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Instructions for Accessing the Board Meeting and Providing Public Comment

The Board meeting is being held in-person at the Perimeter Center, 9960 Mayland Drive, Board Room
4, Henrico, Virginia. To observe this meeting, use one of the options below.

TO PARTICIPATE IN-PERSON:
Perimeter Center, 9960 Mayland Drive, Board Room 4, Henrico, VA 23233
Public attendance in Board Room 4 is limited due to the COVID-19 pandemic, and presence in
the room will be on a first-come, first-seated basis; room capacity for the public is 8.

ONLY PERSONS ATTENDING THIS MEETING IN-PERSON WILL HAVE THE OPPORTUNITY TO
ADDRESS THE BOARD DURING THE PUBLIC COMMENT PERIOD BEING HELD AT THE
BEGINNING OF THE MEETING.

WRITTEN COMMENTS MAY BE SENT TO SANDRA.REEN@DHP.VIRGINIA.GOV BY 3PM ON
THURSDAY JUNE 10, 2021. WRITTEN COMMENTS RECEIVED BY THIS DEADLINE WILL BE
PROVIDED TO BOARD MEMBERS AND WILL BE NOTED IN THE MINUTES OF THIS MEETING.

TO LISTEN BY PHONE, CALL: 1-866-692-4530
Meeting number (access code): 161 431 2663
Meeting password: BODBMO061121

TO OBSERVE AND LISTEN TO THE MEETING CLICK THE LINK BELOW:

https://covaconf.webex.com/covaconf/j.php?MTID=m90c7fa5ef4ed2dfb5d1765c3a2a6f352

DIAL 804-912-0334 to report problems accessing the meeting and/or an interruption during the
broadcast.

NOTE: Should the Board enter into a closed session, public participants will be asked to leave the room and
those attending virtually will be blocked from seeing and hearing the discussion. When the Board re-enters
into open session, public participation connections to see and hear the discussions will be restored.
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Aerosols in the Dental Office
2 messages

Gail Siminovsky, CAE - Academy of Laser Dentistry <memberservices@laserdentistry.org> Mon, May 3, 2021 at 4:05 PM
Reply-To: memberservices@laserdentistry.org
To: sandra.reen@dhp.virginia.gov

Your Professional Independent
Source for Dental Laser Education

Academy of Laser Dentistry

e o e o s

To: State Boards of Dentistry Office of the Executive Director and
Occupational Safety and Hazard Administration (OSHA) Agencies

From: Academy of Laser Dentistry

Re: Public Safety Information During COVID-19 Pandemic

Dear Sir or Madame,

The Academy of Laser Dentistry is the primary organization for dental lasers. Our
mission is to provide education of dental practitioners to practice safe and effective
use of laser technology that ensures both patients’ and practice’s well-being.

We are communicating with you to provide solutions to aerosol production that can
occur in the dental environment.

Current devices utilized in dental operatories can create aerosols, with ultrasonics and
high- speed handpieces producing more airborne contamination than other
commonly utilized devices. Because of this, CDC guidelines for prevention of
transmission of the novel Coronavirus SARS —CoV-2 includes recommendations to
decrease high speed handpiece activity with particular attention to limiting the use of
ultrasonic devices in the dental hygiene operatory. Public health benefits associated
with adjunctive use of the diode laser for bacterial reduction in the sulcular
epithelium are well documented with no aerosol production.

Similarly, co-morbidities associated with oral bacteria load become greater risk factors
during public health emergencies, including the current pandemic. Consequently,
clarity by public health experts about the safety and efficacy of the diode laser in the
hygiene operatory may be key to optimizing the public health benefits of good oral
health during the present, and possibly future pandemics.

We believe that dental diode lasers can serve as a safe and beneficial adjunct to
manual cleaning devices, and we seek this clarification for three reasons:



1. To assure patients receiving dental or periodontal cleaning via dental diode
lasers — and the hygienists who perform such procedures — that aerosol is not
being generated.

2. To assure practicing dentists that the use of dental diode lasers for specific
procedures and at their intended settings will not, in-and of themselves, subject
their practices to the various control measures.

3. To further individual and public health. The accompanying document, Rationale
for Consideration of a Diode Laser for Adjunctive Non-Aerosol Management,
and references explain how dental diode lasers can eliminate bacteria from the
periodontal pocket which, if left alone, can cause diseases and conditions that
make patients more vulnerable to COVID-19. The use of manhual instruments,
the primary alternative to ultrasonic devices, provides no such benefit.

4. In October 2020, an article in the Journal of the American Dental Association
reported that COVID-19 prevalence among dentists, as of June 2020, during the
initial acceleration phase of the pandemic was less than 1%. An estimated 3.1%
of U.S. dental hygienist had contracted COVID-19 as of October 2020, according
to research from the ADA and American Dental Hygienists’ Association.

We can speak to you directly on the topic of laser dentistry. Feel free to ask us for any
additional information you might need. You may contact me directly or through the
Academy of Laser Dentistry Executive Director, Gail Siminovsky, CAE at
siminovsky@laserdentistry.org.

Thank you for this consideration to recognize the rationale of the diode laser as non-
aerosol-generating and beneficial for adjunctive dental hygiene management.

Respectfully yours,

Edward R. Kusek, DDS, MAGD, MALD, DABOI, FAAID
ALD President 2020-2021

Email: edkusek@me.com

Cell: 605 310-1965

www.laserdentistry.org

Tag @academyoflaserdentistry on social media so we can share your post!
#ALDlasers

0000

The Academy of Laser Dentistry (ALD) is an
international professional association of dental
practitioners and supporting organizations dedicated to
improving the health and well-being of patients through
the proper use of laser technology.

Academy of laser Dentistry



Sandra Reen

From: Pace, Jacqueline <jacqueline.pace@vadoc.virginia.gov> on behalf of Pace, Jacqueline
Sent: Tuesday, June 1, 2021 8:59 AM

To: Donna Lee; Sandra Reen

Subject: Letter to the Board

Attachments: Board2021 (1).docx

Good morning ladies,
[ hope this email finds you well. Please include the attached letter in the next Board meeting package/agenda. I

understand I did not meet the deadline last time.
Have a great week!!

Thank you,
Jacki



March 15, 2021

Virginia Board of Dentistry
Attn: President Augustus Petticolas, Jr. DDS
Members of the Board

Perimeter Center
9960 Mayland Drive, Suite 300
Henrico, Virginia 23233-1463

Dear Dr. Petticolas, Members of the Board;

On March 5, 2021, the Examination Committee of the Virginia Board of
Dentistry met to determine several items one of which was the acceptance of a
dental exam for the Virginia dental and dental hygiene graduates.

There are several points of concern during this meeting and they are as
follows:

First, is the validity of the consultant, Dr. Archer, who was selected to
consult the exam committee on the various regional tests that were available,
represents a conflict of interest. He is currently participating as an examiner
for the exam (Adex) which he has recommended to the exam committee to be
the exclusive exam for the state of Virginia (refer to March 5" minutes).
According to Virginia Board of Dentistry Regulation 18 VAC-60-21-120
“...pass a compensatory clinical exam that is accepted by the board” and 18
VAC 60-25-140 “....successfully completed a board approved clinical
competency examination in dental hygiene”; currently there are several exams
that meet this criteria and only one was recommended to the committee. The
selection of a neutral consultant would have given the committee a transparent
view of all the information for the members to make a qualified informed
decision.

The second concern is having one exam for the state lends itself to a
monopoly, not to fair trade. We as a society are afforded choices in our daily
lives such as subscribing to one of the many cable providers, which airline to
book a flight, what type a car to purchase, which bank will provide me the best
rates and which college should I attend. It would be a good fair trade decision
to offer the students more than one exam to choose from afnd not restrict their
path to licensure.

Another point of note, would be the absence of competition. Competition
keep entities transparent, progressing and fees in check; this is where the



graduates benefit (airlines are one of the best examples of this). By the Board
accepting more than one exam for their graduates, this gives the students more
versatility for dates and sites to select from. Mobility has been a buzz word for
the graduates taking the exam. Most states accept more than one exam, which
lends itself to mobility by having a varied accepting criteria. Kentucky,
Tennessee, and West Virginia are border states which accept multiple exams
and this varied accepting criteria extends to the states on the West Coast.

In closing, members of the board, I ask that you consider the above
concerns in your decision and the regulatory language you decide to choose in
making choices for the dental and dental hygiene graduates.

Respectfully,

Ms. Jacqueline Pace, RDH, BS, MS
Past President 2010
Virginia Board of Dentistry



APPROVAL OF MINUTES



TIME AND PLACE:

CALL TO ORDER:

BOARD MEMBERS
PRESENT VIRTUALLY:

BOARD MEMBERS
ABSENT:

STAFF PRESENT
VIRTUALLY:

COUNSEL PRESENT
VIRTUALLY:

OTHERS PRESENT
VIRTUALLY:

ESTABLISHMENT OF A
QUORUM:

Darlene Nicoletti, D.D.S.
Case No.: 204109

Unapproved

VIRGINIA BOARD OF DENTISTRY
FORMAL HEARING MINUTES
March 18, 2021

The virtual formal hearing of the Virginia Board of Dentistry was called to
order at 1:00 p.m., on March 18, 2021.

Dr. Petticolas called the meeting to order.

Consistent with Amendment 28 to HB29 (the Budget Bill for 2018-2020)
and the applicable provisions of § 2.2-3708.2 in the Freedom of
Information Act, the Board is convening today's meeting virtually to
consider such regulatory and business matters as are presented on the

agenda necessary for the board to discharge its lawful purposes,
duties, and responsibilities.

Dr. Petticolas provided the Board members, staff, and the public with
contact information should the electronic meeting be interrupted.

Augustus A. Petticolas, Jr., D.D.S., President
Patricia B. Bonwell, R.D.H., PhD

Nathaniel C. Bryant, D.D.S.

Sultan E. Chaudhry, D.D.S.

Perry E. Jones, D.D.S.

Margaret F. Lemaster, R.D.H.

J. Michael Martinez de Andino, J.D.

Sandra J. Catchings, D.D.S.
Jamiah Dawson, D.D.S.
Dag Zapatero, D.D.S.

Sandra K. Reen, Executive Director, Board of Dentistry
Jamie C. Sacksteder, Deputy Executive Director, Board of Dentistry
Donna M. Lee, Discipline Case Manager, Board of Dentistry

James E. Rutkowski, Assistant Attorney General

Lori Pound, Adjudication Consultant, Administrative Proceedings Div.
Camron Jordan, Court Reporter, Veteran Reporters, Inc.

Darlene Nicoletti, D.D.S., Respondent

Corey M. Tisdale, Esquire, Counsel for Respondent

A roll call of the Board members and staff was completed. With seven
members of the Board present, a quorum was established.

Dr. Nicoletti was present with legal counsel in accordance with the Notice
of the Board dated November 5, 2020.

Dr. Petticolas swore in the witnesses.



Closed Meeting:

Reconvene:

DECISION:

Dr. Petticolas stated there was an editorial correction in Allegation #2(h) in
the Notice which should read as follows: “Dr. Nicoletti's history of
substance abuse, positive screenings, and noncompliance with HPMP’s
requirement for ongoing treatment and monitoring.”

There were no objections to the amended language.

Upon a request by Ms. Pound and no objections by Mr. Tisdale, the
witnesses were sequestered.

Following Ms. Pound’s opening statement, Dr. Petticolas admitted into
evidence Commonwealth’s Exhibits 1-3.

Mr. Tisdale made an opening statement; however, he did not have any
exhibits to present on behalf of the Respondent.

Testifying on behalf of the Commonwealth was David Robinson, DHP
Adjudication Specialist and Amy Ressler, Program Administrator Director
for the Health Practitioners’ Monitoring Program (HPMP).

Testifying on behalf of the Respondent was Dr. Kevin Doyle, Dr. Bruce
Clemons, Kate Basco, R.N., and Dr. Nicoletti.

Ms. Pound and Mr. Tisdale provided closing statements.

Dr. Bryant moved that the Board convene a closed meeting pursuant to
§ 2.2-3711(A)(27) and § 2.2-3712(F) of the Code of Virginia for the purpose
of deliberation to reach a decision in the matter of Darlene Nicoletti, D.D.S.
Additionally, he moved that Board staff, Ms. Reen, Ms. Sacksteder, Ms. Lee,
and Board counsel, Mr. Rutkowski, attend the closed meeting because their
presence in the closed meeting is deemed necessary and their presence will
aid the Board in its deliberations. Following a second, a roll call vote was
taken. The motion passed.

Dr. Bryant moved to certify that the Board heard, discussed or considered
only public business matters lawfully exempted from open meeting
requirements under the Virginia Freedom of Information Act and only such
public business matters as were identified in the motion by which the
closed meeting was convened. Following a second, a roll call vote was
taken. The motion passed.

Dr. Bryant moved to accept the Findings of Facts and Conclusions of Law
as presented by the Commonwealth, amended by the Board, and read by
Mr. Rutkowski. Following a second, a roll call vote was taken. The motion
passed.

Mr. Rutkowski reported that Dr. Nicoletti’s license to practice dentistry is
reinstated; stayed pending proof of entry into a substance abuse
monitoring program at HPMP or another program approved by the Board
and successful completion of the program. Dr. Nicoletti also has to
document completion of 15 hours of continuing education for the period
ending March 2019, March 2020 and March 2021.



Dr. Bryant moved to accept the Board’s decision as read by Mr.
Rutkowski. Following a second, a roll call vote was taken. The motion

passed.
ADJOURNMENT: With all business concluded, the Board adjourned at 5:40 p.m.
Augustus A. Petticolas, Jr., D.D.S., President Sandra K. Reen, Executive Director
Date Date



TIME AND PLACE:

CALL TO ORDER:

BOARD MEMBERS
PRESENT VIRTUALLY:

BOARD MEMBERS
ABSENT:

STAFF PRESENT
VIRTUALLY:

COUNSEL PRESENT
VIRTUALLY:

ESTABLISHMENT OF A
QUORUM:

Unapproved

VIRGINIA BOARD OF DENTISTRY
BUSINESS MEETING MINUTES
March 19, 2021

The virtual meeting of the Virginia Board of Dentistry was called to order
at 10:00 a.m., on March 19, 2021.

Dr. Petticolas called the meeting to order.

Consistent with Amendment 28 to HB29 (the Budget Bill for 2018-
2020) and the applicable provisions of § 2.2-3708.2 in the Freedom of
Information Act, the Board is convening today’s meeting virtually to
consider such regulatory and business matters as are presented on

the agenda necessary for the board to discharge its lawful purposes,
duties, and responsibilities.

Dr. Petticolas provided the Board members, staff, and the public with
contact information should the electronic meeting be interrupted.

Augustus A. Petticolas, Jr., D.D.S., President
Patricia B. Bonwell, R.D.H., PhD

Nathaniel C. Bryant, D.D.S.

Sultan E. Chaudhry, D.D.S.

Jamiah Dawson, D.D.S.

Perry E. Jones, D.D.S.

Margaret F. Lemaster, R.D.H.

J. Michael Martinez de Andino, J.D.
Dagoberto Zapatero, D.D.S.

Sandra J. Catchings, D.D.S.

Sandra K. Reen, Executive Director of the Board

Jamie C. Sacksteder, Deputy Executive Director

Donna Lee, Discipline Case Manager

David C. Brown, D.C., Director, Department of Health Professions

Barbara Allison-Bryan, M.D., Chief Deputy Director, Department of
Health Professions

Elaine Yeatts, Senior Policy Analyst, Department of Health Professions
Richard Archer, D.D.S., M.S. Board Consultant

James E. Rutkowski, Assistant Attorney General

A roll call of the Board members and staff was completed. With nine
members of the Board present, a quorum was established.

Dr. Petticolas welcomed the new Board member, Dr. Zapatero.

10



Virginia Board of Dentistry
Board Business Meeting
March 19, 2021

PUBLIC COMMENT:

Dr. Petticolas explained the parameters for public comment and opened
the public comment period. He stated that written comments were
received from Mr. Trey Lawrence, Kannan Ramar, M.D., and Ms.
Jessica Bui, which were included in the agenda package. He further
stated that written comments received from Mr. Brett Seigel, Dr. James
Watkins, Ms. Jessica Bui, Dr. Dag Zapatero, Dr. Erika Mason, Dr. David
Schwartz, and Dr. Alexander Vaughan were sent by email to Board

members and the Public Participation list and will be posted with the
draft minutes.

Jessica L. Bui, Executive Director, Southern Regional Testing
Agency, Inc. (SRTA) — Ms. Bui stated that SRTA has a long standing
history with Virginia and it does fulfill the requirements that Virginia has
for licensure. She stated that competition is good for students and it
allows them to choose which examination they would like to take. Ms.
Bui also stated that by only allowing one testing agency, it could hinder
the acceptance of applicants to Virginia and she hoped that Virginia
would remain inclusive and accept SRTA as a testing exam.

Brett Seigel, VCU ASDA Chapter President Elect - Mr. Seigel said
the ASDA chapter at VCU takes the position of moving dental licensure
from live patient board exams to non-live patient exams due to the
negative impact of using human subjects in clinical licensing
examinations. Mr. Seigel stated that ASDA believes an ideal licensure
exam does not use human subjects in a live clinical testing scenario; is
psychometrically valid and reliable in its assessment; is reflective of the
scope of current dental practice; and is universally accepted.

Dr. Gerry Walker, SRTA President - Dr. Walker stated that
competition is good across any endeavor. He also stated that using only
one agency to test would make a monopoly; and students should be
allowed to choose what testing examination they want to take.

Bruce D. Horn, D.D.S., WREB Dental Examination Director — Dr.
Horn commented that WREB has been accepted in Virginia for more
than 20 years. He stated that the current WREB exam meets and in
some areas exceeds the requirements for Virginia licensure. He
emphasized that portability for candidates is not equivalent to accepting
just one examination and that the ADEX exam is not given everywhere.
He said WREB would like to continue to be accepted in Virginia for initial
licensure candidates offered to make a presentation to the Board to
answer any questions or concerns.

Jason R. Bierig, General Counsel for WREB - Mr. Bierig said the
Board is considering withdrawal of acceptance of the WREB exam
because of concerns about WREB's system for scoring the exam; and
the proposition that if one licensure exam is accepted in all states there
is no reason to accept other exams in Virginia. He stated he believed
the Board did not consider the correct score reports WREB sent to the

2
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Virginia Board of Dentistry
Board Business Meeting
March 19, 2021

APPROVAL OF MINUTES:

DHP DIRECTORS’
REPORTS:

Board. He explained that accepting only one exam is contrary to the
goal of portability and would also eliminate competition. He asked the
Board to continue accepting their exam and requested a discussion
between WREB and the Board to address their concerns.

Erika Mason, D.D.S. — Dr. Mason addressed her concerns about the
letter from the American Academy of Sleep Medicine (AASM) which
asks the Board to change or incorporate some rules to not allow dentists
to use a home sleep test for the treatment of patients with obstructive
sleep apnea. She said the AASM had misrepresented the article the
American Academy of Dental Sleep Medicine (AADSM) provided. Dr.
Mason said that dentists do not want to use the home sleep test for
diagnostic purposes, but as something that would benefit the patient to
make sure they receive proper treatment and is good for their health.
Dr. Mason encouraged having further discussion about this issue before
making any determinations about changing laws or regulations.

Alexander T. Vaughan, D.D.S., Dental Director of Virginia Total
Sleep - Dr. Vaughan stated that the AASM letter was sent to all state
Boards. The AADSM found that only ordering the home sleep test was
within the scope of dentistry. The AASM is focused on testing and the
interpretation of that test; however, the AADSM is focused on ordering
the administration of testing, which is within the scope of the practice of
dentistry. Dr. Vaughan encouraged the Board to either take no action
with respect to the letter received from AASM or consider appointing a
regulatory advisory panel composed of the stakeholders and specialties
so that information could be provided from both sides to address the

regulatory issue. Dr. Vaughan offered to assist the Board in discussion
of this subject.

Dr. Petticolas asked if there were any edits or corrections to any of the
four sets of draft minutes included in the agenda package. Dr. Jones
moved to approve the four sets of minutes. Following a second, a roll
call vote was taken. The motion passed.

Dr. Brown reported that the General Assembly passed legislation to
allow pharmaceutical processors, which are regulated by the Board of
Pharmacy, to distribute cannabis flower or botanical cannabis. This bill
is anticipated to be signed into law, which will increase the demand for

the product. Legislation was also introduced to legalize possession of
marijuana in Virginia.

Dr. Brown said the Governor is relaxing some of the COVID restrictions
and added that in the near future the Boards may be able to hold in-
person meetings and hearings.

Dr. Allison-Bryan reported that communities in Virginia are now open to
the 1C category for vaccination and that the goal of the President and

the Governor is to allow any adult who wants to get the vaccine to do so
by May 1, 2021.

12



Virginia Board of Dentistry
Board Business Meeting
March 19, 2021

CONSIDERATON OF
PUBLIC COMMENT:

LIAISON & COMMITTEE
REPORTS:

Dr. Allison-Bryan reviewed legislation which increased the type of
eligible vaccinators in the Commonwealth. She explained that dentists
are not able to give the vaccine in their dental office, and she
encouraged anyone interested in participating as a volunteer vaccinator

to go to the Virginia Department of Health’'s website to read about the
qualifications and guidelines.

Dr. Petticolas deferred discussion of the written comments received
regarding the American Association of Dental Boards (AADB) to Ms.
Reen'’s report on the AADB mid-year meeting later on the agenda.

Dr. Petticolas called for discussion of the comments received from
AASM and AADSM regarding ordering home sleep tests. Mr. Rutkowski
advised the Board to consider the definition of the practice of dentistry in
the Code of Virginia. Ms. Reen said the Board’s position has been that
a dentist can refer patients for a sleep study, but only a medical doctor
can make a diagnosis; then the medical doctor can refer a patient for
dental treatment to address sleep apnea. Ms. Yeatts confirmed that
sleep studies fall within the scope of the practice of medicine and
dentists are allowed to make referrals, but not a diagnosis. After
discussion, Dr. Bonwell moved to refer this matter to the Regulatory-
Legislative Committee for discussion. Following a second, a roll call vote
was taken. The motion passed.

Dr. Petticolas deferred discussion of the written and verbal comments
regarding licensure examinations received from representatives of
ASDA, SRTA and WREB to the Exam Committee report later on the
agenda.

Update on ADEX - Dr. Bryant stated he had no updates to present.

Exam Committee Report — Dr. Bryant provided an overview of the
Committee’s work on exam acceptance including the difference between

conjunctive and compensatory scoring then addressed each motion
advanced by the Committee for Board action.

Dr. Bryant moved that the Board only accept examination results which
meet the scoring content, passing score and the listed required
components for licensure by examination as stated in the second
recommendation on page 46 of the agenda. Following a second, Dr.
Petticolas called for discussion. Discussion followed on delaying action
on the motion to follow up on the comments received from testing
agencies on compensatory scoring. Then a roll call vote on the
Committee’s motion was taken. The motion passed.

Dr. Bryant moved that the Board only accept the ADEX Dental Exam for
licensure by examination as address in the recommendation on page 46
of the agenda. Following a second, Dr. Bryant asked Ms. Sacksteder
and Dr. Archer to address this motion. Ms. Sacksteder explained that

4
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Virginia Board of Dentistry
Board Business Meeting
March 19, 2021

the testing agencies’ testing booklets were the source of the information
she provided to the Committee for discussion. Dr. Archer stated there
would be enough lead time for dental students to be aware of the
change in Virginia and that dental students will have access nationwide
with most being able to take the exam at their respective dental schools.
Discussion followed about accepting all exams that meet the content
requirements adopted in the first motion then a roll call vote on the
Committee’s motion was taken. The motion passed.

Dr. Bryant introduced the next motion by reading the requirements for a
passing score, exam content and practice experience for licensure by
endorsement as specified in the third recommendation on page 46 and
continued on page 47 of the agenda. He then moved that the Board
continue to accept, for dental licensure by endorsement, passage of the
exams given by the 5 testing agencies which meet the specified
requirements. Following a second, the floor was opened for discussion.
Hearing none, a roll call vote was taken. The motion passed.

Dr. Bryant stated the Committee is recommending a grace period then
moved that the Board adopt January 1, 2023 as the effective date for
acceptance of only ADEX exam results for dental applicants by
examination. Following a second, the floor was opened for discussion.
Hearing none, a roll call vote was taken. The motion passed.

Dr. Bryant reviewed the information considered by the Committee on the
equivalency of the dental hygiene exams administered by the 5 testing
agencies which he said should be considered before addressing the
motion on accepting only the ADEX exam. He went on to address the
scoring and content requirements addressed on page 47 and 48 of the
agenda. Then Dr. Bryant moved that the Board only accept the ADEX
exam as recommended. The motion was seconded and the floor was
opened for discussion. Questions about limiting acceptance to one
exam were raised and addressed. Ms. Sacksteder said the motion to
be addressed is the recommendation on required components and

scoring. Dr. Petticolas agreed and the motion on the ADEX exam was
withdrawn.

Dr. Bryant moved that the Board only accept the exam results for dental
hygiene licensure by exam which include the required components and
scoring requirements addressed at the bottom of page 47 and on page
48 of the agenda. The motion was seconded and the floor was opened
for discussion. A question about the possibility of licensing challenges
was addressed, then a roll call vote was taken. The motion passed.

Dr. Bryant moved to only accept the ADEX examination for dental
hygiene licensure by examination as addressed in the recommendation
on page 47. The motion was seconded. Discussion followed regarding
accepting tests from all five testing agencies since they are currently
equivalent, being restricted by law to being a member of only one testing
agency and about having a voice in exam development. The discussion

5
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Virginia Board of Dentistry
Board Business Meeting
March 19, 2021

included Mr. Rutkowski's explanation that the testing agencies are all
corporations and there would be a conflict in being a member of two

organizations delivering the same product. A roll call vote was taken.

The motion passed.

Dr. Bryant moved that the Board continue to accept for dental hygiene
licensure by endorsement passage of the exams given by the 5 testing
agencies which meet all the requirements specified in the first full
recommendation on page 48, including the practice requirement.
Following a second, the floor was opened for discussion. Hearing none,
a roll call vote was taken. The motion passed.

Dr. Bryant moved that the Board adopt January 1, 2023 as the effective
date for acceptance of only ADEX exam results for dental hygienists
applying by examination. Following a second, the floor was opened for

discussion. Hearing none, a roll call vote was taken. The motion
passed.

Dr. Bryant read the proposed definitions advanced by the Committee for
“Clinical Competency Exam”, “‘Compensatory Scoring”, “Conjunctive
Scoring” and “Substantially Equivalent” as addressed at the bottom of
page 48 and the top of page 49 to be addressed in a guidance
document for applicants. Dr. Bryant moved adoption of the definition of
each of these terms. Following a second, the floor was opened for

discussion. Hearing none, a roll call vote was taken. The motion
passed.

Dr. Bryant asked if the terms needed to be addressed in regulations. Ms.
Yeatts said that definitions in regulations can only define terms that are
actually used in the regulations. Since these terms -are not in the
regulations, she recommended that a comprehensive guidance
document be completed to include these definitions and presented to
the Board for review at its next meeting. Dr. Petticolas requested that
Ms. Yeatts, Ms. Reen and Ms. Sacksteder create a guidance document
with the definitions to present to the Board at its next meeting.

Dr. Bryant read the recommendation on page 49 which addresses the
proposed requirements for score cards then asked Ms. Yeatts if this
information should be provided in a guidance document. Ms. Yeatts
confirmed that would be appropriate. Dr. Bryant then moved that the
Board adopt the recommendations for acceptable score cards as
addressed on page 48 of the agenda for dental and dental hygiene
applications. Following a second, the floor was opened for discussion.
Hearing none, a roll call vote was taken. The motion passed.

Ms. Yeatts recommended that a guidance pertaining to the acceptable
score cards be addressed in a guidance document and presented to the
Board at its next meeting. Mr. Rutkowski agreed, explaining that the
Board has the authority to address the exams it will accept.
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Dr. Bryant stated that the Exam Committee wanted to ask Board
Counsel and Ms. Yeatts if the changes in requirements adopted by the
Board for clinical exam acceptance need to be addressed in regulations
or in a guidance document and application instructions. Ms, Yeatts
clarified the difference between a guidance document and a regulation
and advised that it is not necessary to take regulatory action because
the Board has. the authority to determine which clinical exams are
acceptable for licensure. Mr. Rutkowski concurred with Ms. Yeatts and
added there is a statute that requires a candidate to pass a clinical
examination acceptable to the Board. He stated that the Board can
approve the examination and it does not have to go through regulations.
Dr. Bryant moved that the changes in examination requirements
adopted by the Board for clinical exam acceptance be addressed in a
guidance document and application instructions. Following a second,
the floor was opened for discussion. Dr. Bryant clarified for new

members that guidance documents can be changed. A roll call vote was
taken. The motion passed.

Dr. Petticolas asked if the motions adopted on dental hygiene exam
content and on only accepting ADEX for licensure by examination were
in conflict. Ms Yeatts responded that she sees them as complimentary.

Board of Health Professions — Ms. Reen reported that Dr. Catchings
attended her first meeting and the draft minutes are provided for review.

Regulatory-Legislative Committee — Ms. Reen said the Committee
recommended initiating a fast-track action to remove pulp capping from
the scope of practice for DAs Il. She added that there are 32 DAs Il with
approval to perform pulp capping who will need to be addressed. Ms.
Yeatts pointed out that a fast track action would not be appropriate in
this situation and the standard process will take about 2 years. Mr.
Rutkowski agreed. After discussion, Dr. Chaudhry moved that a NOIRA
be initiated to remove pulp capping from the scope of practice and
training requirements of DAs Il. The motion was seconded and the floor
was opened for further discussion. Ms. Yeatts said that she was
concerned about removing the ability to do pulp capping from people
already authorized to do this function. She said the process can be
started. Opposition to grandfathering and a question about increasing
the education requirements were discussed. Ms. Yeatts said the
process could be started now and added that new regulations for DAs ||

will go into effect March 31, 2021. A roll call vote was taken. The
motion passed.

Update on CITA - The annual meeting will be in October in Florida. Dr.
Petticolas suggested that a Board member should attend who intends to

administer this exam. Ms. Lemaster indicated she would be interested
in attending the CITA meeting.

Executive Committee Report - Dr. Petticolas referred to the draft
minutes of the March 5, 2021 Committee meeting then moved to adopt
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the following 2 amendments to the Bylaws on pages 61 and 65 which
address conducting Board business during an emergency:

* Article V. Committees, #1-Executive Committee — add letter
“f" to read “Address urgent matters which adversely affect either
the timely licensing of applicants or the continuity of board
operations while a State of Emergency is in effect and
documented efforts to convene a quorum of the Board have
failed due to disruption of electronic communications and/or the
ability to safely travel in the Commonwealth.”

e Article VI. Executive Director, #2 Duties — modify subsection
‘e"to add “Keep a record of efforts to convene a meeting of the
Board during a State of Emergency to include methods of
contact; a summary of the information provided: a summary of
the responses of each member; and an explanation of why
efforts to contact a member were unsuccessful.”

Following a second, the floor was opened for discussion. Dr. Bonwell
asked about the duplicate lettering on page 64 in number 4. Special
Conference Committees which should read “a, b, ¢, d, e, and f". There

was consensus to include this change in the motion. A roll call vote was
taken. The motion passed.

LEGISLATION AND Status Report on Regulatory Actions Chart. Ms. Yeatts reviewed

REGULATION: the status of Regulatory Actions, noting that the sedation and
anesthesia regulations went into effect on February 17, 2021 and the
comment period for the 2 NOIRAs - on training and supervision of
digital scan technicians and on training of DAs in infection control - ends
on March 31, 2021. She gave an overview of the standard 3-stage
process for the adoption and promulgation of regulations. She also
described the steps in the approval process and stated that sometimes
it can take up to 2 years before a regulation is final.

Petition for Rulemaking — Regulations Governing the Practice of
Dental Assistants. - Ms. Yeatts reviewed the petition to amend
regulations to create a pathway for dental assistants with 5-10 years of
experience to take the Certified Restorative Functions Dental Assistant
exam and have the employing dentist observe and approve their
capabilities to practice as a Dental Assistant Il. She explained the
possible actions and responded to questions. Mr. Martinez moved to
deny the petitioner’s request for rulemaking at this time. Following a
second, the floor was opened for further discussion. Hearing none, a
roll call vote was taken. The motion passed.

BOARD COUNSEL Mr. Rutkowski did not have any report for the Board.
REPORT:
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DEPUTY EXECUTIVE
DIRECTOR’S REPORT:

EXECUTIVE DIRECTOR’S
REPORT:

Board, but not Boring:

Ms. Sacksteder reviewed her disciplinary report on case activity for
January 1, 2020 to December 31, 2020 and for January and February of

2021, giving an overview of the actions taken and a breakdown of the
cases closed with violations.

AADB Mid-Year Meeting — Ms. Reen stated the meeting was held
virtually and was well organized with a focus on continuing education,
adding that there was no business conducted. She noted the public
comments received from three organizations expressing concerns
regarding the new for-profit corporation sponsorships instituted by the
AADB and the potential conflicts of interest these appear to have created.
Dr. Bryant expressed concerns about maintaining the relationship. Dr.
Brown commented that all DHP boards have national associations where
each state has a representative except dentistry because AADB is not
organized to represent the boards. He said that there needs to be a
meeting of boards to create a national association for boards. Dr.
Petticolas said the letter raised a significant issue. Discussion followed on
actions the Board could take. The consensus of the Board was to send a
letter to every state and a copy to the 3 organizations, AADB and the ADA
expressing concerns about AADB serving the interests of companies
rather than the Boards. Ms. Reen was directed to draft a letter outlining
the Board’s concerns, share it with the Board members for review, and
then provide the final letter for signature by Dr. Petticolas.

CODA Accreditation Site Visit Scheduled in Virginia — Ms. Reen
informed the Board that when CODA does an accreditation in Virginia,
they like to have a Board representative present. She reported that Dr.
Dawson was selected by CODA to be the Board representative for the site
visit in Abingdon which will be conducted in April.

Dentistry’s Licensees and Registrants — Ms. Reen reviewed the

number of licensees and license types that make up the total number of
15,181 licensees.

When a Dentist Dies Guide — Ms. Reen asked if the Board would be
interested in creating a guidance document to explain what to do with
patient records and other factors to consider if a dentist dies. Mr.
Rutkowski confirmed there is no statutory provisions on how to handle the
records when a licensee passes away. By consensus the Board asked
Ms. Reen, along with Mr. Rutkowski and Mr. Martinez, to prepare a
guidance document to present to the Board at its next meeting.

Board Member Training - Ms. Reen invited recommendations on

possible training topics of interest to the Board members that could be
addressed in future board meetings.

Dr. Allison-Bryan was unable to make her presentation due to technical

difficulties. Dr. Allison-Bryan agreed to provide the presentation at the
Board'’s next meeting.
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ADJOURNMENT: With all business concluded, the Board adjourned at 2:09 p.m.
Augustus A. Petticolas, Jr., D.D.S., President Sandra K. Reen, Executive Director
Date Date
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Sandra Reen

From: Brett Siegel <siegelb2@mymail.vcu.edu> on behalf of Brett Siegel
Sent: Tuesday, March 16, 2021 12:41 PM

To: Sandra.reen@dhp.virginia.gov

Subject: Public comment for BOD

Attachments: Letter to the Board of Dentistry .pdf

Hey Sandra,

I would like to make a public comment on 3/19 at 10am. Below is the attached comment I will be making.
The Best,

Brett Siegel
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Dear Board of Dentistry and Exam Committee,

My name is Brett Siegel | am the current President Elect of the American Student Dental
Association Chapter at VCU. | am a 2nd year and | am speaking on behalf of my peers at the
SOD that this committee recommendation will affect. The ASDA chapter at VCU takes the

position of pro of moving dental licensure from live patient board exams to non live patient
exams.

I am going to be reading state from ASDAs white paper regarding licensure reform

Each year thousands of Americans are used as test subjects in clinical licensing examinations
by candidates seeking a dental license. lireversible surgical procedures are performed on these
patients without the same comprehensive supervision they typically receive within an accredited
dental school setting to ensure their protection. The outcomes of these clinical exams never
result in a 100 percent pass rate; and failure rates have been as high as 80 percent in some
years. These failed procedures left patients with substandard dental surgery outcomes and the

need to seek follow-up care from a licensed dentist to restore the fail

ed procedures. Despite the
best efforts of the dental candidates and those proctoring the examinations, not all test subjects

receive follow-up care and could suffer from permanent damage to their teeth. The use of
human subjects in clinical dental licensing examinations began in the early 1900s; and the
debate over the validity, reliability and ethical nature of this practice has been widespread within
dentistry for more than half a century. Despite the dialogue, thousands of Americans are still
being used each year as test subjects in these examinations. Alternatives exist, though the vast
majority of state dental boards have ignored the glaring reliability, validity and ethical issues that
-accompany the administration of clinical licensure examinations. Members of the American
Student Dental Association (ASDA)—the students who are required to perform irreversible
surgical procedures on our fellow man— stand firm in our conviction that the practice of using
human subjects in clinical licensing examinations is flawed and unethical. Patients should not be
put into a situation where there is a possibility they will receive substandard treatment that may
irreparably harm them. We stand by the American Dental Association (ADA), the American
Dental Education Association (ADEA), the Student Professionalism and Ethics Association in
Dentistry (SPEA) and many dental school deans across the country, among others, who believe
that to protect the public, maintain the integrity of the profession of dentistry and ensure that

only competent dental school graduates can gain a dental license, performing exams on human
subjects in a high-stakes, one-shot scenario must end.

ASDA understands alternatives that are preferable to the current process exist, however the
Association believes an ideal licensure exam:
¢ Does not use human subjects in a live clinical testing scenario
Is psychometrically valid and reliable in its assessment
Is reflective of the scope of current dental practice
Is universally accepted

® & @
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The Best,

Brett Siegel

VCU ASDA Chapter President Elect

Adex is used for last 5 years

Terrao

Relate exams to what they teach at school

Mannequin exams have evolved - research is valid it has the same tates of failure and
criteria without all the ethical problems and logistical problems.
Support!!! - adex - tooth only uses adex very realistic

What are the costs

Expense -

Month of clinical education — 30% ahead of experience due to non live patient exam
Enamel dentin and pulp

Gingiva

Biggest opposition is the other companies —
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& Commonwealith of
4 V"rg|n ia Lee, Donna <donna.lee@dhp.virginia.gov>

Letter to the Board President for meeting on F riday
1 message

James Watkins <ddsjdw@aol.com> Tue, Mar 16, 2021 at 4:00 PM
Reply-To: James Watkins <ddsjdw@aol.com>

To: sandra.reen@dhp.virginia.go

Cc: donna.lee@dhp.virginia.gov

Please add this letter to the package for the next Board meeting under the topic that addresses the Report
of the Board Exam committee.
Thanks & Hello!

Jim Watkins

54 Board Itr-3-19-21.docx
V]
L‘]J 15K

https://mail.google.com/mail/u/0?ik=1472dd1 457&view=pt&search=all&permthid=thread... 3/1623021



March 19, 2021

From: James D. Watkins, DDS
Hampton, Virginia 23666

To: Dr. Augustus Petticolas
President, Va Board of Dentistry

Dear Dr. Petticolas:

I have been made aware that at the most recent Exam Committee meeting, a motion was
made to recommend to the Board that ONLY the ADEX examination be accepted for licensure

of dentists and dental hygienists in our state. | would like to speak in opposition of taking
that approach to licensure in Virginia.

As we are aware, at one time SRTA was the only licensure exam accepted by Virginia and
after years of looming promises of a NATIONAL licensing exam, this Board decided to accept

ALL regional boards for licensure; thus creating for Virginia its own version of a National
exam.

1 applaud the Board in its decision to establish criteria that it has deemed necessary to obtain
licensure in our state, but a decision to return to the ONE AGENCY EXAM creates less
opportunity to again pursue the goal that has always been present for all jurisdictions which
is having a true National exam. If you leave the window open to other agencies to meet the
criteria of your Board, you provide competition within the regional board community which
may continue to lead to that goal of National licensure. Also, when there is “one Virginia
Board-selected agency” the goals or positions over time seem to be less state desired as
agency desired; leaving the door open for other agencies to possibly provide those services
because you have selected CRITERIA for acceptance and NOT a particular agency. Remember:

all licensees are not graduates of my alma mater, VCU-MCV and the Board should desire
those licensees that other agencies may provide.

As it stands right now, there are still at least TWO agencies that provide the Selected Criteria
our Board seeks. They are the SRTA and the ADEX Exam agencies. SRTA provides licensure
exams in Tennessee and West Virginia and is accepted by 35 jurisdictions. Those candidates
should NOT lose their ability to obtain licensure in Virginia when they are taking the same
exam based on the criteria as requested by our Board. THE RESPONSE OF OUR BOARD
SHOULD NOT BE TO RETURN TO THOSE DAYS OF THE PAST which was to say: if you want a
license here, then go take the “XYZ” exam! If you return to that mentality, the day will come
when you will DENY licensure to a dental professional from another agency who presents
credentials that EACH OF YOU will agree is “more challenging” than the “XYZ” exam that you
have chosen. Then you will look around the table at each other and wonder how this
happened. The answer is simple. YOU CHOSE AN AGENCY OVER THE CREDENTIALS!
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Lastly, before the Board considers such a vote based on a particular agency representative’s
request (as | am sure the thoughts around the room are that | am the “SRTA guy” who is
making a request for SRTA); | will say to you that | am NOT requesting that you accept ANY
PARTICULAR AGENCY. | am requesting that you only accept those agencies that meet the
criteria that you have set and to remember that it should not matter to the Virginia Board
how many jurisdictions that accept an agency. It should only matter to our Board that you

are protecting the citizens of Virginia by making sure the agency examines the CRITERIA that

YOU desire for practice in the Commonwealth!
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Sandra Reen

From: Dr. Dag Zapatero <dag@starfishdental.com> on behalf of Dr. Dag Zapatero

Sent: Tuesday, March 16, 2021 7:46 PM

To: Sandra Reen

Cc: Sacksteder, Jamie; Lee, Donna

Subject: Request to include additional material about sleep medicine and the AADSM

Attachments: State Dental Board Home Sleep Apnea Testing Regulations Table.pdf: HSAT By State
Map.pdf; HSAT_Special_Article_Proof.pdf; Policy_statement_on_role_of dentists_
2017.pdf; Blue Starfish Logo copy.jpeg

Greeting Sandy,

In reading the letter from Dr. Kannan Ramar and collea

Dental Sleep Medicine (AADSM) own policy statement. Virginia is one of 8 states that restricts dentists from
ordering at-home sleep apnea tests (HSAT). Most other states do not specifically address dentists prescribing of

HSAT by dentists, and the lack of restriction deems the practice as "within the scope of practice for dentists to order
and administer HSATSs in states where it is not specifically prohibited."

gues, | found it to misrepresent the American Academy of

The AADSM advocates that only "qualified dentists" be allowed to order and administer HSAT, while only a
physician can interpret, diagnose, and determine treatment efficacy. Dr. Ramar comments are in stark contrast to

policies. The AADSM discourages non-qualified dentists from practicing sleep dentistry and encourages education
to identify patients suffering from obstructive sleep apnea (OSA). '

The ADA's policy states, "In 2017, the ADA recognized that dentists should play an essential role in addressing the
public burden of OSA 4. n their policy, the ADA suggests that all dentists screen patients for OSA as partof a
comprehensive medical and dental history and refer as needed to the appropriate physicians for diagnosis. The
policy indicates that dentists may use HSATSs to define the optimal target position of the mandible." The AADSM
position is to further restrict the treatment of OSA to "

qualified dentists", who have received specific. education or
have been board certified by the AADSM. *ameri

ican Academy of Dental Sleep Medicine Position on the Scope of Practice for Dentists Ordering or
Administering Home Sleep Apnea Tests David Schwartz, DDS1; Michael Adame, DDS2; Nancy Addy,

DDSS3; Michelle Cantwell, DMD4; James Hogg, DDSS5; Nelly Huynh,
PhDS6; PaulJacobs,DDS7; MitchellLevine, DMD8;KevinPostol,DDS9; RosemarieRohatgi,DMD10

| have attached several papers that best articulated the position of the AADSM and the legislative landscape of
HSAT in the United States for the consideration of the Board.

Sincerely,
Dr. Dag Zapatero

Starfish Dental

Dag Zapatero, DDS | 3020 Shore Drive | Virginia Beach. VA 23451
office. 757.481.3893 | fax 757.481.3898 | www.starfishdental.com
Master in the Academy of General Dentistry

Fellow of the American College of Dentists

Adjunct Professor UNC Adams School of Dentistry

Scholar and Visiting Faculty at L.D.Pankey Institute

The content of this email was intended solely for the recipient

» and should not be forwarded or disseminated without the consent of the sender. It may contain information that is privileged,
confidential and exempt from disclosure under applicable law



d d
VA ‘HO ‘ON ‘AN ‘TN ‘IH ‘V9 “Iv¥ 00z 12quueadas pepen

28

saje}s g Ajuo ui }s9) eaude dasjs awoy Buliapio wouy pajiqiyold ale syspuaq,

Z6vL-cye-2c09-1l

€1068
. 1onpuod Jeuoissajosdun u) abebua oym seasuadl| ZV ‘Xiusoyd
0} Ajdde jjis pjnom sajni pue sajnjejs s,pjeog 8yl 00 | 202L-2¢
'sjsa} a)inNg ‘anuaAy - SuvY
eaude dasjs Buipiebas ssjni 10 senjels eaude das|s yiZ YHON sozy | -uoneud
oyads Aue aAey Jou S90p pieog euozuy ayl, | ewoy Buuspio siaumexg | oonoeld S8asuadr] pieogd
woyy payquyod | [EJUS( JO pieog | Jo edods [ejusQ bunosfe
‘sisulliex3 [ejua( JO pJeog Lo JUSUWIWO) | jou ale sjspuag JJejg euozily jejueq Sa)Nje)s euczily 7V
0918-692-206-1
19G€-10566
WYy ‘abeisoyouy
. Juiod sty je )1 ejeinbal o} pasu ay) jjs} Jusney 00S1
o\ "eaude dasjs yym pasoubelp usaq pue a)ing ‘anusAy 09¢"
22.n0s ajqeindal Jay3o 10 QW ue wouy Apnjs desjs 's)s9) yjuanasg | 9¢°80°99S
e pey sey juayed Jiay} se Buoj se sadueldde eaude dag|s 1S90\ 06G |  :uoneyn | SISIUSIDAH [ejueq
doa|s ayew 0} sisiusp pamojie skemje aney 9\, | dwoy Buuapio Sieuexy | eonoeld puesispusq
woyy payqiyosd s | joedoog suonenbay
‘SIeuIWEXT [Bjus( JO pieog WoJj Juswwo) | jou ase sjsijueg | O pleog eysely lejuag pue saners MV
192/-686-G0¢-|
yvcse
el v ‘JencoH
. fpnys deajs IR ziLouns | 96-vE§
e Buijaidiejul jo Jjnsal e se dydD e aquosald CEERans ‘fvoid aoed ] uoljoag
Jo Apn}s deajs e JapJo 0} jsijusp e ioj doljoeld Pate i ie) wnipejs oyes | uoneud
jo adods ay} apisino si §i jey) sauido pieog ayj, vagamRer eledely | @dfjoeld
Jlesan s i) jo sisujiiexy | Jo adoog oy aonoeld
‘sIsulwexd [ejus( Jo pieog wioy) Juswsiels S [ejuaq jo piecg lejuag [Ejuaq EWeqe)y @9
snjels uojjewoju] syui Aiojejnbay
jsa] eaudy jorjuo0) | uoneyd pue sa|ny
sjuswwo) pleog jejuaQ ajeis doajg awoH pdeog |ejuag men deojg jeluag | aels

“32IAPE 42NS 10§ SIOSIAPE |2UOISS3}01d UMO JI2Y3 19IUOD ISNW SISUI(Q “IDIAPE |euOissa404d J3Y30 Jo |e83)
‘3o17€.1d SB 10U PUE A|UO UOREWLIOJU) SE PRJ34O S| PUB NSAVY 343 03 SpJeoq [eJudp a3els Aq papiaoid sasuodsas $393)jal [elalew siy | JaWIePsIa

suone|nbay Bunsa | eaudy des|g SWOH Jo SNjejS pue uoljeusioju] pieogd [ejueq el



070z Jaquiaidas palepdn
_'Sa2InjonJjs paje|oosse pue
‘smef ‘swinb ‘Y1ea} ey} yiim wajqoid e Jo jnsas auf}
sem eaude dasjs ay} Jey pauluueiep ueldisAyd
8y} Ji Juswieal) 1o} jsiuap e o} esude das|s yum
juaned e Jsjal Aew ueidisAyd e Jey) ng -eudipaw 68./-62.-118-}
Jo aonoeud ay} aq 0} eaude deajs o Juswieal} 61856 9'9¢91
pue sisoufeip 8y} SMaIA eluloj[e) Jo pieog VO ‘ojusweldesg -GZ9l
[edipapy 8y} jey) poojsiapun usaq sey jf 'G¢9l 'S}s9} 0sSL uonosg
uoIj0eS 9p07) SUOISS0Id B SsauIsng ul pauyap eoude dos|s a)ung ‘jeang | :uoneyd | SpOD SuOISSsj0Id
S| elulogjeD) Ui sispuap Joj aopoeud jo adoas ayy, |  awoy Buuspio usalbieng 00z | @dnoeld ¥ ssauisng
woJy payqiyosd BIUIONED | Jo adoog eluwiojijied -
:pleog [eluaq WoJj Juswwio) | jou ale sjspueQg | Jo pleod [esd |eluag | Py 99ipeld [ejusg Vo
_SaInjonJjs pojeloosse
pue juaoe(pe ay} pue ‘esie [eloejojjixew
‘AUABD |10 3} O} pajejaiun SUolIpuod
pue ‘sieplosip ‘sasessip bunesy; jo esodind
ay} Jo} jou Jng ‘Apoq uewny sy} uo Joeduwi
Ji9Y} PUB S3INJONJJS PaJeIdOSSE pue Jusdefpe G802-289-105}
8y} pue ‘eale [eoejojjixew ‘AjARO |elo 8yj Jo 1022.
SUOI}IPUOD PUB ‘SISPIOSIP ‘Saseasp Jo sainpaooid HY 00y o 201
pajejel Jo ‘fealfuns ‘|esibinsuou Aq juswieal) LLL -28-L1
pue ‘uoiuenaid ‘sisoubelp ‘uonenieas ayl (1), ‘s)s9) ayng ‘enuany | § VOV
eoude dogjs | jondeD ise3 Lol | :uoneld
:Z01-28-/1 VOV | @woy Buuepio Siouluexg | 9onoeld
Ul pajejs Me| 8y} 0} palJajel sisujwex] [ejusq | Wwoy payuqyoid | [EIUSQ jo pieog | Jo adodg oy 991%eid
Jo pieog ay} ‘Aunbul WSQVY 0} 9suodsas uj | Jou ase sispueq | SjejS sesueily jeaq Ejuaq sesuexly Y
snjeis uoneuuoju| syui Aiojeinbey
js9] esudy joejuon | uoneyd pue sajny
SjUBLILLIO) pJeog [ejuaq djels doajs awoH pieog jejuaqg me] deajg jejuaq | aleIS

suopejnbay Bunsa] eaudy dos)|g SWOH JO SNjejS pue UoHeLUIojU| pJeog [ejus(q djels

29




0Z0Z 43quiaidas pajepdn
eumipaw doals buipiebal suonejnbal 00St-vZ-20E-1
10 me] Aue aaey jou saop sualbAH jejuaqg 0661
pue Aijsijuaq jo pJeog asemela( ayj ‘Ajjuaiun), 3Q ‘Jenog LOLLS
'sjsa) PAG | pZElIL
318y a)isqam 0} pauajel asuodsal 8y eoude desjs | a)e]JoA|IS |98 | :uolBUD SUSIbAH [ejuag
awoy Buuepio | BualbAH [EuSq | eonoeld pue Asnuaq L1
:ouelbAH | woyy payqiyoid pue Ajspueq | joedodg | ISJAEUD HC OWL
|eluaQ pue Aisiua( jo pJeog Wolj Juswwo) | jou ale sjshuaqg Jo pieog leeq 2p0)) aIlemee(d Ja
(v uoydo nusiy)
£092-605-098-}
80€0-7£190
10 ‘piojeH
80€0¥¢E
xog 'O'd €21-0C
OHdEL# | 3S 6.€
's)sa) SN ‘enueAy | Jaydey)d
eaude dag|s jouded Ly | :uoneud
"S] WSH 4o Buuapio ay} uo aouepinb sy Aiuepp | swoy buuapio uoissiuwio) | eanoeld Asiusqg 6¢
0} Joyjoym BuLepISuoD si Yolym UOISSIWILLIOD |  wioy payqiyosd [eluaqg 9els | jo adoog | 181deyd - seInjels
jeuaq 8ejs ay3 ypum Bunpiom Ajuanno st NSAVY | jou ase sjsyusg Jnonoauto) |lejuag nonRdauuc) 19
«'21do} 069.-v68-€0¢€-1
8y} uo uoyeuuojul JeyuNy Aue aAey JUop M, 20208 €0l
's}s9) 09 "1enuaQg -ge-2lL PY
|y esude degjs 09€} aung | § :uoney) | 3NSEId SISIUSIBAH
a)Isqem pieoq o} siapinoid pausjel ssuodsal ay) | swoy Buuspio ‘Aempeoig 0951 | 9doeld jewsq pue
_ woyj payqiyosd pleog | joadoog | Sjspusq - seinjels
:pJeog [ejuag WwoJj Juswwod | jou ae sjspuaq | [eJusqg opelojod lewaqg | PaSIASY OpeIojod 0D
sme)s uolneuuojul syuy] Aojejnboy
1s9] eaudy jorJUOD [ uoped pue sajny
SsjusLIWIO) pieog jejusQ d3els doajg awoH pJeog jejueQ MeT doajg [ejuag | 9lels

suonejnbay buisa] eaudy des|g SLWOH JO SNje}S pue uoljewloju| pieog [ejus(g sjejs

30




0Z0z Joquiaidas pajepdn
6650-887-058-1
852€-66€2¢ ssuojeioge]
14 ‘aasseyejielL |ejuag
's}s8) 80-Oug | £0099% pue "susIbAH
esude dasgjs Repp ssaidAn | :uoneld [Ejuag Aasnuaqg
'sjsyuep Aq |  swoy Buuaplo pleg gsoy | @donoeld 99v 19)deud
asn ] yYSH Jnoge sjuswiwod Aue yim WSAavy 8 | woy payqiyosd Ksnuaq | o edods XXX ML
papiAold jou sey Alsiuaq Jo pJeog eplioj4 8yl | jou ese sjspuaq | Jo pieog EpLO|4 [ejueq |  "SSINEIS EpUOl] 14
G565-2ri-20Z-1
20002
0Q ‘uojbulysep | 20°LOCL
3N | -¢ uondes
‘eaug jouded 4"
'sjse} - YUON 668 | J81deyd
eaude dog|s Ajsnueqg | :uoned
'sjspusp | awoy Bupeplo jopleog | ad10eld Aspuag
Aq @sn ] YSH In0ge sjuswwod Aue ym WSAvy | Wwouy payquyosd | SIS BIGUINOD | j0 8dods Joy suoejnbay
ay papinoid jou sey Ajsiuaq Jo pieog 0@ 8yl | jou aie sjsyusg 10 PUISIq [eeQ [BAOUNWOd | 0a
snjejs uopewloju| syui Auojeinbay
}sa] eaudy jorUO) | uopeyd pue sa|ny
sjusawwo) pieog [eyuaq ajeis doa|g aWoOH pseog jejuaqg me doasjg jejusq | ajels

suonejnbay Buysa) esudy des|g sWOH JO SNje}S pue uohewIoju| pJeog [ejusq sjels

31



020z Jaquaydas pajepdn
‘Aysijuap jo
2d02s 3y} UIYIM ||B} JoU SB0p Juawiesl} aaleuss)e
‘j0 dA} pue ‘o} paau ayj pue ‘esude ay)
uo soueljdde [eio ay} Jo Joaye oy} ‘esude das|s
s,uosiad e jo uoljenjeaa Buinuiuod ay] Aspuap
40 9oipoesd jo adoas ay) ulym sjje soueljdde
2y} 0} pajejel yjjeay |elo Jo soueUSUIBW BU}
pue saoueydde [eJo jo asn pue Bulyy ‘ubisep aylL osiey
‘saouerdde [elo Jo asnh sy} S| eaude aA1joNIISqo EEUBERED

104 uoydo Juswiea) sjqissod auo ‘Ajanes GRS |  0008-159-v01-L [enuepy

pue adA} ay} jo sisoubeip ay} uodn Buipuedeq | CHENEREENEED €0€0¢ Aoog AaEnuaqg

BGIUSISARS VO ‘ejuepy l-Li-E¥ | 4O pieog BibioaY)

‘fenuejy Aoljod AisiuaQ e e MN 9218 | § uoneyd
3y} ul 1xa} siy} 0} sJeplroid pawsjes asuodsal ay ] Csgiee aiyoead z | sdnoeld [((RE )
CELNNES KRSnuBa o | 4o 8doos Ty SN ME
:Ansnuaq Jo pieog oy} woy juewwo) | (NN |  PIE0g ebiosH lejueq EUSqEnioss | @ |
snjejs uojjeunoju] syui Aiojenbay
jsa] eaudy joejuo) | uoneld pue sa|jny
SjusWIWO) pieog jejuaq A3eis doa|g awoH pieog [ejuaq men dasjg |ejuaqg | 21e3S

suoijejnbay Bunse| eaudy des|S SLOH JO ShjejS pue uonelulou| preog [ejuaq 3jels

32



0Z0z 42qwaidas pajepdn
. Sisoubeip 69¢€C-r£€-80¢-1
ay} eyew o} uedisAyd e saye} )l si Buipuejsiepun 02.€8
Aw inq [Adesay | eouelddy [e10] LYO Uim oyepj ‘esiog
sjuaijed apinoid ued sjsiuap ‘@sinod JO "enssi 001 106 sispuag
8y} sessaippe AJoa.Ip YoIYM ojnu aAjel}siulwpe -N opng ‘eans | -G oL ‘sassauisng
ay} Jo saynye)s ayy ul buiyjou s1 assyy, 's)s9) yie ‘N 0SE | :uoneud VERSVIERTY
esude doa|s Tasnueg | eonoeld SUOISSaj0id
:1¥SH uo suoisanb NSQVV 0} awoy JapJo jopigog | joadoog | 6 I9IdEUD HS el
Buipuodsau ‘Ai3sijua( Jo pjeog 8y} Wolj Juswiio) ueo sjspuaq 3e1S oyep| [ejuag saels ouep| al
-Kijsijuap jo aoioeld sy} wouj Jdwaxs aq
pinom Al0}eloqe] [ejuap e o} Juss uaym saouelidde
jelo ayj Jo uoonssuod ay “Ausiuap jo sonoesd
30 2doos 8y} UIyIM palapisuod ale saouejdde
jeio ayj jo Bugy ayy ul pawopad sainpasold ayy
jey Buipuejsiapun s,pieog oy} st § ‘ajowiayung
‘pajonJIsuol aq
0} Aiojeioqe) [ejuap e 0} uoijeuwojul siyj puss pue 000€-985-808-1
pi09al ajiq e pue ‘sbuny ‘yjes) ay) Jo suoissaidwi €1896
oye} ‘shel-x [eso Auessadau ay) axe) ‘uoljeulexa IemMeH ‘njnjouoH
|ejuap o3e|dwod e uuopad pinom jsiuap L0S ‘wy ‘1994
pasuady| e jey)} ajejs yaiym saioljod sey pieog JUBYOIBN GEE
8y} JenamoH ‘saoueljdde |eio/sadinep esude [erei) Buipjing L-8v¥
dasjs usanob jey; sejni Jo sejnjejs Aue aney jou Pem At e enexeje) bunyj | :uoneud Ansiuaqg
soop Ajuaund (preog,) Aisquaq jo preog ayL, |  CEEEEINEEND SIsUlEex3 | 9apoeld = gyp 191deqd
G | EUSq jo pieog | joadodg | "GZ L SSINEIS
‘sisulwex3 jejuaq Jo pieog sy woy juswwo) | EEEEESNND ajels liemeH jejusg PasiAsy llemeH ]
snjels uopeuLlioju] syur} Aiojenboy
}sa9) esudy joeuo) | uoneyn pue sa|ny
sjusWIWo? pieog jejuaq a3eis daajg awoH pieog jeuaq me] deajg [rJUaq | 91eIS

suojejnbay Bunse| esudy des)s swWoH Jo SNJe}S pue uoljewloju] pieog jejus(q 8jels

33




020z 48qwaydag palepdn
+ €91 UOIJ08G 8p0) BMO] Ul paysi|qe}sa
se Ansijuap jo aonoeid sy JO UOHIULSP Su} UILIM 1G15-182-G16-|
lle} shw 989-60€0S VI
Aisnusp Jo aoioeid jo adooas ay; uiyim papiaoid ‘s}sa) ‘seuiop saq €1°€St
$80IAI8g “Buloipaw dasjs |ejuop Buissalppe sajni eaude dogjs oauns ‘leans | (uoneud
aney Ajjeoyoads jou saop pieog [ejueq emo| YL, |  awoy Buuspio i MS 00F | @dndeld Kyspuaqg
, woJy payaqiyoud pieog | jo adoog £G1 J81deq] Al
‘pJeog jejueg wolj Juswiwo) | jou ae sispueq [ElUe( EMO] leeq | SfiL emoj jo 8podD Vi
pSsoc-beC-Lie-L
¥0Z9¥ euelpu|
‘sjjodeueipuj
ZLOM 19eans XA
.eaude 'sjse) uojbuiysep | -v4-52 Ol
des|s Buieay) uo Buipiebai sejnu 10 sjnjejs eaude dagjs ‘M 20y | uoneud £ 1vi-6C
Kue aney jou seop Aisiuaq jo pleog ajeis ayl, | ewoy Buuapio Kjsnuag | eonoeld | §Suonednsd pue
wiouy payqiyold Jopieog | joadoog SuoISS3j0id G¢
:Ajsnue( Jo pleog ayj wou) Juswiwio) | jou aJe sisiusg 2JE}S euelpu] leueqg | SpiL 9poD eueipu] NI
0080-G8.-2LCL
98129
71 ‘pieybuuds
Jooj4 pig ‘1994S
uojbuiysep
1S9 0Z€ yAS
SUoISS8)0id uoloes
lejuag Rl 71514
'sjss} —uonenbay | SO S22
‘sisiusp eaude dog|s [euoisssjorg | :uoneud
£q @sn ] ySH noge sjuswwiod Aue ym WSavy | ewoy Buuspio pue [epuell] | -ednoeld | 10V 90IdElId [ejueq
ay) papinoid jou sey uole|nbay jeuoissajold | woy payqiyoid jousuipedaq | Jo adoog SEMESIEN
pue [eloueuld Jo Juswyiedaq sioull] YL | Jou aie sjspuag Sslouljj [eueg pajiguiod sioull| il
snjejs uoneuloju| syui Aiojeinfiny
}s9] eaudy joRUO0) [ uopEND pue sa|ny
sjuawWwo) pieog jejua( ajels deajg awoH pieog [ejuaqg men dasjg jejuaqg | ajels

suopejnBay bunsa] eeudy dasjg SWOH Jo SNje)S pue uoljewloju] pieog |ejusq Sjejs

34



0z0z Jaquaidas paiepdn

08¢2.-62v-¢0S-1

‘uoljeuoyul alow zZzzoy Mponuay|
10§ senjels pasiAey 2y} Jo E1E J8jdeyD 0} Jojoy ‘a|IIASINGT
'sjse} 0L | O0L0tle
Jeaude dag|s eaude dosjs | aung ‘Aemyued | :uopeyd | Sis|elads [ejusqg
JO onssi 8y} uo juayis Ajjoud ase sejns s Hjonjus)y, | Bwoy Buuepio | uolBUNIYM ZLE | edNdRId puesisiyued c1€
woyy pauqiyoud ASiueq Jo | jo adoos | 18)deyD 'SSiniels
:Apsiueq Jo pieog 8y} woJj Juswiwo) | Jou ale sispueqg pieog Ayonjusy jeaqg | pasiASy Aonjusy| M
00+9-962-G82-L SISIUsIDAH [Bjuag
21999 puy sisyusg
S ‘eyedol 0] Buiulepad
'sjse} 605 | <22ri-99 SME"] Paje|sy
eaude desg|s | wooy ‘uosyoer |  :uoyeld pue ‘suonejnbay
‘S] VSH Jo Buuapio ayj uo aouepinb | awoy Buuepio MS 006 | 8ooeId seelsS
s}l Apuejo 0y moy Buliopisuod st Yoiym pieog | woy payuqiyold pieog | jo adoog =10y Sedndeid
[eluaQ 31els ay yum Bunpiom Ajusund si WSAVY | Jou aie sjspueq | [ejusq Sesuey [eeg jejueg sesuey | SH
snje)s uoneuuoju) syui Aojeinboy
3s9) eaudy joejuo) | uoneys pue sajny
sjuswwo? pieog |ejueq ajeis das|g awoH paeog [ejuaq Mme desjg [pjuag | alels

suoejnbey Buise) eaudy dos|S SWOH jo SnjejS pue uojeuuoju] pieod [elusq SjelS

35



020z Jaquwaidas pajepdn
;aoueljdde |elo ue Jo SSaUBAI}oa)e
8y} AjloA 0} Joyuow djqepod e 18pI0 0] =
;aoueydde elo
sjuaned e jo uonisod aAiaye jewndo ay}
suluuelep djey o) Joyuow sjgepod e @S =
éeaude dog|s
Jo} ysu e Buaq se jsiuap ay} Aq payiuap!
sjusned 1o} siojuow ajqeyod JOpIO =
Jeaude
dosjs 1o} ysu je sjuaned Joj suenisAyd Aq
paiopio uaym siojuow ajqeyod asuadsiq = ¥/58-895-05-}
0€L0L
JoAjeuLIye /1 ‘sueauO MaN oy 9ondeld [ejuaqg
8y} ul suonsanb unoy ||e pasomsue pieoq 0892 TI€ 9lNL 6 Jaideyd
8y “JaRs| 0Z0Z ‘01 Arenuep oA ui pasod nok ajng 19218 152§ | I8puUn PaZUOUINY
suoljsenb Inoy sy} passaippe pue 020z ‘0L Aine 's)se) leued Goe | :uoneyd se Asnueqg
uo Jow Aisiuaq jo pieog ajejs eueisino ayy, eaude das|s Asnueg | eonoeld joaonoeld
awioy Jopio jopreog | joadodg ETNYSVIELG 5}
:Aisnuaq Jo pleog ayj wouy Juswwo) ueo sjsiua | SEIS eueBIsIno lejuaq SMET EUBISINGT| 2l
snjejs uopeuuoju] syui] Asojeinbay
}s9] eaudy joeuon | uoneld pue sa|ny
SjusWILIO) pieog [ejuaq ajeis doajg aWwoH pieog jejuag me| doajg Jejuag | alels

suoljejnbey Bunse| eoudy des|S SWOH JO SNjejS pue uoljelulioju] pieog [ejua(q Sjels

36



01

020 4quiaydas pajepdn

. 91e2 Jo AJaAlisp 3y}
ul Jonpoud ay) azijin o} Juajadwod sie Asyj jey)
pue aonoe.d Jo adoas J8y) ulyim si 1onpoud sy}
O @sn 8y} Jey} aIns a)BW 0} 8asU}| [eNpPIAIpUl

sy} 0} dn si }1 Inq ‘}9oxeW Y} Uo sjonposd
pajejas-Aljejuap jo Aeuen e aie aisy] "(LLE8LE
"S'Y'N ZE :98s) Jauuew [ediyie pue juspedwod

e ) sasinies apiaold 0} pannbal ase saasuadl| pue
aynje)s ul payuapl st aonoeld Jo adods s Jsijusp v

*a1e0 ueoisAyd yim

UOIJBUIPJO0D/UOHEBYNSUOD Ui Siaplosip Buiyjealq
pajejas-daajs 1o} sjusied jead) o} siojuow
a|qepnod Buisuadsip pue Buuapio Jsiusp e 0}
pojejes suonsanb JnoK jlejep ul pasepisuod pieog
sy} ‘pus Jeyj o) -sjeudosdde usym sajni pue
sojnjeys Buysixe sy Auejo pue BiyBiY o} Jdwape
S20p ]I ‘JoAemoy ‘a8diApe [efia) Jo sonjoesd epinoid
Jjou saop pieog oy} Jey) ajou o} jnydjay aq Aew }

"Adesay}
soueljdde [ei0 yum eaude doss jeal) 0} 8aoeud jo

£€€e-28¢-20C-1

adoos sjsnuap e buipsebal uonesyuelo Bugsanbal £rL0-CESP0
‘020Z ‘0l Auenuep pajep ‘suioips|y des|S jejusQg sulep ‘eysnbny
10 Awspeoy uesuawy ay} jo juspisald ‘Appy 19848
fouepN "1 Aq panieoas 9ouspuOdsaliod pessnosip 's)s8) jonded gt 12€818
pue pamainal (,pieog ayj,) adloeld [eusq Jo eaude das|s . uonels :uoneyd | suoissajoid [ejusQd
pieog suiepy sy} ‘Buiesw 0Z0Z ‘€L YoJeN SH I, |  dwoy Bulapio | 8SnoH SjelS €p) | 9dhdEId Tyl 19)deqd
woyy peygiyosd | SOndBId [EIUSQ | Jo 8dodg |  ZE SHLL SeInielS
:a91j0814 jeluad 0 pieog ay} WoJj JusLwog | jou ale sjspuaqg | 40 pleog Suley jewaq [EEENENET =
snjejs uoljeunoyuj syui Aiojejnbay
1s9] eaudy jorjUO) |  uoneNd pue sajny
sjuswiwo) pieog jejus( 9jeis doea|s swoH pieog |ejuag me doaajg jeyuag | aeis

suonejnbay Bunsa) esudy des|s SWOH Jo SnjejS pue uojeuloju) pJeog [ejus(d ajels

37



020z 42quiidag paiepdn
1T
028L-€.e-LLS L
'syse) 60687 | 099L°€EE
eaude dosjs N ‘Buisue | uoneyd
'sispuap Aq | awoy Buuepio [ OO0E X08 'O'd | 8d1deld Kjsiusq 991
asn ] YSH Inoge sjuawwod AUe yum WSAVY 8yl | woly paliqiyoid Kyspuasg Jo | joadodos | Hed '9poJ yieeH
papinoid jou sey Aispuaq Jo pieog ueBIyoI Sy | Jou aue sjspusQ | pieog UBBIUdIN feyueg 3ijqnd UEBIYOIN IN
.01 'eoueljdde [e1o aAI09j9p B buijeosuqey
10 Buiquosaud Ajsjeudoiddeu Joj jsiusp e jsuiebe 8910710081
paji juiejdwod e palapisuod i sey Jou Q3 se 141540
ainusg) Jeak-uanas Aw Buunp onssi siy} ssaippe VI ‘uojsog
0} payse uaaq jou sey pieog oy} abpajpmoun 100j4 Uis
Aw 0 Janemop “KiojejnBai ueyj uonsenb ased 's}sa} ‘00G auns “Is
JO piepuejs e alow si )i se eaude dasjs [ejusp paude dosjs | Aemasne) 6£2 £0'C
jeal} 0) saoueyjdde |eJo jo asn 8y} ssaippe jou op | swoy Buuspio Ayspueq | :uonepd
suoije|nBai pue sajnje)s buiuianoh s,pieog ayyl, | wol payqiyoid uruonensibay |  9onoeld
Apuannd jopieog | joadoog
:Anysnuaq ui uonessibay Jo pleog Woly JusWWOo) | jou aJe sisijueqg |  SHesnyoessen |eusq | PV sdnoeld [euaqg vIN
1058-20¥-0L1-L
gcele
. Jepio ueipisAyd an ‘sjsuoled
Jopun aq jshwi Juswijeas) eaude des|s 1o} anuQg
pajonusuoo seoueyddy “ueiisAyd e Aq suop aq dijn) /enuaAy 10L-b
1snw eaude daajs jo sisoubelp ay| “Apnjs dasjs *S)s9} apep 66 | § :uonend
Buipnjous syse} Bujueaias Japio Aew aWa/sada. eaude das|s Sjeuiexg | eoloeld
awoy Jopio | [EJuaQ Jo pieog | jo adoog PvY
‘sisuILIEXT [ejUa( JO pleog WOl JUSLIWOD ueos sjspueq | BIEIS puejlel |ejuag aonoeld [ewsg an
snjejs uoljeusoju| syui Aiojejnbay
1s8] eaudy _ joejuoD [ uoneyd pue sajny
sjusWIWO? pieog [ejuaq ajeis desjg awoH paeog jejuag meT dosjs |eJUag | RIS

suonejnBbey buysa | esudy dosjS SWOH JO SNje)S pue UojeuLIoju| pieod [elus( SjElS

38




0Z0¢ 4aqwiaydas pajepdn
(41
uawdinba ajenbai jou seop pieog
ay) ‘sispuap Aq pasn juswdinbe ay) Buipsebey €620-1G2-€.5")
eaude dssjs jeaJ} 0} pasn ssoueljdde ajeald ued GeSL-20LS9 ONW
Ay} Ing ‘esude dasjs asoubelp jouues jsyuep vy ‘AN uosiayer
'sjse} | geeglL xod ‘O'd| LZ0'CEE Suoissajold
“Kjsijuap O 20110e1d 8y buipiebal ajnje}s s piecq eaude dog|s pieasjnog | :uonepd puUe SuoRednd30
[EJUSQ INOSSIFY oUj O} U] € PeydeRe aAey |, | awoy Buuapio unossi G09¢ |  ddNoeld XX 3 2ee
woyj papqyosd pieog | joadoag | I8jdey)d ‘ssjniels
:pieog Jejua LNOSSIY Y} WoJj JusWWOY | jou aie sjspuaq |  jelsg UnossIy [eag | pPeSIneg LUNOSSIN [ OW
eaude dagjs jo soussaid [eljuajod sy} suluLSlap
0} Anjawixo asjnd JybiuIsno ue JapIo o} sisijuap 1o}
@onoe.d jo adods ayj ulym st i jey) psuiuusiep 2296-v6-109-1
pieog ey} ‘Bunssw GLOZ/LE/LO SHIV "SOA L082-10C6€
SIN ‘uosyoep
¢eaude dagjs Jo asusasaid ay} 00} {ung ‘1vans €-6-€.
auluue)ep 0} Ajawixo asind Jybiuiano pue Jjaplo 's)so} | ajwy ise3q 009 | § :uonend
0} Sjsijuap 4oy 29130e.d Jo 8dods ay} UIYIM i S|, eaude das|s Siouiuexy | edNoeld
swoy Jopio | [Ejus(Jjo pieog | jo adoog PV 201%eld
‘slauiwexg [eyua( 4O pieog Wodj JUsWL0D ueod sjsyusq | SIS 1ddiSSISSIfY leuag S
0S22-L19C19L
6¥Ce-rI¥SS NN
sjjodeauuiy
eaude dagjs ayj jo sisoubelp 's)s9) oSy | SO'VOSL
QN & asnbai am Jnq ‘sjuswyeas) pue saoueljdde eaude dag|s a|ng ‘IS oAy | uoneud
JOJNUOL PUE S)EuW O} SjSuap smojje ejosauully, | awoy Buuspio | Ausianlun 6282 |  @dideld xspuag vost
woy} payqiyoud nsiusq jo | joedoag | I8IdEUD SSINEIS
:Aysiuaq Jo pieog 8y} WoJj JusWwWo) | jou ale sjsyua( | pieog ejossuliy lewag Ejosauuly NW
snjels uoneuuoyuf syulq Aiojejnbay
jsa] eaudy joelU0) | uoneNd pue sajny
SjusWLLIO) pieog |ejuaQg 93els dos|g awoH paeog jejuag Mme] doajg [eluag | 9lels

suonejnbay Buisa) esudy dos|S aWoH Jo snjejs pue uojewloju] pieog [ejusQ sjejs

39




€1

020z 42quiaydas pajepdn

cSie-LLe-€e091

10€€0
Sabueyd sjns Aue HN ‘piodouo)
Weuem o} Buiyjou Agualind nq ‘Ayauq passnasip ‘s)s9) a8 | 0Z:v-LLE
uaaq aney Aew }] “eaude dasjs 1o} saoueydde eaude dag|s | Jni4 ynos Lzt :uoneyn
|eluap ssaippe Ajuauind jou op sejnu INQ, | swoy Buuspio SIsulEexy | eoloeld Asnusg - v-Z1€
wouy pauquyoid |  [BIUSQ JO piEOg | jo 2dodg | TBIdEUD "SRINEIS
‘SIoUIWEXT [BJUSQ JO PJEOg WO JUBWWOY) | jou aJe sispusg | SIYSdWeH MeN jejuaq Snysdweq maN HN
y0.,-98%-20.L"}
81168
AN ‘sebap se
l-v 8ung Adersy L
'sjse} | “paigmoquiey [ GLZ'LEY |ejueq pue
eaude dog|s ‘S0L09 | :uoneud TSusIbAH [ejuag
‘sjsiuep Aq asn | ySH jnoge |  awoy Buepio Sieulwexy | aonoeld asinuaq - 1€9
SJUSLIWOD AUB YlIM WSAVY 943 papinoid jou | woyy pauquyosd | [BIUSQ JO pJedg | jo adodg Bideyd snjeis
sey sisulwexy [eus( Jo pJeog SjelS EpeAsN 9yl | jou ale sisiusg 9)e)8 epeAsN lejuaqg PoSIASY EPEASN AN
1 AYA YA 40 ol
9208-
60589 exselqaN
‘sjse} ‘uodurT | SLLL-8E
eaude dag|s ynosg jley |  uoneyd PY
~ sjsiusp Aq esn |\SH | swoy Buuapio | [eluusjua) LOg | 9dMPeId | SdeId Ajshus]
Jnoge sjusWLWod Aue YIm WSAvYy eyl pepiaoad | woly payqiyosd Kspuag 1o | jo adoog 0] buneRy
jou sey Aisiuaq Jo pJeog ByseIqaN 2yl | Jou ale sjsijue( | Pieog BYSEIGON | - [eweq | SSINIEIS BXSBIqeN 3N
jsiueQ Jo adloeld LLLS-PP-901-L
=SuomIuIRQ ay) 0} Jeje! pue paysiignd Apeasje ‘Sise} 8CLL-¥296G | L0OL--L€ SUSIBAH
s8)njejs pue sajnJ 8y} 0} uoijedllelo jeuoiippe eaude dog|s 1IN ‘eusjoH |  :uoneud |ejuaq pue
ou aAey Aay) Jey) pajeoipul Aisiua( Jo pieog ayy | ewoy Buuaplo gz/L xog 'O°'d | ®onoeld | Aisnusq v 19ideyd
woyy payqiyoud ASHuaq Jo | Jo 8doag | ZE 9L PIjEjouly
:Anisiuaq jo pseog WOy} JusWWOY | Jou aJe sjsuaq |  PIecg Buejuol |ejueqg 3p0)) Euejuopy i
snjels uoneuuoju| syul Aiojejnbay
159 eaudy joejuon | uonend pue so|ny
sjuswiwoy pieog jejuaq ajels dasjg awoH paeOg JRIUSQ Me" doajg jejuag | aels

suonejnbay Bunse )| eaudy desjg swWoH jJo SNjejS pue uojjewloju] pieog |ejuaq ajejs

40



14

0z0z Jequiaadas pajepdn

LI8E-v.¥8lG
yecel
AN ‘Aueqiy
.9oueljdde jeio ay} Buip unsIssy [ejusqg
1O SSBUBAID3YS ay} AJueA pue Joyuow ejqepod 1S9 J00]d pu palsjsibay pue]
ay} Japio 0} aney pjnom ueydisAyd ay ing ‘esude 5] ‘anusAy 1099 3usIbAH [ewaq
doays 104 eoueyidde [eio UE 3jedlqe) 0} JSHUSP Galmmiemp | uoibuysem 68 | § uoneud pue Kisiuaq
U} 10} SISPIO BYUM JO Jsenbas ueo ueishyd oy, |  CEENIENED TEpueqg | eonoeld EEL OPINY
Qdep jopiedg | jo adods e Uojesnp3
:Aisnua( Jo pieog oy woy Juswiwio) | GHEEINSINND | S1E)S 3OA MON [eeg YIOA MSN 4]
Jesodoad Kiojenbal
e JJelp 0} pJeog 8y} JO SOILLLLOD B 0} pa.LIsjal
usaq sey anss| esude das|s ay} jey} pajou
pseog sy ‘sjusied eaude dasjs asoubelp Jo ueid SEE
jJuswieal) ‘usalos 10 ‘)s8) daajs swoy ayj jeldiajul gaudepasiy
10 JSPJO JOUUED JSHUSP E Jey] uoljeuluLs}ap o i) - ee)
Joud s} pajeedal pieog @y "Bunse) doojs |  CEEMNNENENES | SOV9V0S-€L6-L
swioy jo aoueuopad ay) smojje a23oeid jo adods Jipsies 10120 Aesior
[ejuap oy} Joyieym Buluoysanb ‘Aydesbouwioshlod |  GEESENENES |  MSN DUEBMSN | 61-9:SY
Jo pieog ‘rey)-ediA ‘oybejled Y eI | Sooskxod ‘O'd | -uonend
eles WoJlj So0UspuUOdsaLI0d pamalnal pieog ayl, LEip et 1) Msnusqg | eonoeld SMET
@EEEp | jopieogoEls | joedoog | AIsSiUSQ JO piEOY
:Aisiuaq jo pieog oy} wold | EEEENESINED RSSIS[ MeN leyueq | SIBISASSISTMSN | @8
snjejs uopjeurioju] syur Aojejnbay
jsa} eaudy joR3UO0D | uoneND pue sajny
sjusWwIWo) pJeog [ejuaq 9jeis doajg awoH pseog ejuag me] deojg jrjuaq | o1e3S

suonejnbay Bunse] esudy des|S SWOH JO SNjejS pue uolewloju| pieog |ejusq Sjels

41




020z 42quiaydas pajepdn
ST
“ucnipuod ayj jeal; o} juaijed
ayj Joy aoueyjdde |ejuap e ajeouqe; o} ueisAyd
3y} yum yiom Aew jsnuap paues} Aedoid B ‘SO
yum juaijed e sasoubelp ueioisAyd e j| "palisjal sl
juaned ayj woym o} Japiroid [esipaw sjeudosdde
£q auop aq pinoys sisoubeip jeusiod e jo ped se
s)s9) dog|s awoy azijin 0} JayRym Buluiuueieq
“uolpuo [ealpaw feyuajod siy) Jeal} pue €278-8/9-616-|
asoubelp 0} siepiroid |eoipaw sjeudoidde Jayjo o} 09622
s|elioj1 9)ew pue ‘sIojoe) ysu ulepad bulkuepl ON ‘SJIASLLIOW
Buipnjoul ‘ySO 4o} Bulusaios Ateuswiaid Jo [eniul 091
wuouad ued jsiusp e ‘Janemol ‘suoije|nbai pue ayng “1Q yed
sajnjejs s,pieog ay} SjejoiA pjnom pue Aljsiuep jo JsjeLuLRd 0002 6¢-06
sonoesd ay Jo 8dods ay} SpISINO j[e} pinom ‘sisa) Srouiwexy | § :uoneyd Aspuaq ¢
doajs awoy Buisuadsip Buipnjoul ‘ySO Buisoubelp CRESIs [Eluaq | eonoeid | SPINY 06 JB1deyd
U paAjoAul Buieq ‘uoiuido s pieog |ejuaQg ayj uj CrESHEs Jo precg oje)S | jo adodg S9JNJE}S [BISUSH
“TOB[SMAN PJeod [ejusd ON Wold | EEESSESNEES |  euljoled ULON [ejueQ BUCIED JION | @B
snjels uopeuuoju| syur] Aiojeinboy
1S9 eaudy joelU0D | uoneld pue sajny
sjuswwo) pieog [ejuag ojels doa|g aWwoH pieog jejuag men daojg |ejuag | aels

suonenbay buise] esudy desjs SWOH jO SnjelS pue Uoljewloju| pieog [ejusq 1.l

42



020z Jaquiidas pajepdn
91
~'pleoq ayj Aq paziubodal
Aus jeuoissajold J8yjo Jo ‘uoijeicosse
[eluop ueduawy ay} ‘pieoq ay} Aq paziubodai
se Buiujes) paoueApe Jo uolednpa sspusp
Jey jo adoos sy uiyim donoeid o) pajied ‘2z,
()8t
-gZ-€¥ DDAN Ul punoy aq Aew aduepinb Jayund
'$2INjoNnJ}s pajeloosse
pue mef uewny Jamoj pue Jaddn ay) jo sjoajep
pue ‘seunful ‘seseasip ay} Jo juswijeal} sayounipe
pue ‘[eaibins ‘sisoubeip 8y} pue ‘sanssy Yos pue
‘aenBuIlb ‘yje9) ‘AyAeo |elo uewny ayj jo uied Jo
‘Aanful ‘uoisal ‘uonIpuod ‘uonelojodsip ‘Ajuuoep
‘Koueioyep ‘Jeplosip ‘esessip Aue Joj 1o jo Auiabins
10 ‘suoijdiosaid ‘soiayjsaue jeseushb Jo [edo)
Jo uojesisiuiwpe ‘iedas ‘Juawiesy) ‘sisoubelp 0098-85C-10.-1
‘uoljeulwexa suesw Aisiuap Jo aoioeld, "L, 20586
'sjs8} aN “oiewsig | 1L0-82-€Y

“(2)10-82Z-E¥ DOAN Y3 ut punoj aq Aew eoude desjs | 9pzLxog ‘O'd| ‘UoHEUD _Sisjueg

sjsijuap o} aooeid Jo adods Buipiebas smej gN | dwoy Buliepio sSioulexg | 9o1oeld —gz @dey) ¢ty

woy payuquyosd | [EIUSQ Jo pieog | jo adoog B[HL 9poH Anud)

slsuiwexg |ejus( Jo pseog SY) Wolj Juswwo) | jou ale sisusg 270%eq UHoN leuaq E10%eq YHON anN
snjels uopeuLiojuj syuin Aiojejnbay
1sa) eaudy U0y |  uonend pue sajny
SsjusWIWO) pieog jeuaq 8jels doajs swoH pieog jejuaq me] doajg |ejuaqg | a1eIs

suonenBay Bunse] esudy des|S SLOH JO SNJejS pue UOHeLLIoMU| pJeog [BjUSQ BIS

43



LT

020z 43quiaidas pajepdn

«Aisiusp
- UIYpMm 849 Jo piepuels |essuab ay yum buioe

ale Aay) se Buoj se saoueldde yum ‘esude dasjs yy8r-2es-sov-L
yum pasoubelp Ajsnoinaid usaq sey jeu} [enpiaipul GOLEL MO ‘OMO | £ Jaydeyd
ue jeas} Aew BWOYENO JO JelS By} Ul JsHusp "s}sa) geung “pNg | ‘6SOWL| PV [EISQ eSS
pasuaoy vy - Ansiuap desjs, 0} Jjajai Ajjeoyroads eoude dos|s | ujooul] "N 0Z6Z | :uoneud ayqy Aspueqg
18y} Sejnje}s Jo sajni oy1oads Aue aney jou op 8\, | @woy Buuspio Asnpueqg | eonoeld -7 ¥@eq)
woyy payqiyod jopieog | jo adoog 6S elLL ssnjels
\Ewacon_ JO pJeog 8y} WwoJy Juawwo) | jou ale sjsuaq | BjejS BWOYEPO |eaq BUWIOUERO MO
g :_ V,_Emo 3] J0 9[0y JUsWSJe}S Uohisod
08SZ-991¥19L
«(ON) ¢bunyiom si sa1Asp gelLg-sLeey
INOA Ji apioap 0} }s8) dasjs awoy e 8sn noA ued oIyO ‘snquinjod
. Joojd | LO'SLLY
(ON) ¢é1se) dogys YLl 18a5S |  uoneyd
awoy a)e) e JapIo NoA ued jsiuap e a1e noA |, ybiH ‘s 22| ®oioeld
GEEEEESES |  7Eog [@Usq | 4o odoos PV Soioeld
pieog [eueQ 8y} woly juswwo) | EEENRED 8Jejs oo lejueg [eluegoiyo [ @@
snjels uoneuuoju] syuig Auojeinbay
3sa) eaudy Pejuo) | uoneud pue sajny
sjuswIWoY pieog jejuaq aje1s deajg awoH paeog [ejuaQ me] desjg jejuag | ae1s

suonejnbey Bunsa) esudy dos|s sWOH Jo SNjelS pue uoHewIoju| pleog [ejue( jels

44




8T

020z Jaquaidas pajepdn

0865-¢cc-Lov-L

806¢C
's}se) | 0 [ ‘eouspinoid | |-L'Le-G | SISIUSIDAH [EIUSa
. Seouejjdde |elo pue esude dosjs uo Jusjis eaude desjs IH joude ¢ | § :uoneyd pue sispuag
aJe suonejnbay pue sajny [eluaq pue|s| apoyy, | awoy Buuspio snusg | eonoeld “TrE-g Jsydeyd
woyy payqiyoud jopieog | joadoog SMET [elouds)
-Ajsiua( Jo pieog 8y} WOl JUSWWOD | jou ale sjspueqg PUeES| 3poyy [eag PUBIS| 3pod i
2oLL-€8L-LLLL
oLiLL
vd ‘BingsiueH
Ba4g
. eaude das|s pig "N L0ST ozL§
Buissalppe suoiejnbai oyioads ou sey pieog ‘s}s9) uan ‘S'd €9
8y ‘JUSP/AOD BT SOP MM JB 9)ISGam Jno Uo esude dosjs uuad auQ | :uoneyd
ajqejieAe aJe suoienbay pue smeT spreog ayy, | owoy buuspio Kjspusg | eanoeid
woyy payqiyosd jopiecg ol | jo adoog MET[EJuaq
:Ajsiuaq Jo pJeog ajelS ayj WoJy Juswwo) | jou ale sjsyuaq BIUBAJASUUS g |ejuaq BIUBNJASUUSH vd
W jean ued
Jsijusp ayj aiojeq Adesay) edueljdde jelo aquosald
uay} pue sisoubeip ay} axew isnw ueoisAyd
e ‘esude daajs pue buiyieaiq passplosip dosjs
asoubeip o} uolysod e uj Jou ale Ajjeba) syspuap
‘Jsnuap e Aq Adeiayy oueydde jeio 00Z-€29-126°)
0} Joud ueinisAyd e Aq epew aq jsnw sisoubelp L0226
ay} pue ‘Aijsiyuap jo aosyoeid ayj Jo 3doos HO ‘puejHod sa|ny
ayj apisjno si (ySO) eaudy das|s aAloNISq0 'sjsa) 0LL| 0L0'629 AljesisiuilUpyY
10 (gayS) Buiyiesig patsplosiq pojejey desis eaude des|s aung “aay sl | :uonend pue samels
Jo sisouBelp ay} jey) uoisod s,pieog auyy st Y, | awoy buuapio MS 0051 | @anoeld Jo uoneawey
woy papqyosd Kspus@ | jo adoos =PV 8919€eid
:AjsiuaQ Jo pseog ayj Wolj Juswiwo) | Jou ale syshuag 10 pIeog uokein |lejuaq [Ejueq uobalp HO
snjejs uoneuuojuj syul Aiojejnbay
}s9) eaudy joRjUO) | uopeNd pue sajny
sjusWIWo? pieog jejuaq ajeis das|g awoH pJeog jejuaQg me] daajg jrjueq | a1e18

suonejnbey Buisa| eaudy dos|g SWOH Jo Shjejs pue UOKeLLLIOU] pieod [ejue( 8jels

45




6T

0Z0z 1aquiaidas pajepdn

« 910¢

‘Z} dunf uo Aiyspua( Jo pleog ejoxeq yinos ayj
Jo Buesw a8y} 1e pajdope sem uojuido Aiosiape
siy] ‘sadijoeld [ejusp ajes uj ebebus o} ysim

oym sjsiuap Joj aullepinb e se aaias op Aay} ‘mej
O 109140 pue 9010} 8y} SABY JOU Op pue SjqemalAs)
Aieoipnl jou ase suoiuido Alosiape ydnoyyy
‘Jsenbal uauUM e Jo uoissiwgns uodn pleog sy}

Aq pesspuas sem uojuido Aiosiape SIYL ¥°Z€-V9 282112c-509-1
-9¢ § 10as "eousuadxe pue ‘Bujues) ‘uolednpe 0SS
JuBA8|al S jsijuap ay) jo adoas ay} uiyum st i Ji ‘Apnys eaude as ‘aueid sapeqxny [ejuaqg
eaude deajs jo sisoubelp e Buissaippe ul saaISS dasgjs e Joplio |AY | ZE-VY9-9E pue s}SiusbAq
|ejusp apiaosd Aew jsiuap e ‘10jo0p [eoipaw 0) aoioeld | uosuieH ‘N LGEL | uoneud {e1uaq 'sisnueqg
e Aq eaude dasjs jo sisoubeip e 0} Juensind, s )sijusp Ksnueq | eonoeld V9 Jeideyd
e jo adoas jopiecg aiels | o adoog g€ Ol SME]
:Ajspuaq Jo pieog 8y} WoJj Juauiiod ayj ulypm st ) ejoeg yinos leyeg ejoyeq yinog as
00€+-968-€08-1
oLzec l-L'Le
0S ‘eiquinjod -G §0, | SUERUYS3L [Bjuaq
'sjse) a -GL-0¥ pue ‘sjsiusl
eoude dagjs | MmauLua) 0L} | :uonenn ejuaqg sinuaqg
'syspuap Aq esn JySH | Swoy bulepio Ksnuaqg |  9oioeld KIWET N
Jnoge sjusLIwod Aue ym WSAvy ayi papinoid | woyy pauqiyold jopieog | joadoag | SPIL SMET JO 9p0)
Jou sey Ansiua( 40 pleog euljosed yinog ay| | jou ase sysyueq | BUJOIED YInos leweg Bufjoien yinos 08
snjejg uoljeuuoju] syui Aioyenbay
3sa] eaudy joeu0y | uoneund pue sa|ny
sjuswIwo) pieog [euaq 9jels daajg awioH pieog |ejuaq me] daajg jejueq | aeis

suonenbey Bunsa] esudy des|g SWOH JO SNjeIS pue uoiewlojul pleog [ejusq sjels

46



0z0z Jaqwaidas palepdn
0z
,/aled Jo piepuejs ay}
JoowW pue aopoeud Jo 8doos aAldRdsal JIdy} UIYIM
20o10e1d JSnW saasuaol "Alisiuop jo sonoeid
8y} Jo uoniuyep Sy} 104 Z01-69-8S PUE SUIdIpSW JO
aonoeud ay} Jo uciUYSP By} PUE Z0}-L9-85 O} NoA 8299-0£5-108-L
Jaja1 pjnom | "ao1joe1d By} JO suouLBp ay} pue LLLY8 yein 2ol
sjoe sojjoe.d B} UIYIM pauyep Si S8sua9| Jo} 'sis8} ‘MY axe Jes -69-85 Y
aonoe4d Jo 2dods BY] 'SUORIPUOD Yjeay oydads eaude dag|s yinog | :uopeyD | 3oNSEI ISIUSIDAH
ssaJppe Ajjeayioads jou ssop ajns pue me| yeyn, | dwoy buuspio 00€ 1SE3 091 | @©ondeld | [BIUSq pue Isiuag
woJy payqiyosd piecg | jo adoog =69 J9JdeUD
:pieog [ejua Y} WoJj JuswwWo) | jou aJe sjsyueg SIEEEN |eluaqg | "8G ORLOPOD YEIN | 1N
00¥9-€91-CLS-L
r6e-10.8L
X1 ‘upsny Kspusq
008 40 30)0B.d
'sjse} |  8ling ‘cJamoL [ €00°LST o} buney
eau 33|G SAPNNSO JO JuaWIeal] [ejuad esude dogjs | ‘adnjepeno ge¢ [ :uoneyd | SUOISIAOI] [elaud
1°801S ojny 9p0) ‘UIPY SEXa] 0} pausjey | ewoy Buuspio Slouexg | sonoeld “16C I|9ydey)
woyy payquyoid | [EJUSQ Jo piedg | Jo adods =70y 29ndeid
‘SjouIwex3 [ejuaq Jo pieog ay) Woyj Juswwo) | jou aJe sishusg EEEE]N jeyuaq [BIEREREN X1
€,06-2€5-G19-L
{9 7R
NL ‘SjiinyseN
Aempied
. AjsuaQ jo pieog 8y} Jo sajni pue sejnjels 'sjs8} uospaqoy | 801-5-€9 | Sishusd G JaldeyD
_ay} Aq pessalppe Ajjesyioads jou si [suisipaw eaude dog|s sawer 0L | -:uoneud- "SHy bulfesH
dasjs [ejusp pue Adessy) aoueldde jeio] siyy, | @woy buuspio Ksnuag | eonoeld | ayj JO SuUOISSdj0.d
wouy payqiyosd jopieog | jo adoog €9 9L
:Asiuaq jo pleogd 8y} woyj Juswwo) | jou ale sisiusg EESSEIE]N [ejuag | 8poY sessauud] NL
snjejs uonewoju] syuj] Auojejnbay
3so) eaudy 1P8)U0D | uoneNs pue sajny
sjusWIWo) pieog |ejueQ aje3s daa|g awoH pieog jejuag me] daajg |eJUaQg | @IS

suonenbay Buisa] esudy des|S SWOH JO SNJejS pue uoheuloju| pieog [ejusq jels

47



020z Jaquiadas pajepdn
T¢
00.¥-9€2-09¢-1
.MOJ3q YUl ‘020°2€ 8L MOY Ul Aisiusp 6601-20586
40 uoHIULBP B BABY Op S “Aljsiuap adjoeld 'sjsa) VM ‘eldwi|o | 020°ZE 8L
0} asn Aew s}sijuap Jey} saiiepow Jo sainpssoid eaude dag|s 660l X0g ‘O'd | :uoneud Aspuag
21198ds Jno |20 Jou Op SMe| aje}s uojbuiysepy, | swoy Buulspio Asnuag | eonoeld =Z¢£'81 1|9deyn
woy payquyoud |  JOpieog ejS | o adodg UOIBUIYSEM
:AsiuaQ Jo pleog ajejS ay) wouj JusWwwWwo) | jou ale sisijuaQ UoIbUIGSEAN leaqg ICE R EEEY VM
Jusuwieal; |ejuap 10} Jsiuap e 0}
wianed ay} Jajal pinod oym uedisAyd Buisinuadns
ay} 0} synsal Apnjs daajs podai 0} pesinbal
s1 }siBojouyoa} 8y "salpnis 8£61-29¢ (¥08)
doajs 1onpuos Jouues jsiuep elulbiiA e ing £9¥1-€€2€2
Apnjs dasjs e Jo} jsiBojouyoa) alydesBouwosAjod VA ‘0oUUsH
e o} Jusijed e Jages Aew ispuap eruibaip 00€ 2)ng ‘aAug AWk A
e Jey) si ‘esude daajs 10} sjuaned buijse) Jnoge puejAe 0966 -1¥S
sjsijuap wouy sauinbui snoiasid 0} asuodsal ul ] Bua) | § :uoneud
‘Asusoye s pleog oy} Aq sw 0} uanib adiApe ay], couuEEeRy Jspwusd | 9oljoeld Kysnusqg - Z¢
CDUREORY AsuUaq | o edoog | TSJAEUD L PG OWL
:Ajsiueq Jo pieog ayj woy JuswwoD | EEEEEEISENES | O PiEog elubiA | |eued |  BIUIBIAJOSPOD | @@
£9€2-8¢8-¢08-1
20¥€-02950
1A Joijedjuopy SJUB)SISSY
'sjsa) Joojd4 pig 19S |ejusg pue
eaude dogjs | ‘1eens Ul 68 | § :uoneyD | TSISIUSIDAH [EUsg
‘sysnpuap Ag esn JySH | awoy buuspio Sieuiexy | aonoeld KSEERErAN
JNOge sjusuwod Aue yim WSAavY au papiroid | wouy papqiyosd [Eliaq pJeog | jo adoog J@ideys 9z oL
J0U SBY SisulWEXT |BIuS( JO pJeog JUOULBA 8y | jou ale sjspusq SE1S JUOULIAA |[elusg | "SeINjelS JUOWIOA 1IN
snjejs ucijeunoju] syu Aojejnboy
}sa) eaudy joruony | uoned pue sany
SjuaWIWIOY pieog [elua( djeis daajs awoH pJeog |ejuaqg me] dosjg [ejuag | a1els

suonenbay Buisa] esudy dos|g aWoH Jo SNJejS pue uoeuloju| pieog [Bjue(q 8jels

48



[44

VA ‘HO ‘ON ‘AN ‘PN ‘IH ‘vD “1v
soje)s g Ajuo ul }s9} esude dasjs awoy Buisplo wouy pajiqiyosd ale syspuaq,

020z 4aquiaydas pajepdn

18€1-217-L0¢€"

20028
JBuiwoApp ur Aisiusp jo eooeud A ‘auuafsyn Ll
Jo adoos ay} spisino si sisoubelp pue uoye)nsuod 's}sa) | €0l wooy ‘any -GL-€¢
|esipaw e jJnoyym eaude dasjs jo jJusijess) eaude dog|s jondes 100z | :uoneyd
8y} 1ey} g10Z Ul pauluLR}ep pey pieog ayl, | ewoy Buuspio Siouiuexg | sonoeld
woJy pajqiyosd [Eluagio | jo adoag
:SIOUILEXT [BJUS(] JO PIEOg By} WO JUBWIWOY | Jou aJe sjspuaQ | PIBOg BUIICAM |leaq | PyoonoeldEuad | AM
¢L12-99¢-809-1
€0.€5 IM
‘uosipe
49"
SJusWaje}S UoniSod pJeog buuiuexy Asipuaqg ‘s}s9) |  wooy ‘snusAy 10’/ | PpIeog bultiuexy
siepi0sIq Buiyieaig pajejoy dos|s eaude dogs uojbuiysepy | uoneyd Asiusg
awoy Buuapio }se3 00pL | @dnoeld R )
2lsqoM pJeog | woly pajqiyosd preog [ejusg | joadoog | -Suonejouly pue
[BJUS( UISUODSIN) 9y} WO JUSLSIE}S UoiIsod | ou ale sjspuag UISUODSI jeyuaq | S3INYEIS UISTUOISIMN M
. ‘eaude das|s
s,usijed ay} Joj AW By} Yim uosounfuod ul SHom 99¢8-16-418-
1snw jsiue@ 9y "eoueldde ayj 0} Auessaosu 22852 AW\
sjuawsnipe Aue pue jsijuap ay) Aq spew aq ued ‘pIeyaIQ qeid
eoueljdde ue sisoubelp e s a1ay} 8ouQ ‘AN ue 's}so) anuqg piAg | 6-1-0€8 Py aonoelg
£q apew Apnjs deajs e woyy sisoubelp e sainbai eaude dogjs | ‘D HSqOY GLEL | UOBEND [EUEREMIITY
1SIUSP By} S| AM Ul 21D JO psepuelg ay], | ewoy Buuspio Kshusqg | sondeud 1SOM - ¥ oPIHY
woyy payqiyosd jopieog | joodoog | "OF 1jdeyD 9pod
:Ajsnuaq Jo pieog 8y} Woy JusWWo) | jou ale sjshuag BIOIBIIA 1S3 leag BIUBIATSSM | AW
snjejs uoneulioju| syui Aioje|nbay
3s9) eaudy Peuo) | uonend pue sajny
sjuawWiWo? pieog jejuaq ojels doea)g awoH paeog jejuag me] deajg [ejuaQg | a3eIS

suonenBay Buysa] eeudy desjg SWOH JO SNJEJS pue uoljeuwoju] pieog [ejusq ajels

49



@ {oUHO DU im POPRI)

=]
e}

e , co:o: ._. Bh )
. pemopy. zco mc%u_o LVSH: E
: - $isyueq ..9
nﬁ_n.;o_n_ Bz mc:op_o 1YSH' l
Sl &mzcmo
é u&.n_sem mc:mEo AVSH I
: G oammp uo:n<
noo_m oEo: _09_0 sispueq :00



SPECIALARTICLES

JDSM

hitp:/dx.doi.org/10.15331/idsm.7156
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of Practice for Dentists Ordering or Administering Home Sleep
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| as a dentist treatin g sleep-
related breathing disorders who continually updates his or
her knowledge and training of dental sleep medicine with

related continuing education, {3,
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Historically, state dental practice acts have not
addressed the dentist’s role in using HSATs. It is
commonly understood that practice acts are intentionally
broad in nature. They tend to be more specific only when
prohibiting a practice or use of equipment. Based on this,
it is the AADSM’s interpretation that it is within the scope
of practice for dentists to order and administer HSATs in
states where it is not specifically prohibited. For the few
states where the use of HSATs is prohibited, dentists
should abide by state guidance. The AADSM maintains a
list of these states on its website and will be actively
encouraging them to reconsider their policies. !

There are other medical conditions for which dentists
order and dispense medical tests. Dentists screen and
perform biopsies for oral cancer. Dentists routinely
administer oxygen and anesthesia and prescribe drugs,
including controlled substances. In some states, dentists
with training provide flu vaccinations. Dentists also
routinely take blood pressure and some test hemoglobin
A1C levels. Given the public burden of obstructive sleep
apnea (OSA), dentists must embrace that it is within their
scope of practice to order and administer HSATs.

In 2016, the American Academy of Sleep Medicine
commissioned a report from Frost & Sullivan.? This report
indicates that there were 29.4 million adults with
obstructive sleep apnea, and in 80% of that group the
condition was undiagnosed - costing the United States
approximately $149.6 billion per year. The same report

Journalof Dental Sleep Medicine

; James Hogg, DDSS5, Nelly Huynh, PhDS;

3Snoring and Sleep Apnea Dental Treatment Center,
Dentistry, Brevard, NC; SFaculty of
Escabana, MI; ®Department of Orthodontics,
red Dentistry, Ballwin, Missouri; °San Diego

indicated that OSA is also linked to comorbidities, mental
health, productivity, and accidents. It goes on to further
explain that the most significant barrier to treatment of
OSA is patients’ disregard of symptoms and their failure to
report them to primary care physicians and that once an
individualis screened or informed about OSA, a significant
financial and personal time investment is often necessary
to address the problem. New studies published in 2019
indicate that approximately 54 million adults in the United
States have sleep apnea.? If 80% of these adults also have
undiagnosed OSA, there could be as many as 43 million
adults with undiagnosed OSA.

In2017,the ADA recognized thatdentistsshould play
an essential role in addressing the public burden of OSA 4
In their policy, the ADA suggests that all dentists screen
patients for OSA as part of a comprehensive medical and
dental history and refer as needed to the appropriate
physicians for diagnosis. The policy indicates that dentists
may use HSATsto define the optimal target position of the
mandible.

By building on the ADA policy and recognizing that
qualifieddentists havethe training and education necessary
to order or administer HSATs, qualified dentists can
provide a more streamlined and cost-effective model of
care. A short algorithm outlining this model of care is
shown in Figure 1. Communication and collaboration with
physicians are key in this process. In this model of care,
qualifieddentists screen patients for sleep apnea. If patients
are at risk and appropriate candidates for HSAT, the
qualified dentist orders or administers the HSAT directly
from his or her practice. Patients complete the HSAT.
Pertinent patient information and HSAT data are provided
to a physician for diagnosis, and, if appropriate, the
physician prescribes an oral appliance. The qualified
dentist then determines whether the patient is a suitable
candidate, and then fabricates and delivers the appliance.
After the appliance is at the appropriate therapeutic
position, the qualified dentist once again orders or

Vol. 7, ¥l 2020



American Academy of Dental Sleep Medicine Position on the Scope of Practice for Dentists Ordering or Administering Home Sleep Apnea Tests

This model of care achieves several outcomes:

1.

Dentists identify patients at risk for sleep apnea.

2. The process of obtaining a diagnosis for sleep
apnea requires fewer appointments, reducing
expenses and patient inconvenience while
increasing the likelihood of treatment if sleep
apnea is diagnosed in a patient.

3. The workload of primary care physicians and
board-certified sleep medicine physicians related
to ordering and dispensing HSATs is reduced,
allowing them to better allocate their resources to
the diagnosis and treatment of sleep disorders.

4. The diagnosis of medical diseases and verification

of treatment efficacy remains the responsibility of
the medical provider.

With the public burden of OSA and technologic
advances, new models of care are being implemented at a
rapid pace. Patients can now purchase HSATs directly
from online sources. It is hard to find an argument against
allowing a qualified dentist who will collaborate directly
with patients’ physicians when patients can order the test
directly from the Internet, entirely bypassing their health
care providers.

As health care providers who live by the ethical code
of “do noharm” and understand the harmful consequences
of OSA, we owe it to the public to implement models of
care that reduce barriers to diagnosis and treatment, ensure
that sleep apnea is diagnosed and treatment efficacy is
verified by physicians, and maximize the trainingand skills
of qualified dentists.

Journal of Dental Sleep Medicine

- Schwartz
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The American Academy of Dental Sleep Medicine (AADSM)

is the only non-profit national professional society dedi-

cated exclusively to the practice of dental sleep medicine and
firmly believes that by screening and providing oral appliance
therapy, dentists, with appropriate training and in collabora-
tion with physicians, help reduce the number of undiagnosed
and untreated patients with sleep-disordered breathing, which
includes snoring and obstructive sleep apnea.

It is the position of the AADSM that:

+ Dentists play an integral role in reducing the public
health burden of undiagnosed and untreated sleep-
related breathing disorders.

+ Dentists should screen patients for sleep-disordered
breathing with questionnaires and by evaluating
the airway.

» Physicians are responsible for diagnosing sleep-
disordered breathing and primary snoring, as well

as prescribing the most appropriate or acceptable
treatment options

» Dentists should verify oral appliance treatment efficacy
using objective data only as permitted within their
scope of practice and as defined by their state dental
practice acts.

» Following the fitting and initial titration of an oral
appliance by a ' the patient should
always be referred back to the physician. Physicians
should confirm the treatment efficacy of oral appliance
therapy in a timely manner.

+ Dentists need to provide timely, appropriate and
ongoing follow-up care to manage dental-related side
effects of oral appliance therapy.

* Dentists, in close collaboration with physicians, are
an integral component to successfully managing
sleep-related breathing disorders with oral
appliance therapy.

Journal of Dental Sleep Medicine

'

Sleep-related breathing disorders impact a significant portion
of the population. It is estimated that 23.5 million of United
States adults have undiagnosed or untreated obstructive
‘sleep apnea—costing billions% increasing the risk of health
complications such as hypertension, congestive heart failure,
atrial fibrillation, coronary artery disease, stroke and type 2
diabetes’; in addition to reducing the quality of life for a signif-
icant portion of the population.

It is imperative that dentists receive postgraduate training
to be able to provide and manage oral appliance therapy and
its side effects. Inappropriately chosen and monitored oral
appliance therapy by an inadequately trained dentist exposes
patients to potentially life-threatening outcomes and dentists
to potentially serious medicolegal liability. The AADSM
recommends that dentists have at minimum: a valid state
dental license, proof of liability coverage, and at least 25 hours
of recognized continuing education in dental sleep medi-
cine provided by a non-profit organization focused on dental
sleep medicine or accredited dental school within the last two
years in order to provide oral appliance therapy to patients
with sleep-disordered breathing.! The AADSM encourages all
dentists providing oral appliance therapy to become “Qualified

Dentists” and subsequently Diplomates of the American Board
of Dental Sleep Medicine.
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3/18/2021 FW: Additional Documents for Public Commént - donna.lee@dhp.virginia.gov - Commonwealth of Virginia Mail

From: Jessica Bui <jbui@srta.org>
Sent: Wednesday, March 17, 2021 8:49 PM

To: Sandra Reen <sandra.reen @dhp.virginia.gov>; Sacksteder, Jamie <jamie.sacksteder@dhp.
virginia.gov>; donna.lee@dhp.virginia.gov

Cc: Gerry Walker <efudd777@aol.com>

Subject: Additional Documents for Public Comment

Importance: High

Sandy,

Please see the attached additional letter for the board to review for the meeting this Friday, March 19,

Also included are our dental and dental hygiene webinars regarding information on the SRTA examination:
SRTA Dental Nonpatient Webinar

SRTA DH Nonpatient Webinar

Thank you,

Jessica L. Bui

https:I/maiI.google.comlmail/ulOl#inboxIthtKJWanquCthXsrrmTNgRLCnthnzNNNHTZWBchcHBDquHNLTTSVZJFTMILpFBb

n



Southern Regional Testing Agency, Inc.

o
{ IO\
4698 Honeygrove Road, Suite 2 | Virginia Beach, Virginia 23455-5934 % b4
Tel. (757) 318-9082 | Fax (757) 318-9085 | www.srta.org “@0 <

March 17, 2021

Virginia Board of Dentistry

Attn: President Augustus Petticolas, Jr., DDS
Perimeter Center

9960 Mayland Drive, Suite 300

Henrico, VA 23233 -1463

Dear Dr. Petticolas and the Members of the Virginia Board of Dentistry,

After listening to the Virginia Exam Committee meeting held on March 5, 2021, we thought it
would be beneficial to clarify to the board that Southern Regional Testing Agency, Inc. has acceptance in
76% of the United States. Most recently gaining additional state acceptance within Idaho, Oklahoma, and
Washington for the SRTA dental examination results. The number of states accepting SRTA are
increasing, and with our ability to offer a respected and acceptable examination it allows students the
greater chance of portability.

Limiting acceptance to only ADEX examination results hinders the opportunity of portability for
many students across the country. We hope that Virginia will remain inclusive and progressive along
with the many other states that accept the SRTA results.

We would like to extend an invitation to the board members to observe a SRTA examination to see
how ours is comparable to the ADEX exam. An awareness of how the examination process is conducted

allows the board members the opportunity to see that SRTA is evaluating at the same level as ADEX and
to the state’s highest standards.

Sincerely,

Thomas G. Walker, DMD

Jessica Bui
President Executive Director
Thomas G. Walker, DMD - President Charles E. Holt, Jr., DDS - President-Elect 57
Jennifer Lamb, RDH - Secretary Robert B. Hall, Jr., DDS - Treasurer

Jessica L. Bui — Executive Director



3/18/2021 Commonwealth of Virginia Mail - FW: Board Meeting / Public Comment

Commonwealth of
) Vir gi ni a Lee, Donna <donna.lee@dhp.virginia.gov>

FW: Board Meeting / Public Comment

1 message

Sandra Reen <Sandra.Reen@dhp.virginia.gov> Wed, Mar 17, 2021 at 6:00 PM
To: "Lee, Donna" <donna.lee@dhp.virginia.gov>

Here is another commenter, Donna, with an attachment to print and send out, if it hasn't already been received. If
we received this attachment from Dr. Zapatero or another commenter there is no need to print multiple copies.

From: Dr. Erika Mason, DDS <dremason@gmail.com>
Sent: Wednesday, March 17, 2021 10:30 AM

To: sandra.reen@dhp.virginia.gov

Subject: Board Meeting / Public Comment

Good morning Sandy, I briefly spoke to Dr. Perry Jones this morning and he said I needed to contact YOU directly.

I'needed to contact you anyway to see if I could get on the docket for the 3-5 min comment time in regards to the AASM
letter sent to the board.

I wanted to make sure (and I have attached it to this email) that the Board of Dentistry has read the paper that was

referenced by the AASM. 1 am disappointed that they did not include that with their letter (maybe they did but my guess
was that they did not!). If the Board is going to have any discussion about what the AASM is proposing- I feel it is
imperative for the Board to read and understand the position paper by the AADSM. Once they read it they should fully

understand that the AADSM is NOT asking to diagnose OSA ... that is a blatant claim that is not correct. The AADSM is

wanting to be collaborative in working with Sleep Physicians and the medical community for the betterment of our
patients.

If you would place me on the docket but if there is any way that the Board members could be able to be familiar with the
paper written by the AADSM it would be so helpful in what some of the dentists that is on the docket to speak can make
the point they are trying to make within that 3-5 minute time frame more meaningful.

Thank you for your assistance with this matter. I

f you need to contact me - my information is below. I look forward to
addressing the Board on Friday.

Best Regards, Dr. Erika Mason

Erika C Mason DDS,
Diplomate-ABDSM

Diplomate-ACSDD
www.sleepbetterva.com
804-745-0624 fax 804-410-4611

-@ AADSM Position Paper on HSAT.pdf
811K

58
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It is the position of the American Academy of Dental Sleep Medicine (AADSM) thatitis

within the scope of practice for a qualified dentist, defined by the American Dental
Association (ADA) as a dentist treating sleep-elated breathing disorders who continually updates his or her knowledge and

training of dental sleep medicine with related continuing education, to order or administer home sleep apnea tests (HSATs). Data
from HSATs should be interpreted by a licensed medical provider fo

r initial diagnosis and verification of treatment efficacy.
Historically, state dental practice acts have not addressed the dentist’s role in using HSATs.
(https://www.aadsm.org/home_sleep_apnea_tests.php) It is commonly understood that practice acts are intentionally broad in
nature. They tend to be more specific only when prohibiting a practice or use of equipment. Based on this, it is the AADSM's
interpretation that it is within the scope of practice for dentists to order and administer HSATs in states where it is not
specifically prohibited. For the few states where the use of HSATs is prohibited, dentists should abide by state guidance. The
AADSM maintains a list of these states on its website and will be actively encouraging them to reconsider their policies.’

There are other medical conditions for which dentists order and dispense medical tests. Dentists screen and perform biopsies for
oral cancer. Dentists routinely administer oxygen and anesthesia and prescribe drugs, including controlled substances. In some
states, dentists with training provide flu vaccinations. Dentists also routinely take blood pressure and some test hemoglobin A1C

levels. Given the public burden of obstructive sleep apnea (OSA), dentists must embrace that it is within their scope of practice to
order and administer HSATs.

in 2016, the American Academy of Sleep Medicine commissioned a report from Frost & Sullivan.2 This report indicates that there
were 29.4 million adults with obstructive sleep apnea, and in 80% of that group the condition was undiagnosed - costing the
United States approximately $149.6 billion per year. The same report indicated that OSA Is also linked to oomorbidltiessgmmtai



health, productivity, and accidents. it goes on to further explain that the most significant barrier to treatment of 0SA is patients’
disregard of symptoms and their failure to report them to primary care physicians and that once an individual is screened or
informed about OSA, a significant financial and personal time investment is often necessary to address the problem. New
studies published in 2019 indicate that approximately 54 million adults in the United States have sleep apnea.? If 80% of these
adults also have undiagnosed OSA, there could be as many as 43 million adults with undiagnosed OSA.

In 2017, the ADA recognized that dentists should play an essential role in addressing the public burden of 0SA 4 In their policy,
the ADA suggests that all dentists screen patients for OSA as part of a comprehensive medical and dental history and refer as

needed to the appropriate physicians for diagnosis. The policy indicates that dentists may use HSATSs to define the optimal
target position of the mandible.

By building on the ADA policy and recognizing that qualified dentists have the training and education necessary to order or
administer HSATs, qualified dentists can provide a more streamlined and cost-effective mode! of care. A short algorithm -
outlining this model of care is shown in Figure 1. Communication and collaboration with physicians are key in this process. in
this model of care, qualified dentists screen patients for sleep apnea. If patients are at risk and appropriate candidates for HSAT,
the qualified dentist orders or administers the HSAT directly from his or her practice. Patients complete the HSAT. Pertinent
patient information and HSAT data are provided to a physician for diagnosis, and, if appropriate, the physician prescribes an oral
appliance. The qualified dentist then determines whether the patient is a suitable candidate, and then fabricates and delivers the
appliance. After the appliance is at the appropriate therapeutic position, the qualified dentist once again orders or administers
the HSAT. Pertinent patient information and HSAT data are shared with the physician who verifies treatment efficacy.

Figure 1
Model of Care
(more...) (https://www.aadsm.org/docs/Schwartz_lssue_7.4_Figure_1 -pdf)

This model of care achieves several outcomes:

1. Dentists identify patients at risk for sleep apnea.

2. The process of obtaining a diagnosis for sleep apnea requires fewer appointments, reducing expenses and patient
inconvenience while increasing the likelihood of treatment if sleep apnea is diagnosed in a patient.

3. The workload of primary care physicians and board-certified sleep medicine physicians related to ordering and dispensing
HSATs Is reduced, allowing them to better allocate their resources to the diagnosis and treatment of sleep disorders,

4. The diagnosis of medical diseases and verification of treatment efficacy remains the responsibility of the medical provider.

With the public burden of OSA and technologic advances, new models of care are being implemented at a rapid pace. Patients
can now purchase HSATs directly from online sources. it is hard to find an argument against allowing a qualified dentist who will

collaborate directly with patients’ physicians when patients can order the test directly from the Internet, entirely bypassing their
health care providers.

As health care providers who live by the ethical code of “do no harm® and understand the harmful consequences of OSA, we owe
it to the public to implement models of care that reduce bariers to dia

gnosis and treatment, ensure that sleep apnea is
diagnosed and treatment efficacy is verified by physicians, and maximize the training and skills of qualified dentists.
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Commonwealth of
) V| rgini a Lee, Donna <donna.lee@dhp.virginia.gov>

Fwd: FW: Public Comments for March 19 Meeting
1 message

Lee, Donna <donna.lee@dhp.virginia.gov> Thu, Mar 18, 2021 at 11:38 AM
To: Donna Lee <donna.lee@dhp.virginia.gov>

From: David Schwartz <dschwartz@aadsm.org>

Sent: Thursday, March 18, 2021 11:15 AM

To: sandra.reen@dhp.virginia.gov

Cc: Becky Roberts <broberts@aadsm.org>; Coreen Vick <cvick

@aadsm.org>; Matthew Glans <mglans@aadsm.org>
Subject: Public Comments for March 19 Meeting

Good morning,

Please find attached written comments regarding the letter from Dr. Kannan Ramar that is on the
agenda for the March 19 meeting of the Virginia Board of Dentistry. We believe our attached letter
summarizes our comments, so we will not need 3-5 minutes to present during the meeting. We do
plan on having representatives from the AADSM attend the public comment portion of the meeting,

so should you need us to clarify any information or if you think it would be valuable for us to
present this letter verbally, please let me know.

Kind regards,
David

David Schwartz, DDS

President

American Academy of Dental Sleep Medicine

www.aadsm.org

Phone: (630) 686-9875 | Email: dschwartz@aadsm.org

Disclaimer

https://mail.google.com/mail/u/0?ik=1472dd 1457&view=pt&search=all&permthid=thread-f%3A169458431 5287547992%7Cmsg-a%3Ar709958§13592 .12
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Augustus A. Petticolas, DDS

President

Virginia Board of Dentistry

SENT VIA EMAIL: sandra.reen@dhp.virginia.gov

Dear Dr. Petticolas:

Recently you received a letter from the American Academy of Sleep
Medicine, American Academy of Neurology, American Academy of
Otolaryngology - Head and Neck Surgery, and the American Thoracic
Society urging you to declare that ordering and administering home

sleep apnea tests (HSATSs) is outside the scope of practice for dentists in
your state.

The claim in the letter is that the American Academy of Dental Sleep
Medicine (AADSM) position statement encourages the use of HSATSs by
dentists for the diagnosis of obstructive sleep apnea (OSA). Our position

(Attachment A) contains no such claim. Rather, our position affirms a
collaborative care model in which:

* Dentists must be trained in dental sleep medicine to order or
administer HSATS.

Licensed medical providers are responsible for initial diagnosis and
verification of treatment efficacy.
¢ Trained dentists must communicate and collaborate with

physicians to determine a mutually agreed criteria for identifying
patients who are candidates for HSATS.

Our position statement outlines a model of care in which trained
dentists utilize their knowledge and developed patient relationships to
work in concert with physicians to help the 43 million Americans
suffering from undiagnosed OSA navigate a pathway to diagnosis and
treatment. Rather than encouraging dentists to diagnose OSA, our
position is in fact intended to dissuade dentists from using HSATs if
they are not trained or working in collaboration with physicians.

While the definition of ordering a test is universal across medicine and
dentistry, the definition of administering a test can vary considerably.
Administering a HSAT involves providing the test to the patient along

with instructions for use; the patient is responsible for attaching sensors
at home prior to bedtime.
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It is important to clarify that both the American Dental Association’s policy statement
(Attachment B) and the American Association of Orthodontics’ white paper (Attachment C)
support dentists using a comprehensive medical and dental history and clinical examination

to screen for OSA and state that trained dentists may use HSATs (commonly referred to as
portable monitors) for the titration of oral appliances.

These papers were established prior to the publication of our position statement and offer a
foundation for our collaborative care model. We have shared our position statement with
both organizations, as well as with the American Association of Dental Boards.

The AADSM believes that every patient is entitled to effective treatment for OSA. We also
believe that dentists and physicians need to have the ability to develop a practice model that
works best for the patients in their community. In many communities, the agreed upon

practice model involves the trained dentist ordering or administering HSATSs for appropriate
patients during certain points of the care continuum.

Dentistry provides a valuable resource for so many aspects of our health care system, and
dentists are an essential resource in helping to get more patients access to treatment for OSA.

Should you have any questions about our position, please do not hesitate to reach out via

email to dschwartz@aadsm.org.

Sincerely,

David Schwartz, DDS
President
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American Academy of Dental Sleep Medicine Position on the Scope
of Practice for Dentists Ordering or Administering Home Sleep

Apnea Tests

David Schwartz, DDS'; Michael Adame, DDS? Nancy Addy, DDS® Michelle Cantwell, DMD*,
Paul Jacobs, DDS?; Mitchell Levine, DMDS; Kevin Postol, DDS®; Rosemarie Rohatgi, DMD1°

"North Shore Family Dentistry, Skokie, IL; 2Adame Dental Sleep Medicine;
Leawood, KS; *Wellspan Pulmonary and Sleep Medicine, Lancaster, PA;
Dentistry, Universite de Montreal, Montreal, Canada; "Upper Peninsula Sleep Dentistry, Escabana, MI:

University of Tennessee Health Science Center, Me

; James Hogg, DDSS; Nelly Huynh, PhD;

3Snoring and Sleep Apnea Dental Treatment Center,
°Carolina Smiles Family Dentistry, Brevard, N C; SFaculty of
®Department of Orthodontics,

mphis, Tennessee, °Sleep Disordered Dentistry, Ballwin, Missouri ;1°San Diego

Sleep Therapy, San Diego, CA

It is the position of the American Academy of Dental
Sleep Medicine (AADSM) that it is within the scope of
practice for a qualified dentist, defined by the American
Dental Association (ADA) as a dentist treating sleep-
related breathing disorders who continually updates his or
her knowledge and training of dental sleep medicine with
related continuing education, to order or administer home
sleep apnea tests (HSATs). Data from HSATs should be
interpreted by a licensed medical provider for initial
diagnosis and verification of treatment efficacy.

Historically, state dental practice acts have not
addressed the dentist’s role in using HSATs. It is
commonly understood that practice acts are intentionally
broad in nature. They tend to be more specific only when
prohibiting a practice or use of equipment. Based on this,
it is the AADSM’s interpretation that it is within the scope
of practice for dentists to order and administer HSATs in
states where it is not specifically prohibited. For the few
states where the use of HSATs is prohibited, dentists
should abide by state guidance. The AADSM maintains a
list of these states on its website and will be actively
encouraging them to reconsider their policies. !

There are other medical conditions for which dentists
order and dispense medical tests. Dentists screen and
perform biopsies for oral cancer. Dentists routinely
administer oxygen and anesthesia and prescribe drugs,
including controlled substances. In some states, dentists
with training provide flu vaccinations. Dentists also
routinely take blood pressure and some test hemoglobin
A1C levels. Given the public burden of obstructive sleep
apnea (OSA), dentists must embrace that it is within their
scope of practice to order and administer HSATs.

In 2016, the American Academy of Sleep Medicine
commissioned a report from Frost & Sullivan.? This report
indicates that there were 29.4 million adults with
obstructive sleep apnea, and in 80% of that group the
condition was undiagnosed - costing the United States
approximately $149.6 billion per year. The same report

Journalof Dental Sleep Medicine

indicated that OSA is also linked to comorbidities, mental
health, productivity, and accidents. It goes on to further
explain that the most significant barrier to treatment of
OSA is patients’ disregard of symptoms and their failure to
report them to primary care physicians and that once an
individual is screened or informedabout OSA, a significant
financial and personal time investment is often necessary
to address the problem. New studies published in 2019
indicate that approximately 54 million adults in the United
States have sleep apnea.’ If 80% of these adults also have
undiagnosed OSA, there could be as many as 43 million
adults with undiagnosed OSA.

In2017,the ADA recognized that dentistsshould play
an essential role in addressing the public burden of OSA
In their policy, the ADA suggests that all dentists screen
patients for OSA as part of a comprehensive medical and
dental history and refer as needed to the appropriate
physicians for diagnosis. The policy indicates that dentists
may use HSATs to define the optimal target position of the
mandible.

By building on the ADA policy and recognizing that
qualified dentists havethe training and education necessary
to order or administer HSATS, qualified dentists can
provide a more streamlined and cost-effective model of
care. A short algorithm outlining this model of care is
shown in Figure 1. Communication and collaboration with
physicians are key in this process. In this model of care,
qualifieddentists screen patients for sleep apnea. If patients
are at risk and approprate candidates for HSAT, the
qualified dentist orders or administers the HSAT directly
from his or her practice. Patients complete the HSAT.
Pertinent patient information and HSAT data are provided
to a physician for diagnosis, and, if appropriate, the
physician prescribes an oral appliance. The qualified
dentist then determines whether the patient is a suitable
candidate, and then fabricates and delivers the appliance.
After the appliance is at the appropriate therapeutic
position, the qualified dentist once again orders or

Vol. 7, Ig§ 2020
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administers the HSAT. Pertinent patient information and
HSAT data are shared with the physician who verifies
treatment efficacy.

This model of care achieves several outcomes:

1. Dentists identify patients at risk forsleep apnea.

2. The process of obtaining a diagnosis for sleep
apnea requires fewer appointments, reducing
expenses and patient inconvenience while
increasing the likelihood of treatment if sleep
apnea is diagnosed in a patient.

3. The workload of primary care physicians and
board-certified sleep medicine physicians related
to ordering and dispensing HSATSs is reduced,
allowing them to better allocate their resources to
the diagnosis and treatment of sleep disorders.

4. The diagnosis of medical diseases and verification

of treatment efficacy remains the responsibility of
the medical provider.

With the public burden of OSA and technologic
advances, new models of care are being implemented at a
rapid pace. Patients can now purchase HSATs directly
from online sources. It is hard to find an argument against
allowing a qualified dentist who will collaborate directly
with patients’ physicians when patients can order the test
directly from the Internet, entirely bypassing their health
care providers,

As health care providers who live by the ethical code
of “do no ham” and understand the harmful consequences
of OSA, we owe it to the public to implement models of
care that reduce barriers to diagnosis and treatment, ensure
that sleep apnea is diagnosed and treatment efficacy is
verified by physicians, and maximizethe training and skills
of qualified dentists.

Journalof Dental Sleep Medicine

- Schwartz
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: The Role of Dentistry
in the Treatment of Sleep Related Breathing Disorders

Adopted by ADA’s 2017 House of Delegates

Sleep related breathing disorders (SRBD) are disorders characterized by
patterns. SRBDs are potentially serious medical conditions caused b
altered respiratory control mechanisms. Common SRBDs include snoring, upper airway resistance
syndrome (UARS) and obstructive sleep apnea (OSA). OSA has been associated with metabolic,
cardiovascular, respiratory, dental and other diseases. In children, undiagnosed and/or untreated OSA

can be associated with cardiovascular problems, impaired growth as well as learning and behavioral
problems.

disruptions in normal breathing
y anatomical airway collapse and

Dentists can and do pla

y an essential role in the multidisciplinary care of patients with certain sieep
related breathing disord

ers and are well positioned to identify patients at greater risk of SRBD. SRBD can
be caused by a number of multifactorial medical issues and are therefore best treated through a

collaborative model. Working in conjunction with our colleagues in medicine, dentists have various
methods of mitigating these disorders. In children, the dentist's recognition of suboptimal early
craniofacial growth and development or other risk factors may lead to medical referral or
orthodontic/orthopedic intervention to treat and/or prevent SRBD. Various surgical modalities exist to treat
SRBD. Oral appliances, specifically custom-made, titratable devices can improve SRBD in aduit patients
compared to no therapy or placebo devices. Oral appliance therapy (OAT) can improve OSA in adult
patients, especially those who are intolerant of continuous positive airway pressure (CPAP). Dentists are
the only health care provider with the knowledge and expertise to provide OAT.

The dentist’s role in the treatment of SRBD includes the following:

* Dentists are encouraged to screen patients for SRBD as part of a comprehensive medical
and dental history to recognize symptoms such as daytime sleepiness, choking, snoring or

‘witnessed apneas and an evaluation for risk factors suc 12s obesity; retrognathia, or

nsion: If fisk for SRBD is determined, these patients should be referred; as needed, to

‘appropriate physicians for proper diagnosis.

Nt

the

¢ Inchildren, screening through history and clinical examination may identify signs and
symptoms of deficient growth and development, or other risk factors that may lead to airway
issues. If risk for SRBD is determined, intervention through medical/dental referral or

evidenced based treatment may be appropriate to help treat the SRBD and/or develop an
optimal physiologic airway and breathing pattern.

* Oral appliance therapy is an appropriate treatment for mild and moderate sleep apnea, and
for severe sleep apnea when a CPAP is not tolerated by the patient.

»  When oral appliance therapy is prescribed by a physician through written or electronic order
for an adult patient with obstructive sleep apnea, a dentist should evaluate the patient for the

appropriateness of fabricating a suitable oral appliance. If deemed appropriate, a dentist
should fabricate an oral appliance.

¢ Dentists should obtain appropriate
treatment plan, all available o
appliance longevity.

patient consent for treatment that reviews the proposed
ptions and any potential side effects of using OAT and expected

* Dentists treating SRBD with OAT should be capable of recognizing and managing the
potential side effects through treatment or proper referral.
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Dentists ‘who provide OAT to patients should monitg
|t JLCH L

adjust the Oral Appliance (OA) for
: @;té

atme -outcc

Surgical procedures may be considered as a secondary treatment for OSA when CPAP or
OAT is inadequate or not tolerated. In selected cases, such as patients with concomitant
dentofacial deformities, surgical intervention may be considered as a primary treatment.

Dentists treating SRBD should continually update their knowledge and training of dental
sleep medicine with related continuing education.

Dentists should maintain regular communications with the patient’
other healthcare providers to the patient’
up treatment.

s referring physician and
s treatment progress and any recommended follow-

Follow-up sleep testing by a physician should be conducted to evaluate the improvement or

confirm treatment efficacy for the OSA, especially if the patient develops recurring OSA
relevant symptoms or comorbidities.
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both in screening for obstructive sleep apnea (OSA)
and as a practitioner who may be valuable in the multi-
disciplinary management of OSA in both children and
adults. As experts in the science of facial growth and
development, combined with our knowledge of oral de-
vices, orthodontists are well suited to collaborate with
physicians and other allied health providers in the treat-
ment of OSA.

Although OSA can be definitively diagnosed onlybya
physician, the orthodontist may be called on to screen for
OSA, contribute to the identification of underlying dento-
facial components, and assist the physician in managing
the disease. As such, the orthodontist is not able to
manage this care alone, and a cooperative shared effort
between the orthodontist and other medical professionals
is preferred to optimize care of patients with OSA.

Patients with suspected OSA may come to the ortho-
dontist in several different ways. A patient who has been
medically diagnosed with OSA may be referred to the
orthodontist by a physician who prescribes an oral appli-
ance or suggests orthodontic or orthopedic therapy to
assist in the management of the OSA. Other patients or
caregivers may present to the orthodontist with concerns
about breathing during sleep. In addition, patients may
present to the orthodontist unaware of their OSA, and
orthodontic screening may reveal the need for further
evaluation by a physician.

In November 2017, the Board of Trustees of the
American Association of Orthodontists (AAO) tasked a
panel of medical and dental experts in sleep medicine
and dental sleep medicine to create a document

13
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designed to offer guidance to practicing orthodontists
on the suggested role of the specialty of orthodontics
in the management of OSA. The panel completed an
exhaustive review of the available literature as well as
contributed their own personal expertise gleaned from
managing these patients in both academic centers and
within private practice settings. In considering the liter-
ature, it was obvious that there is broad interest in OSA,
as evidenced by the development of guidelines for the
consideration and treatment of OSA around the world
and involving many different communities. The topic
has been covered by physicians, dentists, and scientists
from a variety of organizations, including the American
Dental Association, American Academy of Dental Sleep
Medicine, American Academy of Sleep Medicine, Euro-
pean Respiratory Society, Australian Dental Association,
American Association of Oral and Maxillofacial Sur-
geons, American College of Prosthodontists, American
Academy of Pediatric Dentistry, Canadian Dental Sleep
Medicine, Canadian Thoracic Society, American Acad-
emy of Pediatrics, and U.S. Preventative Respiratory
Society, among others.

However, the Task Force could not identify any
formal OSA guidance for orthodontists. This was surpris-
ing because orthodontists have specialized knowledge,
skill, and experience that would be beneficial in the
management and care of patients with OSA. In addition,
orthodontists typically have a broad patient population
(children, adolescents, and adults), with contact main-
tained over a long period of time. Moreover, orthodon-
tists have a long and productive history of working with
others in medicine and dentistry to provide collaborative
care for patients with special needs (eg, cleft lip and
palate, craniofacial syndromes, complex restorative
cases, orthognathic surgery).

Given that OSA can be a serious, even life-threatening,
disorder and the quality of patient management and care
that can be provided by orthodontists, the Task Force
determined that it was very important to develop specific
recommendations that would be useful to an orthodon-
tist in practice. The following represents a summary of
their findings and recommendations.

ADULT OSA

Sleep-related breathing disorders (SRBDs) constitute
a diagnostic category of disease that encompasses
obstructive phenomena, including primary snoring,
upper airway resistance syndrome, and OSA, along
with the related entities of central sleep apnea and
sleep-related hypoventilation. This document focuses
on OSA, beginning with this section on the adult patient
(ie, 18 years of age or older). Clinical concerns for other
forms of SRBD and additional types of sleep disorders

(eg, insomnia, central disorders of hypersomnolence,
circadian thythm sleep-wake disorders, sleep-related
movement disorders, and parasomnias), if identified,
should be referred to a physician for evaluation and
treatment; a sleep medicine physician is preferred.

Etiology

Obstructive sleep .apnea occurs as a function of
increased collapsibility of the upper airway. The pharyn-
geal citical closing pressure (Pcrit) is the pressure at
which the upper airway collapses. This collapsibility is
influenced further by impaired neuromuscular tone.
Respiratory effort increases to maintain airflow through
a constricted airway, accompanied by relative increase in
serum carbon dioxide (hypercarbia) and decrease in
serum oxygen (hypoxemia). The increased work of
breathing causes a cortical arousal from sleep, which
in turn raises sympathetic neural activity, leading to
increased heart rate and blood pressure and a tendency
for cardiac arthythmia. With the cortical arousal from
sleep comes an increase in airway patency and resump-
tion of normal airflow, with subsequent return to sleep
and recurrence of sleep-related upper airway collaps-
ibility. This disruption in breathing may occur multiple
times per hour for the entire duration of the patient’s
sleep.

The complexity of OSA is exemplified by its multifac-
torial etiology. Such etiologies involve the craniofacial
structures, neuromuscular tone, and other related fac-
tors. Collapsibility of the upper airway is influenced
further by hormonal fluctuation (eg, pregnancy or
menopause), obesity, rostral fluid shifts, and genetic
predisposition that influences craniofacial anatomy.
OSA severity is heterogeneous among patients with the
disorder. This wide range of presentation leads to varia-

tions in management approach and differences in treat-
ment response.

Prevalence

Estimates of the prevalence of OSA in adults vary in
the literature; OSA is commonly thought to involve
14% of men and 5% of women. Prevalence rates are
higher in certain populations, such as obese patients
considered for bariatric surgery and post-stroke patients.
Underrecognition of OSA likely leads to underdiagnosis
and a false reduction of the true prevalence of disease.

Risk factors

Individuals with certain characteristics appear to be
predisposed to OSA. Conditions that may be risk factors
for the development of OSA in adults include obesity
(body mass index [BMI] =30 kg/m?), menopause, male




sex, and increasing age. Genetic influences on crariofa-
cial structure leads to higher OSA prevalence in certain
ethnic groups that have been studied. Some genetic
syndromes, particularly those with associated craniofa-
cial anomalies, also are associated with an increased
risk of OSA.

Craniofacial morphologies that may predispose to
OSA include retrognathia, long and narrow faces, doli-
chocephalic facial type, narrow and deep palate, steep
mandibular plane angle, anterior open bite, midface
deficiency, and lower hyoid position. 1t should be noted,
however, that the strength of the relationship between

these craniofacial morphologies and the development
of OSA is not well established.

Symptoms

Patients with OSA often have a history of snoring,
gasping respiration or choking, and witnessed pauses
in breathing (apneas) during sleep. Common clinical
symptoms of untreated OSA include frequent noctumnal
awakenings, nonrestorative sleep, moming headaches,
and excessive daytime sleepiness. Patients with OSA
often describe difficulty with attention and concentra-
tion, mood disturbance, and difficulty controlling other

medical comorbidities such as diabetes mellitus, hyper-
tension, and obesity.

Diagnosis

Diagnostic confirmation of OSA is performed by a
sleep medicine specialist with the use of the gold stan-
dard of an in-center overnight sleep study (polysomnog-
raphy [PSG]) or out-of-center sleep testing (OCST) for
appropriately selected patients. Home sleep apnea
testing (HSAT) is a type of OCST. Attended PSG includes
at least 7 channels of recording, including electroen-
cephalography (EEG), electrocardiography, and moni-
toring of sleep, airflow through the nose and mouth,
pulse oximetry, respiratory effort, and leg movement.
HSAT includes 4-7 channels. 1t is important to note
that HSAT typically does not include EEG monitoring
of sleep. _

According to the Interational Classification of Sleep
Disorders,” OSA can be diagnosed by either of 2 sets of
criteria. The first set of diagnostic criteria for OSA in-
cludes the presence of at least 1 of the following: (1)
the patient has sleepiness, nonrestorative sleep, fatigue,
or insomnia symptoms, (2) the patient wakes with breath
holding, gasping, or choking, (3) a bed partner or other
observer reports habitual snoring, breathing interrup-
tions, or both during the patient’s sleep, and (4) the

patient has been diagnosed with hypertension, a mood
disorder, cognitive dysfunction, coronary artery disease,
stroke, congestive heart failure, atrial fibrillation, or type
2 diabetes mellitus; and polysomnography or OCST
shows at least 5 predominantly obstructive events
(obstructive or mixed apneas, hypopneas, or respiratory
effort-related arousals (RERAs) per hour of sleep during
a PSG or per hour of monitoring on OCST.

In the second criteria, OSA can be diagnosed if PSG or
OCST shows 15 or more predominantly obstructive
events (obstructive or mixed apneas, hypopneas, or RE-
RAs per hour of sleep during a PSG or per hour of moni-
toring on OCST). Examples of apnea and hypopnea are
presented in Appendix 1.

A few different terms are used in the classification
of OSA. The respiratory disturbance index (RDY) in-
cludes the number of apneas, hypopneas, and RERAs
per hour of sleep. The apnea-hypopnea index (AHY) in-
cludes the number of apneas and hypopneas per hour
of sleep. Thus, a patient’s RDI may be higher than
the AHL. Some publications refer to AHI and others
RDI, so it is important for clinicians and researchers
to understand the difference between these 2 measure-
ments. Compared with PSG, OCST often underesti-
mates the frequency of obstructive events per hour
because OCST typically does not measure total sleep
time as determined by EEG. The respiratory event index
can be used to indicate the frequency of respiratory

events based on total recording time (rather than total
sleep time).

Severity

Severity of obstructive sleep apnea is classified based
on the AHI or RDI per hour; categories are mild (AH1
or RDI =5 and <15), moderate (AHI or RDI =15 and
<30), and severe (AH1 or RDI =30). The minimum oxy-
gen saturation also should be considered when making
clinical assessment of the magnitude of OSA, although
there are no consensus classifications for the severity
of oxygen desaturation.

Significance

Untreated OSA can lead to many serious conse-
quences. Excessive daytime sleepiness increases the risk
of motor vehicle accidents and diminishes quality of
life. Neurocognitive impairment leads to decreased
scholastic and occupational performance. Chronic inter-
mittent hypoxemia and heightened sympathetic neural
activity, endothelial damage, and heightened inflamma-
tion are related to metabolic dysfunction and end-organ




sequelae. Untreated OSA increases risk of insulin resis-
tance, coronary artery disease, congestive heart failure,
myocardial infarction, hypertension, stroke, cardiac
arrhythmia, and sudden cardiac death.

ROLE OF ORTHODONTICS IN ADULT OSA

The orthodontist is well positioned to perform an
OSA screening assessment and refer at-risk patients for
diagnostic evaluation. Once the diagnosis of OSA is
confirmed, physicians (and advanced practice providers
supervised by physicians) may prescribe orthodontic ap-
pliances or procedures in appropriately selected adult
patients as part of 0SA management.

Orthodontists should be familiar with the signs and
symptoms of OSA in adult patients. Thorough history
taking is critically important to establish the presence
of preexisting conditions, a basis for a diagnosis, the
need for referral, and a baseline for evaluating the effects
of treatment. Orthodontists also should include assess-
ment of a patient’s height, weight, and neck size to
screen adult patients for OSA.

The following items should be considered when con-
structing a health history that is sensitive to OSA: a pre-
vious diagnosis of OSA, excessive daytime sleepiness,*
a previous diagnosis of other forms of SRBDs, fatigue
during the day, height,* choking or gasping respirations
during sleep, weight,* habitual or loud snoring,” sex,*
observed episodes of pauses in breathing,* age,* abrupt
awakening and shortness of breath, high blood pres-
sure,* awakening with dry mouth or sore throat, mouth
breathing, moming headaches, menopause, difficulty
staying asleep, alterations in performance, enuresis or
unexplained nocturia, disordered mood, attention, or
memory problems, restlessness during sleep, sweating,
nasal obstruction, bruxism, type 2 diabetes, and neck

circumference (*component of the STOP-Bang ques-
tionnaire; see next section).

In adults, a validated tool for OSA risk assessment is
the STOP-Bang questionnaire (Appendix 11),>* which
asks yes or no questions based on its acronym: snoring
(S), tiredness (T), observed pauses in breathing (0),
high blood pressure (P), BMI >35 kg/m?® (B),
age >50 years (A), neck circumference of =17 inches
in men, or =16 inches in women (N), and male gender
(G). A patient is considered to be at low risk for OSA if
the questionnaire has no more than 2 “yes” answers,
at intermediate risk if here are 3 or 4 “yes” answers,
and at high risk if there are 5 or more “yes” answers,

The patient is considered at high risk also if there are
2 “yes” answers from the STOP section, combined with
either male gender, high BMI, or large neck size. Using
a cutoff score of =3 to detect any OSA (AHI >5), mod-
erate to severe OSA (AH1 >15), and severe OSA (AHI
>30), the sensitivities were 849, 93%, and 100% and
specificities 56%, 43%, and 37%, respectively.® The
STOP-Bang questionnaire has a high sensitivity foriden-
tifying patients with moderate to severe OSA. This sensi-
tivity gives the practitioner an excellent tool for
identifying patients who have the condition. This ques-
tionnaire can.be completed in a few minutes as part of
an orthodontist’s workflow.

The clinical examination is an important part of the
screening process. In addition to regular orthodontic
screening, the orthodontist can use the modified Mal-
lampati (MM) classification to describe the patency of
the oral airway (Appendix 1M).>'" Three steps are
followed to determine the MM dlass: step 1, patients
are asked to take a seated or supine position; step 2,
patients are askéd to protrude their tongue as far .
forward as they can without emitting a sound; and
step 3. The examiner observes the relationship between
the palate, tongue base, and other soft tissue
structures to determine the MM classification defined
as class 1, soft palate, fauces (the arched opening at
the back of the mouth leading to the pharynx), uwula,
and tonsillar pillars are visible; class 1, soft palate,
fauces, and uvula are visible; dlass M, soft palate and
base of uvula are visible; and class 1V, soft palate is
not visible,

This clinical assessment framework can help ortho-
dontists identify patients who may be at risk for upper
airway obstruction during sleep. 1t should be noted
that the MM class may vary over the course of 2 preg-
nancy, so the MM class may need to be reassessed at
various times during pregnancy. The MM dlassification
isa helpful part of the OSA screening process; it should
not, however, be used in isolation to predict OSA pres-
ence or severity.

Many other OSA screening questionnaires have been
developed and studied in various populations, with
wide-ranging specificities and sensitivities. The Epworth
Sleepiness Scale (Appendix 1V)'? asks patients to self-
rate their level of sleepiness in 8 different sedentary sit-
uations. The Epworth Sleepiness Scale may be used to
gauge or track symptomatic impairment (or response
to treatment). However, it is not a screening tool for
OSA, because it detects abnormalities in level of daytime
sleepiness regardiess of the cause of sleepiness,




Practitioners also may find the Friedman tongue clas-
sification system (Appendix V),”* the Kushida index, '
and the Berlin Questionnaire for Sleep Apnea'® useful.
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The use of imaging in the assessment of OSA is often
limited ina typical orthodontic setting. Conventional ceph-
alometric images are dimensionally limited. Therefore,
airway imaging with the use of a lateral cephalogram
does not portray mediolateral information in the oropha-
ryngeal airway and may give misleading information as
to the volume and minimal cross-sectional area.

Cone-beam computed tomographic (CBCT) images
have been shown to be useful in diagnostic and morpho-
metric analysis of the hard and soft tissues in routine or-
thodontic treatment, but they have certain limitations
regarding the diagnosis of OSA. CBCT provides no infor-
mation on neuromuscular tone, susceptibility to collapse,
or actual function of the airway. There are significant po-
sitional and functional differences when the patient is
asleep versus awake. 1t is a snapshot of a specific moment
of the breathing cycle. In addition, there is currently no
minimal cross-sectional area or volume of the airway
that has been validated as a minimal threshold level at
which an individual is at higher risk of having OSA.
Thus, orthodontic records may be taken by the orthodon-
tist, but currently no radiographic methods have been re-
ported to have high enough sensitivity or specificity to
serve as a risk assessment tool for OSA.

Three-dimensional imaging of the airway should not
be used to diagnose sleep apnea or any other SRBDs,
because such imaging currently does not represent a
proper risk assessment technique or screening method.
On the other hand, 3-dimensional imaging of the airway,
when available, may be used for monitoring or treatment
considerations. If radiographic records are taken as part
of orthodontic diagnosis and treatment planning, the

airway and surrounding structure should be analyzed
comprehensively.

DIAGNOSIS AND TREATMENT PLANNING IN ADULT
OSA

Obstructive sleep apnea and other SRBDs can be
definitively diagnosed -only by a physician. 1t is not in
the scope of the orthodontist or any other dentist to
definitively diagnose OSA or any other SRBD. If the pa-
tient is found to have OSA, the physician will prescribe
the appropriate course of action; the orthodontist
should consider working in a collaborative way with
the physician, providing related orthodontic treatment
when necessary and when it does not interfere with
medical treatment.
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The OSA treatment plan should be based on careful
consideration of the patient’s individual needs and
treatment goals. If the treatment plan involves ortho-
dontics, a plan for treatment, monitoring, and long-
term follow-up care should be developed by all
practitioners involved. Care should be coordinated via
communication between the orthodontist and any other
practitioners participating in the treatment of the pa-
tient. 1t is recommended that treatment and Mmanage-
ment of OSA not take place without a referral from a
physician (or provider supervised by a physician).

TREATMENT OF OSA IN ADULTS BY PHYSICIANS
AND SURGEONS

Positive airway pressure (PAP) therapy is the gold
standard treatment for OSA in adults. PAP acts as a
pneumatic splint that maintains patency of the upper
airway. PAP is delivered through a mask interface as
either continuous positive airway pressure (CPAP), bile-
vel positive airway pressure (BPAP), or autotitrating pos-
itive airway pressure (APAP). Of note, CPAP and BPAP
devices are available in conventional and autotitrating
modes. CPAP use can decrease OSA-related cognitive
impairment along with improving objective and subjec-
tive measures of sleepiness, particularly in patients with
severe OSA (AHI =30/h)."® BPAP may be used for pa-
tients with OSA who are intolerant of CPAP or those
who have other forms of SRBDs (eg, sleep-related hypo-
ventilation). APAP may be considered for patients with
OSA who do not have contraindications to APAP use
(eg, congestive heart failure, lung disease such as chronic
obstructive pulmonary disease, obesity hypoventilation
syndrome, or central sleep apnea).

Studies on PAP nonadherence report wide-ranging
results. Although definitions of nonadherence vary
across studies, a common definition of PAP nonadher-
ence is mean use <4 hours per night. Estimates of
PAP nonadherence range from 29% to 83%.''® Early
adherence to PAP use predicts longer-term PAP use; a
study of 100 patients started on CPAP showed that
CPAP use for at least 4 hours per night 3 days after start-
ing therapy was predictive of CPAP adherence 30 days
after treatment initiation.'® Factors that affect PAP
adherence include OSA severity, ability to tolerate the
prescribed pressure setting, mask fit, spousal support,
and other psychologic and social influences.'?

Other treatment options include positional therapy
(avoidance of sleeping on back) and long-term weight
reduction as indicated. Nasal congestion and allergic
thinitis may be managed with the use of nasal steroids
and other oral medications as indicated. For some pa-
tients, nasal surgery may be performed as adjunctive
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therapy to decrease intranasal resistance and facilitate
better adherence to PAP therapy. For selected patients,

multilevel surgery including nasal and palatal surgery

with or without mandibular surgery, genioglossus
advancement, and hyoid suspension may be considered.
Other soft tissue surgeries might be indicated that
involve the tonsils, adenoids, frena, and tongue. Hypo-
glossal nerve stimulation addresses the impaired neuro-
muscular tone in OSA and may be considered in certain
patients with OSA.

ORTHODONTIC MANAGEMENT IN ADULT OSA

After diagnosis of OSA by a physician, a patient may
be referred to (or back to) an orthodontist for one or
more types of care.

Informed consent

Before initiating care, informed consent appropriate
to OSA must be obtained before any treatment is pro-
vided. The proposed treatment plan should be described
in detail, and treatment altematives also should be dis-
cussed. The orthodontist should describe the benefits,
risks, short- and long-term side-effects, and complica-
tions that might arise. The need for compliance,
long-term monitoring, and follow-up care should be
discussed. An estimate of the nightly duration of oral
appliance (OA) therapy use should be provided, and a
realistic estimate of the probability of success with the
treatment protocol should be presented. Given the
serious nature of untreated OSA, it is recommended

that the orthodontist carefully document the informed
consent process.

Oral appliance therapy

Oral appliances, which include both mandibular
advancing oral appliances (OAms) and tongue-
Tetaining devices, are usually effective options for OSA
management in appropriately selected patients. OAms
are intended to hold the mandible or the associated
soft tissues forward, resulting in an increased caliber of
the upper airway at the oropharyngeal level. A substan-
tial body of research supports the use of OAs for patients
with OSA. Specifically, 0As may be used for treatment of
mild to moderate OSA and for treatment of patients with
severe OSA who are unwilling or unable to use PAP ther-
apy. Published guidelines (American Academy of Sleep
Medicine/American Academy of Dental Sleep Medicine)

describe how OAs fit into the OSA management para-
dig.m.20,21

Functional appliances and OAms are considered to be
the first line of treatment for patients with OSA that pre-
fer OAs over PAP and for those patients that do not
respond to PAP therapy. Although typically well toler-
ated, it should also be noted that not all patients with
OSA respond to OAm treatment; this form of therapy
is reported to be completely effective in 36%-70% of
OSA cases.

Many types of OAs are used in the treatment 6f OSA
in adults. The appliances vary based on the coupling
design, mode of fabrication and activation, titration
capability, degree of vertical opening, lateral Jjaw move-
ment, and whether they are custom made or prefabri-

cated. Proper indications for each design should be
considered.

Oral appliance titration

Oral. appliances initially are -delivered  with  the
mandible {advanced ito a iposition ‘approximating
two-thirds of maximum protrusion. After a period of ac-
«commodation, based on subjective feedback from the
ipatient regarding their OSA symptoms andsleep quality,
the amount of protrusion can be titrated or increased
‘until optimum symptom relief is obtained. Unattended
{type 3 or 4) portable monitors may be used by the
worthodontist to help define the optimal target position
‘of the mandible. Then typically the physician involved
will request a sleep study with 1 m in place, Shou

leep study with the OAm in pl

osition £0 be subf
ﬂﬁﬁﬁmﬁ s
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the possibllity of further

Monitoring

During treatment for OSA, the patient should be
monitored, which may involve subjective reports as
well as objective observations. Reports on usage of the
OA may be obtained from the patient and bed partner
or caregiver. Compliance should be evaluated, and the
appliance should be checked for fit and comfort, the
need for titration, and the development of undesirable
side-effects. At present, most data on adherence to OA
therapy rely on subjective reports. Use of a thermal
sensor’” has been studied in an effort to have objective
measurement of OA adherence, although such measures
currently are not part of routine clinical care.

1t has been suggested that monitoring be conducted
at least once every 6 months during the first year and
then annually. Routine monitoring should result in
regular communications between the physician and




orthodontist. 1f the patient has worsening of OSA-
related symptoms, or changes to overall health, a consul-
tation with the physician is strongly recommended.

Goals of treatment

The end points of treatment include reduced or
eliminated snoring, resolution of the patient’s initial
symptoms of OSA, normalization of the AHI1, and
normalization of oxyhemoglobin saturation. No pre-
treatment risk factors have been consistently shown

to predict success for OAs in reaching treatment
goals.

Change in occlusion

Oral appliances used in sleep apnea treatment move
teeth. In the field of dentistry, orthodontists are gener-
ally considered to be the experts in the management
of malocclusion owing to their education and clinical
experience. Improved awareness of both OSA and the
effectiveness of OAs has resulted in increased numbers
of OSA patients being treated with the use of OAs by
nonorthodontists. Although successful OSA treatment
may be evident over the short term in many of these pa-
tients, nonorthodontic providers may be unaware of the
unwanted effects that OAs can have on their patient’s
occlusion over the long term. Orthodontists can be help-
ful in providing our medical and dental colleagues
valued oversight, and sometimes treatment, of unex-
pected and unwanted occlusal changes occurring with
long-~term OA wear.

Changes are progressive with ongoing OA use.
Because many patients will be treated for a pro-
tracted period, OA-generated malocclusions often
become significant over the long term and may
Tequire treatment to reverse the dentoskeletal adapta-
tions that may occur. Typical changes include a
reduction in overjet and overbite, changes in facial
height, development of anterior crossbites, and poste-
Tior open bite.

Orthodontists may be asked to assess and treat OA-
related malocclusions, a condition that has become a
more frequent occurrence in recent years. When consid-
ering treatment of these malocclusions, orthodontists
need to be aware that the patient will not be able to
wear the OA during treatment; therefore, the patient
may need to use PAP therapy during the period of ortho-
dontic care. Communication with the physician helps to
ensure that the patient’s OSA is still being managed
appropriately.

Should the patient retumn to using an OA for OSA af-
ter orthodontic treatment, then the malocclusion may
also return. Consequently, such patients often switch

to PAP therapy or may be evaluated for surgical treat-
ment options.

Maxillomandibular advancement and surgically
assisted rapid maxillary expansion

Patients who are unable to tolerate or adhere to PAP
or OA therapy with an underlying sagittal skeletal
discrepancy may be candidates for maxillomandibular
advancement (MMA) or telegnathic (>10 mm) jaw
advancement surgery. MMA is generally reserved for pa-
tients with severe OSA who are unable to tolerate PAP
therapy and patients who also have an orthodontic indi-
cation for the procedure. The severity of OSA is not the
only determinant of candidacy for MMA; these patients
often require detailed evaluation and counseling before
MMA is selected as a treatment option.

Such patients typically should proceed with routine
orthodontic  diagnosis and treatment ‘planning,
including comprehensive soft tissue facial evaluation
to assure optimal presurgical preparation and that the
surgery performed will not adversely affect facial es-
thetics. Orthodontic care is usually a beneficial adjunct
for patients to facilitate obtaining optimal occlusion
while simultaneously reducing the risk of postoperative
malocclusion. Patients with ideal or minimal Class |
malocclusion may not require extensive presurgical
orthodontics in that the 2 jaws may have a similar inter-
digitation after symmetric maxillary and mandibular
advancement. Telegnathic surgery is not recommended
for patients who are already bimaxillary protrusive;
such patients should usually be reevaluated by the
team to explore alternate treatment options. One of
the concems of telegnathic surgery in this situation in-
volves esthetics. As such, each practitioner and patient
should decide for themselves if the benefits of the sur-
gery outweigh the risks involved.

Significantly less data exist for surgically assisted
rapid maxillary expansion (SARME), which aims to cor-
rect a maxillary transverse deficiency. In OSA patients
with maxillary transverse deficiency, normalizing ' the
width of the maxilla with the use of SARME and devel-
oping a functional and esthetic occlusion with compre-
hensive orthodontic treatment afterward has been
suggested to improve PSG parameters.2>

Possible treatments on the horizon

New treatment modalities, such as mini-implant
(miniscrew or temporary anchorage device)-supported
rapid maxillary expansion, are appearing as possible al-
ternatives for SARME. However, to date there is very
limited PSG evidence for its use in the management of
OSA patients. Future studies are needed, and with time

A e o YR AT AT W s o o

S




mini-implant-supported expansion may become a
viable adjunctive form of treatment for OSA manage-
ment in adult patients.

PEDIATRIC OSA (UNDER 18 YEARS OF AGE)
Etiology

As with adult OSA, impaired neuromuscular tone un-
derlies upper airway collapsibility in children. In addition
to etiologic factors similar to those in adults, exacer-
bating factors for pediatric OSA often include Iymphoid
hyperplasia and growth-related changes in the size of
the upper airway.

As the upper airway is narrowed or completely
occluded, the patient’s effort during breathing progres-
sively increases. Owing to the airflow restriction, there is
a relative increase in serum carbon dioxide (CO,; hyper-
carbia) and decrease in serum oxygen (hypoxemia). The
escalating respiratory effort causes a cortical arousal
from sleep, which results in the upper airway opening
so that normal airflow is reestablished. Once the patient
falls back to sleep, the upper airway may collapse
again with recurrence of the above-noted process. This

breathing sequence may have significant consequences
for the child.

Risk factors

Because the obesity epidemic also affects children,
obesity is becoming a greater factor for childhood
OSA. However, because untreated OSA may contribute
to growth restriction, some children with OSA paradox-
ically may be underweight. Therefore, it is recommended
that a clinical risk assessment for OSA be performed even
in normal-weight and underweight children.

In addition, it is thought that certain craniofacial
morphologies can increase a child’s risk for having
OSA. For example, mandibular retrognathia, long and
narrow faces, narrow and deep palate, steep mandib-
ular plane angle, anterior open bite, and midface defi-
ciency may predispose a child to developing OSA.
However, the presence of OSA cannot be determined
by craniofacial morphology alone; these physical find-
ings should be interpreted in the context of the clinical
history.

Genetic syndromes that are associated with craniofa-
cial anomalies can confer an increased risk of OSA. For
example, patients with Pierre Robin sequence?®* and syn-
dromic craniosynostosis®® have a high prevalence of
OSA. Children with Down syndrome®® also have an
increased OSA prevalence. Orthodontists who care for
children with these and other genetic syndromes that
affect craniofacial morphology should pay attention to
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clinical features that may suggest the presence of un-
treated OSA.

Symptoms

Children with OSA may present with snoring, wit-
nessed apneas, and choking or gasping during sleep.
Parents or caregivers may describe that the child sleeps
in unusual positions, such as having the neck hyperex-
tended or with the head hanging off the side of the
bed, as well as appearing very restless with frequent po-
sition changes during sleep.

Some children with OSA may present with sleepiness;
those who previously had discontinued daytime
napping may resume daily or near-daily naps. In other
children, untreated OSA may manifest as hyperactivity
rather than excessive sleepiness. Whereas obesity may
be a contributor to the pathogenesis of 0SA in some
children, others may present with failure to thrive.
As such, it is recommended that the evaluation for
OSA in every child should be part of an orthodontist’s
comprehensive clinical assessment.

Diagnosis

Diagnosis of OSA in children is confirmed only by the
gold standard PSG. Diagnostic evaluation of childhood
OSA has evolved in recent years. In addition to standard
recording channels, all pediatric PSG is now conducted
with CO, monitoring. Measurement with either end-
tidal CO, (the partial pressure of CO, present at the
end of exhalation) or transcutaneous CO, monitoring
is acceptable.

According to the Intemational Classification of
Sleep Disorders,’ OSA can be diagnosed by either of
2 sets of diagnostic criteria. The first set of criteria
for OSA includes the presence of at least 1 of the
following: (1) snoring, (2) labored, paradoxic, or ob-
structed breathing during the child’s sleep, or (3) sleep-
iness, hyperactivity, behavioral problems, or leaming
problems; and polysomnography shows one or more
obstructive apneas, mixed apneas, or hypopneas per
hour of sleep.

Alternatively, OSA can be diagnosed if the PSG shows
a pattem of obstructive hypoventilation, which is
defined as at least 25% of total sleep time with hyper-
capnia (PaC0O, >50 mm Hg) associated with at least 1
of the following: (1) snoring, (2) flattening of the inspi-
ratory nasal pressure waveform, or (3) paradoxic thora-
coabdominal motion. These OSA diagnostic criteria are
for children under the age of 18 years, although adult
OSA diagnostic criteria may be used for children of
ages 13-18 years, according to the American Academy
of Sleep Medicine Manual for the Scoring of Sleep and




Associated Events.”” HSAT is not indicated in patients
under 18 years of age,2%%°

Severity

Published studies on childhood OSA have included
various diagnostic criteria; some studies use the adult
criteria of AH1 =5/h. Other studies define childhood
OSA as mild (AH1 or RD1 =1 and <5/h), moderate (AH1
=5 <10/h) and severe (AH1 =10/h). Of note, scoring
of obstructive apneas and hypopneas on PSG differs
slightly for children than for adults. For adults event
duration is defined as is at least 10 seconds, whereas

for children obstructive event duration is defined as at
least 2 breaths.

Prevalence

Prevalence of childhood OSA is obscured by
different diagnostic criteria used in published studies.
Epidemiologic data from 2008 indicate prevalence of
parent-reported “always” snoring to be 1.5%-6%, prev-
alence of parent-reported apneic events during sleep to
be 0.290-4%, and OSA diagnosed by varying criteria to
be 19-4%. Multiple studies have shown that during
certain phases of growth, childhood OSA remits without
any intervention. These data indicate that prevalence of
childhood OSA changes across periods of growth and
development. Specific populations, such as children
with certain craniofacial or other genetic syndromes
and those who are obese, have a higher prevalence of
OSA compared with the general population.

Significance

Consequences of OSA in children include impaired
growth and cardiovascular dysfunction. The impaired
neurocognitive function seen in children with untreated
OSA can have an effect on academic performance. Behav-
ioral problems also can result. Persistent snoring and
noctumal enuresis (bedwetting), which can result from
untreated OSA, can be embarrassing for children in social
settings and thus affect interpersonal interactions.

PEDIATRIC OSA: SKELETAL AND SOFT TISSUE
GROWTH

Orthodontists are aware of the impact that facial
growth has on orthodontic treatment outcome. Facial
growth also influences the size and shape of the upper
airway in the pediatric population. One approach to un-
derstanding the interaction of hard and soft tissue
growth on upper airway morphology can be described
as follows. The hard tissue boundaries of the upper
airway include the upper and lower incisors and the
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pitiform rim in the anterior, the cranial base superiorly,
the cervical vertebrae posteriorly, and the hyoid bone
inferiorly. Laterally, the size of the airway is related to
the width of the palate, the middle cranial fossa, and
the distance between the ascending rami. Together these
structures define the bony skeletal boundaries of the
airway. Soft tissues then line this hard tissue framework.
These tissues include the pharyngeal muscles, tongue,
soft palate, turbinates, and the pharyngeal tonsils, ade-
noids, and nares.

Importantly, growth of the bony components effec-
tively increases the size of the skeletal boundaries in
the following ways. The anterior cranial base increases
in length via growth at the sphenoethmoidal synchond-
rosis up to the age of 7 years. Increases in posterior cra-
nial base length are similarly related to growth at the
sphenooccipital synchondrosis up to the age of 13 years.
The anterior cranial base carries the nasomaxillary com-
plex forward at the same time that the individual bones
of the midface are displaced in an anterior and inferior
direction. Simultaneously, the mandible elongates and
is displaced downward and forward with deposition of
bone on the posterior and superior borders of the ramus,
increasing the height of the rami (bony pharyngeal
height) and increasing the distance between the
ascending rami (bony pharyngeal width). Concurrently,
resorptioni on the anterior border of the ramus increases
corpus length (oropharyngeal length). While all these
bony changes are occurring, the hyoid bone is displaced
anteriorly and inferiorly. Thus, the normal facial growth
process results in dramatic increases in all 3 dimensions
of the skeletal framework.2°

While the skeletal boundaries of the airway are
increasing, the major lymphatic tissues of the upper
airway (tonsils and adenoids) are shrinking. This combi-
nation of increases in skeletal dimensions along with de-
creases in soft tissue mass results in enormous increases in
the size of the upper airway over infancy, childhood, and
adolescence. These changes in airway due to growth far
exceed any orthodontic or orthopedic effects on airway
shape or size. Knowledge of these changes is important
to understanding the dynamics of OSA in children.3

ROLE OF ORTHODONTICS IN PEDIATRIC OSA

- It is strongly recommended that the orthodontist
perform a clinical risk assessment for OSA and refer at-
risk patients to the appropriate physician for definitive
diagnosis of OSA. Subsequently, orthodontists may be
involved in treatment of pediatric OSA if the treating
physician refers the patient back to the orthodontist to

address an underlying skeletal discrepancy thought to
contribute to the child’s OSA.
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Medical and dental history

Orthodontists should be familiar with the signs and
symptoms of OSA in pediatric patients. Questions con-
cerning the health history of a pediatric patient should
solicit information on snoring, sleep-related behaviors,
daytime sleepiness, difficulty concentrating, and formal
diagnosis of attention deficit-hyperactivity disorder. The
American Academy of Pediatric Sleep Physicians recom-
mends that if a patient reports snoring, more thorough
questioning is warranted; the guidelines state, “If they
snore, you must do more,”32

Thorough history and examination are critically
important in that they establish the presence of preexist-
ing conditions, a basis for a diagnosis, the need for
referral, and a baseline for evaluating the effects of
treatment. Orthodontists also should include assessment
of a patient’s height, weight, and neck size to screen
pediatric patients for OSA.

The following items should be considered when per-
forming a pediatric evaluation that is sensitive to OSA:
previous diagnosis of OSA, loud snoring, previous diag-
nosis of other forms of SRBDs, mouth breathing during
sleep, height, poor school performance, weight, aggres-
sive behavior, medications, developmental delays, age,
bed wetting that is not age appropriate, attention prob-
lems, hard to wake up in the moming, trouble breathing
during sleep, moming headaches, pauses in breathing
during sleep, fall asleep quickly, nasal obstruction, and
attention deficit-hyperactivity disorder.

Screening tools

One potential screening tool that has been validated
and used in orthodontic offices is the Pediatric
Sleep Questionnaire (PSQ; Appendix VI).2-3% This
questionnaire has a positive predictive value of 0.4 (ie,
40% of patients with a positive PSQ score will be
diagnosed with OSA) and a negative predictive value of
0.99, (ie, only 1% of patients with a negative PSQ
score will be diagnosed with OSA). The PSQ often is a
valuable first step in screening patients presenting to
the orthodontic office without a history of OSA. The
Epworth Sleepiness Scale for Children and Adolescents
(Appendix VTP may be helpful to assess for problematic
sleepiness, but it cannot identify a specific cause of day-
time sleepiness. The Epworth scale has been validated
only for children 12-18 years of age.'?

Clinical examination

In addition to the usual orthodontic clinical exam-
ination that evaluates dental occlusion, range of man-
dibular motion, soft tissue frenum attachments,
gingival health, and temporomandibular disorder, the

orthodontist should also note the degree to which the
tonsils impinge on the pharyngeal airway. A commonly
accepted tonsil classification system, the Brodsky scale,
grades the clinical manifestation of tonsil hypertrophy
from 1 to 5 based on the percentage of the oropharyn-
geal airway taken up by the 2 tonsils (Appendix vin).*?
The Friedman tonsil grading system (Appendix 1X)*8
may also be a useful tool to evaluate the size of the ton-
sils. Because tonsil size does not correlate with OSA
severity, there is no set cutoff point for tonsillar hyper-
trophy necessitating a referral to an otolaryngologist
for further evaluation®; therefore, this decision is best
made in the patient-specific context of symptoms and
physical examination findings. The clinical evaluation
of OSA in children should include evaluation of tongue
size and position, the presence of obesity, and the pa-
tient's overall growth and development.

Orthodontic records

The typical orthodontic record set captures some
important information that can be useful for further
evaluation of the upper airway. For example, the
adenoid mass and the hyoid bone can be seen on both
the lateral cephalogram and the CBCT image. A low po-
sition of the hyoid bone when measured from the infe-
rior border of the mandible has been shown to be an
indicator of low muscle tonicity and has been linked
with OSA.

Three-dimensional imaging is more accurate than 2-
dimensional imaging for assessment of airway volume
and area of maximum constriction. Airway imaging
with the use of a cephalogram does not portray medio-
lateral changes in the oropharyngeal airway and may
give misleading information as to the volume and
minimal cross-sectional area. As in adult patients,
although CBCT images have been shown to be useful
in diagnostic and morphometric analysis of the hard
and soft tissues in routine orthodontic treatment, there
are limitations regarding the screening of OSA. CBCT
provides no information on neuromuscular tone, sus-
ceptibility to collapse, or actual function of the airway.
Although both 2-dimensional and 3-dimensional imag-
ing of the airway are helpful, they cannot be used to di-
agnose sleep apnea or any other SRBDs alone, and they
do not provide a proper risk assessment technique or
screening method.

Importantly, there is no direct link between any
radiographic measures of airway size or shape and PSG
results. Therefore, imaging values should be interpreted
cautiously and in conjunction with other dinical signs
and symptoms. Three-dimensional imaging of the
airway, when available, may also be used for monitoring
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or treatment planning. If radiographic records are taken
for orthodontic purposes, the airway and surrounding

structures, specifically the adenoids in children, should
be evaluated.

DIAGNOSIS AND TREATMENT PLANNING IN
PEDIATRIC OSA

As mentioned previously, orthodontists should not
assume the responsibility for the definitive diagnosis of
OSA. The definitive diagnosis is appropriately made by
a physician. If the patient is found to have OSA, the
physician should decide on an appropriate course of
action for the treatment of OSA. The orthodontist
may choose to work in a collaborative way with the
physician, providing orthodontic treatment when neces-
sary and when it does not interfere with ongoing medical
treatment.

The plan for treating pediatric OSA should be based
on consideration of the patient’s individual needs and
treatment goals. If the OSA treatment regimen involves
orthodontics, a plan for treatment, monitoring, and
long-term follow up care should be considered by all
medical and dental practitioners involved. Care should
be coordinated via communication between the ortho-
dontist and all other practitioners who are working to
treat the patient’s OSA.

The orthodontic treatment plan for patients with OSA
should follow the same orthodontic principles for
correction of dental and skeletal deformities. Two ortho-
dontic procedures that may change upper airway physi-
ology are rapid maxillary expansion (RME) and
mandibular advancement appliances for Class 11 correc-
tion. With both types of interventions, the primary
objective of the orthodentic appliance should be to
improve the occlusion and address the underlying skel-
etal discrepancy.

1t would be appropriate, for example, to recommend
rapid maxillary expansion (RME) for patients diagnosed
with maxillary transverse deficiency. In this situation, the
primary treatment goals would be to normalize the
transverse width of the maxilla and establish a normal
occlusion. Secondary effects of this treatment may result
in reduction of nasal airway resistance and increase in
the volume of the nasopharynx and nasal cavity. Both
secondary effects of RME have the potential to improve
OSA. ’

In the case of mandibular advancement devices for
mandibular retrognathia, the primary goals should be
to correct the skeletal discrepancy and the Class 11 molar
relationship. A secondary effect of mandibular advance-
ment devices may be the increase in the caliber of the
oropharyngeal airway. The same applies to maxillary

advancement appliances used in the treatment of Class
M malocclusions.

Itis possible that an OSA patient might be referred for
expansion but does not have a transverse discrepancy.
Likewise, it is possible a patient with OSA might be
refered for mandibular advancement (or maxillary
advancement) where no sagittal discrepancy exists. In
such situations, the treatment altematives should be
considered on a case-by-case basis by the medical and
dental practitioners involved. In such situations, it is
appropriate to prioritize the treatments to serve the
best interests of the patient.

TREATMENT OF PEDIATRIC OSA

In the growing child, OSA management is dramati-
cally different than for the adult. Tt is recommended
that orthodontists become aware of the vast array of po-
tential treatment modalities that are available and that
they work in unison with medical and dental practi-
tioners when managing pediatric OSA. Hypertrophic
tonsils and adenoids are the most common risk factors
for OSA in the pediatric population, with tonsillectomy
and adenoidectomy typically considered as the first
line of treatment.

Various forms of pharmacologic agents may be pre-
scribed by the attending physician to reduce the size
of the nasal soft tissues if there is suspicion of these tis-
sues being a potential cause of OSA. Nasal surgery,
including turbinate reduction and deviated septum
correction, also may be considered in selected cases.
For the obese child, weight reduction management
should be considered as part of the treatment plan.
PAP may be used in severe cases. Possible negative
craniofacial consequences of longitudinal usage of
PAP on the developing facial structures should be
considered.

Dentofacial orthopedic management, which is within
the scope of the orthodontic specialist, also may be
considered. For example, RME is a well known ortho-
dontic treatment option for patients with a narrow
maxilla. There is growing evidence, though low level,
that in mixed-dentition patients who are properly diag-
nosed with OSA, RME can decrease AH1 in the short and
long terms.*® Unfortunately, untreated control groups
generally were not used in the studies considered.
Regardless of the presence of OSA, it is recommended
that the orthodontist use these devices only when there
is an appropriate underlying skeletal condition. There is
no indication in the literature that prophylactic applica-

tion of maxillary expansion prevents the future develop-
ment of OSA.




Based on a few studies that were performed on mixed
dentition samples, mandibular anterior repositioning
appliances can produce a decrease in AHI. Long-term
stability of these changes has not been studied; un-
treated control groups generally were not used in those
studies as well. Regardless of the presence of OSA, it is
recommended that the orthodontist use these devices
only when there is an indication that a related retro-
gnathic condition exists. As with RME, there is no clear
indication in the literature, however, that prophylactic
use of mandibular anterior repositioning appliances pre-
vents later development of OSA.

In addition, the orthodontist should be aware that
some children who remain PAP intolerant may require
airway support while sleeping. The use of mandibular
advancing devices may be prescribed by the physician,
and this prescription is not predicated solely on the
Angle dassification of occlusion. In this case, treatment
with the use of an oral device is directed primarily toward
airway maintenance and less toward dentofacial ortho-
pedic management. Careful monitoring of facial growth
and development is important during this time.

For Class M patients, there are no studies that have
assessed the impact of maxillary protraction on AHI.
Only an assessment of pharyngeal dimensions has
been published so far. It appears inappropriate for the
clinician to make the jump from enlarged airway dimen-
sions to improvement in airway function or sleep-related
breathing parameters. Again, regardless of the presence
of OSA, it is recommended that the orthodontist use
these devices when there is an underlying skeletal issue.

Orthognathic surgery usually is not indicated until
craniofacial growth is completed. As a result, the pediat-
ric patient that presents with clear skeletal issues should
typically be managed to adulthood in the normal fashion
with comective jaw surgery planned later when the
timing of the surgery is appropriate. An exception might
be considered in a case where the patient has OSA and a
severe skeletal discrepancy. After considering the poten-
tial benefits and risks involved (including the need for
later surgical revision), orthognathic or telegnathic sur-
gery could be considered.

In summary, much is known regarding treatment for
OSA in adults, whereas information on the treatment of
OSA in pediatric patients is much more limited. There-
fore, care should be taken regarding the indications for
orthodontic and orthopedic treatment intended to treat
OSA in the young patient. Clearly defined treatment
goals, focusing on the orthodontic and orthopedic com-
ponents, should be articulated to the responsible parties
involved. Improvement of the OSA should be highlighted
as a “possible,” or some studies say “anticipated,”
outcome of treatment. But, no guarantees of OSA

resolution can be implied or stated emphatically by the
treating orthodontist.

FALLACIES ABOUT ORTHODONTICS IN RELATION
TO OSA :

Conventional orthodontic treatment has never been
proven to be an etiologic factor in the development of
OSA. When one considers the complex multifactorial na-
ture of the disease, assigning cause to any one minor
change in dentofacial morphology is not possible. How-
ever, misinformation exists regarding the potential
airway-related sequelae of orthodontic treatment per-
formed with the use of dental extractions or orthopedic
headgear (HG).

The specific effects on the dental arches and the mus-
cles and soft tissues of the oral cavity after orthodontic
extractions can differ significantly, depending on the
severity of dental crowding, the amount of protrusion
of the anterior teeth and the specific mechanics used
to close the extraction spaces. The indication for extrac-
tions varies from patient to patient, as does the resulting
change to the width, length, and arch perimeter of the
dentition—all may increase, decrease, or stay the same
after treatment. The impact that orthodontic treatment
with or without dental extractions may have on the
dimensions of the upper airway also has been examined
directly, first with the use of 2-dimensional cephalogra-
phy and more recently with 3-dimensional CBCT
imaging.*’

In certain instances, namely, in patients with signifi-
cant protrusion of both upper and lower anterior teeth
where skeletal anchorage or extractions are used to
vetract the anterior teeth as much as possible to reduce
lip protrusion in profile, reductions in the Cross-
sectional area of the oropharynx have been reported.
More frequently, as in patients where extractions are
performed to help address dental crowding or improve
the occlusion, there is no discernible change in airway
dimensions when extractions are used.***> The studies

~examining these effects in children and adolescents

have reported increases in airway volumes and cross-
sectional areas in patients both with and without
extractions performed as part of their orthodontic
treatment.***® These effects may likely be related to
normal growth changes.

In discussing orthodontic treatment and changes in
the dimensions of the upper airway, it is helpful also to
understand that an initial small or subsequently reduced
orincreased size does not necessarily resultin a change in
airway function. Reflecting the higher significance of
neuromuscular control on airway function during sleep,
it has been demonstrated that a narrow airway does not
result in OSA, but rather it is an inability for a patient’s




airway musdes to compensate adequately that leads to
obstruction and sleep-disordered breathing.*”

As such, future investigations should aim to place
greater emphasis on the effects of airway function after
orthodontic treatment, instead of focusing solely on
quantifying airway dimensions. One such study assessed
dental extractions as a cause of OSA later in life by means
of a large retrospective examination of dental and med-
ical records.*® Researchers reviewed the health records of
more than 2700 adults with 4 missing premolars and
evaluated whether this group had a higher prevalence
of OSA compared with an equal-size group of patients
with no missing teeth who were matched for the most
significant confounding variables of OSA in adults,
namely age, BMI, and sex. The study concluded that
the prevalence of OSA was essentially the same in both
groups, and that dental extractions were not a causative
factor in OSA.

Overall, it can be stated that existing evidence in the
literature does not support the notion that arch constric-
tion or retraction of the anterior teeth facilitated by
dental extractions, and which may (or may not) be the
objective of orthodontic treatment, has a detrimental
effect on respiratory function.

Headgear therapy

Growth modification, including orthopedic HG,
which alters the direction of growth of the maxilla, has
long been a staple of certain orthodontic treatments.
Although dentoalveolar movement can be significant,
the: absolute skeletal change to the position of the
maxilla elicited by HG is relatively small. Consequently,
meaningful effects on volume or morphology of the up-
per airway should not be expected. A few studies with
small sample sizes or methodologic limitations have
examined this relationship directly. The best evidence
available at this time indicates that HG does not pose
an increased risk to the airway in that the airway remains
the same or increases over the study periods reported.

Anecdotal concern exists about whether HG used
during adolescence could contribute to the future devel-
opment of OSA as an adult. To date, no studies have
been performed using objective PSG to demonstrate
an elevated risk of OSA in HG patients. Studies have
investigated this concern indirectly by evaluating the
radiographic airway in 2 dimensions with the use of
lateral cephalograms of HG patients. One study
concluded that the absolute value of the airway dimen-
sion was smaller in HG patients than in activator pa-
tients, but the differences were both small and not
statistically significant.*® A longitudinal study examined
patients over a 12-year period and reported that the

radiographic dimension of the airway decreased during
the treatment phase but increased to the level of control
subjects during follow-up.*° A prospective, randomized,
blinded study demonstrated an increase in the airway
during the 6-year study period.”' In summary, the best
evidence available at this time indicates that HG does
not pose an increased risk to the airway in that the
airway dimension remains the same or increases over
the study periods reported.

Frene_etomy

Functional deficits regarding suction, swallowing,
masticatory, and speech difficulties are known conse-
quences of ankyloglossia or tongue-tie. However, uncer-
tainty remains as to what degree of frenum attachment
would contribute to a deviation of normal form or func-
tion in all but the most severe forms of ankyloglossia.
More recently a 4-point severity scale of tongue mobility
was reported, with the most severely restricted tongues
graded as 4.°” The investigators reported a reduced
maxillary intercanine width and a longer soft palate in
patients with more severe levels of tongue restriction
compared with patients with no such restriction. Howev-
er, the relationship between tongue mobility and func-
tion of the airway is complex. Future research efforts
should aim to assess airway function during sleep as it
relates to tongue mobility. At this time, frenectomy re-
mains an appropriate treatment for speech and mastica-
tion deficiencies, but such procedures are not supported
as a treatment to prevent future development of QSA.

LEGAL ISSUES

Obstructive sleep apnea is a medical disorder that can
have serious consequences on overall health. Given some
of the possible medical conditions associated with 0SA,
itis strongly recommended that orthodontists work with
qualified and appropriately trained physicians in ad-
dressing OSA.

With that in mind, it is strongly recommended that
orthodontists screen orthodontic patients: for known
OSA risk factors. Should the screening indicate an
elevated risk for having OSA, it is strongly recommended
that the patient be referred to an appropriate physician
for definitive OSA diagnosis and treatment. Depending
on the physician’s diagnosis and plan. for treatment,
the orthodontist may be involved in the treatment after
proper referral by the physician.

Any orthodontist involved in the treatment of adult
or pediatric OSA should confirm that they are legally
permitted to do so under the dental laws and standards
of care in their jurisdiction. That is, orthodontists must
not perform out of their scope of practice or involve




themselves in any treatment that would be noncompli-
ant with applicable laws or outside the standards of care.

~ An orthodontist who provides prescribed treatment
of OSA needs to have the appropriate training and qual-
ifications and must operate within the laws and

standards of care. Failure to do so may subject the ortho- -

dontist to civil and criminal penalties. In situations in
which a qualified and appropriately trained orthodontist
has confirmed their ability to treat OSA, they should also

consult with their insurance carrier to confirm coverage
in this domain.

EXECUTIVE SUMMARY

Obstructive sleep apnea is a medical disorder that can
have many serious consequences if left untreated. OSA
can affect adults and children and can present at any
point in the lifespan. All orthodontists should consider
incorporating OSA screening into their history-taking
and examination of patients. When an orthodontist
has a clinical suspicion that a patient may have OSA, it
is strongly recommended that referral to a physician be
made; a sleep medicine physician is preferred. The defin-
itive diagnosis of OSA should be made by a physician. In-
dividual orthodontists may elect to participate in the
treatment and monitoring of OSA patients as appro-
priate and permissible under applicable laws, standards
of care, and insurance coverages.

1. Ttis strongly recommended that orthodontists be
familiar with the signs and symptoms of OSA.

2. It is strongly recommended that orthodontists
screen patients with regard to the signs and symp-
toms of OSA. A thorough history and clinical ex-
amination are critically important in that they
establish the presence of preexisting conditions,
a basis for diagnosis, the need for referral, and 2
baseline for evaluating the effects of treatment.

3. Itis strongly recommended that the orthodontist
refer patients with risk factors for OSA to a physi-
cian for further evaluation and a definitive diag-
nosis. A sleep medicine physician is preferred.

4. Iltisrecommended that the orthodontist refer pedi-
atric patients with nasal obstruction or adenoton-
sillar hypertrophy to an otolaryngologist.

5. 1t is recommended that the orthodontist refer
adult patients to an otolaryngologist when nasal
obstruction or adenotonsillar hypertrophy is pre-
sent.

6. The decision for an orthodontist to participate in
the treatment of OSA is a choice that should be
made based on interest as well as training, skills,
experience, laws, standards of care, and insurance
coverage applicable to the orthodontist.

7. 1f involved in the treatment of OSA, an orthodon-
tist should monitor OA treatment efficacy.

8. An orthodontist may elect to manage adverse side
effects of OA therapy.

9. No orthodontic treatments have been shown to
cause or increase the likelihood of OSA. Rather,
some forms of orthodontic treatment have been
shown to be important in the treatment of OSA.

10. Interdisciplinary treatment of OSA helps to serve
the best interests of patients with OSA.

ACTION PLAN
Future research

Meaningful research conceming OSA can be
enhanced dramatically with the use of the PSG, which
objectively assesses airway function, to measure out-
comes of the long list of treatment possibilities,
especially in growing children. There is a substantial
leap of faith when researchers make the jump
from “enlarged airway” to “OSA cure” or even “OSA
improvement.”

Areas of study worthwhile of future research include
the following. Which craniofacial variables contribute to
the pathogenesis of OSA? How is airway function
affected by various orthodontic treatments? At what
age can OSA be detected? Does OSA progress from child-
hood into adulthood? Does OSA treatment in childhood
prevent OSA in adulthood? What are the end points
expected for OSA therapy?

Education

At this time, the subject of OSA in pediatric and adult
populations is not included in the curricula of most
dental school predoctoral and postdoctoral programs.
Before the introduction of OSA as a curriculum subject,
it is paramount for the American Dental Education Asso-
ciation (along with the American Dental Association and
Commission on Dental Accreditation) to adopt educa-
tional standards for this subject, so that OSA subject
matter is taught with the proper endorsements and
qualifications. A standardized curriculum should be

developed and incorporated into all predoctoral and
postdoctoral programs.

Additional recommendations

Itis recommended that the AAO consider developing
a health history form for OSA for children and adults or
include OSA questions in current health history forms.
When screening for possible OSA in their patients,
practitioners should consider recording their patient’s
height, weight, and neck size. They should also consider




calculating the patient’s BM1 (Appendix X). An informed
consent document for 0SA might also be useful. The use

of validated tools for risk assessment of OSA is recom-.

mended to develop more efficient and standardized
screening methods. The AAO might also consider

whether the definition of orthodontics needs modifica-
tion relative to OSA.

LITERATURE RESOURCE FOR AAO MEMBERS

A Literature Resource for Orthodontics and OSA is
being developed by Jackie Hittner, AAO librarian. 1t
will be available via the AAQ Library Web page.

The Literature Resource now contains more than
4,000 article citations. 1t is estimated that eventually it
will contain around 5,000 article citations. 1If AAO mem-
bers want to access the collection, they may access the
searchable file and select articles. Initially, they will see
only the abstract. If they want to view the entire article,
they may then request the article from the AAO Library
by means of the journal request form. 1t is intended
that this resource will be updated periodically.
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APPENDICES

Appendix material will be available on the AAQ Library Web site. They include the following:
Appendix 1: Examples of apnea and hypopnea '

Appendix 1: STOP-Bang questionnaire

Appendix 111: Modified Mallampati score

Appendix TV: Epworth Sleepiness Scale

Appendix V: Friedman tongue position

Appendix V1: Pediatric Sleep Questionnaire

Appendix VI1: Epworth Sleepiness Scale for Children and Adolescents
Appendix VITi: Brodsky tonsil grades

Appendix 1X: Friedman tonsil grading system

Appendix X: Body mass index tables 1 and 2




March 18, 2021

Dr. Augustus Petticolas
President -

Virginia Board of Dentistry
9960 Mayland Drive, Suite 300
Henrico, VA 23233-1463

Dr. Petticolas and Members of the Virginia Board of Dentistry,

As one of Virginia’s orofacial pain specialists, I'd like to take a brief moment to respond to a letter
sent by the American Academy of Sleep Medicine (AASM) to all state boards of dentistry. In their letter,
the AASM highlights their concerns regarding the recently published position statement of the American
Academy of Dental Sleep Medicine. In that position, the American Academy of Dental Sleep Medicine

finds that ordering of home sleep tests is within the scope of dentistry. Importantly, this position statement
does not state that interpretation of these tests is within the scope of dentistry.

According to a report commissioned by the American Academy of Sleep Medicine and published
in 2016, an estimated 29.4 million adults in the United States at that time had sleep apnea and of those,
80% were undiagnosed. In 2019, studies estimated an increase to 54 million adults with sleep apnea.
Assuming 80% remained undiagnosed, that may leave as many as 43 million undiagnosed.

Of concern to me, my patients, and my colleagues is that this straw man argument regarding
interpreting sleep tests will continue to harm the 80% of patients with sleep apnea that remain
undiagnosed due to reduced access to care currently available.

In their letter, our physician colleagues consistently refer to home sleep studies as “medical”
testing, inferring that there is somehow a different patient between the two fields. We would never say a
pediatrician examining a patient’s mouth for tooth development or a physician managing oral candidiasis is

providing “dental” treatment. After all, we should be allies fighting this fight together as we are both
treating our patient’s overall health.

To provide context, a home sleep test typically measures respiratory volume, respiratory effort,
pulse rate, and blood oxygenation while a patient sleeps. If we consider these metrics as something only a
physician is qualified to measure, would that not imply that dentists should no longer perform sedation?
Afterall, the standards for sedation require monitoring of those exact same values.

Again, I wish to highlight where I feel our physician colleagues may have erred. The American
Academy of Dental Sleep Medicine’s position statement cleatly states that ordering and administering
testing is within the scope of dentistry but that “data from [Home Sleep Apnea Tests) should be
interpreted by a licensed medical provider for initial diagnosis and verification of treatment efficacy.”

10120 W Broad St Suite |, Glen Allen, VA 23060 | P: (804) 625-4064 | F: (804) 625-4066
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This is a similar situation to that of hypertension. Dentists have played an extremely key role in the

eatly detection and treatment of hypertension through monitoring our patients with appropriate referral to

physicians for interpretation of these test values. As we know, many of our healthy patients see their

dentists more often than their physicians and we are a key component of the early detection of many
diseases.

Fortunately, both medicine and dentistry practice self-
for a dentist to attempt to restrict the practice of medicine,
associations to attempt to restrict the practice of dentistry,
our other colleagues in the health professions.

governance. Just as it would be inappropriate
$O too is it inappropriate for medical
chiropractic, pharmacy, or the practice of any of

I strongly urge the board to either consider the aforementioned letter as received with no action or,
should there be a desire to take these concerns under further review, to appoint a Regulatory Advisory
Panel composed of the various stakeholders and specialties to provide the professional specialization and
expertise necessary to address this specific regulatory issue.

As one of the now 4 orofacial pain specialists that are licensed in Virginia, I am happy to provide
any guidance, support, background, and help that the board deems necessary and appropriate as it relates to

this matter or any other orofacial Pain matter in the future. Thank you very much for your time and careful
consideration of these issues.

With warmest regards,

P

Alexander T. Vaughan, DDS, MS
Dental Director, Orofacial Pain
Virginia Total Sleep

Diplomate, American Board of Orofacial Pain
Fellow, American Academy of Orofacial Pain

10120 W Broad St Suite |, Glen Allen, VA 23060 | P:(804)625-4064 | F: (804) 625-4066
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UNAPPROVED
VIRGINIA BOARD OF DENTISTRY

MINUTES

SPECIAL SESSION - TELEPHONE CONFERENCE CALL

CALL TO ORDER:

PRESIDING:

MEMBERS PRESENT:

MEMBERS ABSENT:

QUORUM:

STAFF PRESENT:

OTHERS PRESENT:

Nguyen Thao Thi
Nguyen, D.D.S.
Case No.: 203154

Closed Meeting:

Reconvene:

The meeting of the Board of Dentistry was called to order at 5:16 p.m.,
on April 21, 2021, at the Department of Health Professions, Perimeter
Center, 2" Floor Conference Center, Board Room 1, 9960 Mayland
Drive, Henrico, VA 23233. :

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

Nathaniel C. Bryant, D.D.S.
Sandra J. Catchings, D.D.S.
Sultan E. Chaudhry, D.D.S.
Jamiah Dawson, D.D.S.-

Margaret F. Lemaster, R.D.H.

J. Michael Martinez de Andino, J.D.
Dagoberto Zapatero, D.D:S.

Patricia B. Bonwell, R.D.H., PhD
Perry E. Jones, D.D.S.

With eight members present, a quorum was established.

Sandra K. Reen, Executive Director
Jamie C. Sacksteder, Deputy Executive Director
Donna M. Lee, Discipline Case Manager

James E. Rutkowski, Assistant Attorney General, Board Counsel
James E. Schliessmann, Senior Assistant Attorney General
Lori L. Pound, J.D., Adjudication Consultant

The Board received information from Mr. Schliessmann in order to
determine if Dr. Nguyen’s impairment from mental or physical
incompetence constitutes a substantial danger to public health and
safety.  Mr. Schliessmann reviewed the case and responded to
questions.

Dr. Catchings moved that the Board convene a closed meeting pursuant to
§ 2.2-3711(A)(27) of the Code of Virginia for the purpose of deliberation to
reach a decision in the matter of Case No. 203154. Additionally,
Dr. Catchings moved that Ms. Reen, Ms. Sacksteder, Ms. Lee, and Mr.
Rutkowski attend the closed meeting because their presence in the closed
meeting is deemed necessary and their presence will aid the Board in its
deliberations. The motion was seconded and passed.

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

DECISION: Mr. Martinez de Andino moved that the Board summarily suspend Dr.
Nguyen’s right to renew her license to practice dentistry in the
Commonwealth of Virginia in that she is unable to practice dentistry
safely due to impairment, resulting from mental or physical
incompetence. The motion was seconded and passed unanimously.

ADJOURNMENT: With all business concluded, the Board adjourned at 5:38 p.m.

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

Date Date
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P Virginia Department of

% Health Professions

for the Board of Dentistry
June 11,2021 -

a Vtrganla Departmem of
% Health Professnons

. HPMP offers an aIternatlve to disciplinary action for quallfled
healthcare practitioners with a substance use diagnosis, a mental
health diagnosis, or a physical diagnosis that may alter thelr ability to
practice their profession safely

* HPMP refers healthcare professionals for appropriate treatment and
provides ongoing monitoring of treatment progress.
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Vrgm:a Department of

3 Health Professions

* Over 20 years old: An alternative to disciplinaty action
. DHP contracts with the VCU Department of Psychiatry,

* A benefit of health professional licensure in Virginia
Licensed/ registered or even an active application on file

* DHP’s HPMP coordinator: Chris Buisset

ngma Department of

" Health Professions ot

* Recovery support
* Safe return to productive work
* Disciplinary action may be avoided

* In the absence of criminal behavioral or Board action, public records
may not be generated

* If Board ordered, HPMP team provides support including participant
preparation for hearings, documentatlon of participation and
progress
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Y Viginia Department of )
% Health Professions

Particiwpaticm

* 62% Nursing
* 24% Medicine
* 4% each Dentistry and Pharmacy

* 1% each Audiology/Speech Language, Counseling, LTC,
Optometry, PT, Social Work, Veterinary Medicine

* Lower than one would expect; < 450 participants (10-15%
HCP have misused, 5.5% do misuse)

Yl Virginia Department of )
% Health Professions

HPMP: WHO

Most frequent diagnoses
* Substance use disorder (86.5%)
Alcohol 40.35%
Opioids 30.7%
* Mental Health Diagnosis (10.5%)
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* Some cllents come into HPMP stable on buprenorphine. Alternatively, there are
reasons buprenorphine may be preferred to naltrexone in certain cases.

* Buprenorphine continuance is assessed on an individual basis. (history, treatment
history, level of licensure)

¢ If client must wean buprenorphine, referred for inpatient detoxification.

* If remaining on buprenorphine, extended release preparations are preferred.

* Aclient remaining on buprenorphine undergoes yearly cognitive testing and must
complete cognitive testing before approved for return to practice.

* Aclient on medically assisted treatment must also be compliant with
recommended therapies.

Virginia Department of

% Health Profess&ons

Before a DHP complaint:
Voluntary
Employer
Treatment Provider

Upon receipt of a complaint:
DHP Enforcement Division
Board Order
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) Virgiia Department of )
% Health Professions
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* VCU refers for treatment; treatment costs are the responsibility of the
participant

* VCU provides ongoing monitoring of compliance with Program

Ongoing monitoring/ toxicology monitoring (lab expenses are the
responsibility of the participant)

Daily call in to the test line
Approval to return to work
Work site monitoring

P Virginia Department of

% Health Professions

* In use about 4 years

* RecoveryTrek is an EMR that also
* allows participants to enter information
* allows treatment providers to enter information
* allows work site monitors to enter information
* provides the data base for reports
* allows access to client information to DHP coordinator

10
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REGULATORY LEGISLATIVE COMMITTEE REPORT

April 23,2021 Meeting

Public comment was received from Dr. Vaughan on the American Academy of Sleep Medicine’s
concern position on who can make a diagnosis following home sleep apnea tests. The commenter
suggested forming an advisory panel to address the Board’s position on dentists diagnosing sleep
apnea.

Public comment was received from a representative of the American Association of
Orthodontists requesting that the AAO and the VAO not be referenced in the proposed
regulations as continuing education sponsors as resources for training digital scan technicians. In
addition, adding language in the digital scan technician regulations to require that the supervising
dentist to inspect appliances to see if it was taken correctly and to make sure it fits.

Revisions to several guidance documents were recommended to the Board and will be addressed
in Ms. Yeatts report later on the agenda.

Public comment on the NOIRA on the proposal to require infection control training for dental
assistants was reviewed and an example of the desired regulatory language was discussed and
adopted with the understanding that staff would edit the language as needed to amend the
regulations.

When it was explained that the Board is not authorized to license or register dental scan
technicians, the Committee agreed to send questions and concerns about regulating these
technicians to staff and reconvene for further discussion.

Concerns about dental assistants II performing pulp capping were discussed and the Committee
decided to recommend that the Board initiate rulemaking.

Staff was directed to research home sleep studies, how home studies are conducted and other
state boards’ policies on this subject.

May 17,2021 Meeting

®

Public comment by a representative of the American Association of Orthodontists stated that the
AAO and VAO should not be included as sponsors for digital scan technicians training.
Following discussion, the Committee decided to have a workgroup draft a legislative proposal to
require that patients who receive an appliance through teledentistry be examined in person by a
dentist.

Following discussion, the Committee decided to recommend adoption of the proposed regulatory
provisions as amended to define the term remote supervision and address the practice of digital
scan technicians.

A proposed template for scans and laboratory work orders was reviewed and advanced to the
Board with a recommendation for adoption.

Staff reported the guidance received from the Executive Director of the Board of Medicine is
that reading polysomnography results and diagnosing sleep apnea is the practice of medicine.

He also advised that patients benefit from dentists doing screening and recommending sleep
studies. The Committee decided by consensus to direct staff to gather more information on sleep
apnea testing, home sleep studies, polysomnography tests and regulations in other states.
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Sandra Reen

From: Jamiah Dawson (02244 Newport News VA) <Jamiah.Dawson@affordabledentures.com>
Subject: Coda Visit

Today, April 23, 2021, was the site visit for a CODA Accredation AEGD (advanced education in general
dentistry) Program. This visit was held virtually by two CODA committee members and myself. The members
and | visited three different clinical education sites which included two Virginia sites and one Alabama

site. We interviewed the Program director, corresponding administrators, the faculty and the residents. The
program goals and objectives were discussed along with budget, partnerships and curriculum.

Due to covid 19, a virtual visit protocol was implemented. Computer requirements and policies during the
meeting was established and compliance was mandatory. | had to purchase a new computer with adequate
video and microphone because use of cell phones was prohibited.

The CODA committee and participating program directors, faculty and residents expressed their sincere
gratitude for the board's participation in today's site visit. They said it was the first time they had a member of
the board on a site visit and that my input and discussion was very valuable.

The visit was very well organized and the transparency of the program was exemplary. CODA conducted very
thorough interviews and was deeply engaged in the responses from the program team, faculty and the
residents. Overall there was a mutual respect for the accreditation process, the time spent and efforts made
to complete this task.

I would like to take this opportunity to thank the VA of board of Dentistry , Mr President Dr Peticolas, and
Executive Director Ms Reen for submitting my name to attend this site visit. | am humbled and enlightened for
the experience.

If  may, | would like to share with you some of the highlights from today. What the faculty and staff are most
proud of about the program is the service of teaching and the service of treating the community in

need. Here's why that touched me. Sometimes we robotcally start our day-to-day work load to get through

it. We take for granted what impact we have on the lives of the people we care for. We spend thousands of
hours, dollars and miles to accomplish higher learning in treating different levels of dental disease. But the full
circle of learning, applying our skills to the community in need, then teaching what we've learned to the next
generation so they can care for the community in need is monumental. This cycle was realized when residents
consider returning to the program as faculty and hopefully inspire their flock of students with the same pride.

Finally, I have a great respect for my profession and | am blessed for this privilege to serve people in whatever
capacity | can. But what I've learned today about some of my colleagues and what they do to help people
blew my mind just a little. For example when my colleagues are able to treatfpatients with disabilities under
sedation are they able to do more than Dentistry. At the request of caregivers they are able to help people
who have no insurance, lack finances, who have multiple and severe disabilities while in the chair with dental
work, but they don't stop there. They will do haircuts, clip toenails, fingernails, shave, blood draws medical
exams etc... This is truly remarkable when they have 600 people on a waiting list for dentures.



|, again, enjoyed the experience and | am looking forward to advocate for installing more programs like this
and funding to make sure programs like this continue and get recognized for what they do.

Sincerely,

Dr Jamiah Dawson, DDS



Agenda Item: Regulatory Actions - Chart of Regulatory Actions
As of May 21, 2021

Action / Stagé Information

; e - . 'A . ] . : ) - A‘- b 3 Y. ‘
[[18 VAC 60 - 21} Regulations Governing the Practice |[Training and superwsuon of digital scan technicians
i of Dentistry [Action 5600]
NOIRA - Register Date: 3/1/21
Comment closed 3/31/21 ;

Board to adopt proposed regulat/ons 6/1 1/21

[18 VAC 60 - 21] Regulatlons Governlng the Practice
of Dentistry

Amgndment to res’mctlon on advemsmg denta §
specialties [Action 4920] §

|

i

i

Proposed - At Goverhor’s Office for 614 days

1[18 VAC 60 - 21] : Regulations Governing the Practice ;‘Wawer for e-grescnbmg [ Actlon 5382]
- of Dentistry ;

Proposed Register Date: 5/10/21
Comment closes: 7/9/21

| Public hearmg 6/11/21 !

H

:[18 VAC 60 - 21] : Regulations Governing the Practice Techmcal correction [Action 5198]
of Dentistry et |

Fast-Track - At Governor's Office for 551 days i

} [18 VAC 60 - 25] Regulations Governing the Practice Protocols for remote supervision of VDH and !
; of Dental Hygiene DBHDS dental hygienists [Action 5323]

Final - Register Date: 4/26/21
Effective: 5/25/21

e

[18 VAC 60 - 3‘01 Regulatlons Govermng the Practlce
of Dental Assistants

Training in infection control [Action 5505]

NOIRA - Register Date: 3/1/21°
Comment closed: 3/31/21
Board to adopt proposed requlations: 6/11/21
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Form: TH-01
April 2020

VIRGINIA

REGULATORY TOWN HALL

townhall.virginia. ov

s

- Notice of Intended Regulatory Action (NOIRA)

Agency name | Board of Dentistry, Department of Health Professions

Virginia Administrative Code | 18VAC60-30
(VAC) Chapter citation(s)

VAC Chapter title(s) | Regulations Governing the Practice of Dental Assistants

Action title | Elimination of practice of pulp-capping
Date this document prepared | 5/19/21

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the
Virginia Administrative Process Act (APA), Executive Order 14 (as amended, July 16, 2018), the Regulations for
Filing and Publishing Agency Regulations (1VAC7-10), and the Form and Style Requirements for the Virginia
Register of Regulations and Virginia Administrative Code.

 BriefSummary® =
Provide a brief summary (preferably no more than 2 or 3 paragraphs) of the subject matter, intent, and
goals of this this regulatory change (i.e., new regulation, amendments to an existing regulation, or repeal
of an existing regulation.

The Board has determined that 18VAC60-30-120 should be amended the eliminate the practice

of pulp capping from the practices for which a dental assistant II can be trained and delegated to
perform in a dental office.

~Acronyms and Definitions

Define all acronyms or technical definitions used in this form.

N/A
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Town Hall Agency Background Document Form: TH-01

Identify the mandate for this regulatory change and any other impetus that specifically prompted its
initiation (e.g., new or modified mandate, petition for rulemaking, periodic review, or board decision). For
purposes of executive branch review, “mandate” has the same meaning as defined in Executive Order 14
(as amended, July 16, 2018), “a directive from the General Assembly, the federal government, or a court
that requires that a regulation be promulgated, amended, or repealed in whole or part.”

The impetus for this regulatory change is a concern expressed by some members of the Board
that the practice of pulp capping is inherently risky for practice by a dental assistant II.

. - Legal Basis
ST T I Ry e e

Identify (1) the promulgating agency, and (2) the state and/or federal legal authority for the regulatory
change, including the most relevant citations to the Code of Virginia and Acts of Assembly chapter
number(s), if applicable. Your citation must include a specific provision, if any, authorizing the

promulgating agency to regulate this specific subject or program, as well as a reference to the agency’s
overall regulatory authority.

i R A s
kd e T, ?. "

3

Regulations are promulgated under the general authority of Chapter 24 of Title 54.1 of the Code of
Virginia. Section 54.1-2400, which provides the Board of Dentistry the authority to promulgate
regulations to administer the regulatory system:

§ 54.1-2400 -General powers and duties of health regulatory boards
The general powers and duties of health regulatory boards shall be:

1. To establish the qualifications for registration, certification or licensure in
accordance with the applicable law which are necessary to ensure competerce and
integrity to engage in the regulated professions.

2. To examine or cause to be examined applicants for certification or licensure. Unless

otherwise required by law, examinations shall be administered in writing or shall be a
demonstration of manual skills.

3. To register, certify or license qualified applicants as practitioners of the particular
profession or professions regulated by such board, '

6. To promulgate regulations in accordance with the Administrative Process Act (s 9-
6.14:1 et seq.) which are reasonable and necessary to administer effectively the
regulatory system. Such regulations shall not conflict with the purposes and intent of this

chapter or of Chapter 1 (§ 54.1-100 et seq.) and Chapter 25 (§ 54.1-2500 et seq.) of this
title. ...
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Town Hall Agency Background Document Form: TH-01

Specific authority for regulation of the profession of dental assisting is found in Chapter 27 of
Title 54.1:

§ 54.1-2729.01. Practice of dental assistants.

A. A person who is employed to assist a licensed dentist or dental hygienist by performing duties
not otherwise restricted to the practice of a dentist, dental hygienist, or dental assistant II, as
prescribed in regulations promulgated by the Board may practice as a dental assistant I,

B. A person who (i) has met the educational and training requirements prescribed by the Board:
(ii) holds a certification from a credentialing organization recognized by the American Dental
Association; and (iii) has met any other qualifications for registration as prescribed in
regulations promulgated by the Board may practice as a dental assistant II. A dental assistant II
may perform duties not otherwise restricted to the practice of a dentist or dental hygienist under
the direction of a licensed dentist that are reversible, intraoral procedures specified in
regulations promulgated by the Board.

. " Purpose
Describe the specific reasons why the agency has determined that this regulation is essential to protect
the health, safety, or welfare of citizens. In addition, explain any potential issues that may need to be
addressed as the regulation is developed.

The purpose of the action is to protect patients in dental offices who receive services from a
dental assistant II. While dental assistants receive laboratory and clinical training in pulp
capping, board members believe the procedure should only be performed by a dentist because it

represents some risk of harm to patients.
~ ‘Substance

Briefly identify and explain the new substantive provisions that are being considered, the substantive
changes to existing sections that are being considered, or both.

Pulp capping is the covering of an exposed dental pulp with some material to provide protection
against external influences and to encourage healing. The Board's intent is to delete pulp capping
from the procedures for which a dental assistant II can be trained and certified to perform.

~ Alternatives to Regulation

Describe any viable alternatives to the regulatory change that were considered, and the rationale used by
the agency to select the least burdensome or intrusive alternative that meets the essential purpose of the
regulatory change. Also, include discussion of less intrusive or less costly alternatives for small

businesses, as defined in § 2.2-4007.1 of the Code of Virginia, of achieving the purpose of the regulatory
change.

Since pulp capping is currently included in section 120 among the procedures for which a dental
assistant II can be trained and evaluated, an amendment to the regulation is the only alternative
to its elimination.
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Town Hall Agency Background Document ‘ Form: TH-01

~~ . . Small Business Impact Review Announcement =

P RN A R TR T

This NOIRA is not being used to announce a periodic review or a small business impact review.

~ Public Participation
Indicate how the public should contact the agency to submit comments on this regulation, and whether a
public hearing will be held, by completing the text below. In addition, as required by § 2.2-4007.02 of the

Code of Virginia describe any other means that will be used to identify and notify interested parties and
seek their input, such as regulatory advisory panels or general notices.

The Board of Dentistry is seeking comments on this regulation, including but not limited to:
ideas to be considered in the development of this regulation, the costs and benefits of the

alternatives stated in this background document or other alternatives, and the potential impacts of
the regulation.

Anyone wishing to submit written comments for the public comment file may do so through the
Public Comment Forums feature of the Virginia Regulatory Town Hall web site at
https://www.townhall.virginia.gov. Written comments must include the name and address of the
commenter. Comments may also be submitted by mail, email or fax to Elaine Yeatts, Agency
Regulatory Coordinator, 9960 Mayland Drive, Henrico, VA 23233 or
elaine.yeatts@dhp.virginia.gov or by fax to (804) 527-4434. In order to be considered,
comments must be received by 11:59 pm on the last day of the public comment period.

A public hearing will be held following the publication of the proposed stage of this regulatory
action and notice of the hearing will be posted on the Virginia Regulatory Town Hall website
(http://www.townhall.virginia.gov) and on the Commonwealth Calendar website

(https://www.virginia.gov/connect/commonwealth-calendar). Both oral and written comments
may be submitted at that time.
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Agenda Item: Board Action on Requirements for Infection Control

Included in agenda package:
Copy of original petition requesting amendment to regulation
Copy of NOIRA notice on Townhall

Copy of comments on the NOIRA

Copy DRAFT regulations as recommended by the Regulatory/Legislative Comm.

Board action:

Adoption of proposed regulations for infection control
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COMMONWEALTH OF VIRGINIA
Board of Dentistry

e

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

| Petition for Rule-making

The Code of Virginia (§ 2. 2-4007) and the Public Participation Guidelines of this board require a person who wishes to petition the board to

develop a new regulation or amend an existing regulation to provide certain information, Within 14 days of receiving a valid petition, the
board will notify the petitioner and send a notice to the Register of Regulations identifying the petitioner, the nature of the request and the

plan for responding to the petition. Following publication of the petition in the Register, a 21-day commerit period will begin to allow written

comment on the pefition. Within 90 days after the comment period, the board will issue a written decision on the petition. If the board has

not met within that 90-day period, the decision will be issued no later than 14 days affer it next meets,

Please provide the information requested below. (Print or Type)
Petitioner’s full name (Last, First, Middle initial, Suffix,)

Mesimer, Misty, L on behalf of the Virginia Dental Hygiene Program Directors’ Consortium

Street Address Area Code and Telephone Number
2130 Germanna Hwy, P.0. Box 1430 540-423-9823
Iciy State ' Zip Code
| Locust Grove ' Virginia 22508
Email Address (optional) Fax (optional)
mmesimer@germanna.edu 540-423-9827

Respond to the following questions:

1. What regulation are you petitioning the board to amend? Please state the itle of the regulation and the seétion/sections you want
the board to consider amending. '
2.

. 18 VAC 60-30-10. Definitions.

“Dental Assistant I” means any unlicensed person under the direction of a dentist or a dental hygienist who renders
assistance for services provided to the

patient as authorized under this chapter but shall not include an individual
serving in purely an administrative, secretarial, or clerical capacity.
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3. Please summarize the substance of the change you are requesting and state the rationale or purpose for the new or amended rule,

The Virginia Dental Hygiene Program Directors® Consortium who also includes program directors for American Dental
Association Commission on Dental Accreditation approved dental assisting programs recommends the amending 18 VAC
60-30-10. Definitions. Dental

"Dental assistant I" means any unlicensed person certified in infection control procedures and radiation health

and safety recognized by the Dental Assisting National Board (DANB) or the National Entry Level Dental
Assistant (NELDA) under the direction of a dentist or a dental hygienist who renders assistance for servicesH

provided to the patient as authorized under this chapter but shall not include an individual serving in purely an
administrative, secretarial, or clerical capacity.

The primary purpose of the Virginia Board of Dentistry is to protect the public. Dental practices must have strict
infection control practices in order to protect patients and employees. Breaches in infection control techniques
jeopardize the safety of patients and the community. In Oklahoma, an aseptic breach by an oral surgeons office
resulted in exposure to more than 7000 patients. In Néw Jersey, there is documentation of a patient death. In
both California and Georgia, there are cases of pediatric patients developing infections in the bone as a.result of
pulpotomy procedures where instruments were not correctly processed. All dental professionals have a
responsibility to societal trust, nonmaleficence, and beneficence.

Historically, dental assistants have received on the job training, putting the responsibility of infection control
training on the dentist. Establishing a requirement for calibrated training and certification would ensure that all
assistants have received the same information. In reality, dental practitioners are not the people in the office

- responsible for infection control processes and procedures. The CDC reports that majority of dental offices have
no written protocol, exposure control plans, or a designated infection control coordinator,

———

Frequent breaches in asepsis is a result from not following transportation requirements, not wearing correct
personal protective equipment, incorrect instrument packaging and reprocessing practices, inadequate
sterilization testing procedures, and incorrect waterline maintenancg.

We urge the Board to require minimum credentials for the safety of the citizens in the Commonwealth. The

related to patient care — SAFETY. There is absolutely no reason why Virginia should wait for one case of
morbidity or mortality to occur before taking action. We urge you be proactive, not reactive.
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3. State the legal authiority of the board to take the action fequested. In general, the legal authority for the adoption of regulationss by the
board is found in § 54.1-2400 of the Code of Virginia. If there is other legal authority for promulgation of a regulation, please provide

that Code reference.
§ 54.1-2400. General powers and duties of health regulatory boards.
The general powers and duties of health regulatory boards shall be:
1. To establish the qualifications for registration, certification, licensure, permit, or the issuance of a multistate

licensure privilege in accordance with the applicable law which are necessary to ensure competence and integrity to
engage in the regulated professions.

2. To examing or cause to be examined applicants for certification, Iicensurc, or registration. Unles‘s.otherwise
required by law, examinations shall be administered in writing or shall be a demonstration of manual skills,

3. To register, certify, license, or issue a multistate licensure privilege to qualified applicants as practitioners of the
particular profession or professions regulated by such board.

Signatu;e: Date:

“mfﬂbzk 'S I RO 0o =9
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Virginia

Dental Hygiehi&fs‘ Aﬁsoéiqﬁoa

Virginia Department of Health Professionals
Board of Dentistry

9960 Mayland Drive, Suite 300

Henrico, VA 23233

March 31, 2021
Dear Board of Dentistry members,

The Virginia Dental Hygienists’ Association (VDHA) supports the Board of Dentistry’s efforts
to ensure the protection of the citizens of the Commonwealth by requiring Dental Assistants O
to have training and education on the principles of Infection Prevention and Control as outlined
by the Centers for Disease Control in their Guidance on Dental Settings.

VDHA has the following policies supporting CDC guidelines:
R 4-97 INFECTIOUS DISEASE TRANSMISSION GUIDELINES

The Virginia Dental Hygienists ASsociation supports the Centers for Disease Control and
Prevention’s (CDC) guidelines for preventing the transmission of infectious disease.

R 4-05 STANDARD PRECAUTIONS

The Virginia Dental Hygienists' Association advocates the utilization of universal
infection and exposure _ control precautions, and maximum work site safety and
training to protect the health and safety of both practitioner and patient.

Successful completion of a CE course in Infection Prevention and Control offered by sponsors
recognized by the BOD would provide a MINIMAL standard for these important clinical team
members to uphold so that they can help protect both dental patients AND dental team
members. This has become especially evident and important to maintain as we continue to
navigate through a global pandemic.

We offer the following suggestions to include in the proposed language:

1. (i) Satisfactory completion of an infection control course and examination given

by_any approved continuing education sponsor specified in Virginia Regulations for
dentists and dental hygienists; or
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2. (ii) Satisfactory completion of the OSAP-DALE Foundation Dental Infection Prevention
and Control Certificate Program; or

3. (iii) Satisfactory completion of the Infection Control Examination provided by the Dental
Assisting National Board.

On behalf of the licensed dental hygienists and the student dental hygienists represented by the
Virginia Dental Hygienists’ Association (VDHA), we thank you for your public service.

Sincerely,

Tracey C Martin, BSDH, RDH
VDHA President 2020-2021
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Christopher A. Roberts, DDS, MS

President

é\“"i

415.721.8768 phone
croberts@aaortho.org

J. Kendall Dillehay, DDS, MS
President-Elect

316.683.6516 phone
kdillehay@aaortho.org

Norman Nagel, DDS, MS
Secretary-Treasurer

805.581.2480 phone
nnagel@aaortho.org

Lynne Thomas Gordon, CAE
CEO

314.292.6512 phone
Ithomasgordon@aaortho.org

401 North Lindbergh Bivd. =

@ American
Association of
s Orthodontists,,

2021 Annual Session
Boston, Massachusetts s June 25-27,202

Sandra Reen

Executive Director
Virginia Board of Dentistry
9960 Mayland Drive

Suite 300

Richmond, VA 23233

Dear Ms. Reen and Members of the Virginia Board of Dentistry:

I write to you on behalf of the American Association of Orthodontists
(AAO) in response to the Notice of Intended Regulatory Action
(NOIRA) published in the Virginia Register on March 1, 2021 to take
regulatory action regarding infection control for dental assistants I. We
appreciate the opportunity to submit public comment at this time.

The AAO is the nation’s largest dental specialty organization and
represents more than 19,000 orthodontists in the United States and
abroad. We have 396 members who are residents of, or licensed to
practice dentistry in, the Commonwealth of Virginia.

Currently, the Virginia Board of Dentistry’s (“Board”) Guidance
Document 60-15 (updated December 15, 2018) titled, “Standards for
Professional Conduct in The Practice of Dentistry,” indicates that it is the
practitioner’s responsibility to, “Follow the applicable CDC infection
control guidelines and recommendations. See

https://www.cdc. gov/oralhealth/infectioncontrol/index. html.”

Furthermore, the Centers for Disease Control and Prevention (CDO)
states that:

“Education on the basic principles and practices for preventing
the spread of infections should be provided to all dental health
care personnel (DHCP). DHCP include dentists, dental
hygienists, dental assistants, dental laboratory technicians (in-
office and commercial), students and trainees, contractual
personnel, and other persons not directly involved in patient care
but potentially exposed to infectious agents (e.g., administrative,
clerical, housekeeping, maintenance, or volunteer personnel).
Training should include both DHCP safety (e.g., Occupational
Safety and Health Administration bloodborne pathogen and
patient safety, emphasizing job- or task-specific needs.”

St. Louis, Missouri 63141-7816 « 3149931700 phone = 314.997.1745fax = aaoiTHrg



See, “Education and Training.” Centers for Disease Control and Prevention: Oral Health,
https://www.cdc.gov/oralhealth/infectioncontrol/faqs/education-training.html

If the Board’s current Guidance is to follow the CDC guidelines, the AAO believes that
necessary regulations should defer to the CDC or replicate CDC guidelines. The CDC also offers

“Key Recommendations for Education and Training in Dental Settings”. Those recommends are
as follows: '

1.Provide job- or task-specific infection prevention education and training to all DHCP.
2. Provide training on principles of both DHCP safety and patient safety.

3. Provide training dﬁring orientation and at regular intervals (e. g., annually).

4. Maintain training records according to state and federal requirements.

See,” Administrative Measures and Infection Prevention Education Training.” Centers for Disease

Control and Prevention: Oral Health, https://www.cdc.gov/oralhealth/infectioncontrol/summary-infection-
prevention-practices/administrative-measures. htm]

The CDC guidance supports the notion of Job-or task- specific education that can be done
annually. Therefore, we feel that any infection control education and training required for dental
assistants I should not create unnecessary burdens for dental offices given the limited scope of
practice of a dental assistant I and the existing annual required Occupational Safety and Health
Administration (OSHA) training. Requiring additional training would seemingly only be
beneficial if the training includes some specific element related to the tasks of a dental assistant I
that are not covered by OSHA training and CDC guidelines. Due to the limited scope of a dental
assistant I, there does not seem to be any other task-specific infection control training that is not
covered in guidance and training modules offered by OSHA or the CDC.

In summary, any DHCP in Virginia is already required to follow CDC and OSHA requirements,
that additional regulation on infection control education and training required for dental
assistants I should not create unnecessary burdens for dental offices given the limited scope of
practice of a dental assistant I and the existing annual required OSHA training. Thus, the AAQ
advises against creating this additional regulation.

Thank you in advance for your consideration of these comments. Please do not hesitate to

contact the AAO if we can be of any further assistance to the Board in its consideration of these
issues. '

Sincerely,

TS~

Trey Lawrence
Vice President, Advocacy and General Counsel
American Association of Orthodontists
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March 22, 2021

Ms. Sandra Reen

Executive Director

Virginia Board of Dentistry
9960 Mayland Drive, Suite 300
Henrico, VA 23233

Dear Ms. Reen,
On behalf of the Virginia Dental Association (VDA), I would like to express opposition

to the Board of Dentistry’s (BOD) consideration for specific requirements for dental assistants in
infection control in dental practices indicated in NOIRA Action 5505.

The BOD currently requires dentists to adhere to OSHA and CDC Guidelines. Both OSHA and
the CDC include infection control training for dental assistants in their training guidelines for
dental offices. The VDA has included those OSHA and CDC guidelines in educational materials
we have shared with members to ensure their offices are in compliance. An additional
requirement for infection control training by the BOD would be redundant and potentially
confusing, considering that these Guidelines are already required on an annual basis.

We are unaware of a plethora of reported cases of infection contraction due to pathogen exposure
in a dental office that prompt a need for additional regulation. We believe that the appropriate

mechanisms for enforcement already exist through the BOD’s current requirements with regards
to OSHA and CDC Guidelines. ‘

I appreciate your consideration of the VDA’s request to not impose a redundant requirement for
dental assistants in Virginia. Patient safety is ALWAYS our first priority, however; we do not
believe that this intended regulatory action has a basis for implementation. Thank you in
advance for your consideration of our comments.

Sincerely,

Dr. Frank Iuoro, DDS
President
Virginia Dental Association

Virginia Dental Association | 3460 Mayland Court, Ste 110 | Richmond. VA 23233
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. American Dental Assistants Association
A \ricar 140 N. BI ingdale Road
Sje‘;'etg'c B Bloomingzgll':,nﬂ saoem:-amu
A i i i _ P: 877-874-3785
Assistants F: 630-351-8490

Asseciation www.adaausa.org

Memo to: State Boards of Dentistry
From: Betty Fox, AS, CDA, RDA, FADAA
: President, ADAA
Date: February 2, 2021
Subject: Mandatory Infection Control Education at the State Level

As the regulatory agency ultimately in charge of the protection of the public through licensing requirements for
oral healthcare practitioners in the state, we are contacting you today to ask for your support in adopting the
following important infection control guideline for the oral healthcare team practicing in your state. Of course, it is
the state’s prerogative to identify what is best for its citizens. The materials referred to in this correspondence are
designed to provide guidance and assistance to the states in that endeavor.

The American Dental Assistants Association (ADAA) is the professional association in the United States whose
mission is to advance the careers of dental assistants and to advocate for the dental assisting profession in matters
of education, professional activities, credentialing and legislation. We promote the ideals and growth of the
association which aid in the accessibility and delivery of quality oral health care to the public. ADAA works for the
safety, health, and protection for all dental patients as well as the oral health care team and advocates that
infection control laws, regulations, guidelines and best practices be mandated through government regutations.

The ADAA recognizes that mandatory education standards in infection control do not exist nationally for dental
assistants. This means that someone with no background and knowledge in dentistry and infection control could
be working in the dental office, participating in patient treatment and all facets of infection control. The
coronavirus pandemic has magnified the importance of this issue and the need for education prior to being
responsible for infection control in a dental setting.

Infection control education is at the forefront of the fight against coronavirus. The Centers for Disease Control
emphasizes that “Ongoing education and training of DHCP are critical.” See
'https://www.cdc.gov/oraihealth/infectioncontroI/pdf/safe-care2;pdf.

According to the World Dental Federation (FDI), “Although the principles of infection prevention and control
remain unchanged, new technologies, materials, equipment and updated data require continuous evaluation of
current infection control practices and continuous education for the oral heaith team.” See
https://www.fdiworlddenta‘l.org/resources/policy-statements/infectioh-prevention-and-control-in-dentaI-practice.

In light of this, ADAA believes that mandatory infection control education for the oral healthcare team should be
implemented to include a requirement that ALL dental assistants have a minimum of 12 hours of CODA, ADA

CERP, or AGD PACE-approved didactic and 4 hours of clinical education in infection control, including
performance evaluation.

"“The people who make dental assisting a profession!” 15



ADAA has a series of AGD PACE approved courses that would qualify for this education, ADAA has also created a

clinical component made up of performance evaluations to provide guidance for the content to be included in the
didactic portion of the mandated education.

The ADAA would be happy to provide any assistance in your deliberations regarding infection control education for
dental assistants.

Please let us know how else we may help.

BF/jek
S:\ADAA\Legislation\sbod_temp|ate_infection_control.pdf

“The people who make dental assisting a profession!” 6
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Julie F Simms, RDH, BSDH
4811 Walney Knoll Ct.
Chantilly, VA 20151

December 30, 2019

‘Virgi,riia; Board of Dentistry

9960 Mayland Drive, Suite 300

Richmond, VA 23233-1463

Dear Honorable Board Members,

My name is ]ul'ie Simms and have been a licensed dental hygienist in Virginia since
1983. I have worked as a clinical hygienist all these years. Recently, accepted an

adjunct staff position at Hagerstown Community College.

I'write in support of regulation of Dental Assistant I and II's to have educational
requirements to comply with the standards of Infection Control as defined by the

Centers for Disease Control and Prevention guidelines for preventing the transmission

of infectious disease.).

The following is VDHA Policy regarding our standards.
R 4-05 - '

STANDARD PRECAUTIONS _

The Virginia Dental Hygienists' Association advocates the utilization of universal
infection and exposure control precautions, and maximum work site safety and
training to protect the health and safety of both practitioner and patient.

R6:80 |
RADIATION STANDARDS | |

The Virginia Dental Hygienists’ Association supports educational standards and
proven minimal competency in radiation, physics, safety, and technique for all
dental office personnel resporisible for exposing radiographic films in the dental
environment. ' ' "

R7-80

RADIATION SAETY STANDARDS _ B

The Virginia Dental Hygienists' Association supports the active involvement of the
dental profession: dentists, dental hygienists, and dental assistants, in reviewing,
revising, maintaining and monitoring quality standards for radiation safety and
health of the public.
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R4-97
INFECTIOUS DISEASE TRANMISSION GUIDELINES
The Virginia Dental Hygienists' Association supports the Centers for Disease Control

and Prevention’s (CDC) guidelines for preventing the transmission of infectious
disease. - _

18VAC60-21-170. Radiation certification.

No dentist or dental hygienist shall permit a person not otherwise licensed by this
board to place or expose dental x-ray film unless he has one of the following: (i)
satisfactory completion of a radiation safety course and examination given by an
institution that maintains a program in dental assisting, dental hygiene, or dentistry
accredited by CODA; (ii) certification by the American Registry of Radiologic
Technologists; or (iii) satisfactory completion of the Radiation Health and Safety
Review Course provided by the Dental Assisting National Board or its affiliate and
‘passage of the Radiation Health and Safety Exam given by the Dental Assisting
National Board. Any certificate issued pursuant to satisfying the requirementsof
this section shall be posted in plain view of the patient.

I'have been an active member of the Virginia Dental Hygienists' Association since
graduating from Old Dominion University in 1983, My interest in a dental hygiene
career started as a high school senior in which a dentist hired me to perform dental
assistant duties. I was trained in the office, I took radiographs, gave fluoride
treatments and performed “prophylaxis” on children not realizing the potential
risks and hazards to the patients and me. I'worked while going to college to become
a hygienist. I became very aware of the need for dental assistants to become trained
certified and licensed. Not only do these regulations protect the community we are
serving, but raises the standards of the dental assistants and gives this profession
the recognition it deserves. In my experience, dental assistants are given numerous
responsibilities regardless of their professional training, I refer to professional
training, as a certification from a dental assistant program. I have considerable
respect for dental assistants, They play a major role in the dental team. But they
should have educational requirements to safely continue their role,

»

Again, I support regulations of Dental Assistant I and IT's to have ,é'vcfl‘ucati'ona_l
requirements to comply with the standards of Infection Control as defined by the

Centers for Disease Control and Prevention guidelines for preventing the transmission
of infectious disease.).

Respectfully,

Julie F Simms, RDH, BSDH
VDHA Tru‘stee
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: Commenter: Heather Fonda 3/1 /21 ﬁ:50 am

. DA's need to be Infection Control Certified

- Iam writing in support of the proposed regulation change requiring dental assistants to be Infection Control
Certified (ICE) through DANB or NELDA before they are permitted to practice in the Commonwealth of

- Virginia. Having graduated from an accredited dental assisting program as a CDA in December of 201 8,1

- am well aware that dentistry, like other medical fields, has its potential for health-altering hazards. My
education and subsequent DANB certifications have provided me with the knowledge and credentials I need

. to protect my patients, myself, my team, and my community from injury and communicable disease. An on-

" the-job trained dental assistant without certifications, however, will likely have no idea what airbome or
bloodborne pathogens are, what standard precautions are, or even that there is a difference between

+ disinfection and sterilization; all of which are paramount knowledge in the avoidance of cross-contamination

- and subsequent maleficence. Patients and people, in general, have immense societal trust in their healthcare

- providers. That trust should be honored. The allowance of substandard practice is therefore unacceptable. I

 ask you to please see the validity and criticality of this proposal. The patients and dentists of the

- Commonwealth of Virginia deserve competent certified dental assistants. With COVID an ever-present

. threat these days, I can’t think of a more opportune moment to instate this change.

" Thank you for reading my testimony and for your consideration of this very important issue.
i CommentID: 97268 ’

Commenter: Austin Westover 4 3/6/21‘8'”&'"'I ;

Against Certification

. This proposed certification requirement will not benefit the public or dental offices. Any new dental
: assistant is trained under the dentist who has already received extensive training and is entirely

_ capable of training a new assistant. COVID has shown that dental offices around the country are

. routinely doing an adequate job with sterilization as there hasn't been a single COVID outbreak
_traced back to a dental office anywhere in the country. Requiring a certificate that an assistant

. went to an assistant school will especially hurt dental assistants in rural areas that do not have
- access to an accredited assisting school.

https://townha!l.virginia.govllNiewComments.cfm?stageid=8932 119 1/24
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i We already have OSHA training every other year to refresh the staff and doctors about proper
. sterilization protocols. Many assistants will be forced to pay for this certification themselves which
- will put an undue hardship on those who have the lowest income in a dental practice.

If various infections disease outbreaks have been traced to improper sanitation of dental offices, |

- would support this bill. However, | feel the only group of people this will help are those who run
- dental assisting accreditation programs.

* CommentID: 97288

- Commenter: Misty Mesimer, Germanna Community College

Infection Control for DA I's

Misty L. Mesimer, RDH, MSCH, CDA
- 14 Little Street
- Fredericksburg, VA 22405

- March 11, 2021

' Virginia Board of Dentistry

* Perimeter Center

: 9960 Mayland Drive, Suite 300
" Henrico, VA 23233-1463

Dear Honorable Members of the Board, -

- Thank you so very much for advancing the petition requiring dental assistants to have certification
in infection control procedures. Itis such a very important topic that needs to be addressed. As
we learn to live in a post-pandemic world being more mindful of aerosolized transmissions, you are

- demonstrating progressive thinking and action. The importance of needing education and

, certification in infection control is evident in your decision last March to advance this petition. |1 am

writing now to discuss how we can operationalize this request. -

- The easiest and most simple solution would be to say that all dental assistants must hold Certified

' Dental Assistant certification from the Dental Assisting National Board. It would take all the work of
- certification and recertification off of your plate. It would allow safe practice of dental assistants to

- be credentialed by a well-recognized and reputable organization that the Board can trust. The

- Board would be assured of currency in infection control knowledge as well because maintaining

. the CDA credential requires annual education in infection prevention. | strongly advocate for

- dental assistants to be Certified Dental Assistants. This truly is a first step in assuring quality oral
~health care in our great Commonwealth.

. But | also recognize that we must navigate a regulatory system that has not always recognized the
. importance of formal education and credentials. Those that have served in the role of a dental

- assistant without formal education and credentialling must be respected and honored. The good

. news is that there are options for these professionals as well. -

As a first step, | recommend that we mirror regulations that are already in place. The requirements
- for x-ray certification. The language reads:” A dental assistant | or |l shall not place or expose

~ dental x-ray film unless he has one of the following: (i) satisfactory completion of a radiation safety

. course and examination given by an institution that maintains a program in dental assisting, dental

- hygiene, or dentistry accredited by CODA,; (ii) certification by the American Registry of Radiologic
. Technologists; or (jii) satisfactory completion of the Radiation Health and Safety Review Course
+ provided by the Dental Assisting National Board or its affiliate and passage of the Radiation Health

https:/ftownhall.virginia.gov/i/ViewComments .cfm?stageid=8932 - 120
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: and Safety Exam given by the Dental Assisting National Board. Any certificate issued pursuant to
' satisfying the requirements of this section shall be posted in plain view of the patient.”

. | propose that you create language for infection control certification that reads: “A dental assistant |

- shall not participate in clinical dental procedures until (i) satisfactory completion of an infection

: control course and examination given by an institution that maintains a program in dental assisting, -

- dental hygiene, or dentistry accredited by CODA; (ii) satisfactory completion of the OSAP-DALE ,

' Foundation Dental Infection Prevention and Control Certificate Program; or (i) satisfactory

- completion of the Infection Control Examination provided by the Dental Assisting National Board. -

" Any certificate issued pursuant to satisfying the requirements of this section shall be posted in °

- plain view of the patient.” Dental assistants who certify through any of these methods and do not
maintain the CDA credential must have annual continuing education in infection prevention and
control. It is further recommended that dental assistants have until the next license renewal cycle

~ to become compliant once the final language is approved.

- There have been so many stories of allied dental professionals not returning to their roles as they |
- feared the unknown. Requiring this level of entry-level credentials will help to grow the dental -
- profession.  Dental assistants will be able to face the next pandemic with a strong base of
* knowledge. They can proudly and safely serve because they understand disease transmission -
- and prevention principles. They will not need to rely on the media and political rhetoric to try and
- decipher best practices. Doctors will have a well-informed assistant to help them navigate

- stressful and uncertain times. This will help to better serve the dental team and the patients.

. Dental assistants will be able to use this credential as a stepping-stone to a long career in

- dentistry. There won't be a temptation to go work at Starbucks where there the only aerosol is

. coffee grounds and steamed milk. This will encourage relationship building with the patients of the
Commonwealth and help promote the highest standards of care.

- Again, thank you for your attention to this important issue. Your decisions have the potential for
. positive impact both immediately and long term.

. Respectfully,

Misty L. Mesimer, RDH, MSCH, CDA
: CommentID: 97296

- Commenter: Matthew Stephens 3/14/21816 am '

- Against Certification Requirement

- The responsibility for proper infection control policies and training lies with the dentist or practice
- owner solely. A certification for dental assistants will be an extraneous requirement. Further, the
. targeting of the dental assistant community by the hygiene community is condescending and
- misplaced: ifit is important for one portion of the profession it is important for everyone. This

- certification will duplicate the annual OSHA training, CDC guidelines, and place an undue burden
on the dentist or practice owner.

_ CommentID: 97299
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3/15/21 2:28 pm |

Commenter: Betty Fox
Practice of Dental Assisting (18 VA 60-30) - Traihing in Infection Control

The American Dental Assistants Association (ADAA) is in support of proposed Chapter Regulations governing the
: Practice of Dental Assisting (18 VA 60-30) Training in Infection Control.

" In October 2020, the ADAA called on all states to recognize the importance of educating dental assistants in infection
© control.

! Our position recommends a minimum of 12 hours of didactic instruction in infection control and 4 hours of hands-on
. instruction to include skill evaluations that are signed off on by a licensed dentist for all dental assistants. We believe

* that each individual State Board will know how best to serve the citizens of their state to keep them safe while in a
~ dental office.

The ADAA believes that an educated dental assistant is an asset first and foremost to the public, then to the dental
: practice. The ADAA offers course work for all dental assistants that covers several different areas of infection control,

- including waterline biofilm, handwashing teéhniques, placement of barriers in the treatment room and placement of
: personal protective equipment.

Please contact ADAA should you need additional information. We would be pleased to discuss this issue further with
- you.
- CommentID: 97310

| Commenter: Richard F Roadcap DDS '3/16/21 9:12 pm
. Opposed to this new requirement

~ This proposed certification places an undue burden on rural practices, where employees may have

+ to travel long distances to receive training. Dental office employees are already required to receive
+ annual training in OSHA and infection control. Also, dental assistants entering the workforce will

. feel compelled to seek training at their own expense, to be considered for employment.

CommentiD: 97345

- Commenter: Angela Siith 317021 111 pm |

| Support for IC Certification

. As a career dental assistant and now a dental assistant educator, | cannot express how important
it is to have infection control training and certification. | have had both on-the-job and formal dental
. assisting training. My OTJ training was sufficient for the time (1980s), but the current environment

- warrants more strict/stringent training in infection control. Certification in Infection Control would

- go far in winning the trust of the public. Understanding the whys, as well as the hows, of IC makes

- a dental assistant very valuable and formal training and certification takes the burden off the doctor
~to do so. Relying solely on annual OSHA training isn't enough to protect the public since OSHA
- protects the employee. Thank you for your time and attention in this matter.

CommentiD: 97371

Commenter: Summer Marquette Woodard = e

- In strong favor of Certification for Dental Assistants
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- As a career dental assistant of 20+ years, who started as an OTJ trained assistant, | fully
~ support this petition for certification in infection control procedures. | was trained very well
. at a community health clinic who was accredited through JCAHO. Unfortunately, |found
 that after leaving the organization, the infection control training and annual OSHA training
' were not regulated and maintained the same in offices that were not accredited through an
' organization. | am from the poorest and most rural area in Virginia, the most southwest
- area of the state, and the education is available if you are willing to look for it. The ADAA
offers courses that train dental offices in infection control and meet DANB requirements. |
- am now a CDA, the team leader at my wonderful dental home, a member of the Advisory
. Board of the MECC Dental Assisting Program, and a current DAII student at GCC. | have
- always believed that furthering education and attaining certifications are the best way to
' provide the best care for my patients. My personal opinion is that all dental assistants :
- should be certified through the DANB and maintain their certifications yearly by completion
- of CE credits. This would allow the great State of Virginia to offer the best quality of oral
. healthcare to our patients. Patients would recognize that their safety, and the safety of their :
 practitioners has become of the utmost importance to us. In this post pandemic world, ;
- patients are highly aware and inquire of the measures being taken to keep them healthy and
- safe. 1 would hope that dental assistants that are currently practicing without a
certification could easily complete such a course and sit for the DANB Infection Control
- Exam. | would also hope that they would be willing to do this to further their knowledge
and provide the safest oral healthcare they can to their families and communities. |
* understand that this is only a first step and that there will need to be special circumstances
. that allow already practicing non-certified dental assistants a smooth and easy transition
- into attaining the certifications needed. |am confident that the Board will handle this
- matter with respect and fairness to those assistants. | am excited for what this petition

- could mean for the growth of the practice of dental assisting. Thank you for your attention
- and consideration to this petition.

- Summer Woodard, CDA
- Big Stone Gap, VA 24219
' CommentiD: 97413

- Commenter: Roger A. Palmer, DDS ‘ —/—2“3;21‘“1006pm

 Against another regulation

' The Board of Dentistry has already required that Dental Offices abide by the regulations of both
- the CDC and OSHA.

| practice in a rural community where trained dental assistants are a rarity. We must train our own
- assistants and formal training is not readily available.

. Over the past 45 years | have had a number of high school students who have worked in my office.
~ Several have gone on to be Dental Hygienists, RN's and one is now a dentist.

Having a requirement, as some have suggested, that no one could work as a dental assistant
- before having approximately 16 hours of infection control training at a formal setting is not
- reasonable. We lose and must rehire staff quickly in a rural practice.

Our Component (3) of the Virginia Dental Association has an annual meeting where we do OSHA,
Infection Control and CPR Training.

I do not think that requiring dental assistants to be certified once a year will protect the health of

: the citizens of the Commonwealth of Virginia and instead lose employment opportunities to young
Virginians.
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CommentiD: 97414

- Commenter: William G. Horbaly, D.D.S., M.S.. M.D.S.

' Oppose additional Regulations

- March 25, 2021
Dear Members of the Virginia Board of Dentistry,

| The Virginia Board of Dentistry does not need to regulate infection control training for DAs. First, the Virginia Dental

' Hygiene Director's Consortium should not be initiating a petition for rule making that affects the Dental Profession as

- awhole. They should certainly make that recommendation for their own membership should they feel the need. As

¢ dental professionals with advanced education and training, Dentists are more than qualified to ensure that their DAs.

 are effectively and competently trained in infection control procedures. This is in fact the case as evidenced by the
Board’s finding that there have been no reports of infection spread in the state of Virginia by an untrained dental
assistant. This finding alone should negate the need for an added regulation...case closed. Otherwise, we are now

. subjected to proposed regulations based on a perceived issue, rather than on the scientific data. In addition, the

- Board makes the case for relieving the owner/doctor from all infection control accountability with the following

! statement: “Since dental assistants | are not regulated by the Board, the dentist is accountable for infection control

3/25/21 2:11pm

¢ practice, but it is often the dental assistant who is responsible for infection control processes and procedures.” So, by

. regulating DA infection control training, one can only assume that the Board now feels that it wants to take on the

. added responsibility for monitoring dental assistant training and disciplining them when standard infection control

" procedures are not followed. This would also seem to have the negative effect of releasing the overseeing Doctor

. from having any accountability for the infection control procedures implemented in his/her office possibly increasing
* the number of infectious diseases spread by poorly supervised infection control procedures.

- In summary, I think the Board’s decision to consider regulating infection control training for DAs is shortsighted and

. anoverreach by the Board. The mere fact that this proposal was not even put forth by the community of professional

~ dentists shows the lack of need for this type of regulation.

I respectfully request that the Board reconsider implementing such a regulation.
Sincerely,

lesUnsupported image type.

CommentID: 97419

: Commenter: Walter E Saxon Jr

Against Unneeded Regulation

3/27/21 10:11 am ||

lam against the Board of Dentistry requiring dental assistants to be certified by another agency for

- infection control, etc. The dental assistant (DA) works under our license. We are already required
. to provide training in Blood Borne Pathogens, HIPAA, etc. This includes infection control. | doubt

 that any standardized test would be specific enough to cover each individual office. In essence the

- proposed regulation would still result in the individual office being sure that the DA is trained for
- that office. We've been doing this for all employees for many years, not just DAs. Infection
+ control, etc. is an office endeavor. There have not been any instances that I'm aware of infection

control causing a problem in dental offices, even though we are in a pandemic, that is different
: from previous ones (avian and swine flu).

- This also poses a hardship for dental offices who need'to hire a dental assistant. The majority that
' I've hired through the years don't have experience and we train them. Requiring them to pass a
 test by another entity first is a hinderance to allowing us to provide safe, quality dentistry in an

. efficient manner. The first item on their first day is about the risks of bloodborne, etc. as we want

' them to remain healthy, which is connected to infection control (part of OSHA requirements). A

https://townhalI.virginia.gov/lNiewComments‘cfm?stageid=8932
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. required state test would not relieve dentists of their responsibilities and if a new assistant was to
' be regulated by the Board of Dentistry, it would probably mean that we would have a harder time
- filling the position. This could potentially result in our insurance premiums going up.

' Years ago, at a statewide meeting of regional planning district commissions, the director of the

' BIGS Center of John Tyler CC was talking about their ability to increase revenue due to state

. regulations. The first example was the "Radiation Safety Course". This proposal seems to me to

" be in the same category. | don't see any benefit in either one and would welcome the Board of

- Dentistry declining to require DA to get any other training other than what is already required by
 state and federal regulations. It would be even better is they would study and see if there are any
- advantages in the "Radiation Safety Course”. It was implemented over 40 years ago and x-rays

- have undergone many improvements through the years. One teaching institution has a sign

- saying that the machine is low radiation and shielding is not required, but will be used if requested.
' It seems that this requirement has outlined it's usefulness, but not been deleted. That's the

- problem with regulations and laws, their relevance isn't reviewed and updated as needed. Don't
~ add another.

. CommentID: 97437

' Commenter: Denise Nguyen, DDS 3127121 6:50 pm

" Notices of Intended Regulatory Action

lama member of the American Association of Orthodontists, and | agree with the comments my
© association has submitted. '

Denise Nguyen
- CommentID: 97444

- Commenter: George Sabol
' NOIRA regarding additional training for infection control

- | am opposed to the proposed regulations to require additional infection control for dental

. assistants. The current state laws already require dentist to provide and be responsible for proper
. infection control training of our staff. In our offices, we provide both CDC and OSHA training on an
- annual basis. We also have members of our team that are "compliance monitors” to make sure

- proper procedures and protocols are being followed at all times.

- Additional training beyond what is already required would be a burden to our practice and be
. redundant.

| CommentiD: 97445

- Commenter: American Association of Orthodontists 13/28/21 11:35 am

Infection Control for Dental Assistants |

- Dear Ms. Reen and Members of the Virginia Board of Dentistry:

. 1 write to you on behalf of the American Association of Orthodontists (AAO) in response to the Notice of
- Intended Regulatory Action (NOIRA) published in the Virginia Register on March 1, 2021 to take regulatory

- action regarding infection control for dental assistants I. We appreciate the opportunity to submit public
- comment at this time. '

! The AAOQ is the nation’s largest dental specialty organization and represents more than 19,000 orthodontists
in the United States and abroad. We have 396 members who are residents of, or licensed to practice
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i dentistry in, the Commonwealth of Virginia.

Currently, the Virginia Board of Dentjstry’s (“Board”’) Guidance Document 60-15 (updated December 15th,
i 2018) titled, “Standards for Professional Conduct in The Practice of Dentistry,” indicates that it is the
. practitioner’s responsibility to, “Follow the applicable CDC infection control guidelines and

. recommendations. See https://www.cdc. gov/o ralhealgl_w[infectiqncggtrol/ind_ex.htm J

: Furthermore, the Centers for Disease Control and Prevention (CDC) states that;

“Education on the basic principles and practices for preventing the spread of infections should be :
provided to all dental health care personnel (DHCP). DHCP include dentists, dental hygienists, dental
assistants, dental laboratory technicians (in-office and commercial), students and trainees, contractual
personnel, and other persons not directly involved in patient care but potentially exposed to infectious
agents (e.g., administrative, clerical, housekeeping, maintenance, or volunteer personnel). Training
should include both DHCP safety (e.g., Occupational Safety and Health Administration bloodborne
pathogen and patient safety, emphasizing job- or task-specific needs.”

See, “Education and Training.” Centers for Disease Control and Prevention: Oral Health,
https://www.cdc.gov/oralhealth/infect.ioncontrol/faqs/educationatraining.html

 If the Board’s current Guidance is to follow the CDC guidelines, the AAO believes that necessary
: regulations should defer to the CDC or replicate CDC guidelines. The CDC also offers “Key
- Recommendations for Education and Training in Dental Settings”. Those recommends are as follows:

1.Provide job- or task-specific infection prevention education and training to all DHCP.
2. Provide training on principles of both DHCP safety and patient safety.

3. Provide training during orientation and at regular intervals (e.g., annually).

4. Maintain training records according to state and federal requirements.

- See,” Administrative Measures and Infection Prevention Education Training.” Centers for Disease Control and
i Prevention: Oral Health, https://www.cdc.gov/oralhea]th/infectioncontrol/summary—infection-prevention-
* practices/administrative-measures.html]

- The CDC guidance supports the notion of Job-or task- specific education that can be done annually.
- Therefore, we feel that any infection control education and training required for dental assistants I should not
' create unnecessary burdens for dental offices given the limited scope of practice of a dental assistant I and

. the existing annual required Occupational Safety and Health Administration (OSHA) training. Requiring

. additional training would seemingly only be beneficial if the training includes some specific element related

. to the tasks of a dental assistant I that are not covered by OSHA training and CDC guidelines. Due to the

~ limited scope of a dental assistant I, there does not seem to be any other task-specific infection control

, training that is not covered in guidance and training modules offered by OSHA or the CDC.

' In summary, any DHCP in Virginia is already required to follow CDC and OSHA requirements, that
. additional regulation on infection control education and training required for dental assistants I should not
. create unnecessary burdens for dental offices given the limited scope of practice of a dental assistant I and

 the existing annual required OSHA training. Thus, the AAQ advises against creating this additional
regulation.

Thank you in advance for your consideration of these comments. Please do not hesitate to contact the AAO
- if we can be of any further assistance to the Board in its consideration of these issues.
Sincerely,

Trey Lawrence

- Vice President, Advocacy and General Counsel
¢ American Association of Orthodontists
; CommentID: 97447

- Commenter: Michael Morgan, DDS 13/29/21 11:10 am
Oppose new regulation
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As a member of the Va. Dental Association, | support the position expressed by VDA President, Dr.
- Frank luorno, which opposes a new regulation and certification process requiring dental assistants
- to receive additional training for infection control. ' :

CommentID: 97461

- Commenter: Ronald C Fuhrmann DDS

3129121 11:44 am
Oppose new and redundant certification

This new requirement is already addressed and in place with everything we already are doing. It is
- just an unneeded new regulation. Dr Fuhrmann

- CommentID: 97464

Commenter: Mollie Gioffre, DDS 3/29/21 11:48 am

oppose this regulation

I strongly oppose adding yet another training to the list of requirements. At the bare minimum

- dental assistants are trained by their dentist employers who have been extensively trained in
infection control. That should be enough, but assistants are also trained in their dental assisting
- educational programs and in yearly OSHA trainings. What is the science behind needing more

- regulation regarding infection control? Have there been a large number of infections due to

" inadequate infection control? Unnecessary regulations drive the good people away.

: CommentID: 97465

Commenter: Weisberg 3/29/21 1215pm :

- Notice of Intended Regulatory Action (NOIRA) 5505

i There are currently extensive guidelines from both the CDC and OSHA related to infection control
. in dental offices. As of currently, | am unaware of cases originating in dental offices and therefore
- recommend against increased documentation of training for dental assistants which would lead to
: an unnecessary increase in costs to the patients.

CommentiD: 97467

Commenter: K. Vaughan, DDS 53/29/21 12:40 prr]

. New regulatory requirement issue

| tried to find statistics that support the need for this additional training but was not successful.

. This is already an annual requirement. All new assistants are trained in this when they get their

- certification and annually thereafter. If they are unaware of the infection control protocols and are
- having measurable issues with infection control, it is not due to a lack of training. Adding another
. redundant training requirement will not solve this perceived problem.

- CommentID: 67468

' Commenter: Ralph L Howell, Jr. DDS, MAGD

3/20/21 1:28 pm | |
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| Against new regulation

' As a dentist that has practiced in the Commonwealth for over 30 years, | find this additional
. regulation to redundant in nature and it could have an adverse effect on access to care in a
. profession that currently has a shortage of providers in underserved communities. Current ;
- regulations and requirements on the practice of dentistry in the Commonwealth require adherence :
- to OSHA and CDC guidelines. Any additional regulation is unnecessary. :

_ CommentID: 97472

Commenter: Ryan Simone, DDS

32921 1385m
Opposition to Proposal

- The newly proposed regulation for additional training is redundant and has no purpose. Infection

- control training is already accounted for extensively with the current CDC and OSHA guidelines

- which require such training on an annual basis: furthermore, these existing guidelines have proven :
- to be successful as demonstrated by the fact that the State of Virginia has, as | currently ;

| understand it, reported no cases of infection contraction due to pathogen exposure in a dental
- office.

" CommentID: 97473

- Commenter: Ellis Family Dentistry - Jonathan Ellis DDS

3/29/21 2:37 pm|

Against new regulation regarding dental assistants

- The proposed new regulations requiring additional infection control training for dental assistants
creates an unnecessary hurdle to becoming a dental assistant, especially in a COVID-19 world.

. Dental employers have always been responsible for this training and adhering to OSHA and CDC

- guidelines. We have done an exceptional job at this type of training and have had no issues with

- transmission. We do not need additional regulation with red tape making it more difficult to hire
and maintain employees. '

Comment|D: 97474

Commenter: Carmen Cote 57?:9/21253‘pm

Opposing to new regulations for Dental Assistants

I think we have enough training to do already for us an our staff. We made it through this Covid-19 :
* year without any patient or staff member getting contaminated. We do not need more :
- unnecessary training of something we are already doing. :

- CommentiD: 97475

Commenter: Gregory Kontopanos, DDS 5/59/21*305;;m

Opposition to new proposal due to it's redundant nature with current training

I am opposed to the BOD current proposal for redundant training in infection control for dental

. assistants in NOIRA Action 505. | believe the current Virginia regulations for infection control ‘
: 128
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. training thru CDC and OSHA guidelines are sufficient and further requirements by the BOD would
- be unnecessary due to the redundant nature.

CommentiD: 97476

Commenter: Peter Murchie DDS

3/29/21 3:18pm. |

Opposition to requiréments for Dental Assistants

Board of Dentistry,

- 1 am writing in opposition to requirements that dental assistants receive separeate training and
- certification regarding infection control. The additional training would be redundant and
- unnecessary as it is already included in OSHA and CDC guidelines.

In addition to my knowledge the state of Virginia has not had any reported cases of infection
- contraction due to exposure in a dental office.

Thank you for your consideration.
- Peter Murchie dds

~ CommentiD: 97477

Commenter: Dr Don Cherry 13/29/21 3:29 pm|

- Oppose the additional requirement for dental assistants !
| Additional requirements are redundant and not needed !

. CommentID: 97478

- Commenter: Scott H Francis DDS é/}é/213é 4 pm

Opposition to additional training

~ Dentists, dental hygienists, and dental assistants have already "stepped up to the plate" to deliver

- safe, quality dental care to the citizens of the Commonwealth by using OSHA and CDC guidelines

- to add to dentistry's already robust infection control procedures. Acquisition or spread of

- Coronavirus in the dental setting has not been shown to be a problem. Requiring "training" of

. dental assistants would be a redundant and unnecessary burden and have the unintended
consequence of adding to the cost of dental care in the midst of a pandemic which is sapping the

. financial resources of both dental practices and patients.

" CommentID: 97480

Commenter: David Circeo 3/29/31 5:20 pm :

Oppose the additional requirements for dental assistants

. Due to the redundant nature of this type training from our annual OSHA classes and routine office
. discussions about infection control , | feel this is redundant and unnecessary.
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* Thank you for your consideration

CommentID: 97481 -

Commenter: William Munn DDS

3/20/21 5:32 pm |

Opposing to new regulations for Dental Assistants

~ Additional requirements for Dental Assistants would be a waste of time since everyone in the

- dental office should get this information through our required yearly. OSHA and CDC training.

. Current laws already require dental offices to maintain exceptionally high standards for infection
- control. Additional training isn't needed.

CommentiD: 97482

Commenter: Milan Bhagat- ‘ 3/29/21 5:38 pm |

Opposition to New Regulations for Training for Dental Assistants
Hello,
" strongly oppose to the new requirements for dental assistants requiring additional training, as it

- would be reduntant and further more confusing. As Dentist, we are already adhere by CDC and
- OSHA guidelines for compliance, which include yearly training.

~ | appreciate you to reconsider imposing such redundant requirements for dental assistants.
" Thank you,

' Milan Bhagat, DMD

CommentiD: 97483

- Commenter: Michael Hutchings, DDS, Hampton Family Dentistry 13/29/21 7:04 pm |

Oppose Additional Dental Assistant Training Requirements

As a dental practice owner and full-time clinician, | am very concerned all my staff maintain high
. infection control standards. New staff receive initial training and all staff receive periodic and
+ annual refresher training based on OSHA and CDC Guidelines. | agree with the position of the

. VDA that implementing an additional layer of requirements would be redundant and hence, | am in
. opposition.

Respectfully,
Michael L. Hutchings, DDS
- CommentID: 97484

Commenter: Thomas Olivero 5729/21 7n26p

' Infection control training and certification for assistants
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. To require additional training and certification for dental assistants would be unnecessary and

- redundant. The Infection control protocols are dictated by OSHA and CDC requirements and

- guidelines. This additional requirement would place a unneeded and additional burden on dental
- practices which have demonstrated exceptional compliance with current standards. This is

- another layer of regulation which is already covered in current standards. | do not feel this is
~necessary.

Respectfully,
. Tom Olivero DDS
* CommentID: 97485

- Commenter: McKenzie Woodard
Additional infection control training

This seems very much a redundancy of the training already mandated through OHSA regulatory
. protocols. |do not see the benefit to this and places an additional burden on offices.

_ CommentiD: 97486 '

Commenter: Robert Feild , Feild Dentistry

3129121 7:32pm’

. Infection control regulation

I support the VDA presidents position and think that dentistry is doing a great job in infection
- control and is following OSHA and CDC to name a few.

* CommentlD: 97493

329121 7:56 pm

Commenter: Michael Newman DMD

3/29/21 7:57 pm |

' Opposition to proposal.

¥ oppose the proposal for additional training requirement.
'~ CommentID: 97494

_ Commenter: Richard W Bates DDS

opposition to proposed additional training for dental assistants

N support the VDA President's letter opposing the proposed legislation for additional training for
- dental assistants. It has been covered by the CDC and OSHA guidlines and dentistry has done a

 fantastic job following these guidelines. More legislation would be redundant and an additional cost

to dental offices when costs have gone up already during this COVID crises.
Richard W Bates DDS
.~ CommentiD: 97510

- Commenter: GERALD Q FREEMAN JR DDS LLC 13/30/21

3/30121 10:59 am '
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| In complete agreement with Dr. Vaughn in opposing more layers of legislation redundancy

After reading over the comments | feel Dr. Keith Vaughn's position is of merit. The training is there
- and available. Mandating more training will not solve a perceived problem and only add more
- burden to all providers without benefit to the public. | do not support this measure.

CommentID: 97532

- Commenter: Ursula Klostermyer

3/30/21 11:00 am
Opposing 4

. | oppose this proposal, as this is an unnecessary burden for dental assistants. The regular OSHA
 training performed gives the dental assistant a good fresh up of their knowledge annually. An extra
- course would be -especially for dental assistants who live and work in more rural areas-

- unnecessary for an experienced dental assistant.

. CommentID: 97533

Commenter: Steven A Carroll DDS

3/30/21 12:56 pm
~ opposition to proposed additional training for dental assistants :

opposition to proposed additional training for dental assistants
' CommentID: 97545

_ Commenter: Heath Cash 3/30/21 4:05 pm

- Strongly opposed to additional infection control requirements for assistants

| am strongly opposed to the newly considered requirements for dental assistants.
i CommentID: 97561

3/30/21 6:31 pm

. Commenter: Dr A B Hammond 1l

I DO NOT Support additional regulation on infection control education & training dental
assistants

I DO NOT support additional regulation on infection control education and training for dental
- assistants. This creates unnecessary burdens on our practices when we already have extensive
. training required for our assistants to meet existing OSHA and other infection control requirements.

Respectfully,

- A B Hammond Ill DDS
- Orthodontist
Lexington VA
CommentiD: 97569
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rg

13/30/21 9:44 pm "

I am Opposed to Additional Certification in Infection Control for Dental Assistants.

Commenter: Edward Joseph Weisbe

' 1 am opposed to additional certification in infection control for Dental Assistants. Dental offices
- adhering to OSHA and CDC guidelines train all of their staff (hygienists, dental assistants and
- administrative staff) on a regular basis how to protect themselves and their patients. This

. certification process would be a costly and unnecessary. | have not heard of any problems in
- dental offices with the current training requirements.

' CommentID: 97572

- Commenter: Tiffany F Kessler DDS London Bridge Smiles A Division of Aflantic 3/30/21 9:49 pm
i Dental Ca e . .

Opposition to required addirional infection control training for dental assistants

y oppose additional separate certification and trainihg of dental assistants in infection control
practices. | find it redundant in the fact we are required to train according to CDC and OSHA
- standards and spend many hours training annually to comply. ‘

To date there are no reported cases in the state of infection due to pathogen exposure in a dental
. office.

: CommentID: 97573

Commenter: Charles Jewett DDS 3'3/51 /21 12:33 am

' Opposition to unneeded, redundant IC training for DA

- I have read comments in support of this regulatory proposal, which goes back a few years. The

- comments do not include specific cases, or research, that demonstrate problems with the existing

- requirements or support this redundant regulation. The support is from organizations, educators, -
- and individuals that would benefit financially from the regulation. The result of the regulation would
- further reduce the already small number of applicants for DA positions, and complicate the already |
© expensive and time consuming process of on the job training for new employees, and employment !
- of part time DAs. The result would reduce clinical time, and raise the overhead cost for dental ;
- offices, and probably reduce the total number of DA in the workforce.

' My clinical team have all been with me for 12 to 20 years. They are already frustrated with our
. repetitive quarterly retraining in Infection Control, OSHA, HIPAA, Emergency management, CPR,
- etc. | have benefited from several DAs with DANB certification in my practice. Other excellent DAs
~ have considered DANB, with my support, and ruled it out for a variety of personal and financial '
'~ reasons. Many DAs do not have the patience or interest to take a lot of classroom courses, and to

. force repetition of overlapping training yearly is frustrating and a waste of their time. | do not see -
~how patients would benefit from this addition of redundant training requirements. It would certainly .
- reduce the time we have to provide their dental care.

_: CommentID: 97576

Commenter: Margaret Capocelli 3/31/21 8:27 am | -
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. Infection control and DA 1

| strongly favor the infection control requirements for DA 1 in Va. During this time of covid and any

 future outbreaks, it is essential that proper training is given to help stop the spread of viruses and
; diseases to our staff and patients.

' CommentID: 97584

. Commenter: Heather Bowling

DAl infection Control

As a CDA | believe dental assistants should have infection control training. Without this proper
. training we leave room for cross contamination this is even more important with COVID-19 and

I many other viruses. Operatories need to be properly cleaned before the next patient arrives as well

- as the instruments and waterlines being properly maintained and cleaned. We are putting our
- community and families more at risk by not having dental assistants trained in infecti_on control.

CommentiD: 97585

- Commenter: John Sellers DDS
In favor of DA to have infection certificate

Itis important for the assistant to have the infection control certificate as they are with the oatients
more, and should have the updated information. Thank you

" CommentID: 97586

Commenter: Jeffrey Randall Bek

Opposed to proposed redundant regulation

~ As a licensed dentist in Virginia for more than 33 years | have seen a significant increase in

~ regulatory requirements imposed by the Board of Dentistry, many of which have had my support.

: The proposed requirement for additional specific training for dental assistants in the area of

- infection control is unnecessary and redundant in my opinion because regulatory requirements for
- the entire staff are already in place. Initial training for dental assistants is regulated and required,
- and annual re-training requirements have existed for years in order to satisfy OSHA and CDC

- policies and procedures. The dental industry, in general, provides one of the least hazardous

- workplaces in the health care sector and there are few if any instances of iliness transmission

. documented from a dental healthcare setting. Additional regulatory burden on dental practitioners

is not necessary in this regard, and serves to contribute to the consumer cost of dentistry in
. Virginia.

" CommentID: 97587

Commenter: Taylor Fairfax, CDA

lagree

. I support the act to require Infection Control certification among DAs. As a current certified dental
. assistant, | have met many DAs that have been assisting in the office for many years, yet have
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- never taken any accredited education courses relevant to the dental field. As a result, many new

. DAs that have been hired without certification are limited to ynderstanding what they are taughtin
: that office. I've noticed this creates assistants that do what they're told, without a fyll understanding
- of the why's and how's. The DA spends a lot of time with the patients and is expected to be fully

- knowledgeable. The patients are trusting our knowledge.

- The current pandemic has complicated and strained many. Why not move on with professionals
 that are strengthened in how to handle infectious diseases for the future?

" CommentID: 97595

Commenter: Danielle Robb

3/31/21 1:28 pm
- Opposition to Additional Regulation ;

) oppose this NOIRA to regulate additional training needed for dental assistant I's. These
. employees are already required to go through extensive training to meet OSHA and CDC
- requirements. Additional training needed would create an unnecessary burden for practices in

. Virginia. In addition, it could pose difficulty for practices in more remote areas of the state to meet
. these requirements. '

- CommentiD: 97620

Commenter: Tiina Hobbs

3/31/21 1:31 pm

Agree with infection control certification
| agree on the need for all DA's to have infection control certificate for safer work practices.

- CommentID: 97622

Commenter: Stephanie Bettis, RDH/DA 3/31/21 2:06 pm |

' | STRONGLY AGREE

As a Dental Hygienist and a former Dental Assistant, | strongly agree that infection control should

- be number one priority. This is a portion required for CDAs to get their certificate anyways. Also, in

~ these times where we are more highly focused on infection control because of COVID these

- healthcare personnel should have the highest standard of infection control. In regards to OHSA,

. infection control falls under that which by law should be follow at every office. | know | have heard

. from several offices that | have temped in that say they wish their Dental Assistants had the same

- infection control concerns and regulations that are taught to dentist and hygienist. Do we really

. want these DAs to come out not having the slightest idea that a dirty instrument doesn't go into a

- person mouth or not being able to check if the autoclave is working right? Which dental assistants

. are paid very good money to make sure they are running sterilization for dentist and sometimes
even for hygienist. On that matter, | strongly agree that DAs should and always should have

~ infection control in their course work. Thank you for reading my response and hopefully the right

: decision happens.
CommentID: 97630

: Commenter: John Monacell, DDS

" Infection control training for Dental Assistants |
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- Since any DHCP inVirginia is already required to follow CDC and OSHA requirements, additional
: regulation on infection control education and training required for dental assistants creates

- unnecessary burdens for dental offices. | advise against creating this additional regulation at this
. time.

' CommentiD: 97633

Commenter: Natalie Baxter

331121 2:56pm
Support and encourage Infection Control training for supporting Dental Assistants

' I am in support of having all Dental Assistants be trained in Infection Control. 1 am new to the field
of dentistry but have a background as a CNA. | have always wondered why the standards of care

- including protecting patients, health care providers and staff are not the same, as both medical

- fields involve exposure and/or potential.exposure to all of the bodily fluids and can be passed from

. one to another in a variety of ways. Since beginning the Dental Assisting program, | have thought

| alot about where we go for dental care and wondered whether or not they have training in

 infection control etc... | would not knowingly place my children or myself in the hands of someone
who is not knowledgeable in infection control because it presents a great risk that does not
outweigh the benefit. Until now, | have assumed and trusted that all medical professionals have -

- medical training. As a future Dental Assistant, | will seek out a practice who supports infection

- control training in their other Dental Assistants. That will be a sign of encouragement to me that

. they have their patients' and staff members' well being and good health as a priority in their

- offering of safe medical-professional oral health care.

* CommentID: 97640

- Commenter: Smile By Design, A Division of Atlantic Dental Association, PLC 13/31/21 2:56 pm
Strongly Disagree with NOIRA Action 5505

| feel strongly the the current regulations and training that Dental Assistants are required to
- become employed in the field are sufficiently adequate to meet the needs of our patients and staff.
+ The additional requirements are unnecessary and burdensome. Thank you,

" CommentID: 97641

Commenter: Debbie Thomas, CDA, RDH, BSDH 13/31/21 3:21 pm
| All DA must be trained in Infection Control
-l agree 110%!
- CommentiD: 97643

- Commenter: Griselda Lopez

3/31/21 4:07 pm|
Support »

. As a previously on-the-job trained dental assistant and orthodontic assistant, and now an RDH
who chose to take my CDA exam recently. | am well aware of the education required. |, without a

. doubt, support this. Every dental assistant (and personnel) is the responsibility of the dentist that

| hired them, yes. However, most DA's are usually trained by other dental assistants, and
unfortunately, the ones providing the training for day-to-day tasks and infection control are not
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. always qualified to do so. Telling someone "how" to do a task is much different than someone
- understanding "why" they are doing the said task. Infection control is of the utmost importance for
- safety. You can never be over-educated so this will not harm anyone. It will provide consistency for

. offices and dental assistants. It will not only protect the public but also the dental assistants
- themselves.

- CommentID: 97646

- Commenter: Glenna Gagnon

_infection control

; Dental Assistants should be infection control certified.
- CommentID: 97652

- Commenter: Heather Tuthill, MPH, BSDH, RDH 13/31/21 7:58 pm|

- For ALL DA personnel to have control over their education!

I have been inside an office recently where there was not OSPA training provided within the last
. two years. There were other temp. personnel in the office and we noticed there were OSAP
" problems within the office and their employees said they had not had training and they OSAP
. person was out of the office for a personal matter. We need to give DA's more control over their
' education and not only rely on their employers. | can see that is is varying from employer to
- employer. We need to keep the public safe!

CommentID: 97663

' Commenter: James F Londrey, DDS 3/31/21 7:59 pm |

- New Regulatory action

Dr Londrey votes NO To the new regulatory action.
' Thank you
" CommentID: 97664

Commenter: Susan Pharr, RDH, BSDH 3131121 9:06

Infection Control for DAIs

| strongly support protecting the public by requiring DAs to complete Infection Control training,
' which is offered free from the CDC.

' CommentID: 97672

Commenter: Sherry Basham, RDH, MSDH 13/31/21 9:07 pm |

Dental Assistants

Itis important for all of the dental team to be trained in infection control. The dental assistant plays -
. @ huge role in all aspects of routine care in dental office. Infection.control protects not only the
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i members of the team but all of our patients. Please pass this bill.

. CommentiD: 97673

Commenter: Maureen P. McCann Sawin,RDH,BSDH 3/31/21 9:15pm |

Infection Control for the DAI

- | am in favor of having all members of the dental team be required to take a course in infection

- control, but especially dental assistants(DAI) who are often on-the-job trained and have not been

. given the opportunity through a school environment to learn infection control in a structured and
-~ standard format. The CDC offers a course on their website and there are an abundance of courses
- available. This benefits both dental assistants and the patients that they serve.

' CommentID: 97676

' Commenter: Savannah Thomas 3/31/21 9:50 pm

Infection Control for DAs is Essential

It is essential to require infection control training for dental assistants. They are responsible for

- much of the cleaning, disinfecting, and sterilizing in the dental setting. Dental offices are also often '
fast paced, which leaves no room for error when it comes to proper sanitization for patients’ health,

- as well as the staff’s health especially given the current pandemic. I've walked into an operatory

" “cleaned” by an untrained assistant only to find smeared blood remaining on high touch surfaces.
Situations like this will most likely make patients think the office is dirty, that the office may take
shortcuts, and they are likely to wonder what else in the office is not properly disinfected. Offices
are likely to lose patients if patients believe the office staff does not take sanitization seriously. It's
important for dental assistants to have infection control training in order to understand what blood
borne pathogens are and how they are transmitted, and what “Universal/Standard Precautions”

- means and how to take all necessary precautions. This will protect staff and patients and help
keep business flowing well; time is money in dentistry, and time gets wasted if a properly trained
assistant has to check over tasks an uninformed assistant preforms in order to ensure safety.

- CommentID: 97679

 Commenter: Kendal Wagner, CDA 3/31/21 10:06 pm .

' Required Infection Control (ICE) Support

~ As a newly graduated certified dental assistant (CDA), I can attest to the vitality of infection control
- education for the dental assistant. Prior to my education, | had no concept of what goes into having

. a dental operatory "clean" for the next patient. In all honesty, | did not know that instruments were
- used on other patients (sterilized afterward, of course). This is one of the main reasons why |
 believe that dental assistants in Virginia should be infection control certified- because our patients

- simply do not know. When someone sits in the dental chair, they have no idea whether or not the

. operator had been properly cleaned, if the instruments are sterile, or if the care they are about to

. receive is, most importantly, sanitary. The dental assistant is the person who is generally

' responsible for the cleanliness aspect of a patient's dental visit. We make sure that instruments are }
* clean, rooms are clean, and that there is no cross-contamination between patients, the dental '
. team, or the community. Therefore, | believe that education and training in this vital aspect of

- infection control should be apart of the standard Virginia has for dental assistants.

. There has not been a more concerning time in recent history than right now to be cautious and
* educated on infection control. Every single person in the whole world has been affected by the
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COVID pandemic in one way or another. It seems like every patient | see has something to say

- about the pandemic and what the dental profession is doing to keep them safe and healthy. Having

- my infection control training, | have the education and knowledge to assure my patient that the

- guidelines we are following, in reference to the pandemic and ICE training, are at the highest level
- of sterility.

- In addition to these reasons, | believe that dental assistants in Virginia should be ICE certified to

- protect themselves. As the saying goes, "you don't know what you don't know". However, in the

'~ dental setting, | do not believe that is a good excuse for any behavior, whether intentional or

- unintentional, should be excused. If you think about healthcare, in a nutshell, no other field of

- practice (L.E nursing, physical therapy, pharmacology, Physician assistant, EMT) is legally allowed
~ to practice without some sort of certification or formal education. Even nursing assistants (CNA's)
. have to be certified before they are allowed to help an elderly person use the restroom. So, my
~question is, why is it still ok that dental assistants are allowed to practice in Virginia without any

~ form of education with the (possible) exception of RHS?

I believe that this requirement would benefit the patient, practitioner, and community through the
. enhancement of knowledge and awareness in a key member of the dental team. Dental Assistants
- do so much for the practice of dentistry. They are the quintessential glue that holds the dental team

+ together and I cannot think of one downfall of requiring dental assistants to have a little knowledge
- on controlling infection.

Thanks,
- Kendal Wagner, CDA

' CommentID: 97681

Commenter: Sheila B. Sheats, RDH

" DA certification

. Iam in favor of infection control certification of dental assistants, They are on the fore front

- of keeping patients as well as staff safe. Many assistants have on the job training and,
therefore, not getting enough instruction. One DDS | worked for hired a person that was
. soliciting for advertising! The rest of the staff doesn't really have time to do extra training. It

is hard enough moving from office to office to incorporate procedures without some
standardization. Thank you.

- CommentiD: 97683

: Commenter: Gloria Langmeyer. VDAA

Dental Assistant and infectious control

As a dental assistant for 30 years, this is something that is badly
%needed.

: People who are hired straight off the street have no

- idea of what to do.

Things change from year to year, and infectious

- control needs to be required and classes done every year
. please take this in serious consideration.

. Gloria Langmeyer CDA CDPMA
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PAST PRESIDENT VADD

CommentID: 97684 .

 Commenter: Kristin Barnes

3/31/21 10:26 pm |
Strongly Agree :
| think this is very important for all DAs to be properly trained in ICE to ensure we are protecting
- our patients and staff members especially now during the covid-19 pandemic.

" CommentID:; 97685

- Commenter: Rashmi Bhatt 3131121 11:00 pm.

Opposition to additional required infection control training for dental assistants
- Dental offices already have required annual OSHA training and CDC guidelines being
implemented in the office. This proposed regulation is therefore redundant and adds an extra

burden on an already stretched dental practice .No infection has been shown to have been
transmitted from a dental office in this state.

: CommentiD: 97687

- Commenter: Cassie Sissom 233/31/21 11:06 pm

Required infection control for DA

As a healthcare worker, infection protocol changes frequently. It is important for us to give the

upmost care to patients safely and effectively. It is used to keep the patients and us safe from the
risk of infection and contamination.

CommentiD: 97688

Commenter: Cathy Berard 13/31/21 11:20 pm

- Support Infection Prevention and Control for Dental Assistants |

I strongly encourage the Board of Dentistry to require training in Infection Prevention and Control
for Dental Assistant . This training is vital for their own personal health and protection as well as
- that of the patients we serve. Our patients place their trust in us to maintain our offices as a safe
_ place for them to receive dental care. That can only happen when each dental team member
_ cares about and has knowledge of how to break the Chain of Infection.

- Successful completion of a CE course in Infection Prevention and Control offered by the sponsors
. recognized by the BOD would provide a MINIMAL standard for these important clinical team

“ members to uphold so that they can help protect both dental patients AND dental team

. members. This has become especially evident and important to maintain as we continue to

- navigate through a global pandemic.

' Thank you for your thoughtful deliberation on this very important subject.
- CommentID: 97689
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13/31/21 11:23 pm |

Commenter: Michael Berard
Support Infection Prevention and Control for Dental Assistants |

As a patient, | trust that the dental office where I receive care is maintained in a clean and safe

- manner. ltis shocking to me that there is discussion against training Dental Assistants in the basic
i principles of Infection Prevention and Control. ,»

| support and encourage the Board of Dentistry to require training in Infection Prevention and
- Control for Dental Assistant I.

Successful completion of a CE course in Infection Prevention and Control offered by the sponsors
. recognized by the BOD would provide a MINIMAL standard for these important clinical team
~ members to uphold so that they can help protect both dental patients AND dental team members.

~ Thank you.
CommentiD: 97690 -

Commenter: MARGARET L GREEN

3/31/21 11:29pm
- DA | infection Prevention and Control Training

- Dear Members of the Virginia Board of Dentistry,

- As a former member of the Virginia Board of Dentistry, former Chair of Old Dominion University,

- School of Dental Hygiene, member of the VDHA and a semi retired clinician with over 40 years of

. practice, | support the requirement of the DA | to complete training in Infection Prevention and
Control. This training is readily accessible as a continuing education course provided by any of the
many educational sponsors listed in the Regulations. :

- This is the very least that can be required for the Board to ensure the public and entire dental team
. are protected. .

Thank you for the opportunity to be heard as a supporter of training regulations for the DA 1.
- Margaret L. Green, RDH, MS

.~ CommentID: 97691
Commenter: Barry Lee Green, DMD, MS 13/31/21 11:37 pm’
DAI Training in Infection Control

- This testimony is to document my support of requiring the DA | to be trained in Infection Control as

- a minimal standard of practice. Continuing education courses are readily available and cost

- effective for obtaining this training. This training will enable enhanced protection of the public we
. serve and the team | supervise.

Yours for better oral health,
Barry Lee Green, DMD, MS
' CommentID: 97692
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: Commenter: Kelly Tanner, PhD, RDH

4/1/21 12:00 am :

Support Training and Infection Control for DA |

- Dear Members of the Virginia Board of Dentistry,

As an educator and member of the VDHA and a clinician with over 25 years of practice, | support
- the requirement of the DA | to complete training in Infection Prevention and Control. This training

 is readily accessible as a continuing education course provided by any of the many educational
. sponsors listed in the Regulations. :

This is the very least that can be required for the Board to ensure the public and entire dental team |
. are protected.

Thank you for the opportunity to be heard as a supporter of training regulations for the DA I.
: Kelly Tanner, PhD, RDH
CommentiD: 97693
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Draft Proposed Regulations for Training of dental assistants in infection control

18VAC60-21-175. Infection control training.

A dentist shall be responsible for assuring that dental assistants complete annual
training in infection control standards required by the Occupational Safety and
Health Administration and as recommended by the Centers for Disease Control.
Newly employed dental assistants shall receive training as soon as possible, but
no later than 60 days from employment.

Documentation records shall show the dates of completion of initial and annual
training, including the date of employment for new dental assistants. All
documentation of training in mfectlon control shall be maintained by the dentist
for three years.
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Agenda Item: Board Action on Digital Scan Technician

Included in agenda package:

Copy of HB165 (SB122 was identical) passed by the 2020 General Assembly — it
is Chapter 37 of the 2020 Acts of the Assembly.

Copy of NOIRA notice on Townhall
Copy of comments on the NOIRA

Copy DRAFT regulations as recommended by the Regulatory/Legislative
Committee

Board action:

Adoption of proposed regulations
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VIRGINIA ACTS OF ASSEMBLY -- 2020 SESSION

CHAPTER 37

An Act to amend and reenact §§ 54.1-2700, 54.1-271 1, and 54.1-2719 of the Code of Virginia and to
amend the Code of Virginia by adding in Article 2 of Chapter 27 of Title 54.1 a section numbered
54.1-2708.5, relating to teledentistry.

[H 165]
Approved March 2, 2020

Be it enacted by the General Assembly of Virginia:

1. That §§ 54.1-2700, 54.1-2711, and 54.1-2719 of the Code of Virginia are amended and reenacted
and that the Code of Virginia is amended by adding in Article 2 of Chapter 27 of Title 54.1 a
section numbered 54.1-2708.5 as follows:

§ 54.1-2700. Definitions. '

As used in this chapter, unless the context requires a different meaning:

"Appliance” means a permanent or removable device used in a plan of dental care, including
crowns, fillings, bridges, braces, dentures, orthodontic aligners, and sleep apnea devices. ’

"Board" means the Board of Dentistry. ,

"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.

"Dental hygienist" means a person who is licensed by the Board to practice dental hygiene.

"Dentist" means a person who has been awarded a degree in and is licensed by the Board to practice
dentistry.

"Dentistry" means the evaluation, diagnosis, prevention, and treatment, through surgical, 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.

"Digital scan" means digital technology that creates a computer-generated replica of the hard and
soft tissues of the oral cavity using enhanced digital photography.

"Digital scan technician" means a person who has completed a training program approved by the
Board 1o take digital scans of intraoral and extraoral hard and sofft tissues for use in teledentistry.

"Digital work order" means the digital equivalent of a written dental laboratory work order used in
the construction or repair of an appliance. : '

"License" means the document issued to an applicant upon completion of requirements for admission
to practice dentistry or dental hygiene in the Commonwealth or upon registration for renewal of license
to continue the practice of dentistry or dental hygiene in the Commonwealth.

"License to practice dentistry" means any license to practice dentistry issued by the Board.

"Maxillofacial" means pertaining to the jaws and face, particularly with reference to specialized
surgery of this region.

"Oral and maxillofacial surgeon" means a person who has successfully completed an oral and
maxillofacial residency program, approved by the Commission on Dental Accreditation of the American
Dental Association, and who holds a valid license from the Board.

"Store-and-forward technologies" means the technologies that allow for the electronic transmission of
dental and health information, including images, photographs, documents, and health histories, through
a secure communication system.

"Teledentistry" means the delivery of dentistry between a patient and a dentist who holds a license to
practice dentistry -issued by the Board through the use of telehealth systems and electronic technologies
or media, including interactive, two-way audio or video.

§ 54.1-2708.5. Digital scans Jor use in the practice of dentistry; practice of digital scan technicians.

A. No person other than a dentist, dental hygienist, dental assistant I, dental assistant 11, digital scan
technician, or other person under the direction of a dentist shall obtain dental scans Jor use in the
practice of dentistry.

B. A digital scan technician who obtains dental scans Jor use in the practice of teledentistry shall
work under the direction of a dentist who is (i) licensed by the Board to practice dentistry in the
Commonwealth, (i) accessible and available Jor communication and consultation with the digital scan
technician at all times during the patient interaction, and (iii) responsible for ensuring that the digital
scan technician has a program of Iraining approved by the Board for such purpose. All protocols and
procedures for the performance of digital scans by digital scan technicians and evidence that a digital
scan technician has complied with the Iraining requirements of the Board shall be made available to the
Board upon request.

§ 54.1-2711. Practice of dentistry,
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4. Any person shall be deemed to be practicing dentistry who (i) uses the words dentist, or dental
surgeon, the letters D.D.S., D.M.D., or any letters or title in connection with his name, which in any
way represents him as engaged in the practice of dentistry; (i) holds himself out, advertises, or permits
to be advertised that he can or will perform dental operations of any kind; (iil) diagnoses, treats, or
professes to diagnose or treat any of the diseases or lesions of the oral cavity, its contents, or contiguous
structuress, or (iv) extracts teeth, corrects malpositions of the teeth or jaws, takes or causes to be taken
digital scans or impressions for the fabrication of appliances or dental prosthesis, supplies or repairs
artificial teeth as substitutes for natural teeth, or places in the mouth and adjusts such substitutes. Taking
impressions for mouth guards that may be self-fabricated or obtained over-the-counter does not
constitute the practice of dentistry.

B. No person shall practice dentistry unless a bona fide dentist-patient relationship is established in
person or through teledentistry. A bona fide dentist-patient relationship shall exist if the dentist has (i)
obtained or caused to be obtained a health and dental history of the patient, (ii) performed or caused to
be performed an appropriate examination of the patient, either physically, through use of
instrumentation and diagnostic equipment through which digital scans, photographs, images, and dental
records are able to be transmitted electronically, or through use of face-to-face interactive two-way
real-time communications services or store-and-forward technologies; (iii) provided information to the
patient about the services to be performed; and (iv) initiated additional diagnostic tests or referrals as
needed. In cases in which a dentist is providing teledentistry, the examination required by clause (ii)
shall not be required if the patient has been examined in person by a dentist licensed by the Board
within the six months prior to the initiation of teledentistry and the patient's dental records of such
examination have been reviewed by the dentist providing teledentistry.

C. No person shall deliver dental services through teledentistry unless he holds a license to practice
dentistry in the Commonwealth issued by the Board and has established written or electronic protocols
Jor the practice of teledentistry that include (i) methods to ensure that patients are fully informed about
services provided through the use of teledentistry, including obtaining informed consent; (ii) safeguards
to ensure compliance with all state and federal laws and regulations related to the privacy of health
information; (iii) documentation of all dental services provided to a patient through teledentistry,
including the full name, address, telephone number, and Virginia license number of the dentist providing
such dental services; (iv) procedures for providing in-person services or for the referral of patients
requiring dental services that cannot be provided by teledentistry to another dentist licensed to practice
dentistry in the Commonwealth who actually practices dentistry in an area of the Commonwealth the
patient can readily access, (v) provisions for the use of appropriate encryption when transmitting patient
health information via teledentistry; and (vi) any other provisions required by the Board. A dentist who
delivers dental services using teledentistry shall, upon request of the patient, provide health records to
the patient or a dentist of record in a timely manner in accordance with § 32.1-127.1:03 and any other
applicable federal or state laws or regulations. All patients receiving dental services through
teledentistry shall have the right to speak or communicate with the dentist providing such services upon
request. .

D. Dental services delivered through use of teledentistry shall (i) be consistent with the standard of
care as set forth in § 8.01-581.20, including when the standard of care requires the use of diagnostic
testing or performance of a physical examination, and (ii) comply with the requirements of this chapter
and the regulations of the Board.

E. In cases in which teledentistry is provided to a patient who has a dentist of record but has not
had a dental wellness examination in the six months prior to the initiation of teledentistry, the dentist
providing teledentistry shall recommend that the patient schedule a dental wellness examination. If a
patient to whom teledentistry is provided does not have a dentist of record, the dentist shall provide or
cause to be provided to the patient options for referrals for obtaining a dental wellness examination.

F. No dentist shall be supervised within the scope of the practice of dentistry by any person who is
not a licensed dentist. ‘

§ 54.1-2719. Persons engaged in construction and repair of appliances.

A. Licensed dentists may employ or engage the services of any person, firm, or corporation to
construct or repair an appliance, extraorally, prosthetic dentures; bridges; er ether replacements for a
part of a teoth; a toeoth; er teeth in accordance with a written or digital work order. Any appliance
constructed or repaired by a person, firm, or corporation pursuant to this section shall be evaluated and
reviewed by the licensed dentist who submitted the written or digital work order, or a licensed dentist in
the same dental practice. A person, firm, or corporation so employed or engaged shall not be considered
to be practicing dentistry. No such person, firm, or corporation shall perform any direct dental service
for a patient, but they may assist a dentist in the selection of shades for the matching of prosthetic
devices when the dentist sends the patient to them with a written or digital work order.

B. Any licensed dentist who employs the services of any person, firm, or corporation not working in
a dental office under his the dentist's direct supervision to construct or repair; an appliance extraorally;

i bﬁdges;ﬁpleeememsgefeﬂhedeﬁﬁeappﬁaﬂeesfefapmefeteeﬂ%a%eeth;ef

teeth; shall furnish such person, firm, or corporation with a written or digital work order on forms
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prescribed by the Board, which shall, at minimum, contain: (1) the name and address of the person, firm,
or corporation; (ii) the patient's name or initials or an identification number; (iii) the date the work order
was written; (iv) a description of the work to be done, including diagrams, if necessary; (v) specification
of the type and quality of materials fo be used; and (vi) the signature and address of the dentist.

The person, firm, or corporation shall retain the original written work order or an electronic copy of
a digital work order, and the dentist shall retain a duplicate of the written work order or an electronic
copy of a digital work order, for three years.

C. If the person, firm, or corporation reeeiving receives a written or digital work order from a
licensed dentist engages a 4 te services relative to the wesk order, a written
disclosure and subwork order shall be furnished fo the dentist on forms préscribed by the Board, which
shall, at minimum, contain: (i) the name and address of the person, firm, or corporation and
subcontractor; (ii) a number identifying the subwork order with the original work order; (iii) the date the
any subwork order was written; (iv) a description of the work to be done and the work to be done by
the subcontractor, including diagrams or digital files, if necessary; (v) a specification of the type and
quality of materials to be used; and (vi) the signature of the person issuing the disclosure and subwork
order. ‘

The subcontractor shall retain the subwork order, and the issuer shall retain a duplicate of the
subwork order, which shall be attached to the work order received from the licensed dentist, for three
years.

D. No person, firm, or corporation engaged in the construction or repair of appliances shall refuse to
allow the Board or its agents to inspect the files of work orders or subwork orders during ordinary
business hours.

mm&m,meﬁmm“mmammmmmmm
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American

A car .
g, Association o s 2B S
W  Orthodontists,, |
Sandra Reen

Executive Director
Virginia Board of Dentistry
9960 Mayland Drive

Suite 300

Christopher A. Roberts, DDS, MS Richmond, VA 23233
President

4157218768 phone

Dear Ms. Reen and Members of the Virginia Board of Dentistry:
croberts@aaortho.org

I write to you on behalf of the American Association of Orthodontists
zr'ef;g:z:' gillcethay. DDs, Ms (AAO) in response to the Notice of Intended Regulatory Action
@) v (NOIRA) published in the Virginia Register on March 1, 2021 to take
7166836518 phone regulatory action regarding the training and supervision of digital scan
kdillehay@aaortho.org . technicians. We appreciate the opportunity to submit public comment at

' this time.

Norman Nagel, DDS, MS . . . L
Secretary-Treasurer The AAO is the nation’s largest dental specialty organization and

represents more than 19,000 orthodontists in the United States and
abroad. We have 396 members who are residents of, or licensed to
practice dentistry in, the Commonwealth of Virginia.,

805.581.2480 phone
nnagel@aacrtho.org

'gg(‘)"e Thomas Gordon, CAE As you know, HB 165 and SB122 of the 2020 General Assembly defined
a digital scan technician, as used in teledentistry, and required the Board

314,292 6512 phone to promulgate regulations for the training for technicians to practice

Ithomasgordon@aaortho.org under the supervision of a dentist licensed in Virginia. The AAO

opposed HB 165/SB 122 unless amended, as we believed the bills, as
eventually passed, have several provisions that could have unintended
consequences and seemingly do not best protect patient health and safety.
One proposed amendment, which was not accepted by the legislature, is
included below in red font.

[As proposed in section 54.1-2719. Persons engaged in construction and
repair of appliances, A.]: Licensed dentists may employ or engage the
services of any person, firm, or corporation to construct or repair an
appliance, extraorally, in accordance with a written or digital work order.
Any appliance constructed or repaired by a person, firm, or corporation
pursuant to this section shall be evaluated and reviewed in-person by the
licensed dentist who submitted the written or digital work order. or a
licensed dentist in the same dental practice. A person, firm, or
corporation so employed or engaged shall not be considered to be
practicing dentistry. No such person, firm, or corporation shall perform
any direct dental service for a patient, but they may assist a dentist in

401 North Lindbergh Bivd. = St Louis, Missouri 63141-7816 = 314.993.1700 phone & 314997.1745fax = aaoirz@.org



the selection of shades for the matching of prosthetic devices when the dentist sends the
patient to them with a written or digital work order.

The AAO suggested amending this section so that the treating dentist, or a licensed dentist in the
same dental practice, who orders any appliance, reviews that appliance in person to confirm its
accuracy and fit. In the case of another dental appliance, dentures, laws regularly require that a
lab creating the appliance send the appliance back to the prescribing dentist prior to receipt by
the patient, so the dentist can inspect and confirm that the appliance conforms with the
prescription and impressions that were provided. The same reasoning should apply to
orthodontic appliances; the dentist should be required to inspect the appliances for conformity to
the prescription and impressions (digital or physical) before being sent to the patient to begin
treatment. Improperly fitting orthodontic appliances can cause significant harm—certainly
physical harm from the appliance (such as cut or bleeding gums), but also significant harm from
the unintended or improper movement of teeth caused by an inaccurate appliance. Dental boards
regularly direct that treatment administered through teledentistry should maintain the same
standard of care as in-person treatment. This principle applies in requiring the inspection and
fitting of the appliance in-person by the treating dentist.

As the Board works to fulfill its task to promulgate regulations that specify the responsibility of
the dentist for the practice of teledentistry and training and supervision of a digital scan
technician, the AAO respectfully asks that you consider language that ensures that an appliance,
such as a clear aligner, that is fabricated as a result of a scan taken by a digital scan technician. is
verified in-person by the treating dentist to prevent patients from receiving clear aligners that

were fabricated based on inaccurate images.

The AAO also emphasizes the importance of establishing a doctor/patient relationship via a face-
to-face encounter, specifically before beginning orthodontic treatment, because there are certain
diagnoses and evaluations that can only be performed in-person or are best performed in-person
(x-rays, etc.). There are a number of categories of problems/conditions that a dentist usually
looks for as part of a physical examination at the outset of traditional in-person treatment. These
can include conditions or problems that may be quite serious, such as oral cancer, periodontal
problems, advanced decay, gum disease, etc. If an in-person examination of the patient by a
dentist does not occur, there may be no examination of the patient by a dentist to detect such
problems. With that in mind, the AAO believes dental and orthodontic treatment should not
occur before a physical, in-person examination/evaluation of the patient and before the treating
dentist has inspected and approved any orthodontic appliance created using images taken by a
digital scan technician, has occurred by a Virginia licensed dentist. To that end, the AAO
proposes inclusion of the following requirement in any dental scan technician regulations:

No person, other than a dentist, shall obtain digital scans for use during the practice of

dentistry unless the patient has or will be seen in person by a dentist within six months of the
scan.
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Thank you in advance for your consideration of these comments. Please do not hesitate to

contact the AAO if we can be of any further assistance to the Board in its consideration of these
issues.

Sincerely,

Trey Lawrence
Vice President, Advocacy and General Counsel

American Association of Orthodontists
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March 31, 2021

Ms. Sandra Reen

Executive Director

Virginia Board of Dentistry
9960 Mayland Drive, Suite 300
Henrico, VA 23233

Dear Ms. Reen,

On behalf of the Virginia Dental Association, I am submitting comments and suggestions in
response to the current Board of Dentistry NOIRA: Training and supervision of digital scan
technicians.

Attached with this letter are our recommendations for digital scan technician requirements.
Thank you in advance for your consideration.

Sincerely,

Dr. Frank fuorno, DDS
President
Virginia Dental Association

Virginia Dental Association | 3460 Mayland Court, Ste 110 | Richmond, VA 23233
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18VAC60-21-10. Definitions.

ew C : Regulations | ing the Practice of Digital Scan Technician:

1 ri ) ia National Dental ciation and their constituent

0| nen i including the Virginia Den ociation;
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2. The American Association of Orthodontists and their constituent and component/branch
associations, including the Virginia Association of Orthodontists;

and their constituent and component/branch associations;

h nerican Dental Assisting Associat nd its constituent and compon bran

an accred

au'sg ces g_t_he t_!entl hygienist program;

ith

Commission on Accreditation of Healthcare Organizations;

16. State or federal government agencies (i.e., military dental division, Veteran's
Administration, etc.);

121 The Commonwealth Dental Hygienists' Society;
13. The VirginiaMcV. Orthodontic Education and Research Foundation;

143. The Dental Assisting National Board and its affiliate, the Dental Auxiliary Learning and
Education Foundation;

4. ] erican Academy of Denta { it tituent and branc
associations;
65. ional testi cy (i.e,, Central Regiona tal Tes! rvice h Regional

76. A train ram ce d | e manufactur igital scanner;

87. A written training progr: OVi the directing dentist incl licie:

procedures, ang' protocols for a digﬁ al scan and is sufficiently Vgimllar in information and training
as another program found in this Section. )

C. Verification of compliance with training requirements includes:
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cti 3 n to a digital scan
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Section 60; Whz pstitute

nician

ienist ora dental assistant Ior ll

llowing are not considered t ctice of a digital scan technician:

1 eral oral health education,

- Yaking of non-invasive photogr.

Ahs

se other than for the constructio

3. Using a digital er for
h h

Part Jil: Standards of Conduct
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Section 70: Patient records; confidentiality

._d“ | hnician shall be ible for accurat mpl fi ion in patie C

willful.
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March 24, 2021

Ms. Sandra Reen

.I
Executive Director, Virginia Board of Dentistry

9, IR\~
Perimeter Center lef cT C\'\)
9960 Mayland Drive, Suite 300
Henrico, VA 23233-1463

Re: Comments on the Proposed Regulation for Digital Scan Technicians

Dear Executive Director Reen,

SmileDirectClub (“SDC”) submits the following comment on the proposed action to regulate digital scan
technicians for consideration. SDC has an interest in this proposed regulatory action because our
contractually-affiliated, Virginia-licensed dentists and orthodontists who provide oral healthcare services
to Virginia patients often utilize digital scanners — and “digital scan technicians” to operate those
scanners — in the delivery of remote clear aligner therapy.

During the 2020 Virginia General Assembly session, SDC worked collaboratively with stakeholders to find
compromise legislation regardihg the regulation digital scan technicians and teledentistry — the same
legislation that gives rise to the regulatory process the Board is now undertaking. We have drafted
proposed regulations for the Board’s consideration that we believe are reflections of the Legislature’s
intent and are protective of public health. We look forward to participating in the formal rulemaking
process in the months ahead.

If you have any questions or would like to talk further on this issue or on teledentistry more broadly,
please do not hesitate to contact me at 615-647-8656 or Peter.Horkan@smiledirectclub.com.

Respectfully,

o

Peter Horkan
Vice President, Government Affairs
SmileDirectClub
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18VAC60-21-10. Definitions.

E. The following words and terms relating to teledentistry or digital scan technicians as used in this
chapter shall have the following meanings unless the context clearly indicates otherwise:

"Appliance" means a permanent or removable device used in a plan of dental care, including crowns,
fillings, bridges, braces, dentures, orthodontic aligners, and sleep apnea devices.

"Digital work order" means the digital equivalent of a written dental laboratory work order used in the
construction or repair of an appliance.

“Teledentistry" means the delivery of dentistry through the use of telehealth systems and technologies,
including live, two-way interactions between a patient and a dentist holding an active license to practice
dentistry in the Commonwealth using audiovisual telecommunications technology or the secure
transmission of electronic health records, digital files, or medical data to a dentist holding an active

unrestricted license to practice dentistry in the Commonwealth to facilitate evaluatlon of a patient other
than as part of a real-time live interaction.

New Chapter 35: Regulations Governing the Practice of Digital Scan Technicians

Part I. General Provisions

Section 10: Definitions

"Digital scan" means digital technology that creates a computer-generated replica of the hard and soft
tissues of the oral cavity using enhanced digital photography.

"Digital scan technician" means a person who has completed a training program approved by the Board
to take digital scans of intraoral and extraoral hard and soft tissues of the oral cavity for use in the
practice of teledentistry.

“Remote direction" means that a dentist is accessible and available at all times for communication and
consultation with a digital scan technician during the delivery of digital scan services but such dentist
may not have conducted an lmtlal examination of the patients who are to.be seen by the digital scan
technician and may not be present with the digital scan technician when digital scan services are being
provided.

Section 20: Training

A. Any digital scan technician taking intraoral digital scans for any appliance, prothesis, crown, or any
other permanent or removable dental device for which a digital work order is required must complete a

training program approved by the Board and, upon the request of the Board, make available evudence
that they have complied with the training requirements.

B. Training certification may be earned by verifiable participation in any course that is relevant to digital
scanning which includes programs provided by any of the following sponsors:

1. The American Dental Association and the National Dental Association and their constituent
and component/branch associations, inclu_ding the Virginia Dental Association:
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2. The American Association of Orthodontists and their constituent and component/branch
associations, including the Virginia Association of Orthodontists;

3. The American Dental Hygienists' Association and the National Dental Hygienists Association
and their constituent and component/branch associations;

4. The American Dental Assisting Association and its constituent and component/branch
associations;

5. The American Dental Association specialty organizations and their constituent and
component/branch associations:

6. A'provider accredited by the Accreditation Council for Continuing Medical Education for
Category 1 credits;

7. The Academy of General Dentistry and its constituent and component/branch associations:

8. Community colleges with an accredited dental hygiene program if offered under the auspices

of the dental hygienist program;

9. A college or university that is accredited by an accrediting agency approved by the U.S.
Department of Education or a hospital or health care institution accredited by the Joint
Commission on Accreditation of Healthcare Organizations;

10. A medical school accredited by the American Medical Association's Liaison Committee for
Medical Education or a dental school or dental specialty residency program accredited by the
Commission on Dental Accreditation of the American Dental Association;

11. State or federal government agencies (i.e., military dental division, Veteran's Administration

etc. !;

12. The Commonwealth Dental Hygienists' Society;

2

13. The Virginia Orthodontic Education and Research Foundation;

14. The Dental Assisting National Board and its affiliate, the Dental Auxiliary Learning and
Education Foundation:

15. The American Academy of Dental Hygiene, its constituent and component/branch
associations;

16. A regional testing agency (i.e., Central Regional Dental Testing Service, Northeast Regional

Board of Dental Examiners, Southern Regional Testing Agency, Council of Interstate Testing
Agencies, or Western Regional Examining Board) when serving as an examiner

17. A training program certified by the manufacturer of the digital scanner; or

18. A written training program provided by the directing dentist that includes policies,
procedures, and protocols for a digital scan and is sufficiently similar in information and training
as another program found in this Section.

C. Verification of compliance with training requirements includes:
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1. A certificate of completion from any of the training sponsors found in Section 20 subsection B

- of this Part; or

2. A written certification made by the directing dentist verifying that the digital scan technician

has completed on-the-job training sufficient to meet all protocols and procedures for the
performance of digital scans. The written certificati'on shall be made at the time of training
completion and shall be kept on record with the directing dentist.

D. A Board registered Dental Hygienist, Dental Assistant I, or Dental Assistant Il with an active license in
good standing who has been trained in digital scanning or educated in digital scanning as a part of their
education curriculum shall be deemed to have training sufficient to comply with this Chapter.

Part Il: Practice of Digital Scan Technicians
Section 30: Practice of digital scan technicians under direction

In all instances and on the basis of his diagnosis, a licensed dentist assumes ultimate responsibility for
determining with the patient or his representative the specific treatment the patient will receive, which
aspects of treatment will be delegated to qualified personnel, and the direction required for such
treatment, in accordance with the Regulations Governing the Practice of Dentistry, and the Code.

Section 40: Nondelegable duties

A digital scan technician may not perform any other duties other than taking a digital scan unless
authorized elsewhere in this Chapter or in another Chapter of these Rules.

Section 50: Delegation to a digital scan technician

A. Under the direction of a Board-licensed dentist, a digital scan technician may take a digital scan and
use remote technology to transmit the digital scan to the directing dentist.

B. Nothing in this chapter shall be construed to allow a dentist to delegate duties to a digital scan
technician that are beyond the ability to take a digital scan.

C. Notwithstanding Subsection B of this Section, nothing in this Chapter shall be construed to limit the
scope of practice for a dentist, a dental hygienist, or a dental assistant l or |l.

Section 60: What does not constitute practice.

The following are not considered the practice of a digital scan technician:

1. General oral health education.

2. Taking of non-invasive photographs.

3. Using a digital scanner for a purpose other than for the construction of any appliance,
prothesis, crown, or any other permanent or removable dental device for which a digital work

order is required.

4. Collection of general patient information.

Part lll: Standards of Conduct

160



Section 70: Patient records; confidentiality

A.A digital scan technician shall be responsible for accurate and complete information in patient records
for those services provided by the digital scan techmaan to include clearly labeling any digital i |mages
digital scans, and photographs with the patient name and date taken.

B. A digital scan technician shall comply with the provisions of § 32.1-127.1:03 of the Code related to the
confidentiality and disclosure of patient records. A digital scan technician shall not willfully or negligently
breach the confidentiality between a dentist and a patient. A breach of confidentiality that is required or

permitted by applicable law or beyond the control of the technician shall not be considered negligent or
willful.
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- Commenter: William G. Horbaly, D.D.S., M.S., M.D.S., LTD. 324121 1112 am |

Stop with over-regulating!

- First of all, the Hygiene Board has no business making regulation recommendations that encroach
" on Dentistry as a whole. Secondly, the need for infection control training for DA's is obviously not

- an issue in Virginia as it was stated that their have been no significant cases of infection spread in

- a dental office in Virginia. Stop looking for things to regulate that do not require regulation. As

- professionals with advanced degrees we are all responsible and capable of training our DAs with

. regards to infection control in our individual practices. If you have found egregious issues with

- sterilization procedures in some offices then that is a reflection of the doctor in charge and they

- should be held accountable. Whether the DAs are trained or not will not matter if the particular

~ office does not hold a high standard of infection control. An added regulation will incur costs that

- will simply be passed on to the public, who in the end, really pay for all of these regulations thereby

. impacting the affordability of care for those in need. | respectfully request that you reconsider
_ establishing this needless regulation.

 William G. Horbaly, DDS, MS, MDS
CommentiD: 97415

: Commenter: American Association of Orthodontists %3/'28/21' 11:31 am

Digital Scan Technicians and Patient Health and Safety

. Dear Ms. Reen and Members of the Virginia Board of Dentistry:

I write to you on behalf of the American Association of Orthodontists (AAO) in response to the
Notice of Intended Regulatory Action (NOIRA) published in the Virginia Register on March 1, 2021

. to take regulatory action regarding the training and supervision of digital scan technicians. We -
appreciate the opportunity to submit public comment at this time.

https://townhall.virginia.gov/L/V iewComments.cfm?stageid=9069 4/1 4]/982 1



Virginia Regulatory Town Hall View Comments Page 2 of 6

The AAQ is the nation’s largest dental specialty organization and represents more than 19,000
orthodontists in the United States and abroad. We have 396 members who are residents of, or
licensed to practice dentistry in, the Commonwealth of Virginia.

As you know, HB 165 and SB122 of the 2020 General Assembly defined a digital scan technician,
as used in teledentistry, and required the Board to promulgate regulations for the training for
- technicians to practice under the supervision of a dentist licensed in Virginia. The AAO opposed
- HB 165/SB 122 unless amended, as we believed the bills, as eventually passed, have several :
- provisions that could have unintended consequences and seemingly do not best protect patient
~ health and safety. One proposed amendment, which was not accepted by the legislature, is
included below in italicized and bold font.

. [As proposed in section 54.1-2719. Persons engaged in construction and repair of appliances. A.]:

* Licensed dentists may employ or engage the services of any person, firm, or corporation to :

; construct or repair an appliance, extraorally, in accordance with a written or digital work order. Any

. appliance constructed or repaired by a person, firm, or corporation pursuant to this section shall be
evaluated and reviewed in-person by the licensed dentist who submitted the written or digital work

- order, or a licensed dentist in the same dental practice. A person, firm, or corporation so employed .

. or engaged shall not be considered to be practicing dentistry. No such person, firm, or corporation |

- shall perform any direct dental service for a patient, but they may assist a dentist in the selection of

shades for the matching of prosthetic devices when the dentist sends the patient to them with a
written or digital work order.

The AAQ suggested amending this section so that the treating dentist, or a licensed dentist in the
same dental practice, who orders any appliance, reviews that appliance in person to confirm its ;
accuracy and fit. In the case of another dental appliance, dentures, laws regularly require that a lab
creating the appliance send the appliance back to the prescribing dentist prior to receipt by the
patient, so the dentist can inspect and confirm that the appliance conforms with the prescription

: and impressions that were provided. The same reasoning should apply to orthodontic appliances:

. the dentist should be required to inspect the appliances for conformity to the prescription and

* impressions (digital or physical) before being sent to the patient to begin treatment. Improperly

_fitting orthodontic appliances can cause significant harm—certainly physical harm from the

- appliance (such as cut or bleeding gums), but also significant harm from the unintended or
improper movement of teeth caused by an inaccurate appliance. Dental boards regularly direct that .

. treatment administered through teledentistry should maintain the same standard of care as in-

- person treatment. This principle applies in requiring the inspection and fitting of the appliance in-
: person by the treating dentist.

As the Board works to fulfill its task to promulgate regulations that specify the responsibility of the
- dentist for the practice of teledentistry and training and supervision of a digital scan technician, the
: AAO respectfully asks that you consider language that ensures that an appliance, such as a clear
- aligner, that is fabricated as a result of a scan taken by a digital scan technician, is verified in-

. person by the treating dentist to prevent patients from receiving clear aligners that were fabricated
' based on inaccurate images.

The AAO also emphasizes the importance of establishing a doctor/patient relationship via a faceto-
face encounter, specifically before beginning orthodontic treatment, because there are certain
diagnoses and evaluations that can only be performed in-person or are best performed in-person
(x-rays, etc.). There are a number of categories of problems/conditions that a dentist usually looks

- for as part of a physical examination at the outset of traditional in-person treatment. These can

- include conditions or problems that may be quite serious, such as oral cancer, periodontal

. problems, advanced decay, gum disease, etc. If an in-person examination of the patient by a

: dentist does not occur, there may be no examination of the patient by a dentist to detect such
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- problems. With that in mind, the AAO believes dental and orthodontic treatment should not occur
- before a physical, in-person examination/evaluation of the patient and before the treating dentist
. has inspected and approved any orthodontic appliance created using images taken by a digital

i scan technician, has occurred by a Virginia licensed dentist. To that end, the AAO proposes

* inclusion of the following requirement in any dental scan technician regulations:

' No person, other than a dentist, shall obtain digital scans for use during the practice of dentistry
- unless the patient has or will be seen in person by a dentist within six months of the scan.

. Thank you in advance for your consideration of these comments. Please do not hesitate to contact
_the AAO if we can be of any further assistance to the Board in its consideration of these issues.

. Sincerely,

: Trey Lawrence
- Vice President, Advocacy and General Counsel

- American Association of Orthodontists
. CommentiD: 97446

Commenter: Julie Staggers 372§/—§11019 am

Scanning Technician

" Allow someone to scan teeth outside of a dental office is opening the door to facilitate online do it
yourself dentistry. The Board's primary function is to protect the public from unlicensed and/or

. poor dentistry. The public does not know the quality of unregulated online/direct to consumer
dentistry, they are only focused on convenience and price. The Board should be protecting

. patients from online, do it yourself dentistry. Scanning teeth or selling aligners directly to patients

. should be illegal. Pretending that online care is the same as in person care delivered by a

' licensed, qualified is ridiculous. Disallowing scanning by unlicensed, unsupervised personnel is

. one step in the process of combating do it yourself dentistry.

CommentlID: 87458

Commenter: Dr A B Hammond Ill - §3/30/21 6:27 pm

I Support VDA proposed definition for Dental Scan Technician

I support the Virginia Dental Association proposal for the definition of Dental Scan Teéchnician

A B Hammond
--Orthodontist
Lexington VA
CommentiD: 97568

33121 1:39 pm|
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Commenter: Danielle Robb

Support for the definition of dental scan technician proposed

i-Good afternoon,

_ I strongly support the comments made by the AAQ in regards to this NOIRA. | also additionally

- support the definitions and training protocols that the VDA has proposed to the board. | think it is

! incredibly important for a dentist or orthodontist who has initiated treatment or fabrication of a

. dental appliance via teledentistry (where the patient was scanned by specifically a dental scan
technician) to be verified for accuracy and appropriate fit prior to delivery. It is disservice to our

: patients and standards of care to require anything but.

Thank you for your consideration.
. CommentID: 97623

' Commenter: Bao Vu : 13/31/21 2:05 pm

Support VDA proposed definition for Dental Scan Technician

. I support the Virginia Dental Association proposal for the definition of Dental Scan Technician

Bao Vu

' Orthdontist

: McLean, VA
CommentiD: 87627

Commenter: Michael Holbert 13/31/21 2:06 pm |

| Support of Dental Scanning Technician

' Good afternoon,

. | strongly support the comments made by the AAO, as well as the definitions and training protocols -
- that the VDA has proposed to the board. It is important for a dentist or orthodontist who has :
! initiated treatment or fabrication of a dental appliance via teledentistry (where the patient was

. scanned by specifically a dental scan technician) to verify the scan for accuracy and the

. appropriate fit of the appliance prior to delivery.

CommentiD: 97629

' Commenter: Herb Hughes 13/31/21 6:22 pm|

- Support the VDA Proposal for Dental Scan Technican

H support the VDA proposal for dental scan technican.

I'have had several grossly negligent orthodontic cases that were misdiagnosed and mistreated by
- a DIY aligner company. In one case, it was so bad that the patient had numerous teeth that were
* decayed to the gum line, moderate periodontial disease, and rampant caries only to be accepted
+ and trays delivered to the patient. Thank heavens the trays didn't fit and the patient came to our
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_ office to see what could be done. There were no in-person exams or x-rays reviewed. The general

 dentist who recently graduated from dental school lives in Phoenix, Arizona and doesn't even see

¢ patients in-person. She generates her income from her home working on a computer to approve as °
many aligner cases as possible. There is a financial incentive for dentists to approve cases

. because they get paid for patients that start treatment. At the present time they aren't accountable
for their actions. Unless we fix this broken system more innocent people will be taken advantage!

. It's bad enough to take their money but to cause irreversible harm is totally unacceptable. Let's put

. the patients first and make laws that protect them not the DIY companies that are focused on how

- much money they can generated.

- CommentiD: 97660

: Commenter: Paul Supan 3/31/21 9:23 pm (

| Comments - Notice of Intended Regulatory Action Re: Digital Scan Technician Training &
Supervision

Dear Distinguished Members of the Board,

. | am writing regarding the pending NOIRA for Training and Supervision Requirements for Digital
- Scan Technicians. | would like to comment from the perspective of a dental specialist in dental

public health and orthodontics. | fully support a prior comment made by another clinician, Dr. Julie -
_ Staggers, namely that: :

" “The Board's primary function is to protect the public from unlicensed and/or poor dentistry. The
~ public does not know the quality of unregulated online/direct to consumer dentistry, they are only

- focused on convenience and price. The Board should be protecting patients from online, do it
! yourself dentistry. “

| support a dentist being a necessary part of the training and supervision process, but in what
. exact manner is the question that needs clarification. Quality care also needs to be reasonably
- accessible and affordable for the public.

* In order to help ensure reasonable treatment costs and availability, | hope the Board will also
! permit dentists to have maximum flexibility in terms of delegating teledentistry related procedures.
* This 'would include scanning as well as the final seating of appliances, as long as some form of
final check for quality of care, either directly or remotely, is available from a licensed dentist.

- As teledentistry continue to expand in fields other than orthodontics, many traditionally under
: served populations, including Medicaid patients, will benefit from regulations that offer wide .
. freedom to delegate procedures. As has been already dramatically demonstrated in Alaska,
: remote dentist supervision of dental auxiliaries has been shown to be a safe and clinically
. successful means of providing often complex dental services.

+ To summarize, as the Board promulgates regulations for the training and supervision of digital

' scan technicians, | believe it is quite reasonable that the role of the dentist could be integrated
_ in either a remote or direct manner. In this way the public will benefit from both quality assurance
- of services rendered, and increased availability and affordability.

- Paul Supan, DDS, MA. MPH
' Diplomate, American Board of Orthodontics
: CommentlD: 97677

- Commenter: Albert L. Kelling DDS 3131721 10:05 pm|

H

Intra-oral Scans Do Not Stand Alone
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An intra-oral scan can not learn the patients's chief complaint, can not get a medical and dental
- history, can not examine the whole mouth, most of which is soft tissue and can not assemble a
; comprehensive problem list and discover any and all oral pathology. While an intra-oral scan can

 lend to gathering this information, it does not stand alone and can not be verified as accurate
. without expert analysis.

i

. Any intra-oral scan must be performed within the context of gathering all the necessary information

~ to provide the patient options for treatment, implications of doing nothing, and the expert
professional recommendation on what the dentist believes is in the patient's best interest. These
are the requirements for practicing dentistry. Accordingly, the gathering of an intra-oral scan must

! be performed under the direct supervision of a practicing dentist who can assure the accuracy of
the scan through direct intra-oral examination and then bring together all the necessary

! information, as noted above, to form the full context in which the intra-oral scans may be made :
relevant. Any intra-oral scan, without this full context, is, at best, meaningless and could providea -

~ basis to bring economic and/or physical harm to the patient. An intra-oral scan, by itself, does not
serve the best interests of the patient.

CommentiD: 97680
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18VAC60-21-10. Definitions.

A. The following words and terms when used in this chapter shall have the meanings ascribed to

them in § 54.1-2700 of the Code of Virginia:

"Appliance"

"Board"

"Dental hygiene"
"Dental hygienist"
"Dentist"

"Dentistry"

"Digital scan"

"Digital scan techn

"Digital work order"

"Teledentistry"

B. The following words and terms when used in this chapter shall have the following meanings

unless the context clearly indicates otherwise:

"AAOMS" means the American Association of Oral and Maxillofacial Surgeons.

"ADA" means the American Dental Association.
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"Advertising" means a representation or other notice given to the public or members thereof,
directly or indirectly, by a dentist on behalf of himself, his facility, his partner or associate, or
any dentist affiliated with the dentist or his facility by any means or method for the purpose of
inducing purchase, sale, or use of dental methods, services, treatments, operations, procedures, or
products, or to promote continued or increased use of such dental methods, treatments,
operations, procedures, or products.

"CODA" means the Commission on Dental Accreditation of the. American Dental Association.

"Code" means the Code of Virginia.

"Dental assistant I" means any unlicensed person _ ot of a dentist or a dental
hygienist who renders assistance for services i thorized under this

registered by the board to perform rev.
150 and 18VAC60-21-160.

s a nonfgeility in which dental equipment used in the practice of
srted to and utilized on a temporary basis at an out-of-office location, including
s, nursing homes, or other institutions.

"Radiographs" means in and extraoral radiographic images of hard and soft tissues used

for purposes of diagnosis.

C. The following words and terms relating to supervision as used in this chapter shall have the
following meanings unless the context clearly indicates otherwise:

"Direct supervision" means that the dentist examines the patient and records diagnostic findings
prior to delegating restorative or prosthetic treatment and related services to a dental assistant II
for completion the same day or at a later date. The dentist prepares the tooth or teeth to be
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restored and remains immediately available in the office to the dental assistant II for guidance or
assistance during the delivery of treatment and related services. The dentist exammes the patient
to evaluate the treatment and services before the patient is dismissed.

"Direction" means the level of supervision (i.e., immediate, direct, indirect, or general) that a
dentist is required to exercise with a dental hygienist, a dental assistant I, a dental assistant II, , or
a certified registered nurse anesthetist or the level of supervision that a dental hygienist is
required to exercise with a dental assistant to direct and oversee.the delivery of treatment and
related services. For a digital scan technician, “direction” megi s the written or electronic
instructions provided by a dentist to a digital scan techm

the form of a work order for a

appointments whi
the dental hygienist to supervise a

atient at some point during the
advise and assist a dental hygienist , a

"Remote supervision" a supervising dentist is accessible and available for

on with a dental hygienist during the delivery of dental hygiene
services, but such dentist may not have conducted an initial examination of the patients who are
to be seen and treated by the dental hygienist and may not be present with the dental hygienist
when dental hygiene services are being provided. For the purpose of practice by a public health
dental hygienist, "remote supervision" means that a public health dentist has regular, periodic
communications with a public health dental hygienist regarding patient treatment, but such
dentist may not have conducted an initial examination of the patients who are to be seen and
treated by the dental hygienist and may not be present with the dental hygienist when dental

communication and consu
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hygiene services are being provided. For the purpose of supervision of a digital scan technician,
remote supervision means that a supervising dentist is accessible and available for
communication and consultation in the practice of teledentistry.

D. The following words and terms relating to sedation or anesthesia as used in this chapter shall
have the following meanings unless the context clearly indicates otherwise:

"Analgesia" means the diminution or elimination of pain.

"Continual" or "continually" means repeated regularly an,

maintaining a patent airway, and spoﬁt_
function is usually maintained.

“Inhalation analgesia" me inhalation of nitrous oxide and oxygen to produce a state of

reduced sensation of pain with minimal alteration of consciousness.

"Local anesthesia" means the elimination of sensation, especially pain, in one part of the body by
the topical application or regional injection of a drug.

"Minimal sedation" means a drug-induced state during which patients respond normally to verbal
commands. Although cognitive function and physical coordination may be impaired, airway
reflexes, and ventilator and cardiovascular functions are unaffected. Minimal sedation includes
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the diminution or elimination of anxiety through the use of pharmacological agents in a dosage
that does not cause depression of consciousness and includes "inhalation analgesia" when used in
combination with any such sedating agent administered prior to or during a procedure.

"Moderate sedation" means a drug-induced depression of consciousness, during which patients
respond purposefully to verbal commands, either alone or accompanied by light tactile
stimulation. Reflex withdrawal from a painful stimulus is not considered a purposeful response.
No interventions are required to maintain a patent airway, and ontaneous ventilation is
adequate. Cardiovascular function is usually maintained.

"Parenteral" means a technique of administration
tract (i.e., intramuscular, intravenou;

anesthesia, to supply, give, or issue sedat
applicable permit canngt

18VAC60-21-165. Delegg i to digital scan technicians for use in teledentistry.

A. A dentist who delegates the taking of a digital scan by a digital scan technician shall ensure

that the technician has a certificate of completion from a training program approved by the board

that includes:
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1. Training in prepping the patient, taking and evaluating the quality of a digital scan, safety
protocols, and dental terminology given by a sponsor approved for continuing education as set

forth in subsection C of 18VAC60-21-250: and

2. In-office training by the manufacturer on the proper operation of the digital scanner that

includes orientation to the process and protocols for taking and evaluating digital scans for

fabrication of a restoration or an appliance.

B. The dentist who directs a digital scan technician to take fligital scans shall establish:

1. Written or electronic protocols for the practice of teledentistry in compliance with subsections

B and C of § 54.1-2711 of the Code of Virginia:

2. Written or electronic protocols and procedures for the performance of digital scans by digital

scan technicians in compliance with subsection B of §54.1-2708.5 of the Code of Virginia: and

3. A written or electronic work order for a digital scan that includes required components of a

dental work order.

C. The dentist who directs a digital scan technician to take digital scans shall be:

1. Licensed by the board to practice dentistry in the Commonwealth:

2. Accessible and available for communication and consultation with the digital scan technician
at all times during the patient interaction; and

3. Ultimately responsible for communicating with the patient or his representative the specific

treatment the patient will receive, which aspects of treatment will be delegated to qualified

personnel. and the direction required for such treatment. in accordance with the Regulations

Governing the Practice of Dentistry and the Code of Virginia and for documenting such

communication in the patient record.

D. The directing dentist shall make available to the board any requested:

1. Protocols and procedures as specified in subsection B of this section;
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2. Evidence that the digital scan technician has complied with the training requirements of

subsection A of this section: and

3. Written or electronic work orders used in reliance on digital scans.
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Guidance Document: 60-5 Revised: September 16, 2016

Virginia Board of Dentistry

Policy on Auditing Continuing Education and Sanctioning for
Failure to Meet the Requirements

Excerpts of Applicable Law and -Regulation and-Guidance
¢ The Board shall promulgate regulations requiring continuing education (CE) for any dental
license or reinstatement and may grant extensions or exemptions, §54.1-2709.E.
¢ The Board shall promulgate regulations requiring continuing education for any dental hygiene
license or reinstatement and may grant extensions or exemptions, §54.1-2729.
Dentists and dental hygienists are required to:
o complete a minimum of 15 hours of approved continuing education1 8VAC60-21-250.A
and 18VAC60-25-190.A and
O maintain the required documentation of completion for a minimum of four years
following each renewal. 18VAC60-21-250.G and 18VAC60-25-190.D.4.
The board may grant an exemption for all or part of the continuing education requirements due to
circumstances beyond the control of the licensee, such as temporary disability, mandatory
military service, or officially declared disasters. A written request with supporting documents
must be submitted prior to renewal of the license. 18VAC60-21-250.D and 18VAC60-25-
190.E.2.
Failure to comply with continuing education requirements may subject the licensee to
d1sc1plmary action, 18VAC60—1—8—\LAr969-2-O-21-250 JI and 18VAC60-25 190 D. 5

Extension and Exemption Requests
o The President-of the BeardExecutive Director or designee may grant an extension request for up
to one year for completion of continuing education upon receipt of a written request with an
explanation which is submitted prior to the renewal date.

¢ The Executive Director or designee President-ef the Beard-may grant an exemption request for

up to one year for all or part of the required 15 hours upon receipt of a written request with
supporting documents which is submitted prior to the renewal date.

Scope of Audits
The Board may shall-biennially conduct an audit of compliance with CE requirements on a
random sample of licensees selected from MLO by the DHP IT Department. The sample size

shall be- | % of the total number of hcenseesée%emmed—usmg—beﬂ%e-eahne-Sample—S&e-
0 R ensees. The Board

may also audlt the followmg

Page 1 of 3
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e Active licensees who have completed the terms of a CCA or a Board Order which required
completion of CE in addition to the 15 hours requirement per year;

e Active licensees who failed to respond, or responded “no”, to the CE renewal question on
the annual renewal form, and/or requested an exemption after license renewal;

e Active licensees who were granted an extension to meet their CE requirement.

Auditing CE
¢ Selected licensees will be notified by email to submit the necessary documentation to verify CE
completion. A second notice will be sent by USPS if there is no response.
* Documentation submitted to verify CE completion will be reviewed by Board staff for
compliance with the regulations.

Licensees who have not complied with the audit notification or CE requirements will be referred
for possible disciplinary action.

A. Guideline for Offering a Confidential Consent Agreement (CCA)

1. The reviewing Board member or designated staff The-Exeecutive-Director-or-designee-shallmay
review the documentation received for probable cause and shall-may only offer a CCA for a first
offense when:

o there is only one finding of probable cause and that finding is that the licensee is unable
to document completion of from 1 to 5 hours of acceptable continuing education (CE).

o there are findings of probable cause for violations in addition to missing CE consistent
with Guidance Document 60-1, Policy on CCAs/Confidential Consent Agreements.

2. The offered CCA shall-may include a finding that a violation occurred and shall- may request the
licensee’s agreement to obtain the missing hours within 45 days and to henceforth comply with
the CE requirements. The CCA shall-may state that the hours obtained pursuant to the CCA
shall-shall not count toward the next license renewal.

B. Guidelines for Imposing Disciplinary Sanctions
1. In addition to a notice of an informal conference, a licensee shall-may be offered a Pre-Hearing
Consent Order (PHCO) when the licensee:
o falsely certified completion of the required CE for license renewal.
O is unable to document completion of from 1 to 5 hours of acceptable CE in a subsequent
audit.
© is unable to document completion of from 6 to 15 hours of acceptable CE.
2. In cases where there are findings of probable cause for violations in addition to missing CE, a
PHCO may be offered with a notice of an informal conference.
3. The following sanctioning guidelines shall-may be included in the PHCO:
a. For falsely certifying completion for renewal — Reprimand and $1000 monetary penalty.
b. For missing 1 to 5 hours — Subsequent Offenses — Reprimand, obtain the missing hours
within 30 days and a $250 monetary penalty for each missing hour.

Page 2 of 3
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c. For missing 6 to 15 hours — First offense - Reprimand and obtain the missing hours within 45
days.

d. For missing 6 to 15 hours — Subsequent offenses — Reprimand, obtain the missing hours
within 45 days and a $500 monetary penalty for each missing hour.

Page 3 of 3
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Guidance Document: 60-10 Revised: December 11, 2015

Virginia Board of Dentistry

Policy on Sanctioning for
Failure to Comply with Advertising Guidelines

Excerpts of Applicable Law, Regulation and Guidance on 18VAC60-2120-180 et seq.

¢ The Board may sanction any licensee for advertisements that are false, deceptive or
misleading; contain a claim of superiority or violate regulations, §54.1-2706(7).

e A general dentist who limits his practice shall advertise that he is a general dentist
providing only certain services, 18VAC60-21-80.A.

e Any statement specifying a fee for a dental service which does not include the cost of all
related procedures, services, and products shall be deemed to be deceptive or misleading,
18VAC60-21-80.B.

¢ Discount offers for dental services shall include the nondiscounted fee, the discounted fee
and the time period for the discount, 18VAC60-20-21.80.C.

e A prerecorded or archived copy of all advertisements shall be retained for two years
following the final appearance of the advertisement, 18VAC60-21-80.D.

o Advertising of fees is limited to only routine dental services as set forth in the American
Dental Association’s "Dental Procedures Codes," “Cede-on-Dental Procedures-and-
Nemenelature-> 18VAC60-21-80.E.

e Advertisements, including but not limited to signage, containing descriptions of the type
of dentistry practiced or a specific geographic locator are permissible so long as the

requirements of §§54.1-2718 and 54.1-2720 of the Code of Virginia are met 18VAC60-
21-80.F.

» The following practices shall constitute false, deceptive, or misleading advertising:

§54.1-2706(7) and 18VAC60-21-80.G:

o Publishing an advertisement which contains a material misrepresentation or omission
of facts that is likely to cause an ordinarily prudent person to be deceived, 18VAC60-
21-80-G.1.

o Publishing an advertisement which fails to include the information and disclaimers
required by this section, 18VAC60-21-80.G.2.

o Publishing an advertisement which contains a false claim of professional superiority,
or uses any term to designate a dental specialty to which he is not entitled, 18VAC60-
21-80.G.3.4-

O A dentist not entitled to a specialty designation shall not represent that his practice is

limited to providing services in a specialty area without disclosing that he is a general

dentist, 18VAC60-21-80. G.45.
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Making a Probable Cause Decision
1. Inregards to allegations of false, deceptive and misleading advertisements, the

reviewing Board member or staff(thereviewer)designated staff shall-may consider
whether evidence exists that the source of the complaint was actually deceived, misled,
etc.

2. Inregards to allegations of claims of superiority and the failure to disclose required
information, the reviewer skall-may not only consider the content of the advertisement
but the evidence collected about the development and publication of the advertisement
in deciding if there is clear and convincing evidence that the licensee is the responsible
party and there is probable cause to believe a violation occurred.

A. Guidelines for sending an Advisory Letter
1. The reviewing Board member or designated staff Fhe-reviewermay shall-only request
an Advisory Letter when there is not clear and convincing evidence to support a finding
that a violation of law or regulation has occurred.
2. Advisory letters may be used to close cases when the reviewer decides is-concerned-
that the presenting information indicates that the licensee may be acting in ignorance of
the applicable law and regulations.

B. Guidelines for Offering a Confidential Consent Agreement
1. The reviewing Board member or designated staff Thereviewermay shall-offer a CCA

for a first advertising offense and may offer a CCA for subsequent advertising
violations, if no other violations exist.
2. In cases where there are findings of probable cause for violations in addition to
advertising, the reviewer may offer a CCA consistent with Guidance Document 60-1.
3. The offered CCA shall-may include a finding that a violation occurred and shall-may
request the licensee’s agreement to cease and desist advertising in violation of law and
regulations.

4. The offered CCA may also include arequirement-forpassage-of-the-VirginiaDental-

Law-Exam-ercompletion of a continuing education course in ethics.

C. Guidelines for Imposing Disciplinary Sanctions
a. The reviewing Board member or designated staff Thereviewermay offer a Pre-Hearing

Consent Order (PHCO) or request an informal fact finding conference when probable
cause is found that the licensee has subsequent advertising violations.

b. The following sanctioning guidelines may be included in the PHCOThe-reviewershall-
a. A $1,000 monetary penalty per violation, a reprimand and successful completion of

the Virginia Dental Law Exam for a second offense.
b. A $5,000 monetary penalty per violation, a reprimand and continuing education in
ethics for a third and subsequent offenses.

c. Incases where there are findings of probable cause for violations in addition to
advertising the reviewer may offer a PHCO or request an informal fact finding
conference.
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VIRGINIA BOARD OF DENTISTRY
APPROVED TEMPLATE FOR DENTAL EABORATORY¥ APPLIANCE WORK ORDER FORMS

This form is provided by the Board to guide dentists on meeting the legal requirements for written or digital work order forms as_
addressed in §54.1-2719 of the Code of Virginia. Dentists have the option of using this form or another form to meet the requirements
of the law. Regardless of the form and the format the dentist chooses to use, the information requested below must be included as part
of the patient’s treatment records and maintained as required by-18VAC60-21-90 of the Regulations Governing the Practice of
Dentistry.

PATIENT NAME, INITIALS or ID#:

Laboratory Owner’s or
Business Name:

Physical Address:

E-mail Address ¢eptional):

Phone Number:

Contact Person:

RETURN BY:

INSTRUCTIONS FOR WORK TO BE DONE (include diagrams
if needed):

Lowrer Right Lower Laft

INSTRUCTIONS FOR RETURNING THE

RESTORATION:
e Provide the sanitized restoration in a sealed
container.
TYPE AND QUALITY OF RESTORATION MATERIALS: e Provide the name and physical address of the

location where the restoration was fabricated.

e Provide a copy of the information the lab
received from a manufacturer on the
composition of the casting and ceramic
materials used in fabrication, such as an
Identalloy sticker.

(include diagrams if needed)

INSTRUCTIONS FOR SHADING:
(include diagrams if needed)
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INSTRUCTIONS EGR REGARDING SUBCONTRACTING THIS ORDER OR PORTIONS OF THIS ORDER

I do not authorize subcontracting this order or any part of this order. Return the order to me if you are unable to

complete this order.
Contact me before subcontracting any work for this order.

I authorize subcontracting to a domestic lab.
I authorize subcontracting to an overseas/international lab.
I authorize subcontracting to either a domestic or overseas lab.

NOTICE OF ACTIONS YOU ARE REQUIRED BY LAW TO TAKE WHEN SUBCONTRACTING THIS ORDER OR
PORTIONS OF THIS ORDER - §54.1-2719.C of the Code of Virginia
¢ You must send me, the ordering dentist, a written disclosure of subcontracting this order with the subwork order

you issued to the subcontractor.
s The written disclosure must include:

The name and address of the person, firm or corporation and subcontractor;

A number identifying the subwork order with the original order:

The date any subwork order was written;

A description of the work to be done and the work to be done by the subcontractor, including diagrams
and digital files. if necessary;

Specification of the type and quality of material to be used; and

o The signature of the person issuing the disclosure and subwork order.

O O O O

(@]

Dentist’s Signature: Date:

Dentist’s Name Printed: Dental License #
Dentist’s Address: Telephone:
Dentist’s Email Address (eptional):
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Re-adopted-June-2-2018

VIRGINIA BOARD OF DENTISTRY
APPROVED TEMPLATE
DENTAL LABORATORY APPLIANCE SUBCONTRACTOR
DISCLOSURE and SUBWORK ORDER FORM

This form is provided by the Board to guide owners of dental laboratories (owners) on meeting the legal requirements for subwork
orders ferms to be issued to subcontractors as addressed in §54.1-2719 of the Code of Virginia. The Oowners have has the option of
using this form or another form to subcontract all or part of a dentist’s work order is-being-subeentracted-to another dental laboratory
(subcontractor). Regardless of the form and the format the owner chooses to use, the information requested addressed below must be
included in the subwork order sent to the subcontractor. The owner is required to retain a copy of the subwork order; to attach the
copy of the subwork order to the order received from the dentist; and to maintain both orders for not less than three years.

PATIENT NAME, INITIALS or ID#:

Subcontractor Name: Upper Right Upper Left

Physical Address:

E-mail Address (eptional):

Phone Number:

Contact Person:

RETURN BY DATE:

INSTRUCTIONS FOR WORK TO BE DONE (include

diagrams if needed):
Lower Right Lower Laft
INSTRUCTIONS FOR RETURNING THE
RESTORATION:
TYPE AND QUALITY OF RESTORATION MATERIALS: e Provide the sanitized restoration in a sealed container.
(include diagrams if needed) e  Provide the name and physical address of the location
where the restoration was fabricated.
®  Provide a copy of the information the lab received
from a manufacturer on the composition of the casting
and ceramic materials used in fabrication, such as an
Identalloy sticker.
INSTRUCTIONS FOR SHADING:

(include diagrams if needed)
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Signature: Date:
Name Printed: Telephone:
Address:

Email Address {optional):
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Virginia Board of Dentistry

Policy on Sanctioning for
Failure to Comply with Insurance and Billing Practices

Excerpts of Applicable Law and —Regulation and-Guidanece

* The Board may sanction any licensee for any unprofessional conduct likely to defraud or
to deceive the public or patients, §54.1-2706(4)

¢ The Board may sanction any licensee for intentional or negligent conduct in the practice
of dentistry or dental hygiene which causes or is likely to cause injury to a patient or
patients, §54.1-2706(5)

¢ The Board may sanction any licensee for conducting his practice in a manner contrary to
the standards of ethics of dentistry or dental hygiene, §54.1-2706(10)

* A dentist shall not obtain, attempt to obtain or cooperate with others in obtaining payment

for services by misrepresenting procedures performed, dates of service, or status of

treatment, 18VAC60-21-60.B.3

1°
13 aVaVaVaVa BL
\viel vivss
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——Guidelines for Sending an Advisory Letter

1. If a disciplinary proceeding will not be instituted, a board may send an Advisory
Letter to the subject of a complaint or report., §54.1-2400.2(F)

1. The reviewing Board member or staff (the--“Reviewer?)-shoulddesignated staff may

only request an Advisory Letter when there is not clear and convincing evidence to
support a finding that a violation of law or regulation has occurred.

2. Advisory letters may be used to close cases when the rReviewer is-determines
eoneerned-that the presenting information indicates that the licensee may be acting in
ignorance of the applicable law and regulations.

——QGuidelines for Offering a Confidential Consent Agreement

1. The reviewing Board member or designated staff The-Reviewer-shalmay offer a CCA
for a first offense where there is only one finding of probable cause for fraudulent
insurance and/or billing practices.

2. In cases where there are findings of probable cause for violations in addition to a single
first offense of fraudulent insurance/billing practice violation, the rReviewer may offer a
CCA consistent with Guidance Document 60-1.

2—3. The offered CCA shall-may include a finding that a violation occurred, shall-may
request that the licensee cease and desist the fraudulent insurance and/or billing practices,
and shall-may require continuing education in recordkeeping.
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A. Guidelines for Imposing Disciplinary Sanctions

1. The reviewing Board member or designated staff The-Reviewer-may offer a Pre-Hearing
Consent Order (“PHCO”) or request an informal fact finding conference when probable
cause is found that the licensee has prior insurance and/or billing practice violations:

a._:has prior insurance and/or billing practice violations

b. _there were multiple patients affected by the licensee’s fraudulent insurance and/or
billing practice violations

+:c.there were fraudulent insurance and/or billing practice violations

.
Q O-or-raane An 3t e
- g H -
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2. The following sanctioning guidelines may be included in the PHCO:

a. A $1.000.00 monetary penalty per violation, and continuing education in
recordkeeping and risk management for a second single offense of fraudulent

insurance and/or billing practices: or a first offense where there were multiple
patients affected by the fraudulent insurance and/or billing practices

b. A $5.000.00 monetary penalty per violation, a reprimand and continuing

education in ethics for a third offense of fraudulent insurance and/or billing
practices.

an = anca-and
v el -

5:3. In cases where there are findings of probable cause for violations in addition to
fraudulent insurance and/or billing violations, the Reviewer may offer a PHCO or request
an informal fact finding conference.
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Virginia Board of Dentistry
Policy on
DENTAL CLINICAL COMPETENCY EXAMINATION
REQUIREMENTS FOR LICENSURE

Notice of Policies on Acceptable Clinical Examinations Effective January 1,
2023

Effective January 1, 2023, the Board will only accept from applicants who apply for licensure
by examination, the ADEX Exam, for dental applicants. This policy applies to all examinations
completed in calendar year 2023 and thereafter, regardless of the dates portions of the
examination were taken.

Effective January 1, 2023, the Board will only accept from dental applicants who apply for
licensure by credentials, a Clinical Competency Exam that is substantially equivalent to the
required clinical exam components. This policy applies to all examinations completed regardless
of the date or dates an examination was taken.

Acceptable Clinical Examinations Effective March 19, 2021

Definitions to Applied Terms
e “Clinical Competency Exam” means a formal test of knowledge and competence in the

evaluation, diagnosis, and treatment of dental conditions and the prevention of dental diseases
which includes live patient and/or manikin based testing methods to demonstrate the skills needed
to safely provide care and treatment of patients.

e “Compensatory Scoring” is a scoring methodology which allows for strong
performance in one content area to compensate for poor performance in another content
area as long as the overall score meets the performance standard.

¢ “Conjunctive Scoring” is a scoring methodology which requires that performance
standards be met for each specified content area.

e “Substantially Equivalent” means any examination taken for another jurisdiction which
is equivalent in content and degree of difficulty, respectively, to those requirements for
licensure by examination.

Dental Applications by Examination
Every candidate who examines with CDCA, CITA, CRDTS, SRTA, or WREB shall pass each

individual component listed below with only conjunctive scoring (not compensatory scoring)
with a minimum passing score of 75% for each of the following required components ef-the
ADEX for an exam to be accepted by the Board:

e Diagnostic Skills Examination;

e Endodontics, including access opening of a posterior tooth and access, canal
instrumentation, and obturation of an anterior tooth;

¢ Fixed prosthodontics, including an anterior crown preparation and two posterior crown
preparations involving a fixed partial denture factor;
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e Periodontics, including scaling and root planing;

e Restorative, including a class II amalgam or composite preparation and restoration, and a
class III composite preparation and restoration.

Dental Applications by Credentials

The Board will only accept from dental applicants who apply for licensure by credentials, a
Clinical Competency Exam that is substantially equivalent to the required clinical exam
components for licensure by examination (includes CDCA, CITA, CRDTS, SRTA, and WREB).
Every candidate shall pass each individual component with only conjunctive scoring (not
compensatory scoring) with a minimum passing score of 75% for each of the following
required components for an exam to be accepted by the Board:

e Diagnostic Skills Examination (ADEX = CDCA and CITA) or Comprehensive
Treatment Planning (WREB). Based on review of the respective 2021 Candidate
Examination Guides, SRTA and CRDTS do not have an exam component that is
substantially equivalent to the Diagnostic Skills Examination or the Comprehensive
Treatment Planning;

e Endodontics, including access opening of a posterior tooth and access, canal
instrumentation, and obturation of an anterior tooth;

e Fixed prosthodontics, including an anterior crown preparation and two posterior crown
preparations involving a fixed partial denture factor;

e Periodontics, including scaling and root planing;

e Restorative, including a class II amalgam or composite preparation and restoration, and a
class III composite preparation and restoration.

e Every candidate shall have been in continuous clinical practice in another jurisdiction of
the United States or in federal civil or military service for five out of the six years
immediately preceding application for licensure pursuant to this section. Active patient
care in another jurisdiction of the United States (i) as a volunteer in a public health clinic,
(i1) as an intern, or (iii) in a residency program may be accepted by the board to satisfy
this requirement. One year of clinical practice shall consist of a minimum of 600 hours of
practice in a calendar year as attested by the applicant. I8VAC60-21-210.B.4

O anra q s 4 () andidatae S I 1I LT

* Bo

7V

Acceptable Score Cards and Reports for Dental Licensure
e An original and detailed score card or report is required from the testing agency

documenting passage of a clinical competency examination. Candidate’s score cards are
not acceptable. All score cards or reports must be requested by the applicant. The original
and detailed score card or report must be mailed to the Board. Or, the applicant must
contact the testing agency to request that the test results be made available to the Virginia
Board of Dentistry via online access portal. For WREB you must request an IPR detailed
report. The Board does not accept certificates or Canadian exams.
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Score cards shall show conjunctive scoring of the required clinical competency exam
components. The score cards must show a pass (equivalent to at least a score of 75%) or
a fail.

Applicants shall submit score cards for each attempt of a clinical competency exam. If an
applicant has failed any clinical competency exam, a score card is still required to be
submitted. The applicant shall notify the Board of all previously failed attempts of any
clinical competency exam.

Applicants who successfully completed a clinical competency examination five or more
years prior to the date of receipt of their applications for licensure by this board may be
required to retake an examination or take clinical continuing education as evidence of
continuing competence that meets the requirements of 18VAC60-21-250 unless they
demonstrate that they have maintained clinical, ethical, and legal practice in another
jurisdiction of the United States or in federal civil or military service for 48 of the past 60
months immediately prior to submission of an application for licensure. 18 VAC60-21-
210 (B) (4)

Excerpts of Applicable L.aws and Regulations Addressing Clinical Examinations

Dental Applicants

o “An application for such license shall be made to the Board in writing and shall
be accompanied by satisfactory proof that the applicant . . . has successfully
completed a clinical examination acceptable to the Board.” Va. Code §54.1-
2709(B)(iv).

o “The Board may grant a license to practice dentistry to an applicant licensed to
practice in another jurisdiction if he . . . meets the requirements of subsection B.”
Va. Code §54.1-2709(C)(1).

o Dental licensure by examination. All applicants for licensure by examination
shall have:
Passed a dental clinical competency examination that is accepted by the board.
18VAC60-21-210(A)(1)(b).

o Dental licensure by credentials. All applicants for licensure by credentials shall:
have successfully completed a clinical competency examination acceptable to the
board. 18VAC60-21-210(B)(2).
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Virginia Board of Dentistry
Policy on
DENTAL HYGIENE CLINICAL COMPETENCY EXAMINATION
REQUIREMENTS FOR LICENSURE

Notice of Policies on Acceptable Clinical Examinations Effective January 1,
2023

Effective January 1, 2023, the Board will only accept from applicants who apply for licensure
by examination, the ADEX Exam, for dental hygiene applicants. This policy applies to all
examinations completed in calendar year 2023 and thereafter, regardless of the dates portions of
the examination were taken.

Effective January 1, 2023, the Board will only accept from dental hygiene applicants who apply
for licensure by credentials, a Clinical Competency Exam that is substantially equivalent to the

required clinical exam components. This policy applies to all examinations completed regardless
of the date or dates an examination was taken.

Acceptable Clinical Examinations Effective March 19, 2021

Definitions to Applied Terms

e “Clinical Competency Exam” means a formal test of knowledge and competence in the
evaluation, diagnosis, and treatment of dental conditions and the prevention of dental diseases
which includes live patient and/or manikin based testing methods to demonstrate the skills needed
to safely provide care and treatment of patients.

e “Compensatory Scoring” is a scoring methodology which allows for strong
performance in one content area to compensate for poor performance in another content
area as long as the overall score meets the performance standard.

e “Conjunctive Scoring” is a scoring methodology which requires that performance
standards be met for each specified content area.

e “Substantially Equivalent” means any examination taken for another jurisdiction which
is equivalent in content and degree of difficulty, respectively, to those requirements for
licensure by examination.

Dental Hygiene Applications by Examination
Every candidate who examines with CDCA, CITA, CRDTS, SRTA, or WREB shall pass each individual
component listed below with only conjunctive scoring (not compensatory scoring) and a

minimum passing score of 75% for each of the following required components efthe- ADEX-for
an exam to be accepted by the Board:

e Treatment Clinical Examination, including calculus detection and removal, periodontal
pocket depth measurements, and tissue management.

e Computer Simulated Clinical Examination, including assessing various levels of
diagnosis and treatment planning knowledge, skills, and abilities.
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Dental Hygiene Applications by Credentials

The Board will only accept from dental hygiene applicants who apply for licensure by
credentials, a Clinical Competency Exam that is substantially equivalent to the required clinical
exam components for licensure by examination (includes CDCA, CITA, CRDTS, SRTA and
WREB). Every candidate shall pass each individual component with only conjunctive scoring
(not compensatory scoring) and a minimum passing score of 75% for each of the following
required components for an exam to be accepted by the Board:

Treatment Clinical Examination, including calculus detection and removal, periodontal
pocket depth measurements, and tissue management.

Computer Simulated Clinical Examination, including assessing various levels of
diagnosis and treatment planning knowledge, skills, and abilities.

Be currently licensed to practice dental hygiene in another jurisdiction of the United
States and have clinical, ethical, and active practice for 24 of the past 48 months
immediately preceding application for licensure. 18VAC60-25-150.2

Acceptable Score Cards and Reports for Dental and Dental Hygiene Licensure

An original and detailed score card or report is required from the testing agency
documenting passage of a clinical competency examination. Candidate’s score cards are
not acceptable. All score cards or reports must be requested by the applicant. The original
and detailed score card or report must be mailed to the Board. Or, the applicant must
contact the testing agency to request that the test results be made available to the Virginia
Board of Dentistry via online access portal. For WREB you must request an IPR detailed
report. The Board does not accept certificates or Canadian exams.

Score cards shall show conjunctive scoring of the required clinical competency exam

components. The score cards must show a pass (equivalent to at least a score of 75%) or
a fail.

Applicants shall submit score cards for each attempt of a clinical competency exam. If an
applicant has failed any clinical competency exam, a score card is still required to be

submitted. The applicant shall notify the Board of all previously failed attempts of any
clinical competency exam.

Applicants who successfully completed a clinical competency examination five or more
years prior to the date of receipt of their applications for licensure by this board may be
required to retake an examination or take clinical continuing education as evidence of
continuing competence that meets the requirements of 18VAC60-25-190 unless they
demonstrate that they have maintained clinical, ethical, and legal practice in another
jurisdiction of the United States or in federal civil or military service for 48 of the past 60

months immediately prior to submission of an application for licensure. 18VAC60-25-
140.C.
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Excerpts of Applicable Laws and Regulations Addressing Clinical Examinations
e Dental Hygiene Applicants
o An application for such license shall be made to the Board in writing and shall be
accompanied by satisfactory proof that the applicant has successfully completed a
clinical examination acceptable to the Board. §54.1-2722.B (iv)

o The Board may grant a license to practice dental hygiene to an applicant licensed
to practice in another jurisdiction if he meets other qualifications as determined in
regulations promulgated by the Board. §54.1-2722. C (iv)

o An applicant for dental hygiene licensure by credentials shall:4-have

successfully completed a clinical competency examination substantially
equivalent to that required for licensure by examination. 18VAC60-25-150.4
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DISCUSSION TOPIC

May a dentist allow a dental assistant I or II to use a scaler to remove cement from the coronal
surface of teeth?

EXCERPTS FROM THE REGULATIONS GOVERNING THE PRACTICE OF DENTISTRY

18VAC60-21-130. Nondelegable duties; dentists.

Only licensed dentists shall perform the following duties:
1. Final diagnosis and treatment planning;
2. Performing surgical or cutting procedures on hard or soft tissue except a dental hyglemst
performing gingival curettage as provided in 18VAC60-21-140
3. Prescribing or parenterally administering drugs or medicaments, except a dental hygienist,

who meets the requirements of 18VAC60-25-100, may parenterally administer Schedule VI
local anesthesia to patients 18 years of age or older;

v

4. Authorization of work orders for any appliance or prosthetic device or restoration that is to be
inserted into a patient's mouth;

5. Operation of high speed rotary instruments in the mouth;

6. Administering and monitoring moderate sedation, deep sedation, or general anesthetics except
as provided for in § 54.1-2701 of the Code and Part VII (18VAC60-21-260 et seq.) of this
chapter;

7. Condensing, contouring, or adjusting any final, fixed, or removable prosthodontic appliance
or restoration in the mouth with the exception of packing and carving amalgam and placing and

shaping composite resins by dental assistants II with advanced training as specified in
18VAC60-30-120;

8. Final positioning and attachment of orthodontic bonds and bands; and

9. Final adjustment and fitting of crowns and bridges in preparation for final cementation.

18VAC60-21-140. Delegation to dental hygienists.

A. The following duties shall only be delegated to dental hygienists under direction and may only
be performed under indirect supervision:
1. Scaling, root planing, or gingival curettage of natural and restored teeth using hand
instruments, slow-speed rotary instruments, ultrasonic devices, and nonsurgical lasers, with any
sedation or anesthesia administered.
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2. Performing an initial examination of teeth and surrounding tissues including the charting of
carious lesions, periodontal pockets, or other abnormal conditions for assisting the dentist in the
diagnosis.

3. Administering nitrous oxide or local anesthesia by dental hygienists qualified in accordance
with the requirements of 18VAC60-25-100.

B. The following duties shall only be delegated to dental hygienists and may be performed under
indirect supervision or may be delegated by written order in accordanceé with §§ 54.1-2722 D and
54.1-3408 J of the Code to be performed under general supervision:

1. Scaling, root planing, or gingival curettage of natural and restored teeth using hand
instruments, slow-speed rotary instruments, ultrasonic devices, and nonsurgical lasers with or
without topical oral anesthetics.

2. Polishing of natural and restored teeth using air polishers.

3. Performing a clinical examination of teeth and surrounding tissueé including the charting of
carious lesions, periodontal pockets, or other abnormal conditions for further evaluation and
diagnosis by the dentist.

4. Subgingival irrigation or subgingival application of topical Schedule VI medicinal agents
pursuant to § 54.1-3408 J of the Code.

5. Duties appropriate to the education and experience of the dental hygienist and the practice of
the supervising dentist, with the exception of those listed as nondelegéble in 18VAC60-21-130,
those restricted to indirect supervision in subsection A of this section, and those restricted to
delegation to dental assistants Il in 18§VAC60-21-150.

C. Delegation of duties to a dental hygienist practicing under remote supervision shall be in
accordance with provisions of § 54.1-2722 F of the Code. However, delegation of duties to a public

health dental hygienist practicing under remote supervision shall be in accordance with provisions
of § 54.1-2722 E.

18VAC60-21-150. Delegation to dental assistants II.

The following duties may only be delegated under the direction and direct supervision of a dentist
to a dental assistant II who has completed the coursework, corresponding module of laboratory

training, corresponding module of clinical experience, and examinations specified in 1§VAC60-
30-120:

1. Performing pulp capping procedures;
2. Packing and carving of amalgam restorations;

3. Placing and shaping composite resin restorations with a slow speed handpiece;
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4. Taking final impressions;
5. Use of a non-epinephrine retraction cord; and

6. Final cementation of crowns and bridges after adjustment and fitting by the dentist.

18VAC60-21-160. Delegation to dental assistants I and II.

A. Duties appropriate to the training and experience of the dental assistant and the practice of the
supervising dentist may be delegated to a dental assistant I or Il under indirect supervision, with
the exception of those listed as nondelegable in 18VAC60-21-130, those which may only be
delegated to dental hygienists as listed in 18VAC60-21-140, and those which may only be
delegated to a dental assistant II as listed in 18 VAC60-21-150.

B. Duties delegated to a dental assistant under general supervision shall be performed under the
direction and indirect supervision of the dental hygienist who supervises the implementation of
the dentist's orders by examining the patient, observing the services rendered by an assistant, and
being available for consultation on patient care.
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Guidance Document: 60-7 “  Adopted: December 3, 2010
Re-adopted: June 8, 2018

VIRGINIA BOARD OF DENTISTRY
DELEGATION TO DENTAL ASSISTANTS

DUTIES THAT MAY BE DELEGATED TO DENTAL ASSISTANTS I AND Ii

UNDER INDIRECT SUPERVISION OF A DENTIST
GENERAL SERVICES

Prepare patients for treatment/seating/positioning chair/placing napkin

Perform health assessment

Preventive education and oral hygiene instruction

Perform mouth mirror inspection of the oral cavity

Chart existing restorations and conditions as instructed by the dentist

Take, record and monitor vital signs

Transfer dental instruments

Prepare procedural trays/armamentaria set-ups

Maintain emergency kit

Sterilization and disinfection procedures

Compliance with OSHA Regulations and Centers for Disease Control Guidelines

Prep lab forms for signature by the dentist

Maintenance of dental equipment

Select and manipulate gypsums and waxes

RADIOLOGY and IMAGING
Mount and label images .

Place x-ray film and expose radiographs ONLY WITH REQUIRED TRAINING

Use intraoral camera or scanner to take images for tooth preparation and CAD CAM restorations

RESTORATIVE SERVICES
Provide pre- and post operative instructions

Place and remove dental dam

Maintain field of operation through use of retraction, suction, irrigation, drying

Acid Etch - Apply/wash/dry remove only when reversible

Amalgam: Place only

Amalgam: Polish only with slow-speed handpiece and prophy cup

Apply pit and fissure sealants

Apply and cure primer and bonding agents

Fabricate, cement, and remove temporary crowns/restorations

Make impressions and pour and trim study/diagnostic models and opposing models

Make impressions for athletic/night/occlusal/snore mouthguards and fluoride/bleaching trays

Matrices - place and remove

N Measure instrument length

Remove excess cement from coronal surfaces of teeth

Remove sutures

Dry canals with paper points

Mix dental materials

Place and remove post-extraction dressings/monitor bleeding

Rubber Dams: Place and remove

Sterilization and disinfection procedures

Take bite and occlusal registrations

HYGIENE
Apply dentin desensitizing solutions

Apply fluoride varnish, gels, foams and agents

Apply pit and fissure sealant

Address risks of tobacco use

Give oral hygiene instruction

Polish coronal portion of teeth with rotary hand piece and rubber prophy cup or brush

Place and remove periodontal dressings

Clean and polish removable appliances and prostheses
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Re-adopted: June 8,2018

VIRGINIA BOARD OF DENTISTRY
DELEGATION TO DENTAL ASSISTANTS

DUTIES THAT MAY BE DELEGATED TO DENTAL ASSISTANTS I AND II
UNDER INDIRECT SUPERVISION OF A DENTIST CONTINUED

ORTHODONTICS
Place and remove elastic separators

Check for loose bands and brackets

Remove arch wires and ligature ties

Place ligatures to tie in archwire

Select and fit bands and brackets for cementation by dentist

Instruct patients in placement and removal of retainers and appliances after dentist has fitted
and made adjustments in the mouth

Take impressions and make study models for orthodontic treatment and retainers

BLEACHING
Take impressions and fabricate bleaching trays

Apply bleach/whitener

Bleach with light but not laser

Instruct pt on bleaching procedures

SEDATION AND ANESTHESIA SERVICES
Apply topical Schedule VI anesthetic

Monitor patient under nitrous oxide

Monitor patient under minimal sedation/anxiolysis

Monitor patient under moderate/conscious sedation ONLY WITH REQUIRED TRAINING

Monitor patient under deep sedation/general anesthesia ONLY WITH REQUIRED TRAINING

Take blood pressure, pulse and temperature

DUTIES THAT MAY BE DELEGATED TO DENTAL ASSISTANTS | AND 1l
UNDER INDIRECT SUPERVISION OF A DENTAL HYGIENIST

Prepare patients for treatment/seating/positioning chair/placing napkin

Perform health assessment

Preventive education and oral hygiene instruction

Transfer dental instruments

Prepare procedural trays/armamentaria set-ups

Maintain emergency kit

Sterilization and disinfection procedures

Compliance with OSHA Regulations and Centers for Disease Control Guidelines

Maintenance of dental equipment

Polish coronal portion of teeth with rotary hand piece and rubber prophy cup or brush

Place and remove periodontal dressings

Clean and polish removable appliances and prostheses

Mount and label images

Place x-ray film and expose radiographs ONLY WITH REQUIRED TRAINING

DUTIES THAT MAY ONLY BE DELEGATED TO DENTAL ASSISTANTS 1l
UNDER DIRECT SUPERVISION OF A DENTIST

Condense/pack and carve amalgam

Place, cure and finish composite resin restorations only with slow-speed handpiece

Apply base and cavity liners/perform pulp capping procedures -

Final cementation of crowns and bridges after adjustment and fitting by the dentist

Make final impressions and fabricate master casts

Place and remove non-epinephrine retraction cord

19%



Sandra Reen

Subject: New dental school opening 2023 at High Point University

From: Dag Zapatero <dag.zapatero@verizon.net>

Sent: Monday, May 10, 2021 3:40 PM

To: Sandra Reen <sandra.reen@dhp.virginia.gov>

Cc: Sacksteder, Jamie <jamie.sacksteder@dhp.virginia.gov>; " cmspatafore@vcu.edu " <cmspatafore@vcu.edu>
Subject: New dental school opening 2023 at High Point University

Greeting Sandy,

A new $150 million private dental school is coming to High Point University in North Carolina. It will probably cater to
international and more affluent students who can afford the higher cost of a private education. The new Dean is
Scott De Rossi, who stepped down as Dean from UNC last fall. Thirty-six students in year one ramping up to forty-
five student at full capacity.
hitps://www.highpoint.edu/blog/2021/05/hpu-announces-new-dentistry-school-dean-facility-and-hundreds-of-new-
lobs/

It is already a challenge finding and retaining qualified dental instructors at any SOD in the country. The addition of a
new school in our region will only put pressure upwards on a frail system. VCU is already having difficulty attracting
and retaining qualified faculty because of Virginia's current regulatory codes, which require instructors to only come
from a pooi of CODA-accredited programs. That means that potential facuity who graduated from US SOD with

degrees in operative dentistry, implantology, or sleep medicine would not be an acceptable instructor candidate
under our current licensing requirements.

My NC instructor's license allows me to teach and treat patients under the auspices of UNC SOD while my Dean's
appointment remains in place. At any time, the Dean could rescind my appointment and disclose that information to
the NC BOD, thus voiding my instructor's license. This power would apply the Deans from any dental schools in
North Carolina, including UNC, ECU, and now HPU.

| feel we must give VCU's interim Dean Spatafore the same powers to hire and retain faculty to remain competitive
and provide the necessary education for our dental students. The current regulations are antiquated and immediate
action is required to address the deficiency as a matter of public safety concerns to the citizenry that we serve.

I hope this email will foster some dialog between the BOD and VCU SOD and foster. I'd appreciate it if my
comments were shared with all fellow board members to see if others share my concerns.

Respectfully,
Dag Zapatero

Best,
Dag Zapatero

Thanks Dag for initiating this discussion

We are now at a crisis level in dental education. One source of faculty are foreign trained dentists that
would be closely vetted by the teaching institution.

VA licensing requirements currently restrict these applicants from applying for faculty positions, in fact
it further narrows an already slim pool of qualified applicants.
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I would love to have a dialogue with the Board, or propose a slight change to the faculty license
requirement, removing the "CODA approved" dental school language.

That would open the door to qualified applicants that would be vetted by the search committees, and
screened by the Dean prior to approval.

Let me know how you would like to proceed

Clara M. Spatafore DDS MS

Diplomate American Board of Endodontics

Interim Dean VCU School of Dentistry

Chair Department of Endodontics and Oral Diagnostic Sciences
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Code of Virginia

Title 54.1. Professions and Occupations

Subtitle III. Professions and Occupations Regulated by Boards within the Department of Health
Professions

Chapter 27. Dentistry

Article 2. Licensure of Dentists

& 54.1-2713. Licenses to teach dentistry; renewals

A. Upon payment of the prescribed fee and provided that no grounds exist to deny licensure
pursuant to § 54.1-2706, the Board may grant, without examination, a faculty license to teach
dentistry in a dental program accredited by the Commission on Dental Accreditation of the
American Dental Association to any applicant who meets one of the following qualifications:

1. Is a graduate of a dental school or college or the dental department of an institution of higher
education, has a current unrestricted license to practice dentistry in at least one other United
States jurisdiction, and has never been licensed to practice dentistry in the Commonwealth; or

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

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

C. The holder of a license issued pursuant to this section shall be entitled to perform all activities
that a person licensed to practice dentistry would be entitled to perfofm and that are part of his
faculty duties, including all patient care activities associated with teaching, research, and the
delivery of patient care, which take place only within educational facilities owned or operated by
or affiliated with the dental school or program. A licensee who is qualified based on educational
requirements for a specialty board certification shall only practice in the specialty for which he is
qualified. A license issued pursuant to this section shall not authorize the holder to practice
dentistry in nonaffiliated clinics or in private practice settings.

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

1975, c. 479, § 54-175.1; 1976, c. 327; 1988, c. 765; 2005, cc. 505, 587;2012, cc. 20, 116.

The chapters of the acts of assembly referenced in the historical citation at the end of this
section(s) may not constitute a comprehensive list of such chapters and may exclude chapters
whose provisions have expired.
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Code of Virginia

Title 54.1. Professions and Occupations

Subtitle III. Professions and Occupations Regulated by Boards within the Department of Health
Professions

Chapter 27. Dentistry

Article 2. Licensure of Dentists

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

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

1. Is a resident of a foreign country;
2. Is licensed to practice dentistry in a foreign country;
3. Holds a faculty appointment in a dental school in a foreign country;

4. Is a graduate of a foreign dental school or college or the dental department of a foreign
institution of higher education;

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

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

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

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

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

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

1977, c. 349, § 54-175.2; 1988, c. 765; 2012, cc. 20, 116.

The chapters of the acts of assembly referenced in the historical citation at the end of this
section(s) may not constitute a comprehensive list of such chapters and may exclude chapters
whose provisions have expired.

1 5/11/2021 12:00:00
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Code of Virginia

Title 54.1. Professions and Occupations

Subtitle III. Professions and Occupations Regulated by Boards within the Department of Health
Professions

Chapter 27. Dentistry

Article 2. Licensure of Dentists

§ 54.1-2715. Temporary permits for certain clinicians

A. The Board may issue a temporary permit to a graduate of a dental school or college or the
dental department of an institution of higher education, who (i) has a D.D.S. or D.M.D. degree
and is otherwise qualified, (ii) is not licensed to practice dentistry in Virginia, and (iii) has not
failed an examination for a license to practice dentistry in the Commonwealth. Such temporary
permits may be issued only to those eligible graduates who serve as clinicians in dental clinics
operated by (a) the Virginia Department of Corrections, (b) the Virginia Department of Health,
(c) the Virginia Department of Behavioral Health and Developmental Services, or (d) a Virginia
charitable corporation granted tax-exempt status under § 501(c)(3) of the Internal Revenue Code
and operating as a clinic for the indigent and uninsured that is organized for the delivery of
primary health care services: (i) as a federal qualified health center designated by the Centers for
Medicare and Medicaid Services or (ii) at a reduced or sliding fee scale or without charge.

B. Applicants for temporary permits shall be certified to the executive director of the Board by
the Director of the Department of Corrections, the Commissioner of Health, the Commissioner of
Behavioral Health and Developmental Services, or the chief executive officer of a Virginia
charitable corporation identified in subsection A. The holder of such a temporary permit shall
not be entitled to receive any fee or other compensation other than salary. Such permits shall be
valid for no more than two years and shall expire on the June 30 of the second year after their
issuance, or shall terminate when the holder ceases to serve as a clinician with the certifying
agency or charitable corporation. Such permits may be reissued annually or may be revoked at
any time for cause. Reissuance or revocation of a temporary permit is in the discretion of the
Board.

C. Dentists licensed pursuant to this chapter may practice as employees of the dental clinics
operated as specified in subsection A.

Code 1950, § 54-152; 1968, c. 604; 1970, c. 639; 1972, c. 805; 1975, c. 479; 1976, c. 327; 1985, c.
373; 1988, c. 765; 2002, c. 549;2004, c. 48;2005, cc. 505, 587;2006, c. 176;2009, cc. 813, 840.

The chapters of the acts of assembly referenced in the historical citation at the end of this
section(s) may not constitute a comprehensive list of such chapters and may exclude chapters
whose provisions have expired.

1 5/11/2021 12:00:00
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Code of Virginia

Title 54.1. Professions and Occupations

Subtitle III. Professions and Occupations Regulated by Boards within the Department of Health
Professions

Chapter 27. Dentistry

Article 3. Licensure of Dental Hygienists

§ 54.1-2725. Faculty licenses to teach dental h{/giene; renewals

A. Upon payment of the prescribed fee, the Board shall grant, without examination, a license to
teach dental hygiene to any applicant who (i) is a graduate of a dental hygiene school or college
or the dental hygiene department of an institution of higher education accredited by the
Commission of Dental Accreditation of the American Dental Association; (ii) has a B.S., B.A.,
A.B., or M.S. degree and is otherwise qualified; (iii) is not licensed to practice dental hygiene; and
(iv) has a license to practice dental hygiene in at least one other United States jurisdiction.

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

C. The holder of a license issued pursuant to this section shall be entitled to perform all activities
that a person licensed to practice dental hygiene would be entitled to perform that are part of his
faculty duties, including all patient care activities associated with teaching, research, and the
delivery of patient care that take place only within educational facilities owned or operated by or
affiliated with the dental school or program. A license issued pursuant to this section does not
entitle the holder to practice dental hygiene in nonaffiliated clinics or other private practice
settings.

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

1975, c. 479, § 54-175.1; 1976, c. 327; 1988, c. 765; 2012, cc. 20, 116.

The chapters of the acts of assembly referenced in the historical citation at the end of this
section(s) may not constitute a comprehensive list of such chapters and may exclude chapters
whose provisions have expired.

~
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Virginia Department of

S>> Health Professions

Board of Dentistry
Disciplinary Board Report
Today’s report reviews the January —May 2021 case activity.

The table below includes all cases that have received Board action since January 1, 2021 through May
31,2021

Year 2021 Cases Cases Closed Cases Closed Total Cases
Received No/Violation W/Violation Closed

Jan 40 20 10 30
Feb 29 28 4 32
March 31 45 4 49
April 52 24 6 30
May 30 37 3 40
TOTALS 182 154 27 181

Closed Case with Violations consisted of the following:

Patient Care Related:

e 24 Standard of Care: Diagnosis/Treatment: Instances in which the diagnosis/treatment was
improper, delayed, or unsatisfactory. Also, include failure to diagnose/treat& other
diagnosis/treatment issues.

¢ 1 Abuse/Abandonment/Neglect: Any sexual assault, mistreatment of a patient, inappropriate
termination of provider/patient relationship, leaving a patient unattended in a health-care
environment, failure to do what a reasonable person would do in a similar situation.

¢ 1 Unlicensed Activity: Practicing a profession or occupation without holding a valid license as
required by statute or regulation to include: practicing on a revoked, suspended, lapsed, non-
existent or expired license, as well as aiding and abetting the practice of unlicensed activity.

Non-Patient Care Related:

¢ 1 Fraud Non-Patient Care Related: improper patient billing, mishandling of pre-need funds, fee
splitting, and falsification of licensing/renewal documents

CCA’s

There were 3 CCA’s issued from January 1, 2021 to May 31, 2021. The CCA’s issued consisted of the
following violations:

e 1 had Standard of Care: Diagnosis/Treatment
e 2 had Business Practice Issues: Recordkeeping
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7 Virginia Department of
> Health Professions
Board of Dentistry
Disciplinary Board Report

Suspensions/Revocations

There have been 2 Suspensions and 1 Summary Suspension issued from January 1, 2021 to May
31, 2021.

e 2 Suspensions for Inability to Safely Practice
e 1 Summary Suspension for Inability to Safely Practice
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Response to Regulatory-Legislative Committee Motion on October 23, 2020

Motion: Dr. Catchings asked for a motion to recommend that the Board direct staff to develop a
methodology to gather statistics and aggregate data on past disciplinary cases addressing pediatric
morbidity/mortality in dental offices in Virginia so the findings could be used to track specific
information on sedation records to assist the Board in making policy decisions. Mr. Martinez so moved
and it was seconded.

Discussion followed on if the information is currently available, how this information would be used and
on whether the staff could collect the information or if a dental expert is needed. Dr. Catching
explained that information on drugs used, the quantity administered, and other information in case
records are not being tracked. She said having the information in aggregate form would assist in future
cases and in developing policies. Ms. Reen explained that dental expert is needed for consistency in the
information collected and for explaining the findings. Dr. Catchings asked for a vote on the motion. The
motion passed with all in favor.

Board Findings: Currently deaths associated with sedation and anesthesia are tracked in MLO since
3/2/2016. Since there has been 2 deaths association with sedation since 2016, it is easy for staff to look
up the individual cases. However, the information on what drugs that were used and quantity
administered is not tracked but can be found easily within the case information. Also, it would seem
that type of drugs used and the quantity used would be on an individual basis depending on height,
weight, and BMI of the patient. Therefore, it would not be useful to inform the Board on future policy
decisions, since it would be individualized and not universal.
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DOD Receives Approval for Grants to Develop Interstate Compacts for Licensure Portabi... Page 1 of 3

IMMEDIATE RELEASE

DOD Receives Approval for Grants to Develop
Interstate Compacts for Licensure Portability
MARCH 15, 2021

The Department of Defense announced Friday the approval of a series of grants that will
help military spouses with the issue of professional license portability.

Through a cooperative agreement with the Council of State Governments, grants will allow
selected professions to work with CSG’s National Center for Interstate Compacts to
develop model interstate occupational licensure compact legislation, addressing license

portability affecting transitioning military spouses, along with other practitioners in the
profession.

The five selected professions are teaching, social work, cosmetology, massage therapy,
and dentistry/dental hygiene.

This is the first time the department has provided this kind of grant.

“The department views the selection of these professions as a significant milestone in
achieving the long-term goal of providing license portability for military spouses,” Lernes J.
Hebert, performing the duties of the assistant secretary of defense for manpower and
reserve affairs, said Friday to the Senate Armed Services Committee staff at their staffer
day presentation. “We look forward to working with the National Center for Interstate
Compacts and the selected professions on the completion of compacts for these
professions.”

Today’s announcement is the first installment of the cooperative agreement authorized
by10 U.S.C. 1784, a bill that addresses the burden associated with relicensing by assisting
professions interested in developing interstate licensing compacts except that the
organizations overseeing these professions lack the resources necessary to engage in the
process. Medicine, nursing, physical therapy, psychology, emergency medical services,
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DOD Receives Approval for Grants to Develop Interstate Compacts for Licensure Portabi... Page 2 of 3

audiology/speech-language pathology, licensed professional counseling and occupational
therapy are professions that have successfully developed interstate licensing compact
prior to the cooperative agreement grant process.

Reducing the burden associated with the occupational relicensing of military spouses is a
priority for the department. The annual percent of the military spouse population that
moves across state lines is 14.5% — compared to 1.1% for civilian spouses. As much as
34% of military spouses in the labor force are required to be fully licensed; and of those
spouses, 19% experience challenges maintaining their licenses.

Military spouses can call Military OneSource at 800-342-9647 to speak with a Spouse
Education and Career Opportunities career coach to learn about free tools and resources
to help them achieve their education and career goals.

About the Department of Defense-State Liaison Office

The Department of Defense-State Liaison Office engages state policymakers on the needs
of military members and their families. Currently, efforts focus on 10 key issues (as
approved by the assistant secretary of defense for Manpower and Reserve Affairs), which
promote the well-being of service members and their families. The DSLO is the
department’s point of contact for the cooperative agreement with Council of State
Governments.

About Spouse Education and Career Opportunities

The Defense Department established the Spouse Education and Career Opportunities
program to provide education and career guidance to military spouses worldwide, offering
free comprehensive resources and tools related to career exploration, education, training
and licensing, employment readiness and career connections. This program also offers
free career coaching services six days a week.

About Military OneSource

Military OneSource is a DOD-funded program that is both a call center and a website
providing comprehensive information, resources and assistance on every aspect of military
life. Service members and the families of active duty, National Guard, and reserve
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(regardless of activation status), Coast Guard members when activated for the Navy, DOD
expeditionary civilians, and survivors are eligible for Military OneSource services, which
are available worldwide 24 hours a day, seven days a week, at no cost to the user.

DEFENSE.GOV

HELPFUL LINKS

POPULAR

Search...
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23460 North 19th Avenue, Suite 210 » Phoenix, Arizona 85027
Phone: (623) 209-5400 ¢ Fax: (602) 371-8131
www.wreb.org

dentalinfo@wreb.org
hygieneinfo@wreb.org

A National Dental and Dental Hygiene Testing Agency

May 5, 2021

Ms. Sandra Reen

Executive Director

Virginia Board of Dentistry
Perimeter Center

9960 Mayland Dr. #300
Richmond, VA 23233-1463

Dear Ms. Reen,

I am writing in follow up to a recent conversation between WREB’s counsel, Jack Bierig, and James
Rutkowski, counsel for the Board of Dentistry.

In their conversation Mr. Bierig explained that WREB will be moving for reconsideration of the decision
by the Board to cease accepting WREB examinations for the licensure of dentists and dental hygienists in
the Commonwealth effective January 1, 2023. He noted that the decision of the Board seems to have
been based on two considerations: (1) A perception that the WREB exam and scoring system for dental
licensure are not to the satisfaction of the Board; and (2) A feeling that, although the WREB dental
hygiene licensure exam is currently acceptable to the Board, as a non-member of WREB, the Board will
have no say over any changes in the dental or dental hygiene exams and will not even know about those
changes until after they are made.

With respect to the first of these concerns, WREB respectfully submits that the Board’s current
evaluation of our dental licensure exam is based on a misperception of that exam. In that connection,
we would point out that the consultant whom the Board selected to evaluate the WREB exam is
compensated by ADEX, our principal competitor, and therefore had a clear conflict of interest. But even
apart from that conflict, we believe that the Board does not have an accurate picture of our exam and
scoring system. We respectfully submit that it would be in the interests of dentists and patients in the
Commonwealth if the Board were to make its decision based on a correct understanding, both licensure
exam and the scoring system.

Therefore, | am requesting on behalf of WREB a meeting between appropriate representatives of the
Board and representatives of WREB. In that meeting, WREB can explain our exam and scoring system,
listen to the concerns that the Board has about the exam, and work with the Board to accommodate any
concerns that the Board may have. Such a meeting might take two or three hours. It could be in
Richmond, by electronic means, or any other location of the Board’s choosing. We hope that, at this
time, the Board will see fit to hold a substantive meeting with us to discuss our exam and explore how
we can provide what the Board wants.
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With respect to the concern about non-membership in WREB, | am hereby extending an invitation to the
Board to become a member of WREB. In extending this invitation, | understand that Mr. Rutkowski has
advised that it would create a conflict of interest if the Board were to belong to more than one testing
agency. We must respectfully question that advice. Indeed, WREB has several State Board members
that are members of more than one testing agency. Apparently, those Boards do not see membership
in more than one testing agency as a conflict of interest.

In our experience, membership by a Board in more than one testing agency has never created a problem
either for the Board or any agency. Please see the attached chart indicating what states are currently
members of the various testing agencies. We would welcome Virginia Dental Board members to join
WREB and participate in test construction and administration. And our legal counsel, Mr. Bierig, would
be pleased to discuss the conflict-of-interest issue with Mr. Rutkowski.

WREB would very much like to resolve these issues amicably. Please feel free to reach out to me at
beole@wreb.org or 623-209-5411 if you would like to discuss these matters. Thanks for the Board’s
consideration of our request for a meet and invitation to become a member of WREB.

Sincerely,

L

Beth Cole
Chief Executive Officer

Cc: James Rutkowski, Jack Bierig
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Alabama

Member States of Testing Agencies

Alaska

Arizona

Arkansas

California

Colorado

Commonwealth of Jamaica

Connecticut

Delaware

District of Columbia

Florida

Georgia

Hawaii

x**

Idaho

Illinios

Indiana

lowa

Kansas

X | X | X | X |Xx

Kentucky

x

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota

Mississippi

Missouri

X |X |X |[X|X|XxX|x

Montana

Nebraska

Nevada

New Hampshire

New Jersey

New Mexico

New York

X |xX |x |x|Xx

North Carolina

North Dakota

Ohio

Oklahoma

Oregon

Pennsylvania

X |X X |x

Puerto Rico

Rhode Island

South Carolina

South Dakota

Tennessee

Texas

US Virgin Islands

Utah

Vermont

x

Virginia

Washington

West Virginia

Wisconsin

Wyoming

X | X | X |x

X | X |x |x

* Dental Only

** Dental Hygiene Only
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COMMONWEALTH of VIRGINIA

David E. Brown, D.C. Department of Health Professions www.dhp.virginia.gov
Director Perimeter Center TEL (804) 367- 4400
9960 Mayland Drive, Suite 300 FAX (804) 527- 4475

Henrico, Virginia 23233-1463

Virginia Board of Dentistry
May 12, 2021

Ms. Beth Cole, Chief Executive Officer
Western Regional Examining Board
23460 North 19" Avenue, Suite 210
Phoenix, Arizona 85027

Dear Ms. Cole:

I am writing to acknowledge receipt of your May 5, 2021 letter in which you requested a meeting
with representatives of the Virginia Board of Dentistry (the Board) and extended an invitation for
the Board to become a member of the Western Regional Examining Board. Your request and
invitation will be considered by the Board at its June 11, 2021 meeting.

Sincerely,

Sandra K. Reen
Executive Director

Board of Audiology & Speech-Language Pathology — Board of Counseling — Board of Dentistry — Board of Funeral Directors & Embalmers
Board of Long-Term Care Administrators — Board of Medicine — Board of Nursing ~ Board of Optometry — Board of Pharmacy
Board of Physical Therapy — Board of Psychology — Board of Social Work — Board of Veterinary Medicine
Board of Health Professions 214



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

B. An application for such license shall be made to the Board in writing and shall be
accompanied by satisfactory proof that the applicant (i) is of good moral character;
(i1) is a graduate of an accredited dental school or college, or dental department of a
university or college; (iii) has passed all parts of the examination given by the Joint
Commission on National Dental Examinations; (iv) has successfully completed a
clinical examination acceptable to the Board; and (v) has met other qualifications as
determined in regulations promulgated by the Board.
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