project Director of the 
Deamonte Driver Dental Project; Dr. Harry Goodman, the Maryland State Dental Director; and 
Dr. Caswell Evans, Associate Dean for Prevention and Public Health Sciences, University of 
Illinois at Chicago College of Dentistry. 
 
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)  

 

http://www.grants.gov/
http://www.grants.gov/
mailto:support@grants.gov
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National Institutes of Health 
 

 Ruth L. Kirschstein National Research Service Award (NRSA) for Individual 
Predoctoral Fellows in Nursing Research (F31), (PAR-09-227), National Institutes of 
Health, http://grants.nih.gov/grants/guide/pa-files/PAR-09-227.html  

 

 Ruth L. Kirschstein National Research Service Awards for Individual Predoctoral 
Fellows (F31), (PA-09-208), National Institutes of Health, 
http://grants.nih.gov/grants/guide/pa-files/PA-09-208.html  

 

 Ruth L. Kirschstein National Research Service Awards for Individual Predoctoral 
MD/PhD and Other Dual Doctoral Degree Fellows (F30), (PA-09-207), National 
Institutes of Health, http://grants.nih.gov/grants/guide/pa-files/PA-09-207.html  

 

 Ruth L. Kirschstein National Research Service Awards for Individual Predoctoral 
Fellowships (F31) to Promote Diversity in Health-Related Research, (PA-09-209), 
National Institutes of Health, http://grants.nih.gov/grants/guide/pa-files/PA-09-209.html  

 

 Ruth L. Kirschstein National Research Service Awards (NRSA) for Individual 
Senior Fellows (F33), (PA-09-211), National Institutes of Health, 
http://grants.nih.gov/grants/guide/pa-files/PA-09-211.html  

 

 Ruth L. Kirschstein National Research Service Awards (NRSA) for Individual 
Postdoctoral Fellows (F32), (PA-09-210), National Institutes of Health, 
http://grants.nih.gov/grants/guide/pa-files/PA-09-210.html  

 

 Exploratory Grant Award to Promote Workforce Diversity in Basic Cancer 
Research (R21), (PAR-09-162), National Institutes of Health, 
http://grants.nih.gov/grants/guide/pa-files/PAR-09-162.html  

 

 Feasibility Studies for Collaborative Interaction for Minority Institution/Cancer 
Center Partnership (P20), (PAR-09-201), National Institutes of Health, 
http://grants.nih.gov/grants/guide/pa-files/PAR-09-201.html  

 

 Highly Innovative Tactics to Interrupt Transmission of HIV (HIT-IT) (R01), (RFA-AI-
09-037), National Institutes of Health, http://grants.nih.gov/grants/guide/rfa-files/RFA-AI-
09-037.html  

 
Office of Public Health and Science 

 

 2009 The Institute for the Improvement of Minority Health and Health Disparities in 
the Delta Region, (MP-CPI-09-001). Grants will be used to address the significant 
health disparities impacting minorities residing within the Delta Region states of 
Mississippi, Louisiana, and Alabama. Health professions schools are eligible for the 
grants, and oral health is included in the list of health areas that need to be addressed. 
For more information, please visit 
https://www.grantsolutions.gov/gs/preaward/previewPublicAnnouncement.do?id=10431. 

 
 

Other Opportunities 
 

 Innovative Dental Assessment Research and Development Grants Program (IDEA 
Grants Program). The Joint Commission on National Dental Examinations, an agency 

http://grants.nih.gov/grants/guide/pa-files/PAR-09-227.html
http://grants.nih.gov/grants/guide/pa-files/PA-09-208.html
http://grants.nih.gov/grants/guide/pa-files/PA-09-207.html
http://grants.nih.gov/grants/guide/pa-files/PA-09-209.html
http://grants.nih.gov/grants/guide/pa-files/PA-09-211.html
http://grants.nih.gov/grants/guide/pa-files/PA-09-210.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-162.html
http://grants.nih.gov/grants/guide/pa-files/PAR-09-201.html
http://grants.nih.gov/grants/guide/rfa-files/RFA-AI-09-037.html
http://grants.nih.gov/grants/guide/rfa-files/RFA-AI-09-037.html
https://www.grantsolutions.gov/gs/preaward/previewPublicAnnouncement.do?id=10431
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of the American Dental Association, is providing grants aimed at studying innovations in 
testing methods. The deadline for the receipt of proposals October 1, 2009. For more 
information please visit www.ada.org/prof/ed/index.asp. For questions, please contact 
Dr. Tsung-Hsun Tsai at tsait@ada.org or 312-440-2684.  

 
Upcoming Meetings and Conferences 

 

 September 12–15, 2009, the American Academy of Periodontology annual meeting 
will be held at the Boston Convention & Exhibition Center in Boston, MA. For more 
information, please visit www.perio.org/meetings/am/index.html.  

 

 September 13–16, 2009, Agency for Healthcare Research and Quality will hold its 
third annual conference at the Bethesda North Marriott Hotel and Conference Center in 
Bethesda, MD. The conference is titled Research to Reform: Achieving Health System 
Change. For more information, please visit http://meetings.capconcorp.com/ahrq. 

 

 September 30–October 4, 2009, the American Dental Association annual session 
will be held at the Hawaii Convention Center in Honolulu, HI. For more information, 
please visit www.nxtbook.com/nxtbooks/ada/2009annualsession. 

 

 October 22–24, 2009, the Hispanic Dental Association will hold its annual meeting at 
the Hilton Americas-Houston Hotel in Houston, TX. For more information. please visit 
www.hdassoc.org/site/epage/25547_351.htm.  

  
Quotable 

“I do the best I know how, the very best I can, and I mean to keep doing so until the end. 
If the end brings me out all right, what is said against me won’t count; 

if it brings me out wrong, all the angels swearing that I was right would have made no 
difference.” 

President Abraham Lincoln 
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http://www.ada.org/prof/ed/index.asp
mailto:tsait@ada.org
http://www.perio.org/meetings/am/index.html
http://meetings.capconcorp.com/ahrq/
http://www.nxtbook.com/nxtbooks/ada/2009annualsession
http://www.hdassoc.org/site/epage/25547_351.htm
http://www.adea.org/
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LETTER TO SENATOR EDWARD M. KENNEDY, CHAIRMAN 
SENATE HEALTH, EDUCATION, LABOR AND PENSIONS COMMITTEE 

 
 
July 1, 2009 
 
The Honorable Edward M. Kennedy  
Chairman 
Senate Committee on Health, Education, Labor and Pensions 
317 Russell Senate Office Building 
Washington, DC 20510 
 
Dear Chairman Kennedy:  
 
The American Dental Education Association (ADEA)1 writes in strong support of the oral health 
provisions in your health care reform bill, the “Affordable Health Choices Act.” Oral health, 
though often overlooked, is essential to overall health. More than 51 million school hours and 
164 million hours of work are lost each year due to dental-related absences.2 The number of 
Americans without dental insurance was more than 2.5 times the number lacking medical 
insurance in 2003.3 Approximately 130 million adults and children are without dental coverage.4

 

Sadly, there have been four dental-related deaths in the news over the past two years.  
 
The oral health provisions in your bill would begin to address the oral health care needs of the 
American public. Those needs, however, will not be fully met until every American has access to 
and coverage of high-quality, cost-effective oral health care services. That is why the American 
Dental Education Association has adopted a formal policy that any comprehensive reform of the  
U.S. health care system should provide universal coverage to these services.  
 
The absence of a provision guaranteeing oral health care services to adults is disappointing, but 
in no way should it detract from the significance of provisions in your bill that would provide oral 
health care services for children, improve dental workforce training, initiate a public education 
campaign with regard to the value of oral health, and establish programs for research-based 
dental caries disease management and demonstration projects for workforce models. ADEA 
strongly supports these provisions, Mr. Chairman, and greatly appreciates their inclusion in the 
bill.    

                                                
1 The American Dental Education Association (ADEA) represents all 59 dental schools in the United States, in 

addition to more than 700 dental residency training programs and nearly 600 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. ADEA member institutions 
serve as dental homes for a broad array of racially and ethnically diverse patients, many of whom are uninsured, 
underinsured, or rely on public programs such as Medicaid and the Children’s Health Insurance Program. 
 
2
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. 
 
3
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. 
 
4
National Association of Dental Plans/Delta Dental Plans Association. 2007 Dental Benefits Joint Report: Enrollment, August 2007.   
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Access to Care 
Sec. 3103 establishes the Medical Advisory Council, which would make recommendations with 
regard to medically and scientifically valid procedures to be included in health care benefit 
packages. Under pediatric services, the Council would recommend oral health care services for 
children. This provision is vital because dental disease is the single most common chronic 
childhood disease in the country. Almost half of U.S. children ages 5-17 have experienced tooth 
decay in their permanent teeth. Additionally, 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.5  

 
Workforce Training Improvements  
Sec. 433 pertains to training grants in general, pediatric, and public health dentistry and would 
codify notable changes in the Title VII Health Professions Programs. Namely, it would: 
 

 Reinstate dentistry as its own Title, as it was before the last reauthorization of the 
program in 1998, and move public health dentistry and dental hygiene training programs 
into this new dental section 

 

 Make academic dental institutions eligible for grants for academic administrative units 
(AAUs), predoctoral training in primary care, and faculty development, grants that 
currently are available only to medical schools  

 

 Authorize a new dental faculty loan repayment program  
 
Title VII Health Professions Programs have had a greater impact on medicine than on dentistry 
because of dental schools’ limited access to Title VII funds. The dental education model is very 
different from the medical model. In medical school, students focus on knowledge acquisition; 
they learn most of their clinical skills during residencies. In dental school, students both focus on 
knowledge acquisition and acquire clinical skills. Third- and fourth-year dental students see 
patients.  
 
Educating dental students at the predoctoral level is very expensive because of the costs of 
equipment, tools, and administrative staff needed for patient care. Currently, Title VII funds are 
available to dentistry only for general and pediatric residencies; however, in all but a few states 
dentists are not required to complete a residency. In fact, there are not enough residency slots 
in the country to accommodate all the dentists who would like to enter the programs.  
 
Allowing dental schools to apply for Title VII funding at the predoctoral level is key to educating 
more dentists to serve the needs of the American people. Additionally, reinstating a separate 
Title for dentistry would ensure that the unique costs associated with dental education are 
provided for without penalizing other health professions education.  
 
Public Education Campaign 
Sec. 313 requires the Centers for Disease Control and Prevention (CDC) to establish a five-year 
national public education campaign that focuses on oral health care, including prevention of oral 
disease such as early childhood and other caries, periodontal disease, and oral cancer. Upon 
releasing his report, Oral Health in America: A Report of the Surgeon General, Dr. David 
Satcher described the lack of oral health care as a “silent epidemic” that disproportionately 
affects the poor, racial and ethnic minority groups, and those lacking dental insurance. A public 
education campaign would target these specific populations.  
 

                                                
5
Sinclair SA, Edelstein B. Cost effectiveness of Preventive Dental Services. Washington, DC: Children’s Dental Health Project, 

February 2005. 
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Research-Based Dental Caries Disease Management Program 
Sec. 313 also requires the CDC to award demonstration project grants for research-based 
dental caries disease management. The grant program would provide services to underserved 
communities, while collecting valuable data on the most effective way to manage dental caries. 
The grants would be used to show how research-based dental caries disease management can 
result in a reduction of dental caries in areas that are served by community-based providers, 
where there is a great need for dental care.  
 
Workforce Models Demonstration Programs 
Sec. 434 provides funds for 15 demonstration projects for programs to train or employ 
alternative dental health care providers in order to increase access to dental health care 
services in rural and other underserved communities. Alternative dental health care providers 
include community dental health coordinators, advanced dental hygiene practitioners, 
independent dental hygienists, supervised dental hygienists, primary care physicians, and 
dental therapists. As the nation faces issues of access to dental care, expanding the dental 
team under the supervision of a dentist would increase the number of providers who can care 
for the underserved.  
 
In conclusion, Mr. Chairman, the American Dental Education Association congratulates you and 
is truly grateful for the inclusion of crucial oral health provisions in your bill. Your commitment to 
and leadership on health care over decades is unparalleled in the U.S. Congress. In proposing 
the “Affordable Health Choices Act,” you have contributed extraordinarily to the national debate 
on health care reform and prominently raised the profile and importance of oral health care.  
 
If you have any questions, please contact Mr. Jack Bresch, Associate Executive Director and 
Director of the ADEA Center for Public Policy and Advocacy, at breschj@adea.org. 
 
Sincerely, 

   
Richard W. Valachovic, D.M.D., M.P.H.  
Executive Director  

mailto:breschj@adea.org

