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Policy Points:! Since the Surgeon General’s report in 2000, multiple stakeholder
groups have engaged in advocacy to expand access to oral health cov-
erage, integrate medicine and dentistry, and to improve the dental
workforce.! Using a stakeholder map across these three policy priorities, we describe
how stakeholder groups are shaping the oral health policy landscape in
this century. While the stakeholders are numerous, policy has changed
little despite invested efforts and resources.! To achieve change, multiple movements must coalesce around common
goals and messages and a champion must emerge to lead the way. The
ongoing COVID-19 pandemic and political changes due to the 2020
elections can open a window of opportunity to unite stakeholders to
achieve comprehensive policy change.
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(1 (&*+ health in America as an issue of major concern,
highlighting significant disparities among vulnerable pop-

ulations and associations with overall health and social determi-
nants. Subsequently in “A Call to Action” issued by the Surgeon
General in 2003, one of the five suggested actions was to pro-
mote collaborations among dental, medical, and public health com-
munities to effect policy change.1 In the intervening years, many
stakeholder groups devoted significant resources to enhance the
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nation’s oral health. Many of these efforts focused on policy reforms
and demonstration projects that would enable better integration of
oral health with the health system. In 2018, the Roundtable on
Health Literacy of the National Academies of Science and Medicine
(NASEM) convened a workshop on integrating oral and general
health.2

A decade after the 2000 Surgeon General’s report, the Patient Protec-
tion and Affordable Care Act (ACA) was signed into law by the Obama
administration.While the law was wide in scope, it maintained the divi-
sion between medicine and dentistry and did little to reform oral health
policies. Health policy experts have long called for expanding oral health
services, bridging the divide between medicine and dentistry, and im-
proving the current dental workforce model.3 The Surgeon General’s
new report, to be released in 2020/2021, is also expected to focus on the
integration of oral health and to stress the importance of changes in the
oral health delivery system.

The novel coronavirus (COVID-19) pandemic has brought primary
and preventive care in the United States nearly to a halt and revealed
persistent disparities in access to care.4 The response to COVID-19,
however, offers an opportunity to transition oral health from its self-
imposed silo to a fully integrated component of the US health education,
delivery, and finance systems. It is time for the oral health community
to align its stakeholders and demand policy change that integrates oral
health into our public and private health insurance systems as part of a
comprehensive package of benefits that is consistent and sustainable for
all.

Similarly, the results of the 2020 presidential and congressional elec-
tions are instrumental in shaping the health care agenda for the near fu-
ture. Any policy reform, according to John Kingdon, comes about when
problems, politics, and policies connect, helped by the consistent efforts
of stakeholders and advocates. In this perspective, we look at the evo-
lution of oral health policy, specifically in the past 20 years and high-
light the current state of stakeholder activity through a map of their
involvement in expanding coverage, integrating oral and medical care
delivery, and improving the dental workforce. Moreover, we argue that
the COVID-19 pandemic has been a major disruption to the health sys-
tem. Coupled with changes in the political landscape, it could provide a
window of opportunity for comprehensive dental reform if stakeholders
coalesce to demand action.
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Stakeholder Involvement and Oral
Health Reform

Oral Health Coverage

Stakeholder groups at the state and federal levels have attempted a piece-
meal expansion of oral health coverage. Most of these attempts at policy
change have focused on particular populations rather than universal re-
form. Some groups have thus made small steps forward, but the lack of a
unified strategy among the stakeholders has allowed disparities to grow
for others.
Medicaid, CHIP, and Health Exchanges. Because pediatric dental ben-

efits are mandatory for Medicaid, children have better rates of dental
coverage than adults do. For example, in 2016, 10% of children had no
dental coverage, compared to 26% of adults between the ages of 18 and
64.5 In 2009, the Children’s Health Insurance Program (CHIP) added a
dental benefit to its portfolio of benefits in direct response to the death
of Deamonte Driver and the failure of the health system for vulnerable
children.6 Pediatric dental benefits were also added as one of the ten
essential health benefits (EHB) in health exchanges created by the Af-
fordable Care Act. However, because the dental plans are not offered in
conjunction with medical plans, consumers are not obligated or man-
dated to purchase them, affecting their uptake5 Other inclusions in the
exchanges, such as the dependent coverage provision for private insur-
ance plans, while not mandated for dental plans, had a positive spillover
effect on access to care for adults 26 years and younger who might re-
ceive coverage as part of a family plan.7 As of July 2020, 47 states offered
some adult dental benefit in Medicaid, but the coverage differs by state
and may be severely limited or restricted to emergency services only. In
addition, those states that expand Medicaid may choose not to expand
dental services to their adult populations.8 Medicaid coverage for dental
services has also been prone to cuts in times of fiscal austerity. For exam-
ple, adult dental benefits were cut back in California and Massachusetts
following the US Great Recession of 2007-2009.9

National organizations have advocated for either offering more ben-
efits in current Medicaid dental programs and/or expanding eligi-
bility to additional populations. Advocacy for expanded coverage in
Medicaid may be considered a state focus, although some national con-
sumer health advocacy groups, such as Families USA and Community
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Catalyst, have been active in this area as well.10,11 Similarly, the Chil-
dren’s Dental Health Project (CDHP) was instrumental in adding den-
tal provisions to CHIP, making dental benefits as one of the ten es-
sential health benefits, and prioritizing Medicaid coverage for pregnant
women.12 The DentaQuest Partnership for Oral Health Advancement
(DentaQuest [recently renamed CareQuest Institute for Oral Health])
and Henry Schein Cares (the foundation arm of a dental insurance com-
pany and a health care products distributor, respectively) support these
and other organizations’ efforts to expand Medicaid dental services.13 A
grant-making goal for DentaQuest in 2020 was the expansion of pub-
licly sponsored dental benefits at both the state and federal levels.14

Medicare. A third of all Medicare enrollees receive limited dental
benefits through Part C supplemental plans. Even so, access to dental
benefits for older adults is limited, as dental services are not included
in the federally sponsored Medicare Parts A or B programs.15 The den-
tal exclusion provision in Medicare Parts A and B bars payment when
the primary purpose of the dental work pertains to the teeth and sup-
porting structures. While providers may be reimbursed for dental pro-
cedures considered “medically necessary” (e.g., radiation therapy of the
jaw), implementation of the provision is inconsistent and limited in
scope and delivery.16 Efforts have been made to include oral health ser-
vices in Medicare law, most recently by including dental services in Part
B as proposed by the late Rep. Elijah E. Cummings, called “Lower Drugs
Cost now,” which won House approval in December 2019, though it is
not expected to be advanced in the US Senate.17

Championing the inclusion of oral health in Medicare involves a di-
verse group of organizations with expertise in legal and consumer advo-
cacy, policy think tanks, and grant making. Families USA collaborated
with Justice in Aging, the Medicare Rights Center, and the Center for
Medicare Advocacy in a campaign to include a dental benefit in Medi-
care Part B.18 Justice in Aging, a legal advocacy group fighting senior
poverty, and the Center for Medicare Advocacy have been involved with
designing what a potential dental benefit in Medicare might look like
and how to legislate these services into the Medicare law.19 Families
USA has been active in communicating consumers’ oral health needs to
Medicare to highlight the barriers to access for this population.11 More
recently, Families USA, along with AARP, Center for Medicare Advo-
cacy, and other leading national organizations, has founded the Medicare
Oral Health Coalition.20 Besides their advocacy and grants for Medicaid
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dental benefits, DentaQuest and Henry Schein Cares have supported
research, advocacy, and grassroots mobilization for a Medicare dental
benefit.14,21 The American Dental Hygienists Association (ADHA) has
also been a vocal proponent of this work.22

A parallel movement supports including dental services in Medicare
for individuals with a medical necessity. A “medical necessity” is de-
fined as a condition such as diabetes mellitus, heart disease, dementia,
and stroke. Research has shown that regular periodontal cleanings for
individuals with systemic conditions like diabetes may result in lower
health care costs.23 The Santa Fe Group (a think tank focused on im-
proving overall health through oral health) and Pacific Dental Services
(PDS) have lobbied Congress and garnered ideological support from 80
organizations, including the American Medical Association (AMA), for
a dental benefit to be included in Medicare.26 These efforts resulted in
a joint statement in 2018 that was supported by major foundations like
DentaQuest, Arcora, Henry Schein Cares, and the Dental Trade Alliance
(DTA).27 The National Association of Dental Plans (NADP), a voice of
the dental benefit industry, has also publicly advocated for various mod-
els to include dental benefits in Medicare.28

Adding a dental benefit to Medicare as either a basic package of pre-
ventive dental services or a set of dental services based on medical ne-
cessity has significant intellectual and financial support. Figure 1 shows
a stakeholder map of the various organizations involved in expanding
coverage for dental services.

Integration of Medicine and Dentistry

The historical separation of medicine and dentistry has roots in the ori-
gin of the dental profession. Currently, this separation persists inmedical
and dental systems in education, delivery of care, and reimbursement.
Since the 2000 Surgeon General’s report, policy changes have been ini-
tiated to bridge the divide and promote integration between the two
systems.
Changes in Payment and Delivery of Dental Care. In 2001, the George

W. Bush administration increased community health center funding and
encouraged the construction of new or the expansion of existing den-
tal clinics.29 The National Network for Oral Health Access (NNOHA),
an organization representing safety-net oral health providers, and the
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Figure 1. Organizations Categorized by 3 Topic Areas in National Oral
Health Reform

Abbreviations: ADHA, American Dental Hygienists Association;
AAP, American Academy of Pediatrics; AACDP, American Association
of Community Dental Programs; ADA, American Dental Association;
NADP, National Association of Dental Plans; NACHC, National As-
sociation of Community Health Centers; NNOHA, National Network
of Oral Health Access; NIIOH, National Interprofessional Initiative on
Oral Health; ASTDD, Association of State and Territorial Dental Direc-
tors; AAPA, American Academy of Physician Assistants; APHA, Amer-
ican Public Health Association; AAPD, American Academy of Pediatric
Dentistry.

National Association of Community Health Centers worked to integrate
dental services in community health centers through colocation, bidi-
rectional referrals, integration of medical records, and comprehensive
care management.30,31 The Association of State and Territorial Dental
Directors, along with the National Association of Chronic Disease Di-
rectors, disseminated resources on clinical integration from state dental
programs.32 Some delivery organizations, like Pacific Dental Services
and Kaiser Northwest, are also working toward clinical integration in
their settings.33,34
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In the early 2000s, the Centers for Medicare and Medicaid Ser-
vices (CMS) actively engaged in experiments to improve health out-
comes through innovations in care delivery and payment systems.
The CMS State Innovation Models program enabled states to try dif-
ferent types of pilots, which evolved into accountable care organi-
zations providing value-based care with enhanced access to dental
care.35

Research on the cost and health impacts of these pilot programs
has been funded by entities such as the Health Resources and Ser-
vices Administration (HRSA), the Agency for Health Research and
Quality, and the Robert Wood Johnson Foundation.36 Third-party pay-
ers have begun to study the impact of integrated care. A 2014 study,
funded by United Concordia using claims data suggested that integrat-
ing medical and dental care could save as much as $2,800 annually for
Type 2 diabetics in the United States.37 A wave of new benefits pro-
grams was designed by third parties hoping to improve health and re-
duce overall health expenditures by better integration of medical and
dental care.38 Further research is needed on the effectiveness of these
plans.
Integration of Oral Health in Medical Education. The faculty at aca-

demic institutions and nonprofits like the National Interprofessional
Initiative on Oral Health (NIIOH), funded by DentaQuest and Ar-
cora, worked with the American Academy of Physician Assistants to
educate providers on team-based care in a patient’s health home. On-
line curricula such as Smiles for Life have evolved to help oral health
and primary care teams navigate interprofessional practices.39 Similarly,
the American Academy of Pediatric Dentistry has collaborated with
the American Academy of Pediatrics’ Oral Health Chapters to increase
providers’ oral health education and create policy statements and related
resources.40

While stakeholder groups were coalescing to expand benefits,
provider organizations were piloting ways to integrate medical and den-
tal care and found promising evidence of improved health and lower
costs. Although providers and payers have advocated for this change,
they have not been united in their efforts. Figure 1 depicts the ad-
vocacy groups, professional associations, payers, and delivery organiza-
tions working on different facets of integration between medicine and
dentistry.
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Workforce Improvement and Development

According to the Health Resources and Services Administration, ap-
proximately 56 million Americans live in areas with a shortage of dental
health professionals.41 The data suggest that dental supplies, while ade-
quate, are poorly distributed, resulting in a lack of access for people who
need dental care the most: the poor, the elderly, rural residents, and racial
and ethnic minorities.42 Furthermore, many dentists choose to not treat
Medicaid patients.43 Because traditional models of care will not alleviate
many of these barriers, the dental profession has started to create space
for mid-level providers, community dental health team members, and
an expanded scope of practice for existing providers.
Dental Therapy. Mid-level providers, known as “dental therapists,”

provide preventive, restorative, and minor surgical procedures under the
direct or indirect supervision of dentists. As of April 2020, 11 states
had passed laws permitting the practice of dental therapy, and several
states are actively considering legislation to authorize dental therapists.
As part of its dental campaign, the Pew Charitable Trusts (PEW), an in-
dependent, nonprofit organization, has been leading and funding these
efforts.44 In this work, they have collaborated with other national or-
ganizations like Community Catalyst45 and NNOHA.46 Many national
organizations have petitioned to legislate and operationalize dental ther-
apists around the country. For example, NNOHA has encouraged pilots
to study the efficacy of dental therapists in their settings.47 The W.K.
Kellogg Foundation has funded organizing and advocacy work by Com-
munity Catalyst and other training programs for dental therapy,45,48 and
the American Association of Community Dental Programs has used its
annual symposium to promote dental therapy.49 Additonaly, Commu-
nity Catalyst co-chairs a national coalition to garner support for dental
therapy, along with other organizations like the National Indian Health
Board Tribal Oral Health Initiative and The National Coalition of Den-
tists for Health Equity.50

Expanded Role for Dental Hygienists. Dental hygienists are advocat-
ing for greater practice autonomy in several states.51 There is significant
variation across states in scope of practice of the dental hygiene pro-
fession. For example, dental hygienists have considerable independence
in some states (e.g., Colorado) but are more constrained in others (e.g.,
Georgia).52 Several states more recently have also expanded the scope
of dental hygienists to use silver diamine fluoride (SDF) in community
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settings as a noninvasive method to control dental caries.53 The Amer-
ican Dental Hygienists Association (ADHA) is at the forefront of ex-
panding the roles and duties of dental hygienists across the 50 states
and has undertaken legislative advocacy at the state and federal levels
to provide dental hygienists more autonomy and to encourage integra-
tion of dental hygienists in innovative practice settings.54 The ADHA,
partnering with PEW, has also been a vocal supporter of dental therapy
legislation in many states, including proposals that utilize the current
dental hygiene infrastructure to develop a dental therapy program.55,56

Community Dental Health Coordinator. In 2006, the American Dental
Association (ADA) launched the Community Dental Health Coordina-
tor (CDHC) program to provide community-based prevention and care
coordination for underserved communities. The ADA has championed
this cause by helping train graduates in all 50 states and advocating for
this model with primary care associations and third-party payers.57 The
NNOHA has collaborated with the ADA to pilot the CDHC model in
its network of community health centers.58

Greater Participation from Primary Care Providers. The medical com-
munity has been encouraged by advocates to include oral health com-
petencies in training and practice. For example, physicians can be reim-
bursed for putting fluoride varnish on teeth59 and pilots are under way
to encourage primary care providers to apply silver diamine fluoride as
a preventive measure against caries.60 Changes are needed, however, in
the education, delivery, and reimbursement for these services. The pro-
motion of interprofessional education and the expansion of primary care
providers and oral health professionals who can address shortages in ru-
ral and other areas are increasing. These stakeholders and those working
toward transforming oral health policies regarding benefits and service
delivery should join forces to effect change at the national level in a
meaningful and uniform way (see Figure 1).

A Road Map for Change

Though many organizations are working to reform national oral health
policies, there is no clear leader or crosscutting agenda, and without
them, no significant and sustainable policy change is likely. National
consumer and aging organizations like Families USA, Center for Medi-
care Advocacy, Justice in Aging, and Medicare Rights Center18,20 have
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been working to include a broad dental benefit in Medicare to provide
access for older adults. However, a coalition of national presence has not
actively lobbied for changes in Medicaid to require coverage of dental
services for low-income adults under the age of 65. Currently, Medicaid’s
dental coverage for low-income adults is an option for state governments,
resulting in a network of widely varied benefits on a state-by-state ba-
sis rather than nationally.8 Even though state-level advocates have been
able to incrementally defend or expand dental benefits in their states,
and DentaQuest has taken a leading role in advocating for legislation to
expand dental benefits in all states,14 a prominent national stakeholder
coalition is also needed to champion this cause.

The dental therapy movement has gained support from multi-
ple consumer advocates and foundations (PEW, Community Cata-
lyst, and W.K. Kellogg Foundation) promoting access for underserved
populations.44,45,48,50 Although they have had some success, the move-
ment has stalled at the state level because of state dental practice acts,
payment policies, and opposition from organized dentistry. While ini-
tiatives aim to expand access by changing public benefits programs and
offering innovative practice models, they have been unable to transcend
silos to achieve consensus. Perhaps national diverse stakeholders, includ-
ing consumer advocates, providers, and industry, need to, and have been
unable to agree on, a common agenda.

The oral health stakeholder landscape is dynamic in both good and
not-good ways. For example, Oral Health America, the leading oral
health advocacy organization established in 1955, ceased operation in
early 2019.61 Other organizations, such as CDHP, have been subsumed
under larger organizations.62 The resulting void may be filled by other
entities, but the unsettled landscape, absent a dominant leader, hinders
effective stakeholder mobilization on reform. A national champion that
spans the policy spectrum is needed to drive these coalitions forward to
effect meaningful change.

Lessons from the ACA

These structural barriers to effective advocacy are significant. Lessons
from the legislative process leading to passage of the ACA may be in-
structive. Between 2008 and 2010, key reformers and advocates made
a strategic choice to work with, rather than against, health system
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stakeholders such as the pharmaceutical industry and hospital and physi-
cian associations.63 Critics of the 1993/1994 Clinton health reform ef-
fort cite the lack of support by key stakeholders as key to its failure.64

In the legislative process for the ACA, major interest groups that had
opposed past health reforms supported the bill. The American Medical
Association, for example, which had opposed health reform, including
the 1965 creation of Medicare and Medicaid, softened its stance during
the Clinton era and fully supported passage of the ACA in 2010.65

The American Dental Association (ADA) has unparalleled control
over the licensure and regulation of dental care delivery, and its oppo-
sition to reform dampens the pace and enthusiasm to achieve progress.
Also, major dental trade organizations (National Association of Dental
Plans and Dental Trade Alliance), while involved in advocacy for cover-
age expansion, are not seen as leaders in this arena. The ADA has long
and actively opposed reform of oral health coverage. In 1965, the ADA
joined the AMA in opposing health legislation under the Social Security
Act.66 More recently, in contrast to other professional organizations like
the American Dental Hygienists Association, the ADA opposed propos-
als to include an oral health benefit in Medicare.67 In a letter in October
2019 to the House Ways and Means Committee, the ADA indicated an
interest in working with Congress on an oral health policy for Medicare,
but it has not publicly aligned itself with other advocacy groups active
in this area.68

The ADA and state dental associations oppose legislation to expand
dental teams to include mid-level providers such as dental therapists
and advanced dental hygiene practitioners.69,70An example of this op-
position can be found in 2006 when the ADA and the Alaska Dental
Society filed a lawsuit against the Alaska Native Tribal Consortium, al-
leging that the first dental therapists certified by the CommunityHealth
Aide Program were practicing without a license.71 The ADA’s opposi-
tion reflects the feelings of its primary constituents. That is, many of the
members of the largest professional association representing American
dentists may oppose coverage, delivery, and workforce reform.

Some experts argue that the ADA, as an organization representing
the dental profession, has the strongest ethical mandate to advance oral
health,72 particularly given the recent social unrest and increasing dis-
parities during the COVID-19 pandemic. The ADA could also engage in
state and national debates about workforce models, benefits, and train-
ing. The pandemic has revealed the importance of public health and
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disparities in the United States, as vulnerable communities are suffering
disproportionately from the virus.73 The pandemic, along with the ac-
companying economic downturn and the 2020 national elections, could
be an opportunity for oral health reform.

Potential Policy Window: COVID-19 and the
2020 Elections

Inmid-April 2020, the ADA reported that approximately 19% of dental
offices were closed and that 76% were open for emergency care only.74

Although many began to reopen or expand care by July, as of mid-April
2021, the ADA reported that nearly 40% of dental practices nation-
ally are seeing lower patient volumes.75 The pandemic has proved that
dentistry, like other parts of the US health system, is not immune to
external shocks. As a result, the ADA adopted a policy in October 2020
calling dentistry an “essential health service.” This policy, according to
the ADA, is intended to make sure that patients have access to den-
tal care when they need it, whether during the pandemic or a future
crisis.76

Deeming dental care as “essential” while failing to remove barriers
to access displays the paradoxical nature of the ADA’s position. The
COVID-19 pandemic is said to be the most unequal in modern US his-
tory and especially hurts low-wage minority workers.77 The downturn
has further increased disparities in access to dental care.78 Accordingly,
organized dentistry must start to ask tough questions to find a more
sustainable model to finance and deliver its services. Massive increases
in unemployment and the loss of employer-provided dental insurance
caused by the pandemic demonstrate the need to expand public benefits
for dental coverage. Although the closures of dental clinics and the loss
of business were not related to the current delivery and financing of care,
alternative payment models might have reduced the financial shock in a
business model that so heavily relies on volume of services. This shows
that in the future, growing numbers of dental practices can no longer
rely on fee-for-service payments for profitable returns, thereby motivat-
ing public policymakers to be more open to efforts to seek alternative
payment models of value-based care. Expanding the workforce to mid-
level providers will not only help increase access to dental care but also
allow practices reeling from financial losses to do so in a cost-effective
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manner. Similarly, teledentistry, much like telemedicine, is here to stay.
Teledentistry can provide continuity of care and triage patients to of-
fices while optimizing providers’ time by matching patients’ needs to
providers’ skills.79

As dental clinics reopen post-COVID-19, they are testing for
COVID-19 and dentists can administer vaccines in multiple states.80,81

This is an opportunity for dental and medical practices to collaborate to
integrate care, and to stimulate integration of electronic health records
and new referral pathways. In 2008, the Federation of American Hospi-
tals, a national trade organization of for-profit hospitals, supported and
invested in health care reform because of the uncompensated care bur-
den borne by hospitals. Universal coverage made good business sense to
them.65 Similarly, now the very constituents represented by organized
dentistry, suffering from business losses, need to support reforms. The
ADA plus dental trade organizations (NADP and DTA) can lead the way
in lobbying for legislation and joining resources with foundations, pay-
ers, and advocacy groups active across the coverage, delivery, and work-
force arenas (see Figure 1).

Based on the John Kingdon model, policy change occurs when prob-
lems, policies, and political streams converge at an opportune time. Ac-
cordingly, this pandemic presents a watershed moment for oral health
stakeholders to support bold and comprehensive changes in how den-
tal care is accessed and delivered. It also should cause dentists and the
ADA to reconsider their past positions. The opportunities for innovation
provided by the COVID-19 crisis, along with changes in the political
landscape, could connect these streams and lead to a shift in the status
quo.

The implications of the 2020 national elections on such a policy
change are uncertain. Because the Democrats hold majorities in both the
House and Senate, we can expect moves toward more-universal health
coverage. Progressive legislators in the past have championed compre-
hensive oral health reform. Senator Bernie Sanders (I-VT) cosponsored
the Comprehensive Dental Reform Act in 2015, including amend-
ments to Medicare and Medicaid, and adding oral health as an es-
sential health benefit while expanding the role of mid-level dentistry
providers.82 He also included comprehensive dental care in his Medi-
care for All plan.83 While that legislation will not become reality
anytime soon, the Democratic Party’s health care agenda seems open
to oral health reform and may become more expansive with time.
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Stakeholders need a unified coalition led by the ADA, dental trade or-
ganizations, and consumers to be responsive to upcoming changes and
to ensure that oral health is well represented in future health care reform
discussions.

Conclusion

While stakeholders work in disparate segments of oral health reform,
COVID-19 is forcing all of them to reimagine health care delivery. Pa-
tients, providers, and payers must work together to guarantee that all
communities have access to care at the right time in the right way. Now
is the moment to leverage the energy and resources of stakeholders who
have been working on access, education, care delivery, and benefits to
create a new paradigm for oral health in the United States. For com-
prehensive reform to succeed, the ADA needs to harness its energy at
state and national levels to align and lead the different national stake-
holder coalitions to advocate for policy changes. If the ADAdoes not take
charge, change may continue to be slow and incremental. It is then even
more imperative that other stakeholders unite under a singular agenda
and continue pushing for reform that will enable access to essential oral
health services for all Americans.
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