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IDENTIFIED ISSUES, BACKGROUND AND
RECOMMENDATIONS REGARDING THE DENTAL HYGIENE
COMMITTEE OF CALIFORNIA

BRIEF OVERVIEW OF THE DENTAL HYGIENE
COMMITTEE OF CALIFORNIA

History and Function of the Committee

In 2002, the Joint Legislative Sunset Review Corteai{JLSRC) agreed that “dental hygienists had
reached the point where their responsibilities amted a regulatory body, separate from Dental Board
of California (DBC).” The Dental Hygiene CommitteeCalifornia (DHCC) was created in fiscal

year (FY) 2009/10 as result of the passage of 8éBiit(SB) 853 (Ch. 31, Statutes of 2008) in 2008.

As an independent committee, the DHCC representerily self-regulating dental hygiene agency of
its kind in the United States. The DHCC has thth@nity regarding all aspects of the licensing of
dental hygienists, enforcement and investigatidhaity regarding all dental hygienists and the
approval of educational programs that provide tfeequuisite education to become a licensed dental
hygienist. According to the Business and Professi©ode (BPC) § 1900, the purpose for the DHCC
is, “to permit the full utilization of registerectdtal hygienists, registered dental hygienists in
alternative practice, and registered dental hygtenn extended functions in order to meet thealent
care needs of all of the state's citizens.”

The DHCC is responsible for overseeing 31,804 Beerhygienists in the state of California. There
are three categories of dental hygienists includiregyistered dental hygienist (RDH), registerentde
hygienist in alternative practice (RDHAP) and régrisd dental hygienist in extended functions
(RDHEF).

« RDH - An RDH, under the direct or general supervisiba dentist, depending upon the
procedure, may include dental hygiene assessmdrdeuelopment, planning and
implementation of a dental hygiene care plan wiih include oral health education,
counseling and health screenings.

« RDHAP - An RDHAP can perform the functions of an RDHileesy have already obtained
the RDH license, and have a unique distinctiormat they can work for a dentist or as an
employee of another RDHAP as an independent cdotraas a sole proprietor of an



alternative hygiene practice, or in other locatisnsh as residences of the homebound,
schools, residential facilities, and other instdns, and dental health professional shortage
areas of the State as certified by OSHPD. An RDH#&ly operate a mobile dental clinic or
operate an independent office or offices in thet@eshortage areas.

« RDHEF — An RDHEF can perform the same functions as an RBHhey are also licensed as
an RDH. In addition, they have completed additiatiaical training approved by the DHCC
in a facility affiliated with a dental school undée direct supervision of the dental school
faculty. This consists of more advanced restoeaichniques and duties that the dental
assistant and RDH are not trained to perform.

The DHCC develops and administers written and @dinicensing examinations, conducts
occupational analyses of the various professioat@gories, evaluates educational courses, pursues
legislation, establishes regulations, approves a&thtal programs and has licensing and enforcement
responsibilities.

The current DHCC mission statement, as stated ia(1.3-2015 Strategic Plan, is as follows:

To promote and ensure the highest quality of oealtin care for all Californians.

DHCC Membership and Subcommittees

The DHCC is comprised of 9 members; 5 professiandl4 public members. The professional
members consist of 4 dental hygienists, 1 pragidientist and 4 public members, each appointed by
the Governor. By law, the Committee is requiredhet at least two times per year. The public is
invited and encouraged to attend all sessions éxicepe that are specifically designated as “closed
sessions,” pursuant to the Government Code. AICOHnNeetings are subject to the Bagley-Keene
Open Meetings Act. The DHCC has not had to camcglmeetings due to a lack of a quorum in the
last four years. There are no vacancies on the ©®HThe following is a listing of the current DHCC
members and their background:

Appointment Term Appointin
DHCC Members PP Expiration PP ) 9
Date Authority
Date
Susan Good, Public Member 4/5/13 1/1/18 Governor

Good has been owner at Susan Good Consulting 80t@. She wa$
district director for California Senate Majority &géer Dean Florez fron
2002 to 2010, and served in various positions at 2ist District
Agricultural Association, Big Fresno Fair, includimirector, presiden
and vice president from 2001 to 2005. She was idistlirector for
Senator Jim Costa from 1996 to 2002 and senior ptiesident at Ban
One from 1988 to 1996. Good served in multiple {oss at Coas
Savings and Loan, including vice president, bramznager, assistant
vice president and director of advertising from 893 1988.

—

—F

Sherrie-Ann Gordon, Public Member 4/5/13 1/1/16 Governor
Gordon has served in various positions at AARPe&si2@06, including
manager of multicultural markets and specialty prats, associate stafe
director of multicultural outreach and senior opierss associate angd
project manager.

Michelle Hurlbutt, RDH Educator 8/23/12 1/1/16 Governor
Hurlbutt has been an assistant professor at thealbimda University
School of Dentistry since 1999 and a registeredatldrygienist at thdg
office of Nathan Pfister DDS and William Domb DMihee 1998.
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Noel Kelsch, RDHAP

Kelsch has been the learning and development maaag&oast Denta|
since 2012. She has served as an infection cootlamnist at RDH
Magazine, a national dental magazine, and has beeimternationa
speaker and consultant since 2002. Kelsch was mteegd denta
hygienist for Steven Kaminsky, DDS from 2003 to 2Ghd for Philip
Wolff DDS from 1999 to 2003. She has been a regstedental
hygienist in alternative practice since 2008 andegistered dents
hygienist since 1992,

8/23/12

1/1/16

Governor

Timothy Martinez, DMD

Martinez has been associate dean for communityngestiips and
access to care at the Western University of Headllences since 200
and president of Outer Cape Dental Center since3.2B@ served a
program evaluator at the Forsyth Institute from Q@& 2011, statd
dental Medicaid director at the Commonwealth of Séahusetts
Executive Office of Health and Human Services fr2d06 to 2009 and
dental consultant at the Office of Public ProtettioBoard of
Registration in Dentistry, Massachusetts DepartmdrPublic Health
from 2005 to 2009. He was the owner of Mid-Cape tBk@enter from
2000 to 2005 and the dental director at South Eachrf@unity Health
Center from 2000 to 2003. Martinez served as detitattor for Harbon
Health Services Inc. from 1999 to 2003 and deniectbr at Bostory
Healthcare for the Homeless from 1994 to 2003.

R ZENTe)

8/23/12

1/1/18

Governor

Nicolette M oultrie, RDH
Moultrie has served in multiple positions at then€a Costa County
Regional Medical Center since 2010, including pangmanager of th
children's oral health program and project liais&he has been th
owner and registered dental hygienist in altereagiractice at Strategid

1%

e
S
for Healthy Smiles since 2008 and a dental hygteatithe Contra Costp
a

Health Services, Children’s Oral Health Prograntsi@007. She was
registered dental hygienist for Jess J. Santudaf Bfom 2000 to 2009,

8/23/12

1/1/18

Governor

Garry Shay, Public Member

Shay has been an associate trial attorney at Sadickwdarris,
Woolverton and Muehl since 2012. He was senioil tat@orney at|
Chernow and Lieb Law Offices from 2004 to 2012alt@ttorney af
Glauber, Berenson and Salazar from 1999 to 2004 amsdciate af
Richlin and Theofanis from 1997 to 1999. Shay warsice associate g
Ingber and Ivey from 1988 to 1997 and managing iy for the Law
Offices of Gary A. Rosenberg P.C. from 1987 to 1988 served a$
associate at Strantz, Sobelsohn, Elkin and Bradiom 1986 to 1987
and associate for the Law Offices of Lloyd Robinsomd Associates
from 1981 to 1986.

—

5/5/13

1/1/18

Governor

Evangeline Ward, RDH
Ms. Ward has been a dental hygienist for Dr. Duivadhammin since
2009 and for Dr. Tom Sharp since 2007. She wastabbygienist for
Dr. Michael Carpentier and Dr. Grace Mary Hume fra607 to 2011
and for Dr. John Bristow and Dr. Scott Swoboda fra@99 to 2010
She was a probation counselor for the Contra CGstanty Probation]
Department from 2001 to 2009 and for the FresnonGo®robation
Department from 1999 to 2001.

2/12/12

1/1/18

Governor

Susan Johnson, Public Member
Johnson was an independent residential sales afémtu Enterprise$
and at Keller Williams Realty from 2005 to 2010 apdncipal and
owner of Tallent Johnson Consulting from 2001 t4 20She was vicq
president and manager at various Bank of Americkibg centers fronf
1974 to 2000.
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The DHCC has four ad hoc subcommittees, each aftwdonsists of three to four committee
members. The subcommittee members are appointdteBresident to review, discuss, deliberate,
hear public comment and vote on any issue(s) trdaip to the specific subcommittee’s jurisdiction.
The subcommittees bring forth recommendation(shedull DHCC to discuss and take possible
action. The subcommittees and their purposessaf@laws:

* Education and Outreach Subcommittee — The purpose of the Education and Outreach
Subcommittee is to provide recommendations to tHED on the development of
informational brochures and other publicationsnplag of outreach events for consumers and
licensees, preparing articles for submission iddnmagazines and attending trade shows.
(Note: this subcommittee’s name and function wasigkd at the DHCC’s December 2013
meetings to the Education Committee. Its functi@s revised to provide recommendations to
the DHCC for granting, renewing, and withdrawingagval of educational programs for
registered dental hygienists, registered dentaidmysts in alternative practice, and registered
dental hygienists in extended functions, and apgrol/feasibility studies for new dental
hygiene educational programs in the State. The&thn Subcommittee may also provide
information and recommendation to the DHCC on isseéating to a dental hygiene school’s
curriculum and approval. The subcommittee’s tramsation was due to the educational
program workload and the restrictions placed upograms to limit expenditures for
outreach.)

» Enforcement Subcommittee — The purpose of the Enforcement Subcommittee agltise the
DHCC on policy matters that relate to protecting tiealth and safety of consumers. This
includes maintenance of disciplinary guidelines atieer recommendations on the enforcement
of the DHCC'’s statutes and regulations.

» Legidativeand Regulatory Subcommittee — The purpose of the Legislative and Regulatory
Subcommittee is to review and track legislationchhaffects the DHCC's licensees and
consumers and recommends positions on legislatiaalso provides information and
recommendations to the DHCC on regulatory additmmnshanges.

e Licensing and Examination Subcommittee — The purpose of the Licensing and Examination
Subcommittee is to advise the DHCC on policy mattelating to the examining and licensing
of individuals who want to practice dental hygieméalifornia. The subcommittee may also
provide information and recommendations on issakding to curriculum and school
approval, exam appeals and laws and regulations.

Fiscal and Fund Analysis

As a Special Fund agency, the DHCC receives no @eRand support, relying solely on fees set by
statute and collected from examination, licensind eenewal fees. The fees support the licensing,
examination, enforcement and administration progtammich includes processing and issuing
licenses, maintaining DHCC records, administratbthe DHCC Clinical Licensure Examination,
administration of the law and ethics examinatioedrating consumer complaints, enforcing statutes,
disciplinary actions, personnel expenditures ardegal operating expenses.

In FY 2011/12, SB 1202 (Ch. 331, Statutes of 20d@eased the RDH biennial renewal fee ceiling to
$160 in addition to creating new permit categoftgsadditional office spaces for RDHAPS,
extramural clinical facilities for educational ingtions, teaching permits for out-of-state licease
mobile dental hygiene clinics and their associatewal fees. Although these new fee categories
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were created in FY 2012/13, they will not genemteugh continuous and reliable revenue to sustain
the fund to avoid insolvency.

At its September 2013 meeting, the DHCC approveerease of the license renewal fees for all
licensure categories including Fictitious Name RexifFNP) by $80.00 (to $160 biennially) effective
January 1, 2014. This fee increase is comparalie lbwer than the same license renewal fees in
other regions of the United States (i.e., Neva@860 biennially; Arizona = $300 triennially; Oregon
= $155 biennially). To avoid insolvency of its flint was necessary for the DHCC to make this
decision to increase its revenue. The DHCC waited it was absolutely necessary to raise its fees
understanding that the increases may cause a faidmgcden on its licensees. The increase in regen
is projected to sustain the fund’s solvency foeéhto five years, barring any new additional maeslat
or programmatic expenses.

License Renewals

DHCC licenses are renewed biennially, expiringlanlast day of the registrant’s birth month. A
registrant can place a license on inactive stath&h means that he or she must continue to pay the
renewal fee, but is not required to complete tlyaired continuing education requirements. A lieens
can be renewed with an inactive status indefinitely

A licensee who has not practiced in Californiarfre than one year, because he or she has a
disability, is not required to comply with the conting education requirements during the renewal
period within which such disability falls. Howeyéhe licensee must pay the required renewal fee.

Fee Schedule and Revenue

Current Statutory | FY 2009/10 | FY 2010/11 | FY 2011/12 | FY 2012/13

Fee Amount Limit Revenud Revenué Revenué Revenué
APPLICATION FEES
RDH Application Fee $50 $250 8,900 49,350 46,350 0,8@30
RDH Application Fee $20 $250 3,520 N/A N/A N/A
(2004/05-2009/10)
RDHAP Application Fee $50 $250 1,200 3,650 3,000 700,
RDHEF Application Fee $50 $250 0 0 0 0
CE Provider Application Fee $250 $500 0 0 0 0
EXAMINATION FEES
RDH Clinical Exam Fee $525 Actual Cost 184,790 481,374 309,225 100,800
of Exam
RDHEF Clinical Exam Fee $250 Actual Cost 0 0 0 0
of Exam
Dental Student Exam Fee $525 Actual Cpst 0 0 0 0
of Exam
LICENSURE FEES
RDH Original License Application  $100 $250 N/A N/A N/A 26,400
Fee*
RDHAP Initial License Fee $100 $250 N/A N/A N/A 720
RDHAP License Fee $250 $250 10,250 18,250 15,000 3,500
RDHAP FNP Initial License Fee $80 $250 400 1,920 ,048 1,840
RDHAP FNP %2 Initial License $40 $125 120 320 560 240
Fee
RENEWAL FEES
RDH Biennial Renewal Fee $80 $160 620,92( 706,290 701,030 736,640
RDH Biennial Renewal Fee $70 $80 7,060 3,430 770 N/A
(2007/08 to 2008/09)




Renewal Fee*

RDH Biennial Renewal Fee $55 $80 1,100 990 275 N/A
(2005/06 to 2006/07)
RDH Biennial Renewal Fee $35 $80 210 660 315 N/A
(2004/05 to 2006/07)
RDHAP Biennial Renewal Fee $80 $160 9,440 11,68( 5,520 16,160
RDHAP FNP Biennial Renewal $80 $80 0 800 2,240 2,960
Fee
RDHAP FNP % Biennial Renewal  $40 $80 0 0 0 0
Fee (2009/10 to 12/31/13)
RDHAP FNP % Biennial Renewal $35 $70 0 0 35 N/A
Fee (2007/08 to 2008/09)
RDHEF Biennial Renewal Fee $80 $160 1,440 640 1,760 720
RDH Delinquent Renewal Fee $40 % License 10,020 11,230 12,680 13,040
Renewal
Fee
RDH Delinquent Renewal Fee $35 ¥ License 2,870 1,530 70 N/A
(2007/08 to 2008/09) Renewal
Fee
RDH Delinquent Renewal Fee $25 ¥ License 625 825 150 N/A
(2005/06 to 2006/07) Renewal
Fee
RDHAP Delinquent Renewal Fee $40 Y% License 190 120 160 80
Renewal
Fee
RDHAP FNP Delinquent Renewal  $40 ¥ License 0 40 120 0
Fee Renewal
Fee
RDHEF Delinquent Renewal Fee $40 Y Licenge 0 0 0 0
Renewal
Fee
OTHER DHCC PROGRAM
FEES
Duplicate License Fee $25 $25 7,025 6,100 6,750 6258,
Certification of Licensure Fee $25 1, Licengse 2,275 1,875 2,150 1,950
Renewal
Fee
CE Course Review Fee* $300 $300 N/A N/A N/A 300
CE Provider Annual Renewal Fee $25( $250 0 0 0 0
Curriculum Review & Site $2,100 $2,100 N/A N/A N/A 0
Evaluation Fee*
RDHAP Additional Office Permit $100 $250 N/A N/A N/A 0
Fee*
RDHAP Additional Office Permit $100 $250 N/A N/A N/A 0
Renewal Fee*
Extramural Dental Facility Fee* $200 $250 N/A N/A N/A 200
Mobile Dental Hygiene Unit $100 $250 N/A N/A N/A 0
Permit Fee*
Mobile Dental Hygiene Unit $100 $250 N/A N/A N/A 0
Permit Renewal Fee*
Special Permit (Teaching)* $80 $160 N/A N/A N/A 0
Special Permit (Teaching) $80 $160 N/A N/A N/A 0

ote: Revenue data is listed as per CALS
*Fees effective as of January 1, 2013

a) Total Revenue: FY 2009/10 = $1,349,526; FY 2016/ $1,307,531; FY 2011/12 = $1,121,228; FY 2032/%972,256

ARS FMNER®DItS; NJA=not applicable due to fee changeabimplemented




The DHCC is projected to experience a fund resdefigiency in FY 2014/15. However, it is
anticipated that there will be a very low fund reeg(1.1 months) by the end of FY 2013/14. Without
a means to increase revenue and replenish thadésedve, the DHCC's fund is threatened with
insolvency. The reasons for the decrease in the feserve are as follows:

* The cost of doing business continually increasesoafracted services, equipment and
supplies, travel and salary and wages progressinetgase each year.

» The DHCC was previously restricted from raisingoitenary revenue generating fee (RDH
license renewal fee) as it was already at its &tgatumaximum of $80 and legislation was
required to raise the statutory maximum for thes f©nce the maximum fee ceiling was
increased by SB 1202 (Ch. 331, Statutes of 2012f,\8as able to present fee increase
scenarios to the DHCC for additional revenue gerraptions. The scenarios presented
would increase revenue to sustain its fund fondareled period (projected 3-5 years) barring
any additional expenses or mandates to avoid iescly

* A decrease in the number of examination candidgesgting to take the DHCC Clinical
Licensing Examination in preference of the WREB@rgl examination has lowered the
amount of examination revenue available to the DHE&@ay for the examination and

examiner contracts.

* The amount of overall revenue that the DHCC codlddtom its fees has decreased since its
inception in FY 2009/10, with a substantial drog-ivi 2012/13 due to a decrease in the number
of applicants taking the DHCC Clinical Licensingdixination. Because the existing fund
reserve was used to pay for the increased cosiinfjdusiness, the reserve was gradually
depleted. Without any additional revenue, theanirrevenue generation is projected to
remain flat for the foreseeable future and will m@intain the fund’s solvency.

To avoid insolvency of its fund, an overdue feg@ase to collect additional revenue took place on
January 1, 2014. The primary revenue generatieg tleat had a substantial effect on the fund balanc
to avoid insolvency were the biennial license resleand delinquent renewal fees for each of the
licensure categories of RDH, RDHAP and RDHEF.

Fund Condition

(Dollars in Thousands) FY 2009/10 FY 2010/11 FY2Q2 | FY 2012/13| FY 2013/14 FY 2014/15
Beginning Balance* $8% $423 $714 $888 $565 $141
Revenues and Transfers** $1,350 $1,305 $1,119 $1,08 $1,106 $1,105
Total Revenue $1,435 $1,728 $1,833 $1,977 $1,671 $1,246
Budget Authority $1,521 $1,193 $1,354 $1,409 TBD DrB
Expenditures $1,009 $1,032 $945 $1,412 $1,630 81,55
Loans to General Fund N/A N/A N/A N/A N/A N/A
Accrued Interest, Loans to
General Fund N/A N/A N/A N/A 0 @
Loans Repaid From General
Fund N/A N/A N/A N/A 0 0
Fund Balance $426 $696 $888 $565 $141 -$307
Monthsin Reserve 5.0 8.8 7.5 4.4 1.1 -2.3




Expenditures by Program Component: For the lastfiscal years, the DHCC has expended
approximately 25% on enforcement, 32% on examinatid8% on licensing and 15% on
administration.

The DHCC is statutorily authorized to seek cosbvecy. The DHCC also has authority to seek cost
recovery as a term and condition of probation. DRECC’s Disciplinary Guidelines lists the
reimbursement of costs as a standard term of povband is included when settling cases with a
stipulated settlement, and most, but not all, atstriative hearing decisions. The DHCC has not used
the Franchise Tax Board intercept to collect angtanding fines, but is prepared to do so if needed

Staffing L evels

The DHCC appoints its Executive Officer. The catrExecutive Officer, Lori Hubble, has served as
executive officer since the DHCC's inception in 2Q0Her prior position was as the Executive Officer
of the Committee on Dental Auxiliaries (COMDA). rHeY 2013/14, the DHCC is authorized for 8.2
staff positions; however, due to a lack of offipase, refilling the current two vacant positions ha
been postponed until the DHCC moves into a newelaoffice. The positions and their respective
duties are delineated below.

« Executive Officer — oversees and is responsible for all of the @nognatic functions and
management of staff as well as Executive Officeresy

« Enforcement — One staff person for enforcement including ptioina

« Examinations— One staff person for examinations, includingrigigre preparation and exam
administration;

« Licensing — One staff person for licensing including fing@mpclearances, the new BreEZe
computer system, educational program review andi8permits;

- Administration — Two staff persons for administrative functionstsas reception, cashiering,
budgets, procurement, contracts, website overssgletial projects (i.e. Sunset Review Report)
and personnel;

+ Retired Annuitants — Two individuals who work part time to compleggulations, special
projects, the DHCC newsletter and coverage fof sthifle they are in training or away from
the office;

+ Vacancies — Two vacant positions will be filled once the DE@oves to a new office suite
(current office cannot accommodate additional wsigkions or positions);

« 0.2 position — This position was reduced from a 0.5 Specialdtigator position due to a
Workforce Reduction Executive Order in 2012.

The DHCC'’s staff vacancy rate is roughly 13% whikqual to approximately one out of eight
vacant positions per year that the DHCC is curyesuithorized. In FY 2010/11, and part of FY
2011/12, the DHCC had difficulty in filling vacat@wdsitions due to the state’s hiring freeze that wa
in place at the time. For one of these two yahessDHCC operated with only three staff where only
vital program operations could be addressed. @reéiring freeze was lifted, additional staff was
hired and the DHCC has not had any issue with r@ogugualified individuals to fill its vacant
positions.

The DHCC previously requested additional staff tigftpa BCP to address the CE review and audit
programmatic workloads. However, due to the ecoaaimate within the state at that time, the
request was denied.



In 2013, the DHCC also attempted to re-classify ainés vacant positions to create a managerial
position to assist the EO with in-office programimatversight and management. This would free the
EO to address other pressing issues such as emfenteoutreach, education and communication with
associations, dental hygiene schools, applicants)dees, the Legislature, the DCA Executive Office
and other interested stakeholders. Unfortunatieé/request was denied by the DCA Office of Human
Resources (OHR) as they indicated that it did nafam to the current CalHR standards due to an
insufficient number of analytical staff that themager would supervise.

Licensing

The DHCC registers approximatedy,257 RDHs, 509 RDHAPs and 38 RDHEA#e Licensing

Program of the DHCC provides public protection hgwing licenses are issued only to applicants
who meet the minimum requirements of current séatand regulations and who have not committed
acts that would meet grounds for denial.

The DHCC'’s established performance expectationshateall applications are processed within 120
days. Currently, the DHCC is processing applicetiovithin 30 days. For incomplete or deficient
applications, the processing time is approximab@ylays. Upon approval of the application and
supporting documents, a license is issued.

In 2012, the DHCC was authorized to add an examimatinalyst position. The addition of this
position improved the processing time for examoratiesults from 4 to 6 weeks in 2012 to
approximately 2 weeks in 2013. The informatiort the DHCC has recently received indicates that
interested licensing stakeholders (e.g., dentalemggschools, applicants, and licensees) are very
satisfied with the DHCC's efforts to process exaation results in a short time span to progress
individuals toward licensure.

The DHCC requires primary source documentatiorafor educational transcripts, experience records,
license verification from other states and profasai certifications. As part of the license praged|
applicants are required to submit fingerprint imgmgeorder to obtain criminal history background
checks from the DOJ and Federal Bureau of InvestigdFBI).

School Approval

The DHCC grants and renews approval of educatjormgrams that meet the statutory and regulatory
requirements set by the DHCC including adherend¢bddCouncil on Dental Accreditation (CODA)
standards. The DHCC may withdraw or revoke a dérygiene school approval if CODA has
indicated intent to or has withdrawn approval. TH¢CC has current oversight of 30 CODA
accredited dental hygiene educational programisdrstate. These programs are reviewed by CODA
every seven years and must continue to meet stgctirements in order to continue their
accreditation.

New educational programs must submit a feasitslityly demonstrating the need for a new
educational program and apply for approval priosegeking initial accreditation from CODA, the
national accrediting body. The program must alsptovided by a college or institution of higher
education accredited by a regional agency recodriyehe United States Department of Education.
The DHCC has the authority to approve, provisignagiprove or deny approval of a new dental
hygiene educational program.



The DHCC and Bureau for Private Postsecondary Eituc@BPPE) maintain constant communication
and share information with regard to the dentaliéryg educational programs throughout the state.
The BPPE concentrates its efforts on private, namwpt schools, while the DHCC oversees all dental
hygiene educational programs. The DHCC will alsanulgate new regulations to require new dental
hygiene schools to obtain approval from the BPRé&r po implementing their program.

Continuing Education

The DHCC requires, as a condition of biennial Isnrenewal, that licensees complete 25 hours (RDH
& RDHEF licensees) or 35 hours (RDHAP licenseegjaritinuing education (CE), of which two

hours of CE is in infection control standards and hours of CE is in the California Dental Practice
Act. In addition, the completion of a four unit xi@um certification training course in basic life
support is required (CCR, 8 1017). Licensees argaffidavit that the number of CE units (hours)
have been met as well as the mandatory coursesieavecompleted.

The DHCC conducted 98 CE compliance audits indsefbur years. The limited numbers of audits
were due to a lack of staff during the state’s eooic downturn and hiring freeze. Once staff igtjr
this ongoing workload will be fully addressed tondact a larger number of CE audits to ensure
compliance.

Enfor cement

The DHCC'’s statistics show that the DCA PerformaMieasurement expectations are being met. For
example, in the second quarter of 2012, the avdagatake of investigations was 2 days and for
intake and investigations, it was 97 days. The BHEhforcement Program is exceeding its
expectations in processing its enforcement casgsasnsuch, will monitor its current efficienciesla
modify them as needed to improve performance.

In the last few years, the DHCC has seen an inen@athe number of complaints received. For
example, in FY 2011/12, 10 complaints were received in FY 2012/13, a total of 23 complaints
were received, which is a 130% increase. The nuwibgttorney General (AG) Office cases initiated
in FY 2011/12 was four cases, while in FY 2012/d 8tal of 13 cases were initiated, which is a 225%
increase in the number of cases initiated. Thebmurof accusations filed against a licensee has als
increased. In FY 2011/12, one accusation was filedn 2012/13 a total of eight accusations were
filed which is a 700% increase in the number olugations filed against a licensee.

One main performance barrier that affects the DHECiBe six to twelve month long process when
referring cases to the AG’s Office for administvatdiscipline. Due to the AG Office’s heavy

workload and shortage of staff, there are alwayaydewvhen they prepare accusations and statement of
issues for the DHCC cases.
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PRIOR SUNSET REVIEWS: CHANGES AND IMPROVEMENTS

This is the first Sunset Review Hearing that the@@Hhas participated in. As such, the following
section includes important programmatic and opemnatichanges and enhancements which have
occurred throughout the tenure of the DHCC as aglbther important policy and regulatory changes
the DHCC has adopted.

Reor ganization, Relocation and L eader ship

Over the past two fiscal years, the DHCC has egpedad a major reorganization and change in
leadership as seven out of eight committee members replaced with new Governor appointees, and
only a single member remained as the veteran metolmeaintain and continue the institutional
memory and program knowledge. This member, Presidechelle Hurlbutt, is an original founding
member of the DHCC and had an instrumental roteercreation of the current DHCC strategic plan
and program functions.

The DHCC is planning to relocate its office locatia the near-future, as the current office suite
cannot accommodate additional authorized stafie Dapartment of Consumer Affairs (DCA) is
working with the DHCC to accommodate additionalagfspace in anticipation of new staff to address
current and additional programmatic workloads. féiecation is pending until two other DCA
programs relocate and the DHCC will then backfile®f those program’s office suites.

Strategic Plan

The DHCC originally met in July 2010 to determihe important issues that should be contained in
its strategic plan. In September 2010, the DHCt@d®o approve its first strategic plan that detail
the mission, goals and objectives to be completed e next three years. In May 2013, the DHCC
extended its strategic plan from a three yearfieeayear plan with an expiration date in 2015.

CURRENT SUNSET REVIEW ISSUES FOR THE
DENTAL HYGIENE COMMITTEE OF CALIFORNIA

The following are issues or problem areas pertgitorthe DHCC along with background information
concerning the particular issue. There are alsomenendations Committee staff have made regarding
particular issues or problem areas which need taddeessed. The DHCC and other interested parties,
including the professions, have been provided witiopy of this document and can respond to the
issues presented and the recommendations of staff.

STAFFEING ISSUES

| SSUE #1: Should the DHCC be approved to have an additional managerial position?

Background: The DHCC has noted throughout its Sunset ReviepoR the need for additional staff.
This was apparent in 2011-2012 when the retroa&tigerprint requirement for all registrants went
into effect. Due to a lack of staff, the DHCC wamable to respond to the high volumes of calls
received regarding the new fingerprinting requiratneThe DHCC was also unable to fulfill its
strategic plan objectives and goals during thigtpariod.
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In response, the DHCC submitted a budget changmpab to the DCA, but due a hiring freeze at the
time, the BCP was denied. Once the hiring freeae Nfted, three additional staff were hired which
helped alleviate some of the backlogged work. @mea of concern that the DHCC identified is that
its Executive officer serves in a managerial roledil staff in addition to her statutorily requdre
duties. In response, the DHCC attempted to rafyasyacant position to create a managerial positi
in 2013. However, the DCA Office of Human Resoarirelicated that it did not conform to the
current CalHR standards due to, “an insufficiennbar of analytical staff that the manager would
supervise.” The DHCC disagrees with the decisimhthey note in the Sunset Review Report:

After a review of the CalHR standards for managep@sitions as posted on their
website, the DHCC disagrees with the DCA OHR’sgiegithat the request does not
conform to the manager standards. As per CalHRdsteds, a Staff Services Manager |
is the first working supervisor level that supeevessmall group of analysts performing
journeyperson level work and personally performesrtiost difficult or sensitive work

and may direct functions such as budgeting, manageanalysis, and/or personnel.
There is no “small group of analysts” definition ¢ime website and, as such, the DHCC's
re-classification request fulfilled the CalHR staind’'s programmatic function and
supervisory description by having four analyticakpions on staff.

The DHCC has indicated that a lack of staff camsto hinder the DHCC'’s ability to function
efficiently in the areas of reviewing applicaticarsd auditing continuing education, auditing edusati
programs, promulgating regulations, legislation atilizing its cite and fine authority. In additip
they have not been able to fulfill their strategian objectives. They also note that there are new
regulations that require review and processingdditeonal application types which is anticipated to
result in additional workload. Lastly, they oudlithe need for a managerial position in order to
alleviate the EO who is presently over-burdenegvben office oversight/managerial duties and EO
functions. The DHCC suggests that the CalHR staisdaave been met and thus they should be
granted permission to create a managerial position.

Staff Recommendation: The DHCC should confer with administrative staff the DCA to review
the recently submitted request for a managerial ppa1. Both parties should work to create a
solution for filling the vacant position in orderd assist the DHCC with their increasing workload.

TECHNOLOGY ISSUES

| SSUE #2: What isthe status of BReEZeimplementation by the DHCC?

Background: The BreEZe Project will provide DCA boards, buwreand committees with a new
enterprise-wide enforcement and licensing systBneEZe will replace the existing outdated Legacy
systems and multiple “work around” systems withrdagrated solution based on updated technology.

BreEZe will provide all DCA organizations with alston for all applicant tracking, licensing,
renewal, enforcement, monitoring, cashiering artd deanagement capabilities. In addition to
meeting these core DCA business requirements, Bre&lZimprove DCA'’s service to the public and
connect all license types for an individual licems®reEZe will be web-enabled, allowing licenstes
complete applications, renewals and process paytierugh the Internet. The public will also be
able to file complaints, access complaint statusdreck licensee information. The BreEZe solution
will be maintained at a three-tier State Data Geimt@lignment with current State IT policy.
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BreEZe is an important opportunity to improve thd@Cs operations to include electronic payments
and expedite processing. Staff from numerous DG&dls and bureaus have actively participated
with the BreEZe Project. Due to increased costherBreEZe Project, SB 543 (Steinberg, Chapter
448, Statutes of 2011) was amended to authorizBépartment of Finance (DOF) to augment the
budgets of boards, bureaus and other entitiectmaprise DCA for expenditure of non-General Fund
moneys to pay BreEZe project costs.

The DHCC anticipates being able to begin using Beeta 2015. It would be helpful to update the
Committees about the DHCCs current work to implenties BreEZe project.

Staff Recommendation: The DHCC should update the Committees about therent status of its
implementation of BreEZe. Have there been any deabes in working to implement this new
system? What are the anticipated costs of impletimgnthis system?

PRACTICE ISSUES

| SSUE #3: What changes should be made to how RDHAPS practice?

Background: In the Sunset Review Report, the DHCC identibadiers to RDHAP practice. These
include: 1) the closure of a dental practice whendrea no longer meets criteria as a designated
shortage area, and 2) the ability for RDHAPs téemblpayment for services rendered.

Shortage Area
In 1986, the California Office of Statewide Hedhlanning and Development (OSHPD) created the

RDHAP. In 1993, the professional designation waslenpermanent in statue. An RDHAP must
complete 150 additional hours of education coussetipass a written exam. An RDHAP has a
unique distinction in that they can work for a dstndr as an employee of another RDHAP as an
independent contractor, as a sole proprietor @l@mnative hygiene practice, or other locationshsu

as residences of the homebound, schools and/dergsl facilities. They may also operate a mobile
dental clinic or operate an independent officefbices. They can practice without supervision in
these settings only if the settings have been datg as underserved “dental shortage areas” by the
OSHPD.

A 2009 survey of California RDHAPSs found that mdran two thirds of their patients had no other
source of oral health care. RDHAPs also strugtgdiahd referrals to dentists for patients in neéd
more advanced care. Additionally, RDHAPs chargeekel fees than dentists.

The DHCC noted in their Sunset Review Report thablems have arisen when the shortage area in
which an RDHAP sets up a practice is re-designaseal non-shortage area. Law requires the RDHAP
to close down the practice when this occurs. THED views this as “counterproductive...as the
closure of the practice would leave patients withancess to dental hygiene services.” As such, the
DHCC desires to amend BPC § 1926(d) to read:

(d) Dental health professional shortage areasgrsied by the Office of Statewide Health Planning
and Development in accordance with existing ofjoalelines._An alternative dental hygiene practice
established within a designated shortage areaemihin in full effect regardless of designation.
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Payment for Services Rendered

The DHCC noted in the Sunset Review Report that RPsihave difficulty collecting payment for
services from insurance companies based outsi@aldbrnia. This is because not all states haee th
RDHAP provider status making them ineligible fommbursement. As a solution, the DHCC desires
to add the following language to BPC § 1928:

§ 1928. Registered dental hygienist in alterngpraetice, submitting of insurance and reimbursémen
of providers:

» Aregistered dental hygienist in alternative praetinay submit or allow to be submitted any
insurance or third-party claims for patient sersiperformed as authorized pursuant to this
article.

« Whenever any such insurance policy or plan provideseimbursement for any service which
that may be lawfully performed by a person licenisetthis state for the practice of dental
hygiene, reimbursement under such policy or platdl siot be denied when such service is
rendered by a person so licensed.

* Nothing in this article shall preclude an insuranoempany from setting different fee schedules
in an insurance policy for different services parfed by different professions, but the same
fee schedule shall be used for those portions alftingervices which are substantially identical
although performed by different professions.

Staff Recommendation: Based on the concerns raised regarding the re-deated shortage area,
as well as the issues with reimbursement from irsace companies, the DHCC might consider
seeking legislation to make the necessary changesdth BPC § 1926(d) and BPC § 1928.

| SSUE #4: Should the DHCC seek statutory changesto allow the DHCC to implement
measur es of continued competency?

Background: The DHCC indicated in the Sunset Review Repat tiere is no process in place to
assure the public and the DHCC that dental hydgieisntinue to practice safely. The DHCC noted in
their report:

CE requirements could be viewed as an avenue torersntinued competence;
however, it has been debated that CE does littengure that licensees remain
competent and provide quality care. Continued cateice moves beyond CE and
speaks to the ongoing application of professiomaWkedge, skills and abilities, which
relate to the occupational performance objectivea range of possible encounters that
is defined by the individual scope of practice analctice setting

As such, the DHCC desires to add the following RCB8 1936.1.:

(c) The committee may also, as a condition of keerenewal, establish a measure of continued
competency as adopted in regulations by the coraitt

Staff Recommendation: The DHCC should advise the Committees what the as@re of
continued competency” would consist of. If the DKXCdecides to expand its practice act to include
measures of continued competency it will need tekskegislation to pursue this change.
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| SSUE #5: Should supervision requirementsfor dental hygienists be amended?

Background: Supervision requirements for dental hygienisty vadely across the nation. There are
two types of supervision models. Direct supervigiequires that a dentist is physically presentavhi
general supervision allows the hygienist to practitthout the physical presence of a dentist.hén t
general supervision model, the hygienist receivglsaization from a dentist to perform services for
specific patients. The authorization, known ataadardized procedure and protocol, outlines the
manner in which the hygienist must complete cep@otedures. In some states, the dentist is redjuir
to perform an examination before a hygienist isvedld to provide services.

In California, hygienists are required to be undieect supervision when administering soft tissue
curettage, local anesthesia and nitrous oxide-axggalgesia. Six states mandate general supervisio
for preventative tasks such as prophylaxis fluodadd sealants. Seven states allow hygienists to
administer local anesthesia under general supervisi

The DHCC argues in its Sunset Review Report:

There have been no reported incidents of consuaren [for hygienists who administer
soft tissue curettage, local anesthesia and nitimude-oxygen analgesia]...Changing
the supervision level from direct to general woalldw dental hygienists to provide
these services without the restriction of havingdientist in the office...but still [under
the direction] of the supervising dentist...Softuessurettage is performed as an adjunct
therapy to scaling and root planing which is pernf@d under general supervision and
therefore, should not require direct supervision.

The California Dental Hygienists’ Association agr@éth the argument of the DHCC and it states:

Removing direct supervision will increase accegsrtwision of dental hygiene services when
the dentist is out of the office. These dutiesldvoat be done unsupervised as the duties would
be under the dentist’'s general supervision whichldoequire the dentist to have orders to
allow the RDH to provide the services.

The California Dental Association disagrees with BHCC’s argument and it states:

CDA has concerns with the DHCC'’s proposal to remttreedirect supervision
requirement for curettage and the administratiohocfl anesthesia and nitrous oxide,
the dental hygiene duties that carry the greatesst for patients. The direct supervision
requirement ensures a depth of experienced prafiesls that are equipped to both
prevent and deal with potential medical emergencies

The Dental Board of California has not taken a fpmsion this issue.
It is important to note that there is limited resbaestablishing the safety and efficacy of an exled
scope of practice for hygienists. However, varipilst programs across the nation have shown safe

and effective outcomes.

Staff Recommendation: The DHCC should consult with the Dental Board of@fornia regarding
the implications of adopting a general supervisiamdel for the procedures. If the DHCC desires
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to amend its practice act to allow for a changesuapervision model, it will need to seek legislation
to pursue this change.

ADMINISTRATIVE ISSUES

| SSUE #6: Should the DHCC be changed to an independent board under the DCA?

Background: The DHCC indicates that it has functioned asnalependent agency since its inception
in 2009. Though tied to the DBC, the DHCC arguned the only tie it has is the use of the diversion
program through a contract with the DBC. The DH@Qulates licensees, regulates educational
programs and has its own enforcement staff. Th€DHIso argues that being under the jurisdiction
of the DBC has led to confusion among licenseesptliblic and national associations. Further, the
DHCC is a special fund agency that generates revéom its fees. As such, it would have no impact
on the state’s general fund. The DHCC is not suligerestrictions set by the DBC and thus believes
that the DHCC should operate as an independent hwater the DCA.

The California Dental Hygienists Association agreséts the DHCC and it states:

In drafting the language for the DHCC, the authoigmally proposed use of the term
“Board” rather than committee. However, the admtrégion at the time of the drafting of this
language was adamantly opposed to the developroéatsy new boards. Compromise was
reached by the author agreeing to use the term “@dtee” instead of Board... CDHA
supports the DHCC recommendation to change the rdrtiee DHCC to Dental Hygiene
Board of California and establishing a dental hyggepractice act... CDHA

believes that the DHCC has proven that it is acasg Board rather than a Committee.

In practice and in principle, the DHCC is functiogias a board.

The California Dental Association disagrees arstates:

Becoming a separate Dental Hygiene Board is inaioenflict with the letter and intent
of current law. Section 1901 (a) of the B&P Cotiady states the DHCC was “created
within the jurisdiction of the Dental Board of Clalinia...” This and other matters were
reviewed in great detail by the Legislature in 2@@8n the DHCC was created
following years of negotiation, and the result i@greate the current jurisdictional
relationship, specifically to address scope of piccissues. Completely separating the
regulatory oversight for dentists and hygienistsrigking the DHCC an independently
functioning board does not reflect the real-worlddel of dental care delivery, where the
overwhelming majority of registered dental hygienractice side by side with dentists
to deliver care.

The Dental Board of California has not taken afpmsion this issue.

Staff Recommendation: Despite the DHCC's stated ability to operate indadently from the DBC,
it is important to note that this is only the fir&unset Review Hearing of the DHCC. The BP&ED
Committee has established a pattern of reviewingjtees multiple times before creating
independent boards. As such, the Committees sugies the DHCC undergo additional review(s)
before seeking legislation to change their nametthe Dental Hygiene Board of California.
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CONTINUED REGULATION OF DENTAL HYGIENISTS BY THE DHCC

| SSUE #7: Should thelicensing and regulation of dental hygienists be continued and be
regulated by the current DHCC?

Background: The health, safety and welfare of consumers aregted by a well-regulated dental
hygiene profession. Despite a quickly growing pssfon and the impact of a lack of staff, it appear
as if the DHCC has shown a strong commitment taavipg efficiency in its operations and
protecting the public. The DHCC should be contthuéth a four-year extension of its sunset date so
that the Committees may determine if the issues@cmimmendations in this paper have been
addressed.

Staff Recommendation: Recommend that the practice of dental hygiene couné to be regulated
by the current DHCC in order to protect the intetesof the public. The DHCC should be reviewed
by the Committees again in four years.
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