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California Health Insurance Exchange Announces Selection of Pediatric Dental Plans 
 
On June 25, Covered California, California’s health benefit exchange, announced its selection of 
pediatric dental plans and rates.    
 
The six selected companies are: Anthem Dental, Blue Shield of California, Delta Dental of California, 
Health Net Dental, LIBERTY Dental Plan, and Premier Access Dental. The products include  
stand-alone plans, and all can be bundled with health insurance for a single premium. 
 
Nine stand-alone plans are being offered by five issuers, while Health Net Dental is available only as 
part of a bundle. 
 
Depending on where the child lives, three different product types are available: dental health 
maintenance organizations (DHMOs), dental preferred provider organizations (DPPOs), and dental 
exclusive provider organizations (DEPOs). Stand-alone plan premiums range from less than $10 per 
month for some DHMO plans to about $30 per month for some DPPO plans.  
 
U.S. Department of Health and Human Services Launches New Affordable Care Act Website to 
Help Consumers  
 
On June 24, the U.S. Department of Health and Human Services (HHS) launched an updated website, 
as well as information on their 24-hour consumer call center [1-800-318-2596 (TTY: 1-855-889-4325)]. 
These two new consumer-focused educational tools will help Americans prepare for open enrollment 
and ultimately sign up for health insurance. 
 
When open enrollment starts on October 1, 2013, consumers will be able to use the newly updated 
website to apply for coverage, compare plans, and enroll. However, if your state is operating a  
state-based marketplace, you will likely use your state website to apply for coverage instead, not the 
one operated by HHS. To learn if your state is operating a state-based marketplace and if you should 
use a specific state website to apply for coverage, click here.  
 
U.S. Department of Health and Human Services Announces $32 Million in Grants to Enroll 
Children in Medicaid and the Children’s Health Insurance Program   
 
On July 2, the U.S. Department of Health and Human Services (HHS) announced nearly $32 million in 
grants for efforts to identify and enroll children eligible for Medicaid and the Children’s Health Insurance 
Program (CHIP). The Connecting Kids to Coverage Outreach and Enrollment Grants were awarded to 
41 state agencies, community health centers, school-based organizations, and non-profit groups in 22 
states; two grantees are multistate organizations. 
 
Grants were made in five focus areas:  
 
• Engaging schools in outreach, enrollment, and retention activities (9 awards); 
• Reducing health coverage disparities by reaching out to subgroups of children that are less likely to 

have health coverage (8 awards); 
• Streamlining enrollment for individuals participating in other public benefit programs such as 

nutritional or other assistance programs (3 awards); 
• Improving application assistance resources to provide high-quality, reliable Medicaid and CHIP 

enrollment and renewal services in local communities (13 awards); and 
• Training communities to help families understand the new application and enrollment system, and 

to deliver effective assistance to families with children eligible for Medicaid or CHIP (8 awards). 
 

http://www.coveredca.com/
http://www.coveredca.com/news/PDFs/CC_Childrens_dental_plan_rates.pdf
https://www.healthcare.gov/
https://www.healthcare.gov/what-is-the-marketplace-in-my-state#state=alabama
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Grant amounts range from $190,000 to $1 million. To learn more about the Connecting Kids to 
Coverage Outreach and Enrollment Campaign, click here.   
 
U.S. Court of Appeals for the Ninth Circuit Rules on Certain Dental Procedures Under Medicare  
 
On May 31, the U.S. Court of Appeals for the Ninth Circuit affirmed that Medicare's broad dental 
services exclusion does not permit coverage of extensive dental services necessitated by the medical 
conditions of Medicare beneficiaries (Fournier v. Sebelius, 9th Cir., No. 12-15478). 
 
The Ninth Circuit affirmed the district court’s judgment affirming the decision by the Secretary of the 
U.S. Department of Health and Human Services (HHS) denying plaintiffs’ claims for Medicare coverage 
for dental services. In Fournier v. Sebelius, the plaintiffs are Medicare beneficiaries who suffer from 
medical conditions that caused significant dental problems, and they received dental services to correct 
those problems. According to the Court’s ruling, the decision by the Secretary of HHS to deny coverage 
for the Medicare beneficiaries' medically necessary dental procedures was reasonable, given that the 
Secretary has consistently interpreted the Medicare Act as excluding coverage for such procedures. 
According to the final ruling by the Secretary of HHS these dental treatments would be covered by 
Medicare only if they were furnished along with a covered procedure that was performed by the dentist 
on the same occasion. In addition, the Ninth Circuit held that the secretary’s denial of coverage did not 
violate the plaintiffs’ equal protection rights under the Fifth Amendment of the U.S. Constitution. 
 
The U.S. Department of Agriculture Issues Rule Banning Sugary Drinks and Snacks in Schools 
 
On June 28, the U.S. Department of Agriculture issued an interim final rule, setting new standards for 
foods and beverages that can be sold in schools. The interim final rule requires schools to improve the 
nutritional quality of foods offered for sale to students outside of the federal school lunch and breakfast 
programs. The new standards also apply to foods sold à la carte in school stores, snack bars, or 
vending machines. The rule sets stricter standards for the amount of fat, sodium, and sugar that can be 
contained in snack foods that are sold to students. The majority of the provisions in the rule must be 
implemented beginning July 1, 2014. However, the interim final rule does provide a special exemption 
for items that are sold during certain school-sponsored fundraisers.   
 
The new rule outlines eligible beverages for elementary, middle, and high school students. Overall, 
allowable beverages for students are limited to: 
 

• Plain water (carbonated or uncarbonated);  
• Lowfat milk (unflavored) and nonfat milk (including flavored), and nutritionally equivalent milk 

alternatives (as permitted by the school meal requirements); and  
• Full-strength fruit or vegetable juices and full-strength fruit and vegetable juice that is diluted 

with water or carbonated water.  
 
For elementary students, all beverages must be no more than 8 ounces, with the exception of water, 
which is unlimited. For middle school students, all beverages must be no more than 12 ounces, with the 
same exception for water. Additionally, for elementary and middle schools, foods and beverages must 
be caffeine-free, with the exception of naturally occurring trace amounts. 
 
For high school students, milk and milk-equivalent alternatives, as well as fruit or vegetable juice, must 
be no more than 12 ounces. Also allowed in high schools are calorie-free, flavored and/or carbonated 
water, and other calorie-free beverages that comply with the U.S. Food and Drug Administration 
requirement of less than 5 calories per 8 ounce serving (or less than, or equal to, 10 calories per 20 
fluid ounces), in no more than 20 ounce servings. Additionally, beverages containing caffeine are 
permitted in high schools. 
 

http://www.insurekidsnow.gov/
http://www.bloomberglaw.com/public/document/Ronald_Fournier_et_al_v_Kathleen_Sebelius_Docket_No_1215478_9th_C
http://www.ssa.gov/OP_Home/ssact/title18/1800.htm
http://www.gpo.gov/fdsys/pkg/FR-2013-06-28/pdf/2013-15249.pdf
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The new rule also sets standards for total sugar content in certain foods and snack items. Under the 
rule, total sugar must be no more than 35% by weight. Exemptions to the sugar standard are provided 
for dried whole fruits or vegetables; dried whole fruit or vegetable pieces; dehydrated fruits or 
vegetables with no added nutritive sweeteners; and dried fruits with nutritive sweeteners that are 
required for processing and/or palatability purposes. 
 
To view a chart summarizing all the food and beverage changes, click here. To view a summary only of 
the new beverage standards, click here. 
 
Oregon Debates Universal Health Care  
 
On June 28, the Oregon House of Representatives passed H.B. 3260 by a vote of 37-23. On July 6, the 
Senate passed the bill by a vote of 20-10. The bill requires the Oregon Health Authority to contract with 
a third party to study and recommend the best options for financing health care in the state. The bill text 
outlines factors that the researchers conducting the study should review and consider, such as the 
costs and benefits of requiring copayments. The bill also specifies criteria for evaluating the options. 
Finally, the bill requires the Oregon Health Authority to submit a report to the interim health care 
committees and to the 2015 Regular Session of the Legislative Assembly. However, the bill text also 
lays out the general intent of the Legislative Assembly. According to the bill, “the Legislative Assembly 
finds that the best system for the delivery and financing of health care in this state will be the system 
that … provides universal access to comprehensive care at the appropriate time; integrates physical, 
dental, vision and mental health care; and provides  seamless  birth-to-death  access  to  care” among 
other criteria. 
  
Florida Governor Signs Massive Open Online Courses Bill 

 
On June 27, Gov. Rick Scott (R-FL) signed H.B. 7029 into law. The law allows massive open online 
courses (MOOCs), under certain conditions, to be used to help teach K-12 students in four subjects: 
algebra I, geometry, biology, and civics. Additionally, beginning in the 2015-16 school year, the State 
Board of Education and the Board of Governors must adopt rules that enable students to earn 
academic credit for online courses, including MOOCs, prior to enrollment at a postsecondary institution. 
The rules must include procedures for credential evaluation and the award of credit, including but not 
limited to: recommendations for credit by the American Council on Education; equivalency and 
alignment of coursework with appropriate courses; course descriptions; type and amount of credit that 
may be awarded; and transfer of credit. 
 
Ohio Governor Signs Budget That Links Funding for Institutions of Higher Education to 
Graduation Rates, Caps Undergraduate Tuition and Fees, and Vetoes Block to Medicaid 
Expansion 
 
On June 30, Gov. John Kasich (R-OH) approved the two-year state budget, H.B. 59. The budget 
provides a new funding formula that awards more state funding to colleges and universities with higher 
graduation rates (see PDF, page 3618-3629). Specifically, the share of university funding tied to 
graduation rates will increase from the current 20% to 50%. Community college funding will be tied to 
course and degree completion, with new success points based on measures of student achievement. 
Gov. Kasich recently released an updated chart detailing campus-by-campus funding projections for 
2014 based on the new funding model.    

 
Also, for universities, the approved budget limits in-state undergraduate tuition and general fee 
increases to no more than the greater of either 2% over what the institution charged in the previous 
academic year or 2% of the statewide average cost. For community colleges, annual tuition and 
general fee increases are capped at $100 (See H.B. 59, PDF, page 3631-3632).  
 

http://www.fns.usda.gov/cnd/governance/legislation/allfoods_summarychart.pdf
http://www.fns.usda.gov/cnd/governance/legislation/allfoods_beverages.pdf
http://www.leg.state.or.us/13reg/measpdf/hb3200.dir/hb3260.en.pdf
http://www.flsenate.gov/Session/Bill/2013/7029/BillText/er/PDF
http://www.legislature.state.oh.us/BillText130/130_HB_59_EN_N.pdf
http://www.adea.org/uploadedFiles/ADEA/Content_Conversion_Final/policy_advocacy/Documents/emailDist/Ohio_CampusbyCampus.pdf
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In addition, Gov. Kasich vetoed  a provision in the state budget which would have blocked Ohio from 
preparing to expand Medicaid coverage under the federal Affordable Care Act (see PDF, page 5). Gov. 
Kasich supports expanding Medicaid coverage, though many lawmakers in his own party oppose it. His 
veto prepares the state to accept federal funding for the expansion, if the Ohio General Assembly 
authorizes it. 
 
State Policy Updates 
 

• Arizona 
 

During a special session called by Gov. Jan Brewer (R-AZ), the Arizona Legislature passed  
H.B. 2010 to expand Medicaid under the Affordable Care Act. Gov. Brewer signed the bill on  
June 17. Toward the end of the regular legislative session, Gov. Brewer began vetoing legislation, 
making good on a promise to refuse to sign additional measures into law until the Arizona 
Legislature passed a 2014 budget and a Medicaid expansion bill. However, an opposition group, 
led by former state Sens. Frank Antenori (R-AZ) and Ron Gould (R-AZ), has until September 11 to 
gather 86,405 valid signatures to put the measure to a vote. If they succeed, Medicaid expansion 
will be blocked until the November 2014 general election. 

 
• Colorado 

 
Gov. John Hickenlooper (D-CO) signed into law H.B. 1320, creating a new class of merit 
scholarship for Colorado residents who achieve certain criteria, such as a high grade point average 
or a high class rank. The bill allows state-supported institutions of higher education that enroll 
Colorado Scholars to count each of them as two in-state students when calculating the ratio of  
in-state to out-of-state students, thus effectively giving institutions a way to enroll a larger proportion 
of out-of-state students without violating the statutorily mandated cap on non-resident students. 
Under existing law, 55% of incoming freshmen enrolling at state institutions of higher education, 
and not less than two-thirds of total student enrollment, must be resident students. Some argue that 
the law allows Colorado colleges and universities to generate more in tuition revenue at a time 
when state support for higher education has decreased. 

 
• Maine 
 
LD 1230, sponsored by Speaker of the House Mark Eves (D-MA) and co-sponsored by more than 
40 members of the House of Representatives and the Senate, would have established the role of 
dental hygiene therapist, but failed to pass the Senate. On June 18, the House adopted the bill with 
amendments by a vote of 95-45; however, the Senate rejected the bill 21-14 the following day.  

 
• Texas 

 
Gov. Rick Perry (R-TX) signed into law S.B. 8 on June 14. The law requires the Executive 
Commissioner of the Health and Human Services Commission (HHSC or commission) to establish a 
data analysis unit within the commission to improve contract management, detect data trends, and 
identify anomalies in the provision of Medicaid and Children's Health Insurance Program (CHIP) 
services and contracts. The law establishes rules prohibiting certain unsolicited personal contact 
through direct marketing by providers participating in Medicaid or CHIP. The law authorizes HHSC to 
review and provide authorization of provider-proposed marketing activities and adopt rules that exempt 
certain marketing activities from the prohibition. The law also requires HHSC to enter into a 
memorandum of understanding with the Texas Department of Motor Vehicles and the Texas 
Department of Public Safety to obtain motor vehicle and driver's license information of a provider of 
medical transportation services. Additionally, under the new law, HHSC is required to review the prior 
authorization and utilization review processes within the fee for service delivery model and to monitor 

http://www.governor.ohio.gov/Portals/0/FY2014-15%20Budget%20Veto%20Messages.pdf
http://www.azleg.gov/legtext/51leg/1s/laws/0010.pdf
http://www.azleg.gov/govlettr/51leg/1R/SB1445.pdf
http://www.leg.state.co.us/clics/clics2013a/csl.nsf/fsbillcont/6D5099338FA6922187257B3A0057E36F?Open&file=1320_enr.pdf
http://www.mainelegislature.org/legis/bills/getPDF.asp?paper=HP0870&item=1&snum=126
http://www.capitol.state.tx.us/tlodocs/83R/billtext/pdf/SB00008F.pdf#navpanes=0
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Medicaid managed care organizations to ensure that the organizations are using prior authorization and 
utilization review processes. 
 
State Spotlight: North Carolina 
 
North Carolina Statistics: 

• Population in 2012: 9.7 million. 
• The state is naturally divided into three areas: the Appalachian Mountains, the Middle or 

Piedmont Plateau, and the Coast. The largest city is Charlotte, N.C., with an estimated 
population in 2012 of 775,202. 

• Median household income: $46,291 (U.S. median household income is $52,762). 
• Approximately 4,800 practicing dentists are located in North Carolina, and the state has two 

dental schools.  
• Approximately 28% of North Carolinians have no teeth by age 65 (U.S. average is 25%).  
• In 2011, North Carolina moved from a C to a D grade on the Pew Center’s National Oral Health 

Report Card in part due to the share of dentists’ median retail fees reimbursed by Medicaid 
falling below the national average.  

 
Program Highlight: The Carolina Dental Home Program began as a pilot program in 2006 with a grant 
funded by the Health Resources and Services Administration (HRSA), within the U.S. Department of 
Health and Human Services (HHS). The overall goal of the pilot program was to expand access to 
dental services for children who are 0-3 years of age and enrolled in Medicaid. Specifically, the 
Carolina Dental Home is a partnership with local pediatricians, family physicians, and dentists. The 
local pediatricians and family physicians identify children who are 0-3 years old and at high risk for 
tooth decay before checking their teeth and risk factors during a well-child visit. If needed, the children 
are then referred to a dentist. 
 
Services Offered: One of the key objectives of the pilot program was to develop a tool and set of 
guidelines for medical providers to use to make risk-based dental referrals. After reviewing the available 
risk assessment and referral guidelines, an initial Priority Oral Risk Assessment and Referral Tool 
(PORRT) was developed. The PORRT consists of six questions that the physician asks the parent, 
each related to the following subjects: oral hygiene (fluoride exposure toothpaste and drinking water), 
diet (bottle use, snacks, and beverages), and history of family dental problems; as well as four clinical 
indicators from the oral evaluation: non-cavitated lesions, cavitated lesions, enamel hypoplasia, and 
visible plaque. There is a weighted scoring system to derive an overall score for the 10 items.  This tool 
is designed to provide a priority of referral to a general or pediatric dentist, or to remain in the medical 
office for preventive care based on the overall score.   
 
The aim of the PORRT is to coordinate the care of young children between the physician and the dental 
provider. Children under three years of age with obvious dental diseases are referred to a pediatric 
dentist for treatment. Those children with non-cavitated lesions, or those who are at high risk but 
without disease, are referred to a general dentist for preventive care and frequent evaluation. Those at 
low risk remain under the care of physicians but can be referred to a general dentist once they reach 
three years of age. According to the North Carolina Department of Health and Human Services, 
“although the dental visit at one year old is an ideal goal, it is not possible to provide a publicly-insured 
child with a dental home by that age.” 
 
Residents Served: Although the HRSA funding ended in 2010, and the state did not have the resources 
to formally continue the pilot program, medical offices in North Carolina continue to complete the 
PORRT and refer children at high risk for tooth decay to local dentists. From 2006 to 2010, 
approximately 5,800 PORRT forms were completed by physicians in the Carolina Dental Home 
Program. 

http://www.ncdhhs.gov/dph/oralhealth/partners/CarolinaDentalHome.htm
http://www.ncdhhs.gov/dph/oralhealth/partners/CarolinaDentalHome.htm
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Reports of Interest 
 
The Medicaid and Children’s Health Insurance Program (CHIP) Payment and Access 
Commission (MACPAC) released its June 2013 Report to the Congress on Medicaid and CHIP. The 
report examines Medicaid and CHIP eligibility and coverage for maternity services, the newly 
implemented increase in Medicaid physician payment for primary care services, access to care for 
persons with disabilities, the availability of data on Medicaid and CHIP that can be used for oversight 
and program monitoring, and ways to improve the effectiveness of program integrity efforts. According 
to the report in 2010, Medicaid and CHIP paid for almost half of all births in the United States (about 1.8 
million hospital births). Further, many states offer benefits to pregnant women that are not offered to 
other Medicaid adult enrollees, including dental services. 
 
The Congressional Research Service issued a report which outlines the required minimum functions 
of exchanges, explains how exchanges are expected to be established and administered under the 
Affordable Care Act, and the coverage offered through the exchanges. The report comments on  
stand-alone dental plans, specifically mentioning that the final exchange regulation clarifies that  
stand-alone dental benefits may be offered in a plan separate from, or in conjunction with, a qualified 
health plan (QHP), as specified in the law. Exchanges may not limit the offer of stand-alone dental 
benefits to only one of these two options. In other words, issuers have sole discretion regarding  
(1) whether they will offer stand-alone dental benefits, and (2) the form in which those benefits will be 
provided (i.e. separate from, or in conjunction with, a QHP).  
 
The U.S. Government Accountability Office (GAO) released a report finding that certain activities 
needed to fully implement the Affordable Care Act in states with a federally facilitated exchange–such 
as the final testing of data hubs that will provide electronic access to the state and federal data that is 
necessary to verify consumer-eligibility information, and the training of consumer assistance guides–are 
behind schedule. According to the GAO, the Centers for Medicare & Medicaid Services (CMS) will 
operate a health insurance exchange in the 34 states that will not operate a state-based exchange for 
2014. Of these 34 federally facilitated exchanges (FFE), 15 are in states expected to assist CMS in 
carrying out certain FFE functions. However, the activities that CMS plans to carry out in these 15 
exchanges, as well as in the state-based exchanges, have evolved and may continue to change. For 
example, CMS approved the states’ exchange arrangements on the condition that they ultimately 
complete the activities that are necessary for exchange implementation. CMS indicated that it would 
carry out more exchange functions if any state did not adequately progress towards the implementation 
of all required activities. Although CMS completed many of the activities that are necessary to establish 
FFEs by October 1, 2013, many remain to be completed.  
 
The Robert Wood Johnson Foundation and the Urban Institute issued a report as part of its project 
to monitor and track state implementation of the Affordable Care Act (ACA). Specifically, the project 
monitors ACA and health reform activity in the following states: Alabama, Colorado, Maryland, 
Michigan, Minnesota, New Mexico, New York, Oregon, Rhode Island, and Virginia. According to the 
report: 1) considerable variation in preparedness and effort exists across the federally facilitated 
exchange states; 2) state departments of insurance seem to see many of the roles delineated under 
exchange plan management as a continuation or modification of their traditional regulatory roles; and 3) 
consumer assistance functions under the ACA require the development of new programs and may 
present more of a challenge than plan management.   
 
The Agency for Healthcare Research and Quality (AHRQ) issued its 2012 National Healthcare 
Disparities Report, finding that emergency departments (EDs) often cannot provide definitive dental 
treatment and can only provide medication for pain and infection. Hence, use of EDs for dental 
conditions may reflect system inefficiency in the delivery of dental care (see PDF page 7-7). 
 
 
 

https://docs.google.com/viewer?a=v&pid=sites&srcid=bWFjcGFjLmdvdnxtYWNwYWN8Z3g6NWE3MTM2NWU4NjhhNDVmYQ
http://op.bna.com/hl.nsf/id/jagn-98jks2/$File/crsexchanges.pdf
http://www.gao.gov/assets/660/655291.pdf
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2013/rwjf406521
http://www.ahrq.gov/research/findings/nhqrdr/nhdr12/nhdr12_prov.pdf
http://www.ahrq.gov/research/findings/nhqrdr/nhdr12/nhdr12_prov.pdf
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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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