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VIRGINIA BOARD OF DENTISTRY
MINUTES
MARCH 9, 2012

The meeting of the Board of Dentistry was called to order at
9:05 a.m. on March 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, Ili, D.D.S. Secretary—Treasurer
Martha C. Cutright, D D.S.

Surya P. Dhakar, D.D.S.

Meera A. Gokii, D.D.S.

Myra Howard, Citizen Member

Jeffrey Levin, D.D.S.

Jacqueline G. Pace

Misty Mesimer, R.D.H.

Sandra K. Reen, Executive Director for the Board
Dianne L. Reynolds-Cane, M.D., DHP Director

Arne Owens, DHP Deputy Executive Director

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

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

Dr. Hall advised the audience that the public comment
period on the Petition for Rulemaking for Emergency
Preparedness has ended but the Board would hear brief
remarks.

Michael Link, DDS, stated that he is sad for the two families
who have lost loved ones. He then recommended that no
action be taken on the petition because the current
regulations do adequately address emergency
preparedness. He added that 92% of dentists in Virginia do
not use any kind of sedation.

Nicole Cunha, Executive Director of the Raven Maria

Blanco Foundation, Inc., said the Foundation heips parents
1
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APPROVAL OF
MINUTES:

DHP DIRECTOR'’S
REPORT:

know the questions to ask before consenting to dental
treatment. She stated that dental offices need to be
prepared to maintain a patient at least 30 minutes until
emergency medical services arrive because the average
response time is 11 to 15 minutes. She noted that the
comments from the public supported the petition and only
dentists opposed it. She asked the Board to agree to the
petition.

Mario Blanco, father of Raven Maria Blanco, stated that he
misses his daughter very much. He commented that the
public should know the right questions to ask the dentist
prior to a dental procedure being done. He said the petition
asks that dentists be more prepared to prevent tragic events
from happening.

Dr. Hall asked if the Board members had reviewed the
December 1, 201 1minutes. Dr. Petticolas moved to accept
the minutes. The motion was seconded and carried.

Dr. Hall asked if the Board members had reviewed the
December 2, 2011 minutes. Ms. Pace moved to accept the
minutes. The motion was seconded and carried.

Dr. Cane reported the following agency bills passed this
year:
¢ HB 265 on Board of Health Professions (BHP) to
meet at least annually, rather than quarterly.
* HB 347 on Prescription Monitoring Programs’
disclosures. '
e HB 885 on Nurses’ licensure exemption. .

She added that DHP monitored 70 additional bills including:
* HB 266 on Surgery definition and who may perform.
¢ HB 346 on Nurse Practitioners practice as part of
patient care teams.

e« HB 937 on Spouses of Military Service Members;
expediting issuance of business licenses, etc.

e HB 938 on Military training, etc; regulatory boards to
accept as equivalent to requirements for licensure.

¢ HB 1106 on Behavior and Assistant Behavior
Analysts; licensure by Board of Medicine.

Dr. Cane added that Dr. Elizabeth Carter, BHP Executive
Director, attended the Credential Summit meeting in
Washington, DC at the end of February 2012 to discuss
standards for accepting military training and experience as
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OSCE - OBJECTIVE
STUCTURED CLINICAL
EXAMINATION —

DR. BURNS:

satisfying licensure requirements. She added that BHP is
expected to conduct the study of this option.

Dr. Burns, DDS, MSEd, PhD, Oral Pathology Chair of the
VCU School of Dentistry, thanked the Board for the
opportunity to be here then gave a brief history on OSCE,
explained variations in use and noted the strengths of this
format over patient based exams. He gave a PowerPoint
presentation on examples of the OSCE exams given at the
School for a D3 multidisciplinary case and a D4 removable
prosthodontic case. He added that these exams test the
ability of the students to identify what is wrong. A handout of
Aprit 6, 2011 D3 OSCE exam was also distributed for review.

Dr. Burns went on to present the Canadian National Dental
Examination. He noted that the comprehensive exam
includes 300 muitiple choice questions plus 100
tangible/timed stations that have 15 multiple choice
responses to choose from with positive and negative credit
assigned to each response. He added that the tempiate for
OSCE questions is standardized and available online for

- review by the public and students.

Dr. Burns concluded that an OSCE can be developed in a
variety of different forms testing a variety of skills for a
variety of different purposes including obtaining a license as
a competent entry level dentist in Virginia. He
recommended four (4) options the Board might pursue for
establishing a non-patient based licensure examination.

Dr. Burns then responded to questions. Dr. Hall asked how
school evaluates crown/cavity preps {motor skills). Dr.
Burns replied that students are evaluated on their
competencies in mannequins/human in a clinic. Dr. Burns
added that in regard to motor skill evaluation, Canada
accepts four (4) years ADA approved programs or Canadian
approved curricuium.

Ms. Reen noted that Dr. Burns is the second of a series of
presentations that the Exam Committee planned to explore
alternatives to live patient clinical examinations. She added
that the third presentation on the California portfolio model! is
planned for the June meeting. She added after that the
Exam Committee will review the information and come up
with the recommendations for the Board to consider.
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LIAISON/COMMITTEE
REPORTS:

LEGISLATION AND
REGULATIONS:

Executive Committee. Dr. Hall reported that the
Committee met on March 8, 2012 to hear a presentation on
the budget development process from Mr. Giles, DHP
Budget Manager, and to review the Bylaws. He noted that
the Committee members were asked to identify any
suggestions for the Bylaws at the June meeting.

Board of Health Professions (BHP). Dr. Levin reported
that the BHP met on February 14, 2012 and reviewed
proposed amendments to the Sanction Reference Points

manual,

AADB. Dr. Levin reported that he and Ms. Reen will be
attending AADB Mid-Year meeting in Chicago in April, 2012.
They will report on the meeting in June.

Ms. Reen hoted that she is filling in fo'r Ms. Yeatts who was
unable to be at the meeting today.

Report of the 2012 General Assembly. Ms. Reen reported
on the following bills which directly affect the work of the
Board or the practice of dentistry:

e HB 267 on registration of dental laboratories was
continued to the 2013 session. Ms. Reen added that
she, Dr. Hall and Ms. Yeatts met with the Virginia
Dental Association (VDA) President, Dr. Roger Wood
on December 16, 2012 and discussed the VDA
resolution and the Board’s concerns about proceeding
with legislation. She added that a workgroup of VDA
and Board representatives is planning to meet on
April 20, 2012 to address dental labs.

e HB 344 on dental and dental hygiene faculty licenses
merges current faculty and teacher provisions into
one faculty license. She added that regulatory action
will be needed to revise regulations to be consistent
with the new statute.

» SB146 expands the authority for dental hygienists
employed by the Virginia Department of Health to
work under remote supervision throughout Virginia.
The Board is required to incorporate the Department
of Health's practice protocol into our regulations.

Status Report on Regulatory Actions. Ms. Reen noted
that not much has changed since the last report.
e The Periodic Review proposed regulations to
establish four chapters have not been submitted for
administrative review.
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BOARD
DISCUSSION/ACTION:

e The regulations on Recovery of Disciplinary Costs are
at Governor’s Office for approval to publish as final
regulations.

» The regulations for sedation and anesthesia permits
are at the Governor's Office for approval.

* The rule for training in pulp capping for dental
assistants ll is at the Governor's Office for approval;
and

e The amendment of the radiation certification
regulation is also at the Governor's office for approval.

Raven Blanco Foundation Petition for Rulemaking. Dr.
Petticolas stated that death in the dental chair is a tragic
occurrence and he would like to express his condolences to
those who have suffered loss. He added that the Board is
sensitive to this matter that it has intentionally and
deliberately dealt with the issues raised by the petitioner
through the regulatory review process. He commented that
the Regulatory-Legislative Committee, led by Dr. Bovd,
expended much time and effort to review safety
requirements for dental practitioners and the resulting
proposed regulations are more than sufficient to advance the
Board’s goal of protection the public. He then moved to
deny the petition. The motion was seconded and passed.

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

Board/VDA Discussion of Registration of Dental Labs.
Dr. Hall noted that the matter was covered earlier by Ms.
Reen in the report on 2012 legislation.

Draft Letter to North Carolina. Ms. Reen said the draft
letter is presented for Board consideration and action. She
noted that she has talked to her counterpart in NC and he is
receptive to a friendly letter. Dr. Gokli moved to delete “but
which is not administered here’ in the first paragraph and
to approve the letter as amended. The motion was
seconded and passed. :

ADEX. Dr. Hall noted that Virginia is now member of ADEX
and that the membership agreement, highlights, and the
report on the annual meeting were provided as information

only.

CODA Letter to Centura College. Dr. Hall noted that this
was provided as information only.
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REPORT ON CASE
ACTIVITY:

EXECUTIVE
DIRECTOR’S
REPORT/BUSINESS:

AADB Meeting. Dr. Boyd stated that he is happy to hear
that Dr. Levin and Ms. Reen will attend the mid-year meeting
and no further discussion is needed at this time.

Mr. Heaberlin reported that in the second quarter of FY2012
the Board received a total of 68 patient care cases and
closed a total of 85 for a 125% clearance rate. He added
that:
e the current caseload older than 250 days is 7%,
e  92% of all cases were closed within 250 business
days,
e 210 cases are open, and
» §8 cases are in probable cause with 26 at Board
member review,
He said that staff will work with Special Conference
Committee B on March 16 to revise the Probable Cause
Review Form and plans to make recommendations at the
next Board meeting. He asked Board members to forward
him any comments or suggestions for improving the form.

Mr. Heaberlin noted that case management staff is now
reviewing cases prior to sending them out for Board member
review. Ms. Reen added that the preliminary staff work
should provide upfront information about the case, making it
easier for Board members to review.

Ms. Reen reported the following:

» The RFP for the Dental Law exam was issued and no
agency submitted a proposal. She added the current
provider stated that the cost of administering the
exam is not covered by the number of exams taken.
She noted that when the exam was adopted, the
Board decided not to require passage but to offer it as
a CE opportunity, thinking that licensees would
voluntary take the exam. Since that has not
happened, Ms. Reen asked the Board for guidance of
what to do. Dr. Gokli suggested mandating licensees
to take it every five years. Dr. Levin suggested asking
schoois to administer the exam. Ms. Pace suggested
that the Exam Committee address this and bring
recommendations to the Board. Dr. Hall agreed and
assigned the matter to the Exam Committee.

e The Dental Inspection Form has been revised by
Board and Enforcement staff and is presented for
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CASE
RECOMMENDATIONS:

Closed Meeting:

Reconvene:

discussion and adoption. Dr. Petticolas moved to
accept the amended form. The motion was seconded

and passed.

¢ The prescribed Dental Laboratory Work Order Forms
have created confusion for dental labs. She said she
is explaining that the forms are required by §54.-
12719 of the Code and were developed to be a part of
the patient record. She adds that these forms can be
integrated with their's so long as the required
minimum content is addressed. After discussion, no
action was taken.

* An amendment is proposed to GD 60-7 Delegation to
Dental Assistants (DAs) for Board’s discussion and
action. She noted that “Take bite and occusal
registrations” is proposed to be added to Restorative
Services. Dr. Levin opposed this because it is an
irreversible and critical procedure. Ms. Reen asked if
it was included in one of the non-delegable duties in
18VAC60-20-120. Consensus was that it is not. Dr.
Petticolas moved to adopt the amended GD. The
motion was seconded and passed by voice vote with
one member opposed.

« the first Dental Assistant Il has been registered.

Case# 136275, Case# 140969, Case¥# 141284,
Case# 142432 and Case# 142769

Dr. Petticolas 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 # 136275, # 140969, # 141284, #
142432, and # 142769. Additionally, Dr. Petticolas moved
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. Petticolas 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.
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Dr. Petticolas moved to accept the Consent Order for Case #
136275. The motion was seconded and passed.

Dr. Boyd moved to accept the recommended Order of the
Credentials Committee for Case # 140969. The motion was

seconded and passed.

Dr. Boyd moved to accept the recommended Order of the
Credentiais Committee for Case # 141284. The motion was
seconded and passed.

Dr. Levin moved to accept the Consent Order for Case #
142432. The motion was seconded and passed.

Dr. Petticolas moved to éccept the Consent Order for Case #
142769. The motion was seconded and passed.

ADJOURNMENT: With all business concluded, the meeting was adjoumed at
12:00 p.m. ‘

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

Date Date
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Assessing the Effectiveness of
Sanctioning Reference Points

Board of Dentistry — BHP Status Update

Draft — Working Papers
May 2012

Prepared by:
VisualResearch, inc.
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Prepared for:

Virginia Department of Health Professions
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The Virginia Board of Heaith Professions began its Sanctions Reference Points {SRP) research
program in 2001 which has subsequently provided SRPs tailored for each of the boards within
the Department of Health Professions. In May of 2010, the Board of Health Professions began a
formal and ongoing evaluation of SRPs to determine whether the program has met the
objactives set forth in 2001. In addition to measuring effectiveness, the study is designed to
identify potential improvements to the SRP system and recommend an'y additional changes
related to future SRP operations.

The Board of Dentistry was one of the earliest 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 basis 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.

In order 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)?

» Arethere 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? Disposition 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 injury includes any injury requiring medical care ranging from first aid treatment
to hospitalization. Patient death would also be included here.

Recommended modification of "Patient Injury” to:
Physical injury includes any injury which impairs the patient's ability to perform normal
daily functions. Patient 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 cumufative rate of
agreement with the SRP sanctioning recommendations. Interviewees largely report
being unaware of Dentistry's present agreement rate.

It is 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 a useful tool when sanctiloning respondents and are particularly helpfu! for new Board members.

Summary

At this time the board felt that any revising of worksheets factors or scoring was not needed. This is an
important observation, since some 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 feel 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 Dentistry.
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ASP Home D-PREP ERA AADB Home

D-PREP Background Information

The American Association of Dental Boards (AADB) has partnered with the University of Maryland School of Dentistry, Marqustte University Schooi of
Dentistry and Louisiana State University Schoot of Dentistry to offer a Dentist Professional Review and Evaluation Program (D-PREP), the intent of which
is to detect and evaiuate deficiencies in dental practitioners referred to the program by their boards. In the ongoing effort to protect the public, the program
has been designed to identify practitioners who either need remediation or who should not continue in the practice of dentistry. Dental practitioners referred
to this program by their boards will be assessed and may have the opportunity to participate in an enhancement program that will address these

deficiencies and enable them to return to dental practice.

Incorporated in 1883, the AADB is the parent organization representing state dental boards whose responsibility is to ensure the public's safety by
monitoring practitioners who do not meet acceptable standards of dental practice.

The universities involved are amang the preeminent dental schools in the country with state-of-the-art equipment and the highest caliber of dental

professionals.

After completion of the discipiinary process, state dental boards are sometimes faced with a decision on whether or nat a practitioner can return to practice
and, if so, is there a remediation protocol to address the clinicaf deficiencies which resulted in the board actions. Current assessments do not

adequately address the evaluation of a dentist's general clinical knowledge and judgment and its impact on clinical treatment. in the case where a
respondent's deficiencies are so significant as to restrict the ability fo practice or provide a complete discipline of service, D-PREFP will provide dental
boards with a standardized and comprehensive assessment and remediation curriculum, if apprapriate.

Criticat care can be compromised by cognitive issues, deficiency in the knowledge of appropriate clinicat techniques and milestones, hand skills, general
clinical knowledge, ethical issues and apprapriate judgment in diagnasis and treatment planning. During a disciplinary and hearing process, state

dental boards most often focus on the treatment provided and are usually ill-equipped to determine the reasons far poor clinical care. This program will
address the question, "ts remediation possible?” If it is determined that remediation is appropriate, the applicant will complete the remediation

curriculum at a state board approved location,

Currently, state dental boards often prescribe remediation without a background analysis or rationale. Most assessment services offer a hand skills
performance examination, usually on a simulated platform such as a mannequin. This process provides little information not already determined by the
hearing process when examining the actual clinical freatment on patients. A comprehensive assessment of clinical knowledge and judgment and its
application {o treatment has not been available unti! now, D-PREP evaluators will respond in a standardized, in-person four ta five day praocess and will
provide dental boards with assessment and remediation recommendations designed to address comprehensively deficiencies contributing to poor clinicat

care.

Program Details Application

(c} 2012 - American Association of Dental Boards - 211 E Chicago Ave, Ste 760 - Chicago, IL 80611
Phone: (B00) 621-B088 ext 2894 - E-mail: ASP@dentaiboards.org

itp://www.dentalasp.org/D-PREP.htm 5/25/20p12
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ASP Home D-PREPR ERA AADB Home

ERA Background Information

The American Assoclation of Dental Boards (AADB) has launched the Assessment Services Program (ASP), a comprehensive program of review services
designed to assist dentai boards throughout the discipline precess. One of the major companents of the program is the Expert Review Assessment (ERA).

Please note that this program is for dental boards only.

The Expert Review Assessment program is a service provided to dental boards in need of an independent expert witness in disciplinary case review. The
AADB wil refer the state dental board to a specially trained expert assessor who will review the practitioner's patient care and treatment and/or the
practitioners conduct and offer an opinion regarding whether or not that care, treatment and conduct met applicable standards,

Those boards interested in participating in ERA will fill out a request form accompanied by a nonrefundable $1,500 fee sent directly to the American
Association of Dental Boards. The form will be reviewed and documents needed for the assessment will be specified. It will be the state dental board's
responsibility to supply the AADB with all necessary doecuments which will be forwarded to the expert assessor.

Submit Request

{c) 2012 - American Association of Dental Boards - 211 E Chicago Ave, Ste 760 - Chicago, IL 60611
Phone: (800} 621-8099 ext 26894 - E-mail: ASP@dentalboards.org

attp://www.dentalasp.org/ER A htm 5/25/2P13
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Approved

VIRGINIA BOARD OF DENTISTRY
DENTAL LABORATORY WORK GRQUP
MINUTES
April 20, 2012

TIME AND PLACE: The meeting of the Dental Laboratory Work Group of the Board of
Dentistry was called to order at 11:20 a.m. on April 20, 2012 in Training
Room 1, Department of Health Professions, 9960 Mayland Drive, Suite

201, Richmond, Virginia.
PRESIDING: Robert B. Hall, Jx,, D.D.S, President

MEMBERS PRESENT:  Herbert R. Boyd, III, D.D.S.
Dag Zapatero, D.D.S.
Scott Miller, D.D.S., by conference call

MEMBER ABSENT: David C. Sarrett, D.D.S.

STAFF PRESENT: " Sandra K, Reen, Executive Director
Elaine J. Yeatts, DHP Policy Analyst

Huong Vu, Operations Manager

REGISTRATION OF

DENTAL
LABORATORIES : Dr. Hall welcomed the members and asked Ms. Reen to begin by

explaining the information she provided on the states identified as
regulating labs. She stated that understanding what other states were
doing may be helpful so she had collected statutes and regulations and
some disciplinary orders. She noted that:
¢ TX and OK dental boards regulate dental iabs:
* Departments of health regulate dental labs in FL and PA;
¢« TX, SCand KY register dental technicians and require out of
state labs to employ registered technicians; and
¢ TX, SC and FL have criminal penalties for dentists who are doing
business with unregistered labs and technicians.

Dr. Hall then asked what the work group wants to accomplish at this
meeting. Dr. Miller stated that the Virginia Dental Association (VDA)
wants labs to be required to disclose point of origin and material content.
He added that dentists have no authority to require disclosure so
requiring dental labs to register with the Board is needed. Dr. Zapatero
agreed and added that the Board’s current work order forms have created
problems and the Board does not have any authority to address non-
compliance. Dr. Miller said that the Board and the VDA need to
improve communications with dentists because there is a lot of confusion
about what dentists are required to do.
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Extensive discussion followed about the business relationship between
dentists and labs and the option of not doing business with labs that are
unwilling to provide information. It was noted that the impact of one
dentist switching labs would be minimal but the Board would be able to
prevent a lab from doing business in Virginia. Ms. Yeatts noted that the
Board only has authority in Virginia and would not be able to travel out-
of-state or out of country to investigate complaints. Dr. Zapatero
responded that the Board could do paper investigations and have material
assayed. Dr. Boyd addressed patient interests and recourse with general
agreement that patients are most likely to file complaints against the
dentist and it would be up to the dentist to file a complaint in order for
the Board to conduct an investigation. He added that the dentist can
already direct his complaint to the lab and decide whether to keep doing
business with a lab he does not trust,

Dr. Hall remarked that there appears to be agreement that dental labs

need to disclose point of origin and materials used. He asked if the

Board’s current work order forms address this and meet the meaning of a

work order as defined in VDA’s proposed legislation, HB 267. Dr.

Miller responded yes then added that the current forms require dentists

and labs to spend additional time on where work will be performed and

what materials to use. Ms. Reen asked for clarification of the VDA’s

objections to the requirements for advance notice of subcontracting and

discussion followed about preventing defective material from being :
delivered to the patient and the responsibility that dentists have for :
protecting patients. Referring to the VDA’s proposed bill, Ms. Reen :
asked what the difference is from the current work order forms with

those required by the proposed language. Dr. Miller said that there is

none and added that VDA members don’t want to be the police of the

dental labs.

Dr. Hall referred the work group to the Board’s concerns about VDA’s ;

current proposed bill and said the Board’s interest is to understand the P

problem being experienced in Virginia so a study would be helpful. Ms. ‘

Reen noted that the current bill is impossible to implement because the

requirement for registration would be in effect before regulations are in

place so no one could legally operate a lab. She added there are also the

questions of: :

e which state agency in Virginia should be responsible for registering
labs,

o is it the VDA’s intent to require registration by out of state labs,

* is requiring registration of dental technicians a better option, and

» are suppliers of components to be included in registration?

A T et

Dr. Zapatero said that there 1s no need for a study to be done and asked
that the Board address what the VDA members voted for virtually
unanimously. Dr. Hall said that he has talked to five or six dentists in his
area who are members of VDA and who have stated that they do not
understand the need for the bill,
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ADJOURNMENT:

AV

Dr. Miller asked what the VDA can do to move this process ahead. Dr.
Zapatero suggested that VDA and the Board can work on the language of
the bill. Dr. Boyd suggested that the Board might want to consider
regulating CDTs as it rewriting all the chapters. Ms. Reen noted that KY
moved from registering dental labs to registering dental technicians so it
might be helpful to know why. She added that the Board can modify the

work order forms quickly to address concerns.

Dr, Miller agreed that the work group should meet again to discuss
modification of the Board’s work order forms and address editing the
VDA's bill. All agreed. Dr. Miller said he would let Ms. Reen know if
he is available either May 18 or June 1 so the next meeting could be

schcduled

Dr. Hall adjourned the meeting at 1:05 p.m.

ry&«é_ﬁ./{’M

Robert B. H?lf 1, I,

1§ wingy 12

Sandra K. Reen, Executive Director

Date

ﬁn; /8 20/Z

Date
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TIME AND PLACE:

PRESIDING:

MEMBERS PRESENT:

STAFF PRESENT:

APPROVAL OF
MINUTES:

MODIFICATION OF
THE BOARD'’S WORK
ORDER FORMS:

Draft - Unapproved

VIRGINIA BOARD OF DENTISTRY
DENTAL LABORATORY WORK GROUP
MINUTES
May 18, 2012

The meeting of the Dental Laboratory Work Group of the Board of Dentistry
was called to order at 11:03 a.m. on May 18, 2012 in Training Room 1,
Department of Health Professions, 9960 Mayland Drive, Suite 201, Richmond,
Virginia.

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

Herbert R. Boyd, 111, D.D.S.
Dag Zapatero, D.D.S.

Scott Miller, D.D.S.

David C. Sarrett, D.D.S.

Sandra K. Reen, Executive Director
Elaine J. Yeatts, DHP Policy Analyst
Huong Vu, Operations Manager

Dr. Hall asked if members have any questions or comments about the minutes.
None were noted. The minutes were approved.

Dr. Hall stated that he would like to start with discussion on modifying the
Board’s work order forms to be more user friendly. Dr. Zapatero suggested
that the Board get rid of the forms since the Board has no authority to require
laboratories to complete them. Ms. Yeatts noted that the current statue requires
the Board to issue these forms which include required minimum information.
Discussion of the Board’s authority to enforce the use of the forms followed.
Dr. Sarrett said that the current law should be modified to address current
technology. He added that the Board needs to provide direction for what
dentists and dental labs are required to document then post the directions with
the work order forms as tempiates that meet the requirements of the law. Ms.
Yeatts added that clarification that different ways to store records could also be
addressed. There was consensus to create guidance on the requirements for

work orders.

After much discussion, the work group decided to make the following change
to the work order forms:
o Add “TEMPLATE?” after “APPROVED” to the title of the forms
e Rewrite the introduction to make it clearer that different forms and
formats are acceptable.
e Make email addresses optional
s  Add location of fabrication
e Delete dentist contact information from the subcontractor work order
form
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EDITING OF VDA’S
LEGISLATION:

ADJOURNMENT:

e Delete items 1, 2, 4, and 5 in Instructions to Lab section on both forms
and on the Dental Laboratory Work Order Form replace these with
checkboxes a dentist might use to authorize subcontracting

¢ Move item 3 of “Instructions to Lab” to the type and quality of
materials section '

Dr. Hall asked Ms. Reen to develop the directions and revise the forms then
forward them for review by the work group prior to the June Board business
meeting, Ms. Reen agreed.

Ms. Reen referred the work group to the green pages that lists the
implementation problems with the proposed legislation. She added that the
Board is here to provide technical assistance if the VDA decides to advance the
proposed bill. She added that the language in the legislation and the explanation
provided in the VDA/BOD Point of Origin and Material Disclosure Workgroup
Discussion paper are inconsistent so she and Ms. Yeatts were unable to draft
revisions for discussion. Ms. Reen suggested that the legisiation be rewritten.

Dr. Sarrett 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. Ms.
Yeatts indicated that there are modeis for this type of service.

VDA'’s goals for registration were discussed with Dr. Zapatero explaining that
subcontractors should not be required to register and Dr. Boyd recommending
that the VDA scrap the idea of registration for only point of origin and
materials disclosure. Dr. Hall acknowledged that the VDA and the Board
continue to disagree on the need to register labs. Ms. Reen added that the
Board is still interested in studying the need for regulation and asked the VDA
to consider agreeing to a joint study. Dr. Zapatero said the VDA had studied
this and another study was not needed. Ms. Reen suggested that, if the VDA
decides to move forward with legislation, that it review its goals and discussion
points to draft a new bill. Dr. Miller said the VDA will discuss how to proceed
with its interests and will follow-up with the Board.

Dr. Hall asked if there were any other matters to discuss. When none were
identified, Dr. Hall adjourned the meeting at 1:19 p.m.

Robert B, Hall, Jr., President

Sandra K. Reen, Executive Director

Date

Date
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Agenda Item:

Regulatory Actions - Chart of Regulatory Actions

(As of May 22, 2012)

I Board of Dentlstry;

i Regulation
'Practice Lo
E18 VAC 60 20}

rnmg Dentei_{.

Practice
{18 VAC 60 - 20]

Reguiations Goveming Dental

5 2‘1 25 and 30

tage Proposed At Secretarys Office for 1 day

Acnon Penodlc review; reorgamztng chapter 20 mto four new chapters 15

b

Practice :
[18 VAC 60 20}

Reguiauons Govemmg Dentai':' i

g m' pulp capping for dental ass;stants 11
rack At Govemors Ofﬁce for 280 days

Regulatzons Governing Dentai

Practice
[18 VAC 60 - 20]

J

fActlon Radlatlon cemf‘ catlon

tage Fast Track At Go&ernofs Off ice for 2177 déys

Practice .-
{18 VAC 60 201

Reguia’uons_ Govemmg Dental :

e Stage_k.--_:.

.:.'ACtIOFi Recovery of dtscsplmary costs e B
Fmal At Gov.emors Oﬁice for 2?8 days Fey
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Agenda Item: Response to Petition for Rulemaking

Included in your agenda package are:
A copy of the petition received from Fillini Denice Burnette

A copy of the initial Agency Notice published in the Register of Regulations

Copies of all comments on the petition

Staff Note:

There was a comment period on the petition from April 23" to May | 8th.
Comments were received by email or through the Virginia Regulatory Townhall.

Board action:

The Board may accept the petitioner’s request for amendments to regulations
and initiate rulemaking by adoption of a Notice of Intended Regulatory

Action

OR

The Board may reject the petitioner’s request for amendments. If the petition
is rejected, the Board must state its reasons for denying the petition.
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12762368642 p.1

Apr021201:16p Drs. Hanna & Friend

COMMONWEALTH OF VIRGINIA
Board of Dentistry

9960 Mayland Drive, Suite 300 (SM) 367-4538 (Tel
Richmond, Virginia 23233-1463 ' (804) 527-4428 (Fax))

Please provide the information requested befow. (Print or Type)
Pefitioner's full name (Last, First, Middle ialtia, Suffix)

Sunele Fllni Denice | EEOA, DA PATT " )

] _ Area Code and Telephone Number
S wilshire [pre | ATb-138- 3014
City N , Siate TZip Code
Weod lawsiy \/ai. 24 3%
Email Address {optional) Fax (optional)
Aenteldb9 2 Yoo cam

Respond to the following questions:

1. Whatregu!aﬁc_)n are you ;_;atitioning the board to amend? Please state the tile of the regulation and the seclion/sections you want the -
board to consider amending. @ \{AC. (0O -0 — 190, #5 OPeTIET o I o pac i
'{‘o%cmj NSk udents n he NI SZ7N ™ :

. Please summarize the substance of the change you are requesting and state the rationale or purpose !ﬂfhe new or amended;rule.
Tred DAL con e hahspe Gl instrumerds. ;.ﬁﬂip.m
coroveSinsn, ¢ tonr dhe Siling, theed odclusidn of the
Ny G- hgnspeed s nesded 4G do o\ aboue. - |

~ State the legal authority of the board to take the action vequested. in general, the legal authority for the adoption of regulafions by the
board is found in § 54.1-2400 of the Code of Virginia, If thers is other legal autharity for promulgation of a reguiation, pfease provide
that Code reference. { <, \ O (cC - 0 - 90 - e O‘OEJ’Q.'«J(T oMy Gﬂz f’\t&hS@Q{Z _ (CAar 'le

srument’in dne. tnoudin KGPT oL DATE | wihe RAS mad“a 3

@ Cwsr 3 {eéb'iilf‘b'ﬂ\ﬁﬂ% N ISNAC (00-230 Lafler & — 1, 3, 3,

n;;&t?&'hK Lﬁu‘:} Date: .
; .
- &)&m{u Bncie YO (B CRIE (ond & a0t2

July 2002

_

04/02/2012 13:15 No.: R848 P.ont/001
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TITLE 18. PROFESSIONAL AND
OCCUPATIONAL LICENSING

BOARD OF DENTISTRY

Initial Agency Notice

Title of Regulation: 18VACG0-20. Regulations Governing
Dental Practice.

Statutory Authority: § 54.1-2400 of the Code of Virginia.
Name of Petitioner: Denice Bumnette.

Nature of Petitioner's Request: Amend 18VACG0-20-190 to
permit dental assistants IT to operate a high speed rotary
instrument in the mouth.

Agency's Plan for Disposition of Reguest: The petition will
be posted and sent for public comment ending May 18, 2012,
The Board of Dentistry will consider the petition and any
comment at its meeting scheduled for June 8, 2012.

Public Comment Deadline: May 18, 2012.

Agency Contact: Elaine J. Yeatts, Agency Regulatory
Coordinator, Department of Health Professions, $%60
Mayiand Drive, Suite 300, Richmond, VA 23233, telephone
(B04) 367-4688, or email glaine.veatts@dhp,virginia.goy.

VA.R. Doc. No. R12-20; Filed April 3, 2012, 9:20 2.m.

Volume 28, Issue 17 " Virginia Register of Regulations

April 23, 2012

1357
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Comment on Petition from Townhall

4/23/12 10:47 am
Commenter Gus C Viahos e . .

operatmg hrgh speed handpiece m mouth by a DAiI

if a DAII is altowed to do thls there must be a Ilst of dutles they can use the hrghspeed for But to ;ust make a
blank statement ‘that opens up for lnterpretatron as to what they can do with it is a bad idea. 1 don't believe thls :

is agood'idea at the presenttlme asthe’ DAH 1s sttﬂ new and there has been no: feed back on how they are
working out. : 2 : o R :

4/23M12 B:04 pm
Commenter' Richard R Zechmt R R
Dental Asststants operattng hrgh speed handpiec:e

A bianket approval of such leglslatron may prove tobe dangerous for patlents and w:th0ut proper tra;mng a true
disadvantage to the denta! practroner as we!l as; the dentat ' : S feon) RENSERT
profession.. B

4/23/12 10:42 pm
Commenter' Chnstre RDH*- T

hrgh speed DAII -

thfs isa BAD rdea wuth vague gurdehnes”* as graduate ofa 4 year RDH program { am not tucensed to operate a '_

high speed hand psece rn the’ mouth how does the hmtted amount of trarmng that the DAIE w;ll get make th;s a
safeidea? : S . S .

Commenter Kred £

operating high speed handplece iy i
tn my opnomon this must be more precrse Makzng a blank statement opens up for mterpretatron

ki S : : R R PR

_ 4/24/12 7:19 am
Commenter Fred o S o

Pubirc safety

Pubi:c safety is'an issue here The denta] assrstant shoutd not be aEEowed to use a hzgh speed instrument in:

the mouth for any purpose: “This is niot within the realm of their duties and this allowance wolild put’ patierits at

risk of severe m;ury Uni:ke dentrsts they do not. have the educatron or. tralnrng Obvrously, this petltton has no
merit. : R : _ . _ :

. L 4/24112 7:26 am
Commenter: Cari, RDH* - = :

- 4/23112 11:29 pm
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Dental assistants using a high speed.instrument? Are you kidding? . For what possble purpose? Prepping a-
crown? Removing hard. tooth structure?: Performing endodonttc therapy’? Dent:sts you are. gomg to put the !
public-at great risk. - This is“a slam'dunk:NOH! v SO . R '

4/24/12 11:12 am
Commenter Mary, BSDH RDH' - e

Red:cu!ous

Thisis redtculous Hyglemst after years of. educaﬂon takmg natlonal and cianlcal boards, are not hcensed to
use a high speed rotary instrument: Dental assistants do not have the educational level to allow them to use:
something that performs ifreversible treatmenit (tooth  sturcture- reroval).. And: Iets not forget the dangers of
possible patient injury.” s this'a means tof increasing office profits?? _ .

4/24/12 11:15am
Commenter. Fred Certosrmo _ S . e e
DA H's to be operatmg a hlgh speed handplece ; '

[ can: see of no possrble reason for DA Ii's to be operatmg a hugh speed handp:ece It is a safety hazard to our 3
patients: -and an affront to our profession. - RN _ Sl T

4/24/12 1:31 pm
Commenter‘ Rod M Rogge DDS * : Lo e
Operatmn of HS handprece by non-dentasts

Use of the’ highSpeed handpaece correctly, w1thout causmg harm to a patrent takee years of mstruc:tlon and
knowledge. ‘Removal of dental caries may look techmcalty easy, but done corréctly, is'as difficult as removmg

a cersbral neoplasm ‘Extensive knowledge of anatomy,: physsology, btochemlstry, mlcrobso!ogy, patho]ogy and.
more is required. * Hand-éye coordination.and psychomotor skill is very challenging, but can be learnedina =
few years of. pre-clinical and clinical instruction. Knowing’ how to use a handpiece, and where and when to use-'
it correctly, takes years of education . and clinical monitoring.” Evén after 4- years of dental schaol, most L
graduates are barely able to Use a. handpiece successfully and. without causing’ harm. ‘Non-dentists have’ been :
trying to classify deritistry ds @ mechanical trade for, years; and will. continue to do $6. Dentistry became'a
reliable and worthwhile: pmfess:on almost 200 years ago, when science;. hrgh ~level education-and-clinical-
mientoring replaced technicians and tradesmen: - This is.another attempt to reverse the advances made by :
dentistry and medicine for purely finaficial réasons; ‘We owe the public the: nght to.have properly educated: and'
trained personne! providing medical and dental care. !f DAZ's want to'use a hlgh Speed handpleCe there are
plenty of dental schools watting-for their applications.. - . R RS TR

4/24/12 9:46 pm
Commenter Amanda RDH* e

Against DAII usmg high speed mstruments

Only properiy trained and qualrfsed denta! professronals should be aiiowed to operate h:gh speed R
instruments. 1 am a‘Registered Denitat Hygienist after 4 years of education as well as passing'a national -
and clinical exam yet | am still not allowed to operate a high speed instrument in & patient's mouth so a’ -
" DAllis certainly not qualified! Dental assistants do not obtain adequete training to allow them:to use - S
something that performs’ irreversible changes to tooth ‘anatomy; and allowmg them to do'so WEE! put
patients at unnecessary risk to great harm. A deﬁmte NOp S S

4124112 10:17 pm
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Commenter: Raiph L Howell Jr., DDS *

High: speed rotary mstruments

| feel that the use of hzgh speed rotary lnsturments by a DAIE is beyond the scope of educatlonat and tra:nmg
requirements in-place for a: DA!E and w:E! not safely expand the capabmty of dentat practlce within' ‘rhe

Commonwealth.

4/25/12 12:04 am
COmmenter Carson E Wledernan DDS rettred* ' -
comment : . e

Over the past 35 years of practice in: Virginla | have had 2 dental ass:stants that ! WOU|d have perm:tted to use
a high speed: handpiece to replace/adjust a réstoration in‘my mouth. Back in the day, thére were no-DA II's, ;ust
very experienced and well trained DA's; a couple of whom worked for me l WOutd be very comfortab!e letting

them do what 1st year dental students do under superws:on

General dentistry} anng W|th famlty practlce med:c;ne is not rocket science., As’ Dr Eimer Bear head of orat
surgery at MCV used to say, "l could train-a moénkey to putt teeth: Ive been doing tt for over 30 years" L
obviously referrlng to undergraduate dental students ' . . S

Dentists are way too uptight about the:r tralnmg and credentzals Lets fac'e'xt' d'entai school JS: o more thana-
trade school, as is medicine . Well trained auxtllanes can bejust as competent in‘performing the manual skills -
of of dentxstry, with'the caveat ofhe supervision and’ diagnostic’ skills of an experienced, licensed dentist.

4/25/12 9:10 am
Commenter: Dr. Bob Howetl* Dot
high speed handptece use ‘a safety concern S

ngh speed handpxet,es shou]d on!y be used by tralnded operators who by there frequent use are able to S
properly control the lnstrurnent -and what about the' insurance ram:t“ cahons who shatE be paymg for the

increased premiums. -

4/25/12 12:24 pm
Commenter Ron Downey, _DDS by e L T
DAtl use of h:gh speed handpiece : i
Th|s is not a sk:tl they have riow nor wull it become a safe skltt for them ‘Lets teave lt off

412512 6:56 pm

Commenter. Jon SR Te
ortho bracket removat hlgh spots

} coutd see it for removal of bondmg matena.’ us;ng a goId shank ﬂuted bur aﬁ.‘er orthodontfc brackets have been
removed, and correcting high spots-on-restorations.. What other purposes would this change serve? : Other’
than for these purposes dentat assstants do not have the sktlt or tram;ng to use a h|ghspeed

4/25/12 9:40 pm
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Commenter; Heather, BSDH, RDH * .

DA o : |

[ would like to Have research done on the DA2 po's;'tloh and how it a'c:tual'ly' is helping zn'our‘ state. | linderstand -
thisis:in attempt to help with access to care but | would like to know if having the DA2 helps with access to care
before adding more reSponsrbrlttles to the posrtion i betreve a DDS!DMD should be the only ones: operatmg

high speed hand pieces .
4/27112 9:46 pm
Commenter: Patricia, RDH * i

Strongly opposed to DA I h:gh speed operat!on

fama RDH and l'am strongly opposed totheidea of a DA II operattng a hagh speed handplece Not only dot
feel this'is unsafe for the poor patients who would be subjected o these untrained individuals "experimenting” -
on them but the mere fact that anyone wuuld consrder Jt rs absurd Why not |et out chlldren do the same')

They are untrained; alsa;

4/29/12 7:43 pm
Cornmenter. F. Denrce Burnette EFDA CDA DAII _ _ S _
As an Expanded Funciton Dental Assrstant in TWO STATES for OVER 16y1'5 '

As’a EFDA!DAH we are- iicensed to placed fi EI:ngs start to fi msh n order to do'that a hagh speed hand piece |s '
needed, we have to adj the Gceuciusion;contour the filling and rémove flash; this would be like asking the =
Dental Hygiériist to.ciean someone teeth start to finish and not Jetting them ‘use 'a CAVITRON. As of how 1 arm
the only DAH in the state of Vrrglma to' becorrie a EFDA/DAIl TAKES YEARS of training and ‘schooling; it's not -
a little 16weeks tlass. This is something you are taughtitrainned  in your: Schooling. [ think  the people to-sit -

and write these comments need to iearn more about DAll-and all that we do-as a DAIVEFDA; when YOU have
NEVER worked with-a DAl in your.office; for | know this because I'’AM THE ONLY DAl iN THE WHOLE
STATE OF ViRGlNlA AND HAVE WORKED AS ONE FOR OVER 1”6 YEARS' SR L

Thank you _ S -

F. Denice’ Burnette EFDA CDA DAH o

. 4/29/12 8:16 pm
Commenter: Lesa Crane, RDH, CDA; MHA™ - - L
I am oppos'éd' to't'hlsproposed re'gu'iétron "éliowmg a DAIl to use a 'hl'gh'-spe'e'd ha'n'dpt'éoe.m the miouth, A'DAIl
currently does not have the experience and educatlon necessary to put forth this fype of proposal 1will be -

detrimental to the oral health of Virginians.

4/29/12 9:36 pm
Commenter LO]’! Reffett RD, RDH CDE R : o :
Why do this? o

| am sacdened t think that denfists would reliegate the use of high spesd handpieces o dental assistants. -
whether a certified-dental assistant or not: Do the doctors realize they will be held liable for any injuries to the :

patient or damage to tooth structure? . Do the-assistants realize they erE need to carry therr own liability -

insurance? Yes, they both can be and will be sued.
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Use of high speed handpieces cause permanent removal of tooth structure.. So please do not take this bifl
lighlly. What the asetetant does with a hlgh speed handpiece will be ;rrevers:ble .

The derital assastants will stil need direct supemsmn of a dent:st Frealize the goal may be to offer dentai care
in underserved-areas however the reahty is that thts puts aII citizens of Virginia at risk for poor dental care and

injury. _
As the hippoc'ratie oath 'sta'te"s-: _'“Firét'do-no _harm" .

4/29/12 9:56 pm
Commenter' Heather Stoddard RDH * :

You haVe to be kldding me

lama. Dental Hygiemst agamst this and find |t completely ridlculous that |t is even upfora discussron
1 really don’t even feel as thougha DAIl should even be starting and completing a fi illing. i started out in
dentistry eightéen yéars ago'and- worked as a dental assistant..| then completed my degree in dental.

hygiene. I'have never-once thought | was qualified to- place a- restoration let alone handle a high speed -
hand piece in:a patient’s mouth. [ realize that the DA Il has ‘more. training and a better understanding of *

the sciénce behind dentistry compared to the' DAl However, the extended training does not provide'

enough understanding and skill to place an instrument in a patient's mouth that could potentially cause

harm. It takes four years of undergrad: and four plus: years to becomea D.D.S. and-then you are

minimally competent as the dentist: It takes years of practice to become competent that'why it is’ catled.

practice. } am sorry if you want t6 act like a:dentist than please join me‘as 1'am back in school to _
become a D.D.S.{ am sotry dentistry is treated like the red headed step-child, come on' people thisis -
the prime example why. I understand we heed to figure out access to care but thisis a- poor way of .~

doing it. When the day comes that | complete dental school fcan promlses you this... On!y a D.D.S will

be preforming the duties that are within their scope of practice!
4/29M12 9:56 pm
Commenter Heather Stoddard RDH * S _

You have to be klddlng me

| am'a Dental Hygienist against this and find it completely ridiculous that it is even up for a discussion.
| really don’t even feel as though-a DAIl should even be starting and completing afilling. [ started out in:
dentistry eighteen: years ago'and worked as a dental assistant, | then completed. ‘my degree in dental
hygiene. I have never once thoughtl was quahf‘ ed to place a restoration let alone handle a high speed
hand piece in-a patient’s mouth. I realize that the DA Il has more training and a better understanding of
the sciénce behind dentistry compared to the DAL However, the extended training does ot provide: -
enough understanding and skill to place an instrument in a patient’s mouththat could potentlatly cause
harm. It takes four years of undergrad and four plus years to become a D.D.S. and then you dre -
minimally competent as the dentist. It takes years of practice to become competent, that why it is catled
practice.{ am'sorry if you want to act like a dentist than please join me-as-'amback in schoolto . -
become a D.D.S. | am sorry dentistry is treated like the red headed step child, come on people this:is
the prime example why. 1 understand we heed to figire out access to care but this is a poor way of -
doing it. When' the day comes that{ complete dental school | can promises you this...; Only a D D L wuil
be preformlng the duties that are within their scope - of practice!’ : S

4/29/12 9:56 pm
Commenter: Heather Stoddard,RDH *

You have to be Kidding me.
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I am a Dental Hygienist against this ‘and find it completely ridicufous that it'is even up for a discussion.
I really don’t even feel as though a DAl should even be starting and completing a filling. | started out in

dentistry eighteen.years ago and worked as a dental-assistant. | then completed my degree in dental

hygiene. | have never once thought I was quahf:ed to place a restoration let alone handie a high speed

hand piece in a patient’s mouth. ! realize that the DA ll-has more training and a better understanding 'of

the science behind dentistry compared to the DAl However, the extended training does not provide

enough understanding and skill to place an instrument in a patient’s mouth that could potentially cause

harm. It takes four years of undergrad and four plus years to become a D:D.S: and then you are
minimally competent as the dentist. It takes years of practice to become competent, that why it is cailed
practice. { am sorry if you want to act like-a dentist than pfease join me as | am back in'schoolto
become a D.D.S. | am sorry dentlstry is treated like the red-headed step child, come on people this is
the prime example why. | understand we need to figure out access to:care but this is a poor way of
doing it. When the day comes that | complete dental school I'can promises you this....Only a D.D.S will
be preforming the duties that are within their scope of practice! -

4/29/12 9:56 pm
Commenter: Heather Stoddard RDH * T . _

You have to be ktdding me

I ama Dental Hygienist against this and find it completely ridiculous that it is even up-for-a discussion.
I'really don’t even feel as though a DAIl should even be starting and completing-a filling. | started out in’
dentistry eighteen years ago and worked as a dental assistant. | then compléted’ my degree in dental
hygiene. | have never once thought { was ‘qualified to place a restoration let alone handle a: high:speed :
hand piece in a patient’s mouth. I'realize that the DA Il has more training arid a better understanding of
the science behind dentistry compared to the DAI: However, the extended training does not provide:

enough understanding and skili to: place an instrument in a patient’s mouth that couid’ potentlally cause

harm; It takes four years of undergrad and four plus years to become a D.D.S: and then you are:
minimally competent as the dentist. It takes years of practice to become competent, that why it is: cal%ed
practice. | am sorry if you'want to act like a dentist than please join me as I.am backin. school to
become.a D.D.S: l'am sorry dentistry is treated like the red headed step child, come on peopie this ls
the prime example why. | understand we need to figure out access to care but this is a poor'way of -
doing it. When the day comes that i:complete dental schoo! I'can promtses you ‘this.. ..OnlyaD.D.S wnil
be preforming the duties that are within’ their scope of practice! . : e

4/29/12 10:49 pm
Commenter Bettina Gigliello; RDH, BSDH,. CDA Presrdent FDHA *

DA use of hlghspeed handprece mtraorally

Although | have great respect forthe ro!e that each person-on. the dental team ptays to support the oraE and
systemic health of cur patients, { also recognize the limitations of each position. | do NOT support the use of
high speed handpieces intraorally by DAl Use of the highspeed hendplece requrres great sk]i! and controi
This has the potential to ‘put the public we serve at risk. _ _ . .

4/30/12 9:44 am
Commenter ken stoner, DDS e
Dangerous procedure to delegated

Using a high speed handpzece iss very dangerous procedure It should not be delegated to someone other
than a licensed dentist,
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4/30/12 12:11 pm
Commenter Gregory K Kontopanos D.D. S *

against DA!I using high speed handp:eces in pat:ents mouths

iam comp!etely against the use of hlgh speed handpleoes by DAIl's in patlents mouthis; We train denta! _
students for four years to do this irreversible treatment and no amount of training for a dental assistant wilf -~
qualify them to be as competent.to do these proceedures as a dentist. | feel they should go to Dental School to
be trained properly and pass the Board Exam before'do:ng so,'If thisiis put into law the Commonwealths'
citizens will be put at risk. | realise access to careis a prablem but to: have assitants doing this type of

treatment is unfair to the publlc and should bé prohibited.-

4/30/12 12:45 pm
Commenter: Ron Vranas--'DDS'* -

Not somethmg to be taken hght!y

Cons dermg that a hlgh speed handplece rotates at 400 000 RPMs, four years of tramang at an accred[ted _
dental school:should be the vhinimum requrrement for anyone considering perforining an irreversible procedure
in-a person's mouth. Allowing procedures like thisto be undertaken by DAZS beiltt[es the tralntng alt dentists

go through in order to take on this mighty responsibility.

4/30/M12 1:12 pm
Commenter DrRobert Candter DDS TDA * : .

Operatmg handpiece(h;ghspeed) intraoraily by DA Ii
Probably not a good ldea in most cases and: ! wouEd be agamst deiegatuon of thts fask..

4/30/12 9:06 pm
Commenter: Steven G Forte -D'D'S * -

DAl use of hlgh-speed handplece '

fam strongly opposed 1o anyone other then a trarned dentist usrng the hrgh Speed handpiece I urge the BOD
to not consider this request and maintain that irreversible procedures be performed only by the dentist. -

4/30M12 10:46 pm
Commenter Debra RDH* o S

Use of high speed hand p:ece by DA]I

5/1/12 10:23 am
Commenter: Nancy Daniel CDA BSHCM - Dental Assrstmg Program Head JSRCC *

DAl Use of ngh Speed Handprece

f have mi xed opm]ons about this petltion As a program head at a communcty college that will eventua Ey offer
in-depth Level Il courses | .know this is necessary to fulfill the intent of Level:il but | am not sure if this is a good
idea, | can understand that reroval of flash, contouringffinishing composites, and adjusting occlusion will be .
needed in the completion of restorations but | am concern about the education/training/skills-of the person -
using the high speed handpiece. If the Board of Dentistry decides to pass this additional Level 1i petition then
the educational hours for the composite and amalgam modules need to be: adrusted to reflect the additonal
hours of training and coursework irivolved. - Public safety is of upmost concern.:
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5/1/M12 11:23 am
Commenter: ASHLEY D CRIGGER * L .
RDH -
This is abserd no dental assistant shotild be operating any tool as such. If they want to be a RDH then go to
school for it. Hygiene requrres aiot more educaﬂon than an assratant can obtam in thé programs they are
attending - : . . . _

_ 5/1/12 11:26 am
Commenter: ASHLEY D CRIGGER ™ - .

RDH
Go to dental school lf you wana do ﬂllngs No DAii is puttlng a ﬁlirng or scei:ng anythlng in my Thouth or
families mouth: . S o

5/2(12 9:38 pm
Commenter: Sharon,- RDH *

This is insane : '.

| was a C.D. A for over 10 years before gonng back to coﬂege and recrewng my degree in dental hygrene To
allow an assistant to perform such - procedures with no- guiildiines is'insane. Even with guildlines it is insane
as ahygienist | view this as malpractice;, & definate possible harm to the patients who expect the best denta!
_ care possible:To allow a DAl to use a-highspeed handpiece in the mouth would be ‘as dangerous as giving
yourchild a loaded gun for a play toy. Please don't destoy the denital professiori by allowing this to happen..

5/2/12 10:00 pm
Commenter: Nancy

! DON'T WANT A DENTAL ASSISANT PUTTING A HiGH SPEED INSTRUMENT IN MY MOUTHT

Commenter John A Marlno DDS VDA Delegate
Use of h:gh speeds by dental assmtants SR '-

Several years ago | was very active in helplng to structure the proposals whrch
lead to the current regulations, The proposals were carefutfy crafted-to-both
protect the'public and to address access 1o care'in underserved areas of the -

state; Many hours were invested. by qualified dentists in consultation with
registered hygienists; that is why the regulations are the way they are.-

Allowing the use of high speeds by anyone other than a licenced clentlst t6cut
human tissues constitutes far-too great a risk o the public. One of the -

published comments from a non-registered user agrees with thisbutalso . - -
includes an exception for "correcting high spots on'restorations”. The lack: of Co
comprehension displayed here by alay person is understandabte: However, it .
also illustrates just how damaging this type of thinking could be. After more

than 40 years spent treating TMJ and occlusal problemns 1 cannot think of a.

better way to create problems than. to have amateurs adjustmg the ocdusaon

<4 . - . .
John A Marmo DDS

5/3M12 4:57 pm~
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5/3/12 919 pm
Commenter; Brad W. *

Rotary’Tools. -
| find this to'be absurd and a safety concem, as well.

5/7112 5:59 pm
Commenter: Steven J. Barb;en :

Use of h:gh speed handplece by DAH

fam opposed to a!lowmg the use: of the h!gh speed handplece by DAiI The hlgh speed is an mstrument wh;ch
requires careful control which'is atta:ned by attendmg four years of dental school Emproper use can:be very

detrimental to the patient.

5/8/12 10:38 am
Commenter: Madelyn Gambrei DDS* -

this is malpractlce'" e

To aiiow DAJ! stouse a h:ghspeed hendp!ece isa hornb!e rdea Den’nst traan for years to ga;n the sknl! to use a
high'speed on patients."We train'on’ plastlc and extracted teeth for two years prior to clinical care, and then
only use a handpiece with a rubber dantin: place, which gives the patient's:some protection. | strongly oppose

this and agree with otheérs who have stated. how this belitiles the tramlng dentlsts endure to be able to do their

work successfully and not harm their patients. -

5/8/12 9:52 pm
Commenter: Demce Burnette EFDA; CDA DAEI '

Understandmg EFDNDAEI

| have read the' comments ihat c:thers have jeft: ! wanted it to be clear that Expanded Funct:on Dental Asststant_

are notyour. general dental assistant, There is alot of schooling and frainings to be:come an-Expanded:
Function Dental Assistant DAII. I which all of this'is new to Virginia..If you look af ather. states,; some :
EFDA/DAI are licensed to'do extraction, yes | said that right, some states aliow there EFDAIDAH to ﬁmsh RCT
| just want everyone to understand that there's a'lot of schooling and trainning that comes with bemg a '
EFDA/DAlL, We as EFDA/DAIl we are taught { the Anatomic Features of the ALL teeth; contour, all your hne

angles; cavity wall; cavosurface angle, ‘pulp capping and so on.. A EFDA/DAII and a Dental hygienist are not the'

same it's too’ different license. A person can finish high school and go straight to’ hygrene school and: became a:
hygienst in 2 yrs; but a person’can't finish high school and go straight to-EFDA/DAIl school you-have o'
becorne a- Dental Assistant first and then you go back to college to'be come a EFDA/DAILIf we looked back
10yrs ago and said .about hyglenist giving anesthesia people would have thought you where crazy but they -
have been doing that for years in-other states. It's like a dentist said at a. CE course why shouldnt they, nurses
give shots every day, and he is right it's the same thing. | Would fike for everyone to see/know whats all -
involved in EFDA/DAIL The highspeed handpiece isn't used:on tooth surface just filling. partoniyllt Asa -
EFDA/DAIl | am licensed to place and finish fillings but 1 cann't clean/scale your teeth, but a‘hygienstcan” -
clean/scale your teeth but they aren't licensed to do fillings. That's because it's to different license. | hope thlS :
heipad some peopié who maybé didn't understand the EFDA/DAI! and alt that's involved. For anyone who'is
thinking about going back to schoot fo get your EFDA/DAII | hope this has helped you . 1love being a. _
EFDA/DAl been doing it for over 16 yrs. i love having a patient come in thathas broken down teeth and wont .
smife and being able to restore their teeth back and seeing them smile when they lock at their new tooth/teeth
.That makes my day. Thank you all and have a Blessed week.
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5/18/12 5:58 pm
Commenter: Gary C. Hanna, DMD *

Consider
! agree wrth the petrtron W|th the followmg concerns o

If the' Board of Di rectors demdes to rmptement the general conszderatron of thrs petmon rt would also cIearly _
define more specific operat:ve and educational guidelines. Further logical limits including oversight parameters:
would be imperative; asin denta[ school for the necessary professronal competence needed for this level of

dental care dehvery - _ _ : :
This has been accomphshed before not onEy in other u.s. states but in other countnes very successful!y
Nowrtrsourturn : . S e _

As with the de!egat:on of other responsrbrilttes to quaEzf ed paradental personne! this careful exarmination of Ski[[
application wilf only. further expand the: dentrst's abrnty to deliver heal’sh care more eff‘ iciently and effectrvely

I have had the prrwlege of havihg an expanded duty . A II worklng wnth me: for some time. ‘She is well
experienced; well trained, and very well accepted by our patients.. This D.A It knows well her hmrts and stays
within:them. Her presence has greatly reduced the work stress factor in'our off“ ice.: : .

The focus here is not on: personat accomplrshments but on: the quahty and effectrveness of the servrces we
render to-our patients. This 2 positive step in that direction. : .

5/18/12 7.26 pm
Commenter:. Helen M. Frerich RN BSN'ADN *
LE. AHowmg dentai assrstant to use- hlgh speed drlt! |ssue
| did not take the time to "research" who petrtroned for allowing™ dental 3551stants to use hrgh speed dntls but

in view of national data pertaining to the high rates of injuries, inféctions,'and etc. and even deaths in all types
of heaithcare: systems I, as a'seasoned and expert operating room nursé; . find this’ type of attempt to expand/

delegate more and more "medical tasks” to UAPs (Unficensed assistive personnel) or-even perhaps fo Ercensed.

staffers who aré not medrcally educated or medrcally trarned (erther in med:ca! schooE or rn dentat school)
appallrndi : L : . o ;

~ Why not just close down att medlcai and dental and etc schoots since "someone be'iieves'just "'anyon'e' -'can
be trained to'do anything! .| challenge those who keep:attempting to expand unqualified staffers to geton the -

operatmg room table themselves or into'the dental chairs and allow themselves to be guinea
pigs......sad: . there are more: safety reguta’uons pertamrng o research annmals then there areto

human bemgs

Why is it that it always seems Iike the "!ssue“ Seem ||ke rt is all about "gettmg" more patrents processed faster
s0 the coffers fill up faster-and higher? -This issue is analogous to the California NPs (nurse practitioners) and
PAs (physician assistants) who recently. asked  for "privifedges to perform abortrons"w-.,,rrf a woman has an
abortion then:she should have IT performed by a quaErf‘ ied doctor or surgeonl . -

Since, we do not irve inan underdevetoped country, I expect our standards to be better

My opinions, respectfutly

Helen_ M. French RN,BSN,ADN :
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Comment on petition by email

Mrs. Yeatts,

! would like to vote NO to this amendment. As a hygienist who is not licensed to use a
rotary devise and has a four year degree | fee! this is not an appropriate function for a
DAZ2 and should not be under there scope of practice. Catherine S. Seifert ,RDH ,BS

FAADH

Catherine S. Seifert,RDH, BSDH, FAADH

Fellow of the Academy of American Dental Hygiene
President, Tidewater Dental Hygiene Assaciation (Va.)
0ld Dominion University Adjunct Faculty

ermail:smitecat8@verizon.net
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Vu, Huong (DHP)

From: Dag Zapatero [Dag.Zapatero@verizon.net]
Sent: Monday, April 30, 2012 5:17 PM

To: Vu, Huong {DHP)

Subject: Re: petition for rulemaking

Attachments: image.png

Dear Board of Dentistry,
i would very much be opposed to this petition going forward.

it is my belief that only a trained and licensed dentist has the authority and possess the knowledge to operate
a high speed handpiece intra orally in our Commonwealth. A high speed handpiece is capable of doing
irreversible damage to both hard and soft tissue in the mouth. | do not believe that a DAl posses the
knowledge or skill sets to understand dental occlusion, dental materials, cavity prep design or dental
pathology sufficiently enough to understand the consequences of their actions, and would be of danger to the

public.

The inadvertent removal of a balance interference can cause irreversible changes to the occlusion and lead to
TMD in a asymptomatic patient. | do not believe a DAIl understands the differences between a functional, and
a not functional contacts, or when a balancing interference is present on a tooth. These are very complex
issues that require much care and study before mastery. Can a DAl differentiate external resorption from
decay or abfraction? Do they understand the anatomy of a tooth, or went its proper to refer?

I'am sure we have very capable DAIl practicing in Virginia, and | would encourage them to keep learning and
caring for patients. We should not allow any patient to be exposed to an incompetent provider no matter
how well intended their actions might be. |do not understand how the publics health is improved by this
measure, in any manner. A patient who needs dental care should seek a trained and licensed dentist. This is
not a matter of convince or financial indifference. It's about public health safety and the definition of a dentist
in the practice of dentistry in Virginia. | have supported the efforts of DAlls in other aspects but not here.

Respectfuliy,

Dag Zapatero, DDS,

Mastership in the Academy of General Dentistry
L.D. Pankey Institute Scholar :

Starfish Dental
Dag Zapatero, DDS, MAGD | 3020 Shore Drive | Virginia Beach, VA 23451
office. 757.481.3893 | fax 757.481.0425 | www.Starfishdental.com

gﬁ Please consider the environment before printing this e-mait.
The content of this email was intended solely for the recipient, and should not be forwarded or disseminated without

the consent of the sender.
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Reen, Sandra (DHP)

From: Reen, Sandra {DHP)

Sent: Friday, May 11, 2012 3:38 PM

To: Rob Kapp

Subject: FW. Member record update request

Attachments: Member Record Update Request 2012.doc; Virginia. pdf
Hi Rob:

The Virginia Board of Dentistry has decided not to renew its AADB membership for 2012-2013. The Board’s decision was
made after considering the Commonweaith of Virginia’s travel policies and the membership policies of the AADB. After
our membership expires, | would appreciate receiving notice of AADB meetings so we might consider participation in the

continuing education opportunities AADB offers.

Sandra K. Reen, Executive Director
Virginia Board of Dentistry
804-367-4437
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American Association of Dental Boards

May 15, 2012

Ms. Sandra Reen

Virginia Board of Dentistry
Perimeter Center

9960 Mayland Drive, Ste. 300
Henrico, VA 23233

Dear Ms. Reen:

We received your email indicating that the State of Virginia will not be joining the American
Association of Dental Boards this year. [ would like to encourage you to reconsider your
membership, especially at a time when the AADB is involved in several projects that will be of
great benefit to dental boards.

The AADB Executive Council is concerned with the increasing government involvement in the
healthcare arena. The FTC has brought a suit against North Carolina with respect to teeth-
whitening kiosks and the Institute for Justice has done the same with the Connecticut dental
board. Furthermore, the FTC staff sent a letter to the State of Maine Board of Dental Examiners
opposing the board’s proposed rules regarding a two-year pilot project which would allow
Independent Practice Dental Hygienists IPDHs) to take x-rays in underserved areas but would
limit the type of x-rays to bitewing and periapical. The FTC believes this would impede the
intenf of the project. As a result of this involvement, the AADB Executive Council has decided
to join the FSMB and other health associations in developing a coalition to raise awareness on
Capitol Hill regarding the FTC’s interference into state health regulatory boards’ decisions on
patient safety. The results of these efforts should be of great interest to all state dental boards,

including Virginia.

In addition, the AADB has just completed the pilot stage of a new program that will assist dental
boards in sanctioning dental professionals. The Assessment Services Program (ASP) is made up
of two parts: the Dentist-Professional Review and Evaluation Program (D-PREP) which is an in-
depth assessment program involving three dental education assessment centers (University of
Maryland, Marquette, and Louisiana State) which will help boards to determine whether or not a
dentist can return to practice. The other portion of ASP is the Expert Review Assessment (ERA)
where a board can send background information on a sanctioned dentist which will be reviewed
by a specially trained expert who will summarize the case and provide the board with an expert

opinion.

Lastly, I would like to remind you of the benefits of the AADB Clearinghouse for Board
Actions, the intent of which is to restrict the ability of incompetent practitioners to move from
state to state. Information indicating whether or not an individual has been involved in a board
action can be obtained on request or by referral to a periodic report sent to member boards

211 E. Chicago Avenue e Suite 760 ® Chicago, Illinois 60611
) 312.440.7464
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monthly. Currently, this information is available to all dues paying state boards at no charge for
the monthly published list and the first 50 queries annually. Should a state who is not a member
ask for information, the fee for the first inquiry would be the equivalent of the state board
membership fee and a $6.00 charge for each additional query. The National Practitioner Data
Bank is operational but the NPDB eannot publish periodic reports.

These are just a few of the benefits of AADB membership. Other benefits include the
Association’s two national meetings where attendees are able to discuss problems facing their
boards and exchange information with their colleagues, communication on national issues,
representation on the National Practitioner Data Bank Executive Committee, four appointments
to the Commission on Dental Accreditation, four appointments to the Council on Dental
Education and Licensure, six appointments to the Joint Commission on National Dental
Examinations, an appointment to the Dental Assisting National Board and an appointment to the
Continuing Education Recognition Program. The Association also nominates members to the
Commission on Dental Accreditation to be part of the accreditation teams for site visits. Several
members of the Virginia board have represented the AADB on ADA commissions, councils, and
committees as well as to DANB in the past.

The Virginia dental board and its members have actively supported the Association over the
years and we look forward to their continued support. The AADB is a valuable resource and we
hope you will move forward with us. If you have any questions, please feel free to contact me:

whitegraves@bellsouth.net or 318-325-6427,
Sincerely,
fiitar
White S. Graves, 111, DDS
President

cc:  Members, Virginia Board of Dentistry
Members, AADB Executive Council
Ms. Molly Nadier

211 E. Chicago Avenue e Suite 760 e Chicago, Illinois 60611
312.440.7464
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lydia.scott@usvi-doh.org; dlafaill@sec.state.vt. us; jennifer,santiago@doh.wa.gov; kelli.kaalele@wisconsin.gov;
wvbde@suddenlinkmail.com; dbridg@wyo.gov; Hart, Karen; Ziebert, Anthony J.; Brian T. Kennedy
(bkennedy@nycap.rr.com); Brittany Bensch (bensch@uw.edu); Chris Salierno (drsalierno@gmail.com); David Perkins
(dperkdmd@yahoo.com); Low, Samuel B.; Patrick M. Lloyd (lloyd.256@osu.edu); Vigna, Edward J.

Subject: ADA's portfolio style exam

Dr. Wiliam R. Calnon, President
American Dental Association
211 E. Chicago Avenue
Chicago, IL 60611-2678

Dear Dr. Cainon:

The members of the Wyoming Board of Dental Examiners, at their meeting of February 24, 2012, reviewed the
ADA's proposal to develop a portfolio-style of exam for initial licensure.

The Wyoming Dental Board agrees with the Oregon, West Virginia, and Tennessee Dental Boards in that it is
the responsibility and privilege of each state to regulate and license the practice of dentistry and dental hygicne.
Every Board member is experienced and cognitive about the profession,

The licensure process includes an independent, fair, third party, clinical examination. The Wyoming Board has
evaluated the clinical examinations in great detail and recognizes the value of an independent third party clinical
examining entity. To imply the clinical examinations are onerous or unfair is ridiculous.

The Wyoming Board of Dental Examiners does not support the portfolio-style examination nor the ADA's
involvement in their pursuit. The Wyoming board urges the ADA to stop this invasion upon the the rights of

each state to decide its licensing process.
Respectfully,

Nick A. Bouzis D.D.S.
President Wyoming Board of Dental Examiners

cc: All State Boards of Dentistry

E-Mail to and from me, in connection with the transaction
of public business, is subject tc the Wyoming Public Records
Act and may be disclosed to third parties.
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H. Warren Whitis, DDS

President
Osceola

Drew W. Toole, DDS
Vice-President
Pine Bluff

George Martin, DDS
Secretary-Treasurer
Fayetteville

Robert D. Keene, DDS
MNorth Little Rock

David Beii, DDS
Arkadelphia

David E. Walker, DDS
Pine Bluff

Jennifer Lamb, RDH
Little Rock

Sheila Castin
Public Member
Little Rock

WP APR 17 2012

RECEIVED  Arkansas STATE BOARD OF DENTAL EXAMINERS
o ~ 101 East Capitol Avenue, Suite 111
CAPR 17 2012 Little Rock, AR 72201

. istr PH: (501) 682-2085 FX: (501) 682-3543
Board of Dentistry Web: www.ashde.org Email: ashde@arkansas.gov

10 April 2012

Dr. William R. Calnon, President
American Dental Association
211 East Chicago Avenue
Chicago, lllinois 60611-2678

Dear Dr. Calnon,

The Arkansas State Board of Dental Examiners met on Friday, March 16, 2012, and
reviewed the October 25, 2011, American Dental Association’s Request for
Proposals (RFP) to develop a portfolio-style examination for initial license and the
letters from the Boards of Tennessee, Oregon, West Virginia, Wyoming and
Louisiana. The Board voted unanimously to vehemently oppase the ADA’s
proposal and expressed concern that the ADA wauld even consider this
subjugation upon the States’ authority to protect its citizens.

The ASBDE implores the ADA to withdraw this proposal and continue to follow
their stated mission: “The ADA is the professional association of dentists that
fosters the success of a diverse membership and advances the oral health of the

public.”

Sincerely,

H. Warren Whitis, D.D.S.
President

cc:  Dr. White Graves, AADB President
All State Dental Boards
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Nevada State Board of Dental Examiners

Donna J. Hellwinkel, D.D.S.
Secretary-Treasurer

William G. Pappas, D.D.S.
President

APR 23 2012

6010 $. Rainbow Boulevard, Building A, Suite 1 « Las Vegas, Nevada 89118 « (702) 486-7044 » (800) DDS-EXAM = Fax (702) 485-7046

{NSPO Rev. 06113

April 17, 2012

Willkam R Calnon, DDS
Fresident

American Dental Association
21 E Chicago Avenue
Chicago, IL 6061-2678

Re: 2010 ADA House of Delegates Resolution 42H-2010—RFP Process for
Portfolio Style Clinical Examination

Dear Dr. Calnon:

The Nevada State Board of Dental Examiners is submitting comments to the request
for proposal, supported by the ADA, to develop and administer a portfolio style clinical
examination for licensure. As you know, nearly all state licensing boards have accepted
ADA standards of review and performance evaluation in the establishment of dental and
allied dental education programs to meet educational requirements deemed necessary
by state licensing boards for licensure, Additionally, state boards have accepted ADA
development of a written, theoretical examination to test an individual's knowledge of the
applicable dental sciences necessary for appiication of knowledge in dental and dental
hygiene practice. However, the administration and independent assesement. of the
physical clinical demonstration of competency has remained a particular responsibility of
state dental boards, including this board in Nevada.

State boards have not relinquished their responsibility and concern to actively
participate in the development of appropriate and accepted standards necessary to
establish educational requiremments in the dental disciplines nor the continued
development of examinations, written and clinical, in the dental disciplines to
appropriately evaluate an individual's knowledge, ability, and skill to safely, efficiently, and
competently practice dentistry and dental hyaiene. State boarde have chosen to work
with the ADA to ensure safe and qualified individuals enter the practice relying on the
ADA’s overall commitment to those ideais as well. :

The testing. technigues to accompﬂeh the overall mission of the state boards for safe
and competent practice should not be unilaterally determined by the ADA. Such

nsbde @nsbde.nv.gov

©) 161 e
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STATE OF IOWA
IOWA DENTAL BOARD

TERRY E. BRANSTADR, GOVERNOR MELANIE JOHNS ON, J.D.
KM REYNOLDS, LT. GOVERNOR EXECUTIVE DIRECTOR.
April 25, 2012

Dr. William Calnon, President
American Dental Association
211 E. Chicago Avenue
Chicago, IL 60611-2678

Dear Dr. Calnon:

At the April 24, 2012 meeting of the Iowa Dental Board, the members of the Board reviewed
ADA’s Request for Proposal to develop a portfolio-style examination for initial licensure, The
Board voted unanimously to oppose the ADA’s portfolio-style examination proposal.

The Board agrees with the other state dental boards that have submitted letters to ADA
indicating that it is the responsibility and privilege of each state to regulate and license the
practice of dentistry and dental hygiene. The members of the Iowa Dental Board feel strongly
that the clinical examination process should remain a grassroots effort led by state dental boards.
The Board has evaluated the various clinical examinations and concluded that they provide a
fair, independent, third party assessment of readiness to practice dentistry or dental hygiene.

We urge the ADA to reconsider its involvement in the pursuit of a portfolio-style examination.
Each state is authorized to establish and decide its own licensing process. We ask that the ADA

respect that authority.

Sincf:rel;Q % \?’ i wg

Gary Roth, D.D.S. )
Chairperson, Iowa Dental Board

400 SW 8th STREET, SUITE D, DES MOINES, 1A 50309-4687
PHONE:515-281-5157 FAX:515-281-7969 http://www.dentalboard.iowa.gov
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disregard for the duty of state dental boards, and respectful collegiality previously
existing is more than disappointing. It is a targeted and direct challenge to the mission
and duty of the state boards.

The Nevada State Board of Dental Examiners collectively and unanitmously issues an
objection to this RFF process for the development and administration of a portfolio
style examination for licensure by the ADA at this time. The Board of Trustees of the
ADA is urged to communicate with their membership about the particular functions of
the membership body versus those of the state boards of dentistry. While there has
been, and we hope will continue to be, mutual advocacy for the respective and distinct
responsibilities we each have, there will also be a manner and process for appropriatsly
encouraging consideration of varied approaches to our missions.

Sincerely,

sy

Willlam & Fappas, DDS
Fresident

kik/wp

cc: White S Graves, DDS, President, AADB
State Dental Boards
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BOARD OF DENTAL EXAMINERS OF ALABAMA
Stadium Parkway Office Center-Suite 112
5346 Stadium Trace Parkway
Hoover, Al 35244-4583
PHONE 205-985-7267
FAX 205-985-0674

e-maikl: hdeak@dentalboard.org
© May9, 2012

Dr. William R. Calnon, President
American Dental Association

211 East Chicago Avenue
Chicago, Illinois 60611-2678

Dear Dr. Calnon,

The Board of Dental Examiners of Alabama reviewed the American Dental Association’s
October 25, 2011, Request for Proposals (RFP) to develop a portfolio-style examination for
initial licensure for dentists and dental hygienists.

The Alabama Board agrees with the other state dental boards submitting responses to the
American Dental Association in regard to this RFP that it is the responsibility of each state’s
licensing board to regulate the practice of dentistry and dental hygiene in their individual
jurisdictions. The Alabama Board has carefully evaluated the various clinical examinations and
concluded that they provide an appropriate assessment of an applicant’s readiness to safely
practice dentistry and dental hygiene at the entry level.

Further, the Alabama Board strongly opposes the ADA’s proposal and urges the ADA to
reconsider its involvement in the development of a portfolio-style examination. Licensure and
examination of candidates by regional exams or as an autonomous entity is the duty and
responsibility of the state regulatory licensing boards, not of a professional association.

J. David Northcutt, 111,
President

CC:  All State Boards of Dentistry
American Association of Dental Boards
All Regional Testing Agencies
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BOARD OF DENTAL EXAMINERS OF ALABAMA
Stadium Parkway Office Center-Suite 112
5346 Stadium Trace Parkway
Hoover, Al 35244-4583
PHONE 205-985-7267
FAX 205-985-0674

e-mail: bdeal@dentalboard.org
May 9, 2012

Dr. William R. Calnon, President
American Dental Association
211 East Chicago Avenue
Chicago, Illinois 60611-2678

Dear Dr. Calnon,

The Board of Dental Examiners of Alabama reviewed the American Dental Association’s
October 25, 2011, Request for Proposals (RFP) to develop a portfolio-style examination for
initial licensure for dentists and dental hygienists,

The Alabama Board agrees with the other state dental boards submitting responses to the
American Dental Association in regard to this RFP that it is the responsibility of each state’s
licensing board to regulate the practice of dentistry and dental hygiene in their individual
jurisdictions. The Alabama Board has carefully evaluated the various clinical examinations and
concluded that they provide an appropriate assessment of an applicant’s readiness to safely
practice dentistry and dental hygiene at the entry level. '

Further, the Alabama Board strongly opposes the ADA’s proposal and urges the ADA to
reconsider its involvement in the development of a portfolio-style examination. Licensure and
examination of candidates by regional exams or as an autonomous entity is the duty and
responsibility of the state regulatory licensing boards, not of a professional association.

Sw
71 David Northcutt, III, M
President

CC:  All State Boards of Dentistry
American Association of Dental Boards
All Regional Testing Agencies
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S NEW MEXICO BOARD OF DENTAL HEALTH CARE
WNEW MEXICO DENTAL HYGIENIST COMMITTEE

New Mexico Regulation and Licensing Department

BOARDS AND COMMISSIONS DIVISION

Toney Anaya Building = 2550 Cerrillos Road » Santa Fe, New Mexico B7505
(505) 476-4680 = Fax (505) 476-4545 = www.RLD.state.nm.us/dental

April 26, 2012

Ms. Lois Haglund

Portfolio RFP

American Dental Association
211 East Chicago Ave.
Chicago. IL 60611

Dear Ms. Haglund;

- The New Mexico Board of Dental Health Caré recently teviewed yout RFP for the portfolio fype of - T
examination for licensure. At our January meeting, the New Mexico Board of Dental Health Care unanimously
voted to oppose the suggestion of a portfolio exam for licensure. First of all it struck us that this was a request to
develop a specific exam, not to come up with original ideas on the subject. We strongly feel the portfolio exam
is rife' with problems and potential conflicts of interest. To allow a student to complete a portfolio procedure and
then decide after the fact whether to submit that procedure is wrong. How often can we as dentists tell the
patient, “ want to take back that last procedure I just did, we’ll try again later”. The “pressure” of taking a
clinical exam is actually part of the test. Dentists in practice must work under pressure every day; to simulate
this in an exam is important. It is disturbing that the ADA, an organization committed to promoting dentistry,
sees no conflict of interest in promoting the interests of a few who don’t want to take a clinical exam, at the
possible expense of the citizens we serve. As a Board we have a duty to provide the residents of our state with
clinically competent dentists, to this end we cannot accept the portfolio type of examination.

Most of all we are disturbed that the ADA continues to see itself as the entity that should intervene in how to
license dentists in an individual state. The ADA was founded to give our profession a united voice and to keep
members informed of issues affecting the profession. In these areas, the ADA has excelled. To now intrude
into state licensing and regulating of dentists is beyond the scope and mandate of its members. We feel that the
ADA is an important part of our profession; your intrusion into state's rights can lead to weakening of your now
strong position, We suggest, as members of the ADA, that it would be best for the ADA to step back and allow
each state fo license and regulate dentists as best suits each individual state, for the protection of our citizens.

Our objection applies not only to this recent REP for the portfolio exam but also to the suggestion that using live
patients for exams is somehow unethical, Is having a dental and medical student leam on live patients
unethical? When our practices consist of typodont mouths then it will be acceptable to use typodonts to fully
evaluate the clinical competence of a dentist to practice in New Mexico. This is clearly an issue of state rights
and we take umbrage to this intrusion on our jurisdiction. We would suggest that the ADA concentrate on
promoting the “Art and Science of Dentistry” and leave to the Boards the problem of how to assure

competency.

Sincerely, M
%

sica Brewster, DDS
Board Chair
New Mexico Board of Dental Health Care

Revision date: 01/2009
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ADA Amer' can 21;1 East C_hic?.go Averue T 312.440.2700
Dent a| Chicaga, finois 50611-2637 Fw 3\:3 :d‘;:;;aa
Association®

America’s leading
advocate for oral health

William R. Calnon, D.D.S.
President

March 16, 2012

Dr. Nick A. Bouzis

President

Wyoming Board of Dental Examiners
1800 Carey Avenue, 4th Floor
Cheyenne, WY 82002

Dear Doctor Bouzis:

Thank you for your recent correspondence to the American Dental Association regarding the House
of Delegates Resolution 42H-2010, directing that a Request for Proposals (RFP) be prepared calfing
for the development of a portfolio-style examination for initial icensure purposes.

As you know, the 2010 House of Delegates directed this activity; a progress report was provided to
the 2011 House of Delegates. The Resolution 42H Workgroup is on target to forward its final report
and recommendations on whether the ADA should pursue and fund the deveiopment of a portfolio
style examination to the 2012 House of Delegates in San Francisco.

Your letter urges the ADA to reconsider this activity and requests that matters of licensure of dental
professionals be left to the individual states. Be assured that your comments will be shared with the
Workgroup. | also encourage you to share your concerns with the Wyoming Dental Association. The
ADA truly appreciates and values input from all of its members. Thank you for taking the time to
express the Wyoming Board of Dental Examiners’ position.

Sincerely,
Wettane R, (2o

William R. Calnon, D.D.S.
President

WRC/jh:kb

cc. Dr. Gary S. Yonemoto, trustee, Fourteenth Trustee District
Members, ADA Workgroup on Resolution 42H-2010 (Portfolio Style Examination)
Dr. Anthony Ziebert, senior vice president, Education/Professional Affairs
Ms. Karen Hart, director, Council on Dental Education and Licensure
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‘Association®

America’s leading
advocate for oral health

William R. Calnon, D.D.S.
Fresident

May 3, 2012

Dr. William G. Pappas, President

Nevada State Board of Dental Examiners
6010 S. Rainbow Blvd., Building A., Suite 1.
Las Vegas, Nevada 83118

Dear Doctor Pappas:

Thank you for your April 17, 2012, correspondence to the American Dental Association (ADA)
regarding the House of Delegates’ action directing the ADA to prepare a Request for Proposals (RFP)
calling for the development of a portfolio-style examination for initial licensure purposes (Resolution
42H-2010). We appreciate all opinions expressed on this issue.

The ADA fully supports the state dental board's role in regulating the practice of dentistry. The intent
of Resolution 42H-2010 is for the ADA to seek the expertise of a qualified agency to develop a
portfolio-style examination that could be used by state dental boards as another avenue to avaluate a
candidate for licensure, such as the PGY-1 (NY, CT, CA, MN, WA), the National Dental Examining
Board of Canada's two part examination (MN) and the portfolio examination recently adopted in
California. The RFP was sent to alt the dental ciinical testing agencies as well as some private test
development comparties with experience in dental testing.

ADA recognizes the challenges of a portfolio-style examination and hopes that the testing community
will view the ADA’s action as an opportunity to develop an altemative clinicat assessment too} that i
could be utilized and supported by the state boards. It was never the ADA’s intention to administer

the examination.

i hape this clarifies the intent of Resolution 42H-2010.

Sincerely,

Wottionn R, (2l

Wiliam R. Catnon, D.D.S.
President

WRCHljh:kb
cc: Dr. White Graves, AADB President
All State Dental Boards
Members, ADA Workgroup on Resolution 42H-2010 {Portfolio Style Examination)
Dr. Anthony Ziebert, senior vice president, Education/Professianat Affairs
Ms. Karen Hart, director, Council on Dental Education and Licensure
Ms. Lois J. Haglund, manager, Dental Licensure, CDEL
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Ethical Considerations When Using Human Subjects/Patients in the Examination Process
Pagel

American Dental Association Council on Ethics, Bylaws and Judicial Affairs

The following information is intended to assist dental licensure candidates, as well as examiners and
educators involved in the testing process, in recognizing ethical considerations when patients are part of

the clinical licensure process.

Background: Dental licensure is intended to ensure that only qualified individuals are licensed to
provide dental treatment to the public. Most licensing jurisdictions have three general requirements:
an educational requirement-graduation from a dental education program accredited by the Commission
on Dental Accreditation; a written (theoretical) examination-to determine whether the applicant has
achieved the theoretical bases at a level of competence that protects the heaith, welfare and safety of
the public; and a clinical examination in which a candidate demonstrates the clinical knowledge, skilis

and abitities necessary to safely practice dentistry.

Anecdotal information and experiences reported inthe literature by licensees and educators have raised
ethical considerations when human subjects/patients are used in the examination process.”® While
others disagree, it is recognized that the profession must ensure that the weifare of patients is
safeguarded in every step of the clinical licensure examination process.’

The licensure examination process is evolving. Many clinical examination agencies continue to monitor
developments for applicability and affordability of alternatives to human subjects/patients in providing
valid and reliable assessment of clinical competence.

The ADA has voiced its position regarding the use of human subjects/patients in clinical examinations
through a series of resolutions culminating with the adoption of the 2005 House of Delegates'
Resolution 20H-2005.5" This resolution reaffirms ADA support for the elimination of human
subjects/patients in the clinical licensure examination process while giving exception to a more recent
methodology for testing known as the curriculum-integrated format {CIF). The 2006 ADA House of
Delegates directed the ADA Council on Dental Education and Licensure to develop a definition of CIF and
present it to the 2007 House of Delegates. The 2007 House adopted the following definition {1H:2007):

Curriculum integrated Format: An initial clinical licensure process that provides candidates an
opportunity to successfully complete an independent “third party” clinical assessment prior to
graduation from a dental education program accredited by the ADA Commission on Dental
Accreditation.

If such a process includes patient care as part of the assessment, it shouid be performed by
candidates on patients of record, whenever possible, within an appropriately sequenced
treatment plan. The competencies assessed by the clinical examining agency should be selected
components of current dental education program curricula.

All portions of this assessment are available at multiple times within each institution during
dental school to ensure that patient care is accomplished within an appropriate treatment plan
and to allow candidates to remediate and retake any portions of the assessment which they
have not successfully completed.
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Ethical Considerations When Using Human Subjects/Patients in the Examination Process

Page 2
American Dental Association Councif on Ethics, Bylaws and Judicial Affairs

Given that currently there are no new technologies that completely eliminate the use of human
subjects/patients in the clinical examination processes, the ADA Council on Ethics, Bylaws and Judiciat
Affairs (CEBJA) ™ called on major stakeholders, including the ADA’s Councii on Dental Education and
Licensure (CDEL), to provide input for the development of a statement that would identify key ethical
considerations and provide guidance to help ensure the welfare of the patient remains paramount.

Ethicat Considerations When Using Human Subjects/Patients in the Examination Process

1. Soliciting and Selecting Patients: The ADA Principles of Ethics and Code of Professional
Conduct™ (ADA Code), Section 3, Principle: Beneficence states that the “dentist’s primary
obiigation is service to the patient” and to provide “competent and timely delivery of dental
care within the bounds of clinical circumstances presented by the patient, with due
consideration given to the needs, desires and values of the patient.” The current examination
processes require candidates to perform restorative and periodontal treatments on patients. in
light of the principle stated above, this may create an ethical dilemma for the candidate when
seeking patients to sit for the exam. Candidates shoutd refrain from the following:

1. Reimbursements between candidates and patients in excess of that which would be
considered reasonable {remuneration for travel, lodging and meais}.

2. Remuneration for acquiring patients between licensure applicants.

3. Utilizing patient brokering companies.

4, Delaying treatment beyond that which would be considered acceptable in a typical

treatment plan (e.g. delaying treatment of a carious lesion for 24 months),

2. Patient involvement and Consent: The ADA Code, Section 1, Principle: Patient Autonomy states
that “the dentist’s primary obligations include involving patients in treatment decisions in a
meaningful way, with due consideration being given to the patient’s needs, desires and
abilities,” Candidates and dental examiners support patient involvement in the clinical
examination process by having a written consent form that minimally contains the following
basic elements:

1. A statement that the patient is a participant in a clinical licensure examination, that the
candidate is not a licensed dentist, a description of the procedures to be followed and
an explanation that the care received might not be compiete.

2. A description of any reasonably foreseeable risks or discomforts to the patient,

3 A description of any benefits ta the patient or to others which may reasonably be
expected as a result of participation.

4, A disclosure of appropriate aiternative procedures or courses of treatment, if any, that
might be advantageous to the patient.

5, An explanation of whom to contact for answers to pertinent questions about the care
recejved,

6. A statement that participation is voluntary and that the patient may discontinue

participation at any time without penalty or loss of benefits to which the patient is
otherwise entitled.
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Ethical Considerations When Using Human Subjects/Patients in the Examination Process
Page 3

American Dental Association Council on Ethics, Bylaws and Judicial Affairs

3. Patient Care: The ADA Code, Section 3, Principle; Beneficence states that the dentist has a “duty
to promote the patient’s welfare.,” Candidates can do this by ensuring that the interests of their
patient are of primary importance while taking the exam. Examiners contribute to this by
ensuring that candidates are adequately monitored during the exam process such that the
following treatment does not occur:

1. Unnecessary treatment of incipient caries.
2. Unnecessary patient discomfort. .
3. Unnecessarily delaying examination and treatment during the test.
4, Follow-Up Treatment: The ADA Code, Section 2, Principle: Nonmaleficence states that
"professionals have a duty to protect the patient from harm.” To ensure that the patient’s oral
health is not jeopardized in the event that he/she requires follow-up care, candidates and dental
examiners should make certain that the patient receives the following:
1. A clear explanation of what treatment was performed as well as what follow-up care
may be necessary.
2, Contact information for pain management.
3. Complete referral information for patients in need of additional dental care.
4, Complete follow-up care ensured by the mechanism established by the testing agency
to address care given during the examination that may need additional attention,
Sources:
1. Dr Uoyd A. George Nov. 3, 2005 Letter to Dr. James W. Antoon, chair CEBJA
2. CEBJA March 2, 2006 Strategic Issue Discussion — Use of Patients in Clinical Licensure Examinations
3. Richard R. Ranney, D.D.5,, et al., “A Survey of Deans and ADEA Activities on Dental Licensure Issues” Journal of
Dental Education, October 2003

4, Allan }. Formicola, D.D.5., et al.,, “Banning Live Patients as Test Subjects on Licensing Examinations,” Journal of
Dental Education, May 2002

5. “The Agenda for Change,” Objectives Devetoped at the Invitational Conference for Dental Clinical Testing
Agencies by representatives of the clinical testing agencies and other organizations with an interest in dentat
licensure sponsored by the American Dental Association, It is considered informational and does not répresent
poficy of the ADA, March 4, 1997

6. ASDA Resolution 202RC-2005, Revision of Policy L-1 Initial Licensure Pathways

7. Position Statement of the American Association of Dental Examiners in Response to ADA Resolution 64H, Oct.
12, 2001

8. ADA HQOD Resolution 34-2006, Definition of Curriculum Integrated Format

9. ADA HOD Resolution 20H-2005, Elimination of the Use of Human Subjects in Clinical Licensure/Board
Examinations

10. ADA House of Delegates (HOD) Resolution 64H-2000, Elimination of the Use of Human Subjects in Clinical
Licensing/Board Examinations

11. CEBIA is the ADA agency responsible for providing guidance and advice and for formulating and disseminating

materiais on ethical and professional conduct in the practice and promotion of dentistry.

12. The entire text of the ADA Principles of Ethics and Code of Professional Conduct can be found on the ADA

website at www.ada.org.

October 2008
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Disciplinary Board Report for June 8, 2012

Today’s report addresses the Board’s disciplinary case activities for the third quarter of fiscal year 2012
which includes the dates of January 1, 2012, to March 31, 2012.

The table below includes all cases that have received Board action since January 1, 2012 through May
23, 2012.

Jan® 12 25 27 21 48
Feb’ 12 28 26 10 36
March ‘12 39 34 12 46
April ‘12 31 9 - 5 14
May 23, 12 26 12 5 17
Totals 149 108 53 161

For the third quarter the Board received a total of 83 patient care cases and closed a total of 90 for a
108% clearance rate. Inthe second quarter of the year, the board received 68 cases and closed 85. The
current pending caseload older than 250 days is 14%. Of the 90 cases closed in the third quarter of
2012, 97% were within 250 days. The Board exceeded the goals for the agency’s performance measures
for the third quarter quarter.

The Board currently has 235 open cases assigned a priority A-D. Seventy-seven cases are in probable
cause with 31 at Board member review. We have 4 Confidential Consent Agreements that have been
offered for signature. The Board has 36 cases with the Administrative Proceedings Division and 11
cases are in investigation, 6 cases are scheduled for informal conferences and 5 for a formal hearing.

Board staff has begun pre-reviewing cases before they are sent out for Probable Cause review. Staffis
looking to ensure investigations are adequate as to complete and legible treatment notes and that all
necessary interviews are being conducted. Staff has been doing this for three months and it does appear
to have had an effect on cases coming back from Board members needing further investigation.

The Probable Cause review sheet has also been revised and updated. These changes include staff
verifying complete investigations and also noting possible allegations made by the source as well as
allegations noted by staff. While staff is working to make Probable Cause reviewers’ work more
efficient, please do not substitute staff’s pre-review and notes. for your own judgment,

*The Agency’s Key Performance Measures.
»  We will achieve a 100% clearance rate of allegations of misconduct by the end of FY 2009 and maintain 100%
through the end of FY 2010,
e We will ensure that, by the end of FY 2010, no more than 25% of all open patient care cases are older than 250
business days.

® We will investigate and process 90% of patient care cases within 250 work days.
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RECEIVED

MAY & - oap
VIRGINIA: N THE CIRCUIT COURT FOR THE CITY OF VIRGNIA BEKQgI-I? o 202
| ””",55;{5’:;’*;{5 ATTORNEY GENERAL
JEFFREY R. LEIDY, D.M.D., SERVICES SECTIDN

LAW NO: CL(8-6627

Y.

VIRGINIA BOARD OF DENTISTRY,
NONSUIT ORDER

NOW COMES, J effrey R. Leidy, M.D., by counsel, and moves this Honorable

Court for a nonsnit of case CL08-6627, pursuaat {o Va. Code §8.01-380; and
IT APPEARING that this is the first nonsuit as to this matter, that there are no
other pending lawsuits against the defendqnt arising from the same facts giving rise to
t!ﬁs action, and that there are no pcﬁding counterclaims, cross-claims, or third-patty
clalms, it is hereby ‘
ADIUDGED, ORDERED end DECREED that, Jeffrey R. Leidy, M.D.'s
motion to nonsuit case CLO08-6627 is GRANTED, and that this action is hereby

AONSUTT _ .
DISWESSED, pursuant to Va. Code §8,01-380. The Clerk is hereby directed to forward

a certified copy of thig order to ali counsel of record.

ENTERED this__ 4 of May 2012

CIRCUIT COURT JUD(?’/

 CERTIFIED TO BE A TRUE Gopy
OF RECORD INMY CUSTODY
I ASK FOR THIS: TINA E. SINNEN, CLERK
CIRCUIT COURT,
BY Co, o RGN BEACH, va

i DEPUTY CLERK
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21 Bradshaw (VSB# 68552)
GOODMAN, ALLEN & FILETTI, PLLC
- 215 Brooke Avenue, Suite A
Norfolk, Virginia 23510
(757) 625-1400
{757) 625-7701 (fax)
Counsel for Plaintiff

i

Jason {VSB#Y M)
Kaufman'Bc Canoles, P.C.
150 West Main Street

Post Office Box 3037
Norfolk, Virginia 23514
(757) 624-3000

(757) 624-3196 (fax)

SEEN AND AGREED:

j (/4/

Howard M. Casway, Esquire (YSB# 14741)
Office of the Aftorney General
Senior Assistant Attorney General
900 E, Main St., 4th Floor
Richmond, VA 23219
(804) 786-1023
Fax: {804) 371-8718
Counsel for Defendant
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Assembly Bill No. 1524

CHAPTER 446

Anp act to amend Sections 1630 and 1632 of, to add Sections 1632.1 and
1632.6 to, and to repeal Section 1631 of, the Business and Professions Code,

relating to dentistry.

fApproved by Governor September 29, 2010, Filed with
Secretary of State September 29, 2010.}

LEGISLATIVE COUNSEL’S DIGEST

AB 1524, Hayashi. Dentistry: examination requirements. .

The Dental Practice Act provides for the licensure and regulation of
dentists and associated professions by the Dental Board of California within
the Department of Consumer Affairs. Existing law requires an applicant for
a license to practice dentistry to complete various examinations, including
the National Board Dental Examination, an examination in California law
and ethics developed by the board, and a clinical and written examination
administered either by the board or the Western Regional Examining Board.
Existing law prescribes the maximum amount of fees to be charged for
examination, licensure, and renewal, for deposit into the State Dentistry
Fund.

- This bill would abolish the clinical and written examination administered
by the board. The bill would instead replace that examination with a portfolio
examination of an applicant’s competence to enter the practice of dentistry,
which would be conducted while the applicant is enrofled in a dental schoo!
program at a board-approved dental school. The bill would require this
examination to utilize uniform standards of clinical experiences and
competencies, as approved by the board. At the end of that dental school
program, the bill would then require the passage of a final assessment of
the applicant’s portfolio, subject to certification by his or her dean and
payment of a $350 fee. Under the bill, the portfolio examination would not
be conducted until the board adopts regulations to implement the portfolio
examination. The bill would require the board to provide specified notice
on its Internet Web site and to the Legislature and the Legislative Counsel
when these regulations have been adopted by the board. The bill would
require the board to oversee the portfolio examination and final assessment
process, and would require the board to biennially review each dental school
with regard to the standardization of the portfolio examination. The bill
would also set forth specified examination standards. _

The bill would also, as part of the ongoing implementation of the portfolio
examination, require the board, by December 1, 2016, to review the
examination to ensure compliance with certain requirements applicable to
all board examinations under the department’s jurisdiction. The bill would

93
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Ch. 446 . -

provide that the examination shall cease to be an option for applicants if the
board determines the examination fails to meet those requirements. The bill
would require the board to submit. its review and certification or
determination to the Legislature and the department, by December 1, 2016.

The people of the State of California do enact as follows:

SECTION 1. Section 1630 of the Business and Professions Code is
amended to read: :

1630. The examination of applicants for a license to practice dentistry
in this state, as described in Section 1632, shall be sufficiently thorough to
test the fitness of the applicant to practice dentistry, and both questions and
answers shall be written in the English language.

SEC. 2. Section 1631 of the Business and Professions Code is repealed.

SEC. 3. Section 1632 of the Business and Professions Code is amended
{o read:

1632. (a) The board shall require each applicant to successfully complete
the Part I and Part II written examinations of the National Board Dental
Examination of the Joint Commission on National Dental Examinations.

(b) The board shall require each applicant to successfully complete an
examination in California law and ethics developed and administered by
the board. The board shall provide a separate application for this
examination. Applicants shall submit this application and required fee fo
the board in order to take this examination. In addition to the aforementioned
application, the only other requirement for taking this examination shall be
certification from the dean of the qualifying dental school attended by the
applicant that the applicant has graduated, or will graduate, or is expected
to graduate. Applicants who submit completed applications and certification
from the dean at least 15 days prior to a scheduled examination shall be
scheduled to take the examination. Successful results of the examination
shall, as established by board regulation, remain valid for two years from
the date that the applicant is notified of having passed the examination.

(c) Exceptas otherwise provided in Section 1632.5, the board shali require
each applicant to have taken and received a passing score on one of the
following:

(1) A portfolio examination of the applicant’s competence to enter the
practice of dentistry. This examination shall be conducted while the applicant
is enrolled in a dental school program at a board-approved school located
in California. This examination shall utilize uniform standards of clinical
experiences and competencies, as approved by the board pursuant to Section
1632.1. The applicant shall pass a final assessment of the submitted portfolio
at the end of his or her dental school program. Before any portfolio
assessment may be submitted to the board, the applicant shall remit to the
board a three hundred fifty dollar ($350) fee, to be deposited into the State
Dentistry Fund, and a letter of good standing signed by the dean of his or

93
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her dental school or his or her delegate stating that the applicant has
graduated or will graduate with no pending ethical issues.

(A) The portfolio examination shall not be conducted until the board
adopts regulations to carry out this paragraph, The board shall post notice
on its Internet Web site when these regulations have been adopted.

(B) The board shall also provide written notice to the Legislature and
the Legislative Counsel when these regulations have been adopted.

(2} A clinical and written examination administered by the Western
Regional Examining Board, which board shall determine the passing score
for that examination.

(d) Notwithstanding subdivision (b) of Section 1628, the board is
authorized to do either of the following:

(1) Approve an application for examination from, and to examine an
applicant who is enrolled in, but has not yet graduated from, a reputable
dental school approved by the board.

(2) Accept the results of an examination described in paragraph (2) of
subdivision (c) submitted by an applicant who was enroiled in, but had not
graduated from, a reputable dental school approved by the board at the time
the examination was administered.

In either case, the board shall require the dean of that school or his or her
delegate to furnish satisfactory proof that the applicant will graduate within
one year of the date the examination was administered or as provided in
paragraph (1) of subdivision (c).

SEC. 4. Section 1632.1 is added to the Business and Professions Code,
to read:

1632.1. (a) With regard to the portfolio examination specified in
paragraph (I) of subdivision (c) of Section 1632, the board shall
independently monitor and audit the standardization and calibration of dental
school competency instructors at least biennially to ensure standardization
and an acceptable level of calibration in the grading of the examination.
Each dental school’s competency examinations shall be audited bienniafly
by the board.

(b) The board shall oversee all aspects of the portfolio examination
process specified in paragraph (1) of subdivision (c) of Section 1632 and
under this section, but shall not interfere with the dental school authority to
establish and deliver an accredited curriculum. The board shall determine
an end-of-year deadline, in consultation with the current board-approved
dental schools, to determine when the portfolio examinations shall be
completed and submitted to the board for review by the board’s examiners.

(c) The board, in consultation with the current board-approved dental
schools, shall approve portfolio examination competencies and the minimum
number of clinical experiences required for successful completion of the
portfolio examination,

(d) The board shall require and verify successful completion of
competency examinations that were performed on a patient of record of a
board-approved dental school, including, but not limited to, the following:

(1) Comprehensive oral diagnosis and treatment planning.

93
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(2} Periodontics.

(3) Direct restorations.

(4) Indirect restorations.

(5) Removable prosthodontics.

(6) Endodontics,

SEC. 5. Section 1632.6 is added to the Business and Professions Code,
to read:

1632.6. (a) As part of the ongoing implementation of paragraph (1) of
subdivision (c) of Section 1632, the board shall review the portfolio
examination to ensure compliance with the requirements of Section 139
and to certify that the portfolio examination process meets those
requirements. [f the board determines that the portfolio examination fails
to meet those requirements, paragraph (1) of subdivision (c) of Section 1632
shall cease to be implemented and the portfolio examination will no longer
be an option for applicants. The board’s review and certification or
determination shall be completed and submitted to the Legislature and the
department by December 1, 2016,

{(b) A report to the Legislature pursuant to this section shall be submitted
in compliance with Section 9795 of the Government Code.

(c) This section shall become inoperative on December 1, 2020, pursuant
to Section 1023 1.5 of the Government Code.
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~SECTION 1: INTRODUCTION

BACKGROUND

The Dental Bureau of California is considering alternative pathways to initial
licensure, and, in 2008, the Bureau contracted with Comira to explore the
feasibility of those pathways. There have been many concerns about existing
clinical examinations, particularly in terms of validity of the content tested and
reliability of the judgments made about candidate performance. Chambers
(2004a) cites the difficulties of “one-shot” clinical examinations in terms of cost
effectiveness, fairness, reliability and validity despite efforts to improve them. He
states that “one-shot” examinations have unknown validity, expose the public to
an unnecessary level of risk, and fail to sample the full range of competencies.
The California Dental Association has adopted a policy in 2005 that “supports
elimination of human subjects/patients in the clinical licensure process with the
exception of the alternative methods of licensure examinations that are carried
out within the dental schools’ curricula.”

Based on interviews, observations, and documentation, four alternatives to initial
licensure were identified. They were Curriculum Integrated Format (CIF),
Objective Standardized Clinical Examination (OSCE), traditional portfolio, and a
hybrid portfolioc examination. The hybrid portfolio examination is an alternative
based upon the synthesis of the traditional portfolio and test cases (or
competency cases) used in the dental schools for competency evaluations.

Two formats in particular, portfolio and the OSCE have been used successfully in
Canada and the United Kingdom for credentialing medical and dental
professionals. Chambers (2004a, 2004b) and others advocate the use of clinical
portfolios because portfolios provide a more fair, less costly method for
assessment. Moreover, portfolios use more data, more diverse data, and data of
a higher quality than is currently used. Chambers (2004b) states that “because
attempts to improve initial licensure examinations have not been founded in
measurement theory, partial and inadequate remedies have led to a cycle of
refutations, defenses and political polarization (p. 173).” The OSCE is becoming
.more widely used in dentistry, particularly for summative assessments in
coursework at institutions such as the Royal London School of Medicine and
Dentistry and Leeds Dental Institute. The National Dental Examining Board of
Canada (NDEB) began to include OCSE as part of the certification process in
1984. To this day, the NDEB uses the OSCE in lieu of actual patients for clinical

assessments.
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PURPOSE OF THE STUDY

The purpose of the study is to explore alternative pathways to initial licensure
and make recommendations as to their merits.

CRITERIA FOR SUCCESS

The following criteria, some of which have been identified by the California
Dental Association (CDA, 2008} and Webb, Endacott, Gray, Jasper, McMullan &
Scholes (2003) are critical elements for implementing an alternative pathway for
initial licensure:

1.

2.

Oversight maintained by the Dentai Bureau/Board of California
Built-in system for auditing the process

Does not require additional resources from the students, schools, or the
Dental Bureau/Board of California

Must be instituted within the current systems of student evaluation

Must be considered an examination that meets all professional testing
standards

Meets psychometric standards, relevant to current practice, and designed for
minimum competence

Is designed to cover the full continuum of competence

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

Evaluators are regularly calibrated for consistent implementation of the
alternative examination

10. Has policies and procedures that treat licensure candidates fairly and

professionally, with timely and complete communication of examination
logistics and resuits
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PSYCHOMETRIC STANDARDS

The Standards for Educational and Psychological Testing (1999) set forth by the
American Educational Research ~Association, the American Psychological
Association, and the National Council on Measurement in Education serve as the
standards for evaluating all aspects of credentialing, including professional and
occupational credentialing. The Standards are used by the measurement
profession as the psychometric standards for validating all examinations,
including licensing and certification examinations.
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SECTION 2: RESEARCH STRATEGY

GENERAL APPROACH

in order for the study to be thorough and objective, it was necessary to contact
deans, associate deans, and key faculty at the five Bureau-approved dental
schools to gain an understanding of their predoctoral programs for general
dentists. Comira conducted interviews with the deans and key faculty in charge
of competency examinations by telephone and/or met with them at their schools.
Comira also extensively reviewed written documentation regarding the
examinations to gain insights into the procedures used in competency
examinations and associated scoring systems.

ASSUMPTIONS

The occupational analysis conducted by the Office of Examination Resources at
the California Department of Consumer Affairs identified the competencies of
general dentists and served as the basis for the Board's examination program.
The Board requires individuals seeking licensure to pass written and clinical
examinations in order to become licensed in California.

Discussion of existing pathways, such as PGY-1, Western Regional Examining
Board (WREB), programs for internationally-trained practitioners, or the Dental
Bureau’s clinical examination were not included as part of this report.

TERMINOLOGY

A “competency examination” differs from a laboratory practical exercise or a
clinical examination conducted as part of coursework, in that the competency
examination is performed without intervention by faculty. The job of faculty is to
determine the student's competence through a procedure and stop the
examination only if the patient would be harmed,

A “test case” or “evaluation case” refers to the patients used within each school’s
competency examinations. The student dentist is required to follow strict
guidelines in selecting patients for competency examinations, and cannot
proceed with any treatment without faculty approval.
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APPLICABLE PSYCHOMETRIC STANDARDS

The Standards for Educational and Psychological Testing (1999) use the term
‘test” broadly and include credentialing procedures as well as actual

examinations.
Standard 14.8 states:

“Evidence of validity based on test content requires a thorough and explicit
- definition of the content domain of interest. For selection, classification, and
promotion, the characterization of the domain should be based on a job analysis

(p. 160).”
Standard 14.9 states:

“When evidence of validity based on test content is a primary source of validity
evidence in support of the use of a test in selection or promotion, a close link
between test content and job content should be demonstrated (p. 160}.”

Standard 14.10 states:

“When evidence of validity based on test content is presented, the rationale for
defining and describing a specific job content domain in a particular way (e.g., in
terms of tasks to be performed or knowledge, skilis, abilities or other personal
characteristics) should be stated clearly (p. 160).”

Standard 14.13 states:

“When decision makers integrate information from muitiple tests or integrate test
and nontest information, the role played by each test in the decision process
should be clearly explicated, and the use of each test or test composition should
be supported by validity evidence {p. 161).”

Standard 14.14 states:

“The content domain to be covered by a credentialing test should be defined
clearly and justified in terms of the importance of the content for credential-
worthy performance in an occupation or profession. A rationale should be
provided to support the claim that the knowledge or skills being assessed are
required for credential-worthy performance in an occupation and are consistent
with the purpose for which the licensing or certification program was instituted (p.
161).”
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TASKS ACCOMPLISHED
There were four tasks performed as part of the present study:

(a) Perform background research and literature review of material related to
~ alternative pathways and their psychometric characteristics;

(b) Interview SMEs, observe school practices and examinations at Bureau-
approved dental schools;

(c) {dentify competency statements in Bureau-approved dental schools; and,

(d) Identify underlying constructs and compare clinical competencies tested in
Bureau-approved dental schools according to those constructs.
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SECTION 3: ALTERNATIVE PATHWAYS

CURRICULUM INTEGRATED FORMAT

Definition.  The curriculum integrated format (CIF) is described on page 5 of
“Information for the New Graduate” (American Dental Association, 2008) as:

“...clinical examinations that use simulated patients (manikins). The CIF examinations
are administered to senior dental students of record beginning with the simulated
examinations early in the senior year and the restorative and periodontal examinations
early in the second semester of the senior year. it allows dental students to take the
examination in sections spread out across their last year of dental school, instead of
taking all four parts at the very end of senior year. Candidate scores are reported to
their dental school administration for the purpose of student remediation. Students can
be eligible for licensure by the time of graduation, which means that they can begin
pianning their transition out of dental school several weeks earlier than those whose
exams are near graduation and have to wait eight weeks for scores. As of fall 20086, all
schools in the Central Regional Dentai Testing Services (CRDTS), Northeast Regionai
Board of Dental Examiners (NERB), and Council of interstate Testing Agencies (CITA)
uttize CIF in their clinical licensure examination....Students often have three
opportunities to pass the CIF before graduation.”

All states and jurisdictions that use the CRDTS or NERB examinations use CIF
examinations,

Disadvantages of CIF. Elliot (2008) states that the use of manikins, as in the CIF,
provides standardization of the level of treatment difficulty. However, manikins present
the same dilemma as actual patients in traditional clinica! examinations because only a
narrow range of examination procedures are performed.

OBJECTIVE STRUCTURED CLINICAL EXAMINATION

Definition. The Objective Structured Clinical Examination (OSCE) requires candidates
to rotate through a series of stations in which they must perform specific tasks such as
review information supplied in a specified period of time, e.g., case history,
photographs, radiographs, casts, models) and answer extended matching type
questions, Each extended matching type question involves up to 15 questions and one
ormore correct answers. Some stations require the candidate to write a prescription for
a patient, based on information about a specific case. There are no actual patients
used at any of the stations. One organization (Accreditation Council for Graduate
Medical Education, 2000) describes the OSCE as very useful to measure specific
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clinical skills and abilities, but difficult to create and administer and cost effective only
when many candidates are to be examined in one administration.

Disadvantages of OSCE. Zartman, McWhorter, Seale, and Boone (2002) use the
OSCE format to assess the effectiveness of their pediatric dentistry program at the
Baylor College of Dentistry. They indicated that during their transition into the OSCE
format, there were several changes that were necessary for format to work.

First, the logistics of developing and administering the examination were time
consuming. There were considerations that had to be made for the size of group to be
assessed, the amount of space available, and the time limits for administration.
Second, there were modifications that had to be made to the curriculum based on the
feedback they received from students regarding what were considered basic concepts.
Third, there was a great deal of student anxiety about the impending changes in
curriculum format.  Faculty responded to the students’ anxiety by creating modules
similar to the OSCE format within the curricuium. Fourth, the candidate data from the
OSCE stations were scored by a number of scorers. In a number of cases, the faculty
had to develop a standardized methodology to score the examinations.

Nonetheless, there have been studies exploring psychometric qualities of the OSCE.
Gerrow, Murphy, Boyd, and Scott (2003) explored the reliability of the written and OSCE
components of the certification process for 2,317 graduating dental students in Canada.
Candidate data from the examinations were entered into a database along with their
year of graduation, school, and performance in the final year. They found statisticaily
significant correlation coefficients between the written and OSCE examinations, but the
correlations only explained 20% of the variation in class rankings.

TRADITIONAL PORTFOLIO

Definition. Portfolios in the arts or humanities-based education often include evidence
of seif-assessment; however, when used for regulatory purposes, the definition is much
narrower. For example, Reckase (1995, p. 12) defines a portfolio as a “purposeful
collection of student work that exhibits to the student and/or others the student's efforts,
progress, or achievement in (a) given area(s). This collection must include student
participation in selection of portfolio content, criteria for selection, criteria for judging
merit, and, evidence of student self-reflection.” He notes that this definition is intended
to develop a hypothetical application of portfolio assessment.

By contrast, a clinical portfolio assesses performance in contexts that simulate clinical
seftings. Challis (2001) points out that *if portfolio is to be used for assessment; there
should be total clarity on the part of the learner and assessor as to the purpose of the
portfolio, why this method is being used, and what criteria the assessors will be using to
make judgments about the portfolio. Achieving this clarity will require a climate of trust
and partnership between learners and assessors, whilst still accepting that judgments
will need to made about learner progress and achievement (p. 438-439).”
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The portfolio is often organized by competencies, unlike the portfolios used in non-
clinical settings, e.g., undergraduate education in the arts or humanities. The
Accreditation Council on Graduate Medical Education describes portfolios as tools to
measure competence according to six outcomes: patient care, medical knowledge,
practice-based learning and improvement, interpersonal and communication skills,
professionalism, and systems-based practice (Jarvis, O’Suilivan, McClain, & Clardy,

2004). :

Lettus, Mosessner, and Dooley (2001} define a portfolio as a collection of work or
materials that demonstrates growth over time and a fife or collection of original work or
documents that support the work. Its strength is its ability to capture learning over time,
to allow for a genuine link to clinical situations, and to provide a framework for students
to assess their strengths and weaknesses. These authors acknowledge that the
development of some standard portfolio requirements for registered nurses with well-
trained reviewers can alleviate the challenges posed by the need to evaluate student
work within the educational setting.

Another definition of a portfolio was recently proposed by the Dental Bureau of
California (2007) as a collection of verified clinical experiences based on results of
competency examinations in diagnosis and treatment planning, periodontics, direct and
indirect restorative, prosthodontics, and endodontics. Each candidate who wishes to
obtain initial licensure by competency would be required to have performed a specific
number of clinical experiences prior to submitting a portfolio. Each portfolic would be
evaluated by a team of examiner-auditors from the Bureau and a team of clinical
competency evaluators/instructors from the schools.

Elliott (2008) describes portfolios as “the use of live patients in a third-party evaluation
developed during the educational process. In a portfolio, students provide examples of
evidence (patient experiences) to support and document their claims of dclinical
competency, based on their institutional program’s competencies.

Psychometric issues relating to the use of portfolios. If used for summative rather than
formative purposes, the portfolio must meet stringent psychometric requirements that
include standardization, rater training with structured guidelines for making decisions,
and large numbers of examiners to average out rater effects (Driessen, van der Vieuten,
Schuwirth, Tartwijk & Vermunt, 2005, p. 215; Davis & Ponnamperuma, 2005, Friedman
Ben-David, Davis, Harden, Howie, Ker, & Pippard, 2001).  Friedman Ben-David et al.
note that the validity of the inferences made about the portfolioc depend on the reliability
of the test. If the test scores or ratings suffer from low inter-rater agreement or poor
sampling, inferences cannot be made. Moreover, there should be a clear definition of
the purpose of the portfolioc and identification of the competencies to be assessed.
Webb, et al (2003) and McMullan (2003) cite several criteria that should be used to
evaluate portfolio assessments, namely, explicit grading criteria, evidence from a variety
of sources, internal quality assurance processes, and external quality assurance

processes.
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Content validity is also important in developing an examination for initial licensure
(Chambers, 2004a) such that there should be a validation process that inquires whether
tasks being evaluated should be representative of tasks critical to safe and effective
practice. A recent paper by Patterson, Ferguson, and Thomas (2008) in Medical
Education also calls for validation of the process in terms of using a job analysis to
identify core and specific competencies.

A recent paper entitled “Point/Counterpoint: Do portfolio assessments have a place in
dental licensure?” addresses many of these issues specifically as they pertain to the
purpose of licensure rather than education in general (Hammond & Buckendah!, 2006:

Ranney & Hambleton, 2006).

Hammond and Buckendahl do not support the use of portfolios for dental licensure.
Two issues are important in considering portfolio assessments. First, standardizing the
training and evaluation across a broad range of locations would be difficult. Second,
demonstrations of abilities in past records would need to be verified so that there is an
evaluation of the current range of competencies. These authors contend that the
portfolio does not provide an assessment of minimum skills that is administered
independent of the training program to support licensure decisions; and therefore,
provides no external validation and verification of the students’ competence. Moreover,
there may be measurement error, or low reliability, within the system as a resuit of
ermors in content sampling, number of observations of performance, number of
examiners rating the candidate’s performance, assumptions of unidimensional
relationships between items, lack of inter-rater agreement, and reliance on pairs rather
than triads of examiners for all candidates.

On the other hand, Ranney and Hambleton (2006) support the use of portfolios for
dental licensure. According to these authors, testing agencies have published little or
no data to allow an assessment of reliability of validity of their examinations. Variability
in the refiability of clinical licensure examinations and pass rates among testing
agencies may reflect lack of reliability or validity in the examination process, and,
omission of skills necessary to practice safely at the entry level, not just changes in
candidate populations. Furthermore, there is great dissatisfaction amongst dental
school deans connected with the use of patients. The authors recognize that several
criteria would need to be met before portfolio assessment could be implemented. The
most important of these criteria are: administration by independent parties, inclusion of
a full continuum of candidate competencies for comprehensive evaluation, and,
evaluating competence within the context of a treatment plan designed to meet the
patient’s oral health care needs. In their discussion, the authors believe that portfolio
assessments could work if the developers considered which tasks to measure, how the
tasks would be scored, calibration protocols for examiners, and how performance

expectations would be set.

Faculty concerns regarding portfolio process. Lettus et al. (2001) cite several faculty
concems regarding the portfolio process. First, was the structure and process of the
portfolio. Second, was the students’ ability to develop written portfolios that met
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expected professional standards. Third, was the accuracy and legitimacy of the
documentation. Fourth, was the inter-rater reliability of the examinéers. These concerns
are addressed by providing a structure and framework for the portfolio, a means to
verify the authenticity of the information presented, and a well-defined rating system for

use by examiners.

Student perceptions of portfolio process. Davis, Ponnamperuma and Ker {2009)
identified and analyzed medical student attitudes in the United Kingdom to the portfolio
process over time. They administered a questionnaire to Scottish medical students
over a five-year period. They found that students perceived the portfolio heightened
their understanding of learning outcomes and allowed them to reflect on their work.
They concluded that the downside of portfolios was the excessive amount of paper
evidence required. Davis, et al.’s findings concur with those of previous research (e.g.,
Spicuzza, 1996) that cite portfolio assessments as excellent tools to assess
professional growth and instructional goals; however, they are difficuit to score, not
readily comparable, problematic in terms of reliabiiity and validity, and time consuming.

Organizational_research regarding_portfolio. Pavlova, Tsiachristas, Vermaeten, and
Groot (2008) conducted a pilot study of portfolios at a public hospital in the Netherlands
and found potential barriers to the adoption of portfolio. First, the relative nature of the
portfolio matrix should be interpreted such that there was a clear rationale for including
or not including specific services in the portfolio and defined cut-off points for each
service. Second, the strategic importance of information systems, which can affect an
effective benchmarking process and improve the reliability of the information derived.
Third, there needs to be a balance between simplicity and validity of the data collection.
Fourth, the organizational culture may prevent immediate acceptance of the
methodology and the overall adoption of portfolio. The authors cite that organizations
may take a long time fo understand portfolio and recognize its value.

| Disadvantages. The portfolio may not address a student's current competence as an
unsupervised practitioner, uniess the competencies can be demonstrated independently
at about the time the student wishes to enter practice.

HYBRID PORTFOLIO EXAMINATION MODEL

Definiion. ~ What are the distinguishing characteristics of the hybrid portfolio
examination? First, it is considered a performance examination which assesses
candidates’ skills in commonly encountered clinical situations. Second, it includes
components of clinical examination administered by the Bureau/Board or regional
examining entity. Third, candidates' performance is measured according to the
information provided in competency evaluations conducted in the schools by clinical
faculty within the predoctoral program of education. Thus, the hybrid portfolio
examination involves hands-on performance evaluations of clinical skills as evaluated
within the candidates’ program of dental education.

1"
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The hybrid portfolio model is designed to use the structure for student evaluation that
currently exists within the schools to assess minimum competence. The faculty would
observe the treatment provided and evaluate candidates according to consistent criteria
developed by a consensus of key faculty from all of the dental schools. Each candidate
would prepare a portfolio of documentation that provides proof of completion of
competency evaluations for specific procedures such as amalgam/composite
restoration, endodontics, fixed prosthetics, oral diagnosis .and treatment planning,
periodontics, radiography, and removable prosthodontics.

The hybrid model captures the strength of the traditional portfolio process but with the
advantage of being integrated within the current educational process. During visits to
the dental school clinics and interviews with faculty, it was clear that the dental schools
were consistent in their methodology for assessing students’ clinical skills. The faculty
were calibrated and re-calibrated to ensure consistency in their evaluation of the student
competencies and the processes used by the dental schools for assessing
competencies was very similar. In every case, minimum competency was built into the
rating scales used to evaluate students in their competency examinations.

Instead of developing a portfolio and having the portfolio evaluated, the hybrid portfolio
model requires documentation of the test cases (or competency cases) which are
competency evaluations assembied in either a paper or electronic format. The facuity
examiners would have to attest to the ratings achieved by the students. The hybrid
portfolio is built and evaluated in real time. The documentation for the portfolio is
submitted in paper or electronic format. Each procedure is documented by type of
procedure (e.g., periodontics, endodontics, prosthodontics, restorative).

The Dental Bureau would have access to the completed hybrid portfolios in order to
complete audits of the documentation. The hybrid portfolio examination could serve as
an alternative pathway based upon implementation of the issues described below in the

next section (Section 5: Key Findings).

§oéc§ﬁc features. The hybrid portfolio examination mode! addresses the criteria for
success described in Section 1.

1. Oversight maintained by the Dental Bureau/Board of California

The Dental Board/Bureau has the lawful responsibility to ensure that dentists who
are licensed possess the competencies to practice safely and that responsibility

cannot be delegated.
2. Built-in system for auditing the process
Upon implementation, a system must be in place to audit the alternative pathway

examination. The auditing system must be part of the design requirement of the
alternative pathway examination. The auditing system must be designed such that

12
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the Bureau/Board and the evaluators have defined responsibilities to ensure that the
candidates who are successful are competent.

. Does not require additional resources from the students, schools, or the
Bureau/Board of California

There are systems and procedures already in place in the dental schools. The
structure of the systems and procedures are quite suitable for evaluating candidates’
competence. The systems and procedures are very similar among the dental
schools and, with collaboration among the schools, could create-a common system.

. Must be instituted within the current systems of student evaluation

The standards and criteria for successful performance must be fully established by
the schools and consistent application of the standards and criteria would take into
account the tremendous amount of work undertaken to comprehensively evaluate
the candidates’ clinical skills in a variety of clinical situations.

. Must be considered an examination and meet alf professional testing standards

Any method or system that evaluates performance and classifies candidates within a
licensing context is considered an examination by professional testing standards and

case faw.

. Meets psychometric standards, relevant to current practice, and designed for
minimum competence

Because the aiternative pathway is an examination, it must meet legal standards as
explicated in Sections 12944, Section 139, guidelines promulgated by the California
Department of Consumers Affairs, and psychometric standards for examinations set
forth by the Standards for Educational and Psychological Testing (1999).

. 1s designed to cover the full continuum of competence

The alternative pathway examination must assess competencies throughout the
course of treatment including oral diagnosis and treatment planning, follow-up and
ongoing care, restorative (amalgam and composite restoration, fixed prosthetics),
endodontics, periodontics, radiography, and removable prosthodontics.

3. Evaluation of com petence is within the course of treatment plan for patients of
record :

The competency of the candidates must be evaluated in the course of treatment of a
client. The evaluation of competence should not be in an artificial or contrived
situation as may be true when the services are solely for the purpose of training.

13
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9. Evaluators are reguiarly calibrated for consistent implementation of the examination

The evaluators who participate in the alternative pathway examination must be
trained and calibrated to ensure that the standards and criteria do not vary across
candidates. Each candidate must have a standardized examination experience.

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

The alternative pathway examination must be designed such that candidates are

knowledgeable of standards to which they are being held accountable and the
procedures that they should follow in order to maximize success.

14
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SECTION 4: CLINICAL COMPETENCIES ASSESSED

CLINICAL COMPETENCY STATEMENTS OF EACH SCHOOL

Key faculty from relevant departments at each of the schools were interviewed
regarding the clinical dimensions of practice assessed in competency examinations
within their predoctoral programs. All of the schools provided copies of their
competency statements that were part of the documentation submitted to evaluators
from the Commission on Dental Accreditation at the time of their accreditation site visits.
As expected, all of the schools included competencies which met minimum standards
set forth by the Commission on Dental Accreditation for predoctoral dental education
programs (2007, p. 15): “At a minimum graduates must be competent in providing oral
health care with the scope of general dentistry, as defined by the school, for the child,
adolescent, adult, and geriatric patient, including:

a) Patient assessment and diagnosis;

b) Comprehensive treatment planning;

¢) Health promotion and disease prevention:;
d) Informed consent;

e} Anesthesia, and pain and anxiety control;
f) Restoration of teeth;

g) Repiacement of teeth;

h} Periodontal therapy;

i) Pulpal therapy;

j) Oral mucosal disorders;

k) Hard and soft tissue surgery;

I) Dental emergencies;

m} Malocclusion and space management; and,
n) Evaluation of the outcomes of treatment.

Competency statements for each school are presented in Tables 1-5 organized in
according to common themes:

a) Ethical and professional behavior;

b) Comprehensive assessment

¢) Diagnosis, treatment planning, comprehensive treatment
d) Medical and dental emergencies

e} Pain and/or anxiety control

f) Communication; and,

g) Infection control.
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CLINICAL COMPETENCIES TESTED

Rating scales. All of the schools had slightly different formats, but similar rating criteria
for their competency examinations. Below are examples of competencies tested in
periodontics, indirect restoration, composite restoration, and endodontics (Tabies 6-9)
While the exact wording of the criteria and the structure of each school's rating system

is not identical, the minimum criteria address the same concepts.

Table 6 — Examples of rating scales for periodontic scaling/root planing

Examples of minimum criteria

Rating system

UCSF

Distances from CEJ to gingival margin within tmm | »  P/F grading

Furcation measurements accurate
Mobility measurements accurate

UopP

Complete periodontal charting {pocket depths) =  Grade of 5-7 is passing (scale of 1-9)

Pocket probing depths satisfactory
Mobility and furcations satisfactory

UCLA

Assess and record pocket depths * P/F grading

Assess and record furcation invasions
Assess and record tooth mobility

usc

Charting measurements do not vary more than 1 s >75% outof 100

mm from faculty's measurements
Recession, furcation involvement, mobility, plaque
and calculus indices recorded

LLu

Subgingival calculus correctly identified and propery | « = 70 points and above is passing (100
removed poinis possible)

Charting is accurate and complete

Table 7 — Examples of rating scales for indirect restoration

Examples of minimum criteria

Rating system -

UCSF

Caries removed

Occlusal reduction sufficient

Gingival depth/margin position sufficient

Axial contours adequate (no over contours)
Soft issue has slight laceration or no faceration

Satisfactory grade (8) (scale of 1-
10)

uor

Occlusal reduction uniform (1.5 to 1.5 mm)
Supragingival chamfer finish line .5-1 mm
Supragingival shoulder finish ne 0.5 -1 mm

Slight soft tissue damage or no damage (untouched)

Minor, slight, or moderate is
passing, no deductions for
uncorrectable or significant errors

UCLA

Occlusal reduction with minor, slight, or moderate deviations
Axial reduction with with minor, slight, or moderate
deviations

Draw and taper with minor, slight, or moderate deviations
Contours with minor, slight, or moderate deviations

Minor, slight, or moderate quality
is passing

usc

Caties removed
Axial walls are tapered for maximurn retention
Finish Jines are smooth and free of irreguiarities

Grade of 5 is passing

]

Caries completely removed

Margins/finish line of prep are appropriately placed, smooth,
well defined and uniform or have slight/moderate deviations
Slight or moderate soft tissue trauma or no frauma

Grade of Satisfactory is passing
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Table 8 — Examples of rating scales for composite restoration

Examples of minimum criteria

Rating system

UCSF

Caries removed

Enamel surface beveled sufficiently or with slight
under- or overextensions -

Contours reproduced appropriately or with slight
deviations

Slight, reversible soft tissue trauma or no trauma

»  Satisfactory grade (8} (scale of 1-10)

r UOP

Caries removed

Existing restorative materialt removed

Surface is smooth and polished to smoothness of
adjacent tooth structure, not rough to explorer
Normal occlusion present

Minor pits or voids can be repafred

+  Satisfaclory rating is passing

UCLA

Caries removal

Occlusal anatomy of composite has minor, sfight, or
moderate deviations

Outline (shape/dimensions)} with minor, slight, or
moderate deviations

Surface finish with minor, slight, or moderate
deviations

Facial contours with minor, slight, or moderate
deviations

*  Minor, slight, or moderate quality is
passing

UsC

Outline includes enamel decalcification contiguous
with area of caries, restoration or tooth structure,
ovarextensions less than .5 mm

Sufficient depth to identify and remove caries or
existing restorative material or less than .25 mm of
health dentin or enamel

Finish on enamel margins optimal or within slight
deviation of optimat¥

Surface Is free of pits or voids, or minimal deviations
from optimal

« Grade of S is passing

LLU

Qutline and extension appropriate with alf
decaicification, caries, and fissured grooves
removed

Margins appropriate, no excess or deficiency
Finish is smooth with no pits, voids or irregularities
or with slight/moderate surface pitting, voids or
irregularities

No damage to hard or soft tissue

*  Minor, slight, or moderate guality is
passing
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Table 9 — Examples of rating scales for endodontic

Examples of minimum criteria Rating system

" Canal shape is appropriate «  Grade of 3-4 is passing (scale of 1-8)
Pulp chambers and canals visible on radiograph
Canal appropriately obturated (fill, density, shape)

UCSF

Access outline/dentin preparation salisfactory * Orade of 5-7 is passing (scale of 1-9)
Last apical file goes to full working fength

Canat vertically compacted

Canal obturated o working length without voids

- UJOP

Access cavity adequate 1+ Grade of Adequate is passing (scale is

. Canal prep and master apical file adequate excellent, adequate, inadequate, very poor)
Master cone fit adeguate
Initial condensation adequate

UCLA

Caries completely removed » Grade of § is passing
Access acceptable
Canal orifice flared
Gutta percha not overfilled

usc

LLU Caries completely removed «  PJ/F grading on each criteria
Adequate canal flare .
Correct working length

Root canal space completely obturated

& o ® 2% o o s o o @ * o o ole a o

Competencies tested. Table 10 summarizes the competencies assessed in the five
dental schoois tested. Since each competency examination was timed, practice
management was implied through all the schools. Details of the competency
examinations are presented in Tables 11-16.

UCSF had separate competency examinations for instrument identification and
instrument sharpening, caries risk assessment and caries management, emergency,
medicai/dental history taking, pediatric, and infection control; however, these
competencies were embedded within the competency examinations of in other schools.

UOP did not provide a competency examination for oral diagnosis and treatment
planning, oral surgery, or, prosthodontics, however, much of this information was
included throughout the students’ clinical experiences to medically manage compiex
patients. LLU did not have a competency examination for oral surgery, although the
topic was thoroughly covered in clinical experiences.

Radiography was typically embedded within various competency examinations. At
UOP, students’ radiographic competence was tested -in endodontic and periodontic
competency examinations. At UCLA, radiographic competence was tested in
preventive, fixed removable, and endodontic competency examinations. :

It should be noted that the endodontics department at UCLA has an established system
in place that incorporates course examinations and competency examinations into a

portfolio.
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Table 10 -~ Summary of competencies assessed

Competency UCSF UOP’ UCLA® | USC LLU
1. Amalgam and X X _ X X X
composite restoration
2. Endodontics X X X X X
3. Fixed prosthetics X X X X X
4. Oral diagnosis and X - X X X
treatment planning
5. Oral surgery X - X X -
6. Periodontics X X X X X
7. Radiography X - - X X
8. Removable X — X X X
prosthodontics

! Radiographic technique specifically assessed in as part of endodontic and peridontal competencies.
2 Radiographic technique specifically assessed in preventive dentistry, fixed removable, and endodontic
competencies. Endodontic competency examinations were part of an existing portfolio system,
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SECTION 5: KEY FINDINGS FROM INTERVIEWS/SITE VISITS

Importance of difficuity rather than numbers of procedures performed. The deans and

faculty at the dental schools addressed the idea of numbers of procedures performed as
a prerequisite for any alternative pathway. They indicated that because treatment for
each patient is unique, the difficulty of the procedure was the overriding factor in
determining competence. There are well-specified criteria, such as the American
Association of Endodontics Guidelines, for assigning level of case difficuity (see
Appendix A). Thus, the number of procedures performed was not relevant to the quality
of services provided.

Challis (2001) addresses this very issue in her research on the use of portfolios for 7

assessment purposes. She states that the trick to resolving the tensions in designing a
portfolio is to engage leamers in the process of development and only assesses those
dimensions which are not better assessed in another way (p. 438). There is no purpose
served in insisting on a review of already assessed material, or, on certain items, if skills
and knowledge are not necessarily demonstrated.

Concern regarding resources. The deans and faculty at the dental schools also
indicated that the focus of the altemative pathway could be thought of in terms of an
accreditation model, in which there are requirements that need to be fulfifled prior to an
audit, rather than a set of procedures for which schools would be required to expend
additional resources and faculty effort to comply with new procedures. There was great
concern that considerable effort has aiready been expended to incorporate existing
procedures around the clinical curriculum; consequently, any new procedure cannot
take additional resources and create additional demands on the faculty. '

Concern about_similarity of competencies assessed on_simulated vs. real patients.
Some deans and faculty expressed a concern regarding the use of simulated (manikin)
patients because candidates would be treating real, not simulated, patients in actual
practice whose cases span a continuum of care. They were concerned that candidates
could learn to achieve competency with simulated patients without being able to perform
the same skills competently on an actual patient and manage that patient's condition
after the procedure was performed. -

Use of designated examiners. One school (LLU) indicated that only full-time faculty
whe understood the examination process were allowed to function as examiners for
competency examinations. They also indicated that it was not uncommon for facuity
from nearby schools to familiarize themselves with the rating system and participate in
competency examinations as examiners.

N
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Dissimilarity of clinic management software. Most of the patient data is maintained in
sophisticated clinic management software to maintain a database of patient records:
however, some patient charts are still in paper form. All of the schools are in the
process of completing a transition to paperiess charting with the idea that records
created prior to a specific year would not be converted to electronic media. The type of
database software used by each school was not universal for all of the schools. The
clinic management software used by UCSF and USC is AxiUm. UOP uses Denticon,
LLU used General Systems Design with Chairside Data Entry. UCLA uses Software of

Excellence, int.

Confidentiality of records. Full documentation, which contains confidential patient
information from each school's clinic management software, is not readily available in

redacted form.

Similarity of content in competency examinations. Since each Bureau-approved school
(University of California, San Francisco —~ UCSF; University of the Pacific - UOP;
University of California, Los Angeles — UCLA; University of Southern California — USC;
and Loma Linda University - LLU) was accredited by the Commission on Dental
Education, coursework and competency examinations were similar in content but
implemented in ways that were unique to the school and its patient populations. Two
schools, USC and LLU, specifically mentioned in their clinical competency statements
the notion of diversity and at risk patient populations.

Scheduling of individual competency examinations. Each school required students to
perform numerous examinations on actual patients in their clinical experiences:
however, competency examinations were scheduled on demand by students when they
felt that they were ready to be examined without intervention or guidance from faculty.
In all cases, faculty were given the authority to stop any competency examination from
proceeding if there was any procedure that would harm or endanger the subject patient.
All competency examinations were performed during the course of treatment for which
there was complete documentation of a patient of record, e.g., clinical work-up,
diagnosis, treatment pian.

Calibration of examiners. At all schools, faculty who served as examiners for student
competency examinations were provided extensive training and calibration prior to
performing duties as an examiner. Faculty were required to access hands-on materiai,
detailed slide presentations (PowerPoint), sample cases, and sample documentation
each term and participate in calibration sessions to hone their skills. Prior to
participating in actual grading of competency examinations, newer faculty were
mentored by experienced faculty. '

At all the schools, two examiners must concur on failing grades, and if there is
disagreement between the two examiners, a third examiner was asked to grade the
student. One school specifically mentioned that examiners were designated full-time
faculty who were familiar with the grading criteria and the logistics of competency
examinations. When faculty were asked if they couid remain objective during grading
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of students that they knew, they clearly indicated that they understood the difference
between being an examiner and being a supportive mentor.

Best practices. The best practice (Albino, et al, 2008, p. 1425; Swanick & Chana, 2005)
is to rely on muitiple data sources, rather than single sources. These authors describe
this practice as “trangulation.” Triangulation involves three elements: process {human
factors such as communication, organization, ethical behavior), product {(outcomes of
patient care), and procedure (technical skills necessary to provide patient care). These
data sources can be derived from methods such as longitudinal observations, portfolios,
and case-based mulitiple-choice questions.
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SECTION 6: OTHER FINDINGS
OCCUPATIONAL ANALYSIS AND EXISTING CLINICAL EXAMINATIONS

The occupational analysis outlines fifteen content areas of practice which appear to
focus on topical content rather than underlying processes such as oral diagnosis and
treatment planning. Major content was covered in the occupational analysis; however,
some areas were given the same level of importance as others when they were not
generally considered major areas of subject matter to be assessed.

The 15 content areas cited in the occupational analysis were described as follows:

I
I,

Vi
VI,

VL

Xl
Xll.

XHEL

XV,

Evaluation - Conduct medical and dental evaluation to develop
comprehensive dental treatment plan.

"Endodontics — Diagnose patient's endodontic condition, develop a

treatment plan and perform endodontic therapy.

Indirect restoration — Diagnose patient's restorative needs, develop a
treatment pian and perform an indirect restoration.

Direct restoration - Diagnose patient's restorative needs, develop a
treatment plan and perform a direct restoration.

Prophylaxis — Perform prophylactic procedures and provide oral hygiene
instructions to patients.

Periodontics - Diagnose patient’s periodontal needs, develop a treatment
plan and perform periodontal therapy.

Fixed partial denture - Diagnose patient's restorative needs, develop a
treatment plan and perform a fixed partial denture.

Removable partial denture - Diagnose patient’s restorative needs, develop
a treatment plan and fabricate a removable partial denture.

Complete denture - Diagnose patient's restorative needs, develop a
treatment plan and fabricate a complete denture.

Oral surgery - Diagnose patient's oral condition, develop a treatment plan
and perform oral surgical procedures.

Teeth whitening - Perform teeth whitening procedures on a patient.

Splint therapy — Determine patient's need for splint therapy and perform
splint therapy procedures.

Safety and sanitation — Prevent injury and spread of diseases in dental
services by following Board regulations on safety, sanitation, and
sterilization,

Ethics — Comply with ethical standards for dentistry, including scope of
practice and professional conduct.
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XV. Law — Comply with fegal obligations, including patient confidentiality,
professional conduct, and information management.

Existing clinical examinations used in California did not appear to have a direct
relationship to the content areas in the occupational analysis. For example, one area,
diagnosis, should have been designated as an area of its own, or included as. part of
oral diagnosis and treatment planning, which should be a standard part of the
comprehensive assessment, diagnosis, and treatment planning process. There are
tasks addressing diagnosis included in the analysis, however, the tasks marginalize
diagnosis of the patient as a holistic entity who has a medical, dental, pharmacological,
“and psychosocial history that may impact treatment.

Some areas are not the primary focus of the practice of general dentistry and distort the -

major areas of subject matter in general dentistry. For example, tooth whitening is a
part of cosmetic dentistry. Splint therapy focuses on specific types of removable
orthotic appliances. Prophylaxis is limited in this analysis to conventional or ultrasonic
scaling, fluoride, sealants and oral hygiene instruction, and could be considered part of

periodontics (e.g., scaling).

Other content areas were part of a larger set of procedures. For example, fixed partial
denture, removable partial denture, and complete denture are considered prosthodontic
procedures; and indirect and direct restoration are considered restorative procedures.
Likewise, procedures specified in evaluation are part of comprehensive oral
assessment, and, oral diagnosis and treatment planning. Comprehensive assessment
and many aspects of diagnosis, treatment planning, or aftercare are embedded within
multiple areas such as evaluation, endodontics, indirect restoration, direct restoration,
periodontics, fixed partial denture, removable partial denture, complete denture, oral

surgery, and splint therapy.
REQUIREMENTS FOR LICENSURE IN THE U.S. AND CANADA

In their 2001 review of dental education and licensure, the Council on Dental Education
of the American Dental Association (ADA) compared practices for initial dental licensure
in the United States and Canada. Their findings indicate that initial licensure in the
United States and Canada are very similar; however, Canada relies on the use of the
OSCE, which requires candidates to answer multiple-choice questions about
radiographs, case histories, and/or models in a series of stations. In the OSCE,
simulated patients (manikins) rather than actual patients are used as subjects for
examination procedures.
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Table 16 — Comparison of practices in U. S. and Canada for initial licensure

Requirement

United States

Canada

Graduation
from an
accredited

program

Yes; program is accredited by the ADA Commission on
Dental accreditation

Yes; pragram is accredited by the
Commission on Dental Accreditation of
Canada

Written
examination

Yes: National Dentaf Board Examinations (NDBE) Parts |
and li

Yes; Nationat Dental Examining Board of
Canada Written Examination (NDEB)

Clinical
examination

* Regionally administered clinical examinations {Central
Regional Testing Services; Northeast Regional
Examining Board, Southern Regional Testing Agency,
Woestern Regional Examining Board) offered once to
multiple times, depending on the testing agency

« 10 states (CA, DE, FL, Hi, IN, LA, MS, NC, NV plus
Puerto Rico and the Virgin Islands) offer state
administered examinations

+ Each state determines which clinical examination
resuits are accepted for the purpose of licensure

+ All states require completion of both written and
clinical examinations before being eligible for licensure

+ Some states also require additional criteria such as
proof of malpractice insurance, certification in Basic
Life Support, or a jurisprudence examination

= QSCE offered three times a year

L+ Quebec requires an NDEB certificate or

a provincial examination.

» Some provinces require completion of an

ethics examination

NUMBER OF GRADUATES PER YEAR

Each of the five schools graduates 100-140 students each year. Thus, there may be as
many as 700 students graduating from the five Bureau-approved schools, and, more
students would be graduating every year once the newly formed sixth dental school is
underway. The number of graduates would have a great impact on the feasibility of any
alternative pathway to initiat licensure. ' '
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SECTION 7: CONCLUSIONS

Several conclusions can be drawn from the observations and information provided in
interviews and documentation obtained from the five Bureau-approved dental schools.

1. The hybrid portfolio examination model satisfies the criteria identified by the
California Dental Association, the Dental Bureau of California, and the psychometric
consuitants. Minimum competence would be built into standardized rating scales
and extensive calibration and re-calibration of the examiners would address
psychometric issues such as reliability and validity.

2, The ftraditiona!l portfolio is not feasible as originally described by the Bureau.
However, if there were no specific numbers of procedures and the portfolio process
is integrated into the predoctoral curriculum, it would be feasible. The process
should incorporate sensitivities to confidentiality of patient records, diversity of clinic
management software used, and difficulty of cases used for competency
examinations. The actual logistics would need to be vetted by all the schools in
terms of what documents should be provided and how faculty were designated as

examiners. '

3. Psychometric issues of validity and reliability can still be addressed through careful
specification of standards, criteria and scoring guides, and thorough calibration and
training of designated examiners. The Bureau could have the responsibility for
making final approval of portfolio information, conducting site visits, and performing
periodic audits of detailed portfolio documentation.

4. The OSCE and the CIF are not the best venues for licensure examinations because
there are more authentic means available for assessing candidates’ competence
(actual patients). Therefore, the OSCE or the CIF are well suited for preclinical
training but not as a licensure examination.

2. The most noticeable strength of the five predoctoral training programs was the
thoroughness of their clinical training and the commitment of their faculty to the
students. The faculty understood the distinction between their role as a mentor and
as an examiner in that there was no intervention during any competency
examination unless the patient was in danger of being harmed.

6. All five predoctoral training programs had extensive training programs to calibrate
their examiners. Training included detailed PowerPoint presentations, trial grading
sessions, and training and mentorship of new examiners with experienced

examiners.
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7. There are rating systems in place at each of the five schools which evaluate the
~same competencies, however, the rating systems for key competencies would
require standardization across schools in order to interpret the scores derived from
the competency examinations on a common metric. Calibration to these rating
systems would need to be implemented as well.

8. The involvement of independent parties to make decisions about minimum
competence could ensure fairness of ratings if faculty from other departments within
the school and/or faculty from other schools are used in the rating process.

8. There are important advantages of using actual patients of record within the schools
instead of simulated (manikin) patients. First, procedures are performed as part of
treatment thereby eliminating circumstances fostering commercial procurement of
patients, particularly the cost of such patients. Second, the safety and protection of
patients is ensured because procedures are performed in the course of treatment.
Third, candidates would be treated similarly at all of the dental schools in a manner
that allows communication of examination fogistics and results.
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APPENDIX A - AAE LEVELS OF DIFFICULTY
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The American Association of Endodontics designed the Endodontic Case Difficulty
Assessment Form for use in endodontic curricula. Conditions listed below should be
considered potential risk factors that may complicate treatment and adversely affect the

outcome.

Leveis of difficulty are sets of conditions that may not be controllable by the dentist.
There are risk factors that can influence the dentist's ability to provide care at a
consistently predictable level and impact the appropriate provision of care and quality

assurance.

MINIMAL
DIFFICULTY

Preoperative condition indicates routine complexity

(uncomplicated). These types of cases would exhibit only those |

factors listed in the MINIMAL DIFFICULTY category. Achieving a
predictable treatment outcome should be attainable by a competent
practitioner with limited experience.

MODERATE
DIFFICULTY

Preoperative condition is complicated, exhibiting one or more

patient or treatment factors listed in the MODERATE DIFFICULTY |

category. Achieving a predictable freatment outcome will be
challenging for a competent, experienced practitioner.

HGH
DIFFICULTY

Preoperative condition is exceptionally complicated, exhibiting

several factors listed in the MODERATE DIFFICULTY category or |

at least one in the HIGH DIFFICULTY category. Achieving a
predictable treatment outcome will be challenging for even the most
experienced practitioner with an extensive history of favorable
outcomes.
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EXECUTIVE SUMMARY

This report describes the procedures used by psychometric consultants at Comira to
define the competencies to be tested in the portfolic examination and provide
background research that may affect the implementation process. Because the portfolio
is an examination, it must meet the Standards for Educational and Psychological
Testing (1999) to ensure that it is fair, unbiased, and legally defensible. The purpose of
applying the Standards to the validation process is to ensure that the portfolio
examination can provide evidence that entry-level dentists possess the minimum
competencies necessary to protect public heaith and safety.

‘The most important step in establishing the validity of the portfolio examination is to
define the competencies to be tested in the examination. Separate focus groups of key
faculty from five Board-approved dental schools were convened to identify for oraf
diagnosis and treatment planning, direct and indirect restoration, removable
prosthodontics, endodontics, and periodontics. Basically, focus group participants
identified the competencies to be assessed in a systematic way beginning with an
outline of major competency domains and ending with a detailed account of major and
specific competencies organized in outline fashion. All participants provided input in a
systematic, iterative fashion, untit consensus is achieved. The competencies identified
from this process will serve as the framework for the evaluation system, training and
cafibration procedures for examiners, and audit procedures for evaluating the efficacy of

the process.

¢ Section 5 lists the major competencies and the subcomponents within each
competency (to include in statute)

 Section 6 describes the specific content to be covered within each subcomponent (to
be included in regulation upon implementatian)

» Section 7 describes basis for the evaluation system and procedures required to
design it (to be included in regulation upon implementation)

e Section 8 describes the procedures that will be dsed to train and calibrate
examiners (to be included in regulation upon implementation)

e Section 9 describes procedures that will be used to establish audit procedures for
ensuring that the examination accomplishes its objectives (to be included in
regulation upon implementation)

The foundation of the portfolio examination is already in place at the dental schools. Ali
five dental schools---University of Pacific, University of California San Francisco, Loma
Linda, University of Southern California, and University of California Los Angeles---had
a great deal of consistency in their evaluation system. They used very similar criteria to
evaluate students’ performance and used similar procedures to calibrate their faculty
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according to performance criteria. This finding has important implications for the
implementation phase of the portfolio examination because the evaluation systems
currently used by the dental schools will not require major changes. The only difference
between the current systems and the portfolio examination is that the competencies and
the system to evaluate them would be standardized across schools. Therefore, the
portfolio examination process can be implemented within the dental schools without
additional resources. It is anticipated that the students will find the portfolio examination
as a reasonable alternative for initial licensure.

In summary, the dental schools were able to reach consensus in identifying critical
competencies to be measured in the portfolio examination, thereby standardizing the
competencies to be measured and providing the framework for the evaluation system,
training and calibration procedures for examiners, and audit procedures for evaluating
the efficacy of the process. Active involvement from the five current dental schools will
be required to standardize the evaluation system, calibrate examiners, and establish
protocols for auditing the examination. Since the foundation of the evaluation system
and calibration processes is already embedded in the curriculum, no additional

resources will be required.
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SECTION 1 — INTRODUCTION

OVERVIEW

Comira approached the portfolio examination with the understanding that the
outcome would directly impact predoctoral dental education at every dental school
in California and could provide the framework for evaluating predoctoral dental
competencies in dental schools across the nation.

The overarching principie for development of the portfolioc examination pathway
was consumer protection. Comira worked closely with dental school facuity to
derive the framework and content of the examination; moreover, procedures were
conducted in an objective and impartial manner with the public’s health, safety,
and welfare as the most important concern.

First, Comira met with deans and dental school facuity who represented major
domains of practice. as well as {egislative sponsors from the California Dental
Association to present the portfolio examination concept and answer faculty
questions regarding impact on their respective programs. Second, we conducted
focus groups with representative faculty from each of the Board-approved dental
schools to individually present the concept and discuss their concerns. Third, we
conducted discipline-specific focus groups, i.e., comprehensive oral diagnosis and
treatment planning, direct and indirect restoration, removable prosthodontics,
endodontics, and periodontics, to develop the content for the examination.

From these meetings, we gained an understanding of the predoctoral dental
competencies that were critical to development of the portfolio examination and
creating supporting documentation that would be used in the formulation of
Assembly Bill 1524, We also conducted an extensive review of written
documentation of each school’'s competency examinations to gain insights into
the procedures used in competency examinations and associated scoring

systermns.

UTILIZATION OF EXPERTS

Deans, section chairs, department chairs and/or other faculty who were
knowledgeable in the content domains of interest, e.g., comprehensive oral
diagnosis and treatment planning, direct and indirect restoration, removabie
prosthodontics, periodontics, endodontics, were consulted throughout the process
to provide expertise regarding the competencies acquired in their respective
programs and the competencies that should be assessed in the examination.
Focus groups were conducted face-to-face or via videoconference link between
conference rooms at the University of the Pacific and at the University of Southern

California.
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PSYCHOMETRIC STANDARDS

The Standards for Educationatl and Psychological Testing (1999) set forth by the
American Educational Research Association, the American Psychological
Association, and the National Council on Measurement in Education serve as the
standards for evaluating alt aspects of credentialing, including professional and
occupational credentialing. The Standards are used by the measurement
profession as the psychometric standards for validating all examinations,
including licensing and certification examinations.

Whenever applicable, specific Standards will be cited as they apply to definition of
examination content, rating scales, calibration of raters, and auditing procedures
to link the particulars of the portfolio examination to psychometric practice.
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SECTION 2 - BACKGROUND

EXISTING PATHWAYS

The Dental Board of California (hereafter, the Board) currently offers three
pathways that predoctoral dental students may choose to obtain initial licensure:

e A clinical and written examination developed by the Board,

e A clinical and written examination administered by the Western
Regional Examining Board, or,

¢ A minimum of 12 months of a general practice residency or advanced
education in general dentistry program approved by the American
Dental Association’s Commission on Dental Accreditation.

All applicants are required to successfully complete the written examinations of the
National Board Dentai Examination of the Joint Commission on Nattonai Dental
Examinations and an examination in California law and ethics,

PORTFOLIO EXAMINATION PATHWAY

Assembly Bill 1524, introduced in February 2009, would eliminate the clinicat and
written examination currently offered by the Board. Provisions of the bill would
aliow the Board to offer the portfolio examination as an alternative to initial
licensure for general dentists in addition to other pathways available to students
graduating from dental schools in Califoria, i.e., the Western Regional Examining
Board (WREB) examination and “Licensure by Credential” (PGY-1).

“..The bill would abolish the clinical and written examination
administered by the board. The bill would replace the
examinaltion with an assessment process in which an applicant is
assessed while enrolled at an in-state dental school utilizing
uniform standards of minimal clinical experiences and
competencies and at the end of his or her dental program.”
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REQUIREMENTS FOR PORTFOLIO EXAMINATION
Section 3 of the Business and Professions Code is amended to read:

1632. (a) The board shall require each applicant to successfuily
complete the written examinations of the National Board Dental
Examination of the Joint Commission on National Dental

Examinations.

1632. (b) The board shall require each applicant to successfully
complete an examination in California law and ethics developed
and administered by the board. The board shall provide a separate
application for this examination.....the only other requirement for
taking this examination shall be certification from the dean of the
qualifying dental school atfended by the applicant that the applicant
has graduated, or will graduate, or is expected to graduate.

1632. (c) The board shall require each applicant to have taken
and received a passing score ...... on the portfolio assessment
(examination) of the applicant’s fitness to practice dentistry while
the applicant is enrolled in a dental school program at a board-
approved school in California.  This assessment shall utifize
uniform standards minimal clinical experiences and competencies.
The applicant shall pass a final assessment at the end of his or her
dental school program. :

OTHER REQUIREMENTS
Students who participate in the portfolio examination pathway must:

(a) Be in good academic standing in their institution at the time of portfolio
examination and be signed off by the dean of their respective schools.

(b) Have no pending ethical issues at the time of the portfolio examination
and must be signed off by the dean of their respective schools.
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SECTION 3 ~THE PORTFOLIO EXAMINATION MODEL

DEFINITION

Albino, Young, Neumann, Kramer, Andrieu, Henson, Horn, and Hendricson
(2008, p. 164) define clinical competency examinations as performance
examinations in which students perform designated tasks and procedures on a
patient without instructor assistance. The process of care and the products are
assessed by faculty observers typically guided by rating scales.

Here, the portfolic examination can be conceptualized as a series of
examinations administered in a series of patient encounters in several
competency domains. Students are rated according to standardized rating
scales by faculty examiners who are formally trained in their use.

CHARACTERISTICS

The distinguishing characteristics of the portfolioc examination fulfill psychometric
requirements for classifying the portfolio as an examination.

First, the portfolio examination is considered a performance examination that
assesses students’ skills in commonly encountered clinical situations. There are
mulitiple clinical situations that aliow for an evaiuation of the full continuum of

competency.

Second, it includes components of clinical examination administered by é
regulatory board or regional examining entity.

Third, students’ performance is measured according to the information provided
in competency evaluations conducted in the schools by clinical faculty within the
predoctoral program of education.

Fourth, it produces documented data for outcomes assessment of results,
thereby allowing for verification of the validity evidence.

Thus, a portfolio examination involves hands-on performance evaluations of
clinical skills as evaluated within the students’ program of dental education.

The portfolio examination model is designed to use the structure for student
evaluation that currently exists within the schools to assess minimum
competence. The facuity would observe the treatment provided and evaluate
students according to consistent criteria developed by a consensus of key faculty
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from all of the dental schools. Each student would prepare a portfolio of
documentation that provides proof of completion of competency evaluations for
specific procedures such as amalgam/composite restoration, endodontics, fixed
prosthetics, oral diagnosis and treatment planning, periodontics, radiography,
and removable prosthodontics,

A portfolio examination modei captures the strength of traditional portfolios used
to assess learning progress and have the additional advantage of being
integrated within the current educational process and within the context of a
treatment plan of a patient of record. Instead of developing a traditional portfolio
and having it evaluated, the portfolio examination model requires documentation
of the test cases (or competency cases) which are competency evaluations
assembled in either paper or electronic format. The faculty examiners would
attest to the ratings achieved by the students. A portfolio examination would be
buiit and evaluated in real time during students’ clinical training. Documentation
for the portfolio examination would be submitted in paper or electronic format for
the required procedures, e.g., periodontics, endodontics, prosthodontics,

restorative).
UNIQUE FEATURES

The portfolio examination has several unique features:
1. Oversight maintained by the Board.

The Board has the lawful responsibility to ensure that dentists who are
licensed possess the competencies to practice safely and that responsibility
cannot be delegated.

2. Built-in system for auditing the process.

Upon implementation, a system must be in place to audit the alternative
pathway examination. The auditing system must be part of the design
requirement of the alternative pathway examination. The auditing system
must be designed such that the Board and the examiners have defined
responsibilities to ensure that the students who are successful are competent.

3. Does not require additional resources from the students, schools, or the
Board.

There are systems and procedures already in place in the dental schools.
The structure of the systems and procedures are quite suitable for evaluating
students’ competence. The systems and procedures are very similar among
the dental schools and, with collaboration among the schools, could create a

common system,
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. Must be instituted within the current systems of student evaluation.

The standards and criteria for successful performance must be fully
established by the schools and consistent application of the standards and
criteria would take into account the tremendous amount of work undertaken to
comprehensively evaluate the students’ clinical skills in a variety of clinical

situations.

. Must be considered an examination and meet all professjonal testing
standards.

Any method or system that evaluates performance and classifies students
within a licensing context is considered an examination by professional
testing standards and case law.

. Meets psychometric standards, relevant to current practice, and
designed for minimum competence.

Because the portfolio pathway is an examination, it must meet legal
standards as explicated in Sections 12944, Section 139, guidelines of the
Business and Professions Code and psychometric standards for
examinations set forth by the Standards for Educational and Psychological

Testing (1999).
. Is designed to cover the full continuum of competence.

The alternative pathway examination must assess competencies throughout
the course of treatment including oral diagnosis and treatment planning,
follow-up and ongoing care, restorative (amalgam and composite restoration,
fixed prosthetics), endodontics, periodontics, radiography, and removable
prosthodontics. '

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

The competency of the students must be evaluated in the course of treatment
of a patient. The evaluation of competence should not be in an artificial or
contrived situation as may be true when the services are solely for the
purpose of training.

. Examiners are regularly calibrated for consistent implementation of the
examination.

The examiners who participate in the alternative pathway examination must
be trained and calibrated to ensure that the standards and criteria do not vary
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across students, Each student must have a standardized examination
experience.

10.Has policies and procedures that treat licensure students fairly and
professionally, with timely and complete communication of examination
logistics and results.

The alternative pathway examination must be designed such that students

are knowledgeable of standards to which they are being held accountable
and the procedures that they should follow in order to maximize success.
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SECTION 4 - CONTENT VALIDATION

APPLICABLE STANDARDS

Since criterion-related evidence is generally not available for use in making licensure
decisions, validation of licensure and certification tests rely mainly on expert judgments
that the test adequately represents the content domain of the occupation or specialty.
Here, content-related validity evidence from a job analysis supports the validity of the
portfolio examination as a measure of clinical compétence. The Standards contain
extensive discussion of vatidity issues.

“Test design generally starts with an adequale definition of the occupation
or specialty, so that persons can be clearly identified as engaging in the
activity.” (p. 156}

“Often a thorough analysis is conducted of the work performed by people
in the profession or occupation to document the tasks and abilities that are
essential to practice. A wide variety of empirical approaches is used,
including delineation, critical incidence techniques, job analysis, training
needs assessments, or practice studies and surveys of practicing
professionals. Panels of respected experts in the field offen work in
collaboration with qualified specialists in testing fto define test
specifications, including the knowledge and skills needed for safe,
effective performance, and an appropriate way of assessing that
performance.” (p. 156)

“Credentialing tests may cover a number of related but distinct areas.
Designing the testing program includes deciding whatl areas are to be
covered, whether one or a series of tests is to be used, and how muitiple
test scores are to be combined to reach an overall decision.” (p. 156-157)

There are also specific standards that address the use of job analysis to define the
competencies to be tested in the portfolio examination.

Standard 14.8 “Evidence of validity based on test content requires a
thorough and explicit definition of the content domain of
interest. For selection, classification, and promotion, the
characterization of the domain should be based on a job

analysis.” (p. 160)
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Standard 14.14 “The content domain to be covered by a credentialing test
should be defined clearly and justified in terms of the
importance of the content for credential-worthy
performance in an occupation or profession. A rationale
should be provided to support the claim that the
knowledge or skills being assessed are required for
credential-worthy performance in an occupation and are
consistent with the purpose for which the licensing or
certification program was instituted” (p. 161)

METHODOLOGY

The methodology used to validate the content of the competency examinations
comprising the portfolio examination is a commonly used psychometric
procedure called job (aka practice) analysis. Job analysis data is typically
obtained through multiple sources including interviews, observations, survey
questionnaires, and/or focus groups.

For the portfolio examination, we relied on information obtained from focus
groups comprised of participants representing different content domains of
practice. This methodology has been used extensively in the measurement field
and is described in detail in many publications in the psychometric literature as a
“table-top job analysis®, e.g., Department of Energy (1994). Basically, focus
group participants identify the competencies to be assessed in a systematic way
beginning with an outline of major competency domains and ending with a
detailed account of major and specific competencies organized in outline fashion.
All participants provide input in a systematic, iterative fashion, until consensus is

achieved.
PROCESS

Separate focus groups from the five Board-approved dental schools were
convened to define the content for the portfolio examinations for six competency
domains to be assessed in the portfolio examination: comprehensive oral
diagnosis and treatment planning, direct and indirect restoration, removable
prosthodontics, periodontics, and endodontics. :

The content was developed at two levels of analysis. The first level of analysis
was to develop a consensus at a broad level regarding the major competencies
to be assessed. The faculty indicated that the competencies were acceptable to
the schools as the basis for the portfolio examination. They further understood
that the major competencies were likely to be included in proposed legislation in
order to implement the portfolio examination. The second level of analysis
produced detailed procedures for measuring specific subcomponents within each
of the six competency domains. The detailed procedures will be used to develop

the portfolio examinations.

10
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PROCEDURE

The procedure was conducted systematically in several steps:

Step 1
Orient focus group

Step 2
Review subject matter

Step 3
Identify major competencies

Step 4
Identify specific competencies

Step &
Sequence competencies

Step 6
Develop competency
statements

Step 7
Refine competencies

Step 8
Re-evaluate competencies

* Present participants with an outline of topics to
be covered for a given competency domain

» Qrient participants as to the goal of the process
and how the resuits will be used

e Have participants explain how their program
currently conducts competency examinations

» Review the topics involved in a given
competency domain, e.g., periodontics,
endodontics, etc.

« ldentify major competencies to be assessed

» Discuss implications of the competencies at each
participant’s program until consensus is reached

each

+ ldentify specific competencies within

content domain to be assessed

- o Discuss implications of the competencies at each

participant's program until consensus is reached

s Sequence the competencies until consensus is
reached

» Rephrase each competency in terms of a
consistent format that includes an action verb
and direct object (c. f., Chambers & Gerrow,
1894)

* Make final edits to the wording of the
competencies until consensus is reached

» Discuss the list of major and specific
competencies until consensus is reached

11
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SECTION 5 — JOB-RELATED CONTENT OF PORTFOLIO

The portfolio examination is comprised of performance examinations in six competency
domains identified by the focus groups using a “table-top job analysis” methodology
The competencies and their subcomponent competencies
provide the most fundamental type of validity evidence for the portfolio examination, that
is, content. The subcomponents of each major competency domain are presented

described in Section 4.

below.

Table 1 — Major competencies and subcomponents

Comprehensive oral
diagnosis and
treatment planning

I
1.
it
V.
V.
VI,

Collect medical and dental history

Perform comprehensive examination

Evaluate data fo identify problems

Work up probtems and develop tentative treatment plan

Develop final freatment plan

Prepare documentation according to risk management standards

Direct restoration

Restore tooth containing primary carious lesions to optimal form, function
and esthetics with Class Il amalgam or composite

Restore tooth containing primary carious lesions to optimal form, functlon
and esthetics with Class lii or IV composute

. Restore tooth containing primary canious lesions to optimal form, function

and esthetics with Class V glass ionomer, composite or amalgam

. Select case based on minimum criteria for direct restorations

Indirect restoration

Restore tooth to optimal form, function and esthetics with crown or onlay
according to approved procedures and materials for indirect restorations
Select case based on minimum criteria for indirect restorations

. Removable
prosthodontics

Develop diagnosis and determine treatment options and prognosis for
removable prosthesis

Restore edentulous spaces with removable prostheses

. Manage tooth foss transition with immediate or transitional prostheses
Manage prosthetic problems

Direct and evaluate laboratory services for prosthesis

Endodontics

i!I
I,

VL

Vil

Apply case selection criteria for endodontic cases

Demonstrate pretreatment preparation for endodontic treatment
Perform access opening

Perform shaping and cleaning techniques

Perform obturation techniques

Demonstrate completion of endodontic case

Provide recommendations for post-endodontic treatment

Periodontics

It
HL.
V.

Perform comprehensive periodontal examination
Determine diagnosis and develop periodontal treatment plan
Perform nonsurgical pericdontal therapy

Perform periodontal re-evaluation

12
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SECTION 6 — ANNOTATED OUTLINE OF COMPETENCIES

For each major competency and subcomponent competency domain, focus group
participants were asked to provide additional details fo specify the scope of the
competencies being measured. Below are the competency domains, subcomponent
competencies, and specific content to be covered within each subcomponent.

AREA 1: COMPREHENSIVE ORAL DIAGNOSIS AND TREATMENT PLANNING

. Collect medical and dental history

A.

o

If. Pe

LOMTMOOWpE

. Eval

2MO0O

Evaluate medical history, e.g., past ilinesses and conditions, family history,
current illnesses and medications, medications and their effect on dental
condition

Obtain dental history, e.g., age of previous prostheses, existing
restorations, prior history of orthodontic/periodontic treatment, oral hygiene
habits/adjuncts

Determine chief complaint

Determine psychosocial issues

Determine behavioral issues that affect relationship with patient

orm comprehensive examination

interpret radiographic series

Perform caries risk assessment
Determine periodontal condition
Perform head and neck examination
Screen for temporomandibular disorders
Assess vital signs

Perform clinical examination of dentition
Perform occlusal examination

uate data to identify problems
A.
B.
C.
D.

List chief complaint

List medical problems

List stomatognathic problems
List psychosocial problems

V.  Work up problems and develop tentative treatment plan

GmMmooOw>

Define each problem, e.g., severity/chronicity, classification
Determine if any additionat diagnostic tests are needed
Develop differential diagnosis

Recognize need for referral(s)

Address pathophysiology of problem

Address short term needs

Address long term needs

13
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-

Determine interactions of problems
Develop treatment options
Determine prognosis

K. Prepare patient information for informed consent
V. Develop final treatment plan
A. Establish rationale for treatment
B. Address all problems (any condition that puts the patient at risk in the iong

term)

C. Determine sequencing within the following framework

1.

6.

Systemic: medical issues of concern, medications and their effects,
effect of diseases on oral condition, precautions, treatment
modifications

Urgent: Acute pain/infection management, urgent esthetic issues,
further exploration/additional information, oral medicine consultation,
pathology

Preparatory: Preventive interventions, orthodontic, periodontat
(Phase |, Il), endodontic treatment, oral surgical treatment, TMD
treatment, caries control, other temporization

Restorative: operative, fixed, removable prostheses, occlusal
splints, implants

Elective: Esthetic (veneers, efc.), any procedure that is not clinically
necessity, replacement of sound restoration for esthetic purposes,
bleaching

Maintenance: Periodontic recall, radiographic interval, periodic oral
examination, caries risk management

VI Prepare documentation according to risk management standards

14
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AREA 2: DIRECT RESTORATION

Restore tooth containing primary carious lesions to optimal form, function and
esthetics with Class Il amalgam or composite
Restore tooth containing primary carious lesions to optimal form, function and
esthetics with Class Il or }V composite
Restore tooth containing primary carious lesions to optimal form, function and
esthetics with Class V glass ionomer, composite or amalgam
Select case based on minimum criteria for direct restorations

A. Class Il - Any permanent posterior tooth

1.

2.

o~

o~

Treatment needs to be performed in the sequence described in the
treatment plan

More than one test procedure can be performed on a single tooth:;
teeth with multiple lesions may be restored at separate
appointments

Caries as shown on either of the two required films on an unrestored
proximal surface must extend to the dentoenamel junction

Tooth to be treated must be in occlusion

Must have an adjacent tooth to be able to restore a proximal
contact; proximal surface of the dentition adjacent to the proposed
restoration must be either natural tooth structure or a permanent
restoration; provisional restorations or removable partial dentures
are not acceptable adjacent surfaces

Tooth must be asymptomatic with no pulpal or periapical pathology;
cannot be endodontically treated or in need of endodontic treatment
Tooth with bonded veneer is not acceptable

The lesion is not acceptable if it is in contact with circumferential
decalcification

B. Class lI/lV — Any permanent anterior tooth

1.

2.

3.

Treatment needs to be performed in the sequence described in the
treatment plan

More than one test procedure can be performed on a singie tooth.
Teeth with multiple iesions may be restored at separate appointments.
Caries as shown on the required film on an unrestored proximal
surface must extend to the dentoenamel junction

Must have an adjacent tooth to be able to restore a proximal contact;
proximal surface of the dentition adjacent to the proposed restoration
must be either natural tooth structure or a permanent restoration;
provisional restorations or removabie partial dentures are not
acceptable adjacent surfaces

Tooth must be asymptomatic with no pulpal or periapical pathology;
cannot be endodontically treated or in need of endodontic treatment
The lesion is not acceptable if it is in contact with circumferential
decalcification

15
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7. Approach must be appropriate for the tooth
8. Tooth with bonded veneer is not acceptable

C. ClassV — Any permanent tooth
1.  Tooth must have a carious lesion that is clinically evident.
2. Treatment needs to be performed in the sequence described in the
: treatment pian

3.  More than one test procedure can be performed on a single tooth;
teeth with multiple lesions may be restored at separate
appointments

4.  Tooth must be asymptomatic with no pulpal or periapical pathology;
cannot be endodontically treated or in need of endodontic treatment;
the lesion is not acceptable if it is in contact with circumferential
decalcification

5. New restoration must be separate from any existing restoration on
the tooth

16
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AREA 3: INDIRECT RESTORATION

I.  Restore tooth to optimal form, function and esthetics with crown or
onlay according to approved procedures and materials for indirect

restorations.

A.
B.

C.
D.
E.
e

Ceramic restoration must be onlay or more extensive
Partial gold restoration must be onlay or more extensive
Metal ceramic restoration

Full gold restoration

Facial veneer is not acceptable

.  Select case based on minimum criteria for indirect restorations.

A.
B

oo

@m

Treatment needs to be performed in the sequence
described in the treatment plan.

Tooth must be asymptomatic with no pulpal or periapical
pathology; cannot be in need of endodontic treatment.
Endodontically treated teeth must follow standard of care.
Tooth must have opposing occlusion that is stable.

Must have an adjacent tooth to be able to restore a proximal
contact; proximal surface of the tooth adjacent to the
planned restoration must be either an enamel surface or a
permanent restoration; temporary restorations or removable
partial dentures are not acceptable adjacent surfaces

Tooth must require an indirect restoration at least the size of
the onlay or greater.

Cannot replace existing or temporary crowns

Buildups may be completed ahead of time, if needed. Teeth
with cast posts are not allowed.

Restoration must be completed on the same tooth and
same patient by the same student

Validated lab or fabrication error will allow a second delivery
attempt starting from a new impression or modification of
the existing crown.

Digital media cannot be used to capture impressions.

17
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AREA 4: REMOVABLE PROSTHODONTICS

. Develop diagnosis and determine treatment options and prognosis for removable
prosthesis

Iomm Oowre

L.
J.

Obtain patient history, e.g., medical, dental, psychosocial
Evaluate chief complaint

‘Obtain radiographs and photographs

Perform clinical examination, e.g., hard/soft tissue charting, endodontic
evaluation, occlusal examination, skeletal/jaw relationship, VDO, CR, MIP
Evaluate existing prosthesis and patient concerns

Obtain and mount diagnostic cast

Determine complexity of case, e.g., ACP classification

Present treatment options and prognosis assessment, e.g., complete
denture, partial denture, overdenture, implant options, FPD

Analyze risks/benefits
Apply critical thinking and make eV|dence~based treatment decisions

.  Restore edentulous spaces with removable prostheses

. M

K.

pASTIOMMDO®>

CTIOTMMUO wop

Develop diagnosis and treatment plan for removable prosthesis
Obtain diagnostic casts

Perform diagnostic wax-up/survey framework design

Determine need for preprosthetic surgery and make necessary referral
Perform tooth modification and/or survey crowns

Obtain master impressions and cdsts

Obtain occlusal records

Try-in and evaluate trial dentures

insert prosthesis -

Provide post-insertion care

Apply standards of care, e.g., infection control, informed consent

nage tooth ioss transition with immediate or transitional prostheses

Develop diagnosis and treatment plan — tooth salvage/extraction
decisions

Educate patient regarding healing process, denture experience, future
treatment needs, etc

Plan surgical and prosthetic phases

Obtain casts, e.g., preliminary/final impressions

Obtain occlusal records

Perform diagnostic wax-up

Try-in and evaluate trial dentures

Manage and coordinate surgical phase

Insert immediate or transitional prosthesis

Provide post insertion care including adjustments, relines, patient
counseling

Apply standards of care, e.g., infection control, informed consent

IV. Manage prosthetic problems

A.

Assess real or perceived patient problems

18
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Evaluate existing prosthesis

Perform uncomplicated repair, reline, re-base, re-set or re-do

Determine need for specialty referral

Obtain impression/record/information for laboratory use

Communicate needed prosthetic procedure to laboratory technician
Insert prosthesis and provide follow-up care

Perform in-office maintenance, e.g., prosthesis cleaning, clasp tightening,
occlusal adjustment

V. Direct and evaluate laboratory services for prosthesis

TOMMUoOw

A. Complete laboratory prescription

B. Communicate with laboratory technician _

C. Evaluate laboratery work product, e.g., frameworks, processed dentures
19
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AREA 5: ENDODONTICS

L.

L.

Apply case selection criteria for endodontic cases
A, Meet AAE case criteria for minimum difficulty
1.  Treat simple morphologies of ali teeth .
2. Treat teeth that include signs and symptoms of swelling and acute
inflammation
3.  Treat teeth without previous complete or partial endodontic therapy
Determine endodontic diagnosis
Perform charting and diagnostic testing
Take and interpret radiographs
Determine pulpal diagnosis within approved parameters
1. Within normal limits
2. Reversible puipitis
3. lrreversible pulpitis
4.  Necrotic pulp
F. Determine periapical diagnosis within approved parameters
1. Within normal limits
2. Asymptomatic apical periodontitis
3.  Symptomatic apical periodontitis
4.  Acute apical abscess
5.  Chronic apical abscess
G. Develop endodontic treatment plans including referral, trauma, and
management of emergencies
Demonstrate pretreatment preparation for endodontic treatment

moom

A. Manage pain control

B. Remove caries and failed restorations
C. Determine restorability

D. Achieve isolation

Perform access opening

Create indicated outline form

Create straight line access

Maintain structural integrity

Complete unroofing of pulp chamber

ldentify all canal systems

rform shaping and cleaning technigues

Maintain canai integrity

Preserve canal shape and flow

Apply protocols for establishing working length
Manage apical control

Apply disinfection protocols

rform obturation techniques

Apply obturation protocols

1.  Select and fit master cone

2. Determine canal conditions before obturation

Uow>

g m

P

moowy

P

>
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3.  Verify sealer consistency and adequacy of coating
B. Demonstrate length control of obturation
C. Achieve dense obturation of filling materiai
D. Demonstrate obturation to a clinically appropriate corona!l height
VL. Demonstrate completion of endodontic case

A. Achieve coronal seal to prevent re-contamination
B. Create diagnostic, radiographic and narrative documentation
VIl. Provide recommendations for post-endodontic treatment
A. Recommend final restoration aiternatives
B. Provide recommendations for outcomes assessment and foliow-up

21
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AREA 6: PERIODONTICS

. Perform comprehensive periodontal examination

A. Review medicail and dental history
B. interpret radiographs
C. Perform extra- and intra-oral examination
D. Perform comprehensive periodontal data collection
1. Evaluate plaque index, probing depths, bleeding on probing,
suppuration, cementoenamel junction-gingival margin, clinical
attachment level and furcations
2. Perform occlusal assessment
E. Evaluate periodontal etiology/risk factors (local and systemic)
ll.  Determine diagnosis and develop periodontal treatment plan
A. - Determine periodontal diagnosis
B. Formulate initial periodontat treatment plan

1.  Determine whether to treat or refer to periodontist
2. Discuss with patient etiology, benefits of treatment, specific risk
factors, alternatives and patient-specific oral hygiene instructions
3.  Determine nonsurgical periodontal therapy including management of
contributing factors of periodontitis :
4. Determine need for re-evaluation
5. Determine recall interval (if no re-evaluation needed)
. Perform nonsurgical periodontal therapy
A Detect supra- and subgingival calculus
B. Perform periodontai instrumentation
1. Remove calculus
2. Remove plaque
3. Remove stains

C. Minimize tissue trauma
D, Provide effective anesthesia
IV. Perform periodontal re-evaluation
A. Evaluate effectiveness of oral hygiene care
B. Assess periodontal outcomes

1. Review medical and dental history

2. Review radiographs

3. Perform comprehensive periodontal data collection (e.g., evaluate
plaque index, probing depths, bleeding on probing, suppuration,
cementoenamel junction-gingival margin, clinical attachment level,
furcations, tooth mobitity)

C. Discuss with patient etiology, benefits of treatment, altemnatives, patient-
specific oral hygiene instructions, and modification of specific risk factors
D. Determine further periodontal needs including need for referral to a
periodontist and periodontal surgery
E. Establish recall interval for periodontal treatment
22
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SECTION 7 — EVALUATION SYSTEM

A standardized evaluation system will be used as the tool to evaluate students’
performance in the competency examinations. To implement the portfolio examination,
the competencies and their subcomponents defined in Section 5 will provide the
framework for the evaluation system that will assess the students’ competencies in the
procedures. Faculty from all Board-approved dental schools must be involved in the
process so that the final evaluation system represents rating criteria applicable to
students regardless of their predoctoral programs.

The evaluation system is intended to be used for summative decisions (high-stakes,

pass/fail decisions) rather than formative decisions (compilation of daily work with -

faculty feedback for learning purposes). The evaluation system provides quantitative
validity evidence for determining clinical competence in terms of numeric scores.

APPLICABLE STANDARDS

The evaluation system must meet psychometric criteria to provide the
measurement opportunity for success for all students.

Standard 3.20

Standard 3.22

Standard 14.17

“The instructions presented to test takers should contain
sufficient detail so that test takers can respond to a task in the
manner that the test developer intended. When appropriate,
sample material, practice or sample questions...should be
provided to test takers prior to the administration of the test or
included in the testing material as part of the standard
administration instructions.” (p. 47)

“Procedures for scoring and, if relevant, scoring criteria should
be presented by the test developer in sufficient detail and clarity
to maximize the accuracy of scoring. Instructions for using
rating scales or for deriving scores obtained by coding, scaling,
or classifying constructed responses should be clear.” (p. 47)

“The level of performance required for passing a credentialing
test should depend on the knowledge and skills necessary for
acceptable performance in the occupation or profession and
should not be adjusted to regulate the number or proportion of
persons passing the test.” (p. 162)

23
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BEHAVIORALLY ANCHORED RATING SCALES

Behaviorally anchored rating scales have unique measurement properties which
have been used extensively in medical and dental education as a tool to assess
performance. They rely on critical incidents of behavior which may be classified
into dimensions unique and independent of each other in their meaning. Each
performance dimension is arrayed on a continuum of behaviors and examiners
must select the behaviors that most closely describe the student’s performance.

There are several steps to develop behaviorally anchored rating scales for the
portfolio examination evaluation system:

1. Use the competencies and their associated subcomponents defined by
the table-top job analysis discussed in Section 5 as the framework for the
evaluation system, e.g., comprehensive oral diagnosis and treatment
planning, direct restoration, indirect restoration, removable prosthodontics,
endodontics, periodontics

2. Generate criticat incidents of ineffective and effective behavior

3. Create performance dimensions that describe the qualities of groups of
critical incidents :

4. Define performance dimensions in terms of numeric ratings, e.g., 1 to 5, 1
to7,1t09 '

5. Retransiate (reclassifying) the critical incidents to ensure that the incidents
describe the performance dimensions ‘

6. ldentifying six to seven incidents for each performance dimension

7. Refine standardized criteria for each of the competency domains and their
subcomponent competencies

8. Establish minimum acceptable competence criteria (passing criteria) for
competency examinations

MINIMUM COMPETENCE

The passing standard for all of the competency examinations will be built into the
rating scales when the rating criteria are developed. The rating criteria for
minimum competence is best developed by representative facuity who have a
solid conceptual understanding of standardized rating criteria and how the criteria
will be applied in an operational setting.

24
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SECTION 8 — EXAMINER TRAINING AND CALIBRATION

in order to meet the standard required for psychometrically sound examinations, training
and calibration procedures must be linked back to the competencies defined by a job
analysis and to the evaluation system. All the schools must calibrate their faculty to the
same rating criteria. Again, faculty from all Board-approved dental schools must be
involved in the process to ensure those facuity apply the same standards to students’
performance. It is very important for the Board to be aware of threats to the validity of
the examination that arise from improper training and calibration. if the examiners are
improperly trained and calibrated, the examiners would compromise the portfolio
examination’s ability to produce results that warrant valid conclusions about students’
clinical competence.

APPLICABLE STANDARDS

Standard 5.1 “Test administrators should follow carefully the standardized
procedures for administration and scoring as specified by the
test developer, unless the situation or a test taker's disability
dictates an exception should be made.” (p. 63)

Standard 5.8 “Test scoring services should document the procedures that
were followed to assure accuracy of scoring. The frequency of
scoring errors should be monitored and reported to users of the
service on reasonable request. Any systematic source of
scoring errors should be corrected.” (p. 64)

Standard 5.9 -~ “When test scoring involves human judgment, scoring rubrics
should specify criteria for scoring. Adherence to established
scoring criteria should be monitored and checked regularly.
Monitoring procedures should be documented.” (p. 65)

EXAMINER SELECTION CRITERIA

Examiners will be dental school faculty trained to use a standardized evaluation
system through didactic and experiential methods. Each examiner will be
required to submit credentials to document their qualifications and experience in
conducting examinations in an objective manner,

During hands-on training, examiners will be provided feedback about their

performance and how their scoring varies from their fellow examiners.
Examiners whose error rate exceeds a prespecified percentage error will be re-
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calibrated. If any examiner is unable to be re-calibrated, the Board would
dismiss the examiner from the portfolio examination process.

PROCESS

Examiners will be asked to review a variety of materials, e.g. online overview of
process, examiner training manuals, slide presentations (Powerpoint), sample
cases, sample documentation, DVD, etc., prior to participating in the actual rating
of students.

Training activities will have multiple examples of performance that clearly relate
to the specific judgments that examiners are expected to provide during the
competency examinations. Hands-on training sessions should include an
overview of the rating process, clear examples of rating errors, examples of how
to mark the grading forms, a series of several sample cases for examiners to
hone their skills, and numerous opportunities for training staff to provide
feedback to individual examiners.

There are several steps in the process:

1. Establish agreement among all the schools as to the level of performance
represented by the competencies represented in the evaluation

2. Train all faculty from all the dental schools involved in portfolio examination to
use standardized criteria to agreed upon set standards for interrater reliability

3. Build in a process for faculty from other schools to participate in evaluating
students in competency examinations

4. Develop an evaluation system and calibration process that is iterative and
involves individual feedback so that mid-course modifications can be made to
improve the system as necessary

5. Conduct calibration regularly to maintain common standards as a ongoing
process

TYPES OF RATING ERRORS

The competency examinations have the potential to introduce error to the score
that is unrelated to the reliability of the examination. Several common rating
errors can interfere with the rating process by diminishing the accuracy,
effectiveness and fairness of the ratings (Cascio, 1992). Rating errors can be
avoided by developing scoring criteria that clearly define acceptable and

unacceptable performance.

» Halo effect: Inappropriate generalization from one aspect of an individual's
performance to all areas of the person’s performance

» Contrast effect: Tendency to rate persons in comparison to others
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 Stereotyping: Tendency to generalize, favorably or unfavorably, across groups
and ignore individual differences

+ Central tendency: Inclination to rate students in the middle of the rating scale
even when student performance merits higher or lower ratings

+ Negative/positive skew: Inclination to rate students higher or lower than their
performance warrants

» Recency effect: Tendency to discount events that occurred early in the rating
period and overemphasize those that occurred later.

CROSS-TRAINING OF EXAMINERS

Training sessions will be conducted on an ongoing basis in both northern and
southern California, with the expectation that examiners participating in the
portfolio examination process will have ample opportunities to participate in
competency examinations conducted at a schoof other than their own. it may not
be necessary to have examiners from other schools rate each and every student;
however, periodic participation of examiners from outside schools can strengthen
the credibility of the process and ensure objectivity of ratings.
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SECTION 9 - AUDIT PROCESS

The purpose of the audit should be to determine if the schools are following the
procedures established for the evaluation system and calibration process. The design
of the evaluation system and the calibration process wili be sufficiently robust to ensure
that only the students who meet the passing criteria would be issued a license. The
‘Dental Board should oversee the auditing process and estabiish standards necessary
for public protection in cooperation with dentists who are knowledgeable of the portfolio

examination and licensing standards.

During an audit, in-depth information is obtained about the administrative and
psychometric aspects of the portfolio examination, much fike the accreditation process.
An audit team comprised of faculty from the dental schools and persons designated by
the Board would verify compliance with accepted professional testing standards, e.g.,
Standards for Educational and Psychological Testing, as well as verify whether the
portfolios have been implemented according to the goals of the portfolio process.

APPLICABLE STANDARDS

Standard 3.15 “When using a standardized testing format to collect structured
behavior samples, the domain, test design, test specifications
and materials should be documented as for any other test.
Such documentation should include a clear definition of the
behavior expected of the test takers, the nature of expected
responses, and any materials or directions that are necessary
to carry out the testing.” (p. 46)

PROCESS
There are several steps in the process:

1. Develop documents for evaluating the schools compliance with the evaluation
system and calibration process '

2. Train auditors in the evaluation system and calibration process

3. Develop criteria for auditors to apply in reviewing schools’ compliance with the
evaluation system and calibration process

4. Select auditors who can maintain the principle of independence

5. Develop self-assessment protocols and schedules for schools to compiete
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ROLE OF AUDITORS

The audit team is responsible for venfication of the examination process and
examination results, and, collection and evaluation of specific written
documentation which respond to a set of standardized audit questions and
summarizing the findings in a written report. A site visit can be conducted to
verify portfolio documentation and clear up unresolved questions.

The audit team would be comprised of persons who can remain objective and
neutral to the interests of the school being audited. The audit team should be
knowledgeable of subject matter, psychometric standards, psychometrics and
credentialing testing. '

The audit team should be prepared to evaluate the information provided in a
written report that documents the strengths and weaknesses of each school's
administrative process and provides recommendations for improvement.

DOCUMENTATION FOR VALIDITY EVIDENCE

Each student will have a portfolio of completed, signed rating (grade) sheets
which provide evidence that clinical competency examinations in the six areas of
practice have been successfully completed.

In addition to the signed rating (grade) sheets, there is content-specific
documentation that must be provided. A list of acceptable documentation is
presented on the following page..
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Table 3 — Content-specific documentation

COMPREMENSIVE ¢ Full workup of case
ORAL DIAGNOSIS
AND TREATMENT
PLANNING
DIRECT » Restorative diagnosis and treatment plan
RESTORATION » Preoperative radiographs, e.q., original lesion in Class I, lil, IV
»_Postoperative radiographs including final fill
INDIRECT » Restorative diagnosis and treatment pian
RESTORATION » Preoperative radiographs
¢ Postoperative radiographs including successfully cemented crown or
onlay
REMOVABLE » Removable prosthodontic diagnosis and treatment plan
PROSTHODONTICS |« Preoperative radiographs fllustrating treatment condition
¢ Preoperative and postoperative intracral photoegraphs of finished
appliance
PERICDONTICS s Periodontal diagnosis and treatment plan’
; s Charted pocket readings
» Preoperative radiographs including subgingival calculus
« Postoperative radicgraphs
e Follow-up report
ENDODONTICS '« Endodontic diagnosis and treatment plan
: = Preoperative radiographs of treatment site
»__Postoperative radiographs of treatment site
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SECTION 10 — RESEARCH FINDINGS

PSYCHOMETRIC ISSUES

Several researchers comment that if portfolios are used for summative rather
than formative purposes, it must meet stringent psychometric requirements
including standardization, rater training with structured guidelines for making
decisions, and large numbers of examiners to average out rater effects
{Driessen, van der Vleuten, Schuwirth, Tartwijk & Vermunt, 2005, p. 215; Davis &
Ponnamperuma, 2005, Fr:edman Ben-David, Davis, Harden, Howie, Ker, &

Pippard, 2001).

Friedman et al. (2001) note that the validity of the inferences made about the
portfolio depend on the reliability of the test. If the test scores or ratings suffer
from low interrater agreement or poor sampling, inferences cannot be made.
Moreover, there should be a clear definition of the purpose of the portfolio and
identification of the competencies to be assessed. Webb, Endacott, Gray,
Jasper, McMullan and Scholes (2003) and McMullan (2003) cite several criteria
that should be used to evaluate portfolio assessments, namely, explicit grading
criteria, evidence from a variety of sources, internal quality assurance processes,
and external quality assurance processes.

Content validity is important in developing an examination for initial licensure
{Chambers, 2004) such that there should be a validation process that inquires
whether tasks being evaluated should be representative of tasks critical to safe

and effective practice. A recent paper by Patterson, Ferguson, and Thomas .

(2008) calls for validation by using a job analysis to identify core and specific
competencies.

A recent paper entitled "Point/Counterpoint: Do portfolio assessments have a
place in dental licensure?” addresses many of these issues specifically as they
pertain to the purpose of licensure rather than education (Hammond &

Buckendahl, 2006; Ranney & Hambleton, 2006).

Hammond and Buckendahl do not support the use of portfolios for dental
licensure. They cite two issues as important in considering the use of portfolio
assessments for licensure purposes- First, standardizing the training and
evaluation across a broad range of locations would be difficuit.  Second,
demonstrations of abilities in past records would need to be verified so that there
is an evaluation of the current range of competencies. These authors contend
that the portfolio does not provide an assessment of minimum skills that is
administered independent of the training program to support licensure decisions:
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and therefore, provides no external validation and verification of the students’
competence. Moreover, there may be measurement error, or fow reliability,
within the system as a result of errors in content sampling, number of
observations of performance, number of examiners rating the student’s
performance, assumptions of unidimensional relationships between items, lack of
interrater agreement, and reliance on pairs rather than triads of examiners for all

students.

In an opposing point of view in the same article, Ranney and Hambleton (2006)
support the use of portfolios for denta! licensure. According to these authors,
testing agencies have published littte or no data to allow an assessment of
retiability of validity of their examinations. Variability in the reliability of clinical
licensure examinations and pass rates among testing agencies may reflect lack
of reliability or validity in the examination process, and, omission of skills
necessary to practice safely at the entry level, not just changes in student
populations. The authors recognize that several criteria would need to be met
before portfolio assessment could be implemented. The most important of these
criteria are: administration by independent parties, inclusion of a full continuum of
student competencies for comprehensive evaluation, and, evaluating
competence within the context of a treatment plan designed to meet the patient’s
oral health care needs. In their discussion, the authors believe that portfolio
assessments could work if the developers considered which tasks to measure,
how the tasks would be scored, calibration protocols for examiners, and how
performance expectations wouid be set.

INITIAL LICENSURE REQUIREMENTS IN OTHER JURISDICTIONS

According to the American Association of Dental Examiners “Composite” issued
in January 2009, virtually alf states and U. S. territories require applicants to pass
an examination administered by the National Board of Dental Examiners.

» Forty-seven jurisdictions accepted a regional clinical examination, e.g.,
WREB, SRTA, CRDTS or national clinical, e.g., ADEX, ADLEX.

» Four jurisdictions, other than California, administered a state clinical
examination

» Forty-three jurisdictions administered a jurisprudence examination

* Four states, other than California, granted licensure after completion of
an accredited, 12-month, postgraduate residency program

e Six states allow applicants to taks any state or regional clinical
examination; Virginia explicitly states that the clinical examination must
use live patients

* Two states (Montana and Utah) accept Califomia’s clinical examination
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Table 4 —~ Summary of existing requirements for initial licensure?

State National Regionai State | Jurisprudence Other
Board clinical clinical
AL Y N Y Y
AK Y Y (WREB) N Y
AZ Y Y (WREB) N Y
AR Y Y {SRTA) N Y
CA Y Y (WREB) Y Y PGY-1
cQ Y Y (CRTDS) N Y
CT Y Y N N PGY-1
(NERB OR DSCE)
DE Y N Y Y DOR
Districtof | Y Y Y Y
Columbia
FL Y N Y Y
GA Y Y {CRDTS) N Y
Hi Y N N N ADEX
1D Y G N Y 'ADEX
(WREB, CRDTS)
m R mee N N 5 ADEX
N Y Y N Y
(WREB, SRTA,
CRDTS, NERB)
1A Y Y N Y ADEX
(CRDTS, WREB)
KS Y Y Y Y
(WREB, SRTA,
CRDTS, NERB, CITA)
KY Y % N Y " ADEX not accepted
{SRTA, WREB,
CRDTS, NERB)
LA Y Y N Y ADEX
{CITA, CRDTS,
NERB, SRTA, WREB)
ME Y Y N Y
{NERB)
MD Y Y N Y
(NERB})
MA Y Y N Y
Ml Y Y - -—
(NERB, DSCE)
MN Y Y N Y PGY-1, ADLEX,
(NDEB, WRERB) ADEX
MS Y Y N Y
MO Y Y N Y
(Any state or regional
examination)

? Examination acronyms for states which specified regional examinations: ADEX = American Board of
Dental Examiners, ADLEX = American Dental Licensing Examination; CITA = Council of interstate
Testing Agencies; CRTDS = Central Regional Dental Testing Service; DOR = Dental Operating Rooms at
Naval dental facllities; DSCE = Dental Simulated Clinical Examination; NERB = North East Regional
Board; NDEB = National Dental Examining Board of Canada; SRTA = Southern Regional Testing
Agency; WREB = Western Regional Examining Board
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State National Regional State | Jurisprudence Other
Board clinical clinical
MT Y Y N Y State clinical
{WREB, CRDTS, examinations from
WREB, SRTA, NERB) CA, DE, FL, and NV
NE Y Y N Y
(CRDTS, NERB) _
NV Y N o — Y ADEX; no Hicensure
by credential
NH Y Y N Y
{NERB)
NJ Y Y N Y ADEX
’ {NERB)
NM Y Y N Y
(WREB, CRDTS)
‘NY Y N N N CDA approved
residency; one-time
jurisprudence
examination
NC Y Y N Y Sterilization/infection
(CITA} | _control examination
'ND Y Y N Y ADEX
(NERB,CRDTS} | |
OH Y Y N Y
(CRDTS, SRTA,
WREB, NERB)
0K Y Y N
{WREB) o
OR Y Y N Y Accepts any state or
regional
_ examination
PA Y Y N N ADLEX
{(NERB) -
" Puerto Y CITA Y Y CITA in lieu of state
Rico clinical examination
RI Y Y N N
{NERB)
s5C Y Y N Y ADLEX
{SRTA, CRDTS)
sp Y Y N Y Accepts any state or
(CRDTS, WREB) regional
examination for
licensure by
credential
TN Y Y N N
{SRTA, WREB)
TX Y Y - Y Accepts any state or |
regional
examination for
licensure by
credential
uT Y Y N N California state
{WREB, SRTA, examination, Hawaii
NERB, CRDTS) exarmination
VT Y Y N Y '
{NERB, WREE,
SRTA, CRDTS, CITA)
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State National Regional State | Jurisprudence Other
* | Board clinical clinical . ¢ :
VA Y Y - Y Accepts any state or
(SRTA, WREB, regional
DRDTS, NERGE, examination for
CITA) licensure by
credential {(only if
live patients used)
u. s. - - - -
Virgin
Islands
WA Y Y N Y PGY-1;
Accepts any state or
regionail
examination
WY Y Y N Y Any state or regional
examination
Wi Y ‘ Y N Y ADEX land #
(CRDTS, WREB,
NERB)
WYy Y Y N Y Part IV of ADEX
{CRDTS, WREB,
NERB}

COMPARISON OF REQUIREMENTS IN THE U.S. AND CANADA

In their 2001 review of dental education and licensure, the Council on Dental
Education of the American Dental Association (ADA) compared practices for
initial dental licensure in the United States and Canada. Their findings indicate
that initial ficensure in the United States and Canada are very similar; however,
Canada relies on the use of the OSCE, which requires students to answer
multiple-choice questions about radiographs, case histories, and/or models in a
series of stations. In the OSCE, simulated patients (manikins) rather than actual
patients are used as subjects for examination procedures.
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Tabie 5 — Comparison of practices in U. S. and Canada for initial licensure

Northeast Regional Examining Board (NERB),
Southem Regional Testing Agency (SRTA),
Western Regional Examining Board (WREB)
offered once to multiple times, depending on the
testing agency

+ 10 states (CA, DE, FL, HL, IN, LA, MS, NC, NV
plus Puerto Rico and the Virgin Islands) offer
state administered examinations

» Each state determines which clinical
examination results are accepted for the
purpose of licensure

« All states reqguire completion of both written and
clinical examinations before being eligible for
licensure

« Some states also require additional criteria such
as proof of malpractice insurance, certification in
Basic Life Support, or a jurisprudence
examination

Requirernent United States Canada
Graduation Yes; program is accredited by the ADA Yes; program is acgredited by the
from an Commission on Dental accreditation Commission on Dental
accredited Accreditation of Canada
program
Written Yes: National Dental Board Examinations (NDBE) | Yes; National Dental Examining
examination Parts | and {l Board of Canada Written

| Examination (NDEB)

Clinical * Regionally administered clinical examinations » OSCE offered three times a
examination Central Regional Testing Services (CRTS): year

Quebec requires an NDEB
certificate or a provincial
examination.

Some provinces require
completion of an ethics
examination

EXISTING COMPETENCY EXAMINATIONS

As expected, all of the California schools included competencies which met
minimum standards set forth by the Commission on Dental Accreditation for
predoctoral dental education programs (2008, Standard 2-25, p. 15):
minimum graduates must be competent in providing oral health care with the
scope of general dentistry, as defined by the school, for the child, adalescent,

adult, and geriatric patient, including:

a) Patient assessment and diagnosis;

b) Comprehensive treatment planning;

c) Health promotion and disease prevention;
d) Informed consent;

e) Anesthesia, and pain and anxiety control;
f) Restoration of teeth;

g) Replacement of teeth;

h) Periodontal therapy;

i) Pulpal therapy;

j) Oral mucosal disorders;

k) Hard and soft tissue surgery;

) Dental emergencies;
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m) Malocclusion and space management; and,
n) Evaluation of the outcomes of treatment.

Key faculty from each of the five Board-approved schools were interviewed
regarding the clinical dimensions of practice assessed in competency
examinations within their predoctoral programs. All of the schools provided a list
of the clinical competencies assessed during predoctoral training. A list of each
school’s competency examination is presented in the Tables 6, 7, 8, 9 and 10.

Table 6 — Competency examinations: Loma Linda University

| Comprehensive s Oral diagnosis examination
diagnosis and treatment | « Radiology interpretation (FMX pathology)
planning * Radiology interpretation (Normal and errors)
* Radiology techniques
Direct restoration » Class Il composite resin
+ Class [l amalgam
» Class lli composite
| Indirect restoration « Full gold crown, partial coverage crown, full coverage ceramic

crown, fixed partial denture or multiple tooth restoration

Rest seat preparation
RPD design
CD setup

Removable
prosthodontics

Preclinical OSCE (5)
Scaling and root planning (2)
Oral health care {2)

Periodontics

Endodontic qualifying examination (to treat patients in clinic)
Endodontic section cf Fall mock board
Endodontic qualifying examination (to take WREB)

Endodontics
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Table 7 — Competency examinations: University of California Los Angeles

Comprehensive » Oral diagnosis
| diagnosis and treatment | « Head and neck examination
| planning s Treatment planning :
o Caries management by risk assessment
Direct restoration o Class il amalgam (2)
s Class It composite (1)
» Class ill compaosite or Class V composite (2)
s Two buildups (core, pin, prefabricated post and core, or dowel
care)
indirect restoration » Two restorations {PFM, bonded ceramic, full goid crown or partial
veneer crown)
Removable » Complete denture
prosthodontics + Immediate full denture
* Removable partial denture
* Reline
Periodontics + Periodontal diagnosis and treatment plan
s Periocdontal instrumentation
» Re-evaluation of Phase | therapy
= Periodontat surgery .
Endodontics » Endodontic case portfolio
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Table 8 — Competency examinations: University of California San Francisco

Comprehensive
diagnosis and treatment
planning

Medical/dental history takin

Infection control '

Practice management

Oral diagnosis and treatment planning OSCE
Caries risk assessment

Complete oral examination/treatment planning
Radiology

Emergency

Baseline skills attainment

Pediatric comprehensive oral examination
QOutcomes of care

Direct restoration

Class'| composite or preventive resin restoration
Ciass | amalgam

Class } amalgam

Ciass H composite

Class 1l or IV composite

Class V composite, glass ionomer gr amalgam
Pediatric restorative

Indirect restoration

Mounted diagnostic cast
Die trimming
Casting (PFM, all gold, or all ceramic crown)

Removable
| prosthodontics

Removable prosthodontics (partial or full denture)

Pericdontics

Instrument sharpening
Instrument identification and adaptation
Scaling and root planning

Endodontics

‘Single-root root canal

Multi-root root canal on typodont
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Table 9 - Competency examinations: University of the Pacific

Comprehensive
diagnosis and treatment
planning

Oral diagnosis and treatment planning

Direct restoration®

Class | resin
Class {l resin
Ciass It amalgam
Class Hiresin
Class V resin

Indirect resforation

All cases evaluated for case management, buildup (if needed),
preparation and temporization

Crown preparation and crown (FVM, PFM or all ceramics)
CIMOE {cementation)

Impression

Removable
prosthodontics

Complete denture, immediate complete denture or other removable

prosthestic device

Periodontics

Periodontal oral diagnosis and treatment pianning
Periodontal diagnostic competency

Calculus detection and root planing

Instrument sharpening

Periodontal re-evaluation

Endodontics

Endodontic radiographic technique
Cleaning and shaping (single canat)
Coronal access anterior

Coronal access posterior
Obturation {single canal)

*All direct restoration cases are evaluated for case management, preparation and restoration. Typically
Class i and Class V resins are performed in the anterior segments; several posterior Class It
restorations are completed including a mandatory mock board scenario—mixed between amalgam and

resin
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Table 10 — Competency examinations: University of Southern California

Competency domain Specific competencies
Comprehensive QOral radiology (OSCE in radiofogy)
diagnosis and treatment Physical evaluation
planning Ultrasonic instrumentation/ultrasonic scaler
OSCE in vital signs, extra- and intraoral examination and infection
control
Class li amalgam
Composite restoration {Class il lll, IV, or V)
Crown preparation (PFM, full gold, partial veneer gold, or ceramic)
Crown cementation (PFM, full gold, partial veneer gold, or ceramic)
Preliminary impression
Outline tray{s)/ custom tray(s)
Final impression(s)
Final survey
Framework try-in {retentianfocclusion)
Jaw record(s) tooth selection
Teeth try-in/ remount jig
Prosthesis placement/ clinica! remount
Final adaptation and articulation
Diagnosis and comprehensive treatment planning
Uitrasonic instrumentation for scaling and root planning
Scaling and root planning
Mock board examination (WREB compatibie)
‘Access
Instrumentation
Obturation

Direct restoration

Indiract restoration

Removable
prosthodontics

Periodontics®

Endodontics

CALIBRATION OF EXAMINERS

During visits to the dental school clinics and interviews with faculty, it was clear
that the dental schoois did an exceptional job in calibrating their examiners and
were consistent in their methodology to ensure that common criteria were used
to evaluate students’ performance on competency examinations. The facuity
were calibrated and re-calibrated to ensure consistency in their evaluation of the
student competencies and the processes used by the dental schools for
assessing competencies was very similar. In every case, minimum competency
was built into the rating scales used to evaluate the students in their competency
examinations. :

The general rule was that two examiners must concur on failing grades. If there
is disagreement between the two examiners, a third examiner was asked to
grade the student. One school specifically mentioned that examiners were
designated full-time faculty who were familiar with the grading criteria and the
logistics of competency examinations.  Other schools mentioned that their
examiners (part-time and full-time faculty) were provided extensive materials to

* Diagnosis and comprehensive treatment planning, ultrasonic instrumentation, scaling and root planing
are performed in the junior year; mock board examination performed in the senior year
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read and review prior to hands-on training with experienced examiners. These
materials included detailed examiner training manuals, detailed slide
presentations (PowerPoint), sample cases, and sample documentation. Hands-
on training and calibration sessions were conducted to ensure that the examiners
understood the evaluation system and how to use it.
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APPENDIX A — CONSULTANT BACKGROUND
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psychology from the University of Memphis.

He was the managing partner of HZ Assessments, a private psychometric consuiting
firm that he co-founded after his retirement from the California Department of Consumer
Affairs in 2001. He has provided psychometric expertise to national and international
organizations and has developed licensing and certification examinations for severai
western states including California, Washington, Oregon, and Arizona. He has
extensive experience in private industry and govemment settings and has conducted
validation studies, developed licensing and certification examinations, and established
cut scores for more than 50 professions, ranging from the construction trades to medical
specialties. He specializes in conducting psychometric audits of examination programs.

Prior to HZ Assessments and Comira, Dr. Hertz was the Chief of the Office of
Examination Resources at the California Department of Consumer Affairs for 15 years.
During his tenure at Consumer Affairs, he handled the most sensitive aspects of
examination programs for more than 30 boards including expert witness testimony for
legislative committees.

He has chaired and presented at the annual meetings of the Council on Licensure,
Enforcement and Regulation and the National Council on Measurement in Education
and has also co-authored several technical papers and journal articles. He is a member
of the American Psychological Association, the Society for Industrial Organizational
Psychology, the American Educational Research Association, the National Council on
Measurement in Education, and the Council on Licensure, Enforcement and Regulation.

ROBERTA N. CHINN, PH.D
SENIOR PSYCHOMETRIC SPECIALIST

Dr. Roberta Chinn is the Senior Psychometric Specialist at Comira. She has more than
19 years of experience in the measurement field. She received her Bachelor of Science
degree from the University of California at Davis in psychology, her Master of Arts
degree from the University of the Pacific in experimental psychology, and her Ph.D. in
experimental and cognitive psychology from Louisiana State University.

She was a general partner in HZ Assessments, a private psychometric consulting firm
that she co-founded in 2001. Prior to HZ Assessments and Comira, Dr. Chinn was a
senior psychometric consultant at the Office of Examination Resources at the California
Department of Consumer Affairs for over 11 years. During her tenure at Consumer
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Affairs, she handled sensitive aspects of examination programs for more than 30 boards
and was instrumental in the development of standardized practical examinations,
applied law and ethics examinations, and standardized oral examinations.

She has developed licensing and certification examinations for several western states
(e.g., California, Colorado, Washington, Oregon, Arizona) as well as for national
credentialing organizations (e.g., Commission on Dietetic Registration of the American
Dietetic Association, Appraisal Qualifications Board). She has extensive experience in
government settings and has conducted validation studies, developed licensing and
certification examinations, andfor established cut scores for over 50 professions
including commercial and residential appraisers, court reporters, predoctoral and
postgraduate dentists, dental auxiliaries, specialty dietitians, structural engineers,
engineering geologists, environmental site assessors, fiduciaries, hydrogeologists, pest
control personnel, clinicai psychologists, ship pilots, pharmacists, clinical psychologists,
speech-language pathologists and veterinarians. She specializes in the development of
multiple-choice, performance and oral examinations and has developed innovative
methods to streamline procedures for job analyses and examination development.

She has chaired and presented at the annual meetings of the Council on Licensure,
Enforcement and Regulation and the National Council on Measurement in Education
and has aiso co-authored severat technical papers and journal articles. She is a
member of the American Psychological Association, the American Educational
Research Association, the National Council on Measurement in Education, and the
Council on Licensure, Enforcement and Regulation.
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