VIRGINIA BOARD OF DENTISTRY
Regulatory-Legislative Committee
AGENDA
May 17,2019
Department of Health Professions
Perimeter Center - 9960 Mayland Drive, 2*¢ Floor Conference Center
Hetrico, Virginia 23233

TIME

9:00 a.m. Call to Order — Augustus A, Petticolas, Jr., DDS, Chair
Evacuation Announcement — Ms. Reen
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Status Report on Legislation and Regulatory Actions — Ms. Reen
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¢ Reinstatement/Reactivation fees
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Virginia Board of Dentistry
Regulatory- Legislative Committee Meeting
May 17,2019

UCEMENT REGARDING PUBLI MMENT

The NOIRA* public comment period for each of the following regulatory actions
is closed:

¢ Administration of sedation and anesthesia
 Use of dental specialties,

Change in renewal schedule, and

Education and training of dental assistants II

The Committee cannot accept comments on these actions at this meeting.

There will be another public comment period during the Proposed** stage on each

of these regulatory actions. The comment period will be posted on the Regulatory
TownHall and sent to the Board’s Public Patticipation list.

Standard Three Stage Process

1. Notice of Intended Regulatory Action (NOIRA): The public receives notification that a regulatory change is
belng conslidered, along with a description of the changes being considered. Once this stage I published in
The Virginia Register of Regulations and appears on the Town Hall, there is at least a 30-day perlod during

which the agency recelves comments from the public. The agency reviews these comments as it develops the
proposed regulation.

2. Proposed: The public is provided with the full text of the regulation, a statement explaining the substance of
the regulatory action, and an Economic Impact Analysis (EIA) prepared by the Department of Planning and
Budget. Once the proposed stage i published in The Virginia Reglster of Regulations and appears on the
Town Hall, there Is at least a 80-day public comment pericd. Based on the comments received, the agency
may modify the proposed text of the.regulation. The agency also provides a summary of comments that have
baen recelved durlng the NOIRA perlod, and the agency's response.

3. Final: The public is provided with the fuil text of the regulation, this time with an explanation of any changes
made to the text of the regulation since the proposed stage. Once the final stage is published in The Virgin/a
Register of Regulations and appears on tha Town Hall, there is a 30-day final adoption pericd.



UNAPPROVED

VIRGINIA BOARD OF DENTISTRY

REGULATORY-LEGISLATIVE COMMITTEE MINUTES

October 26, 2018

CALL TO ORDER:

MEMBERS PRESENT:

OTHER BOARD
MEMBERS PRESENT:

STAFF PRESENT:

COUNSEL PRESENT:

PUBLIC COMMENT:

AFPPROVAL OF
MINUTES:

LEGISLATION AND
REGULATORY:

Department of Health Professions Henrico, VA 23233

Dr. Petticolas called the meeting of the Regulatory-Legislative Committee to order
at 9:02AM, All Committee members were present.

Augustus A, Petticolas, Jr., D.D.S., Chair
Tonya A. Parris-Wilkins, D.D.S.
Tammy C. Ridout, R.D.H.

Sandra J. Catchings, D.D.S.

James D, Watkins, D.D.S.

Carol Russek, JD

Patricia Bonwell, R.D.H., Ph.D.
Nathaniel C. Bryant, D.D.S.
Jamiah Dawson, D.D.S.

Perry Jones, D.D.S.

Sandra K. Reen, Executive Director
Sheila Beard, Executive Assistant

Elaine Yeatts, DHP Policy Analyst
Barbara Allison-Bryan, DHP Chief Deputy

Jim E. Rutkowski, Asst. Attorney General

Dr, Petticolas announced the public comment period and no comments were
forthcoming.

Dr. Watkins moved to accept the minutes from June 29, 2018 as presented. The
motion was seconded and passed.

Ms. Yeatts provided a status report on the following regulatory actions:

» Change in renewal schednle — Comment period closed on 9/5/18

¢ Amendment to restriction on advertising dental specialties - Comment period
closed on 9/5/18

¢ Administration of sedation and anesthesia — Comment period closed on 9/5/18
¢  Prescribing oploids for pain management — Comment period closed on 9/7/18
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s Conforming rules to ADA guidelines on moderate sedation - Published as final
regulations on October 19, 2018

¢ Continuing education for practice by remote supervision — became effective
on 9/20/2018

s Education and training for dental assistants IT1 - Comment pericd closed 9/5/18

COMMITTEE Ms. Yeatts reviewed and facilitated discussion of the following actions:
DISCUSSIONS:
¢« Education & Training of Dental Assistants II — The substance of the
proposed regulation needs to be reviewed to finalize proposed language in
response to public comment. Staff recommended convening an ad hoc
committee from the members of the Regulatory Advisory Panel for that
purpose with the recommendations to be reported to the Board prior to the
December Board meeting. Dr. Catchings made a motion o have staff
convene an ad hoc committee to review and finalize recommendations on
language for the proposed regulation. The motion was seconded and passed.

o Petition for rulemaking from Dr. Iichyshyn — A copy of the petition from
Dr. Iichyshyn was reviewed by committee for consideration of granting
continuing education credits for volunteer dentists who serve as preceptors
to dentsl students volunteering &t community/free clinics. The committee
might recommend initiating rulemaking to make the regulatory change or
recommend denying the petitioner’s request. Following discussion, Ms.
Ridout made a motion to recommend denying the request of the petitioner.
The motion was seconded and passed.

e Regulations for Opioid Prescribing — A recommendation for adoption of
the final regulation to replace the emergency regulation is needed. The
Committee might recommend the proposed regulation with or without
changes in response to public comment. A motion was made by Ms. Ridout

to recommend adoption of the final regulations as proposed. The motion was
seconded and passed.

e Administration of sedation & anesthesia — The Committee discussed the
regulatory language proposed by a Regulatory Advisory Penel and the
public comments received on that lenguage. Ms. Reen stated the Board has
worked on this set of regulations a number of times to address the concerns
of dentists. The following sections were discussed:

o In 18VAC6021-260.E, replacing “for or to be administered” with
“for administration™

o In18VAC60-21-279.B, replacing “for or to be administered” with
“for administration."”

Mz, Yeatts’s offer to make this change every place this language
appears in subsequent sections was acoepted.

o In 18VAC60-21-280.F(4), changing this section to read “If nitrous
oxide/oxygen is used in addition to any other pharmecological agent
and deeper levels of sedation or general anesthesia are produced,
“then the™ regulations for the induced level shall be followed.
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o In 18VAC60-21-291 sections A(1) and A(2Xd) were discussed to
draft appropriate language for certified registered nurse anesthetists.
It was agreed that Ms. Reen and Ms. Yeatis would meet with the
Executive Director of the Board of Nursing to determine if and how
the current language should be revised,

o Comment reccived on 18VACG60-21-290.C aguinst requiring a
three-person treatment team for moderate sedation was considered,
The Committee decided to recommend advancing the proposal to
require a three-person treatment team.

Ms. Yeatts said the Committee might recommend keeping the proposed
regulations as originally drafted or as amended. Dr. Watkins made a
motion to recommend the regulations as amended by the Committee.
The motion was seconded and passed,

Use of dental specialties — The Committee can recommend advancing the
regulation as proposed or take another action. Opposition to the proposed
regulation was considered. Mr. Rutkowski advised recommending the
proposed regulation. He also noted that a legisiative change could also be
proposed. Dr. Watkins made a motion to recommend advancing the
proposed regulation. The motion was seconded and passed.

Change in renewal schedule - The comment on the proposal to change the
renewal schedule from March 31 each year to renewal by birth month
beginning in 2021 was considered, It was noted that a one-time fee reduction
was also proposed to minimize the financial impact on [icensees. Dr.
Watkins moved to recommend advancing the proposed regulation to change
the renewal schedule to birth month. The motion was seconded and passed.

Content of Examination - Ms, Yeatts asked the Committee to review the
minutes of the August Examination Committee meeting and the current
Guidance document 60-25 and consider if a regulatory action should be
recommended as proposed by the Examination Committee. She said
regulatory action is needed to establish content requirements for clinical
exams because the Board’s guidance document cannot be enforced. Ms.
Yeatts added that the committee should decide if this should be a fast-track
action. Ms. Reen commented on the problems that have occurred with
applicants regarding acceptance of exams. Ms. Ridout made motion to
recommend the draft regulation be issned as 2 Notice of Intended Regulatory
Action and not a fast-track. The motion was seconded and passed.
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ADJOURNMENT: With all business concluded, Dr. Petticolas adjourned the meeting at
11:33AM.

Augustus A, Petticolas, Jr., D.D.S., Chair Sandra K, Reen, Executive Director

Date Date
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Agenda Item:

[18 VAC 60 - 21]

Regulations Goveming the Practice of
Dentistry

Regulatory Actions - Chart of Regulatory Actions
As of May 1, 2019
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Board of Dentistry
Regulatory/Policy Actions — 2019 General Assembly

EMERGENCY REGULATIONS:

Legislative | Mandate Promulgating | Board adoption Effective date
source agency date Within 280 days of
. 1 | enactment
HB1849 Remote supervision for Dentistry 6/21/19 11/24/19
hypienistsat DBHDS | | (signed 2/21) | R
| HB2559 Waiver for electronic Medicine 6/13/19 or 8/2/19 12/24/19
| prescribing Nursing 7/16/19
Dentistry 6/21/19
Optometry 6/28/19
1 | (signed 3/21)
EXEMPT REGULATORY ACTIONS o -
| Legislative | Mandate Promulgating | Adoption date | Effective date
source | agenc | .|
HB2184 | Restricted volunteer practice | Dentistry ‘ 6/21/19 8/7/19
HB2493 | DH — administration of drugs; | Dentistry ‘ 6/21/19 | 8/7/19
remote supervision

NON-REGULATORY ACTIONS

| Legislative | Affected Action needed Due date |
| source | agency ! ;
| HB2184 Dentistry Revision of volunteer registration | 7/1/19
. form
HB2556 Department — Enforcement Revision of procedures & policy 7119
for disclosure of investigative
information to state and federal
law enforcement
Revision of designation form for ‘
Boards
Change in reporting requirements; | 7/1/19 |
publication on websites
Gabapentin in Schedule 111

HB2557 ' Department — PMP

Future Policy Actions:

HB2559 (2019) - requires the Secretary of Health and Human Resources to convene a work geoup to identify
successes and challenges of the electronic prescription requirement and offer possible recommendations for increasing
the electronic prescribing of controtled substances that contain an opioid and to report to the Chairmen of the House

Committee on Health, Welfare and Institutions and the Senate Committee on Education and Health by November 1,
2022.



Agenda Item: Board Action on Reinstatement/Reactivation fees

Included in agenda package:

Draft amendments to fee section to include reinstatement fees for
sedation/anesthesia permits and mobile clinics/dental operations

Draft amendments to reduce the fee for reactivation of an inactive
license/registration

Excerpts from regulations for Medicine & Nﬁrsing with language on reactivation
Staff note:

Reinstatement fees for two categories of permits issued by the Board were
inadvertently omitted and need to be added

The reactivation fee (equal to the current renewal fee) is more burdensome than
other boards that only require payment of the difference between the inactive fee
and the current renewal fee. The draft proposal would mirror Medicine and
Nursing regulation.

Committee action:

Recommendation to full Board for adoption of proposed changes by a fast-track
action.



Project 5987 - none

BOARD OF DENTISTRY

Reinstatement and reactivation fees

18VACB80-21-40. Required fees.

A. Application/registration fees.

1. Dental license by examination $400
2. Dental license by credentiails $500
3. Dental restricted teaching license $285
4, Dental faculty license $400
5. Dental temporary resident's license $60
6. Restricted volunteer license $25
7. Volunteer exemption registration $10
8. Oral maxillofacial surgeon registration $175
9. Cosmetic procedures certification $225
10. Mobile clinic/portable operation $250
11. Moderate sedation permit $100

12. Deep sedation/general anesthesia permit $100

B. Renewal fees.

1. Dental license - active $285
2. Dental license - inactive $145
3. Dental temporary resident's license $35
4. Restricted volunteer license $15
5. Oral maxillofacial surgeon registration $175
6. Cosmetic procedures certification $100
7. Moderate sedation permit $100
8. Deep sedation/general anesthesia permit $100

C. Late fees.



1. Dantal license - active $100

2. Dental license - inactive $50
3. Dental temporary resident's license $15
4. Cral maxillofacial surgeon registration $55
5. Cosmetic procedures certification $35
6. Moderate sedation permit $35
7. Deep sedation/general anesthesia pemnit $35

D. Reinstatement fees.

1. Dental license - expired $500
2. Dental license - suspended $750
3. Dental license - revoked $1000
4. Oral manxillofacial surgeon registration $360
5. Cosmetic procedures certification $225
8. Sedation or anesthesia permit $170
7.Mobile clinic/portable operation $250
E. Document fees.
1. Duplicate wall certificate $60
2. Duplicate license $20
3. License certification $35
F. Other fees.
1. Retumed check fee $35
2. Practice inspection fee $350

G. No fee wilf be refunded or applied for any purpose other than the purpose for which the fee
is submitted.

H. For the renewal of licenses, registrations, certifications, and permits in 2018, the following

fees shall be In effect:

1. Dentist - active $142
2. Dentist - inactive §72
3. Dental full-time faculty $142



4. Temporary resident $17

5. Dental restricted volunteer $7
6. Oral/maxillofacial surgeon registration $87
7. Cosmetic procedure certification $50
8. Moderate sedation certification $50
9. Deep sedation/general anesthesia $50
10. Mobile clinic/portable operation $75

18VACH0-21-220. Inactive license.

A. Any dentist who holds a current, unrestricted license in Virginia may, upon a request on the
renewal application and submission of the required fes, be issued an inactive license. With the
exception of practice with a current restricted volunteer license as provided in § 54.1-2712.1 of
the Code, the holder of an inactive license shall not be entitled to perform any act requiring a

license to practice dentistry in Virginia.

B. An inactive license may be reactivated upon submission of the required application, which
includes evidence of continuing competence and payment of the difference between the inactive
fee and the current renewal fee. To evaiuate continuing competence the board shali consider (i)
hours of continuing education that meset the requirements of 18VAC60-21-250; (ii) evidence of
active practice in another state or in federal service; (jii) current specialty board certification; (iv)
recent passage of a clinical competency examination that is accepted by the board; or (v) a

refresher program offered by a program accredited by the Commission on Dental Accreditation

of the American Dental Association.

1. Continuing education hours equal to the requirement for the number of years in which
the license has been inactive, not to exceed a total of 45 hours, must be included with the
application. Of the required hours, at least 15 must be earned in the most recent 12 months
and the remainder within the 38 months immediately preceding the application for

activation.
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2. The board reserves the right to denya request for reactivation to any licensee who has -
been determined to have committed an act in violation of § 54.1-2706 of the Code or who

is unable to demonatrate continuing competence.
18VACB0-25-210. Reinstatement or reactivation of a license.
A. Reinstatement of an expired license.

1. Any person whose license has expired for more than one year and who wishes to
reinstate such license shall submit to the board a reinstatement application and the

reinstatement fee.

2. An applicant for reinstatement shall submit evidence of completion of continuing
education that meets the requirements of 18VACB0-25-190 and Is equal to the
requirement for the number of years in which his license has not been active in Virginia,
not to exceed a total of 45 hours. Of the required hours, at least 15 must be earnad in the
most recent 12 months and the remainder within the 36 months preceding an application

for reinstatement.

3. An applicant for reinstatement shall also provide evidence of continuing competence
that may also include (i) documentation of active practice in ancther state or in federal
service, (ii) recent passage of a clinical competency examination accepted by the board,

or {ili) completion of a refresher program offered by a CODA accredited program.

4. The executive director may reinstate a license provided that the applicant can
demonstrate continuing competence, that no grounds exist pursuant to § 54.1-2706 of the
Code and 18VAC60-25-120 to deny said reinstatement, and that the applicant has paid

the reinstatement fee and any fines or assessments.

B. Reactivation of an inactive license.



1. An inactive ficense may be reactivated upon submission of the required application,

payment of the rence be nactiv the current renewal fee, and
documentation of having completed continuing education that meets the requirements of
18VACB0-25-190 and is equal to the requirement for the number of years in which the
license has been inactive, not to exceed a total of 45 hours. Of the required hours, at least
15 must be eamed in the most recent 12 months and the remainder within the 36 months

immediately preceding the application for activation.

2. An applicant for reactivation shall also provide evidence of continuing competence that
may alsc include (i) documentation of active practice in another state or in federal service,
(i} recent passage of a clinical competency examination accepted by the board, or (jii)

completion of a refresher program offered by a CODA accredited program.

3. The executive director may reactivate a license provided that the applicant can
demonstrate continuing competance and that no grounds exist pursuant to § 54.1-2706 of

the Code and 18VACE0-25-120 to deny said reactivation.

18VAC80-30-160. Inactive registration.

A. Any dental assistant || who holds a current, unrestricted registration in Virginia may upon a
request on the renewal application and submission of the required fee be issued an inactive
registration. The hoider of an inactive registration shall not be entitled to perform any act requiring

registration to practice as a dental assistant Il in Virginia.

B. An inactive registration may be reactivated upon submission of {he reguired appligation,
payment of the difference between the inactive fee and the current renewa! fge. and evidence of

current certification from the Dental Assisting National Board or a national credentialing
organization recognized by the American Dental Association. An applicant for reactivation shall

aiso provide evidence of continuing clinical competence, which may include (i) documentation of
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active practice in another state or in federal service or (i) a refresher course offered by a CODA

accredited educational program.

C. The board reserves the right to deny a request for reactivation to any registrant who has

been determined to have committed an act in violation of § 54.1-2708 of the Code.
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Virginia Board of Dentistry
Regulatory/Legislative Committee — May 17, 2019

Definition of Dentistry and A1C Testing
Background:
Following discussion at its December 2018 meeting, The Board assigned discussion of the current
definition of dentistry and A1C testing to the Committee,

Code of Virginia § 54.1-2700. Definitions.
As used in this chapter, unless the context requires a different meaning;

"Dental hygiene" means duties related to patient assessment and the rendering of educational, preventive,
and therapeutic dental services specified in regulations of the Board and not otherwise restricted to the
practice of dentistry.

"Dentistry" means the evaluation, diagnosis, prevention, and treatment, through surgicel, nonsurgical or

related procedures, of diseases, disorders, and conditions of the oral cavity and the maxillofacial, adjacent

and associated structures and their impact on the human body.

Provided for review are:
* A clipping from the endocrineweb on Alc testing
* Questions sent to other Boards of Dentistry
e Overview of Responses
o [nformation provided by Alabama, Mississippi and West Virginia
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Diabetes News and Rescarch

Page 1 of §
endocrineweb
Diabetes News and Research

As & patient, it's so important to understand your condition. This is especially true for people with diabetes. Though
diabetes has na known cure right now, you should be aware of the recent medical advances and discoveries as
researchers work on finding a cure and improving treatments.

Having access to up-to-date news about diabetes research is one of the best ways to become an educated patient.
That's why we'll update you with weekly ressarch and treatment information, se that you can take the best care of your
diabetes, whether it’s type 1, type 2, or gestational,

The goal is to make you an informed person who can talk with ease about diabetes, not just with relatives and friends
but alzo with your doctor. The more you know, the more involved you can be in your healthcare decisions.

Hemoglobin Ajc Not Rellable in Diagnosing Type 2 Diabetes {news/diabetes’8 1760-emoglobin-a1 c-not-refable-dlagnosing-type-2-
disbetes)

03/27/2019 - New data confirm that the hemoglobin A1c test is unreliable in assessing diabetes risk. The A1c misses g in 4
people who have prediabstes or type 2 diabetes, especially anyone of non-White ethnicity or race. Going forward, doctors
are advised to use one of the more reliable tests to screen for diabetes.

What I the Best Diabetes Medication? One that Can Protect Your Heart Health {newsilisbetea/81707-what-beat-ciabetes-
mued|cation-ons-protecia-your-heart-heaith)

08/12/2019 - The new diabetes medications also protect heart health, which is a common complication of type 2 diabetes.

If your m suggests adding a second drug to your care plan, do it. You'll lower your risk of heart attack and stroke
almost in half,
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Sheila Beard

Subject: PW: Virginia Board of Dentistry - Inquiry on Glucose Testing

Subject: Virginia Board of Dentistry - Inquiry on Glucose Testing
Good Morning,
Virginia Board of Dentistry is contacting various state dental boards inquiring about the following:

Are dentists and/or dental hygienists in EEgESallowed to administer blood glucose testing for diabetes, aka A1C
testing? If yes, what Is the definition of dentistry in your state? In addition to your response, please provide a copy of
your statute or regulation that addresses testing for diabetes.

We kindly request a response by Monday, April 29, 2019. If there are any questlons, you may contact Virginia Board of
Dentistry at 804-367-4538 and ask to speak with Shella Beard. Your time and cooperation Is greatly appreciated. Thank
you.
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Sheila Beard

Subject: FW: Board Responses

Below | have listed the responses we have received from the state boards as of April 29, 2019.

Alabama — “We allow testing for dental treatment purposes, but not for diagnosing diabetes. | have searched all
Alabama statutes myself, and spoken with someone in the legal department at the Medlcal Board, and there appears
not to be a statute governing dlabetes testing. We could be wrong, but | didn’t find anything. | also checked the Medical
Board's regulations.

Our definition of the practice of dentistry Is provided at Ala. Code (1975), section 34-9-6.”

Florida — "I it Is within their scope of practice for treating thelr pattent. Florida law does not outline those specific
tests.”

Georgia - No response

Kentucky —- No response

Maryland - No response

Minnesota — No response

Mississipp — “i hope the attached items answer your questions. Our Board did determine, if any blood Is drawn in a
dental office, the administer must have some type of license or certification to do so. If you have any questions, feel free
to ask.” (attachments Included)

New Jersey — No response

New York ~ “Good Morning, The below tests are not allowed in New York State for either dentists or hyglenists.”
North Carolina — No response

Ohio - No response -

Penngylvania — No response

South Carolina — No response

Tennessee — “This is not addressed In the statute and rules of the Tennessee Board of Dentistry.”

West Virginla - “Glucose testing is not specifically set out in our laws and rules. However, our rules for dental
anesthesla refers to proper equipment. Emergency drug reguirements and equipment list Is avallable on our
website. The emergency equipment list for Class 3A, 3B and 4 anesthesla permit holders (oral sedation, parenteral
sedation and general anesthesia respectively) requires a glucometer.

http://www.wvdentalboard.o

This llst is under Licensee Information on our homepage. *
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ALABAMA

{13) SEDATION. A depressed level of consciousneas that retains the patient's ability to independently and continuously

maintain an airway and respond appropriately to physical stimulation or verbal command, produced by a pharmacologic
method.

§34-9-2. Legisiative findings.
{2) The Legislature hereby declares that the practice of dentistry and the practice of dental hygiene affect the
public health, safety, and welfare and should be subject to regulation. It is further declared to be a matter of
public interest and concern that the dental profession merit and receive the confidence of the public and that only
qualified dentists be permitted to practice dentistry and only qualified dental hygienista be permitted to practice
dental hygiene in the State of Alabama  All provisions of this chapter relating to the practice of dentistry and
dental hypiene shall be liberally construed to cerry out these objects and purposes.

{b) The Legislature also finds and declares that, because of technological advances and changing practice
pettemns, the practice of dentistry and the practice of dental hygiene is occurring with increasing frequency across
state lines and that the technological advances in the practice of dentistry and in the practice of dental hygiene are
in the public interest,

(c) The Legislature forther finds and declares that the practics of dentistry and the practice of dentel hygiene are
each a privilege, The licensure by this state of nonresident dentists who engage in dental practice and persons
who engage in the practice of dental hyglene within this state are within the public intevest. The ability to
discipline the nonresident dentists and dental hygienists who engage in dental practice in this state is necessary
for the protection of the citizens of this state and for the public interest, health, welfare, end safety.

§34-9-3, License or permit roquired to practice denthstry.
It shall be unlawful for any person to practice dentistry in the State of Alabama except the following:
(1) Those who are now duly licensed or permitted dentists, pursuant to law.

(2) Those who may be hereafter duly licensed or permitted and who are currently registered as dentists, pursuant to this
chapter.

(3) Those nonresident dentists who have been issued a special purpose license to practice dentistry across state lines in
accordence with Section 34-9- 10. This subdivision shall not apply to those dentists who hold a full, unresiricted, and
current license or permit issued pursuant to Section 34-9- 8 or Section 34-9-10,

§34-94. License required to practice dental hyglene or expanded duty dental assisting,

' shail be unlawful for any person to practice dental hygiene or expanded duty dentel assisting in the State of Alabama,
except:

(1) Those who are now licensed dental hygienists or expanded duty dental assistants pursuant to law; and
(Z)T‘haewhomnyhmmrbedulylicmadmdwhomwmnﬂyngitbamdudenhlhygimi:horexpmdedduty
dental assistants pursuant to the provisions of this chapter.

§34-9-5. Penaities.

Any person who shall engage in the practice of dentistry scross state lines or practice dentistry or dental hygiene in this
state within the meaning of this chapter without having first obtained from the board & license and an annual registration
certificate, when the certificate is required by this chapter, or who violates this chapter, or who willfully violates any
published rule or regulation of the board, or who does eny act described in this chapter as unlawful, the penalty for which
is not herein specifically provided, shall be guilty of a misdemeanor and upon convicticn shall be punished by a fine of not
more than five thousand dollars ($5,000) for each offense, to be fixed by the court trying the case, and in addition thereto
muy be, in the discretion of the court, sentenced to hard labor for the county for a peried not to exceed 12 months,

§34-9-6. What conatitutes practice of dentiatry.

=t
W =
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Any person shall be deemed to be practicing dentistry who does any of the following:

{1} Performs, or ettempts or professes to perfarm, any dental operation or dental service of any kind, gratuitously or for a
salary, fes, money or other remumeration paid, or to be paid, directly or indirectly, to himself or herself, or to any person in
his or her behalf, or to eny agency which is g proprietor of a place where dentsl operations or dental services are
performed.

(2) Directly or indirectly, by any means or method, makes impression of the human tooth, teeth, jaws or adjacent tissue, or
performs any phase of any operstion incident to the replacement of a tooth or eny part thereof,

(3) Supplies artificial substitutes for the natural teeth, and who furnishes, supplies, constructs, reproduces, or repairs any
proathesis (fixed or removable), appliance, or any other structure to be worn in the human mouth.

(4) Places such applisnce or structure in the human mouth, or adjusts, attempts, or professes to ndjust the same, or delivers
the same to any person other than the deatist upon whose prescription the work was performed.

{5) Profeases to the public by any method to farnish, supply, construct, reproduce, or repair any prosthesis {fixed or
removable), appliance, or other structure to be worn in the human mouth, or who dingnoses, or professes to diagnose,
preacribe for, professes to prescribe for, treats or profesaes to treat discase, pain, deformity, deficiency, injury, or physical
condition of the humen teeth or jaws, or adjacent structure, or who extracts or attempts to extract human teeth, or remove
tumors, abnormal growths, or other lesions from the human pums, jaws, and adjacent structures, or who operates for cleft
lip or palate, or both; or who treats surgically or mechanically fractures of the human jaw; or who administers local or
general anesthetics in the treatment of any dental lesion.

(6) Repairs or fills cavities in the human tecth,

{7) Uses a roentgen, radiograph, or digital imaging machine for the purpose of making dental roentgenograms,
radiographs, or digital images, or who gives, or professes to give, interpretations or readings of dental roentgenograms,
radiographs, or digital images, or radiographic or roentgen therapy.

(8) Administers an anesthetic of any nature in conmection with a dental procedure.

(9) Uses the words "dentist," "dental surgeon,” "oral sutgeon,” or the letters "D.D.8.," "DM.D." or any other words,
letters, title, or descriptive matter which in any way represents him or her as being able to diagnose, treat, prescribe, or
operate for any disease, pain, deformity, deficiency, injury, or physical condition of the teeth or jaws, or adjacent
structures. ’

(10) States, or professes, or permits to be stated or professed by sny means or method whatsoever that he or she can
perform or will attempt to perform dental procedures, or render a diagnosis connected therewith.

(11) Performs any clinical operation included in the curricula of recognized dental colleges; provided, that members of the
faculty, teachers, instructors, fellows, interns, residents, dental students, student dental hygienists, and student expanded
duty dental assistants who are employed by or who are taking courses or instructions at the University of Alabama School
of Dentistry or such other dental colleges, hospitals, or institutions in Alabama, as may be approved by the board; and
provided, that the work of fellaws, interns, residents, dental students, and student dental hygienists is performed within the
facilities of such dental colleges, hospitals, and institutions under the supervision of an instructor snd as an adjunct to his
or her course of study or training, shall not be required to take examination or obiain 2 license certificate and renewal
license certificate when all of such work, dental procedures, and activities are confined to his or her work in the college,
hospital, or other institution and the work is done without remuneration other than the regular salary or compensation paid
by such colleges, hospitals, or other fnstitutions.

{12) Professes to the public by any method to bleach human teeth, performs bleaching of the human teeth alone or within

his or her business, or instructs the public within his or her business, or through any agent or employee of his or her
business, in the use of any tooth bleaching product.

§34-9-6.1 Mobile dental facilitios or portable dental operntions.



ARTICLE 1.
GENERAL PROVISIONS.

§34-9-1, Definitions.
For the purposes of this chapter, the following terms shall have the respective meanings ascribed-by this section:

{1} ANNUAL REGISTRATION. The documentary evidence that the board has rencwed the authotity of the licenses to
practice dentistry or dental hygiene in this state.

{2) BOARD. The Board of Dentel Examiners of Alsbarna.

(3) COMMERCIAL DENTAL LABORATORY. A technician or group of technicians available to any or all licensed
dentists for construction or repeir of dental appliances.

(4) EXPANDED DUTY DENTAL ASSISTANT. A dental assistant who holds a current expanded license certificate from
the boerd.

{5) GENERAL ANESTHESIA. A controlied state of unconsciousness, eccompenied by a pertial or complete loss of
protective reflexes, including inability to independently maintsin an airway and respond putposefully to physical
stimylation or verbal command, produced by a pharmacologic method.

{6) LICENSE. The grant of authority by the board to & person to engage in the practice of dentistry or dental hygiens.

{7} LICENSE CERTIFICATE. The documentary evidence under seal of the board that the board has granted authority to
the licensee to practice dentistry or dental hyglene in this state.

(8) LICENSED DENTIST. A dentist who holds a current license certificate from the board.
(9) LICENSED HYGIENIST. A hygienist whe holds a current license certificate from the board.

(16) LOCAL ANESTHESIA. The elimination of sensations, especially pain in one part of the body by topical application
or regional injection of a drug.

(11) PRACTICE OF DENTISTRY ACROSS STATE LINES.
a. The practice of dentistry as defined in Sectjon 34-9-6 as it applies to the following:

1. The rendecing of a written or otherwise documented professional opinion conceming the diagnosis or
treatment of a patient located within this state by a dentist located outside this state as a result of
transmission of individual patient data by electronic or other means from within this state to the dentist
or his or her agent,

2. The rendering of treatment to a patient located within this state by a dentist located outside this state
as o result of transmission of individual patient deta by electronic or other means from this state to the
dentist or his or her agent.

3. The bolding of himself or herself out as qualified to practice dentistry, or use any title, word, or
abbreviation to indicate or induce others to belisve that he or she is licensed to practics dentlstry across
state lines,

b. This definition is not intended to include an informal consultation between a licensed dentist located in this
state and a dentist located outside this state provided that the consultation is conducted without compensation or
the expectation of compensation to either dentist, and does not result in the forma! rendering of a written or
otherwise documented professional opinion concerning the diagnosis or treatment of a patient by the dentist
located outside the state,

(12) PRIVATE TECHNICIANS, A technician employed by a dentist or group of dentists for a specified salary.
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Code of Alshama (1975), §34-9-43(11) requires the Board to annuelly publish the
provigions of the Alabama Dental Practice Act and Board Rules. The purpose and intent of
this requirement is to ensure that all licensees have knowledge and are informed of the
statutes and rules which govern their professional activities and license. The Board implores
you to take the time to review and understand both the Act and Rules and to call the Board
office if you have any questions. Many problems can be avoided if you ngk first rather than
act first. Remember, you are charged with knowledge of these requirements, and ignorance of
or pot reading them is no excuse.

You are also encouraged to carefully read Board newsletters, its website
www.dentalboard.org, Alabama Dental Association News or other publications for any
changes or proposed changes to the Act or Rules which may occur during the year. The
Board has express statutory rule making authority and must follow the provisions of the
Alabama Administrative Procedure Act whenever a rule is adopted, amended or rescinded.
Before any of these actions can be taken, there must be publication of the Board's intended
action in the Alabama Administrative News Monthly and a public hearing before the Board.

YOUR LICENSE IS VALUABLE. With the benefits of licensure, there are also
responsibilities and obligations. One of those is adhering to the requirements of the Alabama
Dental Practice Act and Board Rules. The Board believes that disciplinary actions can be
reduced if you seek guidance before acting. Relying upon forgiveness rather than permission
is an unwise course of action when it involves your license,

You are encouraged to contact the Board if you have questions about any requirement.
Your questions will be answered as promptly as possible.

Please remember that annual renewal of licenses or any required permits must be timely
and presently thers are penalties and disciplinary consequences for your failure to do so.
Please also remember to timely renew your Federal Drug Enforcement Administration

{DEA) registration. The expiration date is on the permit, The DEA also requires YOU to
notify them of any address change.

It is YOUR responsibility to notify the Board of any address change. Please make sure
individuals in your office who require licensure have timely renewed. Requesting to see a
copy and posting of the current annual registration certificate is the fail safe method of

Please remember to comply with the mandatory continming education requirements and to

retain documentation evidencing your attendance so that if you are randomly audited, there
will be no adverse consequences.

{}
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Alabama Dental Professionals Wellness Commijttes

The Alabama Legislature has mandated that it is the “duty and obligation of the Board to
promote the early identification, intervention, treatment and rehabilitation of individuals
licensed by the Board of Dental Examiners (BDEA) who may be impaired. Impairment may
include inebriation, excessive use of drugs, controlled substances, alcohol, chemicals or other
dependent forming substances which results in a physical or mental condition rendering such
person unable to meet the standards of their profession.” Code of Alabama (1975}, §34-38-2.
Impaired is defined as the inability to practice with reasonable skill and safety to patients due
to the conditions or diseases described above.

To fulfill its statutory “duty and obligation™ the BDEA created what ia now known as the
Alabama Dental Professionals Wellness Committes (Committee). The Committee is led by a
dedicated group of recovering professionals who discharge or assist in the important
functions of identification, intervention, treatment and rechabilitation of impaired
professionals. The BDEA commends the Commitiee on its success due to the procedures,
policies and compliance monitoring they have adopted. The cooperation between the
Committee and the BDEA has produced one of the lowest relapse rates in the nation and
excellent relationships with treatment facilities and providers have been established. The
Committee currently monitors & number of individuals who have successfully retumed to
practice.

As a part of the mandate of the Committee, the Board has adopted a non disciplinary
procedure for thosc licensees who SELF REPORT their abuse of or addiction to alcohol or
drugs and voluntarily participates in rehabilitation, If the licensee on his or her own contacts
the Committee and agrees to recommended treatment, completes treatment and is
acknowledged by the treatment facility as able to resume practice with reasonable skill and
safety to patients, a Deferral Agreement will be offered. The essential terms of this
Agreement require complete compliance with a five year chemical dependency monitoring
contract, payment of costs, annual monitoring fee and strict compliance with any
recommendations imposed by the treatment facility or the Committee, This agreement also
provides that if its terms are violated the licensee agrees to the entry of a Consent Order
which sanctions the license, imposes penalties end is reportable ag discipline.

If a licensee qualifies for the above described Agreement he or she is not required to
appear before the Board. The Agreement will not be reported as discipline either in the
BDEA newsletter or to the Federal Data Banks as long as there is compliance throughout the
term of the Agreement. The Committes has a hotline, 1-800-818-3880, which you are
encoutaged to call should the need atise or you have any information regarding the
impairment of any individual. More information on the history of the Committee, how the
Commiittee functions, contact informatfon and links to treatment facilities can be found on the
BDEA's website, www.dentalboard.org.
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THE ALABAMA BOARD OF DENTAL EXAMINERS
THE EARLY YEARS
Dr. Mike Mahan

According to the Code of Alabamg, the practice of dentistry was deemed io “affect the public
health, safety, and welfare.” To protect this public interest, the Alabama Board of Dental Examiners

was created by the Alsbama Dental Association in 1881, the first such regulatory body for dentists in
the nation.

The inaugural meeting of the Board of Examiners ook place at Lotus Hall in Selma on July 19,
1881. Elected to the first Board were the following: Drs. E.S. Chisholm (Chair), W.R. McWilliems,
F.M. Allen (secretary), and W.D. Dunlap, and J.G. McAuley. Also at the initial meeting, the Board
chose the seal still used today - the coat of arms of Alabama, with “Board of Dental Examiners of
Alabama, organized July the 19® 1881” engraved on it. But more importantly, they began reviewing

The 1882 meeting took place in Monigomery on April 9-11, Secretary Allen reported the Board
that his “labors [had] not been light” during the previous year and that he had worked with an
inmufficient budget. He made up some of the deficit out of his own pocket, but, at the year’s end, he
was able to report a balance of fifty-two cents,

By the end of the second meeting of the Board of Dental Examiners, rules and regulations
governing the Board had been adopted. New applicants for license had been approved, and those
rejected were sent off to study more before receiving the imprimatur of the Board. In subsequent
years during the nineteenth century, the Board met annuelly to approve licenses. It never acted as a
rubber stamp, always turning down some of the applicants.

The year of 1889 is a signal year for the board in that it adopted for the first time a standard for
grading the examinations of the candidates. The applicant had to score seventy-five points out of one
lundred, In the following years, the Board found that the dental colleges were becoming better and
better, and in 1896, eighty percent, rather than seventy-five, was required for successfully pasging the
exam. In his message fo the Alabama Dental Association that year, Chairman W.D. Boyd, Jr.,
lamented, **We regret to siate that we have partics coming before us who claim to have diplomas who
are totally incapacitated to pasa a theoretical examination.”

In 1897, 1898, and 1899, the work continued as usual, and the numbers of applicents examined
were growing. In 1888, under the leadership of Chairman E.S. Chisholm and Secretary G.M.
Rousseau, the organization seemead to take stock of itself and get new bearings. Dr. Chisolm reportsd
to the Alabama Dental Association that “it affords the Board gratification to state that the gentlemen
who have been examined by us stood a closer and more thorough examination that has ever been
given by the hoard.” In addition, the board tightened the requirements for temporary licenses and
issued a new directory of Alabama dentists,

As the century turned, The Alabama Board of Dental Examiners was well cstablished, continuing
to accomplish the task it was charged with when it was orgenized in 1881: to protect the public’s
interest and insure quality dental care in Alabema,



CODE OF ALABAMA

The portion of the Code of Alabama (1975) that deals speciﬁcally with the practice of
dentistry and the licensing of dentists and dental hygienists in the state of Alabama may
befoundm §34. Ifyouwouldhketowewﬂleent:re Code of Alabama please visit

g o s " CAS 5 i

with §34 for you to review should you have anyquestlons about the practice of dentistry
and the licensing of dentists and dental hygienists in Alabama. Should you have any
questions after reviewing the Code of Alabgma plezse contact the Board office,



34.9-8,
3499,

34-9-10.
349-11.
34-9-12,
34.9-13.
34-9-14,
34-9-15.

Chapter 9

Dentists and Dental Hygienists
Article 1.
General Provisions
Definitions.
Legislative ﬂndmgs

License or permit required to practice dentistry.

Licenze required to practice dentel hygiene or expanded duty dental assisting.
Pennlties.

‘What constitutes practice of dentistry.

Mobile dentel facilities or portable dental operations.

Exemption of certain practices and operations.

Exemption of participation in continuing education course.

Registration of a 501(c)(3) entity.

Dental feculty teaching permits; dental faculty special teaching permits.
Exercise of independent professional judgment by dentist; prohibited business
errangements or relationships; penalties.

Application; licensure by credentials; special purpose license.

Examination of applicants; issuance of licenses.

Recording, reporting requirements.

License and registration certificates to be kept in office of practitioper.
Change of address generally.

Annnal registration; continuing education.

34-9-15.1. Release of records.

34-9-16.
34-9-17.

34-9-18.

34-9-19,

Fee schedule.

Use of names.

Grounds for disciplinary action.

Advertising — Dentist; specialty requirements; practice emphasis; purpose of section; rules
and regulations.

34-9-19.1 Advertizing — Dental referral zervice; requirements; prohibitions; penalties.

34-9-20.
349221,
34922,
349223,

34-9-24.
34-8-25,

34-9-26.

34-9-27.

349-28,

34929, l::ulmcnonl againat violations of chapter.

Article 2.

Unauthorized advertising, selling, or offering of dental services and appliances; injunctions.
Employing services of commercial dental laboratory or private technician,

Sale, offer to sell, procurement, or alteration of diploma or certificate; fraud or cheating,
Titie and letters signifying degree.

Statement of charges and notice of hearing before revocation or suspension of license.
Judicial review of orders of board.

Examination, qualifications, licensing, etc. of dental hygienists and expanded duty dental
assistants.

Employment, supervision, and practice of dental hygienists and expanded duty dental
assistants.

Notification of change of address or employer; annual

registration requirements.

Board of Dental Examiners

34-9-40.
34941,
34942,
34.9-43,

Creation; composition.
Officers of bosrd; seal; meetings; compensation; dispesition of funds.
Bond of secretary-treasurer of board; amual report and endit; netional affiliation,
Powers and duties generally.
R

V
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34-9-43.1 Administration and enforcement of duties; consultants.

34-9-44,
34-9-45,
34-946.
34-9-47.

34.38-1.
34-38-2.

34-38-3.

34-38-6.
34-38-7.
34-33-8.

Reconds to be kept by secretary-treasurer; copies and certificates as evidence.
Board to assist prosecuting officers.

Subpoenas and testimony,

Taking of depositions.

Article 3,
Use of Anesthesia by Dentists,

. Use of local anesthesia; permit to use genetal anesthesia,

. Review and renewal of permit; reevaluation of credentials and facility.

. Certification in cardiopulmonary resuscitation,

. Permit to use parenteral sedation.

. Annual renewal of parenteral sedation permit; reevaluation of credentials and facility.
. Reports of mortalitics and other incidents resulting from general anesthesia or sedation,
. Permits required.

Requirements for treatment,

. Requirements for asgistants.

. Report of adverse consequences.

. Limits on advertisements.

. On-gite inspection,

. Permit limitations.

. Renewal of permit.

. Treatment of patients under 12 years of age.
. Violations and penalties.

Chapter 38
Impaired Professionals Committee
{Alabama Dental Professionals Wellness Committee)

Definitions.

Promotion of early treatment, ete., of individuals impaired by illness, inebriation, etc.;
Alsbama Impaired Professionals’ Committee; expenses; competitive bidding not required.
Authority of board or boards to contract for Impaired Professionals' Committee to undertake
certain functions. ’

. Procedures for reporting impaired professional program activity and disclosure and joint
34-38-5.

review of information,

Naonliability of Impaired Professionals’ Committee personnel, etc., for actions within scope of
fimetion.

Confidentiality of information, records, and proceedings.

Annual report.

Evalustions of professional who is believed to be impaired; report of findings.



MISSISSIPPL

§ 73-9-3="DENTISTRY™ DEFINED

"Dentistry” is defined as the evaluation, diagnosls, prevention and/or treatment
(nonsurgical, surgical or related procedures) of diseases, disorders and/or conditions of
the oral cavity, maxillofacial area and/or the adjacent and associated structures and their
impact on the human body; provided by a dentist, within the scope of his or her education,
training and experience, in accordance with the ethics of the profession and applicable
law, provided that nothing In this section shall be so construed as to prevent:

(a)

(b)

()

(d)

(e)

)

(@)

(h)

(M

The practice of his or her profession by a regularly licensed and registered
physician under the laws of this state unfess he or she practices dentistry as
a speclalty; or

The performance of mechanical work upon inanimate cbjects by persons
working in dental offices under their supervision; or

The operatlon of a dental laboratory and taking work by written work authori-
zation from regularly licensed and reglstered dentists as provided for else-
where In this chapter; or

Dentists from outside the state from giving educational clinics or demonstra-
tions befora a dental soclety, convention or association; or

Licensed dentists from outside the state from being called into Mississippi
by licensed dentlsts of this state for consultative oroperative purposes when
the consultative or operative purposes have been autharized or approved by
the Board of Dental Examiners for specified periods of time or as providad
for by rules and regulations set forth by the board; or

Applicants for a license to practice dentistry or dental hygiene In this state
from working during an examination by and under the supervision and direc-
tion of the Board of Dental Examiners; or

The practice of dentistry or of dental hygiene by students under the supervi-
sion of facuity in any dental school, college, or dental department of any

school, college or university, or school of dental hyglene recognized by the
board; or

Dental or dental hygiene students enrolled In accredited dental or dental hy-
giene schools from participating in off-site training recognized and approved
by the board, but those activities shall not be carried on for profit; or

Aregularly licensed and registered dentist from the delegation of procedures
to a regularly licensed and registered dental hygienist or other competent
dental auxiliary personnel while acting under the direct supervision and fuil
responsibility of the dentist except as follows: Those procedures that require
the professional judgment and skill of a dentist such as diagnosis, treatment
planning, surgical procedures involving hard or soft tissues, or any intra-oral



procedure of an irrevereible nature that could result In injury to the patient.
However, the dentist may delegate the removal of calcareous deposits only
to a regularly licensed and registered dental hygienist as regulated by the
State Board of Dental Examiners.

All dentists and dental hyglenists serving as faculty, as provided for In paragraphs
(g) and (h) of this section, shall be required to be licensed by the Misslssippi State Board
of Dental Examiners.
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WEST VIRGINIA

5CSR1

TITLES
LEGISLATIVE RULE
WEST VIRGINIA BOARD OF DENTISTRY

SERIES 1
RULE FOR THE WEST VIRGINIA BOARD OF DENTISTRY

§5-1-1. General.

1.1. Scope. This rule regulates the W. Va. Board of Dentistry’s proceedings and carries cut the
purposes and enforces the provisions of W. Va. Code§§30-1-1 et seq and 30-4-1 et seq which are applicable
to the W. Va. Board of Dentistry.

1.2. Authority. ~ W. Va. Code §30-4-5 & 6 and W. Va. Code §30-1D-1{d).

1.3. Filing Date. — May 18, 2017

1.4. Effective Date. — June 1, 2017

1.5. Sunset Provislon. -- This rule shall terminate and have no further force or effect on June 1, 2027,

1.6. Amend. — This rule amends W, Va. Board of Dentlstry Rule 5CSR1, W. Va. Administrative rules,
W. Va. Board of Dentistry which became effective on June 1, 2015.

§5-1-2. Definitlons.

2.1. "Dental public health"means the sclence and art of preventing and controlling dental diseases and
promoting dental health through organized community efforts, For the purposes of this rule the term
"community" Is used in a restricted sense and relates to the people of a particular region having common
organizatlon or interests and living in the same place underthe same laws. It is that form of dental practice
which serves the community as a patient rather than the indlvidual. It is concerned with the dental health
educstion of the public, with research, and the application of the findings of research, and with the

administration of group dental care programs as well as the prevention and control of dental diseases on
a community basls.

2.2."Endodontics" means that area of dentistry dealing with the morphology physiology and pathology
of the human dental pulp and periradicular tissues. its study and practice encompass the basic and elinical
sciences including biology of the normal pulp, the etiology, diagnosis, prevention and treatment of diseases
and injuries of the pulp and associated periradicular conditions.

2.3. "Oral and maxillofacial surgery" means the specialty of dentistry which includes the diagnosis,
surglcat and adjunctive treatment of diseases, injuries, and defects Involving both the functional and
aesthetic aspects of the hard and soft tissues of the oral and maxiliofaclal reglons.

2.4, "Oral and maxillofacial pathology" means the specialty of dentistry and discipline of pathology that
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deals with the nature, Identificatlon, and management of diseases affecting the oral and maxillofacial
regions. It Is a science that investigates the causes, processes, and effects of these diseases. The practice

of oral pathology includes research and diagnosis of diseases using clinical, radiographic, microscople,
blechemical, or other examinations.

2.5. "Orthodontics and dentofacial orthopedics” means the dental specialty that includes the diagnosls,
prevention, Interception, and correction of malocclusion, as well as neuromuscular and skeletal
abnormalitles of the develaping or mature orofacial structures.

2.6. *Pediatric dentistry” means an age defined speclalty that provides both primary and
comprehensive preventive and therapeutic oral health care for Infants and children through adolescence,
alse Including persons with special health care needs.

2.7."Periodontics” means that specialty of dentistry which encompasses the prevention, dlagnosis and
treatment of diseases of the supporting and surrounding tissues of the teeth or their substitutes and the
maintenance of the health, function and esthetics of these structures and tissues.

2.8. "Prosthodontics” means that dental spaclaity pertaining to the diagnosis, treatment planning,
rehabllitation and maintenance of the oral function, comfort, appearance and health of patients with
clinical conditlons assoclated with missing or deficient teeth and/or oral and maxlllofacial tissues using
biocompatible substitutes.

2.9. “Oral and maxillofacial radlology” means the specialty of dentistry and discipline of radiclogy
concerned with the production and interpretation of images and data produced by ali modalities of radiant
energy that are used for the diagnosis and management of diseases, disorders and conditions of the oral
and maxillofacial region.

2,10, “Trade name” means a fictitious name, firm name or doing business as name under which you
do business other than the current official name on your business registration.

§5-1-3. Speclaities.

3.1. Speclalist General Qualifications. Alicensee may applyto the Board for a certificate of qualification
in a speclalty of dentistry if the licensee can satisfactorily prove to the State Board of Dentistry that he or
she possesses the following general qualifications, In excess of those required for the completion of a
general course of study as given in a dentai school or college recognized by the State Board:

3.1.a. Membership in the American Dental Assoclation or the National Dental Assoclation;
3.1. b. An exemplary record of professional ethics; and

3.1. c. Requisite training. All training requirements for qualifications of each specialty shall be
approved by the Commission on Dental Accreditation.

3.2. Speclalist General Limitations. A person certified by the W. Va. State Board of Dentistry as a
speclallst has the following limitations:
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3.2 a. The licensee shall limit his or her practice of dentistry only to the specialty in which he or she
Is licensed and In which he or she holds himseif out to the general public as a speclalist; and

3.2 b. The licensee shalt limit his or her listing in the telephone directory to the speclalties In which
he or she has an office or offices.

3.3. Specialty Fields Licensed by the W. Va. Board of Dentistry. The Board may issue certificates of
quallfication in the following specialties:

3.3.a. Dental public health. — in orderto qualify for certification in this speciaity, the licensee shall
have a minimum of one full-time academic year of at least elght calendar months each of graduate or
post-graduate education, internship or residency.

3.3.b. Endodontics. -- In order to qualify for certification In this speclalty, the licensee shall have
a minimum of two full-time academic years of at least eight calendar months each of graduate or
post-graduate education, internship or residency.

3.3.¢. Oral and maxlllofacial surgery. — In order to qualify for certification in this specialty, the
licensee shall have a minimum of three full-time academic years of at least elght calendar months each of
graduate or post-graduate education, internship or residency.

3.3.d. Oral a2nd maxillofacial pathology. — In order to qualify for certification In this specialty, the
licensee shall have a minimum of two full-time academic years of at least eight calendar months each of
graduate or post-graduate education, internship or residency.

3.3. e. Orthodontics and dentofacial orthopedics. — In order to qualify for certification in this
specialty, the licensee shall have a minimum of two full-time academic years of at least elght calendar
months each of graduate or post-graduate education, Internship or residency. In addition, any applicant for
an orthodontic and dentofacial orthopedic spaclaity certificate commencing on July 1, 2014, shall submit
verification of successful compietion of the American Board of Orthodontics written examination.

3.3.1. Pediatric dentistry. — In order to qualify for certification in this specialty, the licensee shall
have a minimum of two full-time academic years of at least eight calendar months each of graduate or
post-graduate education, internship or residency.

3.3.g. Perlodontics. ~ In order to qualify for certification in this specialty, the licensee shall have
a minimum of two full-time academic years of at least eight calendar months each of graduate or
post-graduate educatlon, intemship or residency.

3.3, h. Prosthodontics. — in order to qualify for certification in this speclalty, the ficensee shail
have a minimum of two full-time academic years of at least eight calendar months each of graduate or
post-graduate education, internship or residency.

3.3.1 Oral and maxillofaclal radiology — In order to qualify for certification In this speclalty, the
licensee shall have a minimum of two full-time years of at least eight calendar months each of graduate or
post-graduate educatlon, internship or residency.
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TITLE 5
LEGISLATIVE RULE
WEST VIRGINIA BOARD OF DENTISTRY

SERIES 12
ADMINISTRATION OF ANESTHESIA BY DENTISTS

§5-12-1. General.

1.1. Scope. This legislative rule regulates the administration of anesthesia by dentists.
1.2. Authority. = W, Va. Cods §30-4-6.

1.3. Effective Dute. — June 1, 2014

1.4. Filing Date. -~ April 1, 2014

§5-12-2. Definitions,
As used in this rule and unless the context clearly requires a different meaning, the following terms shall
have the meanings ascribed in this section.

2.1. “AAOMS” means the American Association of Oral and Maxillofacial Surgeons.

2.2. “AAPD” means the American Academy of Pediatric Dentistry.

23.  "ACLS" means Advanced Cardiac Life Support.

24. "ADA" means the American Dental Association.

25. "AMA" means the American Medical Association.

2.6.  "Anxiolysis/minimal sedation" or premedication for anxicty ~means removing, eliminating
or decreasing anxiety by the use of a single anxiolytic or analgesia medication that is administered in an
amount consistent with the manufacturer’s current recommended dosage for the unsupervised treatment of
anxiety, insomnia or pain, in conjunction with nitrous oxide and oxygen. This does not include multiple
dosing or exceeding current normal dosage limits set by the manufacturer for unsupervised use by the patient
(at home), for the treatment of anxiety.

2.7.  “ASA" means American Society of Anesthesiologists_

2.8. "BLS" means Basic Life Support.
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29. "Board" means West Virginia Board of Dentistry.

2.10. "Central Nervous System Ancsthesia" means an induced controlled state of unconsciousness
or depressed consciousness produced by a pharmacologic method.

2.11. Class2 Permit means a licensed dentist is authorized to induce anxiolysis/minimal sedation.

2.12. Class 3 Permit means a licensed dentist is authorized to induce conscious sedation/moderate
sedation as limited enteral (3a) and/or comprehensive parenteral (3b), and anxiolysis/minima) sedation.

2,13. Class 4 Permit means a licensed dentist is authorized to induce general anesthesia/deep
conscious sedation, conscious sedation/moderate sedation, and anxiolysis/minimal sedation.

2,14, "Conscions sedation/moderate sedation™ means an induced controlled state of depressed
consciousness, produced through the administration of nitrous oxide and oxygen and/or the adminiztration
of other agents whether enteral or parenteral, in which the patient retains the ability to independently and
continuously maintain an airway and to respond purposefully to physical stimulation and to verbal command,

2.15. "CPR" means Cardiopulmonary Resuscitation.
2.16, “CRNA™ meang Certified Registered Nurse Anesthetint.

2.17. "Dentist Anesthesiologist” means a dentist who is trained in the practice of anesthesiology
and has completed an additional approved anesthesia education courss;

2,18  “Dental Assistant"means a personal qualified by education, training or experience who
aids or assists a dentist in the delivery of patient care.

2,19, “Pacility Permit” means a permit for a facility where sedation procedutes are used that
correspond with the level of anesthesia provided.

2.20. "General anesthesia/deep conscious sedation" means en induced controlled state of
unconsciousness in which the patient experiences complete losa of protective reflexes, as evidenced by the
inability to independently maintain an airway, the inability to respond purposefully to physical stimulation,
or the inability to respond purposefully to verbal command. "Deep conscious sedation/general anesthesia”
includes partial loss of protective reflexes and the patient retains the ability to independently and
continmously maintain an airway.
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221, "Health Carc Provider BLS/CPR" means Health Care Provider Basic Life
Support/Cardiopulmonary Resuscitation.

222. "Operating Team" means the dentists, physicians, certified registered nurse anesthetists,

qualified monitors or dental assistants participating in a dental procedure wherein levels of sedation are being

2.23. "PALS" means Pedintric Advanced Life Support.
2.24. ‘“Pediatric Patient” means infants and children.

2.25. “Physician Anesthesiologist” means a physician, MD or DO, who is specialized in the
practice of anesthesiology;

2.26. “Qualified Monitor” means an individual who by virtue of credentialing and/or training
checks closely and documents the status of a patient undergoing anesthesia and observes utitized equipment;

227. “Qualified Monitor Certificate” certifies an individual is authorized to act as a quatified

2.28.  "Relative analgesia/minimal sedation" means an induced controlied state of minimally
depreased consciousness, produced solely by the inhalation of a combination of nitrous oxide and oxygen,
ot single oral pre-medication without the addition of nitrous oxide and oxygen in which the patient retaina
the sbility to independently and continuously maintain an airway and to respond purposefully to physical
stimulation and to verbal command. Dosage of oral pre-medication is not to exceed the recommended dosage
limits set by the manufacturer for the treatment of anxiety, insomnia or pain.

2.29. "Subcommittee” means West Virginia Board of Dentistry Subcommittee on Anesthesia.
§5-12-3. General Rules for Administering Dentist.

3.1.  Bach dentigt who wishes to administer anesthesia to patients must be licensed to practice in
the State of W, Va,

32.  The licensed dentist shall apply to the Board for an anesthesia permit, on a form provided
by the Board, and consent to an office inspection. The application shall be sccompanied by the appropriate
permit fee, inspection fee, and/or renewal fee, no part of which is refundable,

3.3.  The licensed dentist shall maintain a facility in compliance with the applicable provisions
of the level of anesthesia being administered.
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§5-12-4. Education.

4.1.  Licensed dentists may apply to the Board for an ancsthesia permit if the licensed dentist can
satisfactorily prove to the Board of Dentistry that the dentist possesses a valid and current Health Care
Provider BLS/CPR certification; and

(8. To administer relative analgesia/minimal sedation, the dentist must also have
completed a training course of instruction in the administration of relative analgesia either in dental school,
continuing education or as a postgraduate. No permit is required for this level of sedation.

(b). To induce anxiolysis/minimal sedation, the dentist must have completed a board
approved course of at least six (6) hours didactic and clinical in either pre-doctoral dental school or
postgraduate inatruction.

(c). Toinduce conscious sedation/moderate sedation, the dentist must hold a valid and
current documentation showing successful completion of ACLS and/or PALS course if treating pediatric
petients; as well as one of the following:

(1).  Certificate of completionofa comprehensive training program in conscious
sedation/moderate sedation beyond the undergraduste dental curriculum that satisfies the requirements
described in the ADA Guidelines for Teaching Pain Control and Sedation to Dentists and Deatal Students
and the ADA Guidelines for the Use of Sedation and General Anesthesia by Dentists at the time taining was
commenced;

(2).  Certificate of completion of an ADA accredited postdoctoral training
progrem which affords comprehensive and appropriate training necessary to administer and manage
conscious sedation/moderate sedation, commensurate with these guidelines; or

(3). In lieu of these requirements the board may accept evidence of equivalent
training or experience in conscious sedation/moderate sedation anesthesia for Limited Enteral Permit as Class
34 or comprehensive Parenteral Permit as Class 3b.

{d). To induce general anesthesia/deep conscious sedation, the dentist must hold valid
and current documentation showing successful completion of ACLS and/or PALS course if treating
pediatric patients; as well as one of the following:

{1). Completion of en advanced training program in anesthesia and related
subjects beyond the undergraduate dental curriculum that satisfies the requirements described in the ADA
Guidelines for Teaching Pain Control and Sedation to Dentists and Dental Students and the ADA Guidelines
for the Use of Sedation and General Anesthesia by Dentists at the time training was commenced;

(2). Completion of an ADA or AMA accredited postdoctoral training program
which affords comprehensive and appropriate training necessary to administer and menage general
ancsthesia/deep conscious sedation, commensurate with these guidelines;

(3). Inlicu of these requirements, the board may accept documented evidence
of equivalent training or experience in general anesthesia/deep conscious sedation.
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§5-12-5. Kquipment and Emergency Drugs.

5.1.  Equipmentused forthe purposes stated in this rule shall be inspected, calibrated and certified
as safe to use according to the manufacturer’s specifications and in compliance with applicable law.

3.2, The dentist’s facilitics shall contain the following during all levels of sedation procedures
and during recovery.

{a) An operating room large enough to adequately accommodate the patient on an
operating table or in an operating chair and to allow the operating team to freely move about the patient;

(&) An operating table or chair which permits the patient to be positioned so the

operating feam can maintain the patient’s airway, quickly alter the patient’s position in an emesgency, and
provide a firm platform for the administration of basic life support;

(©) A lighting system which permits evaluation of the patient's skin and mmcosal color
and backup lighting system of sufficient intensity to permit completion of any operation underway in the
event of & power failure.

(d) Suction equipment which permits aspiration of the oral and pharyngeal cavities;

(&)  Anoxygendelivery system that will insure appropriate contiruous oxygen delivery;

(] A nitrous oxide delivery system with a fail-safe mechanism that will insure
appropriate continuous oxygen delivery and a scavenger system, if nitrous oxide is used;

() A recovery arca that has available oxygen, adequate lighting, suction and electrical
outlets. The recovery area can be the operating room;

1) Appropriate blood pressure monitoring and pulse oximeter;
() An emergency drug kit as developed, updated and published by the Board; and
{)] An external defibrillator device for class 2, 3 and 4 levels of sedation.

&) All equipment and medication dosages must be in accordance with the age, height
and weight of the patient being treated.

(i }] Monitoring of breathing, respiration and airway management as described by the
ADA Guidelines for the Use of Sedation and General Anesthesia by Dentists, ASA Standards, Guidelines
and Statements for the practice of Anesthesiology, the AAOMS Office Anesthesia Evaluation Manual, or
the AAPD Guideline for Monitoring and Management of Pediatric Patients During and After Sedation for

39



§5-12-6. Qualified Monitors

6.1.  All individuals acting as a qualified monitor during sedation procedures shali apply to the
Board for a qualified monitor certificate, on a form provided by the Board. The application shall be
acconpanied by the eppropriate application fees and/or renewal fees, no part of which are refimdable. The
certification shall be renewed annually. Qualified monitor certificates are to be posted in the facility and
supporting documentation be available for inspection,

6.2.  Qualified monitors shall complete the following educational or certification requirements:

{(a) Relative analgesia/minimal sedation - the qualified monitor shall possess n current
health care provider BLS/CPR certification, qualified monitor certification is not required for this level of
sedation.

(b) Anxiolysis/minimal sedation - the qualified monitor shall possess a current health
care provider BLS/CPR certification.

{c) Conscious sedation/moderate sedation as imited enteral (3a) or comprehensive
parenteral (3b) - the qualified monitor shall possess a current health care provider BLS/CPR certification
and successful completion of an AAOMS or AAPD anesthesia assistants certification program or an
equivalent,

(d) General anesthesia/deep conscious sedation - the qualified monitor shall possess &
current health care provider BLS/CPR certification and successful completion of an AAOMS or AAFD
anesthesia assistants certification program or an equivalent.

© In addition to the above requirements for a gualified monitor, for all levels of
sedation, including relative analgesia/minimal sedation, when monitoring e nitrous axide unit, a certificate
to monitor nitrous axide must be obtained from the Board, on a form provided by the Board. The application
shall be accompanied by the appropriate application fees, no part of which are refundable. Qualified monitors
shall have received training and be competent in the recognition and treatment of medical emergencies,
monitoring vital signs, the operation of nitrous oxide delivery systems and the use of the sphygmomanometer
and stethoscope.

) Registered Nurses, Licensed Practical Nurses, Paramedics, and Emergency Medical
Technicians and those individuals qualified by ACLS or PALS must maintain current certification,
registration or licensure,

6.3.  Alicensed dentist acting as a dentist anesthesiologist with a permit to induce any level of
anesthesia, who is only administering anesthesia during a dental procedure, may act as the qualified monitor
without a qualified monitor certificate.

64. A licensed physician anesthesiologist or certified registered nurse anesthetist, who is only
administering anesthesia during a dental procedure, may act as the qualified monitor without a qualified

65. A licensed dentist inducing relative analgesia/minimal sedation, may act as the qualified
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monitor without a qualified monitor certificate,
§5-12-7. Continuous Monitoring

7.1. A patient undergoing any level of sedation must be continually monitored until discharge
criteria have been met.

§5-12-8. Change of Employment or Address; Change of or additional facilities

8.1.  Every qualified monitor certified by the Board shall report a change of employment to the
Board office within twenty-four hours. A change of residence shall be reported within thirty days.

8.2.  Every class 2 encsthesia permit holder who desires to change or add a facility where
msthesiamicesmtoberendmdshnllmpoﬂthenmehoﬂleBoudofﬁce,completeanynecessary
requirements, and receive autharization from the Board before administering anesthesia services in the new
or additional facility.

8.3.  Every class 3 or 4 anesthesia permit holder who desires to change or add e facility where
anesthesia services are to be rendered shall repart to the Board office in writing sixty days prior to the
anticipated start date to allow the Board to schedule 8 facility inspection and upon successful inspection shall
receive authorization from the Board before administering anesthesia services in the new or additionat
facility.
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Anesthesla Emergency Drug Requiraments & Equipment List
DISCLAIMER

The following lists of emergency drugs for different levels of sedation is a guideline for the practitioner

to follow. Alternative medications that are appropriate substitutes are authorized by the WV Board of
Dentlistry.

All Dental Offices

Oxygen Portable tank with appropriate masks or nasal prongs
Aspirin 325mgs (Chewable

Diphenhydramine 50mg/mil vial

Albuteral inhaler

Ammonla Capsules

Epl pen {Auto injectors) adult and child

Nitroglycerine tablets/or spray

Insta-glucose

Diazepam 5mg/mi vial (Recommended)

CPR Breathing mask

Blood Pressure cuff

Stethoscope

Thermometer

AED - Automated External Defibrillator {Highly Recommended)
Nasal Naloxone {Recommended)

Class 2 Anasthesla Permit

Oxygen

Aspirin 325mgs chewable
Diphenhydramine 50mg/mil

Albutercl Inhaler

Ammonia Capsute
Epl-pen{Auto-injector} Aduit and child
Nitroglycerine tablets /spray
Insta-glucose

Dlazepam 5mg/mi vial

Flumazenil

Naloxone **Note patients who take narcotics are subject to a deeper leve! of sedation.
AED

CPR Breathing Mask

Blood Pressure Cuff

Stethoscope

Thermometer

Pulse Oximeter
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Class 3A and B and Class 4
Oxygen portable

Aspirin 325mg chewable
Diphehydramine 50mgs/ml vial
Albuterol inhaler

Ammonia Capsule

Epi-pen auto injector (adult and child)
Morphine

Nitroglycerine tablets or spray
Insta-glucose

Flumazenil

Naloxone

Epi ampoules 1:10,000 and 1:1,000
Atropine

D50

Midazolam

Diazepam

Adenosine

Amiodarane

Succinylcholine

Ephedrine

Labatelo!

Solu-cortef
Odensatron(Zofran)

Class 4 with Sevofluorane
Danrolene 6 Vials in office
Temperature Monitors mandatory

Class 3A and B and Class 4
AED

Blood Pressure Monltor
Pulse Oximeter

EKG Moniltor

Pre-Cordial Stethoscope

€02 Monitor (Capnography/end-tidal C02)

Thermometer
Glucometer
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ARTICLE 4A. ADMINISTRATION OF ANESTHESIA BY DENTISTS.

§30-4A-1. Requirement for anesthesia permit; qualifications and requirements for qualified
monitors.

(a) No dentist may induce central nervous system anesthesia without first having obtained an
anesthesia permit for the level of anesthesia being induced.

(b) The applicant for an anesthesia permit shall pay the appropriate permit fees and renewal fees,
submit a completed board-approved application and consent to an office evaluation,

(c) Permits shall be issued to coincide with the annual renewal dates for licensure.

(d) Permit holders shall report the names and qualifications of cach qualified monitor providing
services to that permit holder. A qualified monitor maynot perform the fanctions and responsibilities
specified in this article for any level of anesthesia, other than relative analgesia/minimal sedation,
without certification by the board. Qualified monitors shall apply for certification and pay the
appropriate application fees and renewal fees. Qualified monitors are required to renew annually by

the 30th day of June. To be certified as a qualified monitor, the applicant must meet the following
minimum qualifications:

(1) Possess a current health care provider BLS/CPR certification;

(2) For monitoring, conscious sedation/moderate sedation or general anesthesia/deep conscious
sedation procedures, successful completion of an AAOMS or AAPD anesthesia assistants
certification program; and

(3) For monitoring a nitrous oxide unit, successful completion of a board-approved course in
nitrous oxide monitoring,

(e) A dentist shall hold a class permit equivalent to or exceeding the anesthesia level being
provided unless the provider of anesthesia is a physician anesthesiologist or another licensed dentist
who holds a current anesthesia permit issued by the board.

&M&Mﬁm Central Nervous System Depression.

(a)lnnnyhearingwhereaquostionexistsasmthelevelofcenmlnervoussyltemdepzusiona
licensee has induced, as cutlined in this article, the board may base its findings on, among other
things, the types, dosages and routes of administration of drugs administered to the patient and what
result can reasonably be expected from those drugs in those dosages and routes administered in a
patient of that physical and peychological status.

(b) No permit holder may have more than one person under conscious sedation/moderate sedation
and/or general anesthesia/deep conscious sedation at the same time, exclusive of Tecovery.
§30-4A-3. Classes of anesthesia permits.



(a) The board shall issue the following permits:
(1) Class 2 Permit: A Class 2 Permit authorizes & dentist to induce anxiolysis/minimal sedation.

(2) Class 3 Permit: A Class 3 Permit anthorizes & dentist to induce conscious sedation/moderate

sedation as limited enteral (3a) and/or comprehensive parenteral (3b) and anxiolysis/minimal
sedation,

(3) Class 4 Permit: A Class 4 Permit authorizes a dentist to induce general anesthesia/deep
conscious sedation, conscious sedation/moderate sedation and anxiolysis/minimal sedation.

(b) When anesthesia services are provided in dental facilities by a medical doctor or doctor of
osteopathy physician anesthesiologist or dentist anesthegiologist, the dental facility shall be inspected
and approved for a Class 4 permit and the dentist shall have a minimum of a Class 2 permit. If
anesthesia services are provided by a CRNA, the dentat facility shall be inspected and approved for
# Class 4 permit and the supervising dentist shall have the same level of permit for the level of
mnesthesia provided by the CRNA.

§30-4A-4. Qualifications, standards and continuing education requirements for relative
analgesia/minimal sedation use.

(a) The board shall allow administration of relative analgesia/minimal sedation if the practitioner:
(1) Is a licensed dentist in the state;

(2) Holds valid and current documentation showing successful completion of & Health Care
Provider BLS/CPR course; and

(3) Has completed a training course of instruction in dental school, continuing education or as a
postgraduate in the administration of relative analgesia/minimal sedation.

(b) A practitioner who administers relative analgesia/minimal sedation shall have the following
facilities, equipment and drugs available during the procedure and during recovery:

(1) An operating room large enough to adequately accommodate the patient on an operating table
or in an operating chair and to allow delivery of age appropriate care in an emergency situation;

(2) An operating table or chair which permits the patient to be positioned so that the patient's
airway can be maintained, quickly alter the patient's position in an emergency and provide a firm
platform for the administration of basic life support;

(3) A lighting system which permits evaluation of the patient's skin and mucosa color and a
backup lighting system of sufficient intensity to permit completion of any operation underway in the
event of a general power failure;

(4) Suction equipment which permits aspiration of the oral and pharyngeal cavities;
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(5) An oxygen delivery system with adequate age appropriate full face masks and appropriate
connectors that is capable of delivering high flow oxygen to the patient under positive pressure,
together with an adequate backup system;

(6) A nitrous oxide delivery system with a fail-safe mechanism that will ensure appropriate
continuous oxygen delivery and a scavenger system; and

(7} A defibrillator device: Provided, That this requirement is only for Class 2, 3 and 4 permitecs.
{c) All equipment used shali be appropriate for the height and weight and age of the patient.

(d) Before inducing relative analgesia/minimal sedation by means of nitrous oxide ot a single
premedication agent, a practitioner shall:

(1) Evaluate the patient;

(2) Give instruction to the patient or, when appropriate due to age or psychological statys of the
patient, the patient's guardian; and

(3) Certify that the patient is an appropriate candidate for relative analgesia/minimal sedation.

(e) A practitioner who administers relative analgesia/minimal sedation shall see that the patient’s
condition is visually monitored. At all times, the patient shall be observed by a qualified monitor
until discharge criteria have been met.

(D) A qualified monitor’s record shall include documentation of all medications administered with
dosages, time intervals and route of administration including local anesthesia,

(g) A discharge entry shall be made in the patient's record indicating the patient's condition upon
discharge.

(h) A qualified monitor shall hold valid and current documentation:
(1) Showing successful completion of a Health Care Provider BLS/CPR course; and
(2) Have received training and be competent in the recognition and treatment of medical
emergencies, monitoring vital signs, the operation of nitrous oxide delivery systems and the use of
the sphygmomanometer and stethoscope.

{i) The practitioner shall assess the patient's responsiveness using preoperative values as normal
" guidelines and discharge the patient only when the following criteria are met;

(1) The patient is alert and oriented to person, place and time as appropriate to age and
preoperative neurological status;
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(2) The patient can talk and respond coherently to verbal questioning or to preoperative
neurological status; '

(3) The patient can sit up unaided or without assistance or to preoperative neurological status;
(4) The patient can ambulate with minimal assistance or to preoperative neurological status; and
(5) The patient does not have uncontrollable nausea, vomiting or dizziness.

§30-4A-5, Qualifications, standards, and continuing education requirements for a Class 2
Permit.

(a) The board shall issue a Class 2 Permit to an applicant who:
(1) Is a licensed dentist in West Virginia;

(2) Holds valid and current documentation showing successful completion of a Health Care
Provider BLS/CPR; and

(3) Has completed a board approved course of at least six hours didactic and clinical of either
predoctoral dental school or postgraduate instruction.

(b) A dentist who induces relative analgesia/minimal sedation and anxiolysis/minimal sedation
shall have the following facilities, properly maintained equipment and appropriate drugs available
during the procedures and during recovery:

(1) An operating room large enough to adequately accommodate the patient on an operating table
or in an operating chair and to allow an operating team of at least two individuals to freely move
about the patient;

(2) An operating table or chair which permits the patient to be positioned so the operating team
can maintain the patient's airway, quickly elter the patient's position in an emergency and provide
a firm platform for the administration of basic life support;

(3) A lighting system which permits evalyation of the patient's skin and mucoseal color and a
backup lighting system of sufficient intensity to permit completion of amy operation underway in the
event of a general power failure; .

(4) Suction equipment which permits aspiration of the oral and pharyngeal cavities;

(5) An oxygen delivery system with adequate age appropriate full face mask and appropriate
connectors that is capable of delivering high flow oxygen to the patient under positive pressure,
together with an adequate backup system;

(6) A nitrous oxide delivery system with a fail-safe mechanism that will ensure appropriate
continuous oxygen delivery and a scavenger syetem;
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(7) A recovery area that has available oxygen, adequate lighting, suction and electrical outlets. The
recovery arca can be the operating room;

(8) Sphygmomanometer, stethoscope and pulse oximeter;
(9) Emergency drugs as specified by rule;
(10) A defibrillator device; and

(11) All equipment and medication dosages shall be in accordance with the height and weight and
age of the patient being treated.

(c) Before inducing anxiolysis/minima] sedation, a dentist shall:

(1) Evaluate the patient by using the ASA Patient Physical Status Classification of the ASA that
the patient is an appropriate candidate for anxiolysis/minimal sedation; and

(2) Obtain written informed consent from the patient or patient's guardian for the anesthesia. The
obtaining of the informed consent shall be documented in the patient's record.

(d) The dentist shall monitor and record the patient's condition or shall use a qualified monitor to
monitor and record the patient's condition. The documented requirements of a qualified monitor
monitoring anxiolysis/minimal sedation cases are as specified by rule. A Class 2 Permit holder may
have no more than one person under anxiolysis/minimal sedation at the same time.

(¢) The patient shall be monitored as follows:

(1) Patients shall have continuous monitoring using pulse oximetry. The patient's blood pressure,
heart rate and respiration shallbereoordedatleastoncebefme,duringandaﬁertheprocedmemd
these recordings shall be documented in the patient record. Atall times, the patient shall be observed
by a qualified monitor until discharge criteria have been met. If the dentist is unable to obtain this
information, the reasons shall be documented in the patient's record. The record shall also include
documentation of all medications administered with dosages, time intervals and route of
administration including local anesthesia,

(2) A discharge entry shall be made by the dentist in the patient's record indicating the patient's
condition upon discharge.

(f) A permit holder who uses anxiolysis/minimal sedation shall see that the patient’s condition is
visually monitored. The patient shall be monitored as to response to verbal stimulation, oral mucosal
color and precperative and postoperative vital signs.

(8) The dentist shall assess the patient's responsivencss using preoperative values as normal
guidelines and discharge the patient only when the following criteria are met:
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(1) Vital signs including blood pressure, pulse mte and respiratory rate are stable;

(2) The patient is alert and oriented to person, place and time as appropriate to age and
preoperative neurological status;

(3) The patient can talk and respond coherently to verbal questioning or to preoperative
neurological status;

(4) The patient can sit up unaided or to preoperative neurological status;
(5) The patient can ambulate with minimal assistance or to preoperative neurological status; and
(6) The patient does not have uncontrollable nausea or vomiting and has minimal dizziness.

(h) A dentist may not release a patient who has undergone anxiolysis/minimal sedation except to
the care of a responsible adult third party.

§30-4A-6. Qualifications, standards, and continuing education requirements for Class 3
Anesthesia Permit.

(a) The board shall issue or renew a Class 3 Permit to an applicant who:
(1) Is a licensed dentist in West Virginia;

(2) Holds valid and current documentation showing successful completion of a Health Care
Provider BLS/CPR course, ACLS and/or a PALS course if treating pediatric patients; and

(3) Satisfies one of the following criteria:

(A) Certificate of completion of a comprehensive training program in conscious sedation that
satisfies the requirements described in the ADA Guidelines for Teaching Pain Control and Sedation
to Dentists and Dental Students and the ADA Guidelines for the Use of Sedation and General
Anesthesia by Dentists at the time training was commenced.

(B) Certificate of completion of an ADA-accredited postdoctoral training program which affords
comprehensive and appropriate training necessary to administer and ranage conscious sedation
commensurate with these guidelines.

(C) In lieu of these requirements, the board may eccept documented evidence of equivalent
training or experience in conscious sedation anesthesia for Limited Enteral Permit as Class 3a or
comprehensive Parenteral Permit as Class 3b as specified by rule.

(b) A dentist who induces conscious sedation shall have the following facilities, propetly
meaintained age appropriate equipment and age appropriate medications available during the
procedures and during recovery:
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(1) An operating room large enough to adequately accommodate the patient on an operating table
orinanopentingchajrandtoallowanoperatingteamofatleasttwohxdividualstoﬂ‘eelymove
about the patient;

(2) An operating table or chair which permits the patient to be positioned so the operating team
can maintain the patient's airway, quickly alter the patient's position in an ‘emergency, and provide
a firm platform for the administration of basic life support;

(3) A lighting system which permits evaluation of the patient's skin and mucosal color and a
backup lighting system of sufficient intensity to permit completion of any operation underway in the
event of a general power failure;

(4) Suction equipment which permits aspiration of the oral and pharyngeal cavities and a backup
suction device which will function in the event of a general power failure;

(5) An oxygen delivery system with adequate age appropriate full face mask and appropriate
connectors that is capable of delivering high flow oxygen to the patient under positive pressure,
together with an adequate backup system;

(6) A nitrous oxide delivery system with a fail-safe mechanism that will ensure appropriate
continuous oxygen delivery and a scavenger system;

(7) A recovery area that has available oxygen, adequate lighting, suction and electrical outlets, The
recovery area can be the operating room;

(8) Sphygmomanometer, pulse oximeter, oral and nasopharyngea) airways, intravenous fluid
administration equipment and/or equipment required for the standard of care or as specified by rule;

(9) Emergency drugs as specified by rule; and
(10) A defibrillator device,
(c) Before inducing conscious sedation, a dentist shall:

(1) Evaluate the patient and document, using the ASA Patient Physical Status Classifications, that
the patient is an appropriate candidate for conscious sedation;

(2) Give written preoperative and postoperative instructions to the patient or, when appropriate
due to age or neurological status of the patient, the patient's guardian; and

(3) Obtain written informed consent from the patient or patient's guardian for the anesthesia.
(d) The dentist shall ensure that the patient's condition is monitored and recorded on a

contemporaneous record. The dentist shall use a qualified monitor to monitor and record the patient's
condition in addition to the chair side dental assistant. A qualified monitor shall be present to



monitor the patient at all times.
(e) The patient shall be monitored as follows:

(1) Patients shall have continuous monitoring uging pulse oximetry and/or equipment required for
the standard of care or as specified by rule by a qualified monitor until discharge criteria have been
met. The documented requirements of a qualified monitor monitoring limited enteral or
comprehensive parenteral sedations cases are as specified by rule. The patient's blood pressure, heart
rate and respiration shall be recorded every five minutes and these recordings shall be documented
in the patient record. The record shall also include documentation of preoperative and postoperative
vital signs, ll medications administered with dosages, time intervals and route of administration
including local anesthesia. If the dentist is unable to obtain this information, the reasons shall be
documented in the patient's record.

(2) During the recovery phase, the patient shall be monitored by a qualified monitor.

(3) A discharge entry shall be made by the dentist in the patient's record indicating the patient's
condition upon discharge and the name of the responsible party to whom the patient was discharged.

(f) A dentist may not release a patient who has undergone conscious sedation/moderate sedation
except to the care of a responsible adult third party.

(g) When discharging a pediatric patient the dentist shall follow the current edition of AAPD
Guidelines for Monitoring and Management of Pediatric Patients During and After Sedation for
Diagnostic and Therapeutic Procedures.

(h) The dentist shall assess the patient's responsiveness using preoperative values as normal
guidelines and discharge the patient only when the following criteria are met:

(1) Vital signs including blood pressure, pulse rate and respiratory rate are stable;

(2) The patient is alert and oriented to person, place and time as appropriate to age and
preoperative ncurological status;

(3) The patient can talk and respond coherently to verbal questioning or to preoperative
neurological status;

(4) The patient can sit up unaided or to preoperative neurological status;

(5) The patient can ambulate with minimal assistance or to preoperative neurological status; and
(6) The patient does not have uncontroliable nausea or vomiting and has minimal dizziness.

(i) A dentist who induces conscious sedation shall employ the services of a qualified monitor end

a chair side dental assistant at all times who each shall hold a valid BLS/CPR certification and
maintains certification as specified by rule.
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§30-4A-7. Qualifications, standards, and continuing education requirements for Class 4
Anesthesia Permit.

(2) A Class 4 Permit permits the use of general anesthesia/deep conscious sedation, conscious
sedation/moderate sedation and anxiolysis/minimal sedation.

(b) The board shall issue or renew a Class 4 Permit to an applicant who:
(1) Is a licensed dentist in West Virginia;

(2) Holds & valid and current documentation showing successful completion of a Healthcare
Provider BLS/CPR course, Advanced Cardiac Life Support (ACLS) and/or Pediatric Advanced Life
Support (PALS) course if treating pediatric patients;

(3) Satisfies one of the following criteria:

(A) Completion of an advanced training program in anesthesia and related subjects beyond the
undergraduate dental curriculum that satisfies the requirements described in the ADA Guidelines for
Teaching Pain Control and Sedation to Dentists and Dental Students and the ADA Guidelines for
the Use of Sedation and General Anesthesia by Dentists at the time training was commenced;

(B) Completion of an ADA- or AMA-accredited postdoctoral training program which affords
comprehensive and appropriate training necessary to administer and manage general anesthesia,
commensurate with these guidelines;

(C) In lieu of these requirements, the board may accept documented evidence of equivalent
training or experience in general anesthesia/deep conscious sedation.

(¢) A dentist who induces general anesthesia/deep conscious sedation shall have the following
facilities, properly maintained age sppropriate equipment and age appropriate drugs available during
the procedure and during recovery:

(1) An operating room large enough to adequately accommodate the patient on an operating table
orinanopemingchairandtonﬂowanopmﬁngtenmofatlenstﬂmemdividualstoﬁ'eelymove
about the patient;

(2) An operating table or chair which permits the patient to be positioned so the operating team
can maintain the patient's airway, quickly alter the patient's position in an emergency and provide
a firm platform for the administration of basic life support;

(3) A lighting system which permits evaluation of the patient's skin and mucosal color and a
backup lighting system of sufficient intensity to permit completion of any operation underway in the
event of a general power failure;

(4) Suction equipment which permits aspiration of the oral and pharyngeal cavities and a backup



suction device which will function in the event of a general power failure;

(5) An oxygen delivery system with adequate age appropriate full face mask and appropriate
connectors that is capable of delivering high flow oxygen to the patient under positive pressure,
together with an adequate backup system;

(6) A nitrous oxide delivery system with & fail-safe mechanism that will insure appropriate
continuous oxygen delivery and a scavenger system;

(7) A recovery area that has available oxygen, adequate lighting, suction and electrical outlets. The
recovery area can be the operating room;

(8) Equipment as specified by rule;
(9) Emergency drugs as specified by rule
(10) A defibrillator device.

(d) Before inducing gencral ancsthesia/decp conscious sedation the dentist shall:

(1) Evaluate the patient and document, using the ASA Patient Physical Status Classifications, that
the patient is an appropriate candidate for general anesthesia or deep conscious sedation;

(2) Shall give written preoperative and postoperative instructions to the patient or, when
appropriate due to age or neurclogical status of the patient, the patient’s guardian; and

(3) Shall obtain written informed consent from the patient or patient's guardian for the anesthesia.

{¢) A dentist who induces general anesthesia/deep conscious sedation shall ensure that the
patient’s condition is monitored and recorded on a contemporaneous record. The dentist shall use
a qualified monitor to monitor and record the patient’s condition on a contemporaneous record and
a chair side dental assistant. The documented requirements of a qualified monitor monitoring general
anesthesia/deep conscious sedation cases are as specified by rule. No permit holder may have more
than one patient under general anesthesia at the same time.

{f) The patient shall be monitored as follows:

{1) Patients shall have continuous monitoring using pulse oximetry and/or equipment required for
the standard of care or as specified by rule by a qualified monitor until discharge criteria have been
met. The patient's blood pressure, heart rate and oxygen saturation shall be assessed every five
minutes and shall be contemporancously documented in the patient record. The record shall also
include documentation of preoperative and postoperative vital signs, all medications administered
with dosages, time intervals and route of administration including local anesthesia. The person
administering the ancsthesia may not leave the patient while the patient is under gencral anesthesia;
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(2) During the recovery phase, the patient shall be monitored, including the use of pulse oximetry,
by & qualified monitor; and

(3) A dentist may not release a patient who has undergone general anesthesia/deep conscious
sedation except to the care of a responsible adult third party.

(4) When discharging a pediatric patient the dentist shall follow the current edition of AAPD
Guidelines for the Monitoring and Management of Pediatric Patients During and After Sedation for
Diagnostic and Therapeutic Procedures.

(8) The dentist shall assess the patient's responsiveness using preoperative values as normal
guidelines and discharge the patient only when the following criteria are met:

(1) Vital signs including blood pressure, pulse rate and respiratory rate are stable;

(2)Thepaﬁentisalmtmdoﬁemﬁmpemn,plaeemdﬁmeasapmopﬁatethgeand
preoperative neurological status;

(3)Thepaﬁenteanmlkandmspmdcohmnﬂymvmbalquesﬁoningortopreoperaﬁve
neurological status;

(4) The patient can sit up unaided or to preoperative neurological status;
(5) The patient can ambulate with minimal assistance or to preoperative neurological status; and
{6) The patient does not have uncontrollable nausea or vomiting and has minimal dizziness.

(7) A discharge entry shall be made in the patient's record by the dentist indicating the patient's
condition upon discharge and the name of the responsible party to whom the patient was discharged.

(h) A dentist who induces general anesthesia shall employ the services of a qualified monitor and
a chair side dental assistant at all times, who each shall hold a valid BLS/CPR certification and
maintains certification as specified by rule.

§30-4A-8. Board to review, inspect and reinspect dentists for issnance of permits,

(a) By making application to the board for an anesthesia permit, a dentist consents and authorizes
the board to review his or her credentials, inspect or reinspect his or her facilities and investigate any
alleged anesthesia mortalities, misadventure or other adverse occurrences. The board shall conduct
an in-office review or on-site inspection of any dentist applying for or holding a permit to administer
anesthesia.

Prior to issuing a permit, the board shall conduct an on-site inspection of facility, equipment and
auxiliary personnel of the applicant to determine if, in fact, all the requirements for the permit have
been met. This inspection or evaluation, if required, shall be carricd out by at least two members of
the subcommittee. This evaluationistobecaniedominamnnnerfollowingthoprincipl'es,butmt
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necessarily the procedures, set forth by the current edition of the AAOMS Office Anesthesia
Evaluation Manual, On-site inspections are required and shall be performed for all Class 3a, 3b and
4 permitees. The board may reinspect annually, at its discretion, but shall perform an on-site
inspection for all permit holders at least once every five years except Class 2 permit holders. The
board reserves the right to conduct an on-site inspection whenever it deems necessary for all permit
holders. All on-site inspections shall be held during regular business hours.

{b) Cancellation or failure to appear or be present for a scheduled evaluation by a permit holder,
for an unexplained or unexcusable reason, shall be assessed a penalty fee two times the permit
holders normal annual renewal fee. The penalty fee shall be separate from the annual renewal fees.

§30-4A-5. Office evaluations,

(a) The in-office evaluation shall include:

(1) Observation of one or more cascs of anesthesia to determine the appropriateness of technique
and adequacy of patient evaluation and care;

(2) Inspection of facilities, which shall include but not be limited to, the inspection of equipment,
drugs and patient records and qualified monitor’s certifications and documentation; and

(3} The evaluation shall be performed by a team appointed by the board and shall include a
member of the subcommittee who holds a current anesthesia permit in the same class or in a higher
class than that held by the permit holder being evaluated.

(4) Class 2 permit holders may be audited periodically as determined by the committee; and
(5) Class 3 and 4 permit holders shall be evaluated once every five years.

(b) A dentist utilizing a licensed dentist who holds a current anesthesia permit issued by the board
shall have his or her office inspected to the level of a Class 4 permit as specified by section twelve
of this article. The office is only approved at that level when the anesthesia permit holder is present
and shall have the number of qualified monitors present as required by this atticle.

(c) In addition to the requirements of this article, a treating dentist who applies for a certificate to
allow a CRNA to administer anesthesia and sedation to a patient shall maintain a permit as follows:

(1) A treating dentist who allows a CRNA to administer limited enteral sedation to a patient shall

maintain a Class 3a permit for themselves and the administration site shall be inspected to a Class
4 permit level;

(2) A treating dentist who allows a CRNA to administer comprehensive parenteral sedation to a
patient shall maintain a Class 3b permit for themselves and the administration site shall be inspected
to a Class 4 permit level; and



(3) A treating dentist who allows a CRNA to administer general anesthesia/deep conscious
sedation to a patient shall maintain a Class 4 permit for themselves and the administration site shall
be inspected to a Class 4 permit level.

§30-4A-10. Reporting of Death, Serious Complications or Injury.

If & death, any serious comiplication or any injury ocours which may have resulted from the
administration of general anesthesia/deep conscious sedation, conscious sedation/moderate sedation,
anxiolysis/minimal sedation, or relative analgesia/minimal sedation, the licensee performing the
dental procedure shall submit a written detailed report to the board within seventy-two houts of the
incident along with copies of the patient's original complete dental records. If the anesthetic agent
madtﬂﬁﬂaedbyapemmothammﬂiepersmperfomingthedemlpmcedme,mnpm
shall also submit a detailed written report. The detailed report(s) shall include:

(1) Name, age and address of patient;

(2)Nameoftheﬁcemeemdotherpersompresmtdmhgtheincidmtalmgwiththeﬁnamesmd
addresscs;

(3) Address where the incident took place;
{4) Type of anesthesia and dosages of drugs administered to the patient including local anesthesia;

(5) A narrative description of the incident including approximate times and evolution of
symptoms; and

(6) The anesthesia record and the signed informed consent form for the anesthesia.
§30-4A-11. Immunity frem lability.

() Notwithstanding any other provision of law, no person providing information to the board or
to the subeommitteemaybeheld,bymasonofhnvingprovidedtheinformaﬁon,tobecivillyliuble
mdmmthmleuﬂ:einﬁnmaﬁonwasfalsemdthepmmpmvidinginfurmaﬁonhewmhad
reason to believe the such information was false.

(b) No member or employee of the board or the subcommittee may be held by reason of the
performance by him or her of any duty, function or activity authorized or required of the board or
the subcommittee to be civilly liable. The foregoing provisions of this subsection do not apply with
respect to any action taken by any individual if the individual, in taking the action, was motivated
by malice toward any person affected by the action.

§30-4A-12. Facility Inspections.

(2) The board shall perform an onsite evaluation of Class 3 and 4 applicants dental facilities,
equipment, techniques and personnel prior to issuing a permit. The board may conduct further on-site



evaluations.
(b) The board may inspect Class 2 applicants facilities.
$§30-4A=13. Issuance of regular annnal permits.

Upon the recommendation of the subcommittee, the board shall issue permits to applicable
dentists. An anesthesia permit shall be renewed annually: Provided, That the permittee meets the
requirements of this article and has not been subject to disciplinary action prohibiting issuance of
the permit.

§30-4A-14. Waiting period for reapplication or reinspection of facilities.

A dentist whose application has been denied for failure to satisfy the requirements in the
application procedure or the on-sitc evaluation shall wait thirty days from the date of the denial prior
to reapplying and shall submit to another on-site evaluation prior to receiving a permit. The board
end the subcommittee shall promptly reinspect the applicant dentist's facilities, techniques,
equipment and personnel within ninety days after the applicant has made reapplication.

§30-4A-15. Application and annual renewal of regular permits; fees.

The board shall require an initial application fee and an annual renewal fee for Class 2, Class 3
and 4 Permits. Permits expire annuaily. The board shall renew permits for the use of anesthesia after
the permittee satisfies the application for renewal.

§30-4A-16. Violations of article; penalties for practicing anesthesia without a permit.

Violations of any of the provisions of this article, whether intentional or unintentional, may result
in the revocation or suspension of the dentist's permit to administer anesthesia; multiple or repeated
violations or gross infractions, such as practicing anesthesia without a valid permit may result in
suspension of the dentist’s license to practice dentistry for up to one year as well as other disciplinary
measures as deemed appropriate by the board.

§30-4A-17. Appointment of Subcommittee; credentials review; and on-site inspections.

(a) The board shall appoint a subcommittee to carry out the review and on-site inspection of any
dentist applying for or renewing a permit under this article.

(b) The subcommittee shall make a recommendation for issuing or revoking a permit under this
article.

(c) This subcommittee ghall be known as the West Virginia Board of Dentistry Subcommittee on
Anesthesia. The subcommittee shall, at a minimum, consist of one member of the board who shall

act as chairman of the sybcommittee and two members holding a Class 4 permit and two members
holding a Class 3 permit.
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(d) The subcomnmittee shall adopt policies and procedures related to the regulation of general
anesthesia/deep conscious sedation, conscious sedation/moderate sedation, anxiolysis/minimal
sedation, and relative analgesia/minimal sedation with the same being approved by the board. The
subcommittee members shall be paid and reimbursed expenses pursuant to article one of this chapter.
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Report of the Task Force on Asses

Overview: A Call for Change

Each year nearly 6,000 students graduate from dental
schools across the United States. To practice dentistry,
they must firet obtain a dental licanse, the purpose of
which Is to ansure public safety by showing that new
dentists can provide safe and quality dental care on
day one of their careers. Simllarly, out of cver 196,000
active licensed dentista in the United States, more than
10,000 moved across state lines from 2011 to 20186.!
To continue practicing dentistry, sach must obtain

a new state license.

Ensuring patient safety and that each dentist masts
professional standards for practice are the critical
underpinnings of the dental licensure process. ItIs the
rasponsibifity of state boards of dentistry to establish
the qualificatione for licensure and subsequently lasue
licenses to qualified individuals,

The Task Force oh Assasstnent of Readiness for
Practice ["Task Force"] observes two challenges and
priority concerns with the existing licensurs process
in place In most states:

J The use of singls encounter, procedure-based
examinations on patients? as part of the licensure
examination.

2 Mobllity challenges that are unduly burdensome
and unnscessary for ensuring patient safety.

First, the Task Force opposes single encounter,
procedure-based examinations on patients, which
virtually all states currently use to fulfill the clinical
examination requirement. This approach has been
demonstrated to be sublect to random arror; does not
have strong validity evidence; [s not reflective of the
broad sat of skills and knowledge expected of a dentist;
and poses ethical challenges for test-takers, dental
schools and the dental profassion.

While not by design, the single encounter, procedure-
based examination may not be in the best interest of the
patients who participate In the examination process. in
particular, these exams are administered in such a way
that the focus is on a single quadrant, lesion and tooth
that both best meets the exam criteria for acceptance
{and will not be rejected resulting in fallure of the exam)
and Is perceived by the candidate (test-taker) to provide
the highest likelihood of success. This single focus

is typically in lieu of the patient’'s comprehensive and
most severa or urgent needs, resuliing In a standard

of care that may well ba below today's acceptable level.
Patients in the exam are often not patients of record
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or they have been soliclied and registared at the school
solely for the purpose of sitting for the exam. These
patients may experience great difficulty in follow-up
care, along with potentially significant llability issues
regarding who Is responsible for the patlent's treatment,
If the outcome la below the standard of care. The
search for the “minimally acceptable cavity” as a path
to exam success has led to the rlse In patient brokering
setvices, further compromiging ethlcal treatment of
patients, Identical challenges exist for clinlcal exams
taken by senlor dental students away from thelr achool
sltes, and also for experienced dentiats who must take
second or third clinical exams to apply for licensure

in & new state. The American Dental Assoclation’s
Council on Ethics, Bylaws, and Judicial Affairs (CEBJA)
published a white paper examining these ethical [esues®
and concluded that certain safeguards are necessary
to protect the patient during the exam process, The
patient protection pratocols cutined by CEBJA mirror
those ussed by research and academic ingtitutions that
utilize patients In medical clinicat studias, serving as a
natienally recognized standard by which patient rights
are protected In the examination process. Unfortunately,
the majority of clinical exams proceed without these
recommended safeguards.

Aftar careful study, the Task Force calls upon state
dental boards fo ellminate the singla encounter,
procedure-basad patient exams, replacing these with
clinical assessments that have stronger validity and
rellability evidenca.

Second, licensure portability also presents a significant
isaue for the dentat profassion In both expectad and
unexpectad ways. The majority of students at over half
of the country’s dental schools do not practice In the
same state where they were educated, For students

In states with restrictive licensure policies, the cost of
licensure [n another state Is often extremely expensive
and unnecessarily burdensome. A similar burden exists
for the over 10,000 active licansed dentists who moved
across state lines between 2011 and 2016.

Restrictions on portablility of dental licensure also have
some unexpected impacts on soclety:

J Although dentists serving In the military and federal
services are afforded a level of professional mobility,
their spouses are not. When followlng a spouse
or pariner to a new military posting, the dvillan
spouges who are practicing dentists may be forced
to apend significant inanclal resources and time
submitting extensive documentation required for
licensure by credentials; some are also required
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to re-take & procadure-based patient clinical axam.
Others simply stop practicing, which Impacts their
professional identitles and thelr famlly's economic
stabllity and further reduces access to care.

J Academia Is a highly moblle profession. Dantai
school faculty who move across state lines for
employment must go through & glmilar process as
described above. Whila it may be posslble for faculty
mermbers to get a “restricted license” to teach In the
dental school clinic, they are typically not allowed
to participate In either facully practice or private
practice. Most clinlcal faculty members ses patients
in the school's faculty practice or private practice
one or more days per waek In order to remain
current and supplement thelr Income. As a resuit,
this type of limited license, which diminishes the
Individual's earning power and practice opportunities,
creates a challenge for schools when recrulting new
faculty mambers.

} Restrictions on mobility also impact dentists’ ability
fo particlpate in volunteer outreach efforts to increase
accaess to care, such as Misslons of Mercy, Remote
Area Medlcal or emergency response such as the
rasponsa to Hurricanes Harvey, Irma and Maria In
2017. While scme states allow for volunteer licensure,
particularly for the provision of free dental care, most
do not.

Barriers to llcensure can have adverse Impact on state
and focal economies. The faderal governmant and the
Federal Trade Commisslon (FTC) are also interestod

in the requirements for obtaining gcoupationel licensure
at the state level. This Interest includes licensure

of the health profasslons, with dentistry featured
predominantly In several papers. According to Klelner
in Reforming Occupational Licensure Policles:

*...by making it more difficult to enter an
occupation, licensing can affect employment in
licansed occupations, wages of licensed workers,
the prices for their services, and worker economic
opportunity more broadly. Indeed, economic
studies have demonstrated far more cases where
occupational {icensing has reduced employment
and Increased prices and wages of licensed
workers than where it has improved the quality
and safety of services.”

Johnson and Kleiner pointed out in 2047¢ that
occupational licenstre, one of the most significant
tabor market regulations In the United States, may
restrict the interstate movemsent of workers. They

ssment of Readiness for Practice

analyzed the Interstate migration of 22 licensed
occupations. Of note, the paper stated:

“...three occupations stand out as showing
substantially limited interstate migration, at a leve!
comparable to lawyers: soclal workers, dental
hygienists, and dentists.”

As our nation becomes more mobile, these challenges
will only grow worse over time. The Task Force calls
upon state dental boards to enact changes that allow for
[ncreased licensure portability and to critically evaluate
thelr licensure-by-credentlals regulations and statutes,
with the goal of accepting a commen core of credentials
that can serve as a basis for llcensurs compacts. -

In summary, the Task Force calls upon state dental
boards to amend thelr ficensure requirements to

{1) eliminate singie encounter, procedure-based
examinations on patients; (2) allow for Increased initial
licensure portability; and (3) work on the natlonal level
to astablish a common core of dentlst credentials

for licensure that can serve as a basls for licensure
compacts between states. This paper provides

a summary of the existing licensure process and
proposes new approaches to licensure,

Overview of Existing
Licensure Processes

Stats boards of dentistry are entrusted with
astablishing the qualifications for licensure and for
issuing licenees to qualified individuals as parl of
thelr responsibllity to protect the public. This Includes
establishing rules of practice and conduct and taking
disciplinary action against licenseas who engage in
misconhduct. Though requirements vary by stats, all
dental licensure applicants must meet three basic
requirements: an education requirement, a written
examination requirement and a demonstration of
clinlcal competence ®

1. The educational requirement in ali states is a
D.D.S. (doctor of dental surgery) or D.M.D, {(doctor
of dental medicine) degrea from a university-
based dental education program accredited by
the Commission on Dental Accreditation (CODA).
CODA Is nationally recognized by the U.S.
Department of Education as the scle agency fo
accredlt dental, advanced dental and alfled dental
education programs conducted at the post-secondary
level. CODA accreditation Is evidence that the dental
school meets predetermined quality assurance
standards including requirements for documentation
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of student competency (i.e., readiness for practice)
throughout the D.D.8./D.M.D. curriculum.

2. Al U.S. licansing Jurisdictions require evidence that a
cendidate for [icensure has passad a comprehensive
writtan examinatlon, called the National Board
Dental Examination (NBDE). Currently this Is a two-
past exam. Patt | covers biomedical sclences, dental
anatomy and ethics, Part Il covers clinical dentistry
and case-based components, including dlagnosis,
athics, critical thinking and patient management. In
2020, Parts | and Il will be phased out and replacad
by a single exam, the Integrated Nationai Board
Dental Examination (INBDE), which will combine
and Integrate the content areas of Parts | and Il. The
Joint Commission on National Dental Examinations
(JCNDE), an Independant agency, admnisters the
NBDE and wilt administer the INBDE.

3. Currently, candidates for dental licansure In virtually
all U.8. licensing jurisdictions must pass a single
encounter, procedura-based clinical examination
demonstrating a limited set of psychomotor
skills {hand sklils). Each state board of dentistry
astabllshes Its clinical examination requirement(s).
Five regional testing agencles administer the four
procedure-based clinlcal examinations; not all
states accept all exam rasults even though the
sxaminations are comparabla. The result is limited
licensure portability for dentists, Meanwhlle, a
growing number of states have adopted, or are In
the process of adopting, pathways to licensure that
do not Include the single encounter performancs of
procadures on a patlent.

The Task Force recognizes and supports the critlcal

role that state denial boards parform In protecting

the publlc through the licensure process. The Task
Force remains committed to ensuring the highest

levels of professionalism, ethical behavior and clinical
competence through the licensure process and belleves
that third-party review, at key moments in the licensure
process, Is essantial for ensuring trust and credibility

in the process.

In light of the ratichale prasented, the Task Force
members are all on record In opposition to single
encountar, procedure-based examinations on patlents
currently utlized by atl states (with the exception of
the state of New York, which requires completion of
PGY1 In lteu of a single encounter clinical exam) to
{ulfili the clinical examination requirement. As stated
earfler, the single encounter, procedure-based clinlcal
axamination is subject to random error; doss not have

strong validity evidence; is not reflective of the broad
set of skllls and knowledge expected of the new dentist;
and poses sethical challenges for the test-takers, the
dental schools and the dental profession. For all these
reasons, the random error inherent in the surrent clinical
examinations that require single encounter, procedure-
based examinations on patlents cannot assure that

the public is being protected at the highest levels from
unsafe beginning dentists.

Federal Government interest
in Occupational Licensure

"States’ logal authority to license profagalons I well-
established. In 1889, the Supreme Court In Dent v.
Wast Virginia established the rights of States to license
professions. Under a line of cases starting with Parker
v. Brown, State licensing boards have been assumed to
be shielded from Federal antitrust liability, in the same
manner ag State courts and legislatures. Howaver,

in a recent decislon, North Caroiina Stafe Board of
Dental Examiners v. Federal Trade Commission, the
Supreme Court held that atate licensing boards are not
automatically exempted from antitrust scrutiny. Under
the standard articulatad by the Court, If a controlling
number of board members are themselves ‘active
market participants,’ then the licensing board's conduct
Is enly Immune from antitrust scrutiny If It s {1) clearly
articulated State policy, and (2) acfively supervised by
the State. The extant to which the Court’s declsion wiil
In practice increase State licensing boards’ exposure to
antitrust actions and constrain occupational regulation
I unclear” (from Occupational Licensing: A Framework
for Poilcymakers™).

Two white papers released In 2015 on occupational
licensure contain references to dental licenaure;
Reforming Occupational Licensing Policles,* which was
prepared by the Hamliton Project and The Brookings
Institution, and Occupational Licensing: A Frameswork
for Pollcymakers,” a White House report prepared by
the Department of tha Treasury Office of Economic
Policy, the Council of Economic Advisers end the
Department of Labor. Both papers come to essentlally
the same conclusion:

“When designed and implemanted appropriately,
licansing can benefit practitioners and consumers
through improving quality and protecting public
health and safety. This can be especlally
important in situations where it is costly or difficult
for consumers to obtain Information on service
quality, or where low-quality practitioners can
potentially inflict serious harm on consumers
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or the public at large.... Yet while licensing can
bring benefits, cumrent systams of licensure can
also place burdens on workers, amployers,

and consumers, and oo often ara inconslatent,
inefficlent, and arbitrary. The evidence in this
raport suggests that licensing restricts mobllity
across States, increases the cost of goods and
services to consumers, and reduces access to
Jobe In licensed occupations. The employment
barriers created by liconsing may ralse wages

for those who are successful In galning entry to a
licensed occupation, but they also ralse prices for
consumers and limlt opportunity for other workers
in terms of both wages and employment.”

In the White House report, restrictive dental licensure
is specifically referenced:

“While older research suggests that more stringent
antry requirements are assoclated with lower
rates of untreated dental disease, more racent
studies that control for potentlally confounding
factors find no evidence that tighter dentistry
licensing requiremeants lead to better dental
health, though they do lead t¢ higher prices.”

The FTC’s Economic Libarty Task Force followed up on
these papers with two webinars; one on July 27, 2017,
axamined ways to mitigaie the effects of state-based
occupationat ficensing requirements that make it difficult
for llcanse heldars to obtain licenses in other states, and
the other on Novembaer 7, 2017, examined emplrcal
evidence on the effects of occupational licensure.

Finally, the Nafional Conferencs of State Legislaturas
hae selacted 11 states for a public policy consorium
that will famillarize participants with occcupational
licensing pelicy In thelr own sfates and occupational
licensing best practices in other states. Each state will
begin Implementing actions to remove barriers to labor
market entry and improve portabliity and raciprocity.

These Initiatives highlight the need for the profession
to become Involved early In the process; otherwisa,
faderal entities may Impose solutions on dental boards
and state legislatures.

A Contemporary Approach
to Initial Dental Licensure

In the past, state dental boards understandably relied
on the single encounter, procedurs-based clinical
examination, as there wers few proven altematives and
verying points of view regarding the rigor of the CODA
accreditation process and both the scope and rigor of
schoolk-based assassment processes. Howsver, thanks
to the adoption and evolution of competency-based
education in accredited dental schools over the past
25 yaars, glong with new effective pathways for dental
clinical assessment, state dental boards no longer
nead to rely on this dated approach for the clinical
assessment of candidates for licensure.

There Is a critical need to modernize the dental
licensure process that reflects current practices in
pedagogy, assessment and licansure and that includes
opportunities for third-party review and assurance
throughout the process.

The Task Force proposes a modernized process
for Initial licensure that Includes the following
thrae components:

1. Compistion of a D.D.S. or D.M.D. degree from
& universlty-based dental educatlon program
accreditad by the Commission on Dental
Accraditation, which requires documentation
of clinical competence and the assessment of
psychomotor skilis (“hand-skilis®);

2. Passage of the National Board Dantal Examination,
a valid and rellable written test of applied knowledge;
and

3. Succassful passage of a valid and rellable clinical
assessment that does not require single encounter,
procedure-based examinations on patients.
Examples include: an Objective Structured Clinical
Examination (OSCE); or graduation from CODA-
accredited PGY-1 program; or completion of a
standardized compliation of clinical competency
assessments designed to demonstrate psychomotor
skills and practice relevant patient care knowledge,
skills and abllities {(e.g., California Hybrid Portfolic
or Compendium of {Clinical] Competency
Assassments).
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Overview of the Proposed Licensure Process
The table below describes a proposed licensure process and demonsiration of skills as well as the role

of third-party review.,

Component 1 of the Licensure Process

assessment of psychomotor skilis ("hand-skllls'}

The awardlng ofa D D S or D.M. D degree
demonatrates that the student has fulfilled all the
requirements of the educational program leading tc
that degree, including a comprehensive assassment
of the graduate’s ability to be a safe, beginning
practitioner.

CODA accreditation ensures that the dental schoole’
processes mest the quality standards in six areas
established for dental education programs, including
the requirement that graduates demonstrate
specified competencies.

Throughout the dental school experience, students
must demonstrate competence by challenging
hundreds of school-basad competency examinations.
Over time, students and their Institutions develop

a compendium of competency assessments that
demonstrates the acquieition of relevant knowledge
and abllity across all competencles that meets pre-
specified criteria for success®

School-based competency examinations go far beyond
the current single encounter clinical examination and
Include multiple measures of competencles across a
wide range of clinleal and non-clinical compaetencles.

Completion of a D.D.8, or D.M.D. degren from & onlvarsity-based dental aducation program accredited by the
Commission on Dental Accreditation {CODA), which includes documentation of dinical competence and the

B

Tha dental sshools are accredited by the Commission
on Dental Accreditetion (CODA)}. CODA has the
authority to make Independent accreditation decisions.

Reaccraditation for dental programs occure every
seven years, and CODA monitors dental programs
for continued compllance with all quallty standards
batwesn tha formal accreditation reviews.

The CODA Board of Commissloners has a fiduciary
responsibllity to the Commisslon, not to the agency
that appoints tham.

CODA Is recognized by the U.S. Department of
Education as the scle agency for accrediting dental
sducation programs. This recognition assures the
public that the CODA meets quality standards for
accreditation of educational programs. CODA must
renew its recogniiion every five years.

The Commission must demonstrate to the U.S.
Department of Education that conflicts of interast
are appropriately handled and cannot affect
accreditation decisions.

To build trust and cradibliity In the independence and
objsctlvity of school-basad competency exams, the
Task Force recommends that state dental boards work
in partnership with the dental schools In their state to
develop methods for the callbration, quallty assurance
and third-party auditing of these exams. Potentlal
examples include engagement of state dental board
members on key dental achool commitiees; “auditing”
of data, Images and other documentstion from the
competency exams; utllizing faculty as examiners;
and creating opportunities for obsarvation by state
board membars of these challenge exams.
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Component 2 of the Licensure Process

Passage of the Naﬂonal Board Donhl Examlnatlon. a valid and rollubla written teet of dldact[c knowladga

Vihat Thin Desnontrates T .' ==y 7 de-hrwm
The National Board Dental Examtnatlon Isa
standardized, comprehensive set of examinations
covering the baslc biomedical sclences, dental
anatomy, ethics and clinical dental subjects, including
patlent management.

Tt'ie Naﬁonal Board Dental Examination is
administered by the Joint Commission on Natlonal
Dental Examinations (JCNDE).

The Joint Commission has authority to make -

Indspendent decisions regarding exam content and

Note: Currently, the exam is divided into Part | and
Part Ii, but as the dental school curficuium has moved
o a more integrated format, the Joint Commission on
National Dental Examinations (JCNDE) will transition
to the Integrated Naticnal Board Dental Examination
in 2020,

administration.

Members of the JCNDE Board of Commissioners
have a flduclary responsibility to the Joint
Commisslon, not to the agency that appolnts them.

The Joint Commission’s examination program

meets the quallty standards for high stakes testing
as outlined In the Standards for Educationel and
Psychological Testing. Accordingly, the JCNDE
publishes and makes publicly avallable its annual
Technical Report documenting the rellability and
valldity evidence for each examination.

Component 3 of the Licensure Process

Suoccessful passage of a valid and rellable clinical assessment that does not require single encounter, procadure-

based examinations on patients, Three examples are provided:

What This Demonstrates

EXAMPLE 1. Objective Structured Clinlcal Examination (OSCE) An OSGE Is a
high-stakes examination conslsting of muitiple, standardized stations, each of
which require candldates to use thelr clinical knowladge and skills to successfully
complete one or more dental problem-solving tasks. The OSCE provides
information to dental boards about whether a candidats for dental licensure
possesses the necesaary level of clinlcal knowledge and skilis to safely practice
entry-level dentlstry thought the use of a valld and reliable examination. The OSCE
can protect public health more effectively than current clinicel licensure exams.

Traditionally, an OSCE format used In heelth professions fraining and festing may
inciude physical materials, such as radlographs, photographs, models and order/
prescription writing. Advances In computer-based testing, simulated patient and
haptic technologies suggeast that these modalities may be tncorporated Into the
QSCE format in the future,

OSCEs are widely used across the health sclences, including the United States
Medical Licensing Examinations, and are uged by the National Dantal Examining
Board of Canada for dental licensure In that country.?

Note: The Dental Licensure Objective Structured Clinical Examination (DLOSCE)
Is currently being developed by the ADA’s Dapartment of Testing Services,

which is staffed by testing professlonals with advanced degrees In psychological
measuremant and relsted fleids. The Department of Testing Services has
significant experience in the development of standardized tests for the dental and
dental hygiene commuinities.

The OSCE Is utllized
by state dental boards
~ In conjunction

with the school-

based competency
assessmenis — to fulfill
the clinical examination
requirement.

The OSCE Is
administerad by an
Independent, third-party
testing agency, similar to
the process used for the
Natlonal Dental Board
Examination,
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Component 3 of the Licensure Process (continued)
What This Demonstrates e '

EXAMPLE 2. Graduation from CODA-accredited PGY-1 program, PGY-1

is completion of a residency program at least one year in length at a CODA-
accredited clinically based advanced general dentistry and/or speclalty
residency program.

PGY-1 programs are designed {o provide education beyond the level of D.D.8./
D.M.D. programs in oral health care, using applied basic and behavicral sclences.
The programs are designed to expand the scope and depth of the graduates’
knowledge and skilis to enable them to provide comprehensive oral health care
to a wide range of populations.

EXAMPLE 3. Compistion of a standardized compliation of clinical competency
assessments designed to demonstrate psychomotor skills and practice relevant
patient care knowledge, aklilis and abllities that is accepted by licensing
jurisdictions {e.g., California Hybrid Portfollo or Compendium of {Clinical}
Competency Assessments).

Third-Party Review

PGY-1 programs are
CODA-accradited and
competency-based.

Performance is assessed
by calibrated examiners
who are mermnbers of the
dental school faculty. The
dental board routinely

The compilation of clinical competency assessments Is a standardized appreach ::gnlt';::: ;ﬁm};;ﬂ;:&s
to assessing psychomotor skiils and practica relevant patient care knowledge, skilis objectively

end abitities for licensure that Is accepted by Hcensing jurledictions.

The compliation of clinical assessments uses the evaluation mechanlsms currently
applied by the dental schools to assess student compatsancs.

The compliation of clinical assessments can evatuate candidate performance in a
broader range and complexity of common dente! procedures, in addition to newer
clinical procedures and technologles, than single encounter, procedure-hasad
examinations on patients.

An approved compllation will conslst of compatancies assembled using selectad
measures of assassment, will be collected over the course of time and will support
provision of comprehensive patient care, Examples include the California Hybrid
Portfollo and Compendium of (Clinlcal) Competancy Assessments.

Note: The Compendium of {Clinlcal) Compsetency Asssssments, a standardized
set of clinical competancy assessment, is cummently belng developed by a working
group of members of the American Dental Education Assoclation. The working
group contalns representation of dental and allied dental educators and sxparts
in competency assessment.

Increasing Dental Licensure Portability
The more contsmporary approach to the clinical

active licenged dentists In the Unlied States by two
primary means:

licensure process outlined in the preceding section Is
focused on the Jnitfal licensure process. Initial licensure
is the process through which a first-time candidate, who
does not hold a dental license In another Jurisdiction

at the time of application, applies for and receives a
dental license.

While pursuing the goal of a modemized process for
dental licensure that does not contain single encounter,
procedura-based examinations on patiente, In the

near term, the Task Foroe Is sesking fo enhance the
professional mobflity and success of the nearly 200,000

siid Sentambet 2018

1. Through [ncreased portability of licensure, and

2. By enabling new graduates to use any of the
available examination modalifies to obtain a license.

To this end, while acknowliedging that there are

subtle differences among the traditional single
encounter, procedure-based examinations on patients
administerad by the five clinical testing agencies,

an anafysis conducted by the ADA found that these
clinical examinations “adhere to & common eet of core
design and content requirements that renders them
concepiually comparable.”
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What makes these clinlcal examinations conceptually
comparable?

2 All reportad additicnal rellance on subject matter
experts to inform test epecifications (for exams with
information available).

} All include both patient-based and manikin-based
fest sections.

» All require candidates to pass each examination
section In ordar to pass the examination.

4 All rely on subject matter expert ratings of candidate
performance (typically three subject matter experts).

2 All have procedures for selecting, training and
evalueting subjact matter experts (for exams with
Information avallable).

) All use established scoring rubrics that share
many common characteristics, but also present
some differences.

} All employ criterion-referanced performance
standards {cut scores} to facllitate use of examination
results by state boards.

2 Most examinations use compensatory scoring within
test sections, as wall as the concept of “critical
omors.” Some examinations also include penalty
points in scoring.

» The five clinical tasting agencles differ significantiy
with respect to the amount of valldity and reliability
avidence made publicily avallable.

Currently more than half of the states accept passing
results from all five regional testing agencies, while 10
states accept two or three ¢f the available exams and
four states accept only one of the available exames.
Recognizing that the transition to a more contemporary
approach for dental licensure that eliminates the use
of single encounter, procedure-based examinations
on petients will take time to Implement across the 53
licensing jurlsdictions and In light of the fact that more
than haff of the states currently accept results from all
five testing agencies, the Task Force calls upon state
dental boards to accept all clinical examinations and
pathways to licensure until this transition is complate.

Once a dentist passes a clinical examination, receives
& llcange and has been actively practicing for several
years, & process exlsts for obtalning licensure by
credentials In the majority of states (exceptions are
Delaware, Florida, Hawall, Nevada and the Virgin
tslands). However, licensed dentists who relocate to
ancther state (or whose practice crosses stata lines)

for Practice

in many cases are forced to expend significant financial
rescurces and ime submitting extensive documentation
required for licenaure by credentlals; some are required
to re-take a procedure-based patient clinical exam.

No consensus exists among state dental boards of
what constitutes a credential for licensure; therefore,
licensure by credentials varies significantly among the
statas. A credential is defined as "diplomas, degrees,
certificates, and certifications, In order to attest to the
completion of specific training or education programs
by students, to attest to thelr successful completion of
tests and exams, and to provide independent validation
of an Individual's possession of the knowladge,

skills, and abllity necessary to practice a particular
occupation compatently."’® Based on this definition,
many of the most common raquirements for "licansure
by credentials® are, In fact, not credentlals and do

not provide dental boards with a reliable or valld
measurement of whether an individual already licensed
in one ar more states will provide competant dental care
in another state:

Credential
Dental school dlploma from accredited program

i lmdm W"‘ 1 degreo t'm
Specialty Board celﬂflcatlon
mﬁanm from umredh&mm
Curr;ﬁt Iloanse in good standlng
Grlirinel baokground oheok :
Palsing grade oﬁ an Iﬁltlal cllnlcal Iloensure exam
DunmetMm dmmpleﬂm o unnlllwhu cdnnaﬁuh

Not a Credentlal
InteMew

‘ﬂ.an-.-. Tinghem

Hours.ﬁfears of praclice

Affidauits from colleaguss/istiars of recommendabion
Ph-_.-s clar: statemenl of guou h—-alth

Retaka of a dln!cal Ilcensura exam, or a portion thereof

ﬁoum mtammpa

Issued Septernber 2018 |

70



Report of the Task Force on Ass

The Task Force calls for state dental boards across

the country to allow for Increased mability for new

and practicing dentists by (1) accepting all clinicat
examinations and pathways to licensure for the purpcose
of licensure portability In the short-term, {2) accepting

a common core of requirements for licensure by
credentlals in the mid-term, and (3} Investigating the
establishment of licensure compacts among states

In the longer-term.

An Environment of Trust:
A Necessary Precursor to Change

There Is 2 common attributa among a handful of states
In which new and additlonal pathways to licensure
have been adopted, That is, a high degree of trust
exists among the state dental board, the state dental
association and the dental schools located within

the state.

For this contemporary approach te licensure to be
successful, there must be a strong partnership among
these antitles basad on transparency, communication,
collaboration and mutual understanding. State dental
boards should have trust and confidence that a
comblnation of a graduate’s D.D.S/D.M.D. degree
from a univarsiy-based CODA-accreditad program
Including the assessment of psychomotor skills

{hand skills), passage of the NBDE and succassful
completion of a reliable and valid OSCE examination
or a PGY1 program or a standardized compilation of
¢linical compstency assessments assures the public
of a competent practitioner.
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The Task Force believes that for thie to occur, there
needs to be Increased understanding of the:

» CODA accreditation process and confidence that
CODA accreditation is a cradible marker of the quality
standards for dental schools and advanced dental
education programs; and

J Rigor of the competency-based challenge
examinetions performed in dental schools
and advanced dental education programs, the
independence and objectlvity of the assessment
process, and the development of appropriate methods
of third-party oversight of this process to ensure
credibility; and

2} Purpose and methodology of the OSCE, including
the Dental Llcensura Objective Structured Clinical
Examination being daveloped by the ADA's
Department of Testing Services, and the validity end
reliability of this clinical exam that does not utillze
performance of procedures on patients for licensure
declsions; and '

# Challenges to professional mobility and access
to care created by current licensure portability
restricions.

The members of the Task Force belleve that collaciively,
we cen achleve our long-term goals of creafing a

valld and reliable process for dental licensure that

does not Include single encounter, procedure-based
examinstions on patients and increasing the portability
of dental licensure among all states for the benefit of
both the public and the profession.
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