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VIRGINIA BOARD OF DENTISTRY
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BOARD MEMBERS
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BOARD MEMBERS
ABSENT:

STAFF PRESENT:

OTHERS PRESENT:

ESTABLISHMENT OF
A QUORUM:

PUBLIC COMMENT:

M!hl! ITES

TR TR

JUNE 8, 2012
The meeting of the Board of Dentistry was called to order at 9:10
a.m. on June 8, 2012 in Board Room 4, Department of Health
Professions, 9960 Mayland Drive, Suite 201, Henrico, Virginia.

Robert B. Hall, Jr. D.D.S., President

- Augustus A. Petticolas, Jr., D.D.S., Vice President

Herbert R. Boyd, lll, D.D.S., Secretary-Treasurer -
Martha C. Cutright, D.D.S.

Surya P. Dhakar, D.D.S.

Meera A. Gokli, D.D.S.

Jeffrey Levin, D.D.S.

Jacqueline G. Pace, R.D.H.

Misty Mesimer, R.D.H.
Myra Howard, Citizen Member

Sandra K. Reen, Executive Director for the Board
Elaine J. Yeatts, DHP Senior Policy Analyst

Alan Heaberlin, Deputy Executive Director for the Board
Huong Vu, Operations Manager for the Board

Howard M. Casway, Senior Assistant Attorney General

With eight members of the Board present, a quorum was
established.

Lynn Pooley, of the Virginia Dental Assistants Association,
referenced the petition for rulemaking to permit DAsi to use high
speed hand-pieces in the mouth and said the Board is responsible
for addressing the skills needed for quality dental care. She also
said that dental assistants are committed members of the dental

team.

Carrie Simpson stated that the Virginia Dental Hygienists
Association does not support allowing DAsll {o use high speed
hand-pieces in a patient’s mouth.
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APPROVAL OF
MINUTES:

DHP DIRECTOR'’S
REPORT:

REPORT ON
SANCTION REFERECE
POINTS (SRP):

Dr. Hall asked if the Board members had reviewed the March 9,
2012 minutes. Dr, Petticolas moved to accept the minutes. The
motion was seconded and carried,

Dr. Hall noted that Dr. Cane was unable to attend today.

Mr. Kauder reported the Board of Health Professions has engaged
his company, VisualResearch, to study implementation of the SRP
program {o determine its effectiveness and to identify potential
improvements the boards might consider. He said that, based on
Dentistry's consistently high agreement rate and the information
gathered through interviews with Board members and staff, there is
no need to make significant changes to the worksheets. He then
reviewed the following recommendations that were identified:

» Definition for “Patient Injury” — Mr. Kauder stated concern
was expressed about timiting the scoring to injuries requiring
medical care so the proposed definition would broaden this
factor to impairing “normal daily functions.” Ms, Reen said
she was concerned that there are injuries that might not
impair daily functions and the term itself would need to be
defined in order for it to be applied consistently. She
provided a reference sheet on the Board's current
parameters and parameters recently adopted by other
boards. She commented that other Boards’ definitions move
away from physical injury. Dr. Gokli suggested that the
Board stay with physical injury. Ms. Pace said she would
like to add mental abuse. Dr. Levin suggested narrowing
down to oral and dental injuries. Ms. Reen asked for
permission to revise the proposed language and bring a
recommendation o the September meeting. All agreed.

¢ Automating SRP worksheets — Mr. Kauder said that the
Board of Nursing (BON) is beginning to complete its
worksheets in Microsoft Excel so that scoring is automatic.
He offered to set up the worksheets, if Dentistry would like to
implement this change. Ms. Reen suggested letting the
BON work out any kinks before undertaking this change. All
agreed.

e Reporting of quarterly SRP agreement rates — Mr. Kauder
noted that he was withdrawing the recommendation for
distribution of the quarterly reports. He complimented the
Board for consistently achieving high agreement rates.

Dr. Hall thanked Mr. Kauder for his report.
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LIAISON/COMMITTEE
REPORTS:

LEGISLATION AND
REGULATIONS:

Board of Health Professions (BHP). Dr. Levin stated that there
is nothing new to report because the May 8 meeting was cancelled.

AADB Mid-Year Meeting. Dr. Levin said that he and Ms, Reen
attended AADB Mid-Year meeting in Chicago in April 2012. He
then reported that the following subjects were addressed:

¢ Prescription drug abuse and the Prescribers’ Clinical
Support System for Opioid Therapies to promote safe use
for patients with pain.

e Dental Professional Review and Evaluation Program (D-
PREP) is new service offered by AADB which state boards
might use to detect and evaluate deficiencies in dental
practitioners. The participating schools are University of
Mayland, Marquette University and Louisiana State
University.

» Expert Review Assessment (ERA) is another new service
offered by AADB to dental boards in need of an independent
expert witness in disciplinary cases.

» Mid-Level Providers such as Dental Therapists are being
considered in seven or eight states and AADB wiil provide
more information soon.

¢ ADA RFP for Portfolio-Style Examinations was presented as
an effort by to provide dental boards with an additional
option for making licensing decisions.

Dr. Levin thanked the Board for sending him to the meeting and
Ms. Reen said she had nothing to add.

SRTA. Dr. Hall stated that he has nothing new to report. Ms. Pace
reported that the SRTA Annual meeting will be held in early August
in Bonita Springs, FL and she plans to attend.

Dental Laboratory Workgroup. Dr. Hall reported that he, Dr.
Boyd, Ms. Yeatts, Ms. Reen and Virginia Dental Association (VDA)
representatives met twice to review the need for registration of
dental labs. The proposed bill and the Board’s dental laboratory
work order forms were discussed without closure. Ms. Reen
added that she has been invited to address the VDA Board of
Directors on June 16, 2012. Dr. Boyd indicated that he would also

attend.

Status Report on Regulatory Actions. Ms. Yeatts noted that not
much has changed since the last report. She stated particular
concern with the delay in implementing the regutations for sedation
and anesthesia permits which have been at the Governor's Office
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BOARD
DISCUSSION/ACTION:

for approval for 177 days. Ms. Reen asked what the Board can do
as a body to advance the regulations. Dr. Hall expressed his
frustration about the regulations not being approved yet and
commented that the Board has worked hard on the reguiations.
Ms. Yeatts said that the Board might express its concemn to Dr.
Cane and added that the need for action on the regulations is
reported weekly to the Secretary of Health and Human Resources.
Dr. Boyd moved that the Board send a letter to Dr. Cane
expressing its concern about the regulations. The motion was

seconded and passed.

Ms. Burnette’s Petition for Rulemaking. Ms. Yeatts stated that
Ms. Burnette petitioned the Board to allow dental assistants Il (DAs
i) to use high speed rotary instruments and it is presented for
Board action. She added that the comment period was from April
23, 2012 to May 18, 2012 and the majority of the comments
opposed the proposed action and only two were in favor. She
noted that the statute limits delegation to DAsH to reversible,
intraoral procedures and questioned if the use of high speed rotary
instruments could cause irreversible harm to patients. Dr. Hall
commented that this matter was addressed when the Board worked
on the DA 1l regulations and decided that the risk of harm was too
great. Dr. Petticolas moved to deny the petition due to the potential
for irreversible harm to patients. The motion was seconded and

passed.

Review of Public Comment Topics. Dr. Hall noted that the
comments received have already been addressed.

AADB Membership. Ms. Reen noted that the Board voted not to
renew its AADB membership at its September 8, 2011 meeting.
She added that she has notified AADB of the decision and AADB is
requesting reconsideration. Discussion followed about the costs
and benefits of membership. Dr. Levin moved that the Board not
renew its membership but continue to appoint a Board member to
attend AADB meetings. The motion was seconded and passed.

State Board Letters on ADA Test RFP & ADA Responses. Ms.
Reen said the Board continues to receive letters from other states
expressing their opposition to the ADA becoming involved in
licensure examinations. She said the concern is that the ADA is
encroaching on the responsibility of each state to decide its
licensing process. No action was taken by the Board.

Dental Lab Work Order Forms. Ms. Reen stated that these forms
were revised as requested by the Dental Laboratory Workgroup
and that she recommended no action at this meeting because the

4
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REPORT ON CASE
ACTIVITY:

BOARD COUNSEL
REPORT:

EXECUTIVE
DIRECTOR’S
REPORT/BUSINESS:

VDA representatives still have concerns. She asked Board
members for suggestions on making them as workable as possible
for possible action at the September meeting. Dr. Hall noted that
these forms are templates only. Ms. Reen referred the Board to the
Workgroup May 18, 2012 minutes on page 19 where Dr. Sarrett,
Dean of VCU School of Dentistry, suggested that, instead of
advancing the proposed bill, the VDA could consider developing a
registry or clearinghouse so dental labs could voluntarily apply to
be listed as doing business in the Commonwealth. She
commented that this might be a good solution if the VDA decides to
move in that direction.

Mr. Heaberlin reported that in the third quarter of FY2012 the Board
received a total of 83 patient care cases and closed a total of 90 for
a 108% clearance rate. He added that:

» the current caseload older than 250 days is 14%,

+  97% of all cases were closed within 250 business days,

o 235 cases are open, and

s 77 cases are in probable cause with 31 at Board member

review.,

He said that staff has begun reviewing cases before they are sent
out for Probable Cause review and the Probable Cause review
sheet has been revised and updated. He reminded members not to
substitute the staff's review and notes for their own opinion. Dr.
Hall stated his appreciation on staff work.

Mr. Casway reported that Dr. Jeffery R. Leidy tried to appeal the
sighed Consent Order entered June 9, 2008 to the Circuit Court
and after many communications has finally decided to drop the suit.

Ms. Reen reported the following:
e The proposed calendar for 2013 is offered for adoption. She
- noted that alt Board members had an opportunity to review

and no changes were requested. Dr. Boyd asked to move
the January 25, 2013 informal conference to February 1,
2013. Ms. Reen said that the change is noted. Dr.
Petticolas moved to adopt the amended 2013 calendar. The
motion was seconded and passed.

¢ Ms. Reen reported on staff's work on new member
orientation and preparing for four to five new members. She
asked for recommendations to make the revised Probable
Cause Review form and the draft Guide to Case Review and
Probable Cause Decisions easier to user. Discussion
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SCHOOL OF DENTISTRY

UPDATE:

NATIONAL BOARD
EXAMINATIONS:

followed about the improvements made and the concern that
the staff review section on the Probable Cause Review form
may cause reviewers to overiook the issues the staff reports
already doing. Dr. Levin’s suggestion to remove the
references to staff's work so reviewers consider the content
issues was agreed to by consensus. Ms. Reen noted that
she is working on another reference sheet that highlights
typical case complaints, violations and sanctions plus the
resources and tools available for making probable cause
decisions. She said she will circulate this document for
feedback, too. She thanked Dr. Hall and Dr. Boyd for their
guidance.

The Commemorative Resolution is offered for adoption by
the Board. Ms. Reen stated that Dr. Hall requested the
Resolution to honor and recognize the outstanding
professional career of Robert T. Edwards, DDS, who was a
former Board Member in the 70's. Dr. Levin moved to adopt
the Resolution. The motion was seconded and passed. Dr.
Levin moved to send the resolution upon receiving notice of
the death of a former member. The motion was seconded

and passed.

David C. Sarrett, D.M.D., M.S., Dean - Dr. Sarrett provided a
presentation addressing the:

¢ & & & 0o

DDS program applications and enroliess,

VCU RAMpS program and its statistics,

Student breakdown, debt and cost of education,

Focus on Ethics through Book Read Program,

Recent faculty hires,

FY11 Budget,

Comparison of VCU tuition and fee rates with other schools,
and

Dean priorities and Dean’s blog.

B. Ellen Byrne, D.D.S., PhD, Senior Associate Dean,
Professor of Endodontics, VCU School of Dentistry -
Dr. Byrne gave a presentation addressing:

-

L]
]
[ ]
-
®

JCNDE Mission Statement,

Committee for an Integrated Examination (CIE),

Brief History of Integrated National Board Dental Exam,
CIE members and affiliations,

CIE progress — 12 steps for test development, and
INBDE project phases & method of communication

Dr. Hall asked if the VCU School of Dentistry will need to align
course content fo the INBDE and Dr. Byrme said yes.
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CALIFORNIA’S
PORTFOLIO
EXAMINATIONS:

Dr. Hall thanked Dr. Sarrett and Dr. Byrne for their presentations.

Ms. Reen stated that the Board asked for presentations on the
alternatives to live patient clinical examinations. She noted that the
Board heard about some exam models at its December 2011 and
March 2012 meeting. Then she introduced Dental Board of CA
representatives, Richard DeCuir, Board Executive Officer, and
Stephen Casagrande, DDS, Board member, who joined the
meeting by conference call o address the CA Portfolio
Examination.

Mr. DeCuir reported that the first step the CA Board took to explore
the feasibility of using alternative pathways fo initial licensure was
to contract with Comira to do a feasibility study. Following the
feasibility study, Comira was hired to define the competencies to be
tested and to provide background research that might affect
implementation. He confirmed that VA had received both Comira
reports. He then said development and implementation was a
coordinated effort between the Board and the five CA dental
schools. Then Dr. Casagrande discussed the characteristics of the
exam which assesses the skills required in commonly encountered
clinical situations with patients of record at the respective schools
within the student’s program of dental education.

Mr. DeCuir and Dr. Casagrande then responded to the questions

which the VA Board had sent them as follows:

s The projected cost to develop and administer the portfolio
was about $300,000 and it is part of the Dental Board of CA
budget. It took about 2 years to be developed.

» The features of the portfolic model! are:

a. Oversight is maintained by the Board .
b. Built-in system for auditing the process.
c. No additional resources are required from students,
schools, or the Board.
d. Must be instituted within the current systems of student
evaluation.

Must meet all professional testing standards.

Meets psychometric standards for examinations set forth

by the Standards for Educational and Psychological

Testing (1999).

g. Designed to cover the full continuum of competence by
assessing competencies throughout the course of
treatment including oral diagnosis and treatment
planning, follow-up and ongoing care, restorative,

i (3]
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endodontics, periodontics, radiography, and removable
prosthodontics. . '

h. Evaluation of competence is within the course of
treatment plan for patients of record.

i. Evaluators are regularly calibrated for consistent
implementation of the alternative examination. There are
six (6) different calibrations in the process of being
developing. Examiners are dental school faculty trained
to use a standardized evaluation system. If any
examiner is unable to be re-calibrated, the Board wili
dismiss them.

j- Has policies and procedures that treat licensure
candidates fairly and professionally, with timely and
complete communication of examination logistics and
results.

¢ The porifolio exam is supported by content-related validity
evidence from a job analysis and addresses six competency
domains: comprehensive oral diagnosis and treatment
planning, direct and indirect restoration, removable
prosthodontics, periodontics, and endodontics.

¢ Deans, associate deans, and key faculty at the five Board-
approved dental schools were involved in establishing and/or
completing the portfolio evaluation process.

o There is a separate Law and Ethics examination.

s Each testing site is a CA licensed dental school which has to
be CODA accredited.

o Students pay $350 to take the exam and decide when to
challenge a competency so they are graded over time in a
top down qualifying process.

s The portfolio exam is not accepted by other states yet.
Students can take WREB if they want to apply for license in
other states.

* The Dental Board of CA is looking at the feasibility of a
similar examination for dental hygiene candidates.

Dr. Casagrande closed the presentation by offering assistance if
VA is interested in establishing a porifolio exam. Dr. Hall thanked
Mr. DeCuir and Dr. Casagrande for their assistance and asked for
comments and questions. Discussion followed about the need to
assure continuity of work on alternatives to the current clinical
exams. Dr. Byme suggested establishing an advisory committee.
Dr. Sarrett suggested that the Board and the school work together
to establish an exam similar to CA's. Dr. Hall stated that the Board
should pursue a portfolio exam and continue to work with SRTA for
a non-patient exam. Ms. Pace added that the Board should explore
a model for Virginia with partnership with the school. Dr. Boyd
moved that the Board establish a regulatory advisory committee to
work with the Exam Committee to recommend actions the Board
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CASE
RECOMMENDATIONS:

Closed Meeting:

Reconvene:

ADJOURNMENT:

should consider. The motion was seconded and passed. Ms.
Reen asked if the Board would like to include others, like the VDA
and VDHA, on the committee. The consensus was yes.

Case# 136273, Case# 136278, Case# 135072,
Cased# 135478, and Case# 136456

Dr. Boyd moved that the Board convene a closed meeting pursuant
to Section 2.2-3711(A)(27) of the Code of Virginia for the purpose
of deliberation to reach decisions in the matters of case # 136273,
# 135072, # 135478, # 136456, and # 136278. Additionally, Dr.
Boyd moved that Board staff, Ms. Reen and Ms. Vu attend the
closed meeting because their presence in the closed meeting is
deemed necessary, and will aid the Board in its deliberations.

Dr. Boyd moved that the Board certify that it heard, discussed or
considered only public business matters lawfully exempted from open
meeting requirements under the Virginia Freedom of Information Act
and only such public business matters as were identified in the
motion by which the closed meeting was convened. The motion was

seconded and passed.

Dr. Gokli moved to accept the Consent Order for Case # 136273.
The motion was seconded and passed.

Dr. Petticolas moved to accept the recommended Order of the
Credentials Committee for Case # 136278. The motion was

seconded and passed.

Dr. Gokli moved to accept the Consent Order for Case # 135072,
Case # 135478, and Case # 136456. The motion was seconded and

passed.

With all business concluded, the meeting was adjourned at 3:32 p.m.

Robert B. Hall, Jr., D.D.S., President Sandra K. Reen, Executive Director

Date

Date
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UNAPPROVED
VIRGINIA BOARD OF DENTISTRY

MINUTES

SPECIAL SESSION - TELEPHONE CONFERENCE CALL

CALL TO ORDER:

PRESIDING:
MEMBERS PRESENT:

MEMBERS ABSENT:

QUORUM:
STAFF PRESENT:

OTHERS PRESENT:

Gregory Hughes,
D.D.S.
Case No.: 143638

Closed Meeting:

The meeting of the Board of Dentistry was called to order at 5:10 p.m., on
June 14, 2012, at the Department of Health Professions, Perimeter
Center, 2™ Floor Conference Center, 9960 Mayland Drive, Henrico,

Virginia 23233.
Robert B. Hall, Jr., D.D.S.

Herbert R. Boyd, i, D.D.S.
Martha C. Cutright, D.D.S.

Meera A. Gokli, D.D.S.

Jeffrey Levin, D.D.S.

Augustus A. Petlicolas, Jr., D.D.S,
Jacqueline G. Pace, RD.H.

Surya P. Dhakar; D.D.S.
Myra Howard
Misty Mesimer, R.D.H.

With seven members present, a quorum was established.

Sandra K. Reen, Executive Director

Alan Heaberlin, Deputy Executive Director

Lorraine McGehee, Deputy Director, Administrative Proceedings Division
indy Toliver, Adjudication Specialist

Donna Lee, Discipline Case Manager

Howard M. Casway, Senior Assistant Attorney General
Cori Wolf, Assistant Attorney General

The Boérd received information from Ms. Wolf in order to determine if Dr.
Hughes' impairment from mental iiness constitutes a substantial danger
to public heaith and safety. Ms. Wolf reviewed the case and

responded {o questions.

Dr. Petticolas moved that the Committee convene a closed meeting
pursuant to § 2.2-3711(A}(27) of the Code of Virginia for the purpose of
deliberation to reach a decision in the matter of Gregory Hughes.
Additionally, Dr. Petiicolas moved that Ms. Reen, Mr. Heaberlin, Ms. Lee,
Ms. Wolf, Ms. McGehee and Ms. Toliver attend the closed meeting because
their presence in the closed meeting is deemed necessary and their
presence will aid the Committee in its deliberations. The motion was

seconded and passed.
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Reconvene:

DECISION:

ADJOURNMENT:

Dr. Petticolas moved that the Commiittee certify that it heard, discussed or
considered only public business matters lawfully exempted from open
meeting requirements under the Virginia Freedom of information Act and
only such public business matters as were identified in the motion by
which the closed meeting was convened. The motion was seconded and

passed.

Dr. Levin moved that the Board summarily suspend Dr. Hughes’ license
to practice dentistry in that he is unable to practice dentistry safely due to
impairment resulting from mental illness, and schedule him for a formal
hearing. Following a second and discussion, a rolt call vote was taken.

The motion passed 6 to 1.

Dr. Levin moved that the Board offer a consent order to Dr. Hughes that
would continue his ficense on indefinite suspension, with said suspension
stayed upon proof of entry into a Participation Contract with the Virginia
Health Practitioners’ Monitoring Program and remaining compliant with
the terms of the contract; failure to comply would result in the immediate
rescission of the stay of indefinite suspension of Dr. Hughes’ license to
practice dentistry. Following a second and discussion, a roll call vote was
taken. The motion passed unanimously.

With all business concluded, the Board adjourned at 6:10 p.m.

RoebertB. Hall, Jr., D.D.S., President

Sandra K. Reen, Executive Director

Date

Date
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UNAPPROVED
VIRGINIA BOARD OF DENTISTRY

MINUTES

SPECIAL SESSION - TELEPHONE CONFERENCE CALL

CALL TO ORDER:

PRESIDING:

MEMBERS PRESENT:

MEMBERS ABSENT:

QUORUM:
STAFF PRESENT:

OTHERS PRESENT:

Richard A. Smith, D.D.S.

Case Nos.: 144697,
145216, and 145223

DECISION:

The meeting of the Board of Dentistry was called to order at 5:05 p.m., on
July 23, 2012, at the Department of Heaith Professions, Perimeter
Center, 2" Floor Conference Center, 9960 Mayland Drive, Henrico,

Virginia 23233.
Rabert B. Hall, Jr., D.D.S.

Herbert R, Boyd, lil, D.D.S,
Martha C. Cutright, D.D.S.

Meera A. Gokli, D.D.S.

Jeffrey Levin, D.D.S.

Misty Mesimer, RD.H.
Jacgqueline G. Pace, R.D.H.
Augustus A. Petticolas, Jr., D.D.S.

Surya P. Dhakar, D.D.S.
Myra Howard, Citizen Member

With eight members present, a quorum was established.

Sandra K. Reen, Executive Director

Lorraine McGehee, Deputy Director, Administrative Proceedings Division
Fielding Yelverton, Adjudication Specialist

Donna Lee, Discipline Case Manager

Howard M. Casway, Senior Assistant Attorney General
Wayne Halbleib, Senior Assistant Attorney General

The Board received information from Mr. Halbleib in order to determine if
Dr. Smith’s practice of dentistry constitutes a substantial danger to
public health and safety. Mr. Halbleib reviewed the case and

responded to questions.

Dr. Levin moved that the Board Summarily Suspend Dr. Smith's license
to practice dentistry in that his practice of dentistry constitutes a
substantial danger to public health and safety, and schedule him for a
formal hearing. Following a second and discussion, a roli call vote was
taken. The motion passed unanimously.
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ADJOURNMENT: With all business concluded, the Board adjourned at 5:30 p.m.

Robert B. Hall, Jr., D.D.S., President Sandra K. Reen, Executive Director

Date Date
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CALL TO ORDER:

PRESIDING:
MEMBERS PRESENT;

MEMBERS ABSENT:

STAFF PRESENT:

OTHERS PRESENT:

QUORUM:

Richard A. Smith, D.D.S.

Case Nos.: 144697,
145216, and 145223

DECISION:

ADJOURNMENT:

UNAPPROVED
BOARD OF DENTISTRY

MINUTES

TELEPHONE CONFERENCE CALL

The meeting of the Board of Dentistry was called to order at 5:05
p.m., on August 22, 2012 at the Department of Health Professions,
Perimeter Center, 2™ Floor Conference Center, 9960 Mayland

Drive, Henrico, VA 23233,

Augustus A. Petticolas, Jr., D.D.S., Vice-President

Herbert R. Boyd, 11, D.D.S.
Surya P. Dhakar, D.D.S.

Myra Howard, Citizen Member
Jacqueline G. Pace, RD.H.

Martha C, Cutright, D.D.S.
Robert B. Hall, Jr., D.D.S.
Meera A. Gokli, D.D.S,
Jeffrey Levin, D.D.S.
Misty Mesimer, R.ID.H.

Sandra K. Reen, Executive Director
Donna Lee, Discipline Case Manager

Howard M. Casway, Senior Assistant Attorney General
With five members present, a panel was established,

The Board met to consider a Consent Order signed by Dr. Smith

to settle his case in lien of proceeding with a formal hearing,

Dr, Boyd moved that the Board accept the Consent Order to seitle
this case in lieu of proceeding with a formal hearing. Pollowing a
second, a roll call vote was taken. The motion was passed

unanimously.

With all business concluded, the Board adjourned at 5:12 p.m.

Augustus A. Petticolas, Jr., D.D.S., Vice-President

Sandra K. Reen, Executive Director

Date

Date
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SRTA ANNUAL MEETING REPORT 2012

The 37" SRTA Annual Meeting was held in Bonita Springs, Florida at the Hyatt
Regency Coconut Point. Below were the attendees:

Members

Sherie Barbare, Chair

Jan Jolly
Marlene Fullilove
Mary Ann Burch
Dina Vaughan
Jacki Pace

Guests:

Camille Arceneatix
Tunde Anday

Beth Casey

Dianne Embry
Katherine Cherry
Michelle Klenk
Evelyn Edwards
Tanya Riffe
Jennifer Vega

Nan Dreves

Janet McMurphy
Gordon Bray, DDS
Kathleen White
Crystal Yap
Jessica Bui

Representing:
Examiner-WV
Examiner— GA
Examiner- TN
Examiner— KY
FExaminer- TN
Examiner— WV
Examiner— TN
Examiner— SC
Examiner— AR
ADEX
Examiner — MS
Examiner/CFC-SC
SRTA Office
SRTA Office
SRTA Office

State

South Carolina
Arkansas
Tennessee
Kentucky

West Virginia
Virginia

Guests:

Barbara Ebert
Joseph Evans
Charles Faust

Lisa Haddox-Heston
Michelle Jones
Harold Marioneaux
Cathy Milejzak
Lynn Russell

Elaine Smith
Tammy Swecker
Janice Williams
Fleta Reed-Morgan
Leslie Barkley
Randa Colbert
Sandra Horm

Stacy Thomas

Representing:
Educator-WSs
Educator-WKU
Educator-ETSU
Educator-SWVYCTC
Educator-Roane
Director-TNCC
Educator-MTC
FEducator-CCC
Educator-WCC
Educator-VCU
Educator-TSU
Educator-UT
Educator-Hiwassee
Educator-Hiwassee
Educator-UMiss
Educator-W(CC

The Dental Hygiene Exam committee met on August 2 & 3 to discuss current
year's pass rates, criteria and survey resulls (examiner). Guests were solicited for
suggestions for changes (improvements) to the exam. Recommended changes Jor the
dental hygiene exam criteria for 2013 is artached. Dina Vaughn was re-elected to the
Board of Directors as the DH represeniative.

An ADEX presentation was given by Nan Dreves which emphasized that ADEX is
an organization which creates an exam to be administered by another entity. ADEX
adopted most of the SRTA exam criteria for their exam with minor differences. ADEX
will discuss those differences at the November annual meeting. This discussion is to bring
the exams more align with each other — with emphasis on moving toward a National

exam.
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In 2012, Mississippi, New Mexico and Nevada are administering the ADEX exam
in addition to the current 29 states. Hawaii is considering this exam for their candidates.

The SRTA DH Exam Commilttee voted to administer the ADEX exam for 2014,
Note: Attached are the Dental Exam Committee Report and the 2013 ADEX Dental Exam

Content

Respectfully submitted,

Jacgueline Pace, RDH
SRTA DHEC Member
Member Virginia Board of Dentistry
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DENTAL HYGIENE EXAMINATION
COMMITTEE

—

i

#1 i Separate points for each criteria under case regsentation

N e - m——) pven 14

H

#2 Remove medical alert notification as a gradable item

#2  Evaluate only radiographs of the candidate's selection as ejther diagnostic or non-
|_diagnostic as 3 separate radabie item

#4 | Revise computer-scoring program to require candidate’s to enter their case
selection information, their detection findings, and their periodontal probing
measurements

#5 | Ravise computer-scoring program to have first and second examiners anter
! surfaces for scoring remaining calculus and to be alerted if caleulus requirements
are not mat

#6 . Accept the UNC probe as well as the Willlams probe byt must be yellow color
coded

#7 1 Add completion of anesthesia record as a criteria under Final Case Presentation
#8 ' Revise computer program to round scores $o candidates will not fail by a fraction

of a point

#9 : Accept the ADEX Dental Hygiene Examination in 2014

#10 ' To implement the following poeints system for 2013

Quad has 6 teath 1
_Quad has a molar 1:
! 1 Meets caleulus criteria @ 5,
. Proximal contact 1
; Excessive soft debris i
e { Radiographs 8
| Detection 18
i i Remova! ! 54
: Perio I 6 ]
. Tissue management 3.
| ! Fina! case presentation 2
! ] __TOTAL | 200
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2012 Report from the Dental Examination Committee to SRTA Board of
Directors August 3, 2012

The Dental Exam for 2013 is SET. With only three committee members
present there was no quorum. We went into Executive session. The first
item discussed was the Endodontic section. After much discussion with
the Educators, NERB and ADEX representatives, the 2013 Endodontic
section SRTA administers has to be the same in order to be consistence
with other ADEX administered agencies. Tooth number #9 will be used
for the anterior procedure and #14 for the posterior procedure. The
Fixed Prosthodontics will use tooth #3 and #5 for the fixed bridge,
replacing #4 and tooth #8 for the all porcelain procedure. A total of 7
hours will be allowed for these sections.

The DSE exam for 2013 is approximately 100 questions shorter and only
3 hours long.

The committee makes the following recommendations for examiner
training:

1. This Fall, have SRTA Chiefs and Captains attend and participate in
as many NER B exams as possible.(December and February)

2. Send SRTA Chiefs and Captains to the training session at NERB’s
Annual Meeting in January. (At NERB’s expense).

3. Examiner Swap: For 2013, three examiners from NERB will
participate in each SRTA complete exam. Three examiners from
SRTA will participate in NERB exams for the same duration.

As per the educators, and committee members, recommendations will be
made to the ADEX Dental Exam committee meeting in November. Any
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changes will become effect for the 2014 exam year. The changes are as
follows:

1. In the Restoration section, change from compensatory to
conjunctive so a pass on anterior and a fail on the posterior would
allow re-exam for only the one section.

2. Change the anterior tooth currently being used for the Endo section
(clear root) to the opaque Real T from Accadental and require
radiographs.

3. Currently, if there are two lesions on a tooth and one is restored
prior to exam, new radiographs are required. The DEC would like
to change that requirement to ‘“‘new radiographs are not required
unless there’s a clinical reason.”

The committee has identified potential CFCs and SACs to be used as
Captains and Chiefs for the SRTA ADEX exam.
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2013 ADEX DENTAL EXAM CONTENT

PART I: COMPUTER-BASED EXAMINATION

1. Diagnosis, Oral Medicine, Radiology (DOR)
2. Comprehensive Treatment Planning (CTP)
3. Periodontics, Fixed Prosthodontics and Medical Considerations

PART ll: ENDODONTIC CLINICAL EXAMINATION

1. Access Opening on Plastic Posterior Tooth
2. Access Opening, Canal Instrumentation and Obturation on

Plastic Anterior Tooth (#8)
PART ili: FIXED PROSTHODONTIC CLINICAL EXAMINATION

1. Preparation — PFM Crown as one 3-unit bridge abutment

2. Preparation — Full Cast Crown as the other abutment for the
same 3-unit bridge — both preps must be parallel

3. Preparation — Ceramic Crown

PART IV: RESTORATIVE CLINICAL EXAMINATION

One Class Il and one Class lll Restoration is required

1. Class Il Amalgam or Class || Composite~ Cavity Preparation
2. Class Il Amalgam or Class Il Composite — Restoration

3. Class Ill Composite — Cavity Preparation

4. Class lli Composite Resin - Restoration

PART V: PERIODONTAL CLINICAL EXAMINATION
(OPTIONAL AT SELECTED SITES)
Assignment

1. Case Acceptance

2. Pocket Depth Qualification

3. Subgingival Calculus Detection
Treatment

4. Subgingival Calculus Removal

5. Supragingival Plaque/Stain Removal

6. Sulcus/Pocket Depth Measurement
7. Tissue and Treatment Management
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Agenda Item:

Board of Dentistry

Prastice .
[18 VAC. 60 20]

Regulattons Govermng Dentaf._' :

(As of August 23, 2012)

- Sedation and anesthema permtts for dentzsts

: requ:red to be effective: 12/28/1 1

Regulatory Actions - Chart of Regulatory Actions

fEmergency/NOiRA At Governor's Office for253 days was’ o

Reguiations Governing Dental
Practice
118 VAC 60 - 20]

?21 25 and 30

- Periodac review,; reorgan:zmg chapter 20 :nto four new chapters 15

| F’roposed At Secretary s Oﬁ' ice for 94 days -

Practice

Regufatlons Govemmg Dental .

“'_'Tralnlng in pulp capping for den al-asms’tants lE

Fast—Track At Governors Off ice for 373 days '

Praclice
I {1 8VAC 60 - 20]

[18VAC60-20] .

Regulations Govermng Dental . 5_Radla’£zon cerﬂftcanon o

Practice e : — -
[18 VAC 60 - 20] Stage: - Fast Track At Govemor‘s Oﬁ“ fce for31 O days;
Reguiations Govermng Dental '} action: Recovery of d:scnpl:nary costs

. anai At Governor’s Off” ce for 371 days
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Agenda Item: Regulatory Recommendation — 2012 Legislation

Included in the agenda package:

A copy of statutory language amending sections relating to temporary
licenses and dental faculty — HB344 (Identical Senate bill

SB384)

A copy of proposed regulations to be adopted as an exempt action

Staff note:

Since the changes to regulation are “Necessary fo conform to changes in Virginia
statutory law or the appropriation act where no agency discretion is involved ”
(s 2.2-4006), the action can be exempt from the Administrative Process Act.

Action:

Adoption of the final exempt regulations for the practice of dentistry
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VIRGINIA ACTS OF ASSEMBLY -- 2012 SESSION

CHAPTER 28

An Act to omend and reenact §¢ 54.1-2709 54.1-2711.1, 54,1-2712, 54 1-2713, 54.1-2714, and
54.1-2725 of the Code of Virginia and to repeal § 54.1-2714.1 of the Code of Virginia, relating to

ficensure of dental faculty.

[H 344}
Approved February 28, 2012

Be it enacted by the General Assembly of Virginia:

1. That §§ 54.1-2709, 54.1-2711.1, 54.1-2712, 54.1-2713, 54.1-2714, and 54.1-2725 of the Code of
Virginia are amended and reenacted as follows:

§ 54.1-2709. License; application; qualifications; examinations.

A. No person shall practice dentistry unless he possesses a current valid license from the Board of
Dentistry.

B. An application for such license shall be made to the Board in writing and shall be accompanied
by satisfactory proof that the applicant (i) is of good moral character; (ii) is a graduate of an accredited
dental school or college, or dental department of a university or college; (iii) has passed Bazt I and Part
B ail ports of the examination given by the Joint Commission on National Dental Examinations; (iv) has
successfully completed a clinical examination acceptable to the Board;, and (v) has met other
qualifications as determined in regulations pronmigated by the Board.

C. The Board may grant a license to practice dentistry to an applicant licensed to practice in another
jurisdiction if he (i) meets the requirements of subsection B, (i) holds a current, unrestricted license to
practice dentistry in another jurisdiction in the United States and is certified to be in good standing by
each jurisdiction in which he currenily holds or has held a license; (iii) has not committed any act that
would constitute grounds for denial as set forth in § 54.1-2706; and (iv) has been in continucus clinical
practice for five out of the six years immediately preceding application for licensure pursuant to this
section. Active patient care in the dental corps of the United States Armed Forces, volunteer practice in
a public health clinic, or practice in an intern or residency program may be accepted by the Board to
satisfy this requirement.

D. The Board shall provide for an inactive license for those dentists who hold a current, unrestricted
dental license in the Commonwealth at the time of application for an inactive license and who do not
wish to practice in Virginia. The Board shall promulgate such regulations as may be necessary to carry
out the provisions of this section, including requirements for remedial education to activate a lcense.

E. The Board shall promulgate regulations requiring continuing education for any dental Hcense
renewal or reinstatement. The Board may grant extensions or exemptions from these contimuing

education requirements.
§ 54.1-2711.1. Temporary licenses to persons enrolled in advanced dental education programs; Board

regulations.

A. Upon recommendation by the dean of the school of dentistry or the dental program director, the
Board may issue a temporary annual license to practice dentistry to persons enrolled in advanced dental
education programs; and persons serving as dental interns, residents or post-doctoral certificate or degree
candidates in hospitals or schools of dentistry that maintain dental infern, residency or post-doctoral
programs accredited by the Commission on Dental Accreditation of the American Dental Association.
No such license shall be issued to a denlal intern or resident or pest-dectoral certificate or degree
candidate who has net completed sueceessiully the academic edueation required for admissien te
examination given by the Beard: Such license shall expire upon the holder's graduation, withdrawal or
termination from the relevant program.

B. Temporary licenses issued pursuant to this section shall authorize the licensee to perform patient
eare activities associated with the program in which he is enrolled that take place only within
educational facilities owned or operated by, or affiliated with, the dental school or program. Temporary
licenses issued pursuant to this section shall not authorize a licensee to practice dentistry in
nongffiliated clinics or private practice settings.

C. The Board may prescribe such regulations not in conflict with existing law and require such
reports from any hospital or the school of dentistry operating an accredited advanced dental education
program in the Commonwealth as may be necessary to carry out the provisions of this section.

§ 54.1-2712. Permissible practices.

The following activities shall be permissible;

1. Dental assistants or dental hygienists aiding or assisting licensed dentists, or dental assistants
atding or assisting dental hygienists under the general supervision of a dentist in accordance with

regulations promulgated pursuant to § 54.1-2729.01;
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2. The performance of mechanical work on inanimate objects only, for licensed dentists, by any
person employed in or operating a dental laboratory;

3. Dental students who are enrolled in accredited D.D.S. or D.M.D. degree programs performing
dental operations, under the direction of competent instructors (i} within a dental school or college,
dental department of a university or college, or other dental facility within a university or college that is
accredited by an accrediting agency recognized by the United States Department of Education; (ii) in a
dental clinic operated by a nonprofit organization providing indigent care; (iii) in govermnmental or
indigent care clinics in which the student is assigned to practice during his final academic year rotations;
(iv) in a private dental office for a limited time during the student's final academic year when under the
direct tutorial supervision of a licensed dentist holding appointment on the dental faculty of the school
in which the student is enrolled; or (v) practicing dental hygiene in a private dental office under the
direct supervision of a licensed dentist holding appointment on the dental faculty of the school in which
the student is enrolled;

4. A licensed dentist from another state or country appearing as a clinician for demonstrating
technical procedures before a dental society or organization, convention, or dental college, or performing
his duties in connection with a specific case on which he may have been called to the Commonwealth;
and
5. Dental hygiene students enrolled in an accredited dental hygiene program performing dental
hygiene practices as a requisite of the program, under the direction of competent instructors, as defined
by regulations of the Board of Dentistry, (i) within a dental hygiene program in a dental school or
college, or department thereof, or other dental facility within a university or college that is accredited by
an accrediting agency recognized by the United States Department of Education; (ii) in a dental clinic
operated by a nonprofit organization providing indigent care; (iil) in a governmental or indigent care
clinic in which the student is assigned fo practice during his final academic year rotations; or (iv) in a
private dental office for a limited time during the student's final academic year when under the direct
supervision of a licensed dentist or licensed dental hygienist holding appointment on the dental faculty
of the school in which the student is enrolled; and

6. A graduate of an accredited dental program or a graduate of an accredited dental hygiene
program engaging in clinical practice under the supervision of a licensed faculty member, but only
while participating in a continuing education course offered by a dental program or dental hygiene
program accredited by the Commission on Dental Accreditation of the American Dental Association.

§ 54.1-2713. Licenses to teach dentistry; rencwals. ‘

4. Upon payment of the prescribed fee and provided that mo grounds exist to deny licensure
pursuant to § 354.1-2706, the Board shall may grant, without examination, a faculty license to teach
dentistry in a dental program accredited by the Commission on Dental Accreditation of the American
Dental Association to any applicant who (&} is meets one of the following qualifications:

1. Is a graduate of a dental school or college or the dental department of a college or university
approved by the Doard of Dontistryy (i) has a D.D:8: er DMD: degree and is otherwise ified; (i
is net has a curremt unrestricted license to practice dentistry in at least one other United States
Jurisdiction, and has never been licensed to practice dentistry in the Commonwealth; Gv) has net failed
an examination for a leense to practice dentistry in Yirginia; and () has a license fo practice dentistey
in at least one other state: The applicant shall alse be cestified to be on the faculty of an aceredited
program that teaches dentisty or

2. Is a graduate of a dental school or college or the dental deparfment of a college or university,
has completed an advanced dental education program accredited by the Commission on Dental
Accreditation of the American Dental Association, and has never been licensed to practice dentistry in
the Commonwealth.

B. The dean or program director of the accredited dental program shall provide to the Board
verification that the opplicant is being hired by the program and shall include an assessment of the
applicant’s clinical competency and clinical experience that qualifies the applicant for a faculty license.

C. The holder of sueh a license issued pursuant fo this section shall be entitled to perform ail
eperations whieh activities that a person licensed to practice dentistry would be entitled to perform but
only for the express purpese of teaching: This license dees not entitle the helder to practice dentistry
intramurally or privately or to receive fees for service and that are part of his faculty duties, including
all patient care activities associated with teaching, research, and the delivery of patient care, which take
place only within educational facilities owned or operated by or affiliated with the dental school or
program. A licensee who is qualified based on educational requirements for a specialty board
certification shall only practice in the specialty for which he is qualified. A license issued pursuant to
this section shall not authorize the holder to practice dentistry in nonaffiliated clinics or in private
practice settings.

D. Any license issued under this section shall expire on the June 30 of the second year after its
issuance or shall terminate when the licensee leaves employment at the accredited dental program. Such
license may be renewed annually thereafter as long as the accredited program certifies to the licensee's

continning employment.
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§ 54.1-2714. Restricted licenses to teach dentistry for foreign dentists.

A. The Board may grant, without examination, a restricted license for a temporary appointment to
teach dentistry at a dental school in this Commonwealth to any person who:

1. Is a resident of a foreign country;

2. Is licensed to practice dentistry in a foreign country;

3. Holds a faculty appointment in a dental school in a foreign country;

4. Is a graduate of a foreign dental school or college or the dental department of a foreign college or
university;

5. Is not licensed to practice dentistry in Virginia;

6. Has not failed an examination for a license to practice dentistry in this Commonwealth;

7. Has received a temporary appointment to the faculty of a dental school in this Commonwealth to
teach dentistry;

8. Is, in the opinion of the Board, qualified to teach dentistry; and

9. Submits a completed apphcatzon the supporting documents the Board deems necessary to
determine his qualifications, and the prescribed fee.

B. A restricted license shall entitle the licensee to perform all operations which a person licensed to
practice dentistry may perform but only for the purpose of teaching. No person granted a restricted
license shall practice dentistry intramurally or privately or receive fees for his services.

C. A restricted license granted pursuant to this section shall expire twelve 24 months from the date
of issuance and may not be renewed or reissued.

§ 54,1-2725. Faculty licenses to teach dental hygiene; renewals.
A. Upon payment of the prescribed fee, the Board shall grant, without examination, a license to teach

dental hygiene to any applicant who (i) is a graduate of a dental hyglene school or college or the dental
hygiene department of a college or university approved by the Beard of Dentistry accredited by the
Commission of Dental Accreditation of the American Dental Association; (ii) has a B.S., B.A., A.B., or
M.S. degree and is otherwise qualified; (iii) is not licensed to pracnce dental hygiene; and (w) has ﬂet
faﬂeéaaaxmnaﬁmferaha@n&etepm&%deﬁa&hygw&em Cormonwealth; and () has a
license to practice dental hygiene in at least one other state United States jurisdiction. The apphcant
shell be certified to be on the faculty of an appreved institution that {eaches dentistry or dental

B. The dean or program divector of the accrediled dental hygiene program shall provide to the
Board verification that the applicant is being hired by the program and shall include an assessment of
. the gpplicant’s clinical competency and clinical experience that qualifies the applicant for a faculty
license.

C. The holder of such a license issued pursuant to this section shall be entitled to perform all
eperations whieh activities that a person licensed to practice dental hygiene would be entitled to perform
but enly for the express purpose of teaching: This that are part of his faculty duties, including all
patient care activities associated with teaching, research, and the delivery of patient care that take place
only within educational facilities owned or operated by or qffiliated with the dental school or program.
A license issued pursuant to this section does not entitle the holder to practice dental hygiene
intramyurally or privately or to receive foes for serviees in nonaffiliated clinics or other private practice

serfings.
D. Any license issued under this section shall expire on the sesond June 30 of the second year after

its issuance but may be renewed or shall terminate when the licensee leaves employment at the
accredited dental program. Such license may be renewed annually thereafter as long as the accredited
program certifies to the licensee’s continuing employment.

2. That § 54.1-2714.1 of the Code of Virginia is repealed.
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Project 3373 - none

BOARD OF DENTISTRY

Temporary or faculty licenses

Part il

Renewal and Fees

18VACGB0-20-20. Renewal and reinstatement.

A. Renewal fees. Every person holding an active or inactive license or a dental assistant i
registration or a fullfirme faculty license shall, on or before March 31, renew his license or
registration. Every person holding a teachers-license; temporary resident's license, a restricted
volunteer license to practice dentistry or dental hygiene, or a temporary permit to practice

dentistry or dental hygiene shall, on or before June 30, request renewal of his license.

1. The fee for renewal of an active license or permit to practice or teach dentistry shall
be $285, and the fee for renewal of an active license or permit to practice or teach dental
hygiene shall be $75. The fee for renewal of registration as a dental assistant Il shall be
$50.

2. The fee for renewal of an inactive license shall be $145 for dentists and $40 for dental
hygienists. The fee for renewal of an inactive registration as a dental assistant Il shall be
$25.

3. The fee for renewal of a restricted volunteer license shall be $15.

4, The application fee for temporary resident’s license shall be $60. The annual renewai

fee shall be $35 a year. An additional fee for late renewal of licensure shall be $15.
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B. Late fees. Any person who does not return the completed form and fee by the deadline
required in subsection A of this section shall be required to pay an additional late fee of $100 for
dentists with an active license, $25 for dental hygienists with an active license, and $20 for a
dental assistant Il with active registration. The late fee shall be $50 for dentists with an inactive
license, $15 for dental hygienists with an inactive license, and $10 for a dental assistant Il with
an inactive registration. The board shall renew a license or dental assistant I fegistration if the

renewal form, renewal fee, and late fee are received within one year of the deadline required in

subsection A of this section.

C. Reinstatement fees and procedures. The license or registration of any person who does
not return the completed renewal form and fees by the deadline required in subsection A of this

section shall automatically expire and become invalid and his practice as a dentist, dental

hygienist, or dental assistant li shall be illegal.

1. Any person whose license or dental assistant |l registration has expired for more than
one year and who wishes {o reinstate such license or registration shall submit to the

board a reinstatement application and the reinstatement fee of $500 for dentists, $200

for dental hygienists, or $125 for dental assistants [I.

2. With the exception of practice with a restricted volunteer license as provided in §§
54.1-2712.1 and 54.1-2726.1 of the Code of Virginia, practicing in Virginia with an
expired license or registration may subject the licensee to disciplinary action by the

board.

3. The executive director may reinstate such expired license or registration provided that
' the applicant can demonstrate continuing competence, that no grounds exist pursuant to
§ 54.1-2706 of the Code of Virginia and 18VAC60-20-170 to deny said reinstatement,
and that the applicant has paid the unpaid reinstatement fee and any fines or

assessments. Evidence of continuing competence shall include hours of continuing
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education as required by subsection H of 18VAC60-20-50 and may also include
evidence of active practice in another state or in federal service or current specialty
board certification.

D. Reinstatement of a license or dental assistant [l registration previously revoked or
indefinitely suspended. Any person whose license or registration has been revoked shall submit
to the board for its approval a reinstatement application and fee of $1,000 for dentists, $500 for
dental hygienists, and $300 for dental assistants ll. Any person whose license or registration
has been indefinitely suspended shall submit to the board for its approval a reinstatement

application and fee of $750 for dentists, $400 for dental hygienists, and $250 for dental

assistants H.

18VACG60-20-30. Other fees.

A. Dental licensure application fees. The application fee for a dental license by examination,
a-licensetoteach-dentistry; a full-time facully license, or a temporary permit as a dentist shall be
$400. The application fee for dental license by credentials shall be $500.

B. Dental hygiene licensure application fees. The application fee for a dental hygiene license

by examination, a license to teach dental hygiene, or a temporary pe_rmit as a dental hygienist

shall be $175. The application fee for dental hygienist license by endorsement shall be $275.

C. Dental assistant Il registration application fee. The application fee for registration as a

dental assistant ll shall be $100.

D. Wall certificate. Licensees desiring a duplicate wall certificate or a dental assistant I
desiring a wall certificate shall submit a request in writing stating the necessity for a wall
certificate, accompanied by a fee of $60.

E. Duplicate license or registration. Licensees or registrants desiring a duplicate license or

registration shall submit a request in writing stating the necessity for such duplicate,
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accompanied by a fee of $20. If a licensee or registrant maintains more than one office, a

nofarized photocopy of a license or registration may be used.

F. Licensure or registration certification. Licensees or registrants requesting endorsement or
certification by this board shall pay a fee of $35 for each endorsement or certification.

G. Restricted license. Restricted license issued in accordance with § 54.1-2714 of the Code
of Virginia shall be at a fee of $285.

H. Restricted volunteer license. The application fee for licensure as a restricted volunteer

dentist or dental hygienist issued in accordance with § 54.1-2712.1 or § 54.1-2726.1 of the

Code of Virginia shall be $25.
l. Returned check. The fee for a returned check shall be $35.
J. Inspection fee. The fee for an inspection of a dental office shall be $350.

K. Mobile dental clinic or portable dental operation. The application fee for registration of a
mobile dental clinic or portable dental operation shall be $250. The annual renewal fee shall be

$150 and shall be due by December 31. A late fee of $50 shall be charged for renewal received
after that date.
18VAC60-20-90. Temporary pei‘mit, teacher's license, and full-time faculty license.

A. A temporary permit shall be issued only for the purpose of allowing dental and dental

hygiene practice as limited by §§ 54.1-2715 and 54.1-2726 of the Code of Virginia.

B. A temporary permit will not be renewed unless the permittee shows that extraordinary
circumstances prevented the permitiee from taking the licensure examination during the term of
the temporary permit.

C. A full-time faculty license shall be issued to any dentist who meets the entry requirements

of § 54.1-2713 of the Code of Virginia, who is certified by the dean of a dental school in the
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Commonwealth and-whe-is-serving full-time to be on the faculty of a the dental school erits

atfiiated—clinics—intramurally—inthe-Commonwealth. The dean's certification shall include an

assessment of the clinical competency and experience of the applicant.

1. A dentist holding a faculty license may perform activities that are part of his facuity

duties, including all patient care activities associated with teaching, research, and the

delivery of patient care, which take place only within educational facilities owned or

operated by or affiliated with the dental school or program,

+:2. A full-tirae faculty license shall remain valid only while the license holder is serving
full-time on the faculty of a dental school in the Commonwealth. When any such license
holder ceases to continue serving ful-time on the facuity of the dental school for which
the license was issued, the licensee shall surrender the license, which shall be null and
void upon termination of full-time employment. The dean of the dental school shall notify

the board within five working days of such termination of full-time employment.

23, A fall-time faculty licensee working in a faeuly—intramural-elinic facility owned or

operated by or affiliated with a dental school or program may accept a fee for service.

D. A temporary permit, a teacher's license issued pursuant to § 54.1-2714 and a full-tirme

faculty license may be revoked for any grounds for which the license of a regularly licensed
dentist or dental hygienist may be revoked and for any act indicating the inability of the
permittee or licensee to practice dentistry that is consistent with the protection of the public
health and safety as determined by the generally accepted standards of ‘dental practice in
Virginia.

E. Applicants for a full-time faculty license or temporary permit shall be required to attest to
having read and understand and to remaining current with the laws and the regulations

governing the practice of dentistry in Virginia.
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18VACG60-20-91. Temporary licenses to persons enrolled in advanced dental education
programs.
A. A dental intern, resident or postdoctoral certificate or degree candidate applying for a

temporary license to practice in Virginia shalk

2-Submit submit a recommendation from the dean of the dental school or the director of

the aceredited graduate program accredited by the Commission on Dental Accreditation,

specifying the applicant's acceptance as an intern, resident or post-doctoral certificate or
degree candidate in an advanced dental education program. The beginning and ending

dates of the internship, residency or post-doctoral program shall be specified.

B. The temporary license applies only to practice in the hospital or outpatient clinics of the
hospital or dental school where the internship, residency or post-doctoral time is served.

Outpatient clinics in a hospital or other facility must be arecoghized-part-of-an-advanced dental

edusation-program owned or operated by, or affiliated with the dental school or program.

C. The temporary license may be renewed annually, for up to five times, upon the
recommendation of the dean of the dental school or director of the accredited graduate
program.

D. The temporary license holder shall be responsible and accountable at all times to a
licensed dentist, who is a member of the staff where the internship, residency or postdoctoral
candidacy is served. The temporary licensee is prohibited from employment outside of the

advanced dental education program where a full license is required.
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E. The temporary license holder shall abide by the accrediting requirements for an
advanced dental education program as approved by the Commission on Dental Accreditation of

the American Dental Association.
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Agenda Item: Regulatory Recommendation — 2012 Legislation
Senate Bill 146

Included in the agenda package:

A copy of statutory language amending sections relating to the practice of
dental hygienists under remote supervision by dentists employed by the

Department of Health

A copy of proposed regulations to be adopted as an exempt action

Staff note:

A copy of the protocol from the Department of Health for practice of dental
hygienists under remote supervision, which is to be incorporated by reference into
dental regulations, will be provided to board members as soon as it is approved by

VDH. It will be available for review prior to adoption of regulations.

Since the changes to regulation are “Necessary fo conform to changes in Virginia
statutory law or the appropriation act where no agency discretion is involved”
(s 2.2-4006), the action can be exempt from the Administrative Process Act.

Action:

Adoption of the final exempt regulations for the practice of dental hygiene
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VIRGINIA ACTS OF ASSEMBLY -- 2012 SESSION

CHAPTER 102

An Act to amend and reenact § 54.1-2722 of the Code of Virginia and to repeal the third enactments of
Chapters 99 and 561 of the Acts of Assembly of 2009, as amended by Chapter 289 of the Acts of
Assembly of 2011, relating to dentfal hygienisis’ scope of practice.

[S 146
Approved March 6, 2012

Be it enacted by the General Assembly of Virginia:

1. That § 54.1-2722 ef the Code of Virginia is amended and reenacted as fellows:

§ 54.1-2722. License; application; qualifications; practice of dental hygiene.

A. No person shall practice dental hygiene unless he possesses a current, active, and valid license
from the Board of Dentistry. The licensee shall have the right to practice dental hygiene in the
Commonwealth for the period of his license as set by the Board, under the direction of any licensed
dentist,

B. An application for such license shall be made to the Board in writing, and shall be accompanied
by satisfactory proef that the applicant (i) is of good moral character, (it) is a graduate of an accredited
dental hygiene program offered by an accredited iustitution of higher education, (ili) has passed the
dental hygiene examination given by the Joint Commission on Dental Examinations, and (iv) has
successfully completed a clinical exarmnination acceptable to the Board.

C. The Board may grant a license to practice dental hygiene to an applicant licensed to practice in
another jurisdiction if he (i) meets the requirements of subsection B ef this seetion; (ii) holds a current,
unrestricted license to practice dental hygiene in another jurisdiction in the United States; (iii) has not
commiited any act that would constitute grounds for denial as set forth in § 54.1-2706; and (iv) meets
other qualifications as determined in regulations promulgated by the Board.

D. A licensed dental hygienist may, under the direction or general supervision of a licensed dentist
and subject to the regulations of the Board, perform services that are educational, diagnostic, therapeutic,
or preventive. These services shall not include the establishment of a final diagnosis or treatment plan
for a dental patient. Parsuant to subsection V of § 54.1-3408, a licensed dental hygienist may administer
topical oral fluorides under an oral or written order or a standing protocol issped by a dentist or a
doctor of medicine or osteopathic medicine.

A dentist may also authorize a dental hygienist under his direction to administer Schedule VI nitrous
oxide ahd oxygen inhalation analgesia and, to persons 18 years of age or older, Schedule VI local
anesthesia. In its regulations, the Board of Dentistry shall establisk the education and training
requirements for dental hygienists to administer such conirolled substances under a dentist's direction.

For the purposes of this section, "general supervision" means that a dentist has evaluated the patient
and prescribed authorized services to be provided by a dental hygienist; however, the dentist need not be
present in the facility while the authorized services are being provided.

For the purposes of this section, "remote supervision” means that a public health dentist has regular,
periodic communications with a public health dental hygienist vegarding patient treatment, but such
dentist may not have done an initial examination of the patients who ave 10 be seen and treated by the
dental hygienist and may not be present with the dental hygienist when dental hygiene services are
being provided.

The Boeard shall provide for an inactive license for those dental hygienists who hold a current,
unrestricted license to practice in the Commonwealth at the time of application for an inactive license
and who do not wish to practice in Virginia. The Board shall promulgate such regulations as may be
necessary to carry out the provisions of this section, including requirements for remedial education to
activate a license.

E. (Expires July 1, 2012) Notwithstanding any provision of law er tegulation to the contrary, a dental
hygienist employed by the Virginia Department of Health who holds a license issued by the Board of
Dentistry may provide edocational and preventative dental care in the Comberdand Blateaw, Seuthside;

iseco Health Districts; which aro desi | as Vieginia Dental Hoalth Professional S

Areas by the Mirginia Departnent of Health Commonwealth under the remote supervision of a dentist
employed by the Department of Health. A dental hygienist providing such services shall practice
pursuant to a protocol adopted by the Commissioner of Health on September 23, 2010, having been
developed jointly by (i) the medical directors of each of the districts; the Cumberland Plateau,
Southside, and Lenowisco Health Districts; (ii) dental hygienists employed by the Department of
Health;; (#ii} the Director of the Dental Health Division of the Department of Healthy; (iv) ome
representative of the Virginia Dental Association;; and (v) one representative of the Virginia Dental
Hygienists' Association. Such protocol shall be adopted by the Board as regulations.
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F. A report of services provided by dental hygienists pursuant to such protocol, including their
impact upon the oral heaith of the citizens of these distriets the Commonwealth, shall be prepared and
submitted by the smedieal directors of the three health distriets the Department of Health to the Virginia
Secretary of Health and Human Resources by Japuary 3; 2042 annually. Nothing in this section shall be
construed fo authorize or establish the independent practice of dental hygiene.

2. That the third enactments of Chapters 99 and 501 of the Acts of Assembly of 2009, as amended

by Chapter 289 of the Acts of Assembly of 2011, are repealed.
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BOARD OF DENTISTRY

Remote supervision of dental hygienists in the Health Department

18VAC60-20-220. Dental hygienists.

A. The foliowing duties shall only be delegated to dental hygienists under direction and may
be performed under indirect supervision:

1. Scaling and/or root planing of natural and restored teeth using hand instruments,
rotary instruments and ultrasonic devices under anesthesia.

2. Performing an initial examination of teeth and surrounding tissues including the
charting of carious lesions, periodontal pockeis or other abnormal conditions for
assisting the dentist in the diagnosis.

3. Administering nitrous oxide or local anesthesia by dental hygienists qualified in
accordance with the requirements of 18VAC60-20-81.

B. The following duties shall only be delegated to dental hygienists and may be delegated
by written order in accordance with § 54.1-3408 of the Code of Virginia to be performed under
general supervision when the dentist may not be present:

1. Scaling and/or root planing of natural and restored teeth using hand instruments,

rotary instruments and ulirasonic devices.
2. Polishing of natural and restored teeth using air polishers.

3. Performing a clinical examination of teeth and surrounding tissues including the

charting of carious lesions, periodontal pockets or other abnormal conditions for further

evaluation and diagnosis by the dentist.
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4. Subgingival irrigation or subgingival application of topical Schedule VI medicinal
agents.

5. Duties appropriate to the education and experience of the dental hygienist and the
practice of the supervising dentist, with the exception of those listed in subsection A of

this section and those listed as nondelegable in 18VACEB0-20-190.

C. Nothing in this section shail be interpreted so as to prevent a licensed dental hygienist
from providing educational services, assessment, screening or data collection for the

preparation of preliminary written records for evaluation by a licensed dentist.

D. A dentist hvgienist employed by the Virginia Department of Health may provide

educational and preventative dental care under remote supervision, as defined in subsection D

of § 54.1-2722, by a dentist employved by the Department of Health and in accordance with a

profocol adopted by the Commissioner of Health. which is hereby incorporated by reference.,

P37




American Association of Dental Boards Opioid Prescribing Practices Survey Page 1 of

| Bt this survey |

American Association of Dental Boards
American Association of Dental Boards Opioid Preseribing Practices

At a recent ABDB Mid-Year Meeting, data were presented about opiod prescribing by dentists, This brief sarvey is designed to elicit non-
identifiable information about the views and opinions of dental licencing boards. Your responses are confidential. The aggregated data will be
‘used to inform the Ametican Academy of Orofacial Pain task force to develop prescribing guidelines. AADB is participating in this effort.

Thank you for your help.

1. Prescribing data from 2009 and 2010 demonstrate that dentists prescribe immediate-release
opioid /acetaminophen combination drugs overwhelmingly when choosing an opioid (narcotic) for their
patients. Across all ages 10 and above, the average number of tablets/capsules prescribed in a single

prescription was 18, In yvour opinion, is this amount:
7 Too few
() About tight

3 Too many

2. There may be valid reasons why different dental specialties, ot particular specialists, presctibe varying
amounts of opioids/narcotics. Thinking about dentistry as a whole and your boatd's regulatory role, what do
you think the average number of opioid tablets/capsules should typically be prescribed by dentists.

Ek

3. Would an expert-consensus based guideline on routine post-procedural presctibing of opioids by dentists
be of use to yout board in protecting the public?

("} Yes

(J No

() Undecided

Other

ttps://www.surveymonkey.com/s.aspx?sm=j 2bUk4z4uNRNmE] OBdfdIpA_3d 3d P38




American Association of Dental Boards Opioid Prescribing Practices Survey Page 2 of

4. Do you have any suggestions for how such guidelines should be developed?

Thank you vety much for your time and expertise.

Powered by SurveyMonkey

Check out our sampie surveys and create your own now!

{tps://www.surveymonkey.comfs.aspx?smrjm2bUk4z4uNRNmE1OBddepAu3d_3d P39




Oral Health in Virginia: Trends,
Disparities, and Policy Implications

Introduction

It is widely recognized that oral health-the health
of teeth, gums and mouth—is an important com-
ponent of general health.! Traditionally the conse-
quences of poor oral health were viewed in terms of
esthetics or localized pain and were compartmen-
talized from overall health, Recent research, how-
ever, has found numerous links from oral health to
overall health and well-being,?

Orat disease has negative economic conse-
quences for both individuals and society. Problems
with teeth, gums or mouth increase consumers’
direct spending on care and also create indirect
expenditures through lost worker hours. Expendi-
tures on dental services are expected to increase sig-
nificantly in the coming decade. Between 2012 and
2020, the Centers for Medicare and Medicaid Ser-
vices (CMS) project that annual spending on dental
services in the United States will climb from $109.6
billion to $167.9 billion, a 53 percent increase in cur-
rent dollars.® These expenditures could be reduced
with a greater investment in preventive care, includ-
ing better oral hvgiene habits, more families con-
suming fluoridated water, and greater use of dental
sealants (thin piastic seals applied to chewing sur-
faces to protect them from decay).*

Adults experience reduced hours of work
from dental and related problems. Interestingly,

by Terance J. Rephann and Tanya Nicole Wanchek

Terance J. Repbann

Tanya Nicole Wanchek

.

preventative visits account for the most episodes
of lost time, but the fewest hours of lost work, sug-
gesting that delaying treatment results in greater
treatment need,” Not only is there a loss in hours
worked due to the time needed {o receive treatment,
but unsatisfactory oral health also appears to affect
earnings more generally.® Among children, oral
disease is correlated with greater absenteeism and
below par academic performance.” Children with
oral health pain are more likely to miss school due
to pain and missing school due to pain results in
poorer school achievement 8

This article, which s drawn in part from an ear-
Her Cooper Center study?, examines oral health in
Virginia. The topic is divided into six parts. (1) A
review of the progress that Virginia's residents have
made in dental care access and oral health over the
years and disparities that remain. (2) A description
of dental care resources available within the state.
{3} An examination of policy actions at the state
and national level that influence utilization of den-
tal care. (4) An explanation of past and ongoing oral
health strategic planning processes and the ramifi-
cations of the Affordable Care Act.0 (5) A com-
parison of state policies to national best practice
benchmarks. {6) An assessment of evidence regard-
ing the effectiveness of various proposed policy
actions, With this knowledge a practical roadmap
to better policy effectiveness is drawn up.
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“Over the past

few decades, oral
health has improved
dramatically for the
average American.”

Progress That Virginia's Residents Have
Made in Dental Care and Disparities
That Remain

There are many factors that uitimately determine
an individual’s oral health, including use of dental
services, oral hygiene behaviors, dietary choices,
tobacco use, genetics, tasies and preferences,
and age, This section examines the performance
of Virginia over time compared to the nation on
important dimensions of oral health, including
dental caries (also known as tooth decay or a cav-
ity) and tooth loss. Utilization of dental services
plays an important role in oral health. Also, dental
insurance is an important component in the deci-
sion to seek care. These three areas—oral health
conditions, atilization, and insurance—have also
been the targets of public policies to improve oral
health outcomes.

Oral Health Conditions
Over the past few decades, oral health has
improved dramatically for the average American.
The provision of dental sealants for children and
adults has increased, resulting in a lower inci-
dence of tooth decay.™! Also, the elderly are less
likely to have total tooth loss and periodontitis
because of improved dental care utilization and
lower lifetime prevalence and severity of dental
disease.!” These trends are evident in Virginia too,
with the state performing somewhat better than
the national average. However, limited data avail-
ability, small sample sizes and significant time
lags in data release pose a challenge in monitor-
ing and comparing changes in national and state
oral health conditions. The principal sources of
data on state oral health comes from the Virginia
Department of Health [including data collected
as part of the Centers for Disease Prevention and
Control {CDC) Behavioral Risk Factor Surveil-
lance Systermn (BRFSS) initiative], periodic third
grade public schoel clinical dental screenings
and parental questionnaires, and administrative
records describing application of treatments and
utilization levels for programs targeted at low-
income children such as Medicaid and Family
Access to Medical Insurance Security {FAMIS).
Data available from samples of Virginia third
grade public school clinical dental screenings sug-
gest that child oral health improved in the decade
from 1999-2009. The percentage of children with
sealants improved from 36 percent to 49.4 per-
cent, while those with untreated caries {dental
cavities or tooth decay) dropped from 27 percent
to 15.4 percent.’® Virginia children do compara-
tively well, with the third lowest incidence among
states for untreated tooth decay and eighth best

for percentage with dental sealants.!* If Virginia’s:

experience mirrors the nation in other ways,
progress among child subgroups is uneven, with
preschoolers, young males, ethnic minorities and
low-income children cohorts doing poorer than
previous cohorts on some oral health indicators.®

Adult dental heaith in Virginia has improved
markedly as well. The percentage of adults 65 and
over missing all teeth (the edentufous population)
dropped from 29.4 percent in 1999 to 15 percent
in 2010, 2 better rate of improvement than the
median for all states (from 26.2 percent to 169
percent) over the same time period (see Figure 1).
The same pattern of improvement was evident
for seniors missing any teeth. In Virginia they
dropped from 55.2 percent in 1999 6 38.6 percent
in 2010.

Utilization of Dental Care

Among the reasons for continued improvements
to oral health are increased utilization of dental
care, improved quality of dental care, improved
technology, dietary changes, better oral hygiene
practices, and widespread adoption of fluorida-
tion in public water supplies and fluoride in den-
tal hygiene products. Natlonwide, utilization of
dental services increased dramatically from a little
over 30 percent for adults 18 and over in 1950 to
66 percent in 1998 before leveling off. 18 As a result
of general improvement in oral health, demand
for dental services has shifted toward preven-
tive, diagnostic, and cosmetic care and away from
restorative work.1?

These national improvemnents are reflected in
Virginia data with some notable differences. In
2010 Virginia adults were more likely to report
utilizing dental care in the past year (78.4 per-
cent) than the average U.S. resident (70.1 per-
cent), and recent data suggest that utilization
rates have begun to increase again after stalling
for several years, a paitern not yet evident in the
nation at large (see Figure 2). In 2008, 75.5 per-
cent of Virginia adults reported visiting a dentist
or dental hygienist for tecth cleaning. Third grade
survey data collected by the Virginia Department
of Health in 2009 show that 82.1 percent of third
grade children were reported to have visited a den-
tist in the past year.*S Additionally, 82.8 percent of
those children were reported to have had an exam,
check-up, or cleaning as the reason for their last
visit, versus 17.2 percent having had treatment.

Drespite these impressive figures overall, some
segments of the population continue to lag behind.
In particular, there are still significant dispari-
ties along the dimensions of race, socioeconomic
status, and geographical region. Age group and
gender differences are generally less pronounced.
Figure 3 shows that blacks are less likely to have
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Figure 1; Percentage of Adults 65 and Over Who Have Had Al Their Natural Teeth Extracted, 1999 to 2010
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“Research suggests
that having
dental insurance
significantly
increases dental
utilization levels”

Figure 3: Percentage of Virginia Adults 18 and Over Who Visited a Dentist or Dental Clinic Within the Past Year for

Any Reasons by Demographic Group, 2010

aie
Female

Less than $15,000 3
$15,000-24,999 §
$25,000-34,999 3
$35,000-49,999 3

550,000+

High school or GED ¥
Some post high school #
College graduate §

0 10 20 30

40 50 60 70 8¢ 90 100
Percentage

Source: Centers for Disease Contra! and Prevention (CDXC}, Behaviorat Risk Factor Survellfance System (BAFS5S),

by geographical access to dental care since lower
utilization areas are observed in more rural areas
where the availability of dentists is lower,

Dental Insurance
Research suggests that having dental insurance
significantly increases dental utilization levels,

Nationally, among those with private dental cov-
erage in 2004, 56.9 percent had a dental visit com-
pared to only 31.9 percent of those with public
coverage and 26.9 percent of those with no den-
tal coverage.’” In addition, among people with a
dental visit in the last year, having insurance was

Figure 4: Percentage of Virginla Adults 18 Years and Older Who Have Visited a Dentist or Dental Clinic Within the
Past Year for Any Reason by Planning District, 2005 - 2009 Average

Percentage
[:} tess than 60.0
] 60.1 -65.0
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Source: Centers for Disease Contrel and Prevention (CDC), Behavioral Risk Factor Surveillance System (BRFSS),
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associated with more visits per year and higher
dental expenditures 2

According to the third grade survey (using a
parent questionnaire) conducted by the Virginia
Department of Health, 84.8 percent of children
statewide had dental insurance in 2009. This
result is high in part because the Medicaid pro-
gram offers comprehensive dental care. In Vir-

ginia, children ages 1-5 are eligible for Medicaid.

if their families are at or below 133 percent of the
federal poverty level (FPL). Children ages 6-19 are
eligible if their family income is at or below 100
percent of the FPL. The dental insurance under
Virginias State Children’s Health Insurance Pro-
gram {SCHIP), called Family Access to Medical
Insurance Security (FAMIS), also provides dental
insurance and applies to children ages 6-19 whose
families are at or below 133 percent of the FPL.

In 2008, 72 percent of Virginia adults reported
having dental insurance, according to BRFSS. The
percentage of adults covered has increased since
2000 {see Figure 5). Unlike children, adults gen-
erally do not have access to publicly funded den-
tal insurance. Aside from pregnant low-income
women, Medicaid covers limited medically neces-
sary oral surgery services for adults (age 21 and
older} such as emergency extractions. Medicare
for seniors does not include dental coverage, a
result largely attributable to the opposition of the
dental lobby.2!

Dental Resources

In addition to characteristics such as education,
income and dental insurance, the supply of den-
tal resources can also affect dental utilization lev-
els. The state’s dental resources include its dental

Weldon Cooper Center for Public Service » dupusst 2012

workforce, its educational and training institu-
tions, and s network of clinics that provide den-
tal care to low-income and uninsured residents,
also known as safety-net providers. The amount
and distribution of these resources reflect both
local population characteristics and public policy
initiatives simed at educating future providers and
bringing services to underserved populations.

Dental Workforce

Virginia is slightly below the national average for
dentists per capita. In 2009, it had a 78 licensed
dentists per 100,000 residents compared to 80 den-
tists per 100,000 residents in the nation.?2 Dentist-
to-population ratios provide one way to gauge
access gaps but they are imperfect measures for
a variety of reasons, including state differences in
per capita demand, average hours practiced, and
dentist productivity.2?

Within Virginia there are significant regional
disparities, Figure 6 shows the distribution of
licensed dentists by county in 2010.2* The dentist-
to-population ratio is generally greater in heavily
urbanized regions (such as in Northern Virginia,
the Richmond metropolitan area, and the Hamp-
ton Roads region) than in rural areas such as the
Southwest and Southside regions, Four counties
did not have a single licensed dentist. They are all
rural counties east of Richmond with relatively
high percentages of African Americans: Charles
City County, King and Queen County, Surry
County, and Sussex County.

Dental offices rely on other professional staff
to provide dental services and increase produc-
tivity. Registered dental hygienists bring the wid-
est variety of skills to the dental practice, Dental

Figure 5: Percentage of Virginia Adults 18 and Over Reporting Dental Insurance Coverage, 2000 to 2008
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“Unlike children,
adults generally
do not have access
to publicly funded
dental insurance”
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“The number of
licensed dental
hygienists with

state addresses has
grown dramati-
cally from 3,280 in
2006 to 4,081 in
2010, a 24 percent
increase.”

Figure 6: Virginia Dentists Per 100,000 Population, 2010
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Source: Virginia Board of Dentistry and U.5. Census Bureau.

hygienists are state-iicensed health workers who
provide preventive dental services, including
X-rays and teeth cleanings under the supervi-
sion of a licensed dentist. The number of licensed
dental hygienists with state addresses has grown
dramatically from 3,280 in 2006 to 4,081 in 2010,
a 24 percent increase.> According to the Virginia
Employment Cormnission long-term  occupa-
tional employment projections, employment of
dental hygienists is projected to grow to 5,414 by
2018, a 33 percent increase from 2010.2

The geographic pattern of dental hygien-
ists is similar to that of dentists (see Figure 7). A
few anomalies can be found in the some parts of
the state. For instance, counties in the vicinity of
Wrytheville Community College in Wythe County
and Western. Community College in Roanoke,

Figure 7: Dental Hygienists per 100,000 Population, 2010

where dental hygiene associate degree programs
have been established, exhibit high concentra-
tions of dental hygienists. This pattern may persist
because of a greater tendency for resident gradu-
ates of those programs to remain in the region. In
addition, the concentrations of dental hygienists
in some urbanized regions such as Northern Vir-
ginia and the Richmond metropolitan area are less
pronounced.

Virginia has recognized regional disparities in
dental workforce availability. Fighty-four areas are
federally designated dental Health Professional
Shortage Areas (dHPSAs), defined as a geographic
area where the population has an insufficient
number of dentists to serve their dental needs.
Forty-five counties and cities are identified as
dHPSAs (see Figure 8). According to program

Hyglienists per 100,000 Population
[ Joo-159
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Source: Virginia Board of Dentistry and U.S. Census Bureat.

P45




Weldsn Cooper Center for Public Service » Augusse 2012

Figure 8: Virginia Dental Health Professional Shortage Areas, 2011

dHPSA Shortage Area

Source; US. Department of Health and Human Services, Health Resources and Services Administration,

data, 156 percent of Virginia’s population lives
in dHPSAs and 9.1 percent of the population is
underserved, close to the national averages of 16.4
percent and 10,7 percent, respectively. Approxi-
mately 102 additional dentists would be needed
in these Virginia dHPSas to remove the shortage
designation.?”

Dental Education

Virginia has one dental school, located at the

Medical College of Virginia (MCV), a division
of Virginia Commonwealth University (VCU).
The Medical College produces the lior’s share of
Virginia dentists. An estimated 67.1 percent of
graduates during the period 1985-95 were state
residents in 2004 (a minimum of nine years after
graduation), and approximately 56.8 percent of
ali dental school graduates from that period still
residing in Virginia are from MCV,?® The school
expanded its class size from 80 students to 90 stu-
dents seven years ago and again to 100 in the last
three years. It enrolled a total of 374 pre-doctoral
program students in academic year 2008-2009,
and 56 percent of the 102 first-year students
enrolled that year were from Virginia.

Students from Virginia attend dental school
throughout the United States. The state pro-
duced about the same number of applicants on a
per capita basis as the nation in 2006-2007 (3.34
applicants per person for Virginia compared to
3.35 nationwide).?? Enrollment rates are lower. In
2008-09, some 99 individuals from Virginia were
enrolled in dental school nationally for a rate of
1.26 students per 100,000. This ranked 34th in the
nation and lower than the 1.52 dental students
enrolled per 100,000 residents for the United

States.3® Enrollment rates ranged from 4.81 in
Utah to 0.30 in Maine.

Virginia has six additional sites where
advanced dental education is offered.3! Five are
operated by the US, Department of Defense
(Langley AFB, Mid-Atlantic Naval Dental Clinic,
Naval Medical Center in Portsmouth) and US.
Department of Veterans Affairs (V.A. Medical
Center in Hampton, Department of Veteran's
Affairs Medical Center in Richmond). The Uni-
versity of Virginia Medical Center in Charlot-
tesville has a general practice dental residency
program of 12 months duration.

Dental hygiene programs are offered by five
calleges in Virginia: The Medical College of Vir-
ginia, Wytheville Community College, Northern
Virginia Community College, Virginia Western
Community College in Roancke, and Thomas
Nelson Community College Historic Triangle
Campus in Williamsburg. In addition, two com-
munity colleges offer affiliate programs in con-
junction with established dental hygiene programs
{Germanna Community College in cooperation
with Northern Virginia Community College and
Lord Fairfax in Middletown in partnership with
Virginia Western Community College).

Safety Net Providers

Safety net providers offer heaith care services
to uninsured, Medicaid, and other low-income
patients. A substantial portion of the funding for
these providers is derived from federal, state, and
local government and charitable sources. There
are at least four types of agencies or organiza-
tions that serve as safety net providers for Virginia
dental care needs: community health centers,
local health departments, free clinics, and mobile

‘Safety net provid-
ers offer health
care services (o
uninsured, Medic-
aid, and other low-
income patients. A
substantial portion
of the funding for
these providers

is derived from
federal, state, and
local government
and charitable
sources”
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“For uninsured
patients, hospital
ETNETGENCY FOOIN
care is the only
regularly available
recourse for painful
oral infections and
oral trauma.”

clinics, Hospital emergency rooms serve as a pro-
vider of last resort for cases requiring urgent care,
including dental infections and facial injuries.

Local health departments are funded by the
state and deliver medical services, school health
services, child health and immunization ser-
vices, environmental health inspections, and
ather services. They are an important source of
dental care for low-income children. Some local
health departiments also offer limited services to
low-income aduits when time and resources are
available. However, these services have been cur-
tailed in the face of state budget stresses caused
by the recent recession in what has become a
familiar national pattern? In 2007, 68 local
health departments offered both preventive and
restorative services. By 2009, as the recession con-
tinued, their number had decreased to 38.%% The
Virginia Health Department has estimated that
approximately 22,000 patients received dental
care services on 37,000 visits through local health
department fixed or mabile clinics in FY 201034

Community health centers, of which Feder-
ally Qualified Health Care Centers (FQHCs) are
the most important component, form the most
significant part of the dental safety net.3% Nation-
wide, there were 1,080 FQHCs in 2008 of which
75 percent provided comprehensive dental ser-
vices.’® They are community non-profit orga-
nizations that provide primary health, oral and
mental health care services to patients regardless
of their ability to pay. Fees are charged on a sliding
scale based on family income levels, family size,
and insurance status. Part of the funding to cover
uncompensated care comes from grants under
Section 330 of the federal Public Service Act. There
are 25 FQHCGs in Virginia, most of which provide
comprehensive dental services. They account for
a growing number of dental patients and visits:
33,003 patients on 77,576 visits in 2010, up from
25,063 patients and 58,675 visits in 2007.37

Free clinics are non-profit organizations that
provide health care at low cost or no charge to low
income uninsured patients. These organizations
rely heavily on care donated by volunteer health
professionals, charitable monetary contributions,
partnerships with other health-care organizations,
such as community health clinics, as well as public
assistance program funds like Medicaid/FAMIS
and service fees, There are 61 free clinics in Vir-
ginia, of which 26 provide dental care, Free clinics
treated 16,301 patients in 2010 on 45,178 dental
visits.*®

The Virginia Dental Association Foundation
{VDAF)/Mission of Mercy (MOM) and Remote
Area Medical Foundation {RAM) host, in con-
junction with other state and regional partners,

free dental clinics in various locations around
the state. The first clinic at the Virginia/Kentucky
Fairgrounds in Wise was begun in 2000 and has
been heid annually ever since, growing nearly
every year into what is said to be the largest
regularly scheduled RAM clinic in the nation®
The geographical reach of these programs has
expanded considerably over the last ten years. An
estimated five to seven clinics are now held each
year. Among the locations where free dental clin-
ics have been offered are at Grundy in Buchanan
County, Martinsville, Roanoke, Buena Vista,
Petersburg, Emporia, Middle Peninsula, Norfolk,
Eastern Shore, Northern Virginia, and Orange.
Since 2000, they have treated over 46,000 patients
for a total value of donated dental care estimated
to be $26.5 million.*0 Even with such extraordi-
nary volunteer efforts, only a small proportion of
individuals with dental needs can be seen and the
long lines and huge number of extractions per-
formed testifies to the large gaps remaining in the
dental safety net. :

For uninsured patients, hospital emergency
room care is the only regularly available recourse
for painful oral infections and oral trauma. The
services offered in emergency settings are gener-
ally restricted to prescribing antibiotics and pain-
killers with referral to a dentist for care. Although
state figures on utilization of hospital emergency
rooms for oral/dental urgent and emergency care
are not available, one national study found that
dental/oral complaints account for almost 1 per-
cent of emergency room visits, with most patients
either having Medicaid or no insurance*! An
analysis of Utah, Vermont, and Wisconsin found
that oral health diagnoses account for 1.3 to 2.7
percent of emergency department visits, with the
same payment pattern.®> A state senate resolu-
tion (5] 50) adopted in February 2012 asks the
Joint Commission on Health Care to study the use
of hospital emergency departments for dental-
related diagnoses and its associated fiscal impact,
but the resolution was tabled by the House Com-
mittee on Rules %

Policy Actions That Influence
Utilization of Dental Care

In addition to funding programs to educate the
public and increase awareness of oral health
issues, Virginias current policy efforts have
focused on strategic initiatives in four areas: fund-
ing and improved management of public dental
insurance, implementing programs targeted at
at-risk chiidren, sponsoring programs to address
medically underserved areas, and increasing
public water supply fluoridation. Although not a
Virginia initiative per se, state agencies will also
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be charged with implementing provisions of the
recently adopted federal Affordable Care Act that
couid have a considerable effect in the first three
areas.

Public Insurance

Virginia is mandated to provide comprehen-
sive dental coverage for children. But payment
rates historically have been low, resulting in low
participation by dentists. Virginia reformed its
Medicaid program in 2005, implementing Smiles
Jor Children, which is administered by the Vir-
ginia Department of Medical Assistance Services
{DMAS). The program increased reimbursement
rates for dental services by 32 percent, resulting in
fees that were 62 percent of commercial fees. The
reform also simplified reimbursement procedures
and reduced administrative barriers, improved
case management with clients to reduce missed
appointments, conducted efforts with state den-
tists, and established the Dental Advisory Board
to guide changes.* As a result, Virginia has made
huge strides in increasing child enrollment and
dentist participation in Medicaid/FAMIS to
improve children’s oral health statewide, It uses
private dentists who choose to participate in the
program, as well as dentists who work in public
health clinics. Since the program was begun, pro-
vider participation increased from 620 in 2005 to
1,648 in 2012 {approximately one third of profes-
sionally active dentists in the state).*S Also, utili-
zation more than doubled from 21.8 percent of
children aged 1-18 enrolled in Medicaid or CHIP
in 2000 to 48.2 percent in 2010 (see Figure 9),

Figure 9: Medicaid Utilizaion for Children 1 to 18, 2000 - 2010

Weldon Cooper Center for Public Service - Augusre 2012

moving from below the national average to above
the national average but still lagged the leading
state of Idaho at 64.2 percent, Utilization for the
321 year age group rose from 27 percent in 2001
to 55.6 percent in 2011.% The Virginia program
demonstrates that states can improve utilization
rates among Medicaid children with a well-struc-
tured program and sufficient investment,

Virginia offers very limited dental services to
its adults for two reasons. First, the state Medic-
aid eligibility rules for adults are fairly stringent
and exclude some categories of low-income indi-
viduals who would be covered by other states.
The income eligibility limit for working adult
parents is the sixth lowest among the states and
non-disabled childless adults are excluded from
Medicaid.*” Second, Medicaid-eligible adults are
generally offered only emergency services, which
includes infection control and emergency extrac-
tions of teeth. The states vary on the range of ser-
vices offered under Medicaid.*® In 2008, six states
covered no dental services for adults while sixteen
states offered only emergency services. Thirteen
states offered at least one category of restorative or
preventative service and sixteen offered compre-
hensive coverage.

Programs for Children

The Virginia Department of Health operates
several oral health programs for at-risk chil-
dren. These programs include an early child-
hood fluoride treatment program—"Bright
Smiles for Babies"—designed to reach children
at an early age, a school-based sealant program, a
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“The Virginia pro-
gram demonstrates
that states can
improve utilization
rates among Med-
icaid children with
a well-structured
pragram and suf-
ficient investment.”
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“Current state
planning efforts
are directed toward
expanding fluoride
varnish, sealant,
and dental services
for children with
special needs”
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school-based fluoride mouth rinse program, and
pilot programs in high poverty counties that allow
dental hygienists an expanded scope of operation,

The school-based programs have been
enhanced in some regions by allowing dental
hygienists working for the Virginia Department of
Health to provide additional preventive services
without the direct supervision of a dentist. To
promote dental sealants for underserved children,
the Virginia Department of Health set up a pilot
program that allowed dental hygienists to work
under remote supervision in schools in Southside
and Southwest Virginia to provide dental sealants.
New legislation recently authorized remote super-
vision in limited settings throughout the state.*

Current state planning efforts are directed
toward expanding fluoride varnish, sealant, and
dental services for children with special needs.™
“Bright Smiles for Babies” provides children under
the age of three with two fluoride varnishes per
year. Statewide, the fluoride varnish program has
grown from a network of 24 Medicaid providers
and 516 claims in FY 2006 to 118 providers and
6,262 claims in FY 2011 {see Figure 190). Virginia
Department of Health (VDH) spending for several
other oral health areas has been decreased over the
past decade because of budgetary constraints. The
Virginia Department of Health had previously
operated a weekly topical fluoride mouth rinse
program for communities without water fluorida-
tion that treated approximately 50,000 children
each year until the end of the 2010 school year
when state funding was eliminated 3 The number
of dental sealants applied in FY2011 was less than
half the amount in FY 2003.52 Also, the number of
children served by local health department public
health dental staff has decreased markedly from
25,961 in FY 2003 to 14,714 in FY 2011.533

While these service level decreases might
seem to imply lower child denta} care access, the
reality is quite the opposite. Private service pro-
viders have more than filled the void by increased
participation in the Medicaid program. The num-
ber of Virginians under the age of 20 receiving
dental services grew by 30,000 in FY2011 alone
for a total of 347,145 children, a figure that dwarfs
the Health Department service numbers.* These
improvements have been made possible by sub-
stantial funding increases. State and federal
funds for Medicaid dental services dramatically
increased between FY 2002 and FY 2008 before
state funds began to flatten out (see Figure 11).
The principal source of increase in the last couple
of years has been federal funds from the American
Revitalization and Recovery Act of 2009, which
ran out in June 2011, A big question is how long
current efforts can be sustained without replacing
those funds.

Medically Underserved Areas

Virginia benefits from several federal government
programs administered by the Health Resources
and Services Administration such as the National
Health Service Corp (NHSC), Rural Clinic Pro-
gram, and other Title VII programs to place
dentists in underserved areas. In addition, the
Virginia Departiment of Health has operated its
own program that offers a scholarship and loan
repayments for dental students who practice in
underserved areas and agree to treat low-income
and Medicaid patients. Between 1986 and 2008,
VDH administered 63 scholarships. Twenty-
three dentists compieted practice in underserved
areas and stayed; 9 completed practice and stayed,
but the areas involved are no longer under-
served; 10 completed practice, but then moved to

Figure 10: Virginia Childhood Oral Health Service Measures, FY 2003 to FY 2011
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non-underserved areas; and 21 did not fulfil! their
obligation. > State funding for these educational
assistance programs was eliminated in FY 2009,
and they now rely on periodic infusions of federal
aid to continue.

Fluoridation
Fluoridation of drinking water has been hailed by
the U.S. Centers for Disease Control as “one of the
ten great public health achievements of the 20th
century’® Studies show that it has reduced dental
cavities and tooth disease by from 11 to 40 per-
cent.>” Some studies also suggest that demand for
dental treatment such as costly restorative proce-
dures is reduced 58

Virginia has the sixth highest rate of fluori-
dation of public water systems in the nation. In
2010, more than 95 percent of the population on
public water supply systems received fluoridated
water, compared to 74 percent nationwide. This is
a marked improvement for Virginia from earlier
decades (see Figure 12). Because about 18 percent
of Virginia residents rely on well water, the per-
centage of the total population receiving fluori-
dated water is only 76.5 percent.?® These residents
are located primarily in rural areas, which helps
explain the large geographical disparities in water
fluoridation (see Figure 13).

Welden Cooper Center for Public Service = Augusst 2012

Virginia has already exceeded the national
objective of the federal government’s Healthy
People 2020 program to provide fluoridated water
for about 80 percent of the population on public
water supply systems. Therefore, the focus has
shifted from expansion to maintenance. Most of
Virginia's fluoridation infrastructure was instailed
during the 1970s and aging infrastructure will
require reinvestiment, 59

The Affordable Care Act’s Impact on Dental
Health

The Affordable Care Act, recently upheld by the
Supreme Court but still politically controver-
sial, was created to improve health care insur-
ance coverage and help contain rising health care
costs. The act has a number of provisions that
would affect dental insurance, the dental safety
net, numbers of dental health professionals, and
school-based dental service availability®? The
most significant portion of the legislation expands
pediatric oral health care insurance by mandating
that oral health plans for children be included as
part of family health care insurance plans offered
by state health insurance exchanges to be estab-
lished. These plans must also offer preventive ser-
vices without an out-of-pocket charge, Combined

Figure 11: Medicaid Expenditures for Dental Services, Virginia, FY 2002 to FY 2010
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of public water
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[combined] with
_existing Medic-
aid and CHIP
programs, the
[Affordable Care
Act] establishes
near-universal
dental coverage for
children”
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Figure 12: Percentage of Population on Public Water Supply Systems Receiving Fluoridated Water, Virginia and
United 5tates, 1992 to 2010
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services. In addition, the act authorizes expan-

with existing Medicaid and CHIP programs, the
sion of the school-based sealant program to all 50

act establishes near-universal dental coverage for

children. It also authorizes funding for an expan-
sion in the system of Federally Qualified Health
Care Centers (FQHC) and grants for school-

states. The legislation provides additional funding
for scholarship and loan repayment programs for
dental students and establishes a demonstration

based health centers that may include oral health

Figure 13: Percentage of Total Population Receiving Fluoridated Water, by Lacality, 2009
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programe. o train or employ alternative dental
health providers.

Measuring Virginia Policy against an
Inventory of Best Practices

State and local agencies as well as state pub-
lic health and oral health advocacy groups have
developed strategic plans that address improv-
ing oral health within the commonwealth. State
agency plans invariably link their goals and
benchmarks to the US. Department of Health and
Human Services {HHS) Healthy People plan, an
apparent prerequisite to qualify for various kinds
of federal program funding support.5?

Virginia also has an oral heaith strategic plan,
although it is unclear how successful such plan-
ning has been in influencing the policy agenda,
The Virginia plan, which was introduced in 2004,
went further in reach and specificity of objectives
outlined in the Healthy People 2010 plan. For exam-
ple, the Virginia plan cites the goal of improving
service in “areas of need” by funding scholarship
and loan programs, improving reimbursement
rates for private providers, and increasing funding
for dental clinics. It calls for increased funding for
dental schools. it broaches the controversial topic
of dental health profession regulation, including
the need to consider new categories of providers,
expanded scopes of practice, and license transfer-
ability from other states. It advocates increased
funding for childrent programs, increased reim-
bursement for Medicaid dental care, streamlined
administrative processes and improved case man-
agement to improve child access, and improved
efforts to combat the problem of unhealthy food
and drinks available in schools. It also supports
expanding the dental safety net and increasing
Medicaid coverage for adults.

With federal funding, the Virginia Oral Health
Coalition, a recently created advocacy organiza-
tion composed of public health representatives
and non-profit groups, is creating an update of
the 2004 Virginia plan.5* The coalition has identi-
fied 19 objectives, some of which follow the 2004
plan. But it also includes new recommendations
such as encouraging the establishment of perma-
nent relationships between low-income patients
and providers {also known as “dental homes”} and
making greater use of information technology and
telecommunications in dental care {also known as
“teledentisiry”). It also calls for greater collabora-
tion between medical and dental care providers in
preventing dental problems.

One can gain a better understanding of
how well the state is performing on oral health
objectives from two online reporting systems.
The National Oral Health Surveillance System

Weldon Cooper Center for Public Service - Augnsst 2012

(NOHSS) and the Synopses of State and Territo-
rial Dental Public Health Programs, maintained
by the Centers for Disease Control and Prevention
(CDC) and the Association of State and Territo-
rial Dental Directors {ASTDD) provide compara-
tive state data on oral health inputs, outputs and
outcomes,

New research, the experiences of other states,
and oral health policy watchdog group evalua-
tions can also inform public policy in this area,
In the last year, the Institute of Medicine/National
Academies of Science has published two blue-
prints for oral health policy inforimed by current
dental policy research.®* The Association of State
and Territorial Dental Directors {ASTDD) main-
tains an up-to-date inventory of best practices
drawn from its membership based on their expe-
riences. The Pew Study on the States Childrens
Dental Campaign monitors and evaluates pro-
gramming related to child oral health while Oral
Health America rates oral health programming
for all age groups.

Virginia garners mixed assessments using
such benchmarks. In the Oral Health America
National Grading Project 2003, Virginia receives
a mediocre grade of “C+” for its efforts. The
Pew Center on the States gives the state a grade
of “C” in its most recent report for dental public
policy for children, The State of Children’s Dental
Health: Making Coverage Matter.5 Virginia meets
or exceeds benchmarks in the four areas of water
supply fluoridation, child Medicaid dental utiliza-
tion, reimbursement by Medicaid for preventive
services, and participation in the National Oral
Health Surveillance System. But, it falls short in
the reach of its child sealant program in at-risk
schools, the scope of dental hygienist practice
allowed for school-based programs, Medicaid
reimbursement rates, and authorization of alter-
native dental care providers.

Policy Implications

‘While large unfinished policy agendas and medi-
ocre grades can be a great motivator to do more,
policy-making entails allocating scare resources
that have alternative uses. Doing so is fraught with
difficuities when results are imperfectly measured,
uncertainty exists about the amount of resources
dedicated to oral health, and comparative cost-
effectiveness studies are not available. There are
several policy areas under discussion that are refa-
tively promising in Virginia and others that are
considerably less so, These broad areas, discussed
below, include dental workforce education, work-
force distribution, children’s programs, the dental
safety net, and the use of alternative providers.

“[Virginia] falls
short in the reach
of its child sealant
program in ai-risk
schools, the scope
of dental hygienist
practice allowed
Jor school-based
programs, Medic-
aid reimbursement
rates, and authori-
zation of alterna-
tive dental care
providers”
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“State and local
policymakers have
discussed the pos-
sibility of estab-
lishing a second
dental school in
Virginia to help
alleviate regional
disparities.”
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Dental Workforce Education

State and local policymakers have discussed the
possibility of establishing a second dental school
in Virginia to help alleviate regional disparities.
At least two possible locations have been men-
tioned: one in the Roanoke-Blacksburg region
that would be affiliated with the Edward Via Col-
lege of Osteopathic Medicine and another at the
University of Virginia at Wise campus in Norton.
A regiona] dental school could bring about a size-
able improvement in the availability of dentists
in a region.% A dinic as part of the dental school
would be the primary means for improving dental
care among underserved residents. The retention
of graduate dentists would play 2 much more mod-
est role. However, establishing a dental school is
likely to encounter significant obstacles, including
the high cost of setting up the necessary academic
infrastructure and physical plant, recruiting and
retaining faculty, and operating a school-based
clinic outside a2 major metropolitan area. Current
dental school models located in less densely popu-
lated areas, such as East Carolina University, rely
on a network of regional public dental clinics to
serve as training sites for students and residents
and to reinforce their missions of expanding rura)
and public dental care practice.

Less expensive options for obtaining the same
results as a new dental schoo! include encouraging
dental professionals to practice in underserved
areas. Education pipelines starting with pre-pro-
fessional preparation in high school and college
are a promising approach. Because individu-
als from rural and disadvantaged areas are more
likely than some to choose those areas to practice,
efforts could be made to facilitate their prepara-
tion and entry into dental school. A dental pipe-
Iine through a joint college-dental school program
or college preparatory program could shorten the
length and tuition of undergraduate and dental
education. Such a program would require state or
federal support,

Workforee Distribution

Financial incentives to practice in underserved
areas can potentially expand the pool of dental
professionals there.%” The effectiveness of such
programs in meeting these goals may be sensitive
to program design characteristics, including the
method of selecting and preparing participants,
the magnitude and timing of the benefits, and the
severity of penalties for not complying with (or
“buying out” of} the service requirements. Typi-
caliy, such incentives take the form of scholar-
ships, loans, and direct financial incentives with
requirernents that awardees practice in an under-
served area or serve a threshold of underserved

or disadvantaged patients (e.g., Medicaid patients)
for a period of time. If successful, such programs
provide benefits that are twofold. First, disadvan-
taged patients unlikely to otherwise obtain care
receive it. Second, insured and out-of-pocket pay-
ing patients may save on travel or waiting times,
which may enhance the likelihood of seeking care,
number of visits, and mix of services. Programs
vary in the amount of importance attached to
serving disadvantaged patients versus locating in
underserved areas. Thus, it is difficult to estimate
the relative magnitude of benefits that accrue to
serving these different populations or whether
they exceed program costs,

While politically attractive, the actual evi-
dence on the effectiveness of such programs is sur-
prisingly limited znd the evidence that is available
often unfavorable. Results indicate that the pro-
portion of graduates who fulfill their obligation to
work in underserved areas, the rate of long-term
retention of practitioners in underserved areas,
and the amount of importance of the incentive
in location choice are actually low. Most financial
incentive programs experience high attrition rates
frem the start of training through the period of
service obligation, particularly student scholar-
ship and loan programs.®® Some research suggests
that approximately half of recipients who obtain
financial assistance continue to either serve in an
underserved region or work with underserved
populations.®? But, they are unlikely to remain
at the site of initial practice.™ Moreover, it is
not clear that the incentive programs assist rural
retention or ultimately alter the locational choices
of graduates.”! For instance, a study of physicians
who served in the National Health Services Corp
indicates that graduates who were already predis-
posed to working in underserved regions because
of their backgrounds self-selected themselves into
the NHSC program.”

Another option considered by states to deal
with underserved areas is to relax standards for
foreign dentist Hcensure and allow them to be
recruited through the H-1B visa program. A small
number of international dental school graduates
are licensed to practice in the United States after
completing a supplemental education program
{2-3 years in duration) at an accredited 1.8, insti-
tution.” Wisconsin allows foreign trained den-
tists to complete a one-year dentistry residency
program in order to qualify for sitting for national
and regional licensure examinations, The limited
evidence available on the locational patterns of
international dentists and other medical profes-
sionals such as physicians suggests they have low
retention rates in underserved areas and tend to
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locate in the same higher income regions as U.S.
denta graduates.™

Even if these programs were successful in
placing dentists in underserved areas, it is unclear
if they ultimately achieve the goal of rebalancing
the geographical distribution in favor of areas with
low numbers of dentists. If dentists participating
in financial-incentive programs competitively dis-
place non-participating dentists because of lim-
ited realizable demand for dental services, they
have accomplished nothing. Moreover, even if the
supply of dentists increase in underserved areas,
it is not clear that the programs result in tangible
social net economic benefits, particularly if the
services provided are provided to higher income
patients who incur few travel and waiting time
burdens, or that the costs of the programs exceed
the benefits. Thus, policymakers may have more
success trying to alter demand characteristics by
expanding dental insurance coverage, childhood
dental programs, or improving citizen oral health
awareness rather than focusing on altering the
number of providers.

Childzen's Programs

Virginiags Smiles for Children, like state programs
elsewhere in the nation, has been very successful
in expanding participation of dentists in Medic-
aid and improving utilization of dental services by
children, Utilization rates of around 55.6 percent
were achieved for 3 to 21 year olds enrolled in Vir-
ginia Medicaid/FAMIS in FY 20117 were compa-
rable to nationwide utilization rates of 55 percent
achieved for privately insured children 2 to 18 in
2004-057¢ However, there are still -obstacles to
children receiving care, including transportation
costs, job responsibilities, and oral health literacy
levels and low-income children still show signifi-
cantly higher rates of tooth decay. At some point,
utilization levels will plateau even with high levels
of provider Medicaid participation. If the goal is
to move low-income children to levels of utiliza-
tion comparable to privately insured children, that
goal appears within sight. On the other hand, if
the goal is to improve low-income children’s oral
health to levels of privately insured children, a
much higher utilization level may be needed
because they have more risk factors,

Schools serve as an important gateway for
delivering health, nutrition and social services.
They seemn a natural fit too for a dental care
delivery system that would reach disadvantaged
children or any children who might lack proper
dental care. Research suggests that for current
efforts targeting children from low-income fami-
lies, preventive services, such as dental sealants
and fluoride application, are a cost-effective way

Weldotr Cooper Center for Public Service » Augussr 2012

of preventing cavities for permanent teeth.”’ In
order to continue progress, at some point, an
expansion of this approach may be needed. One
promising model is a school-based dental pro-
gram at high-need schools that provides on-site
screening and preventive care by dental hygienists
and support staff with on-site or off-site restor-
ative care by private and public dentists. There are
such clinics in operation in Virginia, including
sites in Accomack and Carcline counties.” One
study shows that a school-based program s finan-
cially feasible if Medicaid fees are 60.5 percent of
mean national fees, which is about where Virginia
is now. Moreover, the unit costs of providing child
dental care can be cut nearly in half, meaning that
more children could obtain care or program funds
could be reduced or directed elsewhere.”?

Dental Safety Net

Unlike children, adults typically do not have pub-
lc dental insurance available, making them even
less likely to seek dental care. Examining adults
and children in 2000, one study found that out
of 82 million low-income, underserved people
only 27.8 percent visited a dentist.% The primary
sources of care were dental clinics in community
health centers, hospitals, public schools and den-
tal schools, which combined have a capacity to
care for 7 to 8 miliion people annually. The study
estimated that the safety net could be expanded
by 10 million people annually by increasing the
number of community clinics and their efficiency,
requiring one-year of residency training for stu-
dents in dental schools, and requiring senior
dental students and residents to work 60 days in
community clinics. Even with this increase, there
would still be a significant shortfall in avajlable
low-income care,

There are opportunities to improve the dental
safety net in Virginia. The Virginia Health Care
Foundation reports that there are 62 Virginia
localities that have no safety net dental clinic.3!
Plugging the remaining geographical gaps, partic-
ularly at a time when increased federal funds may
be available for FQHC dental clinic expansion
as part of the Affordable Care Act, would seem
to be an appealing option. FQHCs are attractive
because the federal government will bear much
of the expense. Efforts could be made to increase
the number of FQHC sites that offer a full array of
dental services. However, funding remains subject
to changes in federal policy. While free clinics and
charity care, such as the Virginia Dental Associa-
tion's Missions of Mercy (MoM), currently provide
an impressive amount of care to disadvantaged
individuals, they cannot be expected to solve the
access problem and may discourage other avenues

“Virginia’s Smiles
for Children, like

state programs
elsewhere in the
nation, has been
very successful in
expanding partici-
pation of dentists
in Medicaid and
improving utiliza-
tion of dental ser-
vices by children.”
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than dentists.”
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of providing care to the needy. These programs
rely on a finite and exhaustible supply of volunteer
services. They cannot provide regular preventive
services, and patient waiting lists and lines are
oftent long.

Alternative Providers of Service

There is considerable evidence that improvements
in oral health in underserved populations could be
achieved by expanding the services offered by den-
tal professionals other than dentists. Expanding
the functions that dental hygienists can perform
and relaxing the requirernents for supervision by
dentists would increase the quantity of services
actually delivered to underserved residents and
would lower the price of receiving basic care.52
In particular, allowing hygienists to offer fluoride
varnish and routine cleaning without supervi-
sion by a dentist has the potential to generate
significant health improvements at low cost. The
resulting increase in visits by those previously not
receiving care has a very important side benefit.
The hygienist providing the service would be in a
position to identify patients in need of additional
care and to refer the patient to & dentist for treat-
ment of the condition. Many of the peaple with
these undiagnosed conditions would have ended
up waiting until the condition had worsened and
would require extraction or even emergency room
care. The incidental savings from wider availabil-
ity of routine care may be large.

Alternative providers of services could also
be used to lower cost and expand the distribu-
tion of services available. For example, the dental
health aide therapist is a provider that performs
cleanings, dental restorations and uncomplicated
extractions under varying levels of remote dental
supervision. Dental therapists are used in more
than 50 countries worldwide. Within the United
States, only Minnesota and some remote parts of
Alaska license dental therapists, but several other
states are considering them. A recent study of the
safety and effectiveness of dental therapists in
Alaska found that dental therapists exercised good
judgment, provided appropriate care, and received
high patient satisfaction ratings.® Another study
found that dental therapists would allow more
patients to be served at lower cost, while main-
taining or improving the financial bottom line
of dental practices.¥ There are also proposals to
create additional oral health providers, such as the
advanced dental hygiene practitioner (a new level
dental hygienist with two years of graduate educa-
tion that would permit them to perform some res-
torations and simple extractions) and community
dental health coordinator.®® The uitimate effect of

introducing these new practitioners remains to be

SEE1.

Expanding the use of primary care physi- .

cians in applying dental sealants, as well as pro-
viding education, is another way to reach more
children, Although Medicaid already reimburses
physicians for services such as fluoride varnish,
expanding the range of prophylactic services that
can be administered in the offices of primary care
physicians could increase services to children, as
children are more likely to visit physicians than to
visit dentists for checkups under public insurance
programs.

The expansion of alternative providers may
also improve the viability of alternative service
delivery models. For example, offering a limited
number of affordable and transparently priced
dental services in a retail setting such as a retail
outlet or mall, have gained popularity and are a
promising avenue for expanding preventive care
access.®® Improved access to the underserved
depends on how this model evolves. But, ulti-
mately, its viability may depend on permitting
mid-level professionals to practice independently.

Any changes would be likely to meet opposi-
tion from providers, including both dentists and
dental hygienists. However, as the recent adop-
tion of the Dental Assistant II certification by the
General Assembly in 2011 shows, it is possible
to expand certifications and also expand effec-
tive care, and increase the productivity of dental
offices. Moreover, as one academic dentist points
out, if providers do “not address the access prob-
lem in Virginia, and do it through new workforce
models that promote care for under-served Vir-
ginians, someone else surely will”87

A Practical Roadmap to Better Policy
Effectiveness

Although some political leaders, public health
officials and advocacy groups have sometimes
used stark language such as “crisis” or “silent epi-
demic” to describe the contemporary oral heaith
landscape, the reality is that the nation has made
slow but steady progress in improving dental and
oral health and increasing access to care over the
last several decades. There are various explana-
tions for this. One is that more citizens are able
to afford care as incomes have risen and private
insurance has increased. More employers are
offering dental benefits than ever before. Another
reason is that younger generations of Americans
have grown up with fluoridation and modern den-
tal technology, are often better educated, and are
more likely to place emphasis on personal appear-
ance and a healthy lifestyle than some earlier
generations. Still another reason is that prudent,
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carefully targeted public policies have expanded
access for underserved populations. The goal that
the newest generation will have better oral health
than their parents seems within reach and bodes
well for the future,

Virginia performs better on rmost measures of
oral health than the nation at large, In part, this
reflects its relatively high average income level,
which affects the ability of residents to afford den-
tal care and the state’s capacity to attract provid-
ers of these services. However, the improvements
have not been evenly distributed, with tooth decay
continuing to be a major problem among low-
income, rural, and minority populations.

The state has made some notable progress in
improving care for these populations, and in some
public policy areas such as low-income childrens
access and utilization, the state compares very
favorably with best practices. However, the state
draws only an average “C” rating from oral health
monitoring organizations. If Virginia measures its
success by continued progress towards improving
oral health for all its citizens, regardless of race,
income, or where they live, new and more creative
policy initiatives will be needed in the near future,

Among such measures and proposals being
discussed today, many are sensitive to the politi-
cal debates over the Affordable Care Act and the
continuation of other US. Department of Health
and Human Services funding. If funding for some
programs is cut, many options are likely to fall by
the wayside, These would include expanding chil-
dren’s private and public dental insurance cover-
age, increasing the number of dental clinics, and
providing additional resources to increase the
number of dental health professional and resi-
dency programs. With drops in funding, other
proposed efforts such as expanding the number
of schooi-based dental clinics will be made more
difheult.

The debate over increasing resources for pub-
lic dentistry programs will continue to be affected
by state budgetary constraints and the need to
adequately fund other pressing health, social, edu-
cational, infrastructure and public safety needs.
Oral health programs, particularly those that ben-
efit adults, are often among the first programs to
be cut when budgetary problems arise. That has
certainly been the case in Virginids recent bud-
gets, as it has been elsewhere in the nation. The
Virginia Department of Health has seen funds for
several dental programs either cut or eliminated
in recentyears. In the future, proponents wili need
to demonstrate not only how additional spend-
ing and new programs can improve oral health,
but also how such programs or modifications to
dental care delivery can be used to save taxpayer
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money. New models for providing dental care to
needy and underserved populations should also
be strongly considered, as well as expanding the
use of hygienists and other hezlth professionals
to make dental care more widely available to all
Virginians.
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. Recommendation to Change the Definition of Physical Injury
in
Report on Sanction Reference Points

Current language - Physical injury includes any injury requiring medical care
ranging from first aid treatment to hospitalization. Patient death would also be
included here.

Language Proposed by Visual Research — Physical injury includes any injury
which impairs the patient's ability to perform normal daily functions. Patient
death would also be included here.

Staff Recommendation - Physical injury includes any injury requiring medical

care ranging from first aid treatment to hospitalization; sexual abuse; improper or
excessive restraint; protracted impairment of health; or death.
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The Virginia Board of Health Professions began its Sanctions Reference Points {SRP) research
program in 2001 which has subsequently provided SRPs taliored for each of the hoards within
the Department of Health Professions. In May of 2010, the Board of Health Profassions began a
formal and ongoing evaluation of SRPs to determine whether the program has met the
objectives set forth in 2001. In addition to measuring effectiveness, the study is designed to
identify potential improvements to the SRP system and recommend anﬂy additional changes

related to future SRP operations.

The Board of Dentistry was one of the eatliest boards to participate in the study. The Board
adopted and began using Sanctioning Reference Points (SRP} worksheets in July 2005. Since
that time, approximately 130 Dentistry SRP worksheets have been completed, which provide a |
sufficient basls to begin analysis. This study is designed to evaluate the performance of the
worksheets, user satisfaction, and to make any necessary changes that the board or staff,

indicate are needed,

inorder to facilitate this evaluation and gather meaningful information on worksheet use and
performance, researchers have conducted detailed interviews with Board members and the
Board's Deputy Director. The interviewees were asked several open-ended questions that

~ focused on their experiences using the SRPs, such as;

* Are the case types that come before the Board still adequately represented by the SRP
system?

Do you feel the sanctioning recommendations made by the SRP worksheets reflect the
Board’s sanctioning goals for various offenses {i.e, re-educate, monitor)?

» Are there any specific changes that can be made to the worksheets in terms of the
factors, their scoring, or the recommended sanctions?

* Do you feel SRPs have had an impact on case processing time? Disposltion method? _

Based on data gathered at interviews, the following recommendations to the Board of
Dentistry's SRP manual should be considered.

1. Currently, the Board's definition for "Patient injury” states:
Physical infury Includes any injury requiring medical care ranging from first aid treatment
to hospitalization. Patient death would also be included here.

Recommended modification of “Patlent injury” to:
Physical injury includes any injury which impairs the patient's ab;iity to perform normal
daily functions. Potient death would also be included here.

2. Recently, the Board of Nursing's (BON} SRP worksheets were automated in Microsoft
Excel.
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It is recommended that Dentistry's SRP worksheets also be automated in a similar
fashion to those produced for the BON.

3. Each quarter a report is produced that details each Board's cumulative rate of
agreement with the SRP sanctioning recommendations. Interviewees fargely report
being unaware of Dentistry's present agreement rate,

itis recommend that the reporting of quarterly SRP agreement rates to Board staff be
made routine, so Board members are kept up-to-date with current SRP status.

Some interviewees reported that the SRPs help to reduce time spent in closed session by
focusing the discussion around factors that directly impact sanctioning. One member stated
that the SRPs helped to speed acceptance rates for violations. All Interviewees agree that SRP’s
are 3 useful tool when sanctibning respondents and are particularly helpful for new Board members.

Summary

At this time the board felt that any revising of worksheets factors or scoring was not needed. Thisisan

important observation, since sorme boards have had varying degrees of change in both sanctioning
practice and culture; this has caused their worksheets to undergo more significant revisions. As of now,
Dentistry did not fee this was the case, and indicated the worksheet factors, their scoring, and the
recommended sanctions, were still up-to-date and relevant. As far as the recommendations made
above, VisualResearch, Inc. is available to make formal recommendations at a time convenient to the

Board of Dentlstry.
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