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 President’s Message                

     The state of oral health is becoming more of 
a concern nationally as well as in the state of 
Ohio.  This once “silent epidemic” is no longer 
going undetected at the government level.  The 
oral systemic link has become a hot button in 
the medical and dental community changing 
the way we will practice dentistry as dental 
hygienists forever.  We must prepare ourselves 
for the future as we take our place on the 
world stage of healthcare as prevention 
specialists.   
     More than thirty counties in Ohio are in the 
Appalachian region of the United States.  To say 
accessing dental care is problematic is quite the 
understatement.  Pockets of Appalachia suffer 
three times the national poverty rate.  This 
population has the highest edentulous rate in 
the country and the shortest national life span.  
Children in Appalachia suffer tooth decay at a 
rate 59% higher than children in other parts of 
the state.  These children are more likely to 
have unresolved emergency dental needs, they 
are less likely to have seen a dental professional 
in the past year and an even higher percentage 
have never had a dental appointment.  Unmet 
dental care needs are the single most common 
unmet health need in this region of the state.    
Adults age 19-64 as well as seniors 65 and older 
are more likely to be edentulous and less like to 
have recently seen a dental professional in the 
last year.  Of the 32 counties in Appalachian 
Ohio, 25 have been declared federal dental 
health professional shortage areas (Hills and 
valleys: the challenge of improving the oral 
health in appalachian ohio 2012).   
     Access to dental care in other areas of Ohio 
is becoming more of a challenge.  According to 
a recent study the #7 need that middle-class 
Americans can no longer afford is dental 
healthcare.  Our patients do not have to live in 
Appalachia to suffer from unmet dental 
healthcare needs in Ohio.  With this growing 
problem in our state and around the country 
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ACTION!!!! 

 

 
Engage your  

State Representative 
and State Senator  

to share your position 
on the state of oral 
healthcare in Ohio 

 

 

new and progressive solutions are being 
explored by the Ohio Dental Hygienists’ 
Association (ODHA) and other like-minded 
organizations to bring access to dental care in a 
new innovative delivery model.  
     ODHA’s mission is to advance and secure the 
profession of dental hygiene, to improve and 
protect the public’s total health and to ensure 
access to quality oral healthcare.  What does 
that mean?  ODHA is committed to not only 
protecting our profession as dental health 
professionals but also establishing dental 
hygienists as the solution to the access to care 
dilemma in Ohio.  With the emergence of the 
oral systemic link and increased correlations 
between periodontal disease and 
cardiovascular disease, cancer, diabetes, low 
birth weight, and a host of other systemic 
illnesses there is no more qualified dental 
health care member than the prevention 
specialist to lead the way.   We have dedicated 
our careers to quality oral health care and the 
overall health of our patients.  
     Our new vision for the future of our 
profession is dental hygienists as primary 
healthcare providers and leading resources for 
oral health promotion and therapy in all 
delivery settings.  It is a critical time for our 
profession.  Now more than ever is the time to 
get involved in promoting dental hygiene as the 
logical solution to the access to dental care 
epidemic in our state.  The students are our 
future.  We must involve them and protect the 
legacy of the profession.  New and innovative 
delivery of services are needed to serve the 
purpose of increasing access and ensuring a 
legacy for our new graduates and those looking 
to venture outside the traditional dental 
setting.  Support ODHA as your voice for the 
future of your profession.   
Hills and valleys: the challenge of improving oral health 
care in appalachia, ohio 2012.  (2012). Retrieved January 
30, 2015 from the Ohio Department of Health:  
www.odh.gov 
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By Beth Tronolone, MS, BS, RDH, Government Relations Council Chair 
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Government Relations 

 “Success is about dedication. You may not be where you want to be or do what you want to do 
when you’re on the journey. But you’ve got to be willing to have vision and foresight that leads you 
to an incredible end.”  ~ Usher 
     That’s the direction President Amy Kinnamon and Immediate Past President Nicole Oocumma led 
the Board of Trustees, including the Council and Committee Chairs.  A journey to review our Vision to 
mirror the incredible changes the profession of dental hygiene is taking.  Our first meeting this year 
examined our Mission, Vision and Core Values demonstrating that our entire board, including Council 
and Committee Chairs, are all aligned in our direction.  The Government Relations Council relies on 
the Board to lead the Legislative Committee in the legislative course Ohio Dental Hygienists’ 
Association, ODHA, will take and bring us to our incredible vision. 

 Hard work is required on the journey and this 
has been another busy legislative year!  We need 
to thank Matt Whitehead, our lobbyist with 
Governmental Policy Group, Inc. and Barbara 
Ranck, Government Relations Council Chair, 
Nichole Oocumma, Amy Kinnamon, and the 
Sinclair student, Megan Niezgodski, who helped 
ODHA by testifying for HB 463.  We need to 
thank all of the Dental Hygiene Programs that 
invited legislators to their clinics and showed 
them the curriculum required for a dental 
hygiene education.  Special thanks go out to 
Sinclair, Lorain, Youngstown State and Owens.  
Thank you all who wrote letters to their 
legislators - every letter makes a difference. Our 
efforts have not gone unnoticed by legislators 
and we need to continue this activity to promote 
our profession. 
      HB 463 has elements to increase dental 
health access to care in Ohio.  For the past 3+ 
years, ODHA has tried to work collaboratively 
with ODA to craft legislation to increase access to 
care.  However, each organization has separate 
visions on how to best accomplish this (leading to 
different goals and objectives). HB 463 did result 
in several positives for RDH in Ohio: 
•     The bill creates the Dental Hygienist Loan 
Repayment Program. The program is to provide 
loan repayment on behalf of individuals who 
agree to provide dental hygiene services in areas 
designated as dental health resource shortage 
areas by the Director of Health. The Ohio 
Department of Health (ODH) is required to 
administer the Program in cooperation with the 
Dentist Loan Repayment Advisory Board. Under 
the Program, ODH may agree to repay all or part 
of the principal and interest of a government or 
other educational loan taken by an individual for 
tuition, educational expenses, and room and 
board. 

•     Permits a dental hygienist to apply fluoride 
varnish, apply desensitizing agents, and discuss 
general nonmedical nutrition information for the 
purpose of maintaining good oral health when the 
supervising dentist is not physically present.  A 
dental hygienist may provide these services 
regardless of whether a dentist has examined the 
patient. 
•     Practicing when a DDS is not present: An 
exception permits a dental hygienist to provide, for 
no more than 15 consecutive business days, dental 
hygiene services when the supervising dentist is not 
physically present if certain conditions are satisfied.  
Under current law, one such condition is that the 
supervising dentist must have examined the patient 
within the preceding seven months. The bill 
increases that time period from seven months to 
one year.  
•     The bill also decreases the amount of 
experience to one year and a minimum of 1,500 
hours (from two years and 3,000 hours) 
•     Changes to the Oral Health Access Supervision 
Program (OHASP): 
The bill decreases the amount of required 
experience to one year and a minimum of 1,500 
hours (from two years and 3,000 hours) that a 
dental hygienist must have in order to obtain a 
permit to participate in OHASP. 
•     After dental hygiene services are provided, 
House Bill 463 requires the dental hygienist to direct 
the patient to any dentist and requires the 
appointment to be scheduled not later than 6 
months after the completion, a change from the 
authorizing dentist.   
 
ODHA has accomplished much this year, but we 
need everyone to help us continue to lobby to allow 
dental hygienists to work to their full potential.  Part 
of our efforts is to gain support from like-minded 
groups. The Dental Hygiene Practice Council has 
been busy building coalitions with Nursing groups, 
Dietician & Nutrition groups as well as reaching out 
to Coalitions like Voices for Ohio's Children. 



Early Bird Main Registration Fees: VALID Jan. 7 – May 8 ONLY 

$199 - Members/Delegates/Alternates 

$115 - Students 

$275 - Non-Members (dentists, dental assistants, etc.) 

  

Main Registration Fees: VALID May 8 – June 5 and Onsite 

$229 - Members/Delegates/Alternates 

$ 145 - Students 

$ 305 - Non-Members (dentists, dental assistants, etc.) 

  

Main Registration Fee Includes Admission to: 

Thursday & Saturday Plenary Sessions 

Exhibits on Friday & Saturday (1 CE Hour) 

Marketplace on Saturday  

Table Clinics/Research Poster Sessions  on Thursday(2 CE Hours) 

DENTSPLY/ADHA Graduate Student Research Poster Sessions 

Many Networking Evening Receptions 
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By Matthew S. Whitehead, Manager of Legislative Affairs, 
Governmental Policy Group, Inc. mwhitehead@gpgrhr.com.  Legislative Update 
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Twenty-nine is not just the age I am going to tell people I am from now on, it is the number 
of new freshmen members of the Ohio House of Representatives that were sworn in on      
January 5th.  Additionally, there are four new State Senators, but three of the four are 
former House members.  These members are from all parts of Ohio and both political 
parties.  The members have a variety of career backgrounds and experiences that will shape 
their worldview in the 131st General Assembly.  Rest assured that your lobbying team at 
Governmental Policy Group is working hard to get to know these new members and to build 
relationships to benefit your agenda going forward. 

In the first of the two years of a General Assembly 
the 2-year state budget is introduced.  We 
anticipate the budget framework to be released in 
early February and the multiple thousand page 
budget document budget released later.  One piece 
that will play a dominant role in many discussions is 
the decision on whether or not and how to 
reauthorize Medicaid expansion to cover 
populations that were not previously covered by the 
state-run insurance plan.  Simplistically, expansion 
would allow single people to be covered and expand 
the threshold for services to people making 138% of 
the federal poverty level (FPL).   
As this article is being drafted, legislation is just 
being introduced by members, but a bill that is 
identified as a priority by the Ohio House and is 
deemed House Bill 1 seeks to create the Workforce 
Grant Program and authorize an income tax credit 
equal to 25% of the student loan payments a grant 
recipient makes per year.   The bill sponsored by 
Representatives Kirk Schuring (R-Canton) and 
Nathan Manning (R-North Ridgeville) seeks to 
provide grants to students to pursue higher 
education for “in-demand” job fields through both 
degree and certificate programs.  Dental hygiene is 
listed on the website Ohiomeansjobs.com as an  
“in-demand” job and would qualify for participation 
in the proposed program.  The bill has a $100 million 
appropriation, with $500,000 set-aside for the 
Board of Regents to promote the program.   
In utilizing the $100 million dollars, each student 
could receive up to $5,000 toward courses at a 
public college or university to be distributed until 
the funds are depleted.  The Board of Regents will 
be charged with developing rules on exactly how to 
dole out the money.    
House Bill 1 calls for providing the grant money 
incrementally when students reach performance 

milestones.  They are required to spend 30 to 90 
days in a workplace setting either as an internship 
or co-op and undergo counseling on student loans.  
Additionally, recipient students are required to 
receive soft skills training that would cover things 
such as interpersonal skills and work ethic.  Finally,  
if the student takes the coursework, has the 
experiential training at the workplace and then 
secures the job in one of those in-demand job 
categories, under the legislation they will be eligible 
for 25% tax credit on their student loan.  The 
Association will be reviewing the bill to determine a 
position, but one obvious point that we will share 
with legislators is the lack of jobs and opportunities 
in dental hygiene for these graduates once they 
obtain these degrees.       
For the benefit of members, a summary of last 
year’s HB 463 changes relevant to the scope of 
practice of RDHs has been prepared and will be 
available on the ODHA website.   
With a large number of new members and a 
renewed effort for legislators to hear from 
constituents, I encourage you to engage your State 
Representative and State Senator to share your 
position on the state of oral healthcare in Ohio, the 
preservation of Medicaid dental coverage or how to 
increase employment of dental hygienists in Ohio.  If 
they are unaware of what dental hygiene is all 
about, offer to educate them and be a local 
resource for them on oral health matters that they 
might face in the legislature.  Remember you are an 
expert in your field and their only knowledge of 
dental hygiene comes from 2 semi-annual visits to 
your dental chair every year.  Sending an email or a 
letter now will build a relationship with them. 
Remember it is easier to ask something from 
someone that you already know! 
  



Special Feature By Daniel S. German, D.D.S. 

Warmest greetings to my Hygiene colleagues, 
Thank you for the opportunity to share some thoughts on dentistry with you.  This is a response to 
the abundant interest among dental practice teams committed to ongoing learning.  As all of you 
have become aware during your careers, there are many controversies in our wonderful 
profession.  I will tackle some of the topics often debated in everyday practice.  The material I 
teach is intended to have support from the dental literature rather being based solely by my 
personal opinions.  Although my scope of expertise is under the overlapping umbrellas of 
orthodontics, diagnostic imaging, and coordinated care between general dental practices and 
specialists, all aspects of oral health are on my radar for interest and learning.  I certainly enjoy the 
opportunity to teach and share ideas.   

Have you ever wondered when it is appropriate to refer 
children for an orthodontic screening?  Yes, the word 
screening is a carefully chosen word.  Many dental teams 
feel obligated to stage the first visit to the orthodontist so 
that the patient does not present until the perfect time for 
initiating care.  Factually, the American Association of 
Orthodontists suggests children be screened at the first 
recognition of an orthodontic condition, but no later than 
age seven.  Despite my best efforts to teach, it would be 
unreasonable for all to learn the nuance of diagnostics and 
treatment planning to know with precision the best time to 
start treatment for a malocclusion in a child.  Hence, the 
stated policy to receive an orthodontic screening by the 
Association of Orthodontists recognizes that the time of the 
referral is not always the best time to start treatment.  
Children are best served when the orthodontist can 
determine the optimal time to begin corrective therapy. 
 So, let us dig into the controversial topic of when to 
consider interceptive orthodontics for patients.  
Interceptive orthodontics means that orthodontic 
corrections are taking place to “intercept” an orthodontic 
problem while some baby teeth are still present.  True, 
meaningful corrections are helpful and indicated while baby 
teeth are still present.  There are many times it makes 
sense to provide orthodontic care before all the permanent 
teeth are present.  Timing of the referral comes down to 

two separate questions.  The first question is, “When is 
treatment indicated?”  Although I intend to be quite 
articulate in describing the problems that warrant inceptive 
treatment and the optimal time to initiate treatment, I do 
not expect any of my students, other than those providing 
orthodontic care, to master the exact time to initiate 
treatment.  The second question is, “When is the best time 
to make the referral for a screening?”  In this issue, I 
address posterior crossbites and some of the unexpected 
potential benefits of expansion.  
My son Ezra was in the deciduous dentition when we 
diagnosed and planned treatment for maxillary expansion.  
The intent was to correct his posterior crossbite and 
associated skeletal asymmetry.  At a young age, I often see 
the facial asymmetry spontaneously correct with proper 
orthodontic intervention.  As kids mature, the rubbery jaws 
turn to concrete and the mandibular shift evolves into an 
altered morphology of the mandible.  Hence, we correct 
the posterior crossbite when children are emotionally able 
to pursue treatment.  Interestingly, researchers have found 
an increase in the size of the airway as a desirable side 
effect from maxillary expansion; we have thought that to 
be the case for quite a long time.  Three-dimensional 
imaging has made those measurements easier to perform 
and now the more definitive word on improving airway 
with expansion. 
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Before:  note the facial asymmetry   After:  there is facial symmetry Maxillary expander connected 
 to deciduous teeth “A” and “J” 

Before: posterior crossbite & mandibular shift     After: posterior crossbite & mandibular shift corrected 



My daughter Edin, had similar asymmetry problems as well as severe crowding.  As a side note, you may find it 
surprising that there is literature that indicates an association of maxillary expansion with resolution of conductive 

hearing loss in children with posterior crossbites.  
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Crossbite and mandibular asymmetry resolved! 

Another of my daughters, Meira, also had asymmetry and arch length discrepancy.  See below how the class II 
relationship on the left side improved with the expansion.  Another side note, totally unrelated to Meira, there are 
reports of an association of resolved bed-wetting with maxillary expansion.  Regrettably, that did not work for an 

unnamed child of mine, NOT Meira.  

 

  Before: Class II and posterior crossbite                     After expansion: Class II and crossbite  corrected 



You may be startled to learn that maxillary expansion can have a role in improving the airway, 
resolving bed-wetting, and curing conductive hearing loss.  There is research in the refereed literature 
to support the claims.  Not surprisingly, the literature is quite clear in describing the benefits for 
children when correcting skeletal asymmetries and facial asymmetries that result from posterior 
crossbites.  Stability and success for the correction of posterior crossbites while children are young is 
published in the journals too, and seems logical to boot.  Ostensibly, the younger the child is when the 
crossbite is corrected, the more likely the asymmetry will resolve and remain stable.  I have always felt 
that to be the case, yet, until research established that correction in young children was beneficial, the 
topic was justifiably worthy of debate.  Currently, I have not seen any published argument against 
correcting posterior crossbites and the attendant asymmetry while children are prepubescent.   
In summary, the topic of interceptive orthodontics is framed in controversy and debate among 
orthodontists.  The timing of making the referral for a screening is not controversial, but clearly stated.  
Based on the science and evidence, without any published debate or controversy, correction of 
posterior crossbites and the associated side effects should be performed in prepubescent children.  
The benefits of correcting posterior crossbites are published in refereed journals, presented in this 
article, and something I have witnessed in my practice over the decades.   
I now expect all readers understand that correction of a posterior crossbite should ideally occur when 
children are young.  All should appreciate that a referral for an orthodontic screening should take 
place at the time the malocclusion is recognized by a primary care provider, there is a concern by a 
patient/parent, and certainly before the age of seven years.  This is also the official position of the 
American Association of Orthodontists.  
If you grasp the concepts above, you may consider reading a continuing education newsletter that I 
wrote that covers this topic.  It includes brief abstracts of articles to support the information presented 
above.  It also has a ten question multiple choice test that all should easily pass to receive an hour of 
CE credit and the supporting certificate.  You may take the test as many times as needed to get 8 out 
of 10 questions correct so that you qualify for the continuing education credit. 
In the upcoming newsletters, I intend to address optimal timing of treatment for other malocclusions 
such as, correction for Class III, Class II, crowding, anterior crossbite, and ectopic teeth.  After 
reviewing the different aspects of interceptive orthodontics, I suspect that much of the debate and 
controversy regarding timing of treatment will be reduced to a very small number of different 
malocclusions.  I expect clarity to emerge regarding the question as to when it benefits children to 
receive interceptive orthodontics. 
If you would like to receive my continuing education newsletter by email and receive free CE credits, 
simply click on this hyperlink or type it in to your computer, http://eepurl.com/ZP-5D 
If you prefer, you may email education@germanorthodontics.com with your name, office name, office 
address, and your position in the office.  With complete information, I can then send you a CE 
certificate upon completion of the simple test.  
As a special incentive for learning and to make you smile, we will have a drawing of those that 
complete the test.  Each of the three winners will receive a $50 VISA card. 
Please accept my gratitude for making the time to learn with me.  I welcome your feedback and look 
forward to learning from each other. 
  
  
 
 
 
Clinical Assistant Professor, The Ohio State University 
3300 Kemp Road   
Beavercreek, Ohio 45431 
  
Office (937) 426-6860 
Home (937) 298-7867 
Cell (937) 367-7629 
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Nitrous Oxide Sedation 

 

Sponsored by the Ohio Dental Hygienists’ Association: A Permanent Sponsor of Dental 

Continuing Education Recognized by the Ohio State Dental Board  Co-sponsored by 

Interactive Dental Seminars. Dentists receive 9 hours participatory AGD credit. 

9-hour CE course 

with live sedation participation 

Two dates to choose from: 

May 16, 2015 

or 

November 7, 2015 

Call: (440) 286-7138 to register 
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The premier resource for 
dental  hygiene 

employers and job 
seekers in OHIO 

Current employer rate 
Information available online “MORE” tab then to career center 
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ODONTIA is published four times a year by the Ohio Dental Hygienists’ Association.  

All submissions to ODONTIA must be in possession of the editors by the printed deadline in Word format.  

The ODHA and the Editors of ODONTIA accept no responsibility for opinions and statements presented by contributors. 
  

  Please submit membership changes to:  

ODHA’s Database Manager  
Sandra Winchell, RDH 

 swinchell4321@oh.rr.com 

8899 Gatestone Rd. 

North Ridgeville, OH 44039 

  ODHA Central Office:  
e-mail odha@bex.net  

1-800-543-3104  

Next Deadline: May 2, 2015  

Please format submissions in Word  

Visit us on the web at ODHA.net  

PLEASE SUPPORT OUR ADVERTISERS!!! 

Odontia Editor 
Kelly Oberg, RDH 

E-mail: kellydoberg@gmail.com 

Advertising Coordinator  
Terri Christensen, RDH 

E-mail: brownehouse@juno.com 

Follow us 
on 

Twitter @ 
O_D_H_A 
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INFORMATION 

ODHA HISTORIAN   
Calling all  members!!  

ODHA has established the ODHA Historian in order to develop a full representation of all that ODHA has 
accomplished over the years. 

I need your help. 
If you have photos, newspaper articles, or anything that represents our past, please contact me. Look for a display 

depicting ODHA’s history at next year’s annual session.  
Suzy Savanick, RDH,  ssavanick@hotmail.com  

HISTORIAN CORNER 

ODHA Annual Session 1994. 
Left: Ann Naber,  

Immediate Past President Sherry Silverberg,  
President Pat Powers 

ODHA Annual Session 2014. 
Left: Vice-President Shannon Sweeney,  

Government Relations Council Chair Beth Tronolone, 
President Amy Kinnamon,  

Immediate Past-President Nichole Oocumma 

http://www.facebook.com/pages/Ohio-Dental-Hygienists-Association/248261938532248
//upload.wikimedia.org/wikipedia/en/9/9f/Twitter_bird_logo_2012.svg

