
 

September 29, 2026 
 
The Honorable Ron Wyden 
Ranking Member 
Committee on Finance 
United States Senate 
Washington, D.C. 20510 
 
Re: Response to Request for Information, “Health Coverage That Works for 
Everyone” 
 
Dear Ranking Member Wyden: 
 
As the leading authority on oral health in the United States, the American Dental Association 
(ADA) appreciates the opportunity to respond to the request for information (RFI), “Health 
Coverage That Works for Everyone.” The ADA supports the RFI’s focus on making coverage 
more understandable and usable, reducing unnecessary administrative burdens, and 
strengthening accountability for health plans and the entities that administer them. 
 
Oral health is integral to overall health, yet dental benefits are frequently omitted from 
broader insurance reform discussions. Dental coverage operates through distinct 
arrangements: stand-alone dental plans, dental benefits embedded in medical coverage, 
employer-sponsored self-funded dental plans, and Medicare Advantage supplemental 
dental benefits, and relies on dental-specific benefit designs, terminology and delivery 
systems workflows. Reforms written exclusively around medical insurance structures may 
therefore exclude dental benefits or create requirements that do not function in dental 
settings. 
 
The ADA therefore urges the Committee to state expressly that relevant reforms apply, as 
appropriate, to stand-alone, embedded and supplemental dental benefits; self-funded 
employer dental plans; and the insurers, third-party administrators and other entities that 
administer those benefits. Implementation should account for dental-specific terminology 
and include dental stakeholders in the development of applicable standards. 
 
Our priority recommendations include: 

• Creating a path for states to apply dental insurance consumer and provider 
protections consistently across fully insured and self-funded dental plans, 
while also advancing a targeted federal solution to Employee Retirement 
Income Security Act (ERISA) preemption. 

• Applying transparency, fiduciary, conflict-of-interest and data-access 
requirements to dental third-party administrators and related intermediaries, 
including entities that lease dental networks or reprice dental claims. 
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• Establishing dental-specific standards for preauthorization, claims 

adjudication, denials, appeals, payment and retroactive recoveries, with 
reporting by CDT code and qualified dentist review of clinical determinations. 

• Requiring standardized and usable dental benefit information, accurate 
product-specific provider directories, meaningful dental network oversight and 
dental loss-ratio accountability. 

• Strengthening oversight of Medicare Advantage supplemental dental benefits 
and scrutinizing payer ownership or control of dental delivery assets and 
related steering or conflicts of interest. 

• Preserving and expanding access to dental coverage through the Affordable 
Care Act and any public coverage proposal, with appropriate dental benefit, 
payment, participation and administrative safeguards. 

 

I. Appropriately address dental benefits in the scope of health coverage 
reform 
The RFI appropriately examines benefit design, plan networks, prior authorization, denials, 
appeals, medical loss ratio, third-party administrators and vertical integration. Each of these 
issues relates directly to dental. For this reason, the ADA notes that future legislation should 
not exclude stand-alone dental plans and dental benefit administrators by definition or 
implementation. To avoid this outcome, the ADA recommends a dental applicability provision 
that covers stand-alone dental plans, dental benefits embedded within a medical plan, 
supplemental dental benefits, and self-funded employer dental benefits. It should also reach 
any entity that issues, administers, manages a network for, adjudicates claims for, reprices 
claims for, or processes payment or remittance for those benefits. Dental data should be 
reported separately from medical data when aggregation would obscure dental utilization, 
denials, spending or administrative costs. 
 
Congress should direct agencies to develop dental-specific implementation standards in 
consultation with dentists, dental benefit experts and relevant standards-development 
organizations. Dental coverage commonly includes annual maximums, frequency 
limitations, alternate-benefit provisions, waiting periods and network rules that differ from 
medical coverage. Accurate patient cost information also depends on payer-controlled data 
such as remaining annual maximums, deductibles, coinsurance, frequency limits, network 
status and contracted fees. To optimize the positive effects of the legislation for all types of 
coverage, appropriate input from dental stakeholders is recommended.  
 

II. Address ERISA preemption and inconsistent protections across private 
dental markets 
The RFI asks whether states should receive waiver authority to regulate portions of the self-
insured market and apply protections more consistently across private markets. That 
question directly implicates a longstanding problem in dental coverage. A patient and dentist 
may receive different protections from the same carrier in the same state based solely on 
whether an employer purchased a "fully-insured” dental product, where an insurance carrier 
is paid a premium for the coverage, or an employer self-funds a plan which is then 
administered by a carrier acting as a third-party administrator. 
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States have enacted 400 dental insurance reforms addressing matters such as prompt 
payment, noncovered services, assignment of benefits, virtual credit cards, network leasing, 
prior authorization, retroactive denials and provider contracting.1 Carriers and administrators 
of self-funded dental plans frequently assert that the ERISA preemption exempts them from 
following these state laws. At the same time, federal ERISA oversight generally does not 
regulate the underlying dental insurance practices with comparable specificity. The result is 
a two-tier market in which patients and dentists can face different protections depending on 
whether coverage is fully insured or self-funded. 
 
The ADA supports a targeted solution. It is not seeking to alter ERISA’s pension protections 
or to subject employers to unrelated state mandates. The objective is to ensure that patients 
do not lose basic dental insurance protections merely because an employer finances the 
benefit directly and contracts with an insurer or third-party administrator to operate it. 
 
A. Establish dental-inclusive state waiver authority 
The ADA is highly supportive of the state waiver concept identified in the RFI. We believe 
the Committee should expressly permit states, through their insurance regulator, to seek 
federal approval, to apply specified state dental insurance protections to self-funded 
employer dental plans and the entities that administer them. A waiver framework could 
require a state to identify the laws to be applied, demonstrate that the protections improve 
accountability or access without reducing participant benefits, provide notice to affected 
employers and administrators, and establish a coordinated enforcement process with the 
Department of Labor. 
 
For dental benefits, eligible protections should include, among others, prompt-payment 
standards; restrictions on fees for noncovered services; assignment-of-benefits 
requirements; prior-authorization; limits on retroactive denials and recoupments; payment-
method choice and fee disclosure; network-leasing transparency; provider-directory 
accuracy; contract-change notice; and patient grievance and appeal rights. States should 
also be able to incorporate future dental insurance reforms through an orderly waiver-
amendment process rather than seeking a new statutory change for each practice. 
 
Any waiver authority should prevent carriers and administrators from using corporate form 
or contractual delegation to avoid compliance. The party performing the regulated function, 
whether the employer plan, insurer, third-party administrator, network manager, claims 
repricer or payment vendor, should be responsible for complying with the applicable 
protection. 
 
B. Advance a targeted federal ERISA solution 
State waiver authority should complement, not displace, a targeted federal solution. The 
ADA supports H.R. 7931, the Improving Dental Administration Act, which would apply state 
dental insurance laws to self-funded dental coverage and the entities administering that 

 

1 American Dental Association, “400 laws and counting: Dental advocacy is driving change.” ADA 
News, September 2026. 

https://adanews.ada.org/ada-news/2026/september/400-laws-and-counting-dental-advocacy-is-driving-change/
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coverage.2 Congress should consider incorporating that approach into broader insurance-
accountability legislation so patients and dentists are not subject to different protections 
solely because of how an employer funds the benefit. 
 
At a minimum, federal law should make clear that generally applicable state regulation of 
dental insurance practices is not preempted merely because the underlying benefit is self-
funded. Alternatively, Congress could establish a federal floor incorporating the principal 
categories of state dental protections and permit states to enforce protections that are at 
least as protective. 
 
A direct federal standard is particularly important for multistate employers and for states that 
lack the resources to pursue a waiver. A federal floor combined with state flexibility would 
preserve administrative predictability while ending the current disparity between fully insured 
and self-funded dental coverage. 
 
C. Improve identification, accountability and remedies 
Participants and providers should be able to determine whether a dental plan is fully insured 
or self-funded, which entity is responsible for claims and appeals and which regulator can 
address a complaint. Plan documents, identification cards and electronic eligibility 
responses should clearly provide this information. 
 
Plan sponsors should have access to claims, payment, network and compensation data 
from administrators, subject to appropriate privacy safeguards, so they can evaluate plan 
performance. The Department of Labor should be able to investigate dental benefit 
administration, require corrective action and coordinate enforcement with state insurance 
regulators where appropriate. 
 
Participants and authorized providers should also have meaningful internal and independent 
external appeal rights. Remedies should address delayed or improperly denied dental 
benefits and should not depend on a participant navigating uncertainty over whether the 
employer, carrier, administrator or network entity made the underlying decision. 
 

III. Strengthen oversight of dental third-party administrators and insurance 
intermediaries 
The RFI’s examination of third-party administrators is highly relevant to dental coverage. A 
single dental benefit may involve an employer plan, an administrative-services-only carrier, 
a separate network company, a claims repricer, a payment vendor and one or more 
downstream entities permitted to access contracted dentist fees. These relationships can 
make it difficult for patients, dentists and plan sponsors to identify who controls the benefit 
and how each entity is compensated. 
 
Any federal definition of a third-party administrator or health-insurance intermediary should 
include entities that administer stand-alone or embedded dental benefits; supply, own, 
manage or lease dental networks; reprice dental claims; process dental payments or 

 

2 U.S. Government Publishing Office, “Improving Dental Administration Act of 2026,” H.R. 7931, 
119th Congress, March 12, 2026. 

https://www.govinfo.gov/app/details/BILLS-119hr7931ih
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remittance; or administer Medicare Advantage supplemental dental benefits. Requirements 
should follow the function performed rather than an entity’s label. 
 
A. Plan-sponsor access, compensation and fiduciary accountability 
Dental administrators should disclose direct and indirect compensation, including 
administrative fees, network-access fees, repricing revenue, retained rebates, payment-
processing revenue, cross-plan recoveries and transfers to affiliated entities. Plan sponsors 
should be able to audit claims, payment and network data in usable form and should not be 
barred from accessing information necessary to evaluate plan performance. 
 
Federal policy should also ensure that entities exercising discretionary authority over claims, 
appeals, provider contracting, benefit interpretation or plan assets should not be permitted 
to disclaim all fiduciary responsibility for those functions. Congress should also prohibit 
contractual terms that prevent plan sponsors from obtaining their own data, auditing 
administrator performance or challenging conflicted arrangements. 
 
Cross-plan offsetting, recovery practices and intercompany transfers should be transparent 
and should not use assets of one plan to resolve obligations of another without clear 
authority and participant protection. The Committee should require administrators to explain 
when and how these practices are used and to report their financial effects. 
 
B. Network leasing and provider contracting 
Network leasing is a significant concern as a dentist may contract with one carrier and later 
discover that the contracted fee has been made available to unrelated payers through an 
affiliate or leased network. The dentist may have no meaningful opportunity to evaluate the 
downstream payer, product, fee schedule or administrative requirements, while patients may 
be told that the dentist participates in a plan the dentist never knowingly joined. 
 
Consistent with ADA policy, material contract amendments should require the dentist’s 
affirmative agreement and advance notice of changes to contract terms, policy manuals and 
fee schedules; participation in a new network or product should require an affirmative opt-in. 
Plans and network entities should disclose each payer or product authorized to access a 
dentist’s contract and provide a workable right to decline downstream access without 
jeopardizing participation in the original network. 
 
Provider directories should not list a dentist as participating based solely on a separate or 
unrelated network agreement. Plans and network entities should be accountable for 
directory accuracy at the specific product level and should promptly correct information 
when a dentist disputes a listing. 
 
C. Payment and remittance intermediaries 
Payment vendors operating on behalf of dental plans should disclose all fees associated 
with each payment method and offer an affirmative choice among available payment 
methods. Dentists should not be defaulted into virtual credit cards or other fee-bearing 
products. 
 
Electronic payment and remittance should comply with applicable transaction standards and 
include the information needed to reassociate payments with claims. 
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IV. Ensure prior-authorization, claims, appeal and payment standards account 
for dental-specific content 
The RFI appropriately identifies prior authorization, claim denials, appeals and 
administrative burden as central barriers to usable coverage. These problems occur in 
dental benefits as well, although dental plans often use terms such as "preauthorization" or 
"predetermination" to estimate coverage and expected payment. 
 
Federal reforms should expressly apply to dental benefits and should not depend on 
medical coding systems, physician-specialty definitions or Medicare utilization criteria that 
do not translate to dental care. Applicable standards should accommodate dental-specific 
coding, terminology and workflows and should recognize the operational capacity of small 
dental practices. 
 
A. Preauthorization and predetermination 
A dental benefit should not be denied or reduced solely because preauthorization was not 
obtained when the patient otherwise qualifies for the benefit. Routine diagnostic and 
preventive services should not be subject to unnecessary preauthorization. 
 
When a plan issues preauthorization based on complete and accurate information, that 
determination should remain binding for a reasonable period and through the approved 
course of treatment, except in cases of fraud, material misrepresentation, loss of eligibility or 
a material change in the patient’s clinical condition. Predeterminations should clearly identify 
the assumptions and benefit limitations on which the estimate is based. Plans should not 
retroactively apply a new clinical policy, coding edit or payment rule after authorizing 
treatment. 
 
Plans should use standardized dental submission requirements and enforceable decision 
deadlines for standard and urgent requests. If a plan fails to act within the required period, it 
should not later deny the claim for lack of authorization. Electronic processes should be 
available but should not be the exclusive avenue where an office lacks compatible 
technology. 
 
Any clinical dental determination should be made or reviewed by a dentist licensed in the 
United States, with appropriate specialty expertise when the service at issue requires it. The 
decision notice should identify the clinical criterion, plan provision, coding rule or other basis 
for the decision and provide direct access to a qualified reviewer for peer-to-peer 
discussion. 
 
B. Claims adjudication and denial reporting 
Clean dental claims should be adjudicated and reimbursed promptly. Current ADA policy 
calls for dental claims to be reimbursed within ten business days of receipt. Plans should 
notify the submitting office promptly when information is missing rather than allowing a claim 
to remain unresolved. 
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Explanations of benefits and remittance information should identify the CDT codes 
submitted, explain how each procedure was adjudicated and state the specific contractual, 
coding, administrative or clinical reason for any reduction or denial. Generic denial 
categories are not sufficient. 
 
Public denial reporting should separately identify dental products and, at a minimum, include 
procedure code or category; market and funding type; network status; denial reason; prior 
authorization use; appeal outcomes; reversal rates; time to decision and final payment. 
Reporting should also identify whether automation materially contributed to the decision 
while protecting patient privacy. 
 
C. Appeals and qualified clinical review 
Patients should be permitted to authorize their dentist to pursue an appeal. The dentist and 
patient must receive the complete clinical criteria, claim edits, records and other information 
relied upon by the plan. Appeal periods should not begin until the plan has supplied a 
complete and understandable denial notice. 
 
Clinical appeals should be reviewed by a dentist with appropriate expertise who was not 
involved in the initial determination and who has no financial incentive to uphold denials. 
External review should be available for clinical and other material benefit disputes, including 
disputes involving a plan’s characterization or recoding of a dental procedure. 
 
Medicare Advantage plans should not require dentists to execute broad waivers of liability 
merely to appeal a supplemental dental claim. Such requirements discourage provider 
participation and can interfere with the dentist-patient relationship. 
 
D. Artificial intelligence and automated adjudication 
If artificial intelligence or another automated tool materially contributes to an adverse claim 
determination, the plan should be required to initiate a prompt review by a qualified dentist 
before a final determination is delivered. Any individual conducting a specialized review 
should possess appropriate training, expertise, and credentials in the relevant dental 
specialty. That review should consider the individual clinical record, and the plan should 
maintain appropriate human-oversight, privacy and bias-mitigation safeguards. 
 
E. Retroactive recoupments, midyear changes and continuity of treatment 
Post-payment review should not become an open-ended mechanism for recovering 
previously paid benefits. Except in cases of fraud or duplicate payment, retroactive 
recoupments should be limited to a defined period. The ADA has supported a six-month limit 
and at least 30 days for the dentist to contest a proposed recovery before funds are withheld 
or offset. 
 
Plans should provide advance notice of material changes to coverage, coding policies, 
reimbursement methodologies, networks and administrative requirements. A dentist should 
be able to terminate participation following a material unilateral contract change without 
penalty. 
 
Continuity-of-care protections should expressly include active dental treatment. Orthodontic, 
prosthodontic, endodontic, periodontal, implant and other staged treatment may extend 
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across multiple visits or plan periods. Patients should be able to complete an authorized 
course of treatment under the coverage and network terms in effect when treatment began, 
subject to reasonable limits. 
 
F. Administrative simplification and real-time benefit information 
The ADA supports payer-facing transparency and administrative simplification that give 
patients and dental offices accurate, patient-specific information at the point of care. Dental 
plans should provide real-time benefit information by procedure level, including covered 
status, maximum allowable fee, deductible, coinsurance, annual maximum and remaining 
benefit, frequency limitations, expected plan payment, network status and applicable 
exclusions. 
 
The 2025 CAQH Index Report identifies a $1.9 billion cost savings opportunity for the dental 
industry through full automation of administrative transactions.3 However, adoption rates for 
many electronic transactions remain low and have shown limited growth. A key factor is that 
current transaction standards do not adequately support the information required for dental 
workflows, forcing providers and payers to rely on manual processes. Advancing to newer 
versions of HIPAA-mandated transactions would better address the unique needs of 
dentistry, enabling greater automation, efficiency, and cost savings. 
 
Electronic attachment, eligibility, claims and remittance standards should be developed in 
coordination with dental standards experts and designed to accommodate dental-specific 
content and workflows. Congress should avoid imposing hospital-style public price posting, 
payer-specific negotiated-rate disclosure or broad itemized-billing mandates for dental 
offices; those requirements would not solve the core problem because the payer controls 
the information necessary to determine coverage and final patient responsibility. 
 

V. Make dental benefits understandable, comparable and usable 
Dental benefits are often difficult to compare. To ensure coverage provides meaningful 
access rather than nominal coverage, Congress should focus on standardized dental benefit 
summaries, stronger disclosure and oversight of annual maximums and preventive 
coverage, accurate provider directories, meaningful dental network standards and dental 
loss-ratio accountability. 
 
A. Standardized dental benefit summaries 
The Committee should direct development of a standardized dental summary of benefits 
that is available before enrollment. The summary should clearly describe annual and lifetime 
maximums; copayments and coinsurance; deductibles; limitations and exclusions; 
frequency limits; out-of-network benefits; waiting periods; predetermination requirements; 
enrollment periods; network adequacy; alternate-benefit provisions; and incentives for 
maintaining oral health. 
 
The summary should also identify whether the product is insurance, a limited supplemental 
benefit or a discount arrangement; whether the network is owned, leased or supplied by 

 

3 American Dental Association, “DataSpring, powered by CAQH, seeks dental providers for 2026 
index,” ADA News, June 2026. 

https://adanews.ada.org/ada-news/2026/june/dataspring-powered-by-caqh-seeks-dental-providers-for-2026-index/
https://adanews.ada.org/ada-news/2026/june/dataspring-powered-by-caqh-seeks-dental-providers-for-2026-index/
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another entity; and how the patient can verify participation in the specific product. Terms 
should be standardized enough to permit meaningful comparison while preserving 
reasonable benefit-design choices. 
 
B. Annual maximums and preventive coverage 
The ADA does not support annual or lifetime dollar maximums in dental benefit programs 
because total out-of-pocket costs are a barrier to care. When a plan nevertheless uses an 
annual maximum, it should evaluate utilization and patient expenses each year and 
increase the maximum at least in accordance with the Consumer Price Index for dental 
services. Diagnostic and preventive services should be covered at 100 percent and should 
not count against the annual maximum. 
 
Plans should disclose the remaining annual maximum and the number or percentage of 
enrollees who reach the limit. Purchasers should also be able to distinguish annual-
maximum-limited products from true insurance products that provide out-of-pocket 
protection. 
 
C. Provider directories and dental network adequacy 
Dental directories should be accurate at the specific product level, not merely at the carrier 
or umbrella-network level. A plan should verify whether a listed dentist accepts new patients, 
participates in the exact product, and provides the relevant service or specialty care. 
Dentists should have a mechanism to correct inaccurate listings, and patients who 
reasonably rely on incorrect information should be protected from resulting financial harm. 
 
Dental network standards should consider geographic access, appointment availability, 
general dentistry and relevant specialties, acceptance of new patients, rural and 
underserved areas, and continuity of established dentist-patient relationships. Plans should 
report both nominal network size and actual availability. Network adequacy should not be 
achieved through automatic enrollment of dentists from another commercial or leased 
network without affirmative consent. 
Payment and contracting terms materially affect whether a network is usable. Dental 
network oversight should therefore consider whether reimbursement and administrative 
requirements are sufficient to support meaningful participation rather than evaluating 
directory counts alone. 
 
D. Dental loss-ratio accountability 
Stand-alone dental plans generally qualify as excepted benefits and are therefore exempt 
from the Affordable Care Act’s federal medical loss-ratio requirements.4 Premium dollars 
should primarily support patient care rather than excessive administrative costs or profits. 
The ADA supports transparent dental loss-ratio reporting based on premium revenue spent 
on clinical dental services and qualifying activities that improve oral health through clinical 
services. 
 
Federal reporting should include the number of enrollees; plan cost sharing and deductibles; 
annual maximums; the number of enrollees who meet or exceed those maximums; and 

 

4 Centers for Medicare & Medicaid Services, “Dental Coverage in the Marketplace,” p. 4. 

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/AB_Stand-alone-Dental-Plans_final.pdf
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other information necessary to determine whether the product delivers meaningful value. 
Reporting should be public, standardized by market segment and designed to prevent 
affiliated-company charges or reclassification of ordinary administration as quality 
improvement from obscuring actual spending on dental care. 
 
Current ADA policy identifies 85 percent for large-group dental plans and 83 percent for 
small-group and individual plans as benchmarks for loss ratio requirements. Congress 
should establish an enforceable federal framework consistent with those principles and 
provide consumer relief or corrective action when applicable standards are not met. 
 
A comprehensive dental loss-ratio law approved by Massachusetts voters in 2022 is now 
being fully implemented. Per the requirements set forth in the statute, six dental insurers are 
required to return $8.4 million to consumers for failing to meet the state’s 83 percent 
standard.5 The law ensures that when dental insurers do not spend an adequate share of 
premium dollars on patient care and qualifying quality improvement activities, a portion of 
those premiums must be returned to individuals and groups. Other states, including North 
Dakota and Nevada, have enacted dental loss-ratio standards.6 Congress now has multiple 
examples of how transparent, enforceable dental loss-ratio standards can protect patients 
and purchasers while encouraging more premium dollars to support dental care. 
Massachusetts law also subjects a carrier’s rate filing to presumptive disapproval when the 
projected administrative-expense component increases by more than the dental services 
Consumer Price Index, among other circumstances.7 
 

VI. Strengthen accountability for Medicare Advantage supplemental dental 
benefits 
Supplemental dental benefits are widely used to market Medicare Advantage plans, yet 
beneficiaries may have difficulty determining what services are covered, what limitations 
apply, whether a usable network exists and how much the plan actually spends on dental 
care. The RFI’s proposals concerning standardized benefits, directories, denials, medical 
loss ratio and vertical integration should expressly include supplemental dental benefits. 
 
Medicare Advantage medical loss-ratio reporting should clearly distinguish dental from 
medical services, and at least 85 percent of the premium or equivalent dollars allocated to 
provide supplemental dental benefits should be spent on dental care. CMS should collect 
and publicly report standardized data on the amount allocated to dental benefits, actual 
dental spending, beneficiary out-of-pocket spending, utilization, denials, network 
participation and service use so that unspent supplemental-benefit dollars are not obscured 
within aggregate plan reporting. 
 
Beneficiaries should receive an understandable and comparable dental summary before 
enrollment. Marketing should identify covered services, cost-sharing obligations, annual 

 

5 Massachusetts Division of Insurance, “Healey-Driscoll Administration Returns $14.5 Million to 
Health and Dental Insurance Consumers and Businesses,” Aug. 6, 2026. 

6 North Dakota Legislative Assembly, “2025 Session Laws, Chapter 291,” approved April 16, 2025; 
Nevada Legislature, “2023 Statutes of Nevada, Chapter 161,” approved June 1, 2023. 

7 Massachusetts General Court, “Massachusetts General Laws, Chapter 176X, Section 2.” 

https://www.mass.gov/news/healey-driscoll-administration-returns-145-million-to-health-and-dental-insurance-consumers-and-businesses
https://www.mass.gov/news/healey-driscoll-administration-returns-145-million-to-health-and-dental-insurance-consumers-and-businesses
https://ndlegis.gov/assembly/69-2025/session-laws/sl2025.pdf
https://www.leg.state.nv.us/Statutes/82nd2023/Stats202308.html
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176X/Section2
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maximums, frequency limits, exclusions and network limitations. Plans should not materially 
reduce dental benefits after enrollment in a manner that misleads beneficiaries and should 
clearly disclose changes before the annual election period. 
 
Commercial dental network participation should not automatically be converted into 
Medicare Advantage network participation. Dentists should have a separate opt-in process 
with clear reimbursement and administrative terms and should be able to change their 
election to participate at least annually and following material contract amendments. These 
protections support genuine network adequacy and preserve patient choice. 
 

VII. Address payer vertical integration and protect independent providers 
The ADA supports greater transparency into health care ownership and the RFI’s 
examination of vertical integration, intercompany transfers, steering and the treatment of 
independent providers. In dentistry, the central concern is the conflict that may arise when a 
dental insurer or affiliated administrator owns or controls dental practices while also 
influencing coverage, networks, claims payment and patient steering. 
 
Vertical integration in the dental field is only a recent development, and its effects on the 
commercial and public insurance market merit further study. Two of the most widely known 
examples include the acquisition of Advantage Dental+ in 2016 by Dentaquest and Cherry 
Tree Dental by Delta Dental of Wisconsin in 2025.  
 
Advantage Dental+ is a network of dental practices operating in six states, including 
Alabama, Florida, Massachusetts, Oklahoma, Oregon, and Texas. Sun Life Financial Inc. 
completed its acquisition of DentaQuest in 2022.8 
 
Delta Dental of Wisconsin, one of the state’s larger dental insurers, acquired a 25-clinic 
dental practice with locations primarily in Wisconsin. The transaction prompted comments to 
the Wisconsin Office of the Commissioner of Insurance, including from the ADA, raising 
concerns about potential conflicts of interest and patient care under the proposed ownership 
structure.9 The ADA believes Delta Dental’s acquisition could influence agreements, 
business practices, and fee schedules between Cherry Tree and other payers, potentially 
creating unfair competition. 
 
Congress should require disclosure of insurer and administrator ownership or control of 
dental practices, dental support organizations, networks, claims administrators and related 
entities. Regulators should be able to determine whether reimbursement, credentialing, 
audits, prior authorization, claim edits or directory placement differ between affiliated and 
independent dentists. 
 

 

8 Oregon Division of Financial Regulation, “Approved acquisition of Advantage Dental Plan, Inc. by 
DentaQuest Care Group Management, LLC,” Aug. 1, 2016; Advantage Dental+, “About”; Sun Life 
Financial Inc., “Sun Life completes acquisition of DentaQuest,” June 1, 2022. 

9 American Dental Association, “Comments on Delta Dental of Wisconsin’s proposed acquisition of 
Cherry Tree Dental,” Sept. 30, 2025. 

https://dfr.oregon.gov/business/reg/insurer/mergers/pages/advantage-dentaquest.aspx
https://dfr.oregon.gov/business/reg/insurer/mergers/pages/advantage-dentaquest.aspx
https://www.advantagedental.com/about
https://www.sunlife.com/en/newsroom/news-releases/announcement/sun-life-completes-acquisition-of-dentaquest/123662/
https://oci.wi.gov/Documents/Companies/AcqDDWIAmDentalAssoc.pdf
https://oci.wi.gov/Documents/Companies/AcqDDWIAmDentalAssoc.pdf
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Plans should not steer patients to affiliated dental practices through misleading network 
information, discriminatory benefit design or preferential claims administration. Patients 
should be informed when a recommended provider is owned by or affiliated with the payer. 
Safeguards should preserve clinical autonomy and prevent the misuse of competitively 
sensitive claims, fee-schedule, contracting or patient data. 
 
Ownership reporting must be appropriately tailored. Small dental practices should not be 
subjected to hospital-scale reporting burdens that do not advance the policy objective. The 
principal focus should be on complex ownership, payer-provider integration, management 
control and transactions that may affect competition, patient choice or clinical independence. 
 

VIII. Dental coverage in essential health benefits and public coverage 
proposals 
The ADA supports treating both pediatric and adult dental benefits as essential health 
benefits and preserving state authority to add or strengthen adult dental coverage. 
Consumers should be able to purchase stand-alone dental coverage with a guaranteed 
medical-loss ratio through the Marketplaces without first purchasing a medical plan, and 
diagnostic and preventive dental services embedded in qualified health plans should be 
available without additional cost sharing.  
 
The ADA opposed CMS’s recent decision to place a prohibition on adding adult dental as an 
essential health benefit in state EHB-benchmark plans.10 The ADA believes that 
Congressional action to include adult dental as an essential health benefit would correspond 
with maturing markets and provide greater access to dental care for working adults with 
limited means across the United States. More than a decade after implementation of the 
ACA, the individual and small-group markets have matured substantially. Health plan 
sponsors offering medical coverage in the large-group, small-group, and individual 
Marketplace markets including national carriers (i.e. UnitedHealth Group, Cigna, and Blue 
Cross Blue Shield Association) began to administer adult dental benefits, either embedded 
within medical plans or through coordinated offerings, without evidence of market 
destabilization. As of 2025, 38 states and the District of Columbia provide enhanced adult 
dental benefits through Medicaid11, reflecting a growing recognition of the connection 
between oral health and overall systemic health. In addition, a 2024 Health Affairs study 
found that 36 states offered Marketplace health plans with embedded adult dental benefits 
in 202312, demonstrating that inclusion of adult dental services promotes competition and 
consumer choice rather than volatility. 
 
As you consider expanding benefits, we must also ensure proper regulatory oversight of the 
dental insurance market, without which we could see issues such as insufficient consumer 
protections and variability in the quality of coverage.  

 

10 Centers for Medicare & Medicaid Services, “HHS Notice of Benefit and Payment Parameters for 
2027 Final Rule,” May 15, 2026. 

11 American Dental Association Health Policy Institute, “Dental Care in Medicaid Programs,” 
December 2025. 

12 Hawazin W. Elani et al., “Availability of Adult Dental Plans in the Affordable Care Act 
Marketplaces, 2016-23,” Health Affairs, Nov. 4, 2024. 

https://www.cms.gov/newsroom/fact-sheets/hhs-notice-benefit-payment-parameters-2027-final-rule
https://www.cms.gov/newsroom/fact-sheets/hhs-notice-benefit-payment-parameters-2027-final-rule
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/hpi/dental_care_in_medicaid_programs.pdf
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.00307
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.00307
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Any dental benefit program should allow freedom of choice, should not force dentists, 
including those participating in other public programs, to join the network, and should 
support fair negotiation of contracts and regular adjustment of fee schedules. Administrative 
requirements should be minimal and reasonable so that the program can attract sufficient 
dentist participation. 

Traditional Medicare does not maintain a general dental benefit, broad dental participation 
framework or representative dental fee schedule. Congress should therefore not 
automatically use traditional Medicare physician payment rates as the benchmark for a 
public dental benefit. Dental reimbursement and network standards should be developed 
separately with dental expertise and should reflect practice costs, geographic variation, 
access needs and the importance of voluntary participation. 

**** 
The RFI presents a significant opportunity to improve the value, transparency and 
accountability of health coverage. That work should not leave dental benefits behind. 
Patients should be able to understand what a dental plan covers, identify a dentist who 
actually participates, receive timely and clinically appropriate benefit decisions, and know 
that premiums or public dollars allocated to dental coverage are being used to support 
dental care. 

The ADA urges the Committee to include dental benefits and dental benefit administration 
expressly throughout any resulting framework or legislative text, with particular emphasis on 
ERISA and state authority, third-party administrator accountability, claims and prior 
authorization reform, dental loss-ratio transparency, Medicare Advantage supplemental 
dental oversight and protection of patient choice. We look forward to working with the 
Committee as it develops these proposals. Please contact Natalie Hales, Senior 
Congressional Lobbyist, at halesn@ada.org for further discussion.  

Sincerely, 

Richard J. Rosato, D.M.D. 
President 

Nader A. Nadershahi, D.D.S., M.B.A., Ed.D. 
Executive Director 
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