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DENTAL HYGIENE COMMITTEE OF CALIFORNIA
 
BACKGROUND INFORMATION AND OVERVIEW OF THE CURRENT
 

REGULATORY PROGRAM
 
[DHCC Sunset Review Report for 2013/14]
 

Section 1 
Background and Description of the Board and Regulated Profession 

Provide a short explanation of the history and function of the board.1 Describe the 
occupations/profession that are licensed and/or regulated by the board (Practice Acts vs. Title Acts). 
In 2002, the Joint Legislative Sunset Review Committee (JLSRC) agreed that “dental hygienists had 
reached the point where their responsibilities warranted a regulatory body, separate from Dental 
Board of California (DBC).”  The Dental Hygiene Committee of California (DHCC) was created in 
fiscal year (FY) 2009/10 as result of the passage of Senate Bill (SB) 853 (Ch. 31, Statutes of 2008) in 
2008. 

As an independent committee, the DHCC represents the only self-regulating dental hygiene agency 
of its kind in the United States. The DHCC has the authority regarding all aspects of the licensing of 
dental hygienists, all enforcement and investigation authority regarding all dental hygienists, and the 
approval of educational programs that provide the prerequisite education to become a licensed dental 
hygienist.  According to the Business and Professions Code (BPC), Section 1900, the purpose for the 
DHCC is “to permit the full utilization of registered dental hygienists, registered dental hygienists in 
alternative practice, and registered dental hygienists in extended functions in order to meet the dental 
care needs of all of the state's citizens.” 

The DHCC is responsible for overseeing three categories of dental hygienists: registered dental 
hygienist (RDH), registered dental hygienist in alternative practice (RDHAP), and registered dental 
hygienist in extended functions (RDHEF). As a self-regulating agency, the DHCC develops and 
administers written and clinical licensing examinations, conducts occupational analyses of the various 
professional categories, evaluates educational courses, pursues legislation, establishes regulations, 
approves educational programs, and has licensing and enforcement responsibilities. The DHCC also 
participates in outreach and support of the dental and dental hygiene community with the goal of 
ensuring the highest quality of oral healthcare for all Californians. The DHCC regulates the dental 
hygiene profession by the guidance of its statutes contained in the BPC, Sections 1900 – 1966.6 
(cf., Section 12, Attachment A1). 

1. Describe the make-up and functions of each of the board’s committees 
(cf., Section 12, Attachment B). 
The make-up of the DHCC consists of nine members (four dental hygienists, four public members, 
and one practicing dentist) appointed by the Governor. The function of the DHCC is to discuss, 
deliberate, address, hear public comment, and possibly act upon any programmatic, legislative, or 

1 The term “board” in this document refers to a board, bureau, commission, committee, department, division, 
program, or agency, as applicable. Please change the term “board” throughout this document to 
appropriately refer to the entity being reviewed. 
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other issue(s) that may affect its professional population, interested stakeholders, but most of all, 
the consumers of California. 

The make-up and function of each of the DHCC’s Subcommittees are: 
Make-up: each subcommittee consists of three to four members as appointed by the DHCC 
President to review, discuss, deliberate, hear public comment, and vote on any issue(s) that 
pertain to the specific subcommittee’s jurisdiction and bring forth recommendation(s) to the full 
Committee consisting of all DHCC members to discuss and take possible action. 
a)	 Education and Outreach Subcommittee – The purpose of the Education and Outreach 

Subcommittee is to provide recommendations to the DHCC on the development of 
informational brochures and other publications, planning of outreach events for consumers and 
licensees, preparing articles for submission in trade magazines, and attending trade shows. 

b)	 Enforcement Subcommittee – The purpose of the Enforcement Subcommittee is to advise the 
DHCC on policy matters that relate to protecting the health and safety of consumers.  This 
includes maintenance of disciplinary guidelines, and other recommendations on the 
enforcement of the DHCC’s statutes and regulations. 

c)	 Legislative and Regulatory Subcommittee – The purpose of the Legislative and Regulatory 
Subcommittee is to review and track legislation which affects the DHCC’s licensees and 
consumers, and recommends positions on legislation. It also provides information and 
recommendations to the DHCC on regulatory additions or changes. 

d)	 Licensing and Examination Subcommittee – The purpose of the Licensing and Examination 
Subcommittee is to advise the DHCC on policy matters relating to the examining and licensing 
of individuals who want to practice dental hygiene in California. The subcommittee may also 
provide information and recommendations on issues relating to curriculum and school 
approval, exam appeals, and laws and regulations. 

Table 1a. Attendance 
Member: Susan Good, Public Member 
Date Appointed: April 5, 2013 

Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 

Member: Sherrie-Ann Gordon, Public Member 
Date Appointed: April 5, 2013 

Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA No 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
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Table 1a. Attendance (continued) 

Member: Michelle Hurlbutt, RDH Educator 
Date Appointed: October 21, 2009; Re-appointed: 8/23/2012 
Meeting Type Meeting Date Meeting Location Attended? 
October 23, 2013 Sunset Review Ad-Hoc 
Meeting 10/23/2013 Sacramento Yes 
October 16, 2013 Sunset Review Ad-Hoc 
Meeting 10/16/2013 Sacramento Yes 
October 9, 2013 Education Regulations 
Ad-Hoc Meeting 10/8/2013 Sacramento Yes 
September 16 – 17, 2013 Regulatory and 
Sunset Review Report Ad-Hoc Meetings 9/16-17/2013 Sacramento Yes 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
February 2013 Teleconference Meeting 2/27/2013 Loma Linda, CA Yes 
December 2012 DHCC Meeting 12/4/2012 Sacramento, CA Yes 
December 2012 Legislative and 
Regulatory Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
December 2012 Licensing and 
Regulatory Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
July 2012 Teleconference Meeting 7/9/2012 Multiple Locations No 
April 2012 DHCC Meeting 4/17/2012 San Diego, CA Yes 
April 2012 Licensing and Examination 
Subcommittee Meeting 4/16/2012 San Diego, CA Yes 
April 2012 Legislative and Regulatory 
Subcommittee Meeting 4/16/2012 San Diego, CA Yes 
April 2012 Enforcement Subcommittee 
Meeting 4/16/2012 San Diego, CA Yes 
December 2011 DHCC Meeting 12/13/2011 Sacramento, CA Yes 
December 2011 Licensing and 
Examination Subcommittee Meeting 12/12/2011 Sacramento, CA Yes 
December 2011 Legislative and 
Regulatory Subcommittee Meeting 12/12/2011 Sacramento, CA Yes 
April 2011 DHCC Meeting 4/29/2011 El Segundo, CA Yes 
December 2010 DHCC Meeting 12/6/2010 Sacramento, CA Yes 
December 2010 Legislative and 
Regulatory Subcommittee Meeting 12/5/2010 Sacramento, CA Yes 
December 2010 Education and Outreach 
Subcommittee Meeting 12/5/2010 Sacramento, CA Yes 
December 2010 Licensing and 
Examination Subcommittee Meeting 12/4/2010 Sacramento, CA Yes 
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Table 1a. Attendance (continued) 

September 2010 DHCC Meeting 9/28/2010 Sacramento, CA Yes 
September 2010 Legislative and 
Regulatory Subcommittee Meeting 9/27/2010 Sacramento, CA Yes 
September 2010 Licensing and 
Examination Subcommittee Meeting 9/27/2010 Sacramento, CA Yes 
September 2010 Education and Outreach 
Subcommittee Meeting 9/27/2010 Sacramento, CA Yes 
September 2010 DHCC Strategic Plan 
Meeting 9/26/2010 Sacramento, CA Yes 
July 2010 DHCC Strategic Plan Meeting 7/28/2010 Sacramento, CA Yes 
June 2010 Teleconference Meeting 6/8/2010 Upland, CA Yes 
March 2010 DHCC Meeting 3/22/2010 Ontario, CA Yes 
January 2010 Licensing and Examination 
Subcommittee Meeting 1/10/2010 Sacramento, CA Yes 
December 2009 DHCC Meeting 12/10/2009 Sacramento, CA Yes 

Member: Noel Kelsch, RDHAP 
Date Appointed: August 23, 2012 
Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
February 2013 Teleconference Meeting 2/27/2013 Plattsburg, NY Yes 
December 2012 DHCC Meeting 12/4/2012 Sacramento, CA Yes 
December 2012 Enforcement 
Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
December 2012 Legislative and 
Regulatory Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
December 2012 Licensing and 
Examination Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 

Member: Timothy Martinez, DMD 
Date Appointed: August 23, 2012 
Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
February 2013 Teleconference Meeting 2/27/2013 Pomona, CA Yes 
December 2012 DHCC Meeting 12/4/2012 Sacramento, CA Yes 
December 2012 Legislative and 
Regulatory Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
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Table 1a. Attendance (continued) 

December 2012 Licensing and 
Examination Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
December 2012 Education and Outreach 
Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 

Member: Nicolette Moultrie, RDH 
Date Appointed: August 23, 2012 
Meeting Type Meeting Date Meeting Location Attended? 
October 23, 2013 Sunset Review Ad-Hoc 
Meeting 10/23/2013 Sacramento Yes 
October 16, 2013 Sunset Review Ad-Hoc 
Meeting 10/16/2013 Sacramento Yes 
October 9, 2013 Education Regulations 
Ad-Hoc Meeting 10/8/2013 Sacramento Yes 
September 16 – 17, 2013 Regulatory and 
Sunset Review Ad-Hoc Meetings 9/16-17/2013 Sacramento Yes 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
February 2013 Teleconference Meeting 2/27/2013 Martinez, CA Yes 
December 2012 DHCC Meeting 12/4/2012 Sacramento, CA Yes 
December 2012 Enforcement 
Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 
December 2012 Education and Outreach 
Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 

Member: Garry Shay, Public Member 
Date Appointed: April 5, 2013 
Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 

Member: Evangeline Ward, RDH 
Date Appointed: February 12, 2012 
Meeting Type Meeting Date Meeting Location Attended? 
September 7, 2013 DHCC Sunset Review 
Meeting 9/7/2013 

South San 
Francisco, CA Yes 

September 6, 2013 DHCC Meeting 9/6/2013 
South San 

Francisco, CA Yes 
May 2013 DHCC Meeting 5/3/2013 Glendale, CA Yes 
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Table 1a. Attendance (continued) 

February 2013 Teleconference Meeting 2/27/2013 Vacaville, CA Yes 
December 2012 DHCC Meeting 12/4/2012 Sacramento, CA Yes 
December 2012 Legislative and 
Regulatory Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 

December 2012 Licensing and 
Examination Subcommittee Meeting 12/3/2012 Sacramento, CA Yes 

July 2012 Teleconference Meeting 7/9/2012 Vacaville, CA Yes 
April 2012 DHCC Meeting 4/17/2012 San Diego, CA Yes 
April 2012 Legislative and Regulatory 
Subcommittee Meeting 4/16/2012 San Diego, CA Yes 
April 2012 Licensing and Examination 
Subcommittee Meeting 4/16/2012 San Diego, CA Yes 

Table 1b. Board/Committee Member Roster 

Member Name 
(Include Vacancies) 

Date 
First 

Appointed 

Date Re­
appointed 

Date 
Term 

Expires 

Appointing 
Authority 

Type 
(public or 

professional) 

Susan Good 4/05/13 N/A 1/1/14 Governor Public 

Sherrie-Ann Gordon 4/05/13 N/A 1/1/16 Governor Public 
Michelle Hurlbutt, RDH 
Educator 10/21/09 8/23/12 1/1/16 Governor 

Professional, 
RDH Educator 

Noel Kelsch, RDHAP 8/22/12 N/A 1/1/16 Governor 
Professional, 
RDH, RDHAP 

Timothy Martinez, DMD 
8/23/12 N/A 1/1/14 Governor 

Professional, 
Public Health 

Dentist 

Nicolette Moultrie, RDH 8/23/12 N/A 1/1/14 Governor 
Professional, 
RDH, RDHAP 

Garry Shay 4/05/13 N/A 1/1/14 Governor Public 

Evangeline Ward, RDH 2/12/12 N/A 1/1/14 Governor 
Professional, 

RDH 

Vacant Member N/A N/A N/A Governor Public 
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2. In the past four years, was the board unable to hold any meetings due to lack of quorum? If so, 
please describe. Why? When?  How did it impact operations? 
The DHCC has been privileged to have dedicated and engaged members (both currently and in 
the past) that participate in the DHCC meetings and activities. Whenever there has been a 
scheduled meeting, the number of members participating has either met or exceeded the 
minimum number (e.g., five members required to establish a quorum) required to vote and act 
upon an issue presented at a meeting. As such, the DHCC has never had an inability to conduct 
its meetings due to a quorum issue over the past four years. 

3. Describe any major changes to the board (Committee) since the last Sunset Review, including: 

• Internal Changes (i.e., reorganization, relocation, change in leadership, strategic planning) 
Over the past two fiscal years, the DHCC has experienced a major reorganization and change 
in leadership as seven out of eight DHCC members were replaced with new Governor 
appointees and only a single member remained as the veteran member to maintain and 
continue the institutional memory and program knowledge.  This member, President 
Michelle Hurlbutt, is an original founding member of the DHCC and had an instrumental role in 
the creation of the current DHCC strategic plan and program functions. 

•	 As the DHCC works to fulfill its mission to protect the consumer and to be accountable to 
its stakeholders, the workload for the existing staff has increased. The Executive Officer 
(EO) has had to fulfill the job responsibilities of EO as well as being a manager. With 
budget constraints playing a major role in staffing, the workload that needs to be completed 
to efficiently and effectively run the daily operations of the DHCC is being done without 
adequate managerial staff. The need for the managerial position has become increasingly 
apparent as programmatic workloads such as regulations, citation and fine, continuing 
education (CE), educational program review and audits continue to increase. The DHCC, 
in comparison to boards of similar size and programs who have managerial positions, has 
been struggling to perform all of the functions that are required by statute. 

The DHCC is planning to relocate its office location in the near-future, as the current office 
suite cannot accommodate additional authorized staff. The Department of Consumer Affairs 
(DCA) is working with the DHCC to accommodate additional office space in anticipation for 
new staff to address current and additional programmatic workloads. The relocation is 
pending until two other DCA programs relocate and the DHCC will then backfill one of those 
program’s office suites.  Until the office relocation occurs, there is a programmatic issue to 
address any new workload due to a lack of office space for new staff, equipment, and supplies. 

The DHCC originally met in July 2010 to determine the important issues that should be 
contained in its strategic plan.  In September 2010, the DHCC voted to approve its first 
strategic plan that detailed the mission, goals, and objectives to be completed over the next 
three years. In May 2013, the DHCC extended its strategic plan from a 3-year to a 5-year plan 
with an expiration date in 2015.  Although many of the Strategic Plan goals have been 
completed, there are still more complex and time-consuming objectives from its original plan 
that could not be completed within the original three year time frame. 
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	 •	 All legislation sponsored by the board and affecting the board since the last sunset review. 
The DHCC worked in collaboration with the California Dental Hygienists’ Association (CDHA), 
the sponsors of SB 1202 (Leno – Ch. 331, Statutes of 2012), to pass new legislative mandates 
that went into effect January 1, 2013. The legislative changes enacted by this bill are: 
 Registered dental hygienists licensed in another state can teach in a California dental 

hygiene college without being licensed in California if they are issued a special permit by 
the DHCC. 

 New educational programs must provide a feasibility study to the DHCC demonstrating the 
need for a new program and financial sustainability before seeking approval for initial 
accreditation from the Commission on Dental Accreditation (CODA). 

 Any examinee for a registered dental hygienist license who fails the DHCC Clinical 
Licensure Examination or Western Regional Examining Board (WREB) clinical exam in 
three attempts or who fails the DHCC Clinical Licensure Examination as a result of 
imposing gross trauma on a patient, is not eligible for further examination until he or she 
has successfully completed a remedial education course approved by the DHCC. 

 Clarifies the requirement that all applicants must complete the DHCC-approved course in 
soft tissue curettage, administration of local anesthesia, and administration of nitrous oxide 
and oxygen analgesia for licensure. 

 Provides that extramural dental hygiene facilities associated with a dental hygiene program 
must register with the DHCC. 

 RDHAPs may operate a mobile dental hygiene unit after applying to the DHCC for a permit. 

 RDHAPs must register with the DHCC where they practice. 

 RDHAPs who own more than one office location must obtain additional office permits from 
the DHCC. 

 New license renewal fee ceilings were established. Any changes to the fees must be voted 
on and approved by the DHCC. 

The DHCC had an active role in SB 1575, Senate Business, Professions and Economic 
Development (BPED) (Chapter 799, Statutes of 2012). This bill gave the DHCC the authority 
to do the following: 

 Collect survey data from licensees as part of the initial licensure and any subsequent 
application for renewal of a license. 

 Require licensees who change their physical address of record or e-mail address to notify 
the DHCC within 30 days of the change. 

 Deny a license to anyone who is required to register as a sex offender. 

The DHCC also included legislative language within SB 821 (BPED – 2013/14) amending the 
Welfare and Institutions Code to cover the necessary dental hygiene services rendered by an 
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RDH, RDHAP, or RDHEF as long as the services are within the scope of Denti-Cal benefits 
and other minor technical corrections. 

•	 All regulation changes approved by the board since the last sunset review. Include the status 
of each regulatory change approved by the board. 
BPC, Section 1906(a) gives the DHCC the authority to adopt, amend, and revoke regulations. 
The DHCC is in the process of writing the regulations required to implement the provisions of 
Article 9 of the BPC. To do this, the DHCC has developed a three phase process to 
implement all of the current regulations pertaining to dental hygiene practice, education, 
examination, licensure, and enforcement. The three phases consist of: 

1. Phase I contains regulatory sections relative to definitions, delegations to the Executive 
Officer (EO), examinations, and minimum standards for infection control, as these sections 
are of the first priority for the DHCC to address. The rulemaking file for Phase I was 
recently adopted by the DHCC and will be noticed for the 45-day public comment. 

2. Phase II regulatory sections involve the approval of educational programs, remedial
 
education, and CE.
 

3. Phase III regulatory sections are those that will require the DHCC to obtain statutory 
authority prior to requesting the changes through the rulemaking process, such as 
continued competency and rules for dental hygiene corporations. 

The following table displays each regulatory phase and the regulatory sections to be 

completed in each phase.
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DHCC REGULATORY PHASES 
Phase I California Code of Regulations (CCR) Regulatory Sections 

Article 1: 1100 Definitions 
Definitions 

Article 2: 1101 Delegation to the DHCC’s Executive Officer (EO) 
Administration 
Article 6: 1121 Dental Hygiene Written Examinations 
Examinations 1122 General Procedures for the DHCC Written Examination 

1124 General Procedures for the DHCC Clinical Licensure 
Examination 

1126 Conduct of the DHCC Clinical Licensure Examination 
1127 DHCC Clinical Licensure Examination Review: Procedures 

and Appeals 
1133 Minimum Standards for Infection Control 

Phase II 

Article 3: 1103 Definitions 
Educational Programs 1104 Approval of RDH Educational Programs 

1105 Requirements for RDH Educational Programs 
1106 Radiation Safety 
1109 Approval of RDHAP Educational Programs 
1110 Requirements of RDHAP Educational Programs 
1111 Approval of RDHEF Educational Programs 
1114 List of Approved Schools 
1128 Remedial Education 

Article 9: 1134 Purpose 
Continuing Education 1135 CE Providers and Courses 

1136 CE Units Required for Renewal of License 
1137 Inactive Licenses 
1146 Additional Offices 

Phase III 

Article 4: 1116 RDH Procedures 
Procedures 

Article 12: 1145 Professional Relationships, Responsibilities, and Conduct 
Dental Hygiene Not Affected 
Corporation 1147 Security for Claims Against a Dental Corporation 

1148 Shares: Ownership and Transfer 
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The following regulatory packets have been approved by the DHCC: 

o	 Disciplinary Guidelines: This regulatory packet was forwarded to the Business, Consumer 
Services, and Housing Agency for review on September 30, 2013 and is still under review. 

o	 Educational Programs, Licensing, and Exam Requirements: Language approved to be set 
for notice. 

o	 Soft Tissue Curettage, Local Anesthetic, and Nitrous Oxide Courses: Language approved 
and a public hearing was conducted on August 21, 2013. 

o	 Remedial Education: Language drafted to be approved by the DHCC. 

o	 The Sponsored Free Healthcare Clinics regulation has been completed. 

o	 Retroactive Fingerprint regulation has been completed. 

4. Describe any major studies conducted by the board (cf. Section 12, Attachment C). 
The DHCC initiated a regional exam survey to obtain examination information from all five regional 
examination boards from around the U.S. to explore the possibility of accepting their regional 
dental hygiene examinations. To date, the DHCC is continuing to gather the information in 
support of the survey and the results are still to be determined. A sample of the letter sent to the 
regional examination boards is attached (cf. Section 12, Attachment C). 

The DHCC has also conducted an ongoing workforce survey where all licensees are required to 
disclose on their renewal applications their practice and employment status.  Information is also 
collected regarding their cultural background and foreign language proficiency.  This information is 
shared with the Healthcare Workforce Clearing House so that an occupational fact sheet can be 
produced. 

The DHCC’s intention is to pursue further study in other areas such as alternative pathways to 
licensure. This may allow graduates from approved programs to graduate license ready. 

5. List the status of all national associations to which the board belongs. 

•	 Does the board’s membership include voting privileges? 

•	 List committees, workshops, working groups, task forces, etc., on which board participates. 

•	 How many meetings did board representative(s) attend? When and where? 

•	 If the board is using a national exam, how is the board involved in its development, scoring, 
analysis, and administration? 

Currently, the DHCC does not belong to any national, regional, or local associations or regional 
testing agencies.  The DHCC does require licensee candidates to pass the dental hygiene 
national examination prior to applying for the DHCC clinical licensure examination. 

The National Dental Hygiene Board Exam (NDHBE) fulfills the written examination requirement 
needed for a dental hygiene student to successfully complete an accredited dental hygiene 
program. Proof of graduation from a dental hygiene program that has been accredited by CODA 
is required prior to taking the DHCC Clinical Licensure Examination. 
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The Joint Commission on National Dental Examinations (JCNDE) is the agency responsible for 
the development and administration of the NDHBE. The 15 member commission includes 
representatives from dental and dental hygiene schools, dental practices, state dental examining 
boards, dentists, dental hygienists, dental students, and the public. A standing committee of the 
JCNDE includes dental hygienists who serve as consultants regarding the NDHBE examination. 

Section 2 
Performance Measures and Customer Satisfaction Surveys 

6. Provide each quarterly and annual performance measure report as published on the DCA website 
The DHCC quarterly and annual Performance Measures for the last three years are attached 
(cf., Section 12, Attachment E). 

7. Provide results for each question in the customer satisfaction survey broken down by fiscal year. 
Discuss the results of the customer satisfaction surveys. (Note: the data is presented by calendar 
year, as that is the methodology used to collect the data by the contracted vendor). 

SURVEY QUESTION 2009* 2010 2011 2012 2013** 

1. During the past 12 months, how often 
have you contacted the Dental Hygiene 
Committee of California? 
• 1-5 Times 0 10 23 15 16 
• 6-10 Times 0 7 3 1 2 
• More than 10 times 0 4 2 5 3 
• Skipped Question 0 0 1 0 2 

2. Which of the following best describes 
you? 
• Current Licensee 0 9 17 14 13 
• Applicant for Licensure 0 4 9 5 8 
• Consumer of Dental Hygiene 

Services 
0 2 1 1 1 

• Educator 0 4 3 1 2 
• Employer 0 1 0 0 0 
• Other (please specify) 0 4 2 3 4 
• Skipped Question 0 1 1 0 0 

3. Did you receive the service/assistance 
you requested? 
• Yes 0 16 16 4 16 
• No 0 5 12*** 17*** 7 
• Skipped Question 0 13 4 17 7 
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SURVEY QUESTIONS (continued) 

4. Please rate the Dental Hygiene 
Committee of California’s staff in the 
following 
• Accessibility 
Excellent 0 9 6 3 10 
Good 0 6 4 1 4 
Fair 0 1 4 2 5 
Poor 0 1 4 2 1 
Unsatisfied 0 4 6 11 0 
• Courtesy/Helpfulness 
Excellent 0 12 9 3 12 
Good 0 3 3 1 2 
Fair 0 2 1 2 5 
Poor 0 2 3 2 0 
Unsatisfied 0 2 9 8 2 
• Knowledge/Expertise 
Excellent 0 11 9 2 12 
Good 0 4 3 2 1 
Fair 0 3 3 2 5 
Poor 0 0 2 1 1 
Unsatisfied 0 3 8 9 2 
• Successful Resolution 
Excellent 0 11 9 2 12 
Good 0 3 2 1 2 
Fair 0 2 0 1 3 
Poor 0 1 2 2 1 
Unsatisfied 0 4 12*** 11*** 3 
• Overall Satisfaction 
Excellent 0 10 9 2 12 
Good 0 4 2 1 2 
Fair 0 1 0 0 4 
Poor 0 1 2 2 0 
Unsatisfied 0 5 12*** 13*** 3 
• Skipped Question 0 4 4 2 2 

5. Do you find the Dental Hygiene 
Committee of California’s Website 
useful? 
• Yes 0 19 19 7 19 
• No 0 1 10*** 13*** 5 
• Skipped Question 0 2 10 14 4 
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SURVEY QUESTIONS (continued) 

6. How do you rate the Dental Hygiene 
Committee of California’s Website? 
• Easy to Navigate 
Excellent 0 8 8 3 11 
Good 0 8 13 6 6 
Fair 0 4 3 3 2 
Poor 0 0 3 3 2 
Unsatisfied 0 1 1 3 0 
• Information Easy to Find 
Excellent 0 7 8 2 10 
Good 0 7 9 6 9 
Fair 0 5 3 3 2 
Poor 0 0 3 3 0 
Unsatisfied 0 1 3 3 1 
• I regularly visit the Committee’s 

Website 
Excellent 0 7 7 2 9 
Good 0 6 7 5 4 
Fair 0 7 5 5 5 
Poor 0 0 3 1 1 
Unsatisfied 0 1 0 1 0 
• Skipped Question 0 0 1 2 0 

7. Have you interacted with any other state 
licensing/regulatory agency? 
• Yes 0 8 15 10 10 
• No 0 12 14 9 12 
• Skipped Question 0 1 12 2 1 

8. Would you be willing to provide an email 
address to receive a newsletter? 
• Yes 0 12 14 7 13 
• No 0 9 13 11 7 
• Skipped Question 0 0 2 3 3 

9. Please provide additional comments or 
suggestions. 

0 10 11 14 13 

• Skipped Question 0 11 18 7 10 
*No data because DHCC was created in 2009 
**For 2013, data through 8/23/2013 
***See bulleted note below 

The survey data above indicates that compared to the number of individuals who utilize the DHCC’s 
website on a daily basis, only a fraction of the users participate in the satisfaction survey.  Many of 
the individuals who participated in the survey were licensees who were satisfied with the website’s 
ease of use and found it useful with all of the information it contains.  Individuals who completed the 
survey and were unsatisfied provided reasons such as non-qualification for an exam, inadequate 
information to renew a license, and additional information required to issue a license for their 
dissatisfaction. 
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The DHCC staff continually directs applicants, individuals, licensees, and the public to the DHCC 
website in order to obtain answers to their inquiries.  Then, if any questions remain, the DHCC staff is 
readily available to provide further information for clarity.  The information on the DHCC website is 
continually updated to provide licensees, interested stakeholders, and the public the most current 
information possible. 

The DHCC receives many comments through its online survey; however, there are no discernable 
trends on the specific issues identified.  Some examples of the topics received in the survey 
comments range from great to poor DHCC customer service, suggestions to change the DHCC 
procedures or forms, and requests to provide an online license renewal service which is currently in 
progress with the implementation of the BreEZe computer system. A majority of the survey users 
elected to leave the comment section of the survey blank with no response. 

•	 In the data from 2011 and 2012, the survey reflected a greater dissatisfaction with the DHCC’s 
responsiveness to their inquiries.  The retroactive fingerprint requirement for all licentiates went 
into effect that year, which could be a major reason for the decrease in satisfaction for individuals 
completing the survey. 

With no increases in staff, the DHCC had a difficult time responding to the high volume of calls, 
inquiries, and communications received that arose as a result of the implementation of the 
fingerprinting requirement. The DHCC staff spent an exorbitant amount of time away from their 
primary program functions to respond to licentiate’s concerns about the fingerprint requirement. 
This caused temporary workload backlogs and additional paid overtime to complete program 
functions. 

As the DHCC begins to monitor educational programs as a result of the passage of SB 1202 
(Ch. 331, Statutes of 2012), additional staff will be needed to perform all of the workload 
associated with approval of new programs and the monitoring of existing educational programs. 
Without the support staff needed for the educational programs, stakeholder satisfaction will most 
likely exhibit a downward trend with the stakeholder being dissatisfied with the DHCC’s 
performance. 

Section 3 
Fiscal and Staff 

Fiscal Issues 

8. Describe the board’s current reserve level, spending, and if a statutory reserve level exists. 
The DHCC’s current fund reserve is projected to be very low by the end of FY 2013/14 to 
approximately 1.1 months which is equivalent to about $141,000.  The DHCC currently spends 
about $100,000 to $120,000 per month on expenditures, depending upon the month.  This 
includes personnel services and operating expenses and equipment (OE&E). The funding is used 
to run its programs of licensing, enforcement, examinations, outreach/education, and 
administration, including legislation and regulation.  The projected 1.1 months reserve ($141,000) 
is not adequate for today’s programmatic operations and by FY 2014/15, the DHCC fund is 
threatened with insolvency without additional revenue. One expensive lawsuit, an extensively 
involved enforcement case, or new mandate could cause the fund to be insolvent even sooner 
than projected. The decrease in the fund reserve is considered a normal occurrence resulting 
from the increased cost of doing business with no additional revenue being added to the fund. 
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The DHCC’s statutory fund reserve limit is 24 months as per BPC, Section 128.5, and with the 
projected 1.1 months reserve by the end of FY 2013/14, is well within the reserve limit. 

9. Describe if/when a deficit is projected to occur and if/when fee increase or reduction is anticipated. 
Describe the fee changes (increases or decreases) anticipated by the board. 
The DHCC is projected to experience a fund reserve deficiency in FY 2014/15; however, it is 
anticipated that there will be a very low fund reserve (1.1 months) by the end of FY 2013/14. 
Without a means to increase revenue and replenish the fund reserve, the DHCC’s fund is 
threatened with insolvency.  The reasons for the decrease in the fund reserve are: 

a) The cost of doing business continually increases as contracted services, equipment and 

supplies, travel, and salary and wages, progressively increase each year.
 

b) The DHCC was restricted from raising its primary revenue generating fee (RDH license 
renewal fee), as it was already at its statutory maximum of $80. Once the maximum fee ceiling 
was increased by SB 1202 (Ch. 331, Statutes of 2012), staff was able to present fee increase 
scenarios to the DHCC for additional revenue generation options. The scenarios presented 
would increase revenue to sustain its fund for an extended period (projected 3-5 years), 
barring any additional expenses or mandates, to avoid insolvency. 

c) A decrease in the number of examination candidates electing to take the DHCC Clinical 
Licensing Examination in preference of the WREB regional examination has lowered the 
amount of examination revenue available to the DHCC to pay for the examination and 
examiner contracts. 

d) The amount of overall revenue that the DHCC collected from its fees has decreased since its 
inception in FY 2009/10, with a substantial drop in FY 2012/13 due to a decrease in the 
number of applicants taking the DHCC Clinical Licensing Examination. As such, the existing 
fund reserve was used to pay for the increased cost of doing business and thus, gradually 
depleted the reserve. Without any additional revenue, the current revenue generation is 
projected to remain flat for the foreseeable future and will not maintain the fund’s solvency. 

To avoid insolvency of its fund, an overdue fee increase to collect additional revenue is anticipated 
by January 1, 2014. The primary revenue generating fees that will have a substantial effect on the 
fund balance to avoid insolvency are the biennial license renewal and delinquent renewal fees for 
each of the licensure categories of RDH, RDHAP, and RDHEF. 

At its September 2013 meeting, the DHCC approved an increase of the license renewal fees for 
all licensure categories including Fictitious Name Permits (FNP) by $80.00 (to $160 biennially) 
effective January 1, 2014. This fee increase is comparable or lower than the same license 
renewal fees in other regions of the United States (i.e., Nevada = $300 biennially; Arizona = $300 
triennially; Oregon = $155 biennially). To avoid insolvency of its fund, it was necessary for the 
DHCC to make this decision to increase its revenue. The DHCC waited until it was absolutely 
necessary to raise its fees for additional revenue knowing the increases may cause a financial 
burden on its licensees. The increase in revenue is projected to sustain the fund’s solvency for 
three to five years, barring any new additional mandates or programmatic expenses. 
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Table 2 displays the DHCC’s fund condition for the FYs indicated. 

Table 2. Fund Condition 

(Dollars in Thousands) FY 2009/10 FY 2010/11 FY 2011/12 FY 2012/13 FY 2013/14 FY 2014/15 

Beginning Balance* $85 $423 $714 $888 $565 $141 
Revenues and Transfers** $1,350 $1,305 $1,119 $1,089 $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 TBD 
Expenditures $1,009 $1,032 $945 $1,412 $1,530 $1,553 
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 0 
Loans Repaid From General 
Fund N/A N/A N/A N/A 0 0 
Fund Balance $426 $696 $888 $565 $141 -$307 

Months in Reserve 5.0 8.8 7.5 4.4 1.1 -2.3 
*Beginning Balance is the amount of reserve from the prior FY remaining in the fund. 

**Reflects the revenue that is received by the DHCC per FY. 

10.Describe the history of general fund loans.	 When were the loans made? When were payments 
made? What is the remaining balance? 
Since the DHCC’s genesis in FY 2009/10, there have not been any loans to the State’s General 
Fund and, as such, no outstanding payments or remaining balances exist to be repaid to the 
DHCC fund. 

11.Describe the amounts and percentages of expenditures by program component.	  Use Table 3. 
Expenditures by Program Component to provide a breakdown of the expenditures by the board in 
each program area.  Expenditures by each component (except for pro rata) should be broken out 
by personnel expenditures and other expenditures. 
The DHCC’s expenditures by program component are broken down by each FY in Table 3. The 
expenditures for each program are calculated at the following percentages: 
Enforcement = 25%, Examination = 32%, Licensing = 28%, and Administration = 15% 

Table 3. Expenditures by Program Component 
FY 2009/10 FY 2010/11 FY 2011/12 FY 2012/13 

Personnel 
Services OE&E 

Personnel 
Services OE&E 

Personnel 
Services OE&E 

Personnel 
Services OE&E 

Enforcement 81,482 124,016 107,881 103,962 105,360 106,880 146,229 135,896 
Examination 105,138 209,070 138,087 170,370 134,860 249,796 187,730 155,347 
Licensing 91,259 100,675 120,826 85,357 118,003 98,292 163,776 102,799 
Administration * 48,889 53,933 64,728 45,492 63,216 52,666 87,737 55,071 
DCA Pro Rata N/A 233,261 N/A 132,912 N/A 227,716 N/A 259,471 
Diversion 
(if applicable) N/A 1,482 N/A 0 N/A 0 N/A 6,469 
TOTALS $326,768 $722,437 $431,522 $538,093 $421,439 $735,350 585,472 715,053 
*Administration includes cost for executive staff, board, administrative support, and fiscal services. 
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The DHCC expenditures have fluctuated over the past four years primarily due to staffing issues. 
With a variable number of staff during this time (mostly understaffed due to departures or the 
state’s hiring freeze) from a low of three positions to a high of six out of seven authorized 
positions, personnel services expenditures fluctuated and thus affected the amount of OE&E cost 
the DHCC incurred over the past two fiscal years. 

The DHCC experienced difficulty with filling its vacant positions over the past four years due to the 
state’s hiring freeze and economic climate. Consequently, many programmatic functions were 
difficult to complete and strategic plan objectives and goals were delayed in being addressed.  
However, in FY 2011/12 when the state hiring freeze was eliminated, the DHCC was able to hire 
three new analysts to fill vacant positions in the administration, enforcement, and 
examination/licensing programs.  These hires resulted in increases in programmatic efficiencies 
and the elimination of some workload backlogs; however, there are still many DHCC issues to be 
addressed such as CE review and audit, educational program audits, regulations, legislation, and 
citation and fine. 

12.Describe license renewal cycles and history of fee changes in the last 10 years.	  Give the fee 
authority (Business and Professions Code and California Code of Regulations citation) for each 
fee charged by the board. 
The DHCC is a special fund agency that generates its revenue from its fees. The DHCC’s main 
source of revenue is from its applicants and licensees through the collection of examination,
licensing, and renewal fees. These fees support the licensing, examination, enforcement, and 
administration programs, which includes processing and issuing licenses, maintaining DHCC
records, administration of the DHCC Clinical Licensure Examination, the law and ethics 
examination, mediating consumer complaints, enforcing statutes, disciplinary actions, personnel 
expenditures, general operating expenses. 

The DHCC’s authority to charge the fees in its schedule is provided by BPC, Section 1944. 

Because the DHCC was created in FY 2009/10, the history of fee changes can only be provided 
for the past four (4) years. When the DHCC began operations in FY 2009/10, the primary means 
of revenue, the RDH biennial license renewal fee, was at its maximum ceiling of $80 and has 
remained at this level until January 1, 2014, when new fee increases are implemented (detailed in 
question #9). 

In FY 2011/12, SB 1202 (Ch. 331, Statutes of 2012), increased the RDH biennial renewal fee 
ceiling to $160, in addition to creating new permit categories for additional office spaces for 
RDHAPs, extramural clinical facilities for educational institutions, teaching permits for out-of-state 
licensees, mobile dental hygiene clinics, and their associated renewal fees. Although these new 
fee categories were created in FY 2012/13, they will not generate enough continuous and reliable 
revenue to sustain the fund to avoid insolvency. 

With the DHCC’s fund threatened with insolvency by FY 2014/15, staff prepared scenarios to 
increase revenue to avoid insolvency.  The only continuous and reliable source of revenue to 
maintain the fund’s solvency is to increase all license renewal and delinquency fees.  The DHCC’s 
license renewals for all license types are based on biennial renewal cycles. Table 4 displays the 
fee schedule and revenue over the FYs indicated. Some of the fees in the table are no longer 
valid due to a change in the rate or did not exist in the particular FY, but are listed because some 
licensees are required to pay prior fees from earlier charges in order to validate their license. 
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Table 4. Fee Schedule and Revenue 

Fee 
Current 

Fee 
Amount 

Statutory 
Limit 

FY 
2009/10 
Revenue 

a 

FY 
2010/11 
Revenue 

a 

FY 
2011/12 
Revenue 

a 

FY 
2012/13 
Revenue 

a 

% of 
Total 

Revenue 

APPLICATION FEES 

RDH Application Fee ($50) $50 $250 8,900 49,350 46,350 30,800 
Various 

% 

RDH Application Fee ($20) $20 $250 3,520 N/A N/A N/A 
Various 

% 

RDHAP Application Fee ($50) $50 $250 1,200 3,650 3,000 2,700 
Various 

% 
RDHEF Application Fee ($50) $50 $250 0 0 0 0 0% 
CE Provider Application Fee 
($250) $250 $500 0 0 0 0 0% 
EXAMINATION FEES 

RDH Clinical Exam Fee ($525) $525 
Actual Cost 

of Exam 184,790 481,374 309,225 100,800 
Various 

% 
RDHEF Clinical Exam Fee 
($250) $250 

Actual Cost 
of Exam 0 0 0 0 0% 

Dental Student Exam Fee ($525) $525 
Actual Cost 

of Exam 0 0 0 0 0% 
LICENSURE FEES 
RDH Original License 
Application Fee* ($100) $100 $250 N/A N/A N/A 26,400 

Various 
% 

RDHAP Initial License Fee 
($100) $100 $250 N/A N/A N/A 2,700 

Various 
% 

RDHAP License Fee ($250) $250 $250 10,250 18,250 15,000 13,500 
Various 

% 
RDHAP FNP Initial License Fee 
($80) $80 $250 400 1,920 3,040 1,840 

Various 
% 

RDHAP FNP ½ Initial License 
Fee ($40) $40 $125 120 320 560 240 

Various 
% 

RENEWAL FEES 
RDH Biennial Renewal Fee 
($80) $80 $160 620,920 706,290 701,030 736,640 

Various 
% 

RDH Biennial Renewal Fee 
($70) $70 $80 7,060 3,430 770 N/A 

Various 
% 

RDH Biennial Renewal Fee 
($55) $55 $80 1,100 990 275 N/A 

Various 
% 

RDH Biennial Renewal Fee 
($35) $35 $80 210 660 315 N/A 

Various 
% 

RDHAP Biennial Renewal Fee 
($80) $80 $160 9,440 11,680 15,520 16,160 

Various 
% 

RDHAP FNP Biennial Renewal 
Fee ($80) $80 $80 0 800 2,240 2,960 

Various 
% 

RDHAP FNP ½ Biennial 
Renewal Fee ($40) $40 $80 0 0 0 0 

Various 
% 

RDHAP FNP ½ Biennial 
Renewal Fee ($35) $35 $70 0 0 35 N/A 0% 
RDHEF Biennial Renewal Fee 
($80) $80 $160 1,440 640 1,760 720 

Various 
% 

RDH Delinquent Renewal Fee 
($40) $40 

½ License 
Renewal 

Fee 10,020 11,230 12,680 13,040 
Various 

% 
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Table 4. Fee Schedule and Revenue (continued) 

RDH Delinquent Renewal Fee 
($35) $35 

½ License 
Renewal 

Fee 2,870 1,530 70 N/A 
Various 

% 

RDH Delinquent Renewal Fee 
($25) $25 

½ License 
Renewal 

Fee 625 825 150 N/A 
Various 

% 

RDHAP Delinquent Renewal 
Fee ($40) $40 

½ License 
Renewal 

Fee 190 120 160 80 
Various 

% 

RDHAP FNP Delinquent 
Renewal Fee ($40) $40 

½ License 
Renewal 

Fee 0 40 120 0 
Various 

% 

RDHEF Delinquent Renewal 
Fee ($40) $40 

½ License 
Renewal 

Fee 0 0 0 0 0% 
OTHER DHCC PROGRAM 
FEES 

Duplicate License Fee ($25) $25 $25 7,025 6,100 6,750 8,625 
Various 

% 

Certification of Licensure Fee 
($25) $25 

½ License 
Renewal 

Fee 2,275 1,875 2,150 1,950 
Various 

% 
CE Course Review Fee* ($300) $300 $300 N/A N/A N/A 300 0% 
CE Provider Annual Renewal 
Fee ($250) $250 $250 0 0 0 0 0% 
Curriculum Review & Site 
Evaluation Fee* ($2,100) $2,100 $2,100 N/A N/A N/A 0 

Various 
% 

RDHAP Additional Office Permit 
Fee* ($100) $100 $250 N/A N/A N/A 0 

Various 
% 

RDHAP Additional Office Permit 
Renewal Fee* ($100) $100 $250 N/A N/A N/A 0 

Various 
% 

Extramural Dental Facility Fee* 
($200) $200 $250 N/A N/A N/A 200 

Various 
% 

Mobile Dental Hygiene Unit 
Permit Fee* ($100) $100 $250 N/A N/A N/A 0 

Various 
% 

Mobile Dental Hygiene Unit 
Permit Renewal Fee* ($100) $100 $250 N/A N/A N/A 0 

Various 
% 

Special Permit (Teaching)* ($80) $80 $160 N/A N/A N/A 0 
Various 

% 
Special Permit (Teaching) 
Renewal Fee* ($80) $80 $160 N/A N/A N/A 0 

Various 
% 

Note: Revenue data is listed as per CALSTARS FM13 reports; N/A = not applicable due to fee change or not implemented 

*Fees effective as of January 1, 2013 

a) Total Revenue: FY 2009/10 = $1,349,526; FY 2010/11 = $1,307,531; FY 2011/12 = $1,121,228; FY 2012/13 = $972,256 

13.Describe Budget Change Proposals (BCPs) submitted by the board in the past four fiscal years. 
Despite the poor economic climate in the state that has existed since the creation of the DHCC in 
2009, the DHCC has worked diligently to maximize its resources while staying within budget 
parameters set by the Governor’s Office, Department of Finance, and the DCA. However, the 
inability to successfully fill requested positions has meant that the DHCC has not been able to 
meet all of the targeted Strategic Plan goals. Table 5 displays the BCPs presented to address 
programmatic issues and their results. 
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Table 5. Budget Change Proposals (BCPs) 

BCP ID # Fiscal 
Year 

Description of 
Purpose of 

BCP 

Personnel Services OE&E 
# Staff 

Requested 
(include 

classification) 

# Staff 
Approved 
(include 

classification) 

$ 
Requested 

$ 
Approved 

$ 
Requested 

$ 
Approved 

N/A 2011/12 

Staff for 
Continuing 
Education 
Program 

1.0, Staff 
Services 
Analyst 

0 $63,000 0 $13,000 0 

1110-01L 2012/13 

Special Permits 
(created by SB 

1202 – Ch. 
331, Statutes of 

2012) 

1.0 (Office 
Technician – 

typing) 

1.0 (Office 
Technician – 

typing) 
$53,000 $53,000 $13,000 $13,000 

Staffing Issues 

14.Describe any staffing issues/challenges, i.e., vacancy rates, efforts to reclassify positions, staff 
turnover, recruitment and retention efforts, succession planning. 
The DHCC’s vacancy rate is roughly 13% which equals to about one vacant position per year out 
of the eight positions the DHCC is currently authorized.  In FY 2010/11, and part of FY 2011/12, 
the DHCC had difficulty in filling vacated positions due to the state’s hiring freeze that was in place 
at the time.  For one of these two years, the DHCC operated with only three staff where only vital 
program operations could be addressed. Once the hiring freeze was lifted, additional staff was 
hired and the DHCC has not had any issue with recruiting qualified individuals to fill its vacant 
positions. The challenge for the DHCC has been to acquire new positions to address current staff 
workloads that need to be addressed such as CE review and audits, educational institution 
reviews, regulations, and citation and fine. 

The DHCC previously requested additional staff through a BCP to address the CE review and 
audit programmatic workloads.  However, due to the economic climate within the state at that 
time, the request was denied. The DHCC needs an additional staff person to address the CE 
Review and Audit Program workload to ensure that the licensees who have had their licenses 
renewed remain compliant with the license renewal law (BPC, Section 1936.1). The CE audit 
provides the DHCC a method to ensure compliance with the license renewal requirements, 
otherwise, licensees may be subject to consequences such as citation and fine. These licensees 
may also be a detriment to the public by not being current in their practice techniques or CE 
requirements such as infection control and basic life support, etc. This can cause a direct threat 
to consumer protection if a licensee is not aware of or does not apply current infection control 
procedures as cross-contamination can occur, or is unfamiliar with basic life support skills should 
an incident happen with a patient. 

In 2013, the DHCC also attempted to re-classify one of its vacant positions to create a managerial 
position to assist the EO with programmatic oversight and management.  This would free the EO 
to address other pressing issues such as enforcement, outreach, education, and communication 
with associations, dental hygiene schools, licentiates, the Legislature, the DCA Executive Office, 
and other interested stakeholders. Unfortunately, the request was denied by the DCA Office of 
Human Resources (OHR) as they indicated that it did not conform to the current CalHR standards 
due to an insufficient number of analytical staff that the manager would supervise. 
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After a review of the CalHR standards for managerial positions as posted on their website, the 
DHCC disagrees with the DCA OHR’s decision that the request does not conform to the manager 
standards. As per CalHR standards, a Staff Services Manager I is the first working supervisor 
level that supervise a small group of analysts performing journeyperson level work and personally 
performs the most difficult or sensitive work and may direct functions such as budgeting, 
management analysis, and/or personnel. There is no “small group of analysts” definition on the 
website and, as such, the DHCC’s re-classification request fulfilled the CalHR standard’s 
programmatic function and supervisory description by having four analytical positions on staff.  
The reclassification and/or position request will be sought through the Sunset Review process as 
the DHCC’s view is that the request should not have been denied. 

The EO has the ultimate responsibility to oversee all of the DHCC’s programs; however, a 
supervising managerial position is needed for specific oversight of support staff and the day-to­
day office operations and decisions to allow the EO to focus her efforts on the issues outside of 
program operations. In order for the DHCC to properly educate and inform the public, educational 
institutions, associations, and other interested stakeholders of the DHCC’s existence, governing 
mandates, and oversight, the EO must have the time and resources to contact and communicate 
with these parties to convey the DHCC’s primary mandate of consumer protection and how it 
conducts business. With most of her attention focused on the daily programmatic operations of 
the DHCC office, she is prohibited from completing these functions and can only address them 
periodically. As a result, the DHCC has not been able to promote itself to the extent of the 
DHCC’s goals which inhibits the growth of the only existing stand-alone dental hygiene program in 
the country. 

The DHCC was recently informed by the DCA Facilities Unit that an anticipated move date into a 
larger office will be in early 2014. The DHCC has no additional workspace to accommodate any 
new positions in its current office location.  New office space is not only needed for additional staff, 
but to adequately house the DHCC’s equipment, supplies, licensing and enforcement records, 
reference and historical materials, and anticipated additional programmatic growth. The DCA is 
working to provide the DHCC with additional office space in the current building, but needs to 
move two other boards before new space becomes available. 

The DHCC has been involved with the DCA’s master succession plan and will continue to 
participate in its development. Because the DHCC is a small program, there is ample opportunity 
for staff cross-training and professional growth and knowledge. 

15.Describe the board’s staff development efforts and how much is spent annually on staff 
development. 
The DHCC is fortunate to be a part of the DCA, who provide a plethora of educational and training 
courses for all staff to participate in at minimal or no cost to the program.  The DCA training 
program is called SOLID Training Solutions.  They provide the majority of education and training 
courses in topics such as contracts, project management, purchasing, sexual harassment, 
business writing, and many other topics that apply to the state’s work environment. As such, the 
DHCC has projected to spend approximately $500 - $1,000 each year for training staff utilizing 
external vendors. The EO is also very flexible in approving training courses or new project 
opportunities for staff, so long as there is adequate coverage in the office to maintain operations. 
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Section 4 
Licensing Program 

The California Dental Practice Act (DPA), with related statutes and regulations, establishes the 
requirements for an RDH license. There are three pathways to obtain licensure in California.  The 
three pathways are: 

• DHCC Clinical Licensure Exam; 
• WREB exam; and 
• Licensure by Credential (LBC). 

16.What are the board’s performance targets/expectations for its licensing2 program? 
The DHCC’s performance targets/expectations for its licensing program meets the guidelines as 
presented in California Code of Regulations (CCR), Section 1069 Permit Reform Act of 1981, 
pertaining to application processing times. This regulation provides a detailed timeline for the 
processing of permits, applications, certifications, registrations, or other form of authorization 
required by a state agency to engage in a particular activity or act. The DHCC follows these 
timelines to process its applications and maintains a processing period that is less than the 
maximum. 

As stated in the regulation, the maximum period of time allotted to notify an applicant that their 
application is complete or deficient is 90 days. The DHCC is currently processing applications 
within 30 days, which is well within the specified timeframe of 120 days. 

Is the board meeting those expectations? 
The DHCC is not only meeting, but exceeding its expectations and takes an average of 30 days to 
process a completed application.  If an application is incomplete or deficient, the processing time 
increases to an average of 58 days to complete an application, which is still within the allotted 
timeline of 120 days. 

If not, what is the board doing to improve performance? 
The DHCC continues to improve its efficiencies in processing applications and intends to remain 
well within the allotted timelines to process all applications and permits. The DHCC is part of a 
department-wide effort to replace its two antiquated computer systems with a single system called 
BreEZe.  The BreEZe system, when implemented, is a computer program that will increase all 
existing program efficiencies.  Some examples of the BreEZe system capabilities are to allow 
licensees to renew their license online with a credit card in real time, improve the tracking of 
applicant and licensee data in a single source, make address and name changes in real time by 
the licensee rather than having to rely on program staff, and other programmatic efficiency 
changes associated with a new modern computer system. 

2 The term “license” in this document includes a license certificate or registration. 
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17.Describe any increase or decrease in average time to process applications, administer exams, 
and/or issue licenses. 

Since the addition of an examination analyst position in 2012, the DHCC has improved the 
processing time for examination results. The average time between the examination and the 
issuance of a license has decreased from 4 to 6 weeks in 2012 to approximately 2 weeks in 2013. 

The electronic fingerprint requirements have delayed licensure renewal in some cases, as the 
licensee must complete this task through the livescan process at a local law enforcement agency. 
We expect this to be relieved with the implementation of the BreEZe computer system which will 
allow license renewals to be completed online. 

The DHCC is anticipating an increase in the average time for processing applications and license 
renewals with the initial implementation of the BreEZe computer system. With the new system 
being implemented, the DHCC will need to dedicate staff time to monitor how efficient the system 
is functioning during the transition.  Having a manager to oversee staff during this time is essential 
to help alleviate any issues as they arise. The transition to the new system could also cause 
workload backlogs and delays with staff redirecting their efforts to ensure a smooth transition to 
the BreEZe system.  Once the BreEZe system is functioning as planned, the DHCC expects the 
average processing times to be reduced significantly. 

Have pending applications grown at a rate that exceeds completed applications? 
The DHCC has not experienced a growth rate in pending applications that exceeds the completed 
applications. 
If so, what has been done to address them? 
N/A. 
What are the performance barriers and what improvement plans are in place? 
As was discussed previously, the most significant performance barrier for the DHCC is the lack of 
a managerial position to directly oversee programmatic functions, including the transition to the 
new BreEZe computer system, support staff, and have the ability to make executive-level and 
supervisory decisions in the absence of the EO. Without adequate managerial staff, the EO has 
had to perform the functions of both EO and working manager which leads to a decrease in 
programmatic performance and efficiency for the DHCC. 

What has the board done and what is the board going to do to address any performance issues, 
i.e., process efficiencies, regulations, BCP, legislation? 
If any performance issues arise for the DHCC to properly process its applications or license 
renewals, it will review office and departmental policy and procedures, promulgate regulations, 
submit BCP(s), or pursue legislation to address and alleviate those issues. 

18.How many licenses or registrations does the board issue each year?  	How many renewals does 
the board issue each year? 
The DHCC issues approximately 800 licenses and approximately 9,000 renewals per year. 

The DHCC is responsible for the license renewal and oversight of over 18,000 active licentiates 
and over 30,000 licenses total inclusive of those licenses on an inactive status. Table 6 displays 
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the breakdown of each license category and the number of active licenses. With 30 dental 
hygiene programs now operating in the state, the number of new graduates is over 800 per year. 

Table 7b displays the total number of license renewals that the DHCC issued for the past three 
fiscal years. On average, the number of renewals for active licentiates per year is 8,484 for RDH, 
RDHEF, and RDHAP licenses. 

Table 6. Licensee Population 
FY 

2009/10 
FY 

2010/11 
FY 

2011/12 
FY 

2012/13 

Registered Dental Hygienist (RDH) 

Active 17,472 17,964 18,139 18,548 
Out-of-State N/A N/A N/A N/A 
Out-of-Country N/A N/A N/A N/A 
Delinquent 1,823 1,876 2,168 2,205 

Registered Dental Hygienist Alternative Practice 
(RDHAP) 

Active 288 339 403 445 
Out-of-State N/A N/A N/A N/A 
Out-of-Country N/A N/A N/A N/A 
Delinquent 15 17 13 16 

Registered Dental Hygienist Extended Function 
(RDHEF) 

Active 31 30 31 31 
Out-of-State N/A N/A N/A N/A 
Out-of-Country N/A N/A N/A N/A 
Delinquent 1 2 1 1 

Fictitious Name Permit (FNP) 

Active 6 36 85 106 
Out-of-State N/A N/A N/A N/A 
Out-of-Country N/A N/A N/A N/A 
Delinquent 2 1 3 8 

Table 7a. Licensing Data by Type 

Application 
Type Received Approveda Closed Issueda 

Pending Applicationsc 
Cycle Times (avg. # of 

days)d 

Totalb 

(Close of 
FY) 

Outside 
Board 

control* 

Within 
Board 

control* 
Complete 

Apps 
Incomplete 

Appsd 

combined, 
IF unable 

to separate 
out 

FY 
2010/11 

(Exam) 682 549 N/A N/A 133 N/A 0 30 60 N/A 
(License) 774 837a N/A 837a 0 N/A 0 45 60 N/A 
(Renewal) N/A 6,199 N/A 6,199 N/A N/A 0 10 18 N/A 

FY 
2011/12 

(Exam) 656 611 N/A N/A 45 N/A 0 21 50 N/A 
(License) 919 841 N/A 841 78 N/A 0 40 60 N/A 
(Renewal) N/A 10,106 N/A 10,106 N/A N/A 0 0 12 N/A 

FY 
2012/13 

(Exam) 533 401 N/A N/A 132 N/A 0 14 45 N/A 
(License) 1,364 897 N/A 897 467c N/A 0 30 58 N/A 
(Renewal) N/A 9,149 N/A 9,149 N/A N/A 0 0 10 N/A 

* Optional. List if tracked by the board. 
a - Approved and Issued for Exam and License may include pending applications from the prior year. 
b – Exam administered just before close of FY. 
c – Pending applications for licensure have increased due to an increase in WREB applicants. 
d – Average # of days depend upon how quickly the applicant or licensee responds to DHCC’s request(s) for information. 
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Table 7b. Total Licensing Data 

Initial Licensing Data: 

FY 
2010/11 

FY 
2011/12 

FY 
2012/13 

Initial License/Initial Exam Applications Received (California) 619 546 375 
Initial License/Initial Exam Applications Received {includes Registered Dental 
Hygienist (RDH) California Clinical, Licensure By Credential (LBC) & Western 
Regional Examination Board (WREB)} 702 858 721 

Initial License/Initial Exam Applications Approved (RDH) 384 210 15 

Initial License/Initial Exam Applications Approved (WREB) 193 282 311 

Initial License/Initial Exam Applications Approved (LBC) 42 54 49 
Initial License/Initial Exam Applications Received {Registered Dental Hygienist in 
Alternative Practice (RDHAP)} 72 61 44 

Initial License/Initial Exam Applications Approved (RDHAP) 53 62 52 

Initial License/Initial Exam Applications Received {Fictitious Name Permits (FNP)} 28 52 28 

Initial License/Initial Exam Applications Approved (FNP) 6 51 28 

Initial License/Initial Exam Applications Closed N/A N/A N/A 

License Issued RDHa 764 779 739 

License Issued RDHAPa 53 62 52 

License Issued FNPa 6 51 28 

Initial License/Initial Exam Pending Application Datab: 
Pending Applications (total at close of FY) 15 13 18 

Pending Applications (outside of board control)* N/A N/A N/A 

Pending Applications (within the board control)* 0 0 0 

Initial License/Initial Exam Cycle Time Data (WEIGHTED AVERAGE)c: 
Average Days to Application Approval (All - Complete/Incomplete) 40 35 30 

Average Days to Application Approval (incomplete applications)* 30 28 25 

Average Days to Application Approval (complete applications)* 6 5 3 

License Renewal Data: 
License Renewed 6,199 10,106 9,149 

* Optional. List if tracked by the board. 
Note: 
a) The number of licenses issued does not reflect the number of applications received in any given FY. 
b) The pending applications outside of the DHCC’s control include applicants awaiting fingerprint clearances from 

the DOJ and/or FBI. 
c) The average # of days for the Cycle Time Data to process an incomplete application depends upon how quickly the 

applicant or licensee responds to the DHCC’s request(s) for information. 
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19.How does the board verify information provided by the applicant? 
a.	 What process is used to check prior criminal history information, prior disciplinary actions, or 

other unlawful acts of the applicant? 
The DHCC requires all applicants to provide electronic fingerprints (livescan), any pertinent 
court documents, and a letter of explanation about the unlawful act from the applicant. 

b. Does the board fingerprint all applicants? 
The DHCC requires fingerprinting of all its applicants using the livescan process. 

c.	 Have all current licensees been fingerprinted? If not, explain. 
The DHCC promulgated regulations requiring all active licensees to be electronically 
fingerprinted. The DHCC has completed the fingerprinting of approximately 90% of the dental 
hygiene licensing population.  The remaining 10% are either in an inactive license status, 
making them exempt from the fingerprinting requirement, or reside outside of California. Many 
licensees reside outside of California or elect to place their license on an inactive status, 
exempting them from the fingerprint requirement because they are not practicing in the state. 

d. Is there a national databank relating to disciplinary actions? 
Yes, the National Practitioner Databank is the repository for reporting DHCC licensee 
disciplinary actions. 

Does the board check the national databank prior to issuing a license? 
The DHCC checks this databank prior to issuing a license. 

Renewing a license? 
No, the DHCC does not check the national databank for license renewals because it receives 
subsequent arrest reports from the Department of Justice (DOJ) and FBI, which are reviewed 
by the DHCC enforcement program. 

e.	 Does the board require primary source documentation? 
The DHCC requires primary source documentation as per BPC, section 1917, to obtain a 
California dental hygiene license. The documentation consists of: 

•	 Proof of satisfactory completion directly from the NDHBE; 

•	 Proof of graduation directly from a dental hygiene educational program approved by the 
DHCC and accredited by CODA; 

•	 Proof of satisfactory completion of the DHCC Clinical Licensure Examination or from 
WREB; and 

•	 Proof of satisfactory completion of the DHCC Law and Ethics Examination. 
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20.Describe the board’s legal requirement and process for out-of-state and out-of-country applicants 
to obtain licensure. 
The DHCC does not differentiate between out-of-state, out-of-country, and in-state applicants. 
The legal requirements and process for licensure for all applicants are the same pursuant to BPC, 
Sections 1917 and 1917.1. The only exception is the implementation of BPC, Section 115.5 
whereby these individuals are granted priority during the application process due to their spouse 
or domestic partner’s military status. 

21.Does the board send No Longer Interested notifications to DOJ on a regular and ongoing basis? 
Yes, the DHCC sends a notice to the DOJ whenever a license is revoked.  An individual who had 
a license revoked and petitions the DHCC for reinstatement, must start the licensure process as a 
new applicant including electronic fingerprints. 

Is this done electronically? 
The DHCC sends No Longer Interested notifications to the DOJ by either fax or regular mail. 

Is there a backlog?  If so, describe the extent and efforts to address the backlog. 
The DHCC does not have a workload backlog for No Longer Interested notifications to the DOJ. 

Examinations 
Table 8 summarizes the examination data over the past four (4) years for each of the licensure 
categories indicated. 

Table 8. Examination Data 

The DHCC Clinical Licensure and Law and Ethics Examinations 
License Type RDH RDH RDHAP 

Exam Title DHCC Clinical Law and Ethics Law and Ethics 

FY 2009* 
# of 1st Time Candidates 783 486 14 

Pass % 83 98 100 

FY 2010* 
# of 1st Time Candidates 682 674 38 

Pass % 81 80 84 

FY 2011* 
# of 1st Time Candidates 656 700 73 

Pass % 86 78 70 

FY 2012* 
# of 1st time Candidates 533 739 65 

Pass % 88 75 72 
Date of Last Occupational Analysis (OA) 1998 2010 2010 

Name of OA Developer DCA/OPES** DCA/OPES** DCA/OPES** 
Target OA Date TBD TBD TBD 
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National (NDHBE) Examination (PLEASE SEE NDHBE NOTE BELOW***) 
License Type RDH RDH RDH 

Exam Title NDHBE NDHBE NDHBE 

FY 2009/10 
# of 1st Time Candidates N/A N/A N/A 

Pass % N/A N/A N/A 

FY 2010/11 
# of 1st Time Candidates 

Pass % 
N/A N/A N/A 
N/A N/A N/A 

FY 2011/12 
# of 1st Time Candidates N/A N/A N/A 

Pass % N/A N/A N/A 

FY 2012/13 
# of 1st time Candidates N/A N/A N/A 

Pass % N/A N/A N/A 
Date of Last OA N/A N/A N/A 

OA Developer N/A N/A N/A 
Target OA Date N/A N/A N/A 

Note: 

a)	 *The exam data for 2009, 2010, 2011, and 2012 are calendar years, not fiscal years, as calendar years capture complete exam cycles. 

b)	 **DCA/OPES = the Department of Consumer Affairs Office of Professional Examination Services. 

c)	 ***The National Dental Hygiene Board Examination (NDHBE) maintains its own records and does not readily share the examination data with 

outside agencies. As such, the DHCC could not obtain the information requested about the national examination. 

22.Describe the examinations required for licensure.	 Is a national examination used? Is a California 
specific examination required? 

There are three examinations that are required for licensure: The NDHBE and the DHCC Clinical 
Licensure Examination, or the WREB (a regional examination), and the DHCC Law and Ethics 
Examination that all candidates must pass. 

The purpose of the NDHBE is to ensure that each examination candidate and applicant for 
licensure has achieved the level of knowledge, skill, and judgment necessary to practice in a safe 
and responsible manner. Accordingly, all candidates are expected to pass the examination on 
their own merit without assistance, and are expected to maintain the confidentiality of the 
examination. Members of the public who entrust dental hygienists with their well-being expect that 
they are trustworthy and competent individuals. 

The NDHBE is a comprehensive examination consisting of 350 multiple-choice examination items. 
The examination has two components; a discipline based component and a case based 
component. The discipline-based component includes 200 items addressing three major areas: 
1) Scientific Basis for Dental Hygiene Practice; 2) Provision of Clinical Dental Hygiene Services; 
and 3) Community Health/Research Principles. 

The case-based component includes 150 case-based items that refer to 12 to 15 dental hygiene 
patient cases. These cases presented in this component contain information dealing with adult 
and child patients by means of patient histories, dental charts, radiographs, and clinical 
photographs.  Information about the American Dental Association NDHBE is available in their 
2013 Guide on their website at: www.ada.org. 
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The purpose of the WREB is to evaluate an applicant’s ability to utilize professional judgment and 
clinical competency in providing oral health care to a patient. 

The WREB exam consists of two examinations: a Local Anesthesia Exam and a Dental Hygiene 
Examination. The Local Anesthesia Exam and the Dental Hygiene Exam are two-part exams with 
written and clinical components with patient treatment required. Overall successful completion of 
the WREB Local Anesthesia Examination and the Dental Hygiene Examination requires a passing 
score in both the written exam and the clinical exam components. 

The Local Anesthesia Written examination includes a 55 question, multiple-choice, computer 
administered exam. The Local Anesthesia Clinical examination requires two nerve block 
injections to be performed during the test. The Dental Hygiene Clinical examination covers patient 
qualifications, calculus detection and removal, and periodontal probing and recession 
measurements. The written exam is an interactive computer exam that simulates the process of 
dental hygiene care in a clinical setting. Information about the WREB dental hygiene exam is 
available in their 2013 Guide on their website at: www.wreb.org. 

RDH's are licensed in California by the DHCC. Applicants must pass both clinical and written 
examinations in ethics and California dental law and undergo a criminal history investigation, prior 
to receiving a license. Protection of the public shall be the highest priority for the DHCC in 
exercising its licensing, regulatory, and disciplinary functions as per BPC, Section 1902.1 which 
states: 

“Protection of the public shall be the highest priority for the committee in exercising its 
licensing, regulatory, and disciplinary functions. Whenever the protection of the public is 
inconsistent with other interests sought to be promoted, the protection of the public shall be 
paramount.” 

The DHCC Clinical Licensure Examination is designed to ensure that all candidates for licensure 
are clinically competent.  Each candidate must pass a clinical examination which includes an 
examination of a patient and complete scaling and root planing of one or two quadrants. Each 
applicant for licensure as a RDH who attains a grade of 75% in the practical examination 
designated by the DBC shall be considered as having passed the examination as per CCR, 
Section 1083(a). 

Prior to issuance of a license, an applicant for licensure as a RDH shall successfully complete a 
supplemental written examination in the DHCC Law and Ethics. The DHCC Law and Ethics 
Examination, as stated in CCR, Section 1082.3, requires: 
(a) The examination shall test the applicant’s knowledge of California Law as it relates to the 

practice of dental hygiene. 
(b) The examination on ethics shall test the applicant’s ability to recognize and apply ethical
 

principles as they relate to the practice of dental hygiene.
 
(c) An examinee shall be deemed to have passed the examination if his/her score is at least 75% 

in each examination. 

23.What are pass rates for first time vs. retakes in the past four fiscal years?	 (Refer to Table 8: 
Examination Data) 

In 2009, the pass rate for first time DHCC Clinical Examination takers was 83% and the exam 
retake pass rate was 50%. In 2010, the pass rate for first timers was 81%, while the retake pass 
rate was 59%. In 2011, the first time pass rate was 87% and the retake pass rate was 65%. In 
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2012, the first timer pass rate was 88% and the retake pass rate was 69%. The table below 
summarizes the exam pass rates for first time exam takers and the percentage of pass rates for 
individuals retaking the exam in their respective years. The data is presented in calendar year 
rather than fiscal year to coincide with the examination schedule. 

Calendar Year DHCC Clinical Exam Pass 
Rate – 1st Time 

DHCC Clinical Exam Pass 
Rate - Retake 

2009 83% 50% 

2010 81% 59% 

2011 87% 65% 

2012 88% 69% 

24.Is the board using computer based testing? If so, for which tests? Describe how it works.	 Where 
is it available? How often are tests administered? 

The DHCC RDH and RDHAP Law and Ethics Examinations are computer-based tests.  The law 
and ethics exams are available at multiple testing centers statewide and are administered on a 
continuous basis. Applicants schedule their own examination appointments at their convenience. 
The DHCC uses a secured vendor, Psychological Services, Incorporated (PSI Services, Inc.), as 
part of the department-wide contract to administer the law and ethics examinations. 

25.Are there existing statutes that hinder the efficient and effective processing of applications and/or 
examinations? If so, please describe. 

Currently, there are no existing statutes that hinder the efficiency of processing the DHCC license 
applications. However, with new regulations proposed requiring the review and processing of 
other types of applications (e.g., soft tissue curettage, local anesthesia, nitrous oxide and oxygen 
analgesia administration, feasibility study applications, educational programs), there will be an 
additional workload to address and the current DHCC staff cannot absorb it. The DHCC will need 
additional staff to process these new applications. If the DHCC cannot add additional staff, it 
could potentially have a negative impact on the processing of applications for licensure and 
examinations due to the added workload created by the new regulations. 

School approvals 
26.Describe legal requirements regarding school approval. 

The legal requirements for school approvals are set forth in BPC, Section 1941 and CCR, 

Sections 1072 – 1073.3.  The DHCC also has the authority to evaluate currently approved 

educational programs for RDH, RDHAP, and RDHEF.
 

The DHCC shall grant or renew approval of only those educational programs that meet the 
statutory and regulatory requirements set by the DHCC which includes adherence to CODA 
standards. The DHCC may withdraw or revoke a dental hygiene school approval if CODA has 
indicated intent to withdraw approval or has withdrawn approval. 

New educational programs must submit a feasibility study demonstrating the need for a new 
educational program and apply for approval prior to seeking initial accreditation from the national 

Page 31 of 61 



   

     
 

   
   

 
    

    
 

 
     

 
  

 
 

   
     

    
  

 
   

  

    
     

   
    

 
 

      
  

 
  

 
   

   
    

 
  

  
    

 
  

  
 

 
   

   
 

  

accrediting body, CODA. The program must also be provided by a college or institution of higher 
education accredited by a regional agency recognized by the United States Department of 
Education. The DHCC has the authority to approve, provisionally approve, or deny approval of a 
new dental hygiene educational program. 

Current regulations stipulate dental hygiene educational programs shall be two academic years 
and not less than 1,600 clock hours that leads to an associate or higher degree. 

Who approves your schools? 
By law, dental hygiene educational programs approved by the DBC on or before June 30, 2009, 
are deemed approved.  Effective January 1, 2013, the DHCC has the authority to approve, 
provisionally approve, deny, or renew approval of the dental hygiene educational programs in 
California. 

The DHCC is in the process of promulgating regulations to clarify and strengthen requirements for 
dental hygiene educational programs in California. This includes specific requirements for 
admission, curriculum, faculty and faculty resources, facilities, and equipment that will be required 
for all California dental hygiene programs by 2016. 

What role does BPPE have in approving schools? How does the board work with BPPE in the 
school approval process? 
The highest priority of the DHCC and the DCA Bureau for Private Postsecondary Education 
(BPPE) is the protection of the public. The DHCC has met with BPPE and have conferred on 
issues of mutual concern regarding approval of educational programs. The DHCC and BPPE are 
currently working to form a Memorandum of Understanding (MOU) to collaborate between 
agencies in the private postsecondary school approval process. This MOU is projected to be 
completed sometime in 2014. 

Both agencies have agreed that a person shall not open, conduct, or do business as a private 
postsecondary educational institution in this state without obtaining an approval to operate 
[Education Code (EDC), Section 94886].  An approval to operate shall be granted only after an 
applicant has presented sufficient evidence to the DHCC, and the DHCC has independently 
verified the information provided by the applicant through site visits or other methods deemed 
appropriate by the DHCC, that the applicant has the capacity to satisfy the minimum operating 
standards. The DHCC shall deny an application for an approval to operate if the application does 
not satisfy these standards of law (EDC, Section 94887 and BPC, Section 1941). 

If the DHCC provides an approval to offer an educational program and the institution already has 
a valid approval to operate issued by the BPPE, the DHCC’s educational program approval may 
satisfy the requirements without further review by the BPPE. The BPPE may incorporate the 
educational program into the institution’s approval to operate when the BPPE receives 
documentation signifying the conferral of the educational program approval by the DHCC 
(EDC, Section 94892). 

The DHCC and BPPE maintain constant communication and share information with regard to the 
dental hygiene educational programs throughout the state. The BPPE concentrates its efforts on 
private, non-exempt schools, while the DHCC oversees all dental hygiene educational programs. 
The DHCC will also promulgate new regulations to require new dental hygiene schools to obtain 
approval from the BPPE prior to implementing their program. 
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27.How many schools are approved by the board? How often are schools reviewed? 
The DHCC has current oversight of 30 CODA accredited dental hygiene educational programs in 
the state.  These programs are reviewed by CODA every seven years and must continue to meet 
strict requirements in order to continue their accreditation. The DHCC relied on CODA’s review of 
the educational programs to remain in compliance in the past; however, starting in January 2013, 
the DHCC began to review all new and existing dental hygiene programs to ensure that they meet 
the minimum standards as set by CODA and contained in the DHCC statutes and regulations. 

The DHCC has requested the accreditation approval information from all of the California 
educational programs to be placed on file. The DHCC intends to utilize its resources to review all 
of the educational programs in the state to ensure they are in compliance with all applicable laws 
and regulations.  Since the DHCC has just begun to review the dental hygiene educational 
programs, the frequency at which the schools are reviewed is still to be determined.  If an issue 
arises to where a review of a school is warranted that is not scheduled for a review, the DHCC will 
act immediately to initiate a review of the school. 

28.What are the board’s legal requirements regarding approval of international schools? 
The DHCC does not have statutory authority to review or approve any international schools. 

Continuing Education/Competency Requirements 
29.Describe the board’s continuing education/competency requirements, if any.	  Describe any 

changes made by the board since the last review. 
a.	 How does the board verify CE or other competency requirements? 

The DHCC requires, as a condition of biennial license renewal, that licensees complete 25 
hours (RDH & RDHEF licensees) or 35 hours (RDHAP licensees) of CE, of which two (2) 
hours of CE is in infection control standards and two (2) hours of CE is in the California Dental 
Practice Act. In addition, the completion of a four unit maximum certification training course in 
basic life support is required (CCR, Section 1017). Licensees sign an affidavit that the number 
of CE units (hours) have been met as well as the mandatory courses have been completed. 

In addition, the DHCC voted to amend BPC, Section 1936.1 to include continued competency 
requirements in SB 1202 (Ch. 331, Statutes of 2012).  Continued competence assures the 
public that practitioners continue to be competent and safe to practice years after completing 
education and first becoming licensed. During the legislative process for SB 1202, due to the 
political climate, it was recommended that the language for continued competence be removed 
from the bill. 

b. Does the board conduct CE audits on its licensees?  Describe the board’s policy on CE audits. 
The DHCC has the authority to conduct CE audits pursuant to CCR, Section 1017(a)(n)(o); 
however, due to limited staff resources, they cannot be completed on an ongoing basis.  
Currently, the DHCC only conducts CE audits for licensees under investigation for 
enforcement issues. The goal for CE audits is to add more staff to address the CE audit 
workload. Once the DHCC has adequate staff for CE compliance audits, they will be 
conducted on approximately 3% of all hygiene licensees per month, which is about 45 
licensees (18,000 licensees/12 months x 3% = 45 audits/month) to ensure compliance for their 
license renewal. As explained in Question 13, a BCP was submitted in FY 2011/12 for a staff 
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position to address the ongoing CE workload.  Unfortunately, the request was denied at that 
time due to the State’s economic climate and hiring freeze. Additional staff is needed to 
address the CE Review and Audits workload and the DHCC plans to pursue an additional 
position to address it through the Sunset process. 

c. What are consequences for failing a CE audit? 
All licensees who fail a CE audit are provided notice that their license has been placed on an 
inactive status, and they must cease the practice of dental hygiene until the non-compliance 
status is cleared and their license is re-activated by the DHCC. The licensee will also be 
subject to fines by the DHCC citation and fine program. 

d. How many CE audits were conducted in the past four fiscal years?  How many fails? 
The DHCC conducted 98 CE compliance audits in the last four years. The limited numbers of 
audits were due to a lack of staff during the state’s economic downturn and hiring freeze.  A 
BCP was submitted for an additional position starting in FY 2011/12 to address the CE review 
and audit workload; however, the request was denied.  Of the 98 CE audits conducted, none 
failed as a result of the follow-up compliance action by the licensees. 

e. What is the board’s course approval policy? 
The DHCC is in the process of promulgating regulations to clarify and strengthen the CE 
approval policy. 

f. Who approves CE providers? 
The DHCC is permitted to approve CE providers and accept the DBC approved providers by 
BPC, Section 1936.1(c).  The DHCC currently utilizes CCR, Section 1016 for its CE provider 
approvals. 

Who approves CE courses?  If the board approves them, what is the board application review 
process? 
The DHCC has the responsibility to approve CE courses and is in the process of promulgating 
regulations to clarify and strengthen the CE course approval and review process. 

g. How many applications for CE providers and CE courses were received? 
Due to the DHCC being in the process of promulgating regulations to approve CE providers 
and courses, there have been no applications received to date. Once regulations are 
promulgated, the DHCC will have to process all of the CE provider and CE course applications 
received. 

How many were approved? 
See above response. 

h. Does the board audit CE providers? 
The DHCC will audit CE providers once the new regulations are approved and additional staff 
is hired to address the new workload. 
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If so, describe the board’s policy and process. 
Once implemented, the DHCC plans to conduct a random audit on a certain percentage of CE 
providers on a biennial basis. The exact process in which the DHCC will audit CE providers 
will be determined after the new regulations are approved. 

i.	 Describe the board’s effort, if any, to review its CE policy for purpose of moving toward 
performance based assessments of the licensees’ continuing competence. 
The DHCC submitted statutory language in SB 1202 (Ch. 331, Statutes of 2012); however, it 
was stricken during the legislative process. The DHCC will continue its efforts to implement 
statutory language for continued competency. 

Section 5 
Enforcement Program 

30.What are the board’s performance targets/expectations for its enforcement program? 
The DCA’s system of quarterly performance measurements (cf., Section 12, Attachment E – 
Performance Measurements) has the following objectives for investigations: 
1. Intake of Investigations within 30 days. 
2. Intake and Investigation within 120 days. 

The DCA performance measurement objectives are the guidelines the DHCC follows for its 
targets/expectations for its enforcement program. The DHCC’s highest priority is the protection of 
the public and is committed to investigate all complaints as quickly as possible. The DHCC is 
currently meeting and exceeding the above stated targets/expectations. 

Is the board meeting those expectations?  If not, what is the board doing to improve performance? 
The DHCC’s statistics show that the DCA Performance Measurement expectations are being met. 
For example in Quarter 2 of 2012, our average for the intake of investigations was two (2) days 
and for intake and investigations, it was 97 days. The DHCC Enforcement program is exceeding 
its expectations in processing its enforcement cases and, as such, will monitor its current 
efficiencies and modify them as needed to improve performance. 

31.Explain trends in enforcement data and the board’s efforts to address any increase in volume, 
timeframes, ratio of closure to pending, or other challenges. 
In the last few years, the DHCC has seen an increase in the number of complaints received.  For 
example, in FY 2011/12, 10 complaints were received and in FY 2012/13, a total of 23 complaints 
were received, which is a 130% increase in the number of complaints received. The number of 
Attorney General (AG) Office cases initiated in FY 2011/12 was four cases, while in FY 2012/13, a 
total of 13 cases were initiated, which is a 225% increase in the number of cases initiated.  The 
number of accusations filed against a licensee has also increased. In FY 2011/12, one accusation 
was filed but in 2012/13 a total of eight accusations were filed which is a 700% increase in the 
number of accusations filed against a licensee. 
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What are the performance barriers? 
One main performance barrier that affects the DHCC is the six to twelve month long process when 
referring cases to the AG’s Office for administrative discipline.  Due to the AG Office’s heavy 
workload and shortage of staff, there are always delays when they prepare accusations and 
statement of issues for the DHCC cases. 

What improvement plans are in place? 
The DHCC enforcement staff regularly communicates with the AG’s Office regarding the status of 
its cases; however, because the AG’s Office has such a heavy workload and is understaffed, the 
DHCC can only request a quicker processing of its cases to reduce the time to complete 
accusations or statement of issues. Whether the DHCC’s request is fulfilled is dependent upon 
the current caseload at the AG’s Office. 

What has the board done and what is the board going to do to address these issues, i.e., process 
efficiencies, regulations, BCP, legislation? 
Recently, the DHCC has exercised its statutory authority to issue initial probationary licenses to 
applicants who are not qualified for a non-restrictive license due to a criminal background 
(BPC, Section 1932). The DHCC’s ability to issue a probationary license without referring to the 
AG’s Office has dramatically decreased the time required for enforcement action in this instance. 

In the future as the amount of enforcement actions increase, the DHCC may need to request the 
following in order to address enforcement workload issues: 
1) Review the DHCC enforcement policies and procedures to improve efficiencies; 
2) Increase the number of enforcement staff through the BCP process to address the additional 

workload; 
3) Submit regulatory requests depending upon new mandates or needs; and 
4) Request new legislation to expand the DHCC’s enforcement mandates. 

The DHCC’s Enforcement Statistics are shown in Tables 9(a)(b)(c) and Table 10. 

Table 9a. Enforcement Statistics 
FY 2010/11 FY 2011/12 FY 2012/13 

COMPLAINT 
Intake (Use CAS Report EM 10) 

Received 18 10 23 
Closed 0 0 0 
Referred to INV 19 10 22 
Average Time to Close 16 days 3 days 4 days 
Pending (close of FY) 0 0 1 

Source of Complaint (Use CAS Report 091) 
Public 8 5 11 
Licensee/Professional Groups 0 1 1 
Governmental Agencies 105 205 164 
Other 8 2 5 
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Table 9a. Enforcement Statistics (continued) 

Conviction / Arrest (Use CAS Report EM 10) 
CONV Received 103 203 162 
CONV Closed 107 210 161 
Average Time to Close 28 days 4 days 1 day 
CONV Pending (close of FY) 7 0 1 

LICENSE DENIAL (Use CAS Reports EM 10 and 095) 
License Applications Denied 0 0 0 
SOIs Filed 1 0 2 
SOIs W ithdrawn 0 0 0 
SOIs Dismissed 0 0 0 
SOIs Declined 0 0 0 
Average Days SOI 0 0 0 

ACCUSATION (Use CAS Report EM 10) 
Accusations Filed 3 1 8 
Accusations W ithdrawn 0 0 0 
Accusations Dismissed 0 0 0 
Accusations Declined 0 0 0 
Average Days Accusations 112 days 35 days 216 days 
Pending (close of FY) 7 8 14 

Table 9b. Enforcement Statistics 

FY 2010/11 FY 2011/12 FY 2012/13 
DISCIPLINE 

Disciplinary Actions (Use CAS Report EM 10) 
Proposed/Default Decisions 1 1 3 
Stipulations 1 1 2 
Average Days to Complete 1,545 days 785 days 581 days 
AG Cases Initiated 4 4 13 
AG Cases Pending (close of FY) 7 8 14 

Disciplinary Outcomes (Use CAS Report 096) 
Revocation 1 1 2 
Voluntary Surrender 0 0 1 
Suspension 0 0 0 
Probation with Suspension 0 0 0 
Probation 2 1 2 
Probationary License Issued 0 0 0 
Other 1 0 0 

PROBATION 
New Probationers 1 1 2 
Probations Successfully Completed 0 0 1 
Probationers (close of FY) 7 8 8 
Petitions to Revoke Probation 0 0 0 
Probations Revoked 0 0 0 
Probations Modified 0 0 0 
Probations Extended 0 0 0 
Probationers Subject to Drug Testing 0 0 0 
Drug Tests Ordered 0 0 0 
Positive Drug Tests 0 0 0 
Petition for Reinstatement Granted 0 0 1 
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Table 9b. Enforcement Statistics (continued) 

DIVERSION 
New Participants 0 1 0 
Successful Completions 0 0 0 
Participants (close of FY) 1 2 2 
Terminations 0 0 0 
Terminations for Public Threat 0 0 0 
Drug Tests Ordered 0 0 0 
Positive Drug Tests 0 0 0 

Table 9c. Enforcement Statistics 

FY 2010/11 FY 2011/12 FY 2012/13 
INVESTIGATION 

All Investigations (Use CAS Report EM 10) 
First Assigned 126 220 183 
Closed 123 222 195 
Average days to close 111 days 45 days 63 days 
Pending (close of FY) 26 24 12 

Desk Investigations (Use CAS Report EM 10) 
Closed 28 2 1 
Average days to close 52 days 42 days 40 days 
Pending (close of FY) 0 0 0 

Non-Sworn Investigation (Use CAS Report EM 10) 
Closed 95 218 194 
Average days to close 128 days 45 days 63 days 
Pending (close of FY) 26 24 12 

Sworn Investigation 
Closed (Use CAS Report EM 10) 0 0 0 
Average days to close 0 0 0 
Pending (close of FY) 

COMPLIANCE ACTION (Use CAS Report 096) 
ISO & TRO Issued 0 0 0 
PC 23 Orders Requested 0 0 1 
Other Suspension Orders 0 0 0 
Public Letter of Reprimand 0 0 0 
Cease & Desist/W arning 0 0 0 
Referred for Diversion 0 0 0 
Compel Examination 0 0 1 

CITATION AND FINE (Use CAS Report EM 10 and 095) 
Citations Issued 0 0 24 
Average Days to Complete 0 0 35 
Amount of Fines Assessed 0 0 $1,650 
Reduced, Withdrawn, Dismissed 0 0 0 
Amount Collected 0 0 $1,400 

CRIMINAL ACTION 
Referred for Criminal Prosecution 0 0 0 
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Table 10. Enforcement Aging 

FY 2009/10 FY 2010/11 FY 2011/12 FY 2012/13 Cases 
Closed 

Average 
% 

Attorney General Cases (Average %) 
Closed W ithin: 

1 Year 0 0 0 2 2 20% 
2 Years 0 0 1 2 3 30% 
3 Years 0 1 1 1 3 30% 
4 Years 0 0 0 1 1 10% 

Over 4 Years 0 1 0 0 1 10% 
Total Cases Closed 0 2 2 6 10 100% 

Investigations (Average %) 
Closed W ithin: 

90 Days 56 76 185 156 473 75% 
180 Days 15 27 16 21 79 13% 

1 Year 1 13 15 17 46 7% 
2 Years 8 6 5 1 20 3% 
3 Years 1 1 0 2 4 1% 

Over 3 Years 1 0 0 1 0 1% 
Total Cases Closed 82 123 221 198 622 100% 

Note: For all Enforcement statistics, the number of cases, the number of days to close cases, and the number of days to investigate cases may 
fluctuate due to the length of the investigations, complexity of the cases, and/or amount of time to obtain official documents pertinent to cases. 

32.What do overall statistics show as to increases or decreases in disciplinary action since the last 
review. 
The overall statistics show that the DHCC has a steady increase in the number of disciplinary 
cases referred to the AG’s Office. The increase of cases is the result of having full time, dedicated 
enforcement staff, the implementation of new disciplinary guidelines, and the notifications of 
subsequent arrests from the Department of Justice (DOJ) and Federal Bureau of Investigations 
that notify the DHCC of new arrests and convictions of licensees.  In FY 2010/11, four cases were 
initiated and referred to the AG’s Office compared to thirteen cases in FY 2012/13; a 225% 
increase in the number of cases referred to the AG’s Office. 

33.How are cases prioritized? 
When complaints are received, they are reviewed and prioritized based upon the type of alleged 
violation(s) involved (e.g., quality of care, criminal conviction, drug and/or alcohol abuse, sexual 
misconduct, etc.). The DHCC has a zero tolerance policy for drugs or abuse of alcohol.  An 
example of a Priority 1 complaint would be if a hygienist is requested to call in prescriptions by the 
dentist to a pharmacy for patients, but the hygienist is accused of ordering unauthorized 
prescriptions for herself. 

What is the board’s complaint prioritization policy? 
The urgent priority violations are considered the most serious and may pose a risk to the public. 
High and routine priority violations are less serious but may still be referred to the AG’s Office for 
formal disciplinary action. The DHCC prioritizes its complaints using: 
1. Urgent Priority - (requires immediate attention and has the highest priority)	  A case involving 

sexual misconduct, quality of care issues, arrest(s) or conviction(s), drug or alcohol abuse, or 
other serious offenses. 
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2. High Priority - (second highest priority type) A case involving unlicensed activity, negligence, or 
incompetence without serious bodily injury. 

3. Routine Priority - (handled in the normal course of business) A case involving false or 

misleading advertising, fraud, or record keeping violations.
 

Is it different from DCA’s Complaint Prioritization Guidelines for Health Care Agencies
 
(August 31, 2009)?
 

The DHCC Complaint Prioritization Policy is the same as the DCA Complaint Prioritization
 
Guidelines for Health Care Agencies (August 31, 2009).
 

If so, explain why. 
The complaint prioritization policies are the same between the DHCC and the DCA as listed 
above. 

34.Are there mandatory reporting requirements?  	For example, requiring local officials or 
organizations, or other professionals to report violations, or for civil courts to report actions taken 
against a licensee. 

•	 Penal Code (PC), Section 11105.2 – This section requires the DOJ to report to the DHCC 
whenever a licensee is arrested and convicted of crime(s). 

•	 BPC, Section 803 – This section requires the clerk of a court that renders a judgment that a 
licensee has committed a crime, or is liable for any death or personal injury resulting in a 
judgment for an amount of $30,000 caused by the licensee’s negligence, error or omission in 
practice, or his or her rendering of unauthorized professional services, must report that 
judgment to the DHCC within 10 days after the judgment is entered. 

•	 BPC, Section 1950.5(x) – This section requires the licensee to report to the DHCC in writing 
within seven days any death of his or her patient during the performance of any dental hygiene 
procedure or the discovery of the death of a patient which was related to a dental hygiene 
procedure performed by him or her. 

•	 BPC, Section 1950.5(y) – This section requires the licensee to report to the DHCC all deaths 
occurring in his or her practice with a copy sent to the dental office. 

•	 PC, Section 11164 et seq. – This section requires the licensee to report any child abuse and 
neglect. 

•	 Welfare and Institutions Code, Section 15600 et seq. – This section requires the licensee to 
report elder abuse. 

Are there problems with receiving the required reports? 
In cases that involve criminal convictions, the DHCC must request documentation from law 
enforcement agencies and from the various state and federal courts. Some of these agencies 
take months to respond to our requests which can cause severe delays in the processing of the 
case. Also, several arresting agencies and courts are now requiring a fee for certified arrest and 
court records which can cause a longer delay to receive the needed documentation due to the 
payment process. 

If so, what could be done to correct the problems? 
Correcting the problems in obtaining required reports is difficult because the DHCC has to rely on 
outside agencies to take the time to retrieve the record(s) requested and copy and mail it to the 
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DHCC.  If there is a payment involved for the record(s), the process could be delayed even longer, 
as requests for payments take time to process in addition to the delay in processing the record 
request by the outside agency. 

The only option available to the DHCC to correct the problem is to consistently and frequently 
follow-up with the outside agency from where the record(s) are being requested. The DHCC has 
no jurisdiction over the outside agencies where the information or report is requested and must 
rely on professional courtesy and cooperation to obtain the needed information. 

As for the payment for records issue, the DHCC is researching with the DCA as to whether the 
Cal-card can be used to pay for requested records in lieu of another payment method since the 
DHCC does not maintain a “petty cash” account for minor purchases. 

35.Does the board operate with a statute of limitations? 
BPC, Section 1670.2 requires the DHCC to operate within a statute of limitations on initiating 
proceedings for violations of the Act.  For example, depending on the alleged action, an 
accusation must be filed within three (3) years after the DHCC discovers the act or omission 
alleged or within seven (7) years after the act or omission occurs, whichever occurs first.  In an 
alleged action committed on a minor, the seven-year or ten year period would be tolled until the 
minor reaches the age of majority. 

If so, please describe and provide citation. 
Depending on the alleged act, an accusation must be filed within three (3) years after the act or 
omission alleged is discovered or within seven (7) or 10 years after the act or omission, whichever 
occurs first.  In an alleged action committed on a minor, the seven-year or ten year period would 
be tolled until the minor reaches the age of majority.  An accusation alleging fraud or willful 
misrepresentation is not subject to the limitation (BPC, Section 1670.2). 

If so, how many cases were lost due to statute of limitations? 
To date, no cases have been lost due to the DHCC’s statute of limitations. 

If not, what is the board’s policy on statute of limitations? 
The public’s protection is the highest priority for the DHCC and the current statute of limitations 
policy allows a case to be filed in a timely manner. 

36.Describe the board’s efforts to address unlicensed activity and the underground economy. 
To prevent unlicensed activity, information is presented to educate the public and all licensees on 
the DHCC’s website, newsletter articles, and several outreach programs.  In addition, a 
supplemental law and ethics examination is required for all applicants with an emphasis on 
personal ethics and morals. When renewing a license, mandatory CE courses are required for the 
licensees that pertain to the laws, dental billing practices, professional misconduct, and ethical 
issues. 

To date, there have been no reported instances to the DHCC of dental hygienists operating in the 
underground economy. 
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Cite and Fine 
37.Discuss the extent to which the board has used its cite and fine authority. 

Since the DHCC’s regulation to issue citations and fines was initiated in December 2012, 
24 citations for violations of the law have been issued.  Due to statutory and regulatory changes 
(e.g., retroactive fingerprinting requirements and physical address and email address change 
requirements), the DHCC expects the number of citation and fines to increase as more violations 
are reported. 

Discuss any changes from last review and last time regulations were updated. 
This is the first Sunset Review for the DHCC, so there are no changes that have occurred since 
the last review.  Also, the DHCC is in the process of implementing its own regulatory framework 
and as part of that process, updating all regulatory sections pertaining to dental hygiene. 

Has the board increased its maximum fines to the $5,000 statutory limit? 
The DHCC has not increased its maximum fines to the $5,000 statutory limit because to date, 
there has not been any citable action to warrant a $5,000 fine. 

38.How is cite and fine used? 
Citation and fines are used by the DHCC as a means to notify the licensee that a violation has 
occurred and that they are not in compliance with the law. In situations where the DHCC does not 
seek to suspend or revoke a license, a citation and fine may be issued to impose a monetary fine 
and/or order of abatement as an administrative action against a licensee. 

What types of violations are the basis for citation and fine? 
If a licensee commits a violation that is not serious enough to warrant referral to the AG’s Office 
for formal discipline, the DHCC may issue a citation and fine to take administrative action against 
a licensee.  Examples of citation and fine violations issued to licensees are: 

• Failure to notify the DHCC of an address change or email change within 30 days; 
• Failure to properly notate the services performed in the patient’s treatment record; and 
• Failure of the CE audit process. 

39.How many informal office conferences, Disciplinary Review Committees reviews and/or 
Administrative Procedure Act appeals in the last 4 fiscal years? 
The DHCC has not received any requests for an informal conference pertaining to a citation and 
no requests for administrative hearings in the last four years. When a citation is issued, the 
licensee may request an informal conference within 10 days after issuance of the citation.  The 
informal conference would allow the licensee to present additional information to the EO.  The EO 
may affirm, modify, or dismiss the original citation after the informal conference.  In addition to 
requesting an informal conference, the licensee may request an administrative hearing within 30 
days after issuance of the citation. The administrative law judge (ALJ) will render a decision which 
will be presented to the DHCC for adoption or rejection. 

Page 42 of 61 



   

 
       

  
 

   

  
  

 

 
   

    
 

    
 

  
 

 
  

 
    

 
 

       
 

 
   

        
   

 
 

     
     

   
    

 
 

 
   

 
    

  
  

   
     

 

40.What are the 5 most common violations for which citations are issued? 
The five most common violations are listed in the chart below. 

BPC Section Citation 

1934 Change of address or Name:  Failure to notify the Committee of an 
address change within 30 days and for a name change, it is within 10 
days. 

1950(a) Consequences of conviction of crime substantially related to the 
licensee’s qualifications, functions, or duties: DUI 

1950.5(e) The use of any false or fictitious name in advertising:  False advertising 
on website and brochure. 

1950.5(v) Any action or conduct that would have warranted the denial of the 
license:  False entry on a license renewal application. 

1953(a) Failure to identify in patient record services performed and treatment 
entries. 

41.What is average fine pre and post appeal? 
The allowable fines range from $50 to $5,000 per violation, depending on prior violations, the 
gravity of the violation, the harm committed, if any, to the complainant, client, or public, and other 
mitigating evidence. 

The average fine issued by the DHCC is $250. At this time, the DHCC has not received any 
requests for an appeal. 

42.Describe the board’s use of Franchise Tax Board intercepts to collect outstanding fines. 
The DHCC has not used the Franchise Tax Board (FTB) intercept to collect any outstanding fines; 
however, if the DHCC chooses to use this method, the procedure would be as follows: 

California residents/licensees who owe delinquent debts to government agencies and are 
scheduled to receive state income tax refunds, unclaimed property, or state lottery winnings, could 
have those funds garnished and transferred to pay their debt to agencies such as the DHCC. The 
FTB would collect the funds for the DHCC that would otherwise be unobtainable unless exorbitant 
resources were used. The advantage of using the FTB to collect any outstanding fines is that the 
cost is lower than other collection methods. 

Cost Recovery and Restitution 
43.Describe the board’s efforts to obtain cost recovery. 

BPC, Section 125.3 authorizes the recovery of investigation costs that are associated with the 
formal discipline of a licensee. The DHCC’s policy is to seek cost recovery in all cases where it is 
authorized.  As a result, the DHCC’s Disciplinary Guidelines lists the reimbursement of costs as a 
standard term of probation and is included when settling cases with a stipulated settlement, and 
most, but not all, administrative hearing decisions. When initially meeting with a probationer, the 
reimbursement of costs is discussed and an installment plan may be made at that time. 
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Discuss any changes from the last review. 
Since this is the first Sunset Review for the DHCC, there have not been any changes since the 
last review. 

44.How many and how much is ordered for revocations, surrenders and probationers? 
Typically, costs are included in all stipulated surrenders and revocations. The amount is 
determined by the investigation time and by costs incurred by the AG’s Office.  In the past four 
years, the DHCC revoked four licenses and two licenses were surrendered. The amount ordered 
for cost recovery in these instances was $18,624, an average of $3,104 per case. 

During that same time period, five licenses were placed on probation. The amount ordered for 
cost recovery in those cases was $29,091, an average of $5,812 per case. In probation cases, 
the amount ordered is paid in installments during the probationary period and must be paid in full 
by the end of the probationary term. 

How much do you believe is uncollectable? Explain. 
Costs awarded with a penalty of license revocation or license surrender are considered 

uncollectible until the licensee either petitions the DHCC for reinstatement or reapplies for 

licensure. Based on current revoked or surrendered licenses, $18,624 could be considered 

uncollectable. 


45.Are there cases for which the board does not seek cost recovery? 
After a hearing, the ALJ may find that it would be an extreme hardship on the licensee to 
reimburse the DHCC the cost of their case and will not seek cost recovery.  Another scenario 
where the DHCC would not seek cost recovery is in a statement of issues matter. 

Why? 
The DHCC does not have the statutory authority to seek cost recovery in a statement of issues 
case. 

46.Describe the board’s use of Franchise Tax Board intercepts to collect cost recovery. 
The process in which the DHCC would use the FTB intercepts to collect cost recovery is: 
1) The DHCC will complete an FTB Cost Recovery Form and submit it to the DCA for processing 

and notification to the FTB. 
2) The DCA will then notify the DHCC of the collections by sending a copy of the Notice of
 

Collections letter to them that was sent to the licensee.
 
3) The FTB will use its intercepts methods to collect cost recovery for the DHCC. 

47.Describe the board’s efforts to obtain restitution for individual consumers, any formal or informal 
board restitution policy, and the types of restitution that the board attempts to collect, i.e., 
monetary, services, etc.  Describe the situation in which the board may seek restitution from the 
licensee to a harmed consumer. 
Obtaining restitution for individual consumers is an additional condition of probation in the DHCC’s 
Disciplinary Guidelines and is included in stipulations or in an ALJ’s decision after a hearing. To 
date, the DHCC has not had any reports of consumer harm to warrant a request for restitution for 
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individual consumers; however, there has been a case where restitution was sought from a 
licensee for subversion of the DHCC Law and Ethics Examination. 

Tables 11 and 12 show the amount of cost recovery and restitution the DHCC has received over 
the respective years. 

Table 11. Cost Recovery 

FY 2009/10 FY 2010/11 FY 2011/12 FY 2012/13 
Total Enforcement Expenditures $205,498 $211,843 $212,240 $282,125 
Potential Cases for Recovery * 1 1 1 3 
Amount of Potential Cost Recovery $474 $11,058 $1,715 $5,377 
Cases Recovery Ordered 2 1 1 1 
Amount of Cost Recovery Ordered $7,709 $1,950 $6,332 $13,100 
Amount Collected** $2,450 $3,450 $250 $5,518 
*“Potential Cases for Recovery” are those cases in which disciplinary action has been taken based on violation of the 

license practice act. 
**Amount Collected could include Cost Recovery ordered from a prior year. 

Table 12. Restitution 

FY 2009/10 FY 2010/11 FY 2011/12 FY 2012/13 
Amount Ordered 0 0 0 $10,000 
Amount Collected 0 0 0 $2,616 

Section 6 
Public Information Policies 

48.How does the board use the internet to keep the public informed of board activities? 
The DHCC uses its website/internet to communicate the laws and regulations that govern the 
practice of dental hygiene and posts any new information or announcements to both the public 
and licensees on the homepage of the website. The latest information from the DHCC that is 
contained in the newsletter and final meeting minutes are on the website and staff occasionally 
use email blasts to notify email subscribers of new and updated information. 

Does the board post board meeting materials online?  When are they posted?  How long do they 
remain on the website? 
The DHCC posts its meeting materials and agenda on its website/online within five to 10 calendar 
days prior to each meeting complying with the Bagley-Keene Open Meetings Act.  The current 
meeting materials remain on the website/online for approximately a year, and then are moved to 
an archived meeting materials folder where the materials stay indefinitely so that the public or any 
other interested party has access.  A link is posted on the DHCC’s meeting calendar to access the 
archived meeting materials at any time. 
When are draft meeting minutes posted online? When does the board post final meeting
 
minutes?  How long do meeting minutes remain available online?
 

The draft meeting minutes for the prior meeting are contained in the materials for the next meeting 
to be approved and are posted five to 10 calendar days prior to the meeting.  After the draft 
minutes from the prior meeting have been approved at the subsequent meeting, the final version 
of the minutes are posted on the website/internet meeting calendar under the same meeting date 
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and are available at any time. Eventually, the minutes will be moved into the archive file where 
the minutes remain indefinitely and are still accessible on the website. 

49.Does the board webcast its meetings? What is the board’s plan to webcast future board and 
committee meetings? 
The DHCC fully supports webcasting and has webcast two of its meetings in the past. The DCA 
webcast team was low on staff and availability, but has recently hired new videographers and is 
available to schedule meetings to be webcast.  As such, the DHCC plans to arrange and provide 
webcast for future meetings. The most recent webcast meetings for all DCA boards and 
committees over the past year are posted on the DCA website and prior webcasts are archived for 
a year before being removed completely from the site. 

50.Does the board establish an annual meeting calendar, and post it on the board’s web site? 
The DHCC establishes an annual meeting calendar approved by the DHCC at its annual 
December meeting for the next calendar year.  The meeting calendar is posted on the DHCC’s 
website for access to interested stakeholders and the public. 

51. Is the board’s complaint disclosure policy consistent with DCA’s Recommended Minimum 
Standards for Consumer Complaint Disclosure? 
The DHCC uses the DCA’s Recommended Minimum Standards for Consumer Complaint
 
Disclosure.
 

Does the board post accusations and disciplinary actions consistent with DCA’s Web Site Posting 
of Accusations and Disciplinary Actions (May 21, 2010)? 
The DHCC posts accusations and disciplinary actions against its licensees in accordance with the 
DCA’s Web Site Posting of Accusations and Disciplinary Actions. 

52.What information does the board provide to the public regarding its licensees (i.e., education 
completed, awards, certificates, certification, specialty areas, disciplinary action, etc.)? 
The DHCC provides the following information about its licensees so the public can be informed 
that the individual performing dental hygiene procedures is licensed and has no enforcement 
action taken against their license. The DHCC releases through its website the licentiate name, 
license type, license number, license status, license expiration date, license issue date, the county 
the licentiate indicated for their address of record, and whether there are any formal disciplinary 
actions against the license. There is also a section to list any related licenses, registrations, or 
permits, if applicable. The DHCC website is updated on a daily basis to capture any new 
information on an existing licentiate and those individuals who have recently become licensed. 

53.What methods are used by the board to provide consumer outreach and education? 
The DHCC uses a variety of methods to provide consumer outreach and education to interested 
stakeholders. The DHCC has presented at student regional meetings, visited many of the dental 
hygiene schools throughout the state, attended both dental and dental hygiene association events 
and meetings, participated in health fairs, public health events, and educational institution 
outreach functions, issues email blasts to the DHCC email subscribers and educational program 
directors, and has a newsletter that is readily available electronically or hardcopy to inform the 
public, students, associations, and educational institutions about the DHCC programs and 
authority. 
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Section 7 
Online Practice Issues 

54.Discuss the prevalence of online practice and whether there are issues with unlicensed activity. 
How does the board regulate online practice?  Does the board have any plans to regulate Internet 
business practices or believe there is a need to do so? 
The DHCC believes the prevalence of online practice is emerging and there have been no reports 
of unlicensed activity.  There are no legal prohibitions to using technology in the practice of dental 
hygiene, as long as the practice is done by a California licensed dental hygienist. Telehealth is 
not a telephone conversation, email/instant messaging conversation, or fax; it typically involves 
the application of videoconferencing or “store and forward” technology to provide or support health 
care delivery.  Teledentistry is growing in popularity and the DHCC is aware of some RDHs and 
RDHAPs who are participating in a health manpower pilot project studying the delivery of patient 
care utilizing this technology. Currently, the data from this study has led to proposed legislation in 
Assembly Bill 1174 (Bocanegra).  This bill has been introduced and is a two year bill. 

Section 8 
Workforce Development and Job Creation 

55.What actions has the board taken in terms of workforce development? 
The DHCC has been very proactive in seeking ways to implement BPC, Section 1900 which 
states: 

“It is the intent of the Legislature by enactment of this article to permit the full utilization of 
registered dental hygienists, registered dental hygienists in alternative practice, and registered 
dental hygienists in extended functions in order to meet the dental care needs of all of the 
state's citizens.” 

The primary reasons that restrict full utilization of all categories of dental hygienists and decreases 
their ability to provide care for all of the state's citizens are restrictive supervision levels, scope of 
practice restrictions that limit the services that dental hygienists are allowed to provide, and the 
inability for dental hygiene practitioners such as the RDHAP to obtain payment for the services 
rendered. 

Restrictive supervision levels have been removed for other dental healthcare providers. With the 
statutory revision of the dental practice act in recent years, determining the appropriate level of 
supervision for unlicensed dental assistants and registered dental assistants, language has been 
changed.  Prior to the changes, the laws stipulated which services were to be completed under 
direct supervision (the dentist employer must be physically present in the office when the service 
is performed) and general supervision (the dentist employer need not be present when the 
services are performed).  The new laws allow the dentist employer to determine the level of 
supervision necessary for the performance of the services that assistants are legally allowed to 
provide. 

Although BPC, Sections 1912 – 1914 allow for general supervision for most services performed by 
dental hygienists, some services are still only authorized under direct supervision which limits the 
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full utilization of the dental hygienist services.  The DHCC has approved to seek legislation to 
remove the direct supervision restrictions. 

The DHCC worked actively with the CDHA on SB 1202 (Ch. 331, Statutes of 2012) which allows 
RDHAP’s to own and operate mobile clinics. By allowing RDHAP’s to own and operate mobile 
clinics, more of the state’s underserved populations will have access to dental hygiene services. 

In addition to working towards the legislative changes needed to support the full utilization of 
dental hygienists; the DHCC has approved regulatory language to allow for additional programs to 
offer coursework in administration of soft tissue curettage, local anesthesia, and nitrous oxide-
oxygen analgesia.  Due to the fact that most states do not allow dental hygienists to perform these 
functions, dental hygienists seeking licensure in California are required to successfully pass a 
course in these procedures to be licensed.  By expanding the number of courses available, there 
will be increased access which will lead to an increase in the number of licensed dental hygienists. 

The DHCC supported legislation to allow registered RDHAPs to own mobile clinics to provide 
dental hygiene services to the public who are not part of the traditional dental delivery system.  In 
addition, the DHCC collects data on workforce characteristics pursuant to BPC, Section 1902.2 
that includes employment status of the licensee, practice location, and information regarding a 
licensee's cultural background and foreign language proficiency. This information is published 
annually on the DHCC website.  The DHCC currently monitors the number of RDHAPs that take 
the required additional training and subsequent licensing exam. The DHCC plans to also monitor 
the number of entry level dental hygiene graduates in the state compared with the number of initial 
California licenses issued. The DHCC will use this information to determine how to best serve the 
public relating to workforce development. 

56.Describe any assessment the board has conducted on the impact of licensing delays. 
The DHCC is fortunate to not have experienced any licensing delays. The DHCC is currently 
issuing licenses within 30 days of receipt of a complete application package which is well within 
the 120 days the DHCC is allowed to issue a license. 

57.Describe the board’s efforts to work with schools to inform potential licensees of the licensing 
requirements and licensing process. 
The DHCC sends email blasts to the dental hygiene educational program directors for all of the 
dental hygiene programs in California with information that pertains to potential licensees 
(students) regarding examination and licensure. Through networking with professional 
organizations, CDHA, and the California Dental Hygiene Educator’s Association (CDHEA), the 
DHCC has attended meetings for students and educators and presented information regarding 
licensing requirements and the licensing process. 

In addition, the DHCC posts updates pertaining to licensing requirements and the licensing 
process on the webpage, as well as having a link to this information.  The DHCC has also 
developed a newsletter that is emailed to all subscribers, potential licentiates, and all interested 
parties. 
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58.Provide any workforce development data collected by the board, such as: 
a. Workforce shortages 

The DHCC monitors reports from the Office of Statewide Health Planning and Development 
(OSHPD) and the industry on workforce shortages.  Current data indicates there is no longer a 
shortage of dental hygienists in the state. There continues to be a mal-distribution of dental 
hygienists due to practice limitations that require dental hygienists to work for a dentist. The 
category RDHAP was enacted by the legislature to increase access to dental hygiene services 
in dental shortage areas. The number of RDHAP’s has increased by 87% from 2009 (238 
licensees) to 2013 (445 licensees).  However, the requirement for a prescription from a dentist 
or physician has hindered the RDHAP’s ability to provide dental hygiene services in some of 
these areas due to a lack of dentists and physicians in the area and/or the unwillingness of the 
dentist or physician to sign a prescription allowing the RDHAP to provide care. 

b. Successful training programs. 
The most successful training program has been the programs for the RDHAP license.  These 
programs allow RDH’s with additional education to provide services in residences for the 
homebound, in schools, residential care facilities, and other institutions and dental health 
professional shortage areas. There are currently two RDHAP programs in the state. These 
programs are providing the necessary additional education to qualify an individual for 
licensure. 

Currently, the DHCC is monitoring Health Workforce Pilot Project 172.  This project utilizes 
dental hygienists as intake personnel providing assessments via exams and the taking of 
radiographs (X-rays). The dental hygienist then is able to send the assessment electronically 
records via the teledentistry model to a dentist for review and dental diagnosis. The project 
also has a training component to allow the dental hygienists in the project to place interim 
therapeutic restorations (ITR’s).  By allowing dental hygienists to place ITRs, patients with no 
access to a dentist can receive palliative care to arrest decay and alleviate pain until the 
patient can have treatment from a dentist. 

Section 9 
Current Issues 

59.What is the status of the board’s implementation of the Uniform Standards for Substance Abusing 
Licensees? 
The DHCC has worked diligently to implement the Uniform Standards, pursuing regulations in the 
form of Disciplinary Guidelines containing language that specifies that the DHCC will require a 
clinical diagnostic evaluation of a licensee to determine if there is a substance abuse problem.  In 
the meantime, the licensee is required to cease practice until the results are received. The 
Guidelines require a probationary licensee to provide the name, address(es), and phone numbers 
of all employers or supervisors, and authorize the DHCC to communicate with the supervisor or 
employer regarding the probationer’s work status, performance, and monitoring. The Guidelines 
specify a testing schedule and exceptions that conform to #4 of the Uniform Standards, and if a 
probationer tests positive for a banned substance, the Guidelines specify that the probationer 
must cease practice and the DHCC notify the probationer’s employer. The Guidelines specify 
criteria mirroring Uniform Standards #11 and #12 that a probationer must meet to petition to return 
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to practice and for reinstatement of an unrestricted license, and allows group meeting participation 
and any inpatient or outpatient treatment to be considered as evidence of sustained compliance 
and rehabilitation. The Guidelines specify requirements for worksite monitoring, to ensure that 
probationers comply with the terms of their probation. Several of the Uniform Standards relate to a 
diversion program, which the DHCC does not have. 

Proposed CCR, Section 1138 states that the Disciplinary Guidelines apply to all disciplinary 
matters and the uniform standards describe the consequences that apply to a substance abuser. 
A public hearing was held and no public comments were received on the regulations and the 
rulemaking file is currently in the review process at the Business, Consumer Services, and 
Housing Agency. 

60.What is the status of the board’s implementation of the Consumer Protection Enforcement 
Initiative (CPEI) regulations? 
The DHCC has addressed some items through statute and some in both statute and Disciplinary 
Guidelines. The DHCC successfully sought legislation to require denial of a dental hygiene 
license to a registered sex offender and permanent revocation of a license for sexual misconduct. 
The DHCC pursued legislation that imposes substantial fines on licensees and health care 
facilities that fail to comply with a court order to provide documents and has proposed regulatory 
language within its Disciplinary Guidelines that specifies penalties for a licensee’s failure to 
cooperate with an investigation. Regulatory language has been drafted to specify the DHCC may 
delegate stipulated settlements to its EO and require a medical or psychological evaluation of an 
applicant. Although licensees are currently required to certify at the time of each license renewal, 
penalties for failure to report an arrest or conviction will be the subject of upcoming regulations, as 
will a prohibition of confidentiality agreements. 

61.Describe how the board is participating in development of BreEZe and any other secondary IT 
issues affecting the board. 
To date, the DHCC has provided program specifics to the DCA Office of Information Services 
(OIS) in order to develop the correct program parameters that meet the DHCC needs. The DHCC 
staff has also participated in multiple training programs and exercises to identify programmatic 
issues during the development of the BreEZe system. The DHCC also “loaned” a staff person, 
who is very knowledgeable in the creation and implementation of these types of complex 
computer systems, to OIS for about a year. This staff person was subsequently offered a position 
in OIS to continue the work of implementing the BreEZe system. 

Section 10 
Board Action and Response to Prior Sunset Issues 

Include the following: 
1. Background information concerning the issue as it pertains to the board. 

The DHCC was created upon the recommendation of the JLSRC in 2002 for the establishment of 
an entity to regulate the profession of dental hygiene.  The recommendation came as a result of 
the 2002 Sunset Review for the DBC and the Committee on Dental Auxiliaries (COMDA). 
According to the Background Paper for the Hearing for the DBC (DBC = Board for this section): 

Page 50 of 61 



   

 
 

   
   

  
  

 
     

  
    

  
  

    
 

  
 

 
    

 
 

     
  

 
     

 
  

     
 

   
 

    
   

     
  

    
  

   
   
    

   

The JLSRC and the DCA identified a number of issues and problem areas concerning this 
Board. There had been longstanding dissatisfaction with the deliberations and actions of the 
Board by the various organizations representing dental auxiliaries and others for a variety of 
reasons. The complaints and concerns expressed were virtually the same as when the Board 
was reviewed by the JLSRC in 1996. Some of these concerns or problems have been noted 
in audits by the California State Auditor and by an independent review of the Board’s 
investigative program and the need for sworn peace officers. The Board was criticized for 
being controlled by its dentist majority and favorable to their interests over those of the public 
and the licensed dental auxiliaries. It was accused of being unduly absorbed with minutiae – 
extensive deliberations on whether or not particular duties or functions may be performed by 
one or more of the categories of dental auxiliaries – the so-called “duty of the month” debate 
over the scopes of practice of dental auxiliaries. 

As a result of the findings from the JLSRC, legislation was enacted to create the Dental Hygiene 
Committee of California. 

2. Short discussion of recommendations made by the Committee/Joint Committee during prior 
sunset review. 
The JLSRC recommendation to form a separate entity to oversee the profession of dental hygiene 
was incorporated into the language for SB 853 (Ch. 31, Statutes of 2008) which was chaptered 
June 13, 2008. 

3. What action the board took in response to the recommendation or findings made under prior 
sunset review. 
The DHCC, since its inception, has been the regulatory entity for all aspects of dental hygiene 
licensure, education, examination, and enforcement in the interest of consumer protection.  The 
creation of the DHCC has improved consumer access to dental hygiene services, reduced the 
barriers to changes in the practice of dental hygiene, and the regulation of dental hygienists. 

4. Any recommendations the board has for dealing with the issue, if appropriate. 
The DHCC recommends that the jurisdiction language in BPC, Section 1901 be removed. The 
DHCC has functioned as an independent agency since it was created in 2009. The use of 
language that states that the DHCC is under the jurisdiction of the DBC has led to confusion as to 
the authority of the DHCC to act as a self-regulating agency.  Licentiates, the public, and other 
nationally recognized associations and governing entities view the jurisdiction language as 
restricting the ability of the DHCC to act independently in matters pertaining to the regulation of 
dental hygienists.  Per the definition of the functions of an independent agency, the DHCC is not 
subject to restrictions set by the DBC and does act independent of the DBC. Furthermore, the 
DBC has no statutory authority to regulate the practice of dental hygiene. 
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There has been considerable concern on the part of the California Dental Association regarding 
removal of jurisdiction language.  However, the JLSRC Background Paper for the Dental Board of 
California Sunset Review dated March 14, 2011 (cf., Section 12, Attachment F) made the 
following recommendation: 

“It would appear as if the intent of the Legislature was that the Dental Hygiene Committee was 
created so that it could make independent decisions on issues related to the regulation of the 
hygienist profession unless it involved scope of practice changes which would need to be 
worked out between both the dentistry and hygienist professions. Clarification may be 
needed to assure that the Dental Hygiene Committee maintains its independence over that of 
DBC.” 

Due to the ambiguity of language that implies jurisdiction, when there is no statutory authority for 
the DBC to have any control over the functioning of the DHCC, the DHCC recommends the 
amendment of Section 1901 as follows: 

1901.  (a) There is hereby created within the jurisdiction of the Dental Board of California a the 
Dental Hygiene Committee Board of California in which the administration of this article is 
vested. 
(b) This article may be hereby known as the Dental Hygiene Practice Act. 

(b) (c) This section shall remain in effect only until January 1, 2015, and as of that date is 
repealed, unless a later enacted statute, that is enacted before January 1, 2015, deletes or 
extends that date. Notwithstanding any other provision of law, the repeal of this section 
renders the committee subject to review by the appropriate policy committees of the 
Legislature. 

The DHCC has the full responsibilities of a board and should be called a board rather than a 
committee. Therefore, the DHCC recommends that its designation should be changed to the 
Dental Hygiene Board of California (DHBC).  As with the legislation changing the Physician’s 
Assistant Committee to a Board, legislation needs to be enacted for this change to occur. 

The DHCC also recommends that the language in BPC, Sections 1905. (a)(8) and 1905.2 be 
removed. BPC, Section 1905 (a)(8) and Section 1905.2 require the DHCC to make 
recommendations to the DBC regarding dental hygiene scope of practice issues.  As an 
independent regulatory agency, the DHCC should not have to make recommendations to the DBC 
on issues that impact the practice of dental hygiene.  In addition, the DBC has no authority over 
the dental hygiene scope of practice.  Inclusion of this language in the statute creates the same 
problems that existed when dental hygiene was regulated by the DBC.  The dentist majority on the 
DBC has been criticized in being supportive of their interests over those of the consumer. 

Senator Don Perata in his July 23, 2010 letter of intent (cf., Section 12, Attachment G) sent to the 
chair of the DHCC and the president of the DBC stated the following in regard to these sections: 

“…BPC, Section 1905.2 is also causing some confusion.  In my investigation of this section I 
realized that, inadvertently, this language, which represents old Dental Auxiliaries language, 
was left in SB 853.  It is my recommendation that it be removed, as the sections immediately 
preceding BPC, Section 1905.2, as well as the sections after BPC, Section 1905.2 clearly 
delineate the charge of the DHCC, which includes setting regulations, licensure and 
enforcement for dental hygienists.  The DHCC is to carry out these functions autonomously.” 
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Scope of practice changes have to be done through the legislature and are often brought to the 
Boards by the professional organizations representing the stakeholders. The DHCC should not 
have to submit recommendations supporting scope of practice changes if the DBC does not have 
the authority to restrict decisions made by the DHCC.  This would be time consuming and serve 
no useful purpose.  It would be through the legislative process, the DBC would be able to provide 
input. The legislature would then have the ability to determine if a change in the scope of practice 
for dental hygienists would be warranted taking into the consideration whether the change would 
fulfill the legislative intent for full utilization of registered dental hygienists without compromising 
the need for consumer protection. 

The DHCC further recommends that BPC, Section 1905(a) to add: 

(10) The board shall have and use a seal bearing the name, “Dental Hygiene Board of
 
California.”
 

Section 11 
New Issues 

This is the opportunity for the board to inform the Committee of solutions to issues identified by the 
board and by the Committee. Provide a short discussion of each of the outstanding issues, and the 
board’s recommendation for action that could be taken by the board, by DCA or by the Legislature to 
resolve these issues (i.e., legislative changes, policy direction, and budget changes) for each of the 
following: 

1. Issues that were raised under prior Sunset Review that have not been addressed. 
All of the issues raised under prior Sunset Review have been addressed in Section 10. 

2. New issues that are identified by the board in this report. 

• Increase to the License Renewal Fee Ceiling to allow additional future revenue collection, 
when warranted and justified, especially if the DHCC fund is threatened with insolvency. 

•	 Increase the RDH, RDHAP, RDHEF, and FNP license and delinquent renewal fees. 

•	 Additional managerial staff to oversee the daily programmatic operations and program staff to 
alleviate the EO from direct office oversight and be allowed to concentrate on EO functions. 

•	 Additional staff to appropriately implement the CE review, audit, and provider review programs. 

•	 Additional office space to accommodate more staff and resources to address an increased 
workload in support of the DHCC programs. 

•	 Implement a Statute of Limitations for enforcement actions. 

•	 Implement penalties for Failure to Report unprofessional conduct (BPC, Section 1950.5). 

•	 Full Utilization of all categories of dental hygienists to meet the needs of all of the State's 
Citizens: 
Ensuring full utilization of dental hygiene services is a concern of the DHCC. There are 
statutory restrictions which have been imposed that restrict the full utilization of dental 
hygienists.  Removal of these restrictions would allow for greater access to care for the 
consumer and would enable the skills of the dental hygienists to be used to their full extent 
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without jeopardizing the health and safety of the consumer.  The following restrictions have a 
significant impact of the consumers access to care and to the full utilization of the dental 
hygienist (BPC, Section 1909): the delineation of services that are to be performed under 
direct supervision, and the language in BPC, Section 1926 (d) which requires that the RDHAP 
practice in a dental health professional area as certified by the OSHPD. 

BPC, Section 1909 requires that following duties are to be performed under the direct 
supervision of a dentist who must be in the office while the procedure is being performed: 
administration of soft tissue curettage, local anesthesia, and nitrous oxide-oxygen analgesia. 
Currently, there are seven states that allow dental hygienists to administer local anesthesia 
under general supervision (the dentist does not have to be in the office).  In these states, there 
have been no reported instances of consumer harm.  In three states, nitrous oxide-oxygen 
analgesia is administered under general supervision-again with no reported incidences of 
consumer harm.  Changing the supervision level from direct to general would allow dental 
hygienists to provide these services without the restriction of having the dentist in the office, 
allowing patients to have access to these services, but still as directed by the supervising 
dentist.  These services would continue to be provided on patients of record as required by 
statute.  The absence of reported incidences of consumer harm supports the DHCC’s 
contention that these procedures can be performed safely under general supervision.  Soft 
tissue curettage is performed as an adjunct therapy to scaling and root planing which is 
performed under general supervision and therefore, should not require direct supervision by 
the dentist. It is important to note that the change in the level of supervision would not allow 
dental hygienists to perform these services unsupervised.  These patient care services would 
be then moved to BPC, Section 1910, which lists the procedures dental hygienists are 
authorized to perform under general supervision. 

BPC, Section 1926(d) allows an RDHAP to open a practice in a dental health professional 
shortage area as designated by OSHPD.  Problems have arisen when an RDHAP sets up a 
practice in a dental health shortage area and over time the designation of the area changes. 
The law would require the RDHAP to close down the practice as the practice is no longer in a 
dental health professional shortage area.  Closure of the practice would leave the patients with 
no access to dental hygiene services due to a lack of provider.  It seems counterproductive for 
the law to allow RDHAP practitioners to establish practices in shortage areas to meet the 
needs of the consumers, becoming a part of the solution, only to have to close down their 
practices when the area is no longer considered a shortage area. The DHCC would 
recommend that the language in BPC, Section 1926(d) be amended to read: 

(d) Dental health professional shortage areas, as certified by the Office of Statewide 
Health Planning and Development in accordance with existing office guidelines. An 
alternative dental hygiene practice established within a designated shortage area will 
remain in full effect regardless of designation. 

• Continued Competency 

The complex world of oral healthcare delivery is changing and evolving at a revolutionary rate. 
Dental hygienists’ knowledge and skills must adapt to the constant change of landscape and 
issues facing professionals.  As evidence-based decision making for patient care is now the 
hallmark of dental hygiene practice, the question has been raised of whether evidence of 
professional knowledge and skills should also be expected from practicing dental hygienists. 
This issue of continued competency has been raised by the DHCC and the profession of 
dental hygiene.  Although it may appear continued competence is new to dental hygiene, it is 
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not new to healthcare.  In 1995, the Citizen Advocacy Center asked the question, “Can the 
public be confident that health care professionals who demonstrated minimum levels of 
competence when they earned their licenses continue to be competent years and decades 
after they have been in practice?”  In 2001, the Institute of Medicine (IOM) stated in their 
report, Crossing the Quality Chasm: A New Health System for the 21st Century 
(cf., Section 12, Attachment H), “There are no consistent methods for ensuring the continued 
competence of health professionals within the current state licensing functions or other 
processes” (p. 217). In April 2003, the IOM produced an additional report entitled Health 
Professions Education—A Bridge to Quality (cf., Section 12, Attachment I). In this document, 
professional competency was deemed as a shared responsibility of both the public and private 
sectors and “health profession boards need to require demonstration of continued 
competence” (p. 8). A critical regulatory issue that has been discussed among many healing 
arts boards across the country and is emerging in California is the issue of continued 
competence. 

As a regulatory agency, the DHCC impacts professional competence at three levels: (1) the 
education process whereby regulation ensures dental hygiene programs produce candidates 
for licensure that meet national & state competency standards; (2) clinical testing that 
measures competence for entry into practice; and (3) ongoing monitoring, licensure, and 
removal of those who cease to be deemed competent from practice. In the interest of public 
protection, the DHCC has strict requirements for obtaining initial licensure.  However, 
requirements for licensure renewal are much less stringent.  For most healing arts boards, as 
with DHCC, those licensed dental hygienists who are removed from practice because of 
incompetency are removed through the disciplinary process. There is currently no process in 
place that speaks to the assurance to the public and the DHCC that dental hygiene 
practitioners continue to be competent and safe years after completing their education and first 
becoming licensed. Because licensure is a privilege, the licensee has a responsibility to the 
DHCC and to the public who receives dental hygiene services including the duty to attain and 
maintain licensure. 

At this time, CE requirements could be viewed as an avenue to ensure continued competence; 
however, it has been debated that CE does little to ensure that licensees remain competent 
and provide quality care.  Continued competence moves beyond CE and speaks to the 
ongoing application of professional knowledge, skills, and abilities, which relate to the 
occupational performance objectives in a range of possible encounters that is defined by the 
individual scope of practice and practice setting.  The DHCC would like to explore other 
approaches to assure continuing competence in today’s environment where technology and 
practice are continually changing, new health care systems are evolving, and consumers are 
pressing for providers who are competent. Because of this, the DHCC believes that statutory 
authority should be in place to allow for implementation of continued competence in the future. 
This could be accomplished by amending BPC, Section 1936.1 by adding: 

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

During the regulatory process, all of the questions and concerns surrounding implementing 
continued competency can be vetted and addressed. 
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3. New issues not previously discussed in this report. 

• Payment for Services Rendered 
RDHAPs have provided quality preventive oral health care services to underserved 
communities throughout California.  In recent years, it has come to our attention that consumer 
insurance companies based outside of California are refusing payment of services rendered by 
the RDHAP to California consumers. Their reasoning is that not all states have the RDHAP 
provider status and therefore, in their opinion, RDHAPs are not eligible for reimbursement. 

In a report prepared by the Center for Health Professions entitled Registered Dental Hygienists 
in Alternative Practice: Increasing Access to Dental Care in California, the research suggests: 

“Contrary to original legislative intent, many recent proposals have sought to restrict 
RDHAPs from full independent practice, inevitably creating barriers to access. Policy-
makers should instead focus on the purpose of the RDHAP profession – to improve 
access to dental care. The profession’s capacity to improve access is inherently tied to 
reimbursement policies for treating the underserved, including the elderly and 
developmentally disabled. Legislators may therefore want to consider expanding public 
financial support structures for RDHAPs” (Mertz, 2008, p. 14) 
(cf., Section 12, Attachment J). 

The DHCC has the statutory authority to make a change to existing language. It is 
recommended that BPC, Section 1928 be amended to include: 

BPC, Section 1928.  Registered dental hygienist in alternative practice, submitting of 
insurance and reimbursement of providers: 
a) A registered dental hygienist in alternative practice may submit or allow to be submitted 

any insurance or third-party claims for patient services performed as authorized 
pursuant to this article. 

b) Whenever any such insurance policy or plan provides for reimbursement for any service 
which that may be lawfully performed by a person licensed in this state for the practice 
of dental hygiene, reimbursement under such policy or plan shall not be denied when 
such service is rendered by a person so licensed. 

c) Nothing in this article shall preclude an insurance company from setting different fee 
schedules in an insurance policy for different services performed by different 
professions, but the same fee schedule shall be used for those portions of health 
services which are substantially identical although performed by different professions. 

• Alternative licensure options 

The utilization of a clinical examination process has been the backbone of assessment and 
qualification for initial licensure of dental hygienists for many decades. 

Although the use of patients as part of the examination process continues to be the pathway to 
licensure for all dental hygienists, there are several emerging alternative platforms in dentistry 
that do not include the use of human subjects. The DHCC has identified the need to explore 
alternative pathways for licensure. To that end, the DHCC will require statutory authority to 
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implement any of these alternative pathways. This will require amending BPC, Section 1917 
(b) to read: 

Satisfactory performance on the state clinical examination, or satisfactory completion of the 
dental hygiene examination given by the Western Regional Examining Board or any other 
clinical dental hygiene examination approved by the committee. 

4. New issues raised by the Committee. 
Change the DHCC from a committee to a board since the DHCC already functions similarly to a 
board. Some of the functions that the DHCC already performs within the DCA are: 

•	 Appointed multiple (nine) individuals by the Governor consisting of both professional and 
public members that will discuss, deliberate, and act upon issues that affect the DHCC in the 
interest of consumer protection; 

•	 Create standing committees to deal with examinations, enforcement, licensing, and other 
subject matter the DHCC deems appropriate; 

•	 Has the authority to request regulatory and legislative changes; 

•	 Mandates that the protection of the public is the highest priority in exercising its licensing, 
regulatory, examination, and disciplinary functions; and 

•	 Oversees the examination, licensing, enforcement, and administration programmatic functions 
for the dental hygiene profession including legislation and regulations. 

With the DHCC performing the functions listed above autonomously, it stands to reason that the 
nomenclature of the DHCC be changed from a committee to a board. The DHCC is a special fund 
agency that generates revenue from its fees. As such, the DHCC would have no impact on the 
state’s General Fund. 
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Section 12 
Attachments 

Please provide the following attachments: NOTE – ALL attachments are located after Section 13. 
A. Board’s administrative manual and Business and Professions Code Sections. 

Attachment A – DHCC Administrative Procedural Manual.
 
Attachment A1 – BPC, Sections 1900 – 1966.6.
 

B. Current organizational chart showing relationship of committees to the board and membership 
of each committee (cf., Section 1, Question 1). 
Attachment B – DHCC Organizational Chart including Subcommittees. 

C. Major studies, if any (cf., Section 1, Question 4). 
Attachment C – Regional Exam Survey Questionnaire. 

D. Year-end organization charts for last four fiscal years.	  Each chart should include number of 
staff by classifications assigned to each major program area (licensing, enforcement, 
administration, etc.) (cf., Section 3, Question 14). 
Attachment D – DHCC Year-end Staff Organization Charts 

E. Performance Measures (cf., Section 5, Question 30). 
Attachment E – DHCC Performance Measures for the last three (3) years. 

F. JLSRC Background Paper for the Dental Board of California (dated March 14, 2011)
 
(cf., Section 10, Question 4).
 
Attachment F – JLSRC Background Paper for the Dental Board of California
 

(dated March 14, 2011) (p. 8 – 9)
 
G. President Pro Tempore Letter of Support (dated July 23, 2010)(cf., Section 10, Question 4). 

Attachment G – Letter of DHCC Support from President Pro Tempore (Don Perata). 
H. Crossing the Quality Chasm: A New Health System for the 21st Century
 

(cf., Section 11, Question 2)
 
Attachment H (p. 217) 

I.	 Health Professions Education: A Bridge to Quality (National Academy of Sciences)
 
(cf., Section 11, Question 2)
 
Attachment I (p. 8) 

J.	 Center for Health Professions “Registered Dental Hygienists in Alternative Practice: Increasing 
Access to Dental Care in California” (Mertz 2008)(cf., Section 11, Question 3) 
Attachment J – Report from the Center for Health Professions- “Registered Dental Hygienists 

in Alternative Practice: Increasing Access to Dental Care in California” - Mertz 
(dated May 2008) (p. 14) 
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This section only applies to the specific boards indicated below. 

Section 13 
Board Specific Issues 

Diversion 

Discuss the board’s diversion program, the extent to which it is used, the outcomes of those who 
participate, the overall costs of the program compared with its successes 

Diversion Evaluation Committees (DEC) (for BRN, Dental, Osteo and VET only) 

1. DCA contracts with a vendor to perform probation monitoring services for licensees with 

substance abuse problems, why does the board use DEC?
 

The DHCC uses the DEC to rehabilitate licensees under the influence of drugs or alcohol and 
returns them to safe practice. 
What is the value of a DEC? 
The value of the DEC is that an affected licensee can be reviewed by a select group of their 
peers or similar professionals with professional expertise and specific training to handle cases 
and issues pertaining to drug and/or alcohol problems. The DEC is created under the direction 
of the diversion program manager who has the primary responsibility to review and evaluate 
recommendations from the DEC regarding the licensee. 
Each DEC has the following duties and responsibilities: 
a) Evaluates licentiates who request to participate in the diversion program according to the 

diversion program guidelines and make recommendations to the diversion program 
manager. 

b) Reviews and designates those treatment facilities to which licentiates in a diversion 
program may be referred. 

c) Receives and reviews information concerning a licentiate participating in the diversion 
program. 

d) Considers in the case of each licentiate participating in a diversion program whether he or 
she may continue or resume with safety the practice of dental hygiene. 

2. What is the membership/makeup composition? 
As per CCR, Section 1020.4, the composition of a DEC consists of six members: three 
licensed dentists, one licensed dental auxiliary (e.g., dental hygienist), one public member, and 
one licensed physician or psychologist. 
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3. Did the board have any difficulties with scheduling DEC meetings?  	If so, describe why and 
how the difficulties were addressed. 
To date, there has not been any difficulty in scheduling the quarterly DEC meetings as 
scheduled by the current diversion program vendor. The reason there are no difficulties with 
scheduling DEC meetings is because the meeting dates are scheduled a year in advance and 
approved by all of the parties involved prior to finalization. 

4. Does the DEC comply with the Open Meetings Act? 
The DEC meetings do comply with the Open Meetings Act.  Every DEC meeting is open to the 
public during the first half-hour of each meeting to hear issues and encourage public 
participation. 

5. How many meetings held in each of the last three fiscal years? 
In the last three fiscal years, the DEC met eight times per year (four in Northern California and 
four in Southern California) on a quarterly basis for a total of 24 meetings over three years to 
review and make recommendations on diversion participants. 

6. Who appoints the members? 
The current DEC members and the diversion program manager interview potential DEC
 
member candidates and bring forth their final selection(s) for appointment.
 

7. How many cases (average) at each meeting? 
The number of diversion cases the DEC will review at each meeting varies.  The DHCC 

currently has only one participant in the diversion program.
 

8. How many pending? 
The DHCC has no pending cases. 

Are there backlogs? 
There are currently no backlogs identified for the diversion program. 
What is the cost per meeting? 
There is no cost to the diversion participant per meeting.  For staff, the cost consists of the 
normal travel costs payable at the state rate of reimbursement for each expenditure category. 
Annual cost? 
The annual cost for a diversion participant begins at $3,672 ($306/month uniform charge) plus 
body fluid testing and collection expenses, treatment costs, health support group(s), healthcare 
costs associated with outpatient visits, psychological examination, counseling, therapy, etc., 
and an administrative fee co-pay. 

9. How is DEC used? 
A DEC is used as per CCR, Section 1020.5. Diversion Evaluation Committee Duties and 
Responsibilities where it states: 

A Diversion Evaluation Committee shall have the following duties and responsibilities in 
addition to those set forth in CCR, Section 1695.6 of the Code: 

•	 To consider recommendations from the diversion program manager and any consultant 
to the committee; and 
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•	 To set forth in writing for each licensee in a program a treatment and rehabilitation 
program established for that licensee with the requirements for supervision and 
surveillance. 

What types of cases are seen by the DECs? 
The DEC reviews and sees cases of substance use disorders, e.g., drug and/or alcohol related 
abuse. 

10.How many DEC recommendations have been rejected by the board in the past four fiscal 
years (broken down by year)? 
In the past four fiscal years, there have not been any DEC recommendations rejected by the 
DHCC. 

Disciplinary Review Committees (Board of Barbering and Cosmetology and BSIS only) 

1. What is a DRC and how is a DRC used? What types of cases are seen by the DRCs? 
2. What is the membership/makeup composition? 
3. Does the DRC comply with the Open Meetings Act? 
4. How many meeting held in last three fiscal years? 
5. Did the board have any difficulties with scheduling DRC meetings?  	If so, describe why and 

how the difficulties were addressed. 
6. Who appoints the members? 
7. How many cases (average) at each meeting? 
8. How many pending? Are there backlogs? 
9. What is the cost per meeting?  Annual cost? 
10.Provide statistics on DRC actions/outcomes. 

Page 61 of 61 



 
 

 
 

   
   

 
   

  
 

  
  

 
 

   
  

 
 

   
   

 
   

   
 

  
 

   
 

   
   

 
   

    
   

 
   

 
  

 
  

   
  

 


 


 

THE DHCC 2013/14 SUNSET REVIEW REPORT
 

APPENDIX
 

Attachment A – 
DHCC Member Guidelines and Procedural Manual (December 2011) 

Attachment A1 – 
Business and Professions Code (BPC) Sections 1900 – 1966.6 

Attachment B – 
Current Organization Chart Showing Relationship of Committee and Membership of Each 
Subcommittee 

Attachment C – 
Copy of Cover Letter and Regional Examination Survey Questionnaire sent to 
Regional Examination Boards 

Attachment D – 
DHCC Year-end Organization Charts for the Last Four Fiscal Years 

Attachment E – 
DHCC Performance Measures for the Last Three Fiscal Years 

Attachment F – 
Copy of the Joint Legislative Sunset Review Committee Background Paper for the Dental Board 
of California (dated March 14, 2011) (p. 8 – 9) 

Attachment G – 
Letter of DHCC Support from President Pro Tempore Don Perata (dated July 23, 2010) 

Attachment H – 
Crossing the Quality Chasm: A New Health System for the 21st Century 
Chapter 9 – Preparing the Workforce (p. 217) 

Attachment I – 
Health Profession Education: A Bridge to Quality 
Executive Summary (p. 8) 

Attachment J – 
Registered Dental Hygienists in Alternative Practice (RDHAP): 
Increasing Access to Dental Care in California (p. 14) 
(dated May 2008) 
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DHCC Member Guidelines and Procedure Manual 

CONTENTS
 

04 Chapter 1- INTRODUCTION 

04 Chapter 2- DENTAL HYGIENE COMMITTEE OF CALIFORNIA (DHCC) 
04 COMPOSITION 
05 SALARY PER DIEM 
06 GENERAL RULES OF CONDUCT 
07 OFFICERS OF THE COMMITTEE 
07 DHCC MEMBERS 
07 ETHICS TRAINING 
08 DHCC MEMBER ORIENTATION 
08 SEXUAL HARASSMENT PREVENTION TRAINING 
08 DHCC MEMBER REMOVAL 
08 RESIGNATION OF COMMITTEE MEMBERS 
08 CONFLICT OF INTEREST 
08 DHCC COMMITTEE MEETINGS 
09 Member Attendance at DHCC Meetings 
09 Member Participation at DHCC Meetings 
09 Quorum 
09 Agenda Items 
09 Record of Meetings 
09 Audio or Video Recordings (Government Code 

Section 11124.1) 
10 MEETING ON DISCIPLINARY MATTERS 
10 Disciplinary Cases held for DHCC Meeting Closed Sessions 
10 Mail Ballots (Government Code Section 11500) See Sample 

Mail Ballot on Page 17 
10 DHCC MEMBER COMMUNICATIONS 

11 CHAPTER 3 – DHCC PRESIDENT DUTIES 
11 SUPERVISION OF THE EXECUTIVE OFFICER 
11 PERFORMANCE APPRAISAL OF THE EXECUTIVE OFFICER 
11 APPOINTMENTS 

11 CHAPTER 4 - EXECUTIVE OFFICER 
11 APPOINTMENT 
11 ROLE 
11 EXECUTIVE OFFICER RECRUITMENT 
12 
12 

SELECTION 
DHCC STAFF 

12 CHAPTER 5 – SUBCOMMITTEES 

DHCC Member Manual December 2011 
- Page 2 
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Chapter 1- INTRODUCTION 

The Dental Hygiene Committee of California (DHCC) was established by 
legislation passed in 2008 to become operational by 1 July 2009. The DHCC is 
one of many agencies within the Department of Consumer Affairs (DCA), part of 
the State and Consumer Services Agency under the aegis of the Governor.  The 
DCA is responsible for consumer protection and representation through the 
regulation of licensed professionals and the provision of consumer services. 
While the DCA provides administrative oversight and support services, the 
DHCC has policy autonomy and sets its own policies, procedures, and 
regulations. 

This procedure manual is provided to members as a ready reference of important 
laws, regulations, and policies in order to guide the actions of the members and 
ensure DHCC effectiveness and efficiency. The policies in this Manual can be 
amended by four affirmative votes of DHCC members. 

Chapter 2
 
DENTAL HYGIENE COMMITTEE OF CALIFORNIA (DHCC)
 

COMPOSITION 
The DHCC shall consist of nine members appointed by the Governor. Four shall 
be public members, one member shall be a practicing general or public health 
dentist who holds a current license in California and four members shall be 
registered dental hygienists who hold current licenses in California. Of the 
registered dental hygienists members, one shall be licensed either in alternative 
practice or in extended functions, one shall be a dental hygiene educator, and 
two shall be registered dental hygienists. No public member shall have been 
licensed under this chapter within five years of the date of appointment or have 
any current financial interest in a dentally related business 

Members shall be appointed for a term of four years. All appointments will expire 
January 1, 2014 except two of the appointments, including the RDH educator or 
RDHAP or RDHEF members’ appointments, which will extend through 2016. 

The DHCC shall elect a President, a Vice President, and a Secretary from its 
membership.  No person shall serve as an officer for more than two consecutive 
terms unless extenuating circumstances prevail and it is the will of the majority of 
the members to do so. 

A vacancy shall be filled by appointment to the unexpired term. 
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SALARY PER DIEM 
Each member of the DHCC shall receive a per diem and expenses as provided 
in Section 103 of the Business and Professions Code.  Members fill non-salaried 
positions, but are paid $100 per day for each meeting day they attend and are 
reimbursed travel expenses. Committee members are paid out of the funds of 
the Dental Hygiene Committee. 

In relevant part, B&P Code Section 103 provides for the payment of salary per 
diem for Members “for each day actually spent in the discharge of official duties,” 
and provides that the Member “shall be reimbursed for traveling and other 
expenses necessarily incurred in the performance of official duties.” 

Accordingly, the following general guidelines shall be adhered to in the payment 
of salary per diem or reimbursement for travel: 

1. No salary per diem or reimbursement for travel-related expenses shall be 
paid to Board members except for attendance at official meetings, unless 
a substantial official service is performed by the Member. 

Attendance at gatherings, events, hearings, conferences or meetings 
other than official DHCC or subcommittee meetings in which a substantial 
official service is performed, the Executive Officer shall be notified and 
approval shall be obtained from the DHCC President prior to the 
Member’s attendance. 

2. The term "day actually spent in the discharge of official duties" shall mean 
such time as is expended from the commencement of a subcommittee or 
committee meeting until that meeting is adjourned. Travel time is not 
included in this component. 

3.	 For DHCC-specified work, members may be compensated for actual time 
spent performing work authorized by the President. This may include, but 
is not limited to, authorized attendance at other gatherings, events, 
meetings, hearings or conferences. 

4. Reimbursable work does not include miscellaneous reading and 
information gathering for business not related to any meeting, preparation 
time for a presentation and participation at meetings not related to official 
duties of the DHCC. 

The Governor shall have the power to remove any member from the DHCC for 
neglect of a duty required by law, for incompetence, unprofessional or 
dishonorable conduct. 
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GENERAL RULES OF CONDUCT 
All members shall act in accordance with their oath of office, and shall conduct 
themselves in a courteous, professional and ethical manner at all times. 
Members serve at the pleasure of the Governor, and shall conduct their business 
in an open manner so that the public that they serve shall be both informed and 
involved, consistent with the provisions of the Bagley-Keene Open Meeting Act 
and all other governmental and civil codes applicable to similar agencies within 
the State of California. 

Members shall comply with all provisions of the Bagley-Keene Open 
Meeting Act. (Attached) 

Members shall not speak or act for the DHCC without proper
 
authorization.
 

Members shall not privately or publicly lobby for or publicly endorse, or 
otherwise engage in any personal efforts that would tend to promote their 
own personal or political views or goals, when those are in direct 
opposition to an official position adopted by the DHCC. 

Members shall not discuss personnel or enforcement matters outside of 
their official capacity in properly noticed and agendized meetings or with 
members of the public or the profession. 

Committee members shall never accept gifts from applicants, licensees, or 
members of the profession while serving on the DHCC. 

Members shall maintain the confidentiality of confidential documents and 
information related to DHCC business. 

Members shall commit the time and prepare for DHCC responsibilities 
including the reviewing of meeting notes, administrative cases to be 
reviewed and discussed, and the review of any other materials provided to 
the members by staff, which is related to official business. 

Members shall recognize the equal role and responsibilities of all DHCC 
members. 

Members shall act fairly, be nonpartisan, impartial, and unbiased in their 
role of protecting the public and enforcing the laws governing the practice 
of dental hygiene in California. 
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Members shall treat all consumers, applicants and licensees in a fair, 
professional, courteous and impartial manner. 

Members’ actions shall serve to uphold the principle that the DHCC’s 
primary mission is to protect the public. 

Members shall not participate in test development for examinations. A 
member can observe at an examination with the permission of the DHCC 
President as long as they only observe and in no way participate. If the 
member is associated with a school, they should not observe an 
examination if one of their students is taking the examination. Note: this 
is not to say that members are precluded from involvement with 
examination issues. Quite the contrary, members should be 
knowledgeable about the examination development process, occupational 
analysis, any exam security issues that arise, and so forth. This can be 
done by having those who develop and administer the examination 
present at committee meetings. 

Members shall not sit on advisory committees for any of the California 
RDH educational programs in any capacity due to a conflict of interest. 

OFFICERS OF THE COMMITTEE 
The DHCC shall annually elect, from its members, a President, a Vice-
President and a Secretary each of whom shall hold office for a term of one 
year. An officer shall not serve in a particular office position for more than 
two consecutive terms unless extenuating circumstances prevail and it is 
the will of the majority of the members to do so. 

Elections shall take place each year.  All officers may be elected on one 
motion or ballot as a slate of officers unless objected to by a member. 

If the office of the President becomes vacant, the Vice President shall 
assume the office of the President.  If the office of the Vice-President 
becomes vacant, an election shall be held at the next scheduled meeting. 
Elected officers shall then serve the remainder of the term. 

DHCC MEMBERS 

ETHICS TRAINING 
Each member shall attend a course offered by the Department of 
Consumer Affairs in ethics upon appointment. Thereafter members shall 
attend an ethics course at least once during every two years of their 
appointment. 
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DHCC MEMBER ORIENTATION 
Every member shall complete a training and orientation program offered 
by the DCA within one year of assuming office. 

SEXUAL HARASSMENT PREVENTION TRAINING 
Pursuant to the Department of Fair Employment and Housing laws, all 
newly appointed board, committee and commission members must 
complete the required training within six months of their assumption of 
office. 

DHCC MEMBER REMOVAL 
The Governor has the power to remove from office, at any time, any 
member appointed by him for continued neglect of duties required by law 
or for incompetence or unprofessional or dishonorable conduct. 

RESIGNATION OF COMMITTEE MEMBERS 
In the event that a member resigns, the resigning member shall send a 
letter to the appointing authority, the Governor, with the effective date of 
the resignation.  State law requires written notification.  A copy of this 
letter shall also be sent to the Director of DCA, the DHCC President and 
the Executive Officer. 

CONFLICT OF INTEREST 
No DHCC member may make, participate in making, in any way attempt 
to use their official position to influence a governmental decision in which 
there is a direct financial interest or the potential of such. 

Any DHCC member who has a direct financial interest shall disqualify 
themselves from making or attempting to use their official position to 
influence the decision.  Any DHCC member who feels they are entering 
into a situation where there is a potential for a conflict of interest shall 
immediately consult the EO or the DHCC's legal counsel. 

DHCC COMMITTEE MEETINGS 
The DHCC shall meet at least two times each calendar year and shall 
conduct additional meetings in appropriate locations that are necessary to 
transact its business 

The DHCC shall make every effort to hold meetings in different 
geographical areas throughout the state as a convenience to the public 
and licensees. 
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Member Attendance at DHCC Meetings 
DHCC Members shall attend each scheduled meeting. If a member is 
unable to attend a meeting the DHCC President or the Executive Officer 
shall be contacted prior to the meeting to ensure a quorum can be 
established. 

Member Participation at DHCC Meetings 
The President may ascertain from members whose level of participation is 
below standard whether or not the member is no longer able or willing to 
continue serving as an active member. A 50% or greater absence rate 
shall constitute below-standard participation. 

Quorum 
Five members of the DHCC constitute a quorum. When a quorum of is 
not present, members may discuss items of business but may not take 
any action. A majority of the entire DHCC shall constitute a quorum for 
purposes of acting on noticed agenda items. 

Agenda Items 
Any member may submit items for a meeting agenda to the Executive 
Officer 30 days prior to the meeting. The items placed on a meeting 
agenda will be reviewed and approved by the President and Executive 
Officer prior to receipt of same by the Members. 

The meeting agenda will be provided to all members ten days prior to the 
meeting and the agenda packet will be provided no later than seven days 
prior to the meeting. 

Record of Meetings 
Meeting minutes are a summary and not a transcript of the proceedings. 
Minutes are prepared for every meeting. The minutes and assignments of 
action items shall be prepared by staff. 

The minutes shall be approved at the next scheduled meeting and serve 
as the official record of the previous meeting. 

Approved minutes of the open session are available for distribution to the 
public and shall be posted on the website within ten working days 
following approval. 

DHCC Member Manual December 2011 
- Page 9 



   
 

 
 

   
   

 

     
 

     
    

  
 

 
 

     
  

   
   

  
  

  
 

 
   
   

    
 

    
    

 
   

     
 

    
 

  
   

    
 

      

 
 

  
  

  
     

   
   


 

 

DHCC Member Guidelines and Procedure Manual 

Audio or Video Recordings (Government Code Section 11124.1) 

All public meetings are either audio or video recorded. Recordings shall 
be retained until either 30 days from the meeting or after the approval of 
the minutes whichever is the latter. 

MEETING ON DISCIPLINARY MATTERS 

Disciplinary Cases held for DHCC Meeting Closed Sessions 

1. When voting on mail ballots for proposed disciplinary decisions or 
stipulations, a member may wish to discuss a particular aspect of the 
decision or stipulation before voting. If this is the case, the ballot must be 
marked “hold for discussion,” and the reason for the hold must be 
provided on the mail ballot. 

2. If two votes are cast to hold a case for discussion, the case is set aside 
and not processed regardless of whether a majority voted to either accept 
or reject the decision. Instead the case is scheduled for a discussion 
during a closed session at the next meeting and a new vote is taken. 

Mail Ballots (Government Code Section 11500)
 
See Sample Mail Ballot on Page 17
 

1. The DHCC must approve any proposed decision or stipulation before the 
formal discipline becomes final and the penalty can take effect. 

2. Proposed stipulations and decisions are mailed to each member for his or 
her vote. For stipulations, a background memorandum from the assigned 
deputy attorney general accompanies the mail ballot. A two-week deadline 
generally is given for the mail ballots for stipulations and proposed 
decisions to be completed and returned to the DHCC’s office. 

3. If the matter is held for discussion, legal counsel will preside over the 
closed session to assure compliance with the Administrative Procedure 
Act and Open Meeting Act. 

4. If a member is comfortable voting on the matter, but wishes to discuss the 
policy behind the decision or case, the ballot should be marked with their 
vote. The Executive Officer should then be contacted directly requesting 
clarification of DHCC’s policy. If, after discussion, the policy issue is still 
unresolved the issue will be placed on the agenda for discussion and any 
appropriate action at the next Enforcement Meeting. 
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DHCC MEMBER COMMUNICATIONS 
The President or the Executive Officer shall serve as spokesperson with the 
media on Committee actions or policies. 

Any written or oral communications concerning matters of a sensitive nature shall 
be made only by the President or the Executive Officer. 

All written communications of the President on behalf of the DHCC shall be 
copied to the Executive Officer. The Executive Officer shall forward the 
communication to all members. 

The President may not represent the entire DHCC in any communication unless 
given express authority by a majority of the DHCC to do so unless reiterating a 
previous position taken. The President may speak for the DHCC if requested to 
testify to the Legislature or Administration on behalf of the DHCC without 
advance approval. 

CHAPTER 3 – DHCC PRESIDENT DUTIES 

SUPERVISION OF THE EXECUTIVE OFFICER 
The President is the immediate supervisor of the Executive Officer. Specific 
instructions for work on policy matters by the Executive Officer from Committee 
members shall be coordinated through the President. 

The incoming President shall assume all delegated duties at the close of the 
annual election meeting, including supervision of the Executive Officer. 

PERFORMANCE APPRAISAL OF THE EXECUTIVE OFFICER 
The President shall request from each member input to the annual performance 
appraisal and salary administration of the Executive Officer prior to compiling 
draft preparations. 

The performance appraisal of the Executive Officer shall be presented in draft 
form to the DHCC by the DHCC President annually and shall be noticed on the 
meeting agenda. 
Matters relating to the performance of the Executive Officer shall be discussed in 
closed session unless the Executive Officer requests that it be discussed in open 
session. 

APPOINTMENTS 
The President shall appoint the members or qualified persons to fill positions of 
oversight or representation for DHCC as delineated in statute, regulation or 
official capacity, regarding CODA or other entities acting on behalf of DHCC. 
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CHAPTER 4 - EXECUTIVE OFFICER
 

APPOINTMENT
 
The DHCC shall appoint an Executive Officer who is exempt from civil service 
and who shall serve at the pleasure of the DHCC.  The Executive Officer shall 
exercise the powers and perform the duties delegated by the DHCC.  The 
appointment of the Executive Officer is subject to approval of the Director of the 
Department of Consumer Affairs. 

ROLE 
The Executive Officer is the chief administrative officer responsible for 
implementing the policies developed by the DHCC. 

EXECUTIVE OFFICER RECRUITMENT 
The DHCC shall institute an open recruitment plan to maintain a pool of qualified 
candidates.  The DHCC shall also work with the DCA’s Human Resources Office 
for recruitment procedures. 

SELECTION 
The selection of an Executive Officer shall be included as an item of business 
which must be included in a written agenda and transacted at a public meeting. 

DHCC STAFF 
Employees of the DHCC, with the exception of the Executive Officer, are civil 
service employees. Their employment, pay, benefits, discipline, terminations, 
and conditions of employment are governed by a myriad of civil service laws and 
regulations and often by collective bargaining labor agreements. Because of this 
complexity, the Executive Officer has the authority and responsibility of 
overseeing the civil service staff. 

No member may provide direction to civil service staff, unless consent of the 
majority is obtained during a public meeting. When consent of the majority is 
obtained, direction must go through the Executive Officer. Members shall not 
intervene or become involved in specific day-to-day personnel transactions or 
activities. 

CHAPTER 5 – SUBCOMMITTEES 

FUNCTION 
Subcommittees are advisory and their purpose is to recommend actions on 
specific subject matter. The composition of the subcommittees may change as 
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needed. Recommendations and reports shall be submitted to DHCC for 
consideration and approval. 

APPOINTMENTS 
The President shall appoint the members to fill positions of each standing 
subcommittee. DHCC members may volunteer to serve on a specific 
subcommittee.  

STANDING SUBCOMMITTESS 

Licensing and Examination Subcommittee 

Enforcement Subcommittee 

Legislative and Regulatory Subcommittee 

Education and Outreach Subcommittee 

LICENSING AND EXAMINATION SUBCOMMITTEE 
The purpose of the Licensing and Examination Subcommittee is to advise 
the DHCC on policy matters relating to the examining and licensing of 
individuals who want to practice dental hygiene in California.  The 
subcommittee may also provide information and recommendations on 
issues relating to curriculum and school approval, exam appeals, laws and 
regulations. 

ENFORCEMENT SUBCOMMITTEE 
The purpose of the Enforcement Subcommittee is to advise the DHCC on 
policy matters that relate to protecting the health and safety of consumers. 
This includes maintenance of disciplinary guidelines, and other 
recommendations on the enforcement of the statutes and regulations. 

LEGISLATIVE AND REGULATORY SUBCOMMITTEE 
The purpose of the Legislative and Regulatory Subcommittee is to review 
and track legislation which affects the DHCC and recommends positions 
on legislation. It also provides information and recommendations to the 
full committee on regulatory additions or changes. 

EDUCATION AND OUTREACH SUBCOMMITTEE 
The purpose of the Education and Outreach Subcommittee is to provide 
recommendations on the development of informational brochures and 
other publications, planning of outreach events for consumers and 
licensees, preparing articles for submission in trade magazines and 
attending trade shows. 
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AD HOC COMMITTEES 
The President may establish ad hoc Subcommittees as needed. 
Any member may request, subject to approval of the full DHCC, that an ad 
hoc committee be established. The ad hoc committee will be charged with 
an in depth review of a specific issue and a final recommendation to the 
full DHCC. 

DHCC AGENDAS 
Agendas shall focus on the specific tasks assigned by the DHCC and include: 

Public Comment 
Time for members to recommend new areas of study to be brought to the 
DHCC’s attention for possible assignment. 
Time for lunch break 
Only those information items dealing with subjects assigned to the 
respective subcommittee. 

Subcommittee chairs shall confer with the President prior to including any 
agenda item that is not clearly within that subcommittee’s assigned purview. 

If more than two members are to attend a committee meeting, the agenda shall 
contain the statement: “Notice of Committee meeting indicates that three or more 
members of the Committee are present. While the law requires the DHCC to 
notice this also as a Committee meeting, it is not the intent to take action as a 
Committee at this meeting”. 

ATTENDANCE AT SUBCOMMITTEE MEETINGS 
Members who attend a subcommittee meeting when not appointed to that 
subcommittee shall sit in the audience and not participate in the meeting 
discussion. 

DUAL MEMBERSHIP 
A member may serve on multiple subcommittees. 

RECORD OF SUBCOMMITTEE MEETINGS 
The minutes are a summary, not a transcript of each committee meeting. 

Minutes shall be prepared by staff and submitted for review by the 
Subcommittee. 

Subcommittee minutes shall be approved at the next scheduled meeting and 
serve as the official record of the meeting. 

Approved minutes of the open session are available for distribution to the public 
and shall be posted on website. 
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STAFF ASSISTANCE 
Staff provides advice, consultation, and support to subcommittees. Members 
shall contact the Executive Officer to request staff assistance. 

CHAPTER 6 - TRAVEL PROCEDURES 

TRAVEL 
Members shall notify the President and Executive Officer of all travel except for 
regularly scheduled meetings. The President shall relay any travel approvals to 
the Executive Officer. 

No member shall attend any function at which the member is representing the 
DHCC without approval from the President and the Executive Officer. This 
includes speaking engagements, etc. 

Travel Arrangements 
Members are responsible for making their own travel arrangements. 
However, staff can assist in making necessary hotel and airline 
reservations for regularly scheduled meetings. When assistance with 
travel arrangements is needed, the Executive Officer should be contacted. 

Out-of-State Travel 
For out-of-state travel, members will be reimbursed for actual lodging 
expenses, supported by vouchers, and will be reimbursed for meal and 
supplemental expenses. Out-of-state travel for all persons representing 
the state of California is controlled and must be approved by the 
Governor’s Office. 

Travel Claims 
Rules governing reimbursement of travel expenses for members are the 
same as for management-level state staff. All expenses shall be claimed 
on the appropriate travel expense claim forms. The staff maintains these 
forms and completes them as needed. 

The Executive Officer’s travel and per diem reimbursement claims shall be 
submitted to the DHCC President for approval. 

It is advisable for members to submit their travel expense forms 
immediately following a meeting. If a travel claim requires amending, staff 
will make the amendment and submit the corrected claim to DCA’s Travel 
Unit and provide members with a corrected copy. 
Travel reimbursement processing time is approximately four to six weeks. 
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CHAPTER 7- SECURITY PROCEDURES 

REQUEST FOR RECORDS ACCESS 
No member may access a licensee’s or candidate’s file. 

CONTACT WITH CANDIDATES, LICENSEES OR COMPLAINTANTS 
Members shall not intervene on behalf of a licensee or candidate for any reason. 
They should forward all contacts or inquiries to the Executive Officer. Members 
shall not directly participate in complaint handling and resolution or 
investigations. If a member is contacted by a respondent, or respondent’s 
attorney, that individual shall be referred to the Executive Officer. 

GIFTS FROM CANDIDATES 
A gift of any kind to members or staff from dental hygiene candidates for 
licensure is not permitted and is considered to be a conflict of interest. 
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DEFINITION OF ACRONYMS
 

Agencies 
DHCC Dental Hygiene Committee of California 
DCA Department of Consumer Affairs 
AGO Attorney General’s Office 
OAH Office of Administrative Hearings 
OAL Office of Administrative Law 
OPES Office of Professional Examination Services 
PSI Psychological Services Incorporated 

Codes 
B&P Business and Professions Code 
CAC California Administrative Code 
CCR California Code of Regulations 
CGC        California Government Code 

Organizations 
ADHA American Dental Hygienists Association 
CDHA California Dental Hygiene Association 
CDA California Dental Association 
CDHEA California Dental Hygiene Educators Association 
CAPS California Association of Private Post Secondary Schools 
CCC California Community Colleges 
WREB Western Regional Examination Board 

Titles 
AG Attorney General 
ALJ Administrative Law Judge 
DA District Attorney 
DAG Deputy Attorney General 
EO Executive Officer 

Licenses 
LBC Licensure by Credential 
RDH Registered Dental Hygienist 
RDHAP Registered Dental Hygienist in Alternative Practice 
RDHEF Registered Dental Hygienist in Extended Functions 
SLN Certification in Soft Tissue Curretage, Local Anesthetic, and Nitrous 

Oxide. 
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SAMPLE MAIL BALLOT MODEL WITH SEPARATE HOLD PROVISIONS 

To: All Board Members 

From: Enforcement Staff 

Date: 

Re: Mail Ballot for [FIRST] [LAST], LICENSE NO. _________________, 
Case No. __________________ 

THIS MAIL BALLOT MUST BE RETURNED NO LATER THAN _____________ 
(If not timely returned, your vote may not count or the DHCC may lose jurisdiction 
to act.) 

Please review the attached documents and vote on the above case.  Upon 
completion of this mail ballot, please return it to me in the enclosed envelope or 
fax it to me at (916) 263-2688 by the date noted above.  You may also email your 
vote to DHCC’s Legal Desk, but be sure to include the person’s name, license 
number (if any) and case number involved along with your vote. 

The decision presented is a: 

___ Proposed Decision 
The board will lose jurisdiction to act on _______. Gov’t Code § 11517(d) 

___ Stipulated Decision 

___ Default Decision 

If you have procedural questions about the decision, please contact DHCC’s 
Legal Desk. For all other questions, please contact ______________, the 
Committee’s assigned attorney, at (916) 574-8220. 
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DHCC Member Guidelines and Procedure Manual 

BOARD MEMBER BALLOT 

(Part A: Choose one option) 

____ I VOTE TO ADOPT. Choose this option if you accept the decision as written.   

____ I VOTE TO REJECT (NON-ADOPT). Choose this option if you have questions or 
concerns about the decision. Record your questions or concerns to facilitate any closed session 
discussion: 

____ I RECUSE MYSELF from this case because _____________________________________. 

(Part B: Optional) 

____ HOLD FOR DISCUSSION at the next board meeting. Mark your ballot above regardless of 
whether you request to hold. If you voted to reject, you may also wish to hold the case. If you did 
not do so above, record your questions or concerns here: 

Date Board Member’s Signature 

Printed Name 

DHCC Member Manual December 2011 
- Page 19 



   
 

 
 

   
   

 

  
 

  

   
  

    
   

 
  

  
 

   

   
 

 
  

   
   

 
  

   
 

 
    

 
 

     
     

    
  

 
   

   
   

   
   

 
 

             
     

       
 

 
 

     
     

    
    

  

DHCC Member Guidelines and Procedure Manual 

EXPLANATION OF MAIL BALLOT TERMS 

PROPOSED DECISION: 
Following a hearing, the administrative law judge drafts a proposed decision recommending an outcome 
based on the facts and the board’s disciplinary guidelines. At its discretion, the board may impose a lesser 
penalty than that in the proposed decision. If the board desires to increase a proposed penalty, however, it 
must vote to reject or non-adopt the proposed decision, read the transcript of the hearing and review all 
exhibits prior to acting on the case. 

DEFAULT DECISION: 
If an accusation mailed to the last known address is returned by the post office as unclaimed, or if a 
respondent fails to file a Notice of Defense or fails to appear at the hearing, the respondent is considered in 
default. The penalty in a case resolved by default is generally revocation of the license. A default decision 
can be set aside and the case set for hearing if the respondent petitions for reconsideration before the 
effective date of the decision and the board grants the petition. 

STIPULATED DECISION: 
At any time during the disciplinary process, the parties to the matter (the Executive Officer and the 
respondent) can agree to a disposition of the case.  With the Executive Officer’s consent, the Deputy 
Attorney General can negotiate a stipulated decision (also referred to as a stipulated agreement) based on 
the board’s disciplinary guidelines. The board may adopt the stipulated decision as proposed, may counter­
offer and recommend other provisions, or may reject the agreement. If respondent declines to accept a 
proposed counter-offer, the case continues in the standard disciplinary process. 

ADOPT: 
A vote to adopt the proposed action means that you accept the action as presented. 

REJECT (NON-ADOPT): 
A vote to reject (non-adopt) the proposed action means that you disagree with one or more portions of the 
proposed action and do not want it adopted as the board’s decision. This vote should be used if you believe 
an additional term or condition of probation should be added (or deleted), or would otherwise modify the 
proposed penalty. 

If a proposed decision is rejected, the transcript will be ordered and the case scheduled for argument 
according to board policy. After reviewing the record, the board will be able to adopt the decision as 
previously written or modify the decision as it deems appropriate, except that a cost recovery order may not 
be increased. If a stipulated decision is rejected, the case will be set for hearing unless a counter offer is 
made during a closed session. If a default decision is rejected, the case will be set for hearing. 

RECUSAL: 
Mark this box if you believe you cannot participate in making the decision because you have a specific 
conflict. Common examples are if the person is a member of your family, a close personal friend, or 
business partner. If you are unsure if you should recuse yourself, you should contact the assigned board 
counsel. 

HOLD FOR DISCUSSION: 
In addition to voting, you should mark this box if you have a question or concern about the decision and 
would like to discuss the matter with fellow board members during a closed session. If you vote to reject, 
you may also wish to hold the case. TWO votes must be received to hold a case. If the case is a stipulated 
decision, the staff can explain why they entered into the agreement. If the case is either other type, you may 
contact the board’s assigned counsel to discuss the merits of the case. 
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1900 – 1966.6 
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BUSINESS AND PROFESSIONS CODE 
SECTION 1900-1966.6 

1900 . It is the intent of the Legislature by enactment of this 
article to permit the full utilization of registered dental 
hygienists , registered dental hygienists in alternative practice, and 
registered dental hygienists in extended functions in order to meet 
the dental care needs of all of the state ' s citizens . 

1901 . (a) There is hereby created within the jurisdiction of the 
Dental Board of California a Dental Hygiene Committee of California 
in which the administration of this article is vested . 

(b) This section shall remain in effect only until January 1, 
2015 , and as of that date is repealed , unless a later enacted 
statute , that is enacted before January 1 , 2015 , deletes or extends 
that date . Notwithstanding any other provision of law, the repeal of 
this section renders the committee subject to review by the 
appropriate policy committees of the Legislature. 

1902 . For purposes of this article , the following definitions 
apply : 

(a) "Committee " means the Dental Hygiene Committee of California . 
(b) " Denta l board" means the Dental Board of California . 
(c) " Direct supervision" means the supervision of dental 

procedures based on instructions given by a licensed dentist who is 
required to be physically present in the treatment facility during 
the performance of those procedures . 

(d) "General supervision" means the supervision of dental 
procedures based on instructions given by a licensed dentist who is 
not required to be physically present in the treatment facility 
during the performance of those procedures . 

(e) "Oral prophylaxis " means preventive and therapeutic dental 
procedures that include bacterial debridements with complete removal , 
supra and s ubgingivally , of calculus , soft depos i t s , plaque, and 
stains , and the s moothing of tooth surfaces . The objective of this 
treatment is to create an e nvi ronment in which the patient can 
maintain healthy hard and soft tissues . 

1902 . 1 . Protection of the public shall be t h e highest priority for 
the committee in exercising its licensing, regulatory , and 
disciplinary functions . Whenever the protection of the public is 
inconsistent with other interests sought to be promoted , the 
protection of the public shall be paramount . 

1902 . 2 . (a) A licensee shall report , upon his or her initial 
licensure and any s ubsequent application for renewal or inactive 
license , the practice or employment status of the l icensee , 
designated as one of the following: 
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(1) full-time practice or employment in a dental or dental hygiene 
practice of 32 hours per week or more in California . 

(2) full-time practice or employment in a dental or dental hygiene 
practice of 32 hours or more outside of California . 

(3) Part - time practice or employment in a dental or dental hygiene 
practice for less than 32 hours per week in California . 

(4) Part-time practice or employment in a dental or dental hygiene 
practice for less than 32 hours per week outside of California . 

(5) Dental hygiene administrative employment that does not include 
direct patient care , as may be further defined by the committee . 

(6) Retired . 
(7) Other practice or employment status , as may b e further defined 

by the committee . 
(b) Information collected pursuant to subdivision (a) shall be 

posted on the I nternet Web site of the committee . 
(c) (1) A licensee may report on his or her application for 

renewal, and the committee , as appropriate , shall collect , 
information regarding the licensee ' s cultural background and foreign 
language proficiency . 

(2) Information collected pursuant to this subdivision shall be 
aggregated on an annual basis , based on categories utilized by the 
committee in the collection of the data , into both statewide totals 
and ZIP Code of primary practice or employment location totals. 

(3) Aggregated information under this subdivision shall be 
compiled annually , and reported on the Internet Web site of the 
committee as appropriate , on or before July 1 of each year. 

(d) It is the intent of the Legislature to utilize moneys in the 
State Dental Hygiene fund to pay any cost incurred by the committee 
in implementing this section. 

1902 . 3 . A registered dental hygienist licensed in another state may 
teach in a dental hygiene college without being licensed in this 
state if he or she has a special permit . The committee may issue a 
special permit to practice dental hygiene in a discipline at a dental 
hygiene college in this state to any person who submits an 
application and satisfies all of the following eligibility 
requirements : 

(a) furnishing satisfactory evidence of having a pending contract 
with a California dental hygiene college approved by the committee as 
a full-time or part-time professor , associate p r ofessor , assistant 
professor , faculty member , or instructor . 

(b) Furnishing satisfactory evidence of having graduated from a 
dental hygiene college approved by the commi ttee . 

(c) furnishing satisfact ory evidence of having been certified as a 
diplomate of a specialty committee or , in lieu thereof , establishing 
his or her qualifications to take a specialty commi t tee examination 
or furnishing satisfactory evidence of having completed an advanced 
educational program in a discipline from a dental hygiene college 
approved by the commi ttee . 

(d) furnishing satisfactory evidence of having successfully 
completed an examination in California law and ethics developed and 
administered by the committee . 

(e) Paying an appl i cation fee, subject to a bienni al renewal fee , 
as provided by Section 1944 . 

1903 . (a) (1) The committee shall consist of nine members appointed 
by the Governor . Four shall be public members, one member shall be a 
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practicing general or public health dentist who holds a current 
license in California , and four members shall be registered dental 
hygienists who hold current licenses in California . Of the register ed 
dental hygienists members , one shall be l icensed either in 
alternative practice or in extended functions, one shall be a dental 
hygiene educator, and two shall be registered dental hygienists . No 
public member shall have been licensed under this chapter within five 
years of the date of his or her appoi ntment or have any current 
financial interest in a dental-related business . 

(2) For purposes of this subdivision, a public health dentist is a 
dentist whose primary employer or place of employment is in any of 
t he following : 

(A) A primary care clinic licensed under subdi vision (a) of 
Section 1204 of the Health and Safety Code . 

(B) A primary care clinic exempt from licensure pursuant to 
subdivision (c) of Section 1206 of the Health and Safety Code. 

(C) A clinic owned or operated by a public hospital or health 
system . 

(D) A clinic owned and operated by a hospital that maintains the 
primary contract with a county government to fil l the county ' s role 
under Section 17000 of the Welfare and Institutions Code . 

(b) (1) Except as specified in paragraph (2) , members of the 
committee shall be appointed for a term of four years . Each member 
shall hold office until the appointment and quali fi cation of his or 
her successor or unt i l one year shall have lapsed s i nce the 
expira tion of the term for which he or she was appointed , whichever 
comes first. 

(2) For the term comme n cing on January 1 , 2012 , two of the public 
members , the genera l or public health dentist member , and two of the 
registered dental hygienist members , other than the dental hygiene 
educat or member or the registered dental hygienist member licensed in 
alternative practice or in extended functions, shall each serve a 
term of two years , expiring January 1, 2014 . 

(c) Notwithstanding any other provision of law and subject to 
subdivision (e) , t h e Governor may appoint to the committee a person 
who previously served as a member of the committee even if his or her 
previous term expired. 

(d) The committ ee shall elect a president, a vice president, a nd a 
secretary from its membership . 

(e) No person shall serve as a member of the committee for more 
than two consecutive t e rms . 

(f) A vacancy in the committee shall be filled by appointment to 
the unexpired term. 

(g) Each member of the committee shall receive a per diem and 
expenses as provided in Section 103 . 

(h) The Governor shall have the power to remove any member from 
the committee for neglect of a duty required by law, for 
incompetence , or for unprofessiona l or dishonorable conduct. 

(i) The committee , with the approval of the director , may appoint 
a person exempt from civil service who shall be des ignated as an 
executive officer and who shall exercise the powers a nd perform the 
duties delegated by the committee and vested in him or her by this 
article . 

(j) This section shall remain in effect only until January 1 , 
2015, and as of that date is repealed, unless a later enacted 
statute , that is enacted before January 1 , 2015 , deletes or extends 
that date . 
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1904. The committee shall meet at least two times each calendar 
year and shall conduct additional meetings in appropriate locations 
that are necessary to transact its business . 

1905 . (a) The committee shall perform the following functions : 
(1) Evaluate all registered dental hygienist , registered dental 

hygienist in alternative practice , and registered d ental hyg i enist in 
extended functions educational programs that apply for approval and 
grant or deny approval of those applications in accordance with 
regulations adopted by the commit t ee . Any such educational programs 
approved by the dental board on or before June 30 , 2009 , shall be 
deemed approved by the committee . Any dental hygiene program 
accredited by the Commission on Dental Accreditation may be approved. 

(2) Withdraw or revoke its prior approval of a registered dental 
hygienist, registered dental hygienist in alternative practice, or 
registered dental hygienist in extended functions educational program 
in accordance with regulations adopted by the committee . The 
committee may withdraw or revoke a dental hygiene program approval if 
the Commission on Dental Accreditation has indicated an intent to 
wi t hdraw approval or h as withdrawn approval. 

(3) Review and evaluate all registered dental hygienist, 
registered dental hygienist in alternative practice , and registered 
dental hygienist in extended functions applications for licensure to 
ascertain whether the applicant meets the appropriate licensing 
requirements specified by statute and regulations , maintain 
application records , cashier appl i cation fees , issue and renew 
licenses , and perform any other tasks that are incidental to the 
application and licensure processes . 

(4) Determine the appropriate type of license examination 
consistent with the provisions of this article, and develop or cause 
to be developed and administer examinations in accordance with 
regulat i ons adopted by the committee . 

(5) Determine the amount of fees assessed under this artic l e , not 
to exceed the actua l cost . 

(6) Determine and enforce the continuing education requirements 
specifi ed in Section 1936 . 1 . 

(7) Deny, suspend, or revoke a license under this article , or 
otherwise enforce the provisions of this article . Any such 
proceedings shall be conducted in accordance with Chapter 5 
(commencing with Section 11500) of Part 1 of Division 3 of Title 2 of 
the Government Code , and the committee shall have all of the powers 
granted therein . 

(8) Make recommendations to the dental board regarding dental 
hygiene scope of practice issues . 

(9) Adopt , amend , and revoke rules and regulations to implement 
the provisions of this article, including the amount of required 
supervision by a registered dental hygienist , a regi stered dental 
hygienist in alternative practice , or a registered dental hygienist 
in extended functions of a registered dental assistant . 

(b) The commit tee may empl oy employees and examiners that it deems 
necessary to carry o ut its functions and responsibilities under this 
article . 

1905 . 1. Until January 1 , 2010 , the committee may contract with the 
dental board to carry out any of the provisions of this article . On 
and after January 1 , 2010 , the committee may contract with the dental 
board to perform investigations of applicants and licensees under 
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this article. 

1905 . 2 . Recommendations by the committee regarding scope of 
practice issues , as specified in paragraph (8) of subdivision (a) of 
Section 1905 , shall be approved , modified, or rejected by the board 
within 90 days of submission of the recommendation to the board . If 
the board rejects or significantly modifies the intent or scope of 
the r ecommendation , the committee may request that the board provide 
its r easons in writ ing for rejecting or significantly modifying the 
recommendation , which shall be provided by the board within 30 days 
of the request . 

1906 . (a) The committee shall adopt, amend , and revoke regulations 
to implement the requirements of this article . 

(b) All regulations adopted by the committee shall comply with the 
provisions of Chapter 3 . 5 (commencing with Section 11 340) of Part 1 
of Divi sion 3 of Title 2 of the Government Code . 

(c) No regulation adopted by the committee s hall impose a 
requirement or a prohibition directly upon a licensed dentist or on 
the administration of a dental offi ce , unless specifically authorized 
by this articl e . 

(d) Unless contrary to the provisions of this article , regulations 
adopted by the dental board shall continue to apply to registered 
dental hygienists , registered dental hygienists in alternative 
p r actice , and regis tered dental hygienists in extended functions 
until other regulation s are adopted by the committee. All references 
in those regulat i ons to "board" shal l mean the committee , which s hall 
solely enforce the regu l ations with respect to registered dental 
hygienists , registered dental hygienists in alternative practice , and 
registered dental hygienists in extended functions . 

1907 . The fol l owing functions may be p erformed by a registered 
dental hygienist , in addition t o those authorized pursuant to 
Sections 1908 to 1914 , inclusive : 

(a ) All functions t hat may be performed by a registered dental 
assistant . 

(b) All persons holding a license as a registered dental 
hygienist , registered dental hygienist i n alternative practice , or 
registered dental hygienist in ex tended functions as of December 31 , 
2005 , are authorized t o perform the dut ies of a registered dental 
assistant specified in this chapte r . All persons issued a l icense as 
a regi stered dental hygienist, r egistered dental hygienist in 
alte r native practice , or registered dental hygienist in extended 
functio ns on or after January 1 , 2006 , shall qualify for and receive 
a registered dental assistant license prior to performance of the 
dut i es of a registered dental assistant specified i n this chapter . 

1 908 . (a) The practice of dental hygiene includes dental hygiene 
assessment and devel opment , planning , and implementation of a dental 
hygiene care plan . It also includes oral health education , 
counseling, and health screenings . 

(b) Th e practice of dental hygiene does not include any of the 

fo llowing procedures : 
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(1) Diagnosis and comprehensive treatment planning . 
(2) Placing, condensing, carving , or removal of permanent 

restorations. 
(3) Surgery or cutting on hard and soft tissue inc l uding , but not 

limited to , the removal of teeth and the cutting and suturing of soft 
tissue . 

(4) Prescribing medication . 
(5) Administering local or general anesthesia or oral or 

parenteral conscious sedation, except for the administration of 
nitrous oxide and oxygen , whether administered alone or in 
combination with each other , or local anesthesia pursuant to Section 
1909 . 

1909. A registered dental hygienist is authorized to perform the 
following procedures under direct supervision of a licensed dentist, 
after submitting to the committee evidence of satisfactory completion 
of a course of instruct i on , approved by the committee , in the 
procedures: 

(a) Soft-tissue curettage . 
(b) Administration of local anesthesia . 
(c) Administration of nitrous oxide and oxygen , whether 

administered alone or in combination with each other . 

1910 . A registered dental hygienist is authorized to perform the 
following procedures under general supervision : 

(a) Preventive and therapeutic interventions , including oral 
prophylaxis, scaling, and root planing . 

(b) Application of topical, therapeutic , and subgingival agents 
used for the control of caries and periodontal disease . 

(c) The taking of impressions for bleaching trays and application 
and activation of agents with nonlaser , light- curing devices . 

(d) The taking of impressions for bleaching trays and placements 
of in- office , tooth- whitening dev i ces. 

1911 . (a) A registered dental hygienist may provide , without 
supervision , educational services , oral health training programs, and 
oral health screenings . 

(b) A registered dental hygienist shall refer any screened 
patients with poss i ble oral abnorma l ities to a dentist for a 
comprehensive examination , diagnosis , and treatment plan . 

(c) In any public health program created by federal , state , or 
local law or administered by a federal , state , county , or local 
governmental entity, a registered dental hygienist may provide, 
without supervision, dental hygiene preventive services in addition 
to oral screenings , including, but not l imited to , the application of 
fluor i des and pit and fissure sealants . A registered dental 
hygienist employed as described in this subdivision may submit , or 
allow to be submitted, any insurance or third-party claims for 
patient services performed as authorized in this article . 

1912 . Any procedure performed or service provided by a registered 
dental hygienist that does not specifically require direct 
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supervision shall require general supervision, so long as it does not 
give rise to a situation _in the dentist ' s office requiring immediate 
services for alleviation of severe pain, or immediate diagnosis and 
treatment of unforeseeable dental conditions that , if not immediately 
diagnosed and treated, would lead to serious disability or dea t h. 

1913 . Unless otherwi se specified in this chapter , a registered 
dental hygienist may perform any procedure or provide any service 
within the scope of his or her practice in any setting, so long as 
the procedure is performed or the service is provided under the 
appropriate level of supervision required by this article . 

1914. A registered dental hygienist may use any material or device 
approved for use in the performance of a service or procedure within 
his or her scope of practice under the appropriate level of 
supervision, if he or she has the appropriate education and training 
required to use the material or device. 

1915. No person o ther than a registered dental hygienist , 
registered dental hygienist in alternative functions , or registered 
dental hygienist in extended functio n s or a licensed dentist may 
engage in the practice of dental hygiene or perform dental hygiene 
procedures on patients , including, but not limited to , supragingival 
and subgingival scaling, dental hygiene assessment , and treatment 
planning , except for the following persons : 

(a) A student enrolled in a dental or a dental hygiene school who 
is performing proced ures as part of the regular curriculum of that 
program under the supervision of the faculty of that program. 

(b) A dental assistant acting in accordance with the rules of the 
dental board in performing the following procedures : 

(1) Applying nonaerosol and noncaustic topica l agents . 
( 2) Applying topical fluoride . 
(3) Taking impressions for bleac h ing trays . 
(c) A registered dental assistant acting in accordance with the 

rules of the dental board in performing the following procedures : 
(1) Polishing the coronal surfaces of teeth . 
(2) Applying bleaching agents . 
(3) Activating bleaching agents with a nonlaser light-curing 

device . 
(4) Applying pit and fissure sealant . 
(d) A registered dental assistant in e xtended functions acting in 

accordance with the rules of the dental board in applying p it and 
fissure sealants . 

(e) A registered dental hygienist , registered dental hygienist in 
alternative practice, or registered dental hygienist in extended 
functions licensed in another jurisdiction , performing a clinical 
demonstration for educational purposes . 

1916 . (a) An applicant for licensure u nder this article shal l 
furnish electroni c fingerprint images for submission to state a nd 
federal criminal justice agencies , including , but not limited to , the 
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Federal Bureau of Investigation , in order to establish the identity 
of the applicant and for the other purposes described in this 
sect i on . 

(b) The committee shall submit the fingerprint images to the 
Department of Justice for the purposes of obtaining criminal offender 
record information regarding state and federal level convictions and 
ar rests, including arrests for which the Department of Justice 
establ ishes that the person is free on bail or on his or her own 
recognizance pending trial or appeal . 

(c) When received , the Department of Justice shall forward to the 
Federal Bureau of I nvestigation requests for federal summary criminal 
history information received pursuan t to this section . The 
Department of Justice shall review the information returned from the 
Federal Bureau of Investigation and compile a nd disseminate the 
response to the committee . 

(d) The Department of Justice shall provide a response to the 
commit tee pursuant to subdivision (p) of Section 11105 of the Penal 
Code . 

(e) The committee shall request from the Department of Justice 
subsequen t arrest notification service, as provided pursuan t to 
Section 11105 . 2 of the Penal Cod e . 

(f) The information obtained as a r esult of the f ingerprinting 
s hall be used in accordance with Section 11105 of the Penal Code , and 
to determine whether the applicant is subject to denial of licensure 
pursuant to Division 1.5 (commencing with Section 475) or Section 
1943 . 

(g) The Department of Justice shall charge a fee sufficient to 
cover the cost of processing the request d escribed in this sect ion . 

1917 . The committee shall grant initial licensure as a registered 
dental hygienist to a person who s atisfies all of the following 
requirements : 

(a) Completion of an educational program for registered dental 
hygienists , approved by the committee , accredited by the Commission 
on Dental Accreditation, and conduct ed by a degree - granti ng , 
postsecondary inst itution . 

(b) Satisfactory performance on the state clinical examination , or 
satisfactory completion of the dental hygiene examination given by 
the Western Region al Examining Board or any other clinical dental 
hygiene examination approved by the committee . 

(c) Satisfactory completion of the National Dental Hygiene Board 
Examination . 

(d ) Satisfactory compl etion of the examina tion in California law 
and ethics as prescribed by t he committee . 

(e ) Submission of a completed appl i cation form and all fees 
required by the commi ttee . 

(f) Satisfactory completion of committee- approved instruction in 
gingival soft tissue curettage , nitrous oxide-oxygen analgesia , and 
local anesth esia . 

1917 . 1. (a) The committee may grant a license as a registered 
dental hygienist to a n applicant who has not taken a clinical 
examination before the committee , if the applicant submits all o f the 
following to the committee : 

(1) A completed a ppl ication form and all fees required by the 
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committee . 
(2) Proof o f a current license as a registered dental hygienist 

issued by another state that is not revoked, suspended , or otherwise 
restricted. 

(3) Proof that the applicant has been in clinical practice as a 
registered dental hygienist or has been a full - time faculty member in 
an accredited dental hygiene education program for a minimum of 750 
hours per year for at least five years immediately preceding the date 
of his or her application under this section. The clinical practice 
requirement shall be deemed met if t he applicant provides proof of at 
least three years of c linical practice and commi t s to completing the 
remaining two years of clinical prac tice by filing with the 
committee a copy of a pending contract t o practice dental hygi ene in 
any o f the following facilities: 

(A) A primary ca r e clinic licensed under subdivision (a) of 
Section 1204 of the Health and Sa f ety Code . 

(B) A primary care clinic exempt from licensure pursuan t to 
subdi vision (c) of Section 1206 of the Health and Safe ty Code . 

(C) A c linic owned or operated by a public hospi tal or health 
system. 

(D) A clini c owned a nd operated b y a hospital that maintains t he 
primary contract with a county government to fill the county ' s role 
under Section 17000 of the Welfare and Institutions Code . 

(4) Satisfactory performance on a California law and ethics 
examination and any examination t h at may be required by the 
committee. 

(5) Proof that the app licant has not been subject to disciplinary 
act ion by any stat e in which he or she is or has been p reviously 
issued any professional or vocational license . If the applicant has 
been subjec t to disciplinary action, the committee shall review that 
action to determine if it warrants refusal to issue a license to the 
applican t. 

(6) Proof of graduat ion from a school of denta l hygiene accredited 
by the Commission on Dental Accreditation . 

(7) Proof of sat i s factory completion of the National Dental 
Hygiene Board Exami nation and of a state clinical examination , 
regi onal c l inical licensure e xamination , or any other clinical dental 
hygiene examination approved by the committee . 

(8) Proof that the applicant has not failed the state clin ical 
examination , the examination given by the Western Regional Examining 
Board, or any other clinical denta l hygiene examination approved by 
the committee for licensure to practice dental hygiene under this 
c h apter more than once or once within five years pri or to t he date of 
his or her applic a t ion for a license under this section . 

(9) Documentation of completion of a minimum of 25 units of 
continuing education ear n ed in the two years preceding application , 
including completion of any continuing education requirements imposed 
by the committee on registered dental hygienists l i censed in this 
state at the time of application . 

( 10) Any other inf ormation as specified by the commi ttee to the 
extent that it is r equired of applicants for l i censure by e xamination 
under t h is articl e . 

(b ) The commi ttee may periodically request veri fication of 
compliance with the requirements of paragraph (3) o f subdivision (a) , 
and may revoke the license upon a finding that the employme n t 
requirement or any other requirement of paragraph (3) of subdivision 
(a) has not been met . 

(c) The committee shall provide in the application packet to each 
out - of - state dental hygienist pursuant to this section the following 
information: 
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(1) The location of dental manpower shortage areas in the state . 
(2) Any not - for-profit clinics , public hospitals , and accredited 

dental hygiene education programs seeking to contract with licensees 
for dental hygiene service delivery or training purposes . 

(d) The committee shall review the impact of this section on the 
availability of actively practicing registered dental hygienists in 
California and report to the appropriate policy and fiscal committees 
of the Legislature by January 1 , 2012 . The report shall include a 
separate section providing data specific to registered dental 
hygieni sts who intend to fulfill the alternative clinical practice 
requirements of subdivision (a) . The report shall include , but shall 
not b e l imited to , the following : 

(1 ) The number of applicants from other states wh o have sought 
licensure . 

(2) The number of registered dental hygienists from other states 
licensed pursuant to this section , the number of licenses not 
granted, and the reason why t he license was not granted . 

(3) The practice l ocation of registered dental hygienists licensed 
pursuant to this section . In identifying a registered dental 
hygie nis t ' s location of practice, the committee shall use medical 
service study areas or other appropriate geographic descriptions for 
regions of the state . 

(4) The number of registered denta l hygienists licensed pursuant 
to this section who establish a practice in a rural area or i n an 
area designated as having a shortage of practicing r egistered dental 
hygienists or no registered dental hygienists or in a safety net 
facil i ty identified in paragraph (3) of subdivision (a) . 

(5) The length of t ime registered dental hygienists licensed 
pur suant to this section practiced i n the reported location . 

1917 . 2 . (a) The committee shall license as a registered dental 
hygienist a third- or fourth - year dental student who is in good 
standing at an accredi ted California dental school and who satisfie s 
the following requi r ements : 

(1) Satisfactori ly performs on a clinical examination and an 
examination in California law and ethics as prescribed by t he 
committee . 

(2) Satisfactorily completes a national written dental hygiene 
examination approved by the committee . 

(b) A dental student who is granted a registered dental hygienist 
license pursuant to this section may only practice in a dental 
practice that serves patients who are insured under Den ti-Cal , the 
Healthy Families Program, or other government programs , or a dental 
practice that has a sliding scale f ee system based on income . 

(c) Upon receipt of a license to practice dentistry pursuant to 
Section 1634 , a registered dental hygienist license issued pursuant 
to this subdivision is automatically revoked . 

(d) The dental hygienist license is granted for two years upon 
passage of the dental hygiene examination, without the ability for 
renewal . 

(e) Notwithstanding subdivision (d) , if a dental student fails to 
rema in in good standing at an accredi ted California dental school , or 
fails to graduate from the dental program, a registe r ed dental 
hygienist license issued pursuant to this section shall be revoked . 
The student shall be responsible for submitting appropriate veri f ying 
documentation t o the committee . 

(f) The p rovisions of this section shall be reviewed pursuant to 
Division 1 . 2 (commencing with Section 473) . However , the review shall 
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be limited to the fiscal feasibility and impact on the committee . 
(g) This section shall become inoperative as of January 1 , 2014. 

1917.3 . Notwithstanding Section 135, an examinee for a registered 
dental hygienist license who either fails to pass the clinical 
examination required by Section 1917 after three attempts or fails to 
pass the clinical examination as a result of a single incidence of 
imposing gross trauma on a patient shall not be eligible for further 
reexamination until t he examinee has successfully completed remedial 
education at an approved dental hygiene program or a comparable 
organization approved by the committee . 

1918 . The committee shall license as a registered dental hygienist 
in extended functions a person who meets all of the following 
requirements : 

(a) Holds a current license as a registered dental hygienist in 
California . 

(b) Completes cl i nical training approved by the committee in a 
facility affi l iated with a dental school under the direct supervision 
of the dental school faculty . 

(c) Performs sat i sfactorily on an examination required by the 
committee . 

(d) Completes an application form and pays all appl ication fees 
required by the committee . 

1920. (a) A person who holds a current and active license as a 
registered dental hygienist in extended functions or a registered 
dental hygienist in alternative practice on July 1 , 2009 , shall 
automatically be issued a license as a registered dental hygienist , 
unless the person holds a current and active registered dental 
hygienist license . 

(b) A registered dental hygienist license issued pursuant to this 
section shall expire on the same date as the person's registered 
dental hygienist , registered dental hygienist in alternative 
practice, or registered dental hygienist in extended functions 
license , and shall be subject to the same renewal and other 
requirements imposed by law or regulation on a license . 

1921 . In addition to any other duties or functions authorized by 
law , a registered dent al hygienist in extended functions or a 
registered dental hygienist in alternative practice may perform any 
of the duties or functions authorized to be performed by a registered 
dental hygienist . 

1922 . The committee shall license as a registered dental hygienist 
in alternative practice a person who demonstrates satisfactory 
performance on an examination in California law and ethics required 
by the committee and who completes an application form and pays all 
application fees required by the committee and meets either of the 
following requirements : 
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(a} Holds a current California license as a registered dental 
hygienist and meets t he following requirements : 

(1} Has been engaged in the practice of dental hygiene , as defined 
in Section 1908, as a registered dental hygienist in any setting , 
including , but not limited to, educational settings and public health 
settings , for a minimum of 2 , 000 hours during the immediately 
preceding 36 months . 

(2} Has successfully completed a bachelor ' s degree or its 
equivalent from a college or institution of higher education that is 
accredited by a nat i onal or regional accrediting agency recognized by 
the United States Department of Education , and a minimum of 150 
hours of additional educational requirements , as prescribed by the 
committee by regulation , that are consistent with good dental and 
dental hygiene practice , including , but not necessarily limited to , 
dental hygiene technique and theory including gerontology and medical 
emergencies , and business administration and practice management. 

(b) Has received a letter of acceptance into the employment 
utilization phase of the Health Manpower Pilot Project No . 155 
established by the Office of Statewide Health Planning and 
Development pursuant to Article 1 (commencing with Section 128125} of 
Chapter 3 of Part 3 of Division 107 of the Health and Safety Code. 

1924 . A person licensed as a registered dental hygienist who has 
completed the prescribed classes through the Health Manpower Pilot 
Project (HMPP} and who has established an independent practice unde r 
the HMPP by June 30 , 1997 , s hall be deemed to have satisfied t h e 
licensing requirements under Section 1922, and shall be authorized to 
continue to operate the practice he or she presently operates , so 
long as he or she follows the requirements for prescription and 
functions as specified in Sections 1922 , 1925 , 1926, 1 927 , 1928 , 
1930, and 1931 , and subdivision (b) of Section 1929 , and as long as 
he or she continues to personally practice and operate the practice 
or until he or she sells the practice to a licensed dentist . 

1925 . A registered denta l hygienist in alternative practice may 
practice , pursuant to subdivision (a} of Section 1 907 , subdivision 
(a) of Section 1908, and subdivisions (a} and (b) of Section 1910, as 
an employee of a dentist or of another registered dental hygienist 
in alternative practice , as an independent contractor, as a sole 
proprietor of an alternative d ent al hygiene practice , as an employee 
of a primary care clinic or specialty clinic that is licensed 
pursuant to Section 1204 of the Health and Safety Code , as an 
employee of a primary care clinic exempt from licensure pursuant to 
subdivision (c) of Section 1206 of the Health a nd Safety Code , as an 
employee of a clinic owned or operated by a public hospital or health 
system, or as an employee of a clinic owned and ope r ated by a 
hospital that maintains the primary contract with a count y government 
to fill the county ' s role under Section 17000 of the Welfare and 
Institutions Code . 

1 926 . A registered dental h ygi enist in alternative practice may 
perform the duties authorized pursuant to subdivision (a) of Sect i on 
1907 , subdivision (a) of Section 1908 , and subdivisions (a) and (b) 
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of Section 1910 in the following settings : 
(a) Residences of the homebound . 
(b) Schools . 
(c) Residential facilities and other institutions . 
(d) Dental health professional shortage areas , as certified by the 

Office of Statewide Health Planning and Development in accordance 
with existing o ffice guidelines . 

1926 . 1 . Notwithstanding any other provision of law, a registered 
de ntal hygienist in alternative practice may operate a mobile dental 
hygiene clini c provided by his or her property and casualty insurer 
as a temporary substitute site for the practice registered by him or 
her pursuant to Section 1926 . 3 , if both of the following requirements 
are me t : 

(a) The licensee ' s registered place of practice has been rendered 
and remains unusable due to loss or calamity. 

(b ) The licensee ' s i n surer registers the mobile dental hygiene 
clinic with the committee in compliance with Section 1926.3. 

1926 . 2 . (a) Notwithstanding any other provision of law, a 
registered dental hygienist in a l ter native practice may operate one 
mobile dental hygiene clinic registered as a dental hygiene office or 
facility . The owner or operator of the mobile dental hygiene clinic 
or unit shall be registered a nd operat ed in accordance with 
regulat ions established b y the committee , which regulations s h all not 
be des i gned to prevent or lessen competition in service areas , and 
shall pay the fees described in Section 1944. 

(b) A mobile service unit , as defined in subdivision (b) of 
Section 1765 . 105 of t he Health and Safety Code , and a mobile unit 
operated by an entity that is exempt from licensure pursuant to 
subdivision (b) , (c) , or (h) of Section 1206 of the Health and Saf ety 
Code , are exempt from this article and Article 3 . 5 (commencing with 
Section 1658 ) . Notwithstanding this exemption, the owner or operator 
of the mobile unit shal l notify the committee within 60 days of t he 
date on which dental hygiene services are first delivered i n the 
mobile unit , or the date on which the mobile unit ' s application 
pursuant to Section 1765.130 of t he Health and Sa fety Code is 
a pproved, whichever is earlier . 

(c) A licensee practicing in a mob ile unit described in 
subdi vision (b) is not subject to subdivision (a) as to that mobile 
unit . 

1926 . 3 . Every person who is now or hereafter licensed as a 
registered dental hyg i enist in alternative practice in this state 
shall register with the executive o f ficer , on forms prescribed by the 
committee , his or her place o f practice, or , i f he or she has more 
than one place of practice pursuant to Section 1 926 . 4, all of the 
places of practice . If he or she has no place of practice , he or she 
shall so notify the e xecutive officer . A person licensed by the 
committee shall register with the executive officer within 30 days 
after the date of the issuance of his or her license as a registered 
dental hygienist in alternative practice . 
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1926 . 4 . When a registered dental hygienist in alternative practice 
desires to have more than one place of practice , he or she shall , 
prior to the opening of the additional office , apply to the 
committee , pay the fee required by Section 1944 , and obtain 
permission in writing from the committee to have the additional place 
of practice, subject to a biennial renewal fee described in Section 
1944. 

1927 . A registered dental hygienist in alternative practice shall 
not do any of the following : 

(a) Infer , purport , advertise , or imply that he or she is in any 
way able to provide dental services or make any type of dental 
diagnosis beyond evaluating a patient ' s dental hygiene status , 
providi ng a dental hygiene treatment plan, and providing the 
associated dental hygiene services . 

(b) Hire a registered dental hygienist to provide direct patient 
services other than a registered dental hygienist in alternative 
practice . 

1928. A registered dental hygienist in alternative practice may 
submit or allow to be submitted any insurance or thi rd-party claims 
for patient services performed as au t horized pursuant to this 
article . 

1929 . (a) A registered dental hygienist in a lternative practice may 
hire other registered dental hygienists in alternative practi~R ~n 
assist in his or her practice. 

(b) A registered dental hygienist in alternative practice may hire 
and supervise dental assistants performing intraoral retraction and 
suctioning . 

1930 . A registered dental hygienist in alternative practice shall 
provide t o the committee documentation of an exi sting relationship 
with at least one dentist for referral, consultation , and emergency 
services . 

1931. (a) (1) A dental hygienist in alternative practice may 
provide services to a patient without obtaining written verification 
that the patient has been examined by a dentist or phys ician and 
surgeon licensed to practice in this state . 

(2) If the dental hygienist in alternative pract ice provides 
services to a patient 18 months or more after the first date that he 
or she provides services to a patient , he or she shall obtain written 
verification that the patient has been examined by a dentist or 
physician and surgeon licensed to practice in this state . The 
veri f ication sha ll include a prescription for dental hygiene services 
as described in subdivision (b) . 

(b ) A registered dental hygienist in alternative practice may 
provide dental hygiene services for a patient who presents to the 
registered dental hygienist in alternative practice a written 
prescription for dental hygiene services issued by a dentist or 
physician and surgeon licensed to practice in this state. The 
~rescription shall be valid for a time period based on the dentist ' s 
or physician and surgeon ' s professional judgment, but not to exceed 
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two years from the date it was issued . 
(c) (1) The committee may seek to obtain an injunction against any 

registered dental hygienist in alternative practice who provides 
services pursuant to t his section , if the committee has reasonable 
cause to believe that the services are being provided to a patient 
who has not received a prescription for those services from a dentist 
or physician and surgeon licensed to practice in this state . 

(2) Providing services pursuant to this section without obtaining 
a prescription in accordance with subdivision (b) shall constitute 
unprofessional conduct on the part of the registered dental hygienist 
in alternative pract i ce , and reason for the committee to revoke or 
suspend the license of the registered dental hygienist in alternative 
practice pursuant to Section 1947. 

1932 . (a) The committee may, in its sole discretion, i ssue a 
probationary license to an applicant who has satisfied all 
requ irements for licensure as a r egistered dental hygienist, a 
registered dental hygienist in alternative practice , or a registered 
dental hygienist in extended functions . The committee may require , as 
a term or condition of issuing the probationary license, that the 
applicant comply with certain additiona l requirements , including , but 
not limited to , the following: 

(1) Successfully completing a professional competency examination . 
(2) Submitting to a medical or psychological evaluation . 
(3) Submitting to continuing medical or psychol ogical treatment . 
(4) Abstaining from the use of alcohol or drugs . 
(5) Submitting to random fluid testing for alcohol or controlled 

substance abuse . 
(6) Submitting to continuing participation in a committee-approved 

rehabilitation program. 
(7) Restricting the type or circumstances of practice . 
(8) Submitting to continuing education and coursework . 
(9) Complying with requirements regarding notifying the committee 

of any change of emp l oyer or e mployment. 
(10) Complying with probation monitoring. 
(11) Complying with all laws and regulations governing the 

pract ice of dental hygiene . 
(12) Limiting his or her practice to a supervised , structured 

environment in which his or her act ivities are supervised by a 
specified person . 

(b) The term of a probationary license is three years . During the 
term of the license , the licensee may petition t he committee for a 
modification of a term or condition of the license or for the 
issuance of a license that is not probationary . 

(c) The proceedings under this section shall be conducted in 
accordance with Chapter 5 (commencing with Section 11500) of Part 1 
of Division 3 of Tit l e 2 of the Government Code , and the committee 
shall have all the powers granted in that chapter . 

1933 . A licensee shall be issued a substitute license upon request 
and payment of the required fee. The request shall be accompanied by 
an affidavit or declar ation containing satisfactory evidence of the 
loss or destruction of the license certificate. 
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1934 . A licensee who changes his or her physical address of record 
or email address shall notify the committee within 30 days of the 
change . A licensee who changes his or her legal name shall provide 
the committee with documentation of the change within 10 days. 

1935 . If not renewed, a license issued under the provisions of this 
article, unless speci fically excepted, expires at 12 midnight on the 
last day of the month of the legal birth date of the licensee during 
the second year of a two-year term . To renew an unexpired license, 
the licensee shall , before the time at which the license would 
otherwise expire , apply for renewal on a form prescribed by the 
committee and pay the renewal fee prescribed by this article . 

1936 . Except as otherwise provided in this article, an expired 
license may be renewed at any time within five years after its 
expiration by filing an application for renewal on a form prescribed 
by the committee and payment of all accrued renewal and delinquency 
fees . If the license is renewed after its expiration , the licensee, 
as a condition precedent of renewal , shall also pay the delinquency 
fee prescribed by this article. Renewa l under this section shall be 
effective on the date on which the application is filed, on the date 
on which the renewa l fee is paid, or on the date on which the 
delinquency fee , if any , is paid, whichever last occurs . If so 
renewed , the license shall continue in effect until the expiration 
date provided in Section 1935 that next occurs after the effective 
date of the renewal. 

1936 . 1. (a) If the committee determines that the public health and 
safety would be served by requiring all holders of licenses under 
this article to continue their education after receiving a license , 
the committee may require, as a condition of license renewal, that 
licensees submit assurances satisfactory to the committee that they 
will, during the succeeding two- year period, inform t hemselves of the 
developments in the practice of dental hygiene occurring since the 
original issuance of their licenses by pursuing one or more courses 
of study satisfactory to the committee , or by other means deemed 
equivalent by the committee . The committee s h all adopt, amend , and 
revoke regulations providing for the suspension of the licenses at 
the end of the two - year period until compliance with the assurances 
provided for in this section is accomplished. 

(b) The committee may also , as a condition of license renewal , 
require l icensees to successfully complete a portion of the required 
continuing education hours in specific areas adopted in regulations 
by the committee . The committee may prescribe this mandatory 
coursework within the general areas of patient care , health and 
safety , and law and ethics . The mandatory coursework prescribed by 
the committee shall not exceed seven and one-half hours per renewal 
period . Any mandatory coursework required by the committee shall be 
credited toward the continuing education requirements established by 
the committee pursuant to subdivision (a) . 

(c) The providers of courses referred to in this section shall be 
approved by the committee. Providers approved by the dental board 
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shal l be deemed approved by the committee . 

1937 . A suspended license is subj ect to expiration and shall be 
renewed as provided in this article . The renewal d oes not entitle the 
licensee , while the license remains suspended and until it is 
reinstated, to engage in the licensed activity or in any other 
activity or conduct in violation of the order or judgment by which 
the license was suspended . 

1938. A r evoked license is subject t o expiration a s provided in 
t h is article . A revoked license may not be renewed . If it is 
reinstated after its expiration , the licensee , as a condition 
precedent to its reinstatement , s hall pay a reinstatement fee in an 
amount equal to the renewal fee in effect on the las t regular renewal 
date before the date on which it is reinstated and the delinquency 
fee , if any , accrued at the time o f its revocation . 

1939 . A license that is not renewed within five years after its 
expiration may not be renewed, restored , reinstated, or reissued . The 
holder of the license may apply for and obtain a new license upon 
meeting all of the requirements of a new applicant prescribed in this 
article . 

1940. (a) A licensee who desires an inactive l i cense shall submit 
an application to the committee on a form provided by t he committee. 

(b) I n order to restore an inactive license to active status , the 
licensee shall submit a n application to the committee on a form 
provided by the committee , accompanied by evidence that the licensee 
has comp l eted the required number of hours of approved continuing 
education in compliance with this article within the last two years 
preceding the date o f the application . 

(c) The holder of an inactive license shall continue to pay to the 
committee the required biennial renewal fee . 

(d) Within 30 days of receiving a request either to restore an 
inactive license o r to inactivate a license , the committee sha l l 
inform the applicant in writing whether the appl icat ion is complete 
and accep ted for fili ng or is deficient and , if so , the specifi c 
information required to comple t e the application . 

1941 . (a) The committee shall grant or renew approval of only those 
educat ional programs for a registered dental hygienist, a registered 
dental hygienist in alternative practice , or a regi stered dental 
hygienist in extended functions t hat continuously maintain a high 
qual i ty standard of instruction and , where appropriate, mee t the 
mi nimum standards set by the Commiss ion on Dental Accreditation of 
the American Denta l Association or an equivalent body , as determined 
by the committee . 

(b) A new educational program for registered dental hygienists 

shall submit a feasibility study demonstrating a need for a new 

e ducational program and shall apply for approval from t he commit tee 

prior to seeking approval for initial accreditation from the 
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Commission on Dental Accreditation of the American Dental Association 
or an equivalent body, as determined by the committee . The committee 
may approve , provisionally approve, or deny approva l of any such new 
educational program . 

(c) For purposes of this section, a new educational program for 
registered dental hygienists means a program provided by a college or 
institution of higher education that is accredited by a regional 
accrediting agency recognized by the United States Department of 
Education and that has as its primary purpose providing college level 
courses leading to an associate or higher degree, that i s either 
affiliated with or conducted by a dental school approved by the 
dental board, or that is accredited to offer college leve l or college 
parallel programs by the Commission on Dental Accreditation of the 
American Dental Association or an equivalent body , as determined by 
the committee . 

1942 . (a) As used in this article "extramural dental facility " 
means any clinical facility that has contracted with an approved 
dental hygiene educational program for instruction in dental hygiene, 
that exists outside or beyond the walls , boundaries, or precincts of 
the primary campus of the approved program, and in which dental 
hygiene services are rendered . 

(b) An approved dental hygiene educational program shall register 
an extramural dental faci l ity with the committee . That registrat ion 
shall be accompanied by information supplied by the dental hygiene 
program pertaining to faculty supervision , scope of treatment to be 
rendered , name and location of the facility , date o n which the 
operation will commence , discipline of which the instruct i on is a 
part , and a brief description of the equipment and facilities 
available . The foregoi ng information shall be supplemented by a copy 
of t he agreement between the approved dental hygiene educational 
program or parent university , and the affiliated institution 
establishing the contractual relationship. Any change in the 
information initially provided to the committee shall be communicated 
to the committee . 

1943 . (a) The committee may deny an application to take an 
examination for licensure as a registered dental hygienist, a 
registered denta l hygi enist in alternative practice , or a registered 
dental hygienist in extended functions at any time prior to licensure 
for any of the follow i ng reasons : 

(1) The applicant committed an act that is a ground for license 
suspension or revocation under this code or that is a ground for the 
denial of licensure under Section 480 . 

(2) The applicant committed or aided and abetted the commission of 
any act for which a license is required under this chapter . 

(3) Another state or territory suspended or revoked the license 
that it had issued to the applicant on a ground that constitutes a 
basis in this state for the suspension or revocation of l icensure 
under this article . 

(b) The proceedings under this section shall be conducted in 
accordance with Chapter 5 (commencing with Section 11500) of Part 1 
of Division 3 of Title 2 of t he Government Code , and the committee 
shall have all of the powers granted therein. 

1944 . (a) The committee s hall establish by resolution the amount of 
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the fees that relate to the lic ensing of a registered dental 
hygienist , a registered dental hygienist in alternative practice , and 
a registered dental hygienist in extended functions . The fees 
established by board resolution in effect on June 30, 2009 , as they 
relate to the licensure of registered dental hygienists , registered 
dental hygienists in alternative practice , and registered dental 
hygienists in extended functions , shall remain in effect until 
modified by the committee. The fees are subject to the following 
limitations : 

(1) The application fee for an original license and the fee for 
issuance of an original license shal l not exceed two hundred fifty 
dollars ($250) . 

(2) The fee for examination for licensure as a registered dental 
hygienist shall not exceed the actual cost of the examination . 

(3) For third- and fourth-year dental students , the fee for 
examination for licensure as a registered dental hygienist shall not 
exceed the actual cost of the examination . 

(4) The fee for examination for licensure as a registered dental 
hygienist in extended functions shall not exceed the actual cost of 
the examination . 

(5) The fee for examination for licensure as a registered dental 
hygienist in alternative practice shall not exceed the actual cost of 
administering the examination . 

(6) The biennial renewal fee shal l not exceed one hundred sixty 
dollars ($160). 

(7) The delinquency fee shall not exceed one-half of the renewal 
fee . Any delinquent license may be restored only upon payment of all 
fees , including the delinquency fee, and compliance with all other 
applicable requirements of this article . 

(8) The fee for issuance of a duplicate license to replace one 
that is lost or destroyed , or in the event of a name change , shall 
not exceed twenty- five dollars ($25) or one- half of the renewal fee, 
whichever is greater . 

(9) The fee for certification of l icensure shall not exceed 
one-half of the renewal fee. 

(10) The fee for each curriculum review and site evaluation for 
educational programs for dental hygienists who are not accredited by 
a committee- approved agency shall not exceed two thousand one hundred 
dol lars ($2,100) . 

(11) The fee for each review of courses required for licensure 
that are not accredited by a committee-approved agency , the Council 
for Private Postsecondary and Vocational Education , or the Chancellor ' 
s Office of the California Community Colleges shall not exceed three 
hundred dollars ($300). 

(12) The initial application and biennial fee for a provider of 
continuing education shall not exceed five hundred dollars ($500) . 

(13) The amount o f fees payable in connection with permits issued 

under Section 1962 is as follows : 


(A) The initial permit fee is an amount equal to the renewal fee 
for the applicant ' s license to practice dental hygiene in effect on 
the last regular renewal date before the date on whi ch the permit is 
issued . 

(B) If the permit will expire l ess than one year after its 
issuance , then the initial permit fee is an amount equal to 50 
percent of the renewal fee in effect on the last regular renewal date 
before the date on which the permit is issued . 

(b) The renewal and delinquency fees shall be fixed by the 
committee by resolution at not more than the current amount of the 
renewal fee for a license to practice under this art icle nor less 
than five dollars ($5) . 
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(c) Fees fixed by the committee by resolution pursuant to this 
section shall not be subject to the approval of the Office of 
Administrative Law . 

(d) Fees collected pursuant to this seccion shall be collected by 
the committee and deposited into the State Dental Hygiene Fund, which 
is hereby created . All money in this fund shall, upon appropriation 
by the Legislature in the annual Budget Act , be used to implement the 
provisions of this art i cle. 

(e) No fees or charges other than those listed in t his section 
shall be levied by the committee in connection with the licensure of 
registered dental hygienists , registered dental hygienists in 
alternative practice , or registered dental hygienists in e x tended 
functions . 

(f) The fee for r egistration of an extramural dental facili t y 
shall not exceed two hundred fifty dollars ($250) . 

(g) The fee for registration of a mobile dental hygiene unit shall 
not exceed one hundred fifty dollars ($150) . 

(h) The biennial renewal fee for a mobile dental hygiene unit 
shall not exceed two hundred fifty dollars ($250) . 

(i) The fee for a n additional office permit shall not exceed two 
hundred fifty dollars ($250) . 

(j) The biennial renewal fee for an additional office as described 
in Section 1926 . 4 shall not exceed two hundred fifty dollars ($250) . 

(k ) The initial application and biennial special permit fee is an 
amount equal to the biennial renewal fee specified in paragraph (6) 
of subdivision (a) . 

(l) The fees in this section shall not exceed an amount sufficient 
to cover the reasonable regulatory cost of carrying out the 
provisions of this article . 

1947 . A license issued under this article and a license issued 
under t his chapter to a registered dental hygienist, to a registered 
dental hygienist in alternative practice , or to a registered dental 
hygienist in extended functions may be revoked or suspended by the 
committee for any reason specified in this article for t he suspension 
or revocation of a license to practice dental hygiene . 

1949 . A licensee may have his or her l icense revoked or suspended, 
or may be reprimanded or placed on probation by the committee for 
unprofessional conduct , incompetence , gross negligence , repeated acts 
of negligence in hi s or her profession , receiving a license by 
mistake , or for any other cause applicable to the licentiate provided 
in t hi s article . The proceedings under this article shall be 
conducted in accordance with Chapter 5 (commencing with Section 
11500) of Part 1 of Division 3 of Title 2 of the Government Code , and 
the committee shall have all the powers granted therein . 

1950 . (a) A licensee may have his or her license revoked or 
suspended , or may be reprimanded or placed on probation by the 
committee , for conviction of a crime substantially re l a t ed to the 
licensee ' s qualifications , functions , or duties . The record of 
conviction or a copy certified by the clerk of the court or by the 
judge in whose court the convi ct i on occurred shall be conclusive 
evidence of conviction . 

http://www.leginfo.ca.gov/cgi-bin/displaycode?section=bpc&group=O 1 001-02000&fi le= 1... 10/8/2013 

http://www.leginfo.ca.gov/cgi-bin/displaycode?section=bpc&group=O


CA Codes (bpc: 1900-1 966.6) Page 21 of32 

(b) The committee shall undertake proceedings under this section 
upon the receipt of a certified copy of the record of conviction . A 
plea or verdict of guilty or a conviction following a plea of nolo 
contendere made to a charge of a felony or of any misdemeanor 
substantially related to the licensee ' s qualifications , functions , or 
duties is deemed to be a conviction within the meaning of this 
section . 

(c) The committee may reprimand a licensee or order a license 
suspended or revoked, or placed on probation or may decline to issue 
a license, when any of the following occur : 

(1) The time for appeal has elapsed . 
(2) The judgment of conviction ha s been affirmed on appeal . 
(3) An order granting probation is made suspending the impositi on 

of sentence , irrespective of a subsequen t order under any provision 
of the Penal Code , including, but not limited to , Section 1203 . 4 of 
the Penal Code , allowing a person to withdraw his or her plea of 
guilty and to enter a plea of not guilty, or setting aside the 
verdict of guilty , or dismissing the accusat ion , informatio n , or 
indictment . 

1950 . 5 . Unprofessional conduct by a person licensed under this 
article is defined as , but is not limited to , any on e of the 
following: 

(a) The obtaining of any fee by fraud or misrepresentation . 
(b) The aiding or abetting of any unlicensed person to practice 

dent i stry or dental h ygiene . 
( c ) The aiding o r abetting of a l icen sed person t o practice 

dentistry or dental hygiene unlawfully . 
(d) The committ i ng of any act o r acts of sexual abuse , misconduct. , 

or relations with a patient that are substantially related to the 
practice of dental hygiene . 

(e) The use of any false , assumed , or fictitious name , either as 
an individual , firm, corporation , or otherwise , or any name other 
than t he name under which he or she is licensed to p r actice , in 
adve r t i sing or in a ny other manner indicating that h e or she is 
practicing or wil l practice dentistry , except that name as is 
spec i f i ed in a valid permit issued pur suant to Section 1962. 

( f ) The practice o f accepting or receiving any commission or the 
rebating in any form or manner of fees for profess i ona l services , 
radiographs , prescriptions , or other services or a rt icles supplied to 
patients . 

(g) The making use by the licensee or any agent of the licensee of 
any a dvertising stat eme nts of a character tending to deceive or 
mis l ead the public . 

(h) Th e advertis i ng of either professional supe riority or the 
adve r tising of pe r fo r mance of professional services in a superior 
manner . This subdivision shall not prohibit advertising permitted by 
subdi vision (h) of Se ction 651 . 

( i ) The empl oying or the making use of solicitors . 
( j ) Advertising i n violation of Section 651 . 
(k ) Advertising t o guarantee any d ental hygiene service , or to 

perform any dental h ygiene procedure painlessly . This subdivision 
shall not prohibit advertising permitted by Section 651 . 

(1) The violation of any of the provisions of this division . 
(m) The permitting of any person to operate dent a l radiographic 

equipment who has not met the requirements to do so , as determined by 
the committee . 

(n) The clearly excessive administering of drugs or treatment , or 

the clearly excessive u se of treatment procedures , or the clearly 
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excessive use of treatment facilities , as de termined by the customary 
practice and standards of the dental hygiene profession . 

Any person who violates this subdivision is guilty of a 
misdemeanor and shall be punished by a fine of not less than one 
hundred dollars ($100) or more than six hundred dollars ($600) , or by 
imprisonment for a term of not less than 60 days or more than 180 
days , or by both a fine and imprisonment . 

(o) The use of threats or harassment against any patient or 
licensee for providing evidence in any possible or actual 
disciplinary action , or other legal action ; or the discharge of an 
employee primarily based on the employee ' s attempt to comply with the 
provisions of this chapter or to a i d in the compliance . 

(p) Suspension or revocation of a license issu ed , or discipline 
imposed, by another state or territory on grounds that would be the 
basis of discipline in this state . 

(q) The alteration of a patient ' s record with intent to deceive . 
(r) Unsanitary or unsafe office conditions , as determined by the 

customary practice and standards of the dental hygiene profession . 
(s) The abandonment of the patient by the licensee , without 

written not i ce to the patient that treatment is to be discontinued 
and before the patient has ample opportunity to secure the services 
of another registered dental hygienist , registered dental hygienist 
in alternative practice , or registered dental hygienist in extended 
functions and provided the health of the patient is not jeopardized . 

(t) The willful mi srepresentation of facts relat i ng to a 
disci plinary action to the patients of a disciplined licensee . 

(u) Use of fraud in t he procurement of any license issued pursua n t 
to t h is article . 

(v) Any action or conduct t hat would have warranted the denial of 
the license . 

(w) The aiding o r abetting of a registered dental hygienist , 
registered denta l hygienist in alternative practice , or registered 
dental hygienist in extended functions to practice dental hygiene i n 
a negligent or incompetent manner . 

(x) Th e failure to report to the committee in writing within seven 
days a n y of the following : (1) the death of his or her patient 
during the performance of any dental hygiene procedur e ; (2) the 
discovery of the death of a patient whose death i s related to a 
denta l hygiene procedure performed by him or her ; or (3) except for a 
scheduled hospitalization , the removal to a hospital or emergency 
cent er for medical treatment for a period exceeding 24 hours of any 
patient as a result o f dental or dental hygiene trea tment . Upon 
receipt of a repor t pursuant to this subdivision, the committee may 
cond uct an inspect ion of the dental h ygiene practice office if the 
committee finds that it is necessary . 

(y) A registered dental hygieni st , registered dental hygienist in 
alternative practice, or registered dental hygienis t i n extended 
functions shall report to the committee all deaths occurring in his 
or her practice with a copy sent to the dental board if the death 
occurred while working as an employee in a dental office . A dentist 
shall report to the dental board all deaths occurring in his or her 
practice with a copy sent to the committee if the death was the 
resul t of treatment by a registered dental hygienist , registered 
dental hygienist in a lternative practice , or registered dental 
hygienist in extended functions. 

1951 . The committee may discipline a licensee by placing him or her 
on p r obation under various terms and conditions that may include , 
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but are not limited to, the following : 
(a) Requiring the licensee to obtain additional training or pass 

an examination upon completion of training , or both . The examination 
may be a written or oral examination , or both , and may be a practical 
or clinical examination , or both , at the option of the committee. 

(b) Requiring the licensee to submit to a complete diagnostic 
examination by one or more physicians appointed by the committee , if 
warranted by the ph ysical or mental condition of the licensee . If the 
committee requires the licensee to submit to an examination , the 
committee shall rece ive and consider any other report of a complete 
diagnostic e x amination given by one or more phys i cia ns of the 
licensee ' s choice . 

(c) Restricting or l imiting the extent , scope , or type of practice 
of the licensee . 

(d) Requiring restitution of fees to the licensee ' s patients or 
payers of services , unless restit u tion has already b e e n made . 

(e) Providing the option of alternative community service in lieu 
of all or part of a peri od of suspension in cases o t her than 
violations relating to quality of care . 

1952 . It is unprofessional conduct for a person licensed under this 
article to do any of the following : 

(a) Obtain or posse ss in violation of law, or e x cept as d i rected 
by a licensed p h y sician and surgeon , dentist , or p od i atrist , a 
controlled sub stance, as defined in Division 1 0 (commencing with 
Section 11000) of t he Healt h and Safety Code , o r a ny dangerous drug 
as defined in Section 4022 . 

(b) Use a cont r ol l ed substance, as defined in Division 10 
(commencing with Section 11000) of the Health and Safety Code , or a 
dangerous drug as defined in Section 4022 , or alcoholic beverages or 
other intoxicating substances , to an extent or in a manner dangerous 
or injurious to himself or herself , to any person, or the public to 
the extent that the use impa i rs the licensee ' s ability to conduct 
with safety to the public the practice authorized by his or her 
license . 

(c) Be convicted of a charge of violating any federal statute or 
rules, or a ny statute or rule of this state , regulat i ng controlled 
substances , as defined in Division 10 (commencing with Section 11000) 
of the Health and Safety Code , or any dangerous drug , as defined in 
Section 4022 , or be conv i c t ed of more than one misdemeanor , or any 
felony , involving the use or consumpt i o n of alcohol or drugs , if the 
conviction is s ubstant i a l l y related to the practice authorized by his 
or her license . 

(1) The ·record of convi ction or a copy certified b y the clerk of 
the court or by the judge in whose court the conviction is h ad, shall 
be conclusive evi dence of a violation of this section . A plea or 
verdict of guilty or a conviction following a plea of nolo contendere 
is deemed to be a conviction within the meaning of thi s section . 

(2) The committee may order the license suspended or revoked , or 
may decline to issue a l icense, when the time for appeal has elapsed 
or the judgment of conviction has been affirmed on appeal , or when an 
order granting probation is made suspending imposition of sentence , 
irrespective of a subsequent order under any provis i on of the Penal 
Code , including , but not limited to , Section 1203 . 4 of the Penal 
Code , allowing a person t o withdraw his or her plea of g u ilty and to 
enter a plea of not g u ilt y , or setting aside the ve r dict of guilty, 
or dismissing the accusation , i n formation , or indictment . 
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1953 . (a) A registered dental hygien is t, registered dental 
h ygienis t in alternative practice , or registered dental hygienist in 
extended functions who performs a service on a patient in a dental 
office shall identify himself or herself in the patient record by 
signing his or her name or identification number and initials next to 
the service performed, and shall date those treatment entries in the 
record. 

(b) A repeated violation of this section constitutes 
unprofessional conduct . 

1954 . (a ) It i s unpr ofessional conduct for a person licensed under 
this article to perform, or hold himself or herself out as able to 
perform, professional services beyond the scope of his or her license 
and f ie l d of competence , as established by his or her education , 
experience , and training . This includes , but is not limited to , using 
an ins trument or device i n a manner that is not in accordance wi th 
the customary standards and practices of the dental hygiene 
profession . 

(b) This section shall not apply to research conducted by 
accredited dental schools or dental hygiene schools , or to research 
conducted pursuant to an investigat i onal device exemption issued by 
the United States Food a n d Drug Administration . 

1 955. (a) (1) A licensee who fails or refuses to comply with a 
request for a patient ' s dental or dental hygiene records that is 
accompanied by that patient ' s written authorization for release of 
the records to the committee , within 1 5 days of receiving the request 
and authorization , shall pay to the committee a civil or 
administrative penalty o r fine up to a maximum of two hundred f if ty 
dollars ($250) per day for each day that the documents have n ot been 
produced after the 15th day , up to a maximum of five thousand dollars 
($5 , 000) unless the l icensee is unable to provide the documents 
withi n this time period for good cause . 

(2) A health care facility shall comply with a request for the 
dental or dental hygiene records of a patient that is a ccompanied by 
that patient ' s wri t ten authorization for re l ease o f records to the 
committee together with a notice c iting this sect i on and describing 
the penalties for failure t o comply with this section . Failure to 
provi de t he authorizing patient ' s dental h ygiene record s to the 
committee within 30 days of receiving this request , a uthorizat i on , 
and notice shall subject the health care facility to a civil or 
admini strative penal t y or fine , payable to the committee , of up to a 
maximum of two hundre d fifty dollars ($250) per day for each day that 
the documents h ave not been produced aft er the 30th day , up to a 
maximum of five t h ousand dol l ars ($5 , 000) , unless the hea l th care 
faci l ity i s unabl e to provide the documents within t his time period 
for good cause . This paragraph shall not require heal th care 
fac i l ities to assist the committee in obtaining the patient ' s 
authori zation . The committee shall pay the reasonabl e cost of copying 
the den tal hygiene records . 

(b) (1) A licensee who fails or refuses to comply with a court 
order issued in the enforcemen t of a subpoena mandating the release 
of records to the commit tee shall pay to t h e committee a civil 
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penalty of one thousand dollars ($1 , 000) per day for each day that 
the documents have not been produced after the date by which the 
court order requires the documents to be produced, unless it is 
determined that the order is unlawful or invalid . Any statute of 
limitations applicable to the filing of an accusation by the 
commi ttee shall be tolled during the period the licensee is out of 
compliance with the court order and during any related appeals . 

(2) A licensee who fails or refuses to comply with a court order 
issued in the enforcement of a subpoena mandating the release of 
records to the committee is guilty of a misdemeanor punishable by a 
fine payable to the committee not to exceed five thousand dollars 
($5 , 000) . The fine shall be added to the licensee ' s renewal fee if it 
is not paid by t he next succeeding renewal date . Any statute of 
limitations applicable to the filing of an accusation by the 
committee shall be tolled during the period the licensee is out of 
compl iance with the court order and during any related appeals . 

(3) A health care facility that fails or refuses to comply with a 
court order issued i n the enforcement of a subpoena mandating the 
release of patient records to the commi ttee , that is accompanied by a 
notice citing this section and describing the penalties for failure 
to comply with this section, shall pay to the committee a civil 
penalty of up to one thousand dollars ($1 , 000) per day for each day 
that t he documents have not been produced, up to ten thousand dollars 
($ 1 0 , 000) , after the date by which the court order requires the 
document s to be produced, unless it is determined that the order is 
unl awful or invalid . Any statute of limitations applicable to the 
f i l ing of an accusation by t he committee against a licensee sha l l be 
t olled during the period the health care facility is out of 
comp liance with the court order and duri ng any related appeals . 

(4) A health care facility tha t fa ils or refuses to compJy with a 
court order , issued in the enforcement of a subpoena , mandating the 
release of records t o the committee is guilty of a misdemeanor 
punishable by a fine payable to the committee not to exceed five 
thousand dollars ($5 , 000) . Any statute of limitations applicable to 
the fili ng of an accusa t ion by the committee against a licensee shall 
be tolled during the period the heal th care facility i s out of 
compliance wit h the court order and duri ng any r e l ated appeals . 

(c) Multiple act s b y a licensee in v iolation of subdivision (b) 
shall be punishable by a fine not to exceed five thousand dollars 
($5 , 000) or by imprisonment in a county jail not exceeding six 

months , or by both that fine and imprisonment. Multipl e acts by a 
health care facility in violation of subdivision (b) shall be 
punishable by a fine not to exceed five thousand dollars ($5 , 000) and 
shall be reported to t he State Department of Public Health and shall 
be considered as grounds for disciplinary action with respect to 
licensure , including suspension or r evocation of the license or 
permit . 

(d) A failure or refusal to comply with a court order issued in 
the enforcement of a subpoena mandating the release of records to the 
committee constitutes unprofessional conduct and is grounds for 
suspension or revocation of his or he r license . 

(e) Imposition of t he civil or administrative penalties authorized 
by this section shall be in accordance with the Administrative 
Procedure Act (Chapter 5 (commencing with Section 11500) of Division 
3 of Ti tle 2 of the Government Code) . 

(f) For the purposes of this section , a "health care facility " 
means a clinic or health care fac i lity licensed or exempt from 
licen sure pursuant to Division 2 (commencing with Section 1200) of 
the Health and Safety Code . 
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1956 . It is unprofessional conduct for a person licensed under this 
article to require , either directly or through an office policy, or 
knowingly permit the delivery of dental hygiene care that discourages 
necessary treatment , or permits clea r l y excessive , incompetent , 
unnecessary , or grossly negligent treatment , or repeated negligent 
acts, as determined by the standard o f practice in the community. 

1957 . (a) A person wh ose license has been revoked or suspended , who 
has been placed on probation , or whose license was surrendered 
pursuant to a stipulated settlement as a condition to avoid a 
disciplinary administrative hearing, may petition the committee for 
reinstatement or modification of the penalty, including modification 
or termination of probation, after a period of not less than the 
following minimum periods have e l apsed from the effective date of the 
decis i on ordering disciplinary action : 

( 1 ) At least three years for re i nstatement of a license revo ked 
for unprofessional conduct or surrendered pursuant to a stipulated 
settlement as a condition to avoid an administrative disciplinary 
hearing . 

(2) At least two years for early termination , or modification of a 
condition , of a probation of three years or more . 

(3) At least one year for modification of a condition, or 
reinstatement of a license revoked f or mental or physical illness , or 
termination , or modi f ication of a condition , of a probation of l ess 
than three years . 

(b) The petition shall state any fact required by the committee . 
(c) The petition may be heard by the committee , or the commit t ee 

may assign the petition to an administrative law judge designated in 
Section 11371 of the Government Code . 

(d) In considering reinstatement or modification or penalty, the 
committee or the administrative law judge hearing the petition may 
consider the followi ng : 

(1) All activities of the petitioner since the disciplinary action 
was taken. 

(2) The offense f or which the pet itioner was discipl ined. 
(3) The petitioner ' s activities during the time the license or 

permit was in good standing . 
(4) The petitioner ' s rehabilitative efforts , general reputation 

for truth , and professional ability . 
(e) The hearing may be continued from time to t i me as the 

committee or the administrative law judge as designated in Section 
11371 of the Government Code finds necessary . 

(f) The committee or the administrative law judge may impose 
necessary terms and conditions on the licentiate in reinstating a 
license or permit or modifying a penalty . 

(g) A petition shall not be considered while the petitioner is 
under sentence for any criminal offense , including any period during 
which the petitioner is on court - i mposed probation or parole. 

(h) A petition shall not be considered while there is an 
accusation or petition to revoke probation pending against the 
person . 

(i) The committee may deny without a hearing or argument any 
petition filed pursuant to this section within a period of two years 
from the effective date of the prior decision following a hearing 
under this section . Nothing in this section shall be deemed to alter 
Sections 822 and 823 . 
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1958 . A person , company , or association is guilty of a misdemeanor , 
and upon conviction , shall be punished by imprisonment in a county 
jail not less than 10 days nor more than one year , or by a fine of 
not less than one hundred dollars ($100) nor more than one thousand 
five hundred dollars ($1 , 500) , or by both that fine and imprisonment, 
who does any of the following : 

(a) Assumes the title of " registered dental hygienist ," 
"registered dental hygienist in alternative practice ," or " registered 
dental hygienist in extended funct i ons " or appends the letters 
" R.D . H. ," " R.D.H.A.P., " or "R .D. H.E . F ." to his or he r name with out 
having had the right to assume the t itle conferred upon him or her 
through licensure. 

(b) Assumes any title, or appends any letters to his or her name , 
with the intent to represent falsely that he or she has received a 
dental hygiene degree or a license under this article. 

(c) Engages in the practice of dental hygiene without causing to 
be displayed in a conspicuous place in his or her office his or her 
license under this article to practice dental hygiene. 

(d) Within 10 days after demand is made by the executive officer 
of the committee , fails to furnish to the committee the name and 
address of all persons practicing or assisting in the practice of 
dental hygiene in t he office of the person, company , or association, 
at any time within 60 days prior to the demand , together with a sworn 
statement showing under and by what license or authority this 
person , company , or a ssociation and any employees are or have been 
practicing or assist i ng in the practice of denta l hygiene. This sworn 
statement shall not be used in any prosecution under this section . 

(e ) Is under the influence of alcohol or a con trolled substance 
while engaged in the practice of dental hygiene in actual attendance 
on patients to an extent that impairs his or her ability to conduct 
the practice of dental hygiene with safety to patients and the 
public . 

1958 . 1. (a) Notwithstanding any other law, with regard to an 
individual who is required to register as a sex offender pursuant t o 
Sect i on 290 of the Penal Code , or the equivalent in another state or 
territory, under military law, or under federal law, all of the 
following shall apply : 

(1) The committee shall deny an application by the individual for 
licensure pursuant to this article . 

(2) If the individual is licensed under this article, the 
committee shall promptly revoke the l icense of the individual. The 
committee shall not stay the revocation nor place the license on 
probation . 

(3) The committee shall not reinstate or reissue the individual ' s 
licensure under this article . The committee shall not issue a stay of 
license denial and place the license on probation . 

(b) This section shall not apply to any of the following: 
(1) An individual who has been relieved under Section 290 . 5 of the 

Penal Code of his or her duty to register as a sex offender, or 
whose duty to register has otherwise been formally terminated under 
California law or the law of the j urisdiction that requires his or 
her registration as a sex offender. 

(2) An individual who is required to register a s a sex offender 
pursuant to Section 290 of the Penal Code solely because of a 
misdemeanor convict i on under Section 314 of the Penal Code . However , 
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nothing in this paragraph shall prohibit the committee from 
exercising its discretion to discipline a licensee under other 
provisions of state l aw based upon the licensee ' s conviction under 
Section 31 4 of the Penal Code . 

(3) Any administrative adjudication proceeding under Chapter 5 
(commencing with Section 11500) of Part 1 of Division 3 of Title 2 of 
the Government Code that is fully adjudicated prior to January 1, 
2013 . A petition for reinstatement of a revoked or surrendered 
license shall be considered a new proceeding for purposes of this 
paragraph, and the prohibition against reinstating a license to an 
individual who is required to register as a sex offender shall be 
applicable . 

1959 . A person who holds a valid , unrevoked , and unsuspended 
license as a registered dental hygienist , registered dental hygienist 
in alternative practice , or registered dental hygienist in extended 
functions under this article may append the letters '' R . D. H.," 
" R.D . H.A . P . , " or '' R . D. H. E . F .," respectively , to his or he r name . 

1960. For the first offense , a person is guilty of a misdemeanor 
and shall be punishable by a fine of not less than two hundred 
dollars ($200) nor more than three thousand dollars ($3,000) , or by 
imprisonment in a county jail for not to exceed six months , or by 
bo th that fine and imprisonment , and for the second or a subsequent 
offense is g u ilty o f a f e l ony and upon conviction thereof shall be 
punished by a fine of not less t han two thousand dollars ($2 ,000) nor 
more than six thousand dollars ($6,000), or by imprisonment pursuant 
to subdivision (h) of Section 1170 of the Pena l Code , or by both 
that fine and imprisonment , who does any of the following : 

(a) Sells or barters or offers to sell or barter a dental hygiene 
degree or transcript or a license issued under , or purporting to be 
issued under , laws regulating licensure of registered denta l 
hygienists , registered dental hygienists in a l ternat i ve practice , or 
registered dental hygienists in extended functions . 

(b) Purchases o r procures by barter a diploma , license, or 
transcr ipt with intent that it shall be used as evidence of the 
holde r ' s qualification to practice dental hygiene , or in fraud of the 
laws r egulating the practice of dental hygiene. 

(c ) With fraudulent intent, makes , attempts to make , counterfeits , 
or materially alters a diploma, certif i cate , or transcript . 

(d) Uses, or attempts or causes to be used , any diploma , 
cert i ficate , or transcript that has been purchased , fraudulently 
issued , counterfeited, or materially altered or in order to procure 
licensure as a registered dental hygienist, registered dental 
hygienist in alternative practice , or registered dental hygienist in 
extended functions . 

(e) In an affidavit required of an applicant for an examination or 
license under this article , willfully makes a fals e statement in a 
materia l regard . 

(f) Practices dent al hygiene or offers to practice dental hygiene , 
as defined in this article, either without a license , or when his or 
her license has been revoked or suspended. 

(g) Under any false , assumed or fictitious name, either as an 
individual , firm, corporation or o therwise , or any n ame other than 
the name under which he or she is licensed, practices , advertises, or 
in any other manner indicates that he or she practices or wil l 
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practice dental hygiene , except a name specified in a valid permit 
issued pursuant to Section 1962 . 

1961 . A person who willfully , under circumstances that cause risk 
of bodily harm, serious physical or mental illness , or death, 
practices , attempts to practice , advertises , o r holds himself or 
herself out as practicing dental hygiene without having at the time 
of so doing a valid, unrevoked, and unsuspended license as provided 
in this article , is gui l ty of a crime , punishable by imprisonment in 
a county jail for up to one year . The remedy provided in this section 
s h all not preclude any other remedy provided by law . 

1962. (a) An association , partnership, corporation , or group of 
three or more registered dental hygienists in alternative practice 
engaging in practice under a name that would otherwise be in 
viola tion of Section 1960 may practice under that name if the 
association, partnership, corporation , or group holds an une xpired, 
unsuspended, and unrevoked permit issued by the committee under this 
section . 

(b) An individual registered dental hygienist in alternative 
practice or a pair of registered dental hygienists in alternative 
practice who practice dental hygiene under a name that would 
otherwise violate Section 1960 may practice under that name if the 
licensees hold a valid permit issued by the committee under this 
sect i on . The committee shall issue a written permit authorizing the 
holder to use a name specified in the permit in connection with the 
ho l der ' s practice if the committee finds all of t he following: 

(1) The applicant or applicants are duly licensed registered 
dental hygienists i n alternative practice . 

(2) The place where the applicant or applicants practice is owned 
or leased by the applicant or applicants, and the practice conducted 
at the place is whol ly owned and entirely controlled by the applicant 
or applicants and is a n approved area or practice se t ting pursuant 
to Section 1926 . 

(3) The name under which the applicant or applicant s propose to 
operate contains at least one of the following designations : "dental 
hygiene group ," "dental hygiene pract ice, " or "dental hygiene office ," 
contains the family name of one or more of the past , present , or 
prospective associates , partners, shareholders , or members of the 
group, and is in conformity with Section 651 and not in violation of 
subdivisions (i) and (1) of Section 1950 . 5 . 

(4) All licensed persons practicing at the location designated in 
the application hold valid licenses and no charges of unprofessional 
conduct are pending against any person practicing at that location . 

(c) A permit issued under this section shall expire and become 
invalid unless renewed in the manner provided for in this article for 
the renewal of permits issued under this article . 

(d) A permit issued under this section may be revoked or suspended 
if the committee finds that any requirement for original issuance of 
a permit is no longer being fulfi lled by the permith older . 
Proceedings for revocation or suspension shall be governed by the 
Administrative Procedure Act . 

(e) If charges of unprofessional conduct are filed against the 
holder of a permit issued under this section , or a member of an 
association, partnership, group , or corporation to whom a permit has 
been issued under this section , proceedings shall not be commenced 
for revocation or suspension of the permit until a fi nal 
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determination of the charges of unprofessional conduct , unless the 
c harges have resulted in revocation or suspension of a license . 

1963 . The committee may file a complaint for violation of any part 
of this article with any court of competent jurisdiction and may , by 
its officers , counsel and agents , assist in presenting the law or 
facts at the trial . The district attorney of each county in this 
state shall prosecute all violations of this article in their 
respective counties in which t he vio l ations occur . 

1964 . In addition to the other proceedings provided for in this 
article , on application of the committee , the superior court of any 
county shall issue an injunction to restrain a n unlicensed person 
from conducting the practice of dental hygiene , as defined in this 
article . 

1965 . If a person has engaged in or is about to engage in an act 
that constitutes an offense against this chapter , the superior court 
of any county, on application of 10 or more persons holding licenses 
to practice dental hygiene issued under this article , may issue an 
injunction or other appropriate order restraining that conduct. 
Proceedings under this section shall be governed by Chapter 3 
(commencing with Section 525) o f Title 7 of Part 2 of the Code of 
Civil Procedure. 

1966 . (a) It is the intent of the Legislature that the committee 
see k ways and means to identify and rehabil itate licensees whose 
competency may be impaired due to abuse of dangerous drugs or 
alcohol , so that licensees so afflicted may be treated and returned 
to the practice of dent al hygiene in a manner that will not endanger 
the public health and safety . It is also the intent of the 
Legislature that the committee establish a diversion program as a 
voluntary alternative approach to traditional disciplinary actions . 

(b) One or more diversion evaluation committees shall be 
established by the committee . The committee shall establish criteria 
for the selection of each diversion evaluation committee . Each member 
of a diversion eval uation committee shall receive per diem and 
expenses as provided in Section 103 . 

1966 . 1. (a) The committee shall establish criteria for the 
acceptance , denial , or termination of licensees in a diversion 
program . Unless ordered by the commi ttee as a condition of a licensee ' 
s disciplinary probation , only those licensees who have voluntarily 
requested diversion treatment and supervision by a diversion 
evaluation committee shall participate in a diversion program . 

(b) A licensee who is not the subject of a current investigation 
may self-refer to the diversion program on a confident i al basis, 
except as provided in subdivision (f) . 

(c) A licensee under current investigation by the committee may 
also request entry ~nto a diversion program by contacting the 
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committee. The committee may refer the licensee requesting 
participation in the program to a diversion evaluation committee for 
evaluation of eligibility . Prior to authorizing a licensee to enter 
into the diversion program, the committee may require the licensee , 
while under current investigation for any violations of this article 
or other violations , to execute a statement of understanding that 
states that the licensee understands that his or her violations of 
this article or other statutes, that would otherwise be the basis for 
discipline , may still be investigated and the subject of 
disciplinary action . 

(d) If the reasons for a current investigation of a licensee are 
based primarily on the self-administrati on of any controlled 
substance or dangerous drugs or alcohol under Section 1951 , or the 
illega l possession, prescription, or nonviolent procurement of any 
controlled substance or dangerous drugs for self-administration that 
does not involve actual , direct harm to the public , the committee 
shall close the investigation without further action if the licensee 
is accepted into the committee ' s diversion program and successful l y 
completes the requirements of the program . If the licensee withdraws 
or is terminated from t he program by a diversion evaluation 
committee , the investigation shal l be reopened and disciplinary 
action imposed , if warranted, as determined by the committee. 

(e) Neither acceptance nor participation in the diversion program 
shall preclude the committee from investigating or continuing to 
investigate , or taking disciplinary action or continuing to take 
disciplinary action against , any licensee for any unprofessional 
conduct committed before, during , or after participation in the 
diversion program . 

(f) All licensees shall sign an agreement of understanding that 
the withdrawal or termi nation from the diversion program at a time 
when a diversion evaluation committee determines the licensee 
presents a threat to the public ' s health and safety shall result in 
the utilization by the committee of diversion treatment records in 
disciplinary or criminal proceedings . 

(g) Any licensee terminated from the diversion program for failure 
to comply with program requirements is subject to disciplinary 
act i on by the committee for acts committed before , during, and after 
participation in the diversion program . A licensee who has been under 
investigation by the committee and has been terminated from the 
diversion program by a diversion evaluation committee shall be 
reported by the diversion evaluation committee to the committee . 

1966 .2. Each diversion evaluation committee shall have the 
following duties and responsibilities : 

(a) To evaluate those licensees who request to participate in the 
diversion program according to the guidelines prescribed by the 
committee and to consider the recommendations of any licensees 
designated by the committee to serve as consultants on the admission 
of the licensee to the diversion program. 

(b) To review and designate those treatment facilities to which 
licensees in a diversion program may be referred . 

(c) To receive and review information concerning a licensee 
participating in the program. 

(d) To consider in the case of each licensee participating in a 
program whether he or she may safely continue or resume the practice 
of dental hygiene . 

(e) To perform other related duties as the committee may by 

regulation require . 
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1966 . 3 . Notwithstanding the provisions of Art i cle 9 (commencing 
with Section 11120) of Chapter 1 of Part 1 of Division 3 of Title 2 
of the Government Cod e , relating to public meetings , a d iversion 
evaluat i on committee may convene in closed session t o consider 
reports pertaining to any licentiate requesting o r par t i cipating i n a 
diversion program . A diversion evaluation committee shal l only 
convene in closed session to t he extent that it i s necessary to 
protect the privacy of a licensee. 

1966.4 . Each licensee who requests participation in a diversion 
program shall agree to cooperate with t he treatment p rogram designed 
by a diversion evaluation committee and to bear all costs rela t ed t o 
the program, unless the cost is waived by the committee . Any fai lure 
to comply with the provisions o f a treat ment program may result in 
termination of the l icensee ' s participation in a program. 

1966 . 5 . (a) After a diversion evalua tion committ ee , in its 
discre tion, has determined that a licen see has been rehabilitated and 
the diversion program is completed, t he diversion evaluation 
committee shall purge and destroy all records p ertaining to the 
licensee ' s participati on in the diversion program. 

(b) Except as authorized by subdivision (f) of Section 1966.1 , all 
committee a nd diversion evaluat i on committee records and records of 
proceedings pertaining to the treatment of a l icensee i n a program 
s hall be kept confidential and are not subject t o discovery or 
subpoena . 

1966 . 6 . The committee shall provide for the representation of any 
person making reports to a di version evaluation committee or the 
committee under t his article in any action for defamation for reports 
or i nformation given t o the diversion eval uation committee or the 
commit tee r egarding a l icensee ' s part i cipation in the diversion 
program . 
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Education and 
Outreach 

Subcommittee 
(3-4 members) 
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Dental Hygiene Committee of Californiao c a 2005 Evergreen Street, Suite 1050, Sacramento , CA 95815 
OEPARTM£ NT Of CON\UMfR AfFAIRS P 916-263.1978 F 916.2ffi.2688 1 www.dhcc.ca .gov 

September 18, 2012 

The Dental Hygiene Committee of California is exploring the possibility of accepting all 
five regional dental hygiene examinations: 

• Council On interstate Testing Agencies (CIT A) 
• Central Regional Dental Testing Services (GROTS) 
• North East Regional Board of Dental Examiners (NERB) 
• Southern Regional Testing Agency (SERTA) 

for purposes of licensure in California . (Currently, California only accepts its own 
examination and the Western Regional Examining Board (WREB) examination) . 

To help us with this decision, we are asking each of the testing agencies to complete 
and return the attached survey. Any questions conrerning the survey should be 
directed to Rick Wallinder of my staff. Mr. Wallinder can be contacted at: 
rick .wallinder@dca .ca.gov. 

As we are attempting to have this information available for our December xx, 2012 
meeting, we request that you complete and return this survey no later than October 18, 
2012 . 

Sincerely, 

Lori Hubble 
Executive Officer 
Dental Hygiene Committee 

http:www.dhcc.ca


 

                       

  
 
 

   
 
 

                        

  

 

    

 

   

 

 

       

 

 

    
 

 

     

  
                       

    
 

    
 

                        
      

 
                      

 
  

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 
 


 

Clinical Examination Components 

Does the (name of examination) include a patient? YES NO 

•	 If yes, please list qualifying patient criteria: 

•	 Please list any patient exclusion criteria: 

Does the examination include scaling and root planing of one or more quadrants of a patient? YES NO 

If YES, please list the requirements for scaling and root planning: 

If quadrants are not used, what are the requirements used to be acceptable (Please list/describe)?: 

•	 Please list the requirements to be considered acceptable for scaling and root planing: 

If scaling and root planing is included in this exam, what is the expectation of the candidate (Please describe)?: 

•	 What are the requirements regarding the presence of calculus (Please list)?: 

If scaling and root planing is not included in this exam, what skill sets must the candidate demonstrate? 

1.	 Periodontal Probing 
•	 Are periodontal probing skills assessed in the examination? YES NO 

o	 If YES, when in the examination is this skill evaluated? 

•	 What is considered a probing error? 

•	 Are any points deducted for an error? YES NO 
o	 If YES, how many points are deducted for each error? 

2.	 Does this examination include charting of furcation involvement? YES NO
 

What is considered an error?
 



 
 

                     
    

 
   

                        
     

 
     

 
 

     
 

 
                       

    
 

  
  

 
    

  
                        

     
 
 

                         
      

 
 
 

                       
  

 
 

                         
   

	 

	 

	 

	 

	 

	 

	 
	 

	 

	 

	 

	 

	 

 
	 

	 
	 

	 

	 

Are any points deducted for an error? YES NO 
o	 If YES, how many points are deducted for each error? 

3.	 Scaling and Root Planing 
•	 Are points deducted for each supragingival calculus error? YES NO  

o	 If YES, how many points are deducted for each error? 

•	 If there are 13-18 surfaces of subgingival calculus at check-in, how many points, if any, are deducted 
for each subgingival calculus error? 

•	 If there are 19-24 surfaces of subgingival calculus at check-in, how many points, if any, are deducted 
for each subgingival error? 

•	 Are points deducted for stain? YES NO 
o	 If YES how many points are deducted for each error? 

4.	 Trauma 
•	 What constitutes trauma? 

•	 How many points, if any, are deducted for each hard and/or soft tissue trauma error? 

•	 Is gross trauma defined? YES NO 
o	 If YES, what is the definition? 

• If gross trauma is defined, is it grounds for dismissal from the examination? YES NO 
o	 If a candidate is dismissed due to gross trauma, what type of follow-up is required for the 

candidate’s patient? 

•	 Is soft tissue trauma defined? YES NO 
o	 If it is defined, please provide the definition. 

•	 Are any points deducted for soft tissue trauma? YES NO 
o	 If YES, how many points are deducted? 



 
                           

  
 
 

                         
     

 
  

                   
     

 
                      

  

    
   

 

 

            
            

            
            

 
     
     
                       

    
  

  
 

      
 

                      
   

 

   

  
    
   

 

	 
	 

	 

	 

	 

	 

	 

	 

	 

	 
 


 

	 
	 

	 

	 

	 

	 

	 

	 

	 

•	 Is hard tissue trauma defined? YES NO 
o	 If it is defined, please provide the definition. 

o	 Are any points deducted for hard tissue trauma? YES NO  
o	 If YES, how many points are deducted? 

5.	 Other Test  Components 
•	 Are there any components of your examination that do not include direct patient care? YES NO 

o	 If YES, what component is still being examined? 

6.	 Does the examination require ay specific instruments to be used by the candidate? YES NO 
•	 If YES, please describe. 

•	 Are there any other components to the ____________________ examination (Please list)?
 

(Please use a separate piece of paper if needed)
 

Examination History 

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 
# sitting 
# passing 
# failing 

7.	 How much time is allowed for the ___________________________________ examination? 
8.	 Is there a limit to the number of attempts an applicant may take the___________________ examination? 
9.	 Is remediation ever required as a condition for re-examination? YES NO 
•	 If YES, under what conditions is remediation required? 

•	 What must remediation consist of? 

10. Under what conditions is a candidate dismissed from the examination? 

11. If a candidate is dismissed, is there a penalty? YES NO 
•	 If YES, what is the penalty? 

Who may we contact for information concerning the _____________________________ examination? 

•	 Contact Name: 
•	 Contact Phone Number: 
•	 Contact e-mail Address: 
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Org Chart DEPARTMENT OF CONSUMER AFFAIRS 
FY 2012·13 

DENTALHYGIENE COMMimE OF CALIFORNIA7 .2 py 

July 1 2013 ' 

DENTAL HYGIENE COMMilTEE OF CAUFORNIA 

NINE (9) MEMBERS ·appointed by the Governor 


I 
EXECUTIVE OFFICER 

Lori Hubble 
{El<empt) 

641-110-8594.001 

I I I I I IIENFORCEMENT EXAMINATION LICENSING
J I J L I 

ADMINISTRATION 

I 

Associate Governmental Program Analyst 


Anthony Lum 


641-110-5393-802 


I 

Associate Governmental Program Analyst 


Nancy Gaytan 


641-110-5393-003 


I 

Special Investigator (0.2) 


VACANT 


641-110-8612 -001 


I I 

Staff Services Analyst 

Eleanor Steiner 

641-110-5157-004 

Associate Governmental Program Analyst 

Traci Wesley-Smith (aka. Napper) 

641-110-5393-80 1 

I 

Staff Services Analyst 

VACANT 

641-110-5157-002 

Office Technician (Typing) 

Saraah Kantner 

641-110-1139-001 

I 
Associate Governmental Program Analyst 


(Retired A nnuitant) 


{960 hours/yr. max.) 


Richard Wallinder 


641-110-5393-907 


I 
Associate Governmental Program Analyst 


(Retired Annuitant) 


(960 hours/yr. max.) 


Donna Kantner 


641-110-5393-907 


Lori Hubble, Executive Officer Personnel Analyst 



Org Chart DEPARTMENT OF CONSUMER AFFAIRS
FY 2011-12 

DENTAL HYGIENE COMMITTEE OF CALIFORNIA7.2 py 

July 1 2012 

DENTAL HYGIENE COMMITIEE OF CALIFORNIA 

NINE (9) MEMBERS- appointed by the Governor 


I 

EXECUTIVE OFiiCER 
Lori Hubble 
(Exempt) 

641-110-8594-001 

I I I I I II
ENFORCEMENT EXAMINATION LICENSING ADMINISTRATION
I I I I I L 

I 

Associate Governmental Program Analyst 


Nancy Gaytan 


641-110-5393-003 


I I I 

Staff Services Analyst Associate Governmental Program Analyst Associate Governmental Program Analyst 

Eleanor Steiner Traci Wes ley-Sm ith (aka. Napper) Anthony lum 
641-110-5157-004 641-110·5393·801 641·110-5393-802 

I I I 

Special Investigator (0.2) 

VACANT 

641·110·8612·001 

Staff Services Analyst 


TomJurach 


641· 110-5157-002 


Office Technician (Typing) 

VACANT 

641-110·1139-001 

I 
Associate Governmental Program Analyst 


(Retired Annuitant) 


(960 hours/yr. max.) 


Richard Wallinder 


641-110-5393·907 


I 
Associate Governmental Program Analyst 


(Retired Ann uitant) 


(960 hours/yr. max.) 


Shirley Moody 


641-110-5393-907 


Lori Hubble, Executive Officer Personnel Analyst 



Org Chart DEPARTMENT OF CONSUMER AFFAIRS 
FY 2010-11 

DENTAL HYG IENE COMMITTEE OF CALIFORNIA7.2 py 

July 1 2012 

DENTAL HYGIENE COMMmEE OF CAUFORNIA 

NINE (9) MEMBERS - appointed by the Governor 


I 

EXECUTIVE OFFICER 

Lori Hubble 

(Exempt ) 


641-llQ-8594-001 


L lENFORCEMENT EXAMINATION
I I I 

I 
Associate Governmental Progr am Analyst 


(Retired Annuitant) 


(960 hours/ yr. max.) 


Sh irley Moody 


641-110-5393-907 


1 

Special investigator (0.5) 

Denni s Patzer 

641-110-8612-001 

I 

Staff Services Analyst 

Nicole Johnston 

641-110-5157-XXX 

I I IliCENSING ADM INISTRATION
I I I 

I 

Associate Govern mental Progr am An alyst 

Traci Wesley-Smith (aka. Napper ) 

641-110-5393-801 

I 

Staff Services A nalyst 

Tom Jur ach 

641-110-5157-002 

I 

Office Technician (Typing) 

Elizabeth Roberts 

641-110-1139-001 

I 
Associate Governmental Program Analyst 


(Retired Annuitant) 


(960 hours/yr. max.) 


Kathy Mulvaney 


641-110-5393-907 


Lori Hubble, Executive Officer Personnel Analyst 



Org Chart DEPARTMENT OF CONSUMER AFFAIRS 
FY 2009·10 

DENTAL HYGIENE COMMITTEE OF CALIFORNIA4.0 PY 

DENTAL HYGIENE COMM ITTEEOF CALIFORNIA 


NINE (9) MEMBERS · appointed by the Governor 


I 
EXECUTIVE OFFICER 

Lori Hubble 
(Exempt) 
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Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q1 Report (July - Sept 2010) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 

These measures will be posted publicly on a quarterly basis. In future reports, additional 
measures, such as consumer satisfaction and complaint efficiency, will also be added. These 
additional measures are being collected internally at this time and will be released once 
sufficient data is available. 

Volume 
Number of complaints received.* 

Q1 Total: 19 (Complaints: 2  Convictions: 17) 

Q1 Monthly Average: 6 

July August September 

Actual 8 7 4 

10 

8 

6 

4 

2 

0 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q1 Average: 26 Days 

July August September 

Target 30 30 30 

Actual 19 34 19 

40 

30 

20 

10 

0 

*“Complaints” in these measures include complaints, convictions, and arrest reports. 



  
    

    

  
    

 
  

  
     

    

  
    

 
 
 

 

 
   

  

   
  

 

  
 

 
 

 
 
 
 

    
  

 

Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q1 Average: 102 Days 

150 

100 

50 

0 

Formal Discipline 
Average cycle time from complaint receipt to closure, for cases sent to the Attorney General 
or other forms of formal discipline. 

Target: 540 Days 
Q1 Average: 1,033 Days* (Note: Only one data point available.) 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q1 Average: N/A 

The Board did not receive any new probationers this 
quarter. 

July August September 

Target 120 120 120 

Actual 75 123 45 

0 200 400 600 800 1000 1200 

Quarter 1 

AVERAGE 

TARGET 

*DHCC was not established until July of 2009. Data in PM4 represents a case which was submitted to the Department prior to DHCC’s 
existence. 



 

 
    

 

   
  

 

  
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q1 Average: N/A 

The Board did not receive any probation 
violations this quarter. 



 

 

 

 
    

           
       

          
 

          
      

    
 

 

      

  
       

  

 
 

  
         

  

 
  

 
 
 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q2 Report (October - December 2010) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

In future reports, the Department will request additional measures, such as consumer 
satisfaction. These additional measures are being collected internally at this time and will be 
released once sufficient data is available. 

Volume 
Number of complaints and convictions received. 

Q2 Total: 28 
Complaints: 9 Convictions: 19 

Q2 Monthly Average: 9 

October November December

Actual 10 10 8

12

10

8

6

4

2

0

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q2 Average: 6 Days 

October November December

Target 30 30 30

Actual 2 4 15
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q2 Average: 204 Days* 

October November December

Target 120 120 120

Actual 49 250 247

300
250
200
150
100

50
0

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q2 Average: 143 Days 

AVERAGE

TARGET

0 100 200 300 400 500 600

Quarter 2

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q2 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

*DHCC was not established until July of 2009. Data in PM3 includes several cases which were submitted to the Department prior to DHCC’s 
existence. 



 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q2 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
    

           
       

          
 

          
      

    
 

 

      

  
       

  

 
 

 
 
 

  
         

  

 
  

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q3 Report (January - March 2011) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

In future reports, the Department will request additional measures, such as consumer 
satisfaction. These additional measures are being collected internally at this time and will be 
released once sufficient data is available. 

Volume 
Number of complaints and convictions received. 

Q3 Total: 18 
Complaints: 6 Convictions: 12 

Q3 Monthly Average: 6 

January 

7 

February 

8 

March 

3Actual 

10 

8 

6 

4 

2 

0 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q3 Average: 17 Days 

January 

31 

February 

7 

March 

4 

Target 30 30 30 

Actual 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q3 Average: 110 Days 

150 

100 

50 

0 
January 

105 

February 

129 

March 

99 

Target 120 120 120 

Actual 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q3 Average: 143 Days 

The Committee did not close any formal discipline 
cases this quarter. 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q3 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 



 

  
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q3 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
  

           
       

          
 

          
      

    
 

 

      

  
       

  

 

 

 
 

  
         

  

 
  

  

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q4 Report (April - June 2011) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

In future reports, the Department will request additional measures, such as consumer 
satisfaction. These additional measures are being collected internally at this time and will be 
released once sufficient data is available. 

Volume 
Number of complaints and convictions received. 

Q4 Total: 47 
Complaints: 0 Convictions: 47 

Q4 Monthly Average: 16 

April 

18 

May 

13 

June 

16Actual 

20 

15 

10 

5 

0 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q4 Average: 39 Days 

April 

26 

May 

32 

June 

55 

Target 30 30 30 

Actual 
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April 

140 

May 

45 

June 

104 

Target 120 120 120 

Actual 

Quarter 4 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q4 Average: 513 Days 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q4 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q4 Average: 78 Days 

150 


100 
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AVERAGE 

TARGET 

490 500 510 520 530 540 550 




 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q4 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
     

 
         

        
       

 
           

 

 

      
 

           

 

 

 

 

  
        

  
 

        







 

 



 


 






 







Department of Consumer Affairs 

Dental Hygiene Committee of 
California 

Performance Measures 

Annual Report (2010 – 2011 Fiscal Year) 


To ensure stakeholders can review the Committee’s progress in meeting its enforcement goals 
and targets, we have developed a transparent system of performance measurement. These 
measures are posted publicly on a quarterly basis. 

This annual report represents the culmination of the first four quarters worth of data. 

Volume 
Number of complaints and convictions received. 


The Committee had an annual total of 112 this fiscal year. 


Q1 

19 

Q2 

28 

Q3 

18 

Q4 

47Volume 

50 

40 

30 

20 

10 

0 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

The Committee has set a target of 30 days for this measure. 

Q1 Avg. 

26 

Q2 Avg. 

6 

Q3 Avg. 

17 

Q4 Avg. 

39Days 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

The Committee has set a target of 120 days for this measure. 

250 


200 


150 


100 


50 


0 

Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 

Days 102 204 110 78 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

The Committee has set a target of 540 days for this measure. 

1200 

1000 


800 


600 


400 


200 


0 
Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 

Days 1033 143 513 



 

 

 

 
   

           
       

          
 
 

 

      

  
       

  

 

 

  
         

  

 
  

 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q1 Report (July - September 2011) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

Q1 Total: 46 
Complaints: 2 Convictions: 44 

Q1 Monthly Average: 15 

July August September 

Actual 16 14 16 

20 

15 

10 

5 

0 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q1 Average: 11 Days 

July August September 

Target 30 30 30 

Actual 24 2 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q1 Average: 44 Days 

150 

100 

50 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q1 Average: N/A 

The Committee did not close any disciplinary cases this 
quarter. 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q1 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

July August September 

Target 120 120 120 

Actual 53 6 40 



 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q1 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
   

           
       

          
 
 

 

      

  
       

  

 

 

  
         

  

 
  

 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q2 Report (October - December 2011) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

Q2 Total: 46 
Complaints: 2 Convictions: 44 

Q2 Monthly Average: 15 

October November December 

Actual 17 18 31 

40 
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10 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q2 Average: 1 Day 

October November December 

Target 30 30 30 

Actual 1 1 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q2 Average: 44 Days 

150 

100 

50 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q2 Average: N/A 

The Committee did not close any disciplinary cases this 
quarter. 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q2 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

October November December 

Target 120 120 120 

Actual 6 138 7 



 
 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q2 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
   

           
       

          
 
 

 

      

  
       

  

 

 

  
         

  

 
  

 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q3 Report (January - March 2012) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

Q3 Total: 46 
Complaints: 3 Convictions: 43 

Q3 Monthly Average: 15 

January February March 

Actual 6 16 24 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q3 Average: 1 Days 

January February March 

Target 30 30 30 

Actual 1 1 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q3 Average: 28 Days 

150 

100 

50 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q3 Average: N/A 

The Committee did not close any disciplinary cases this 
quarter. 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q3 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

January February March 

Target 120 120 120 

Actual 61 29 18 



 
 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q3 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 

 

 
   

           
       

          
 
 

 

      

  
       

  

 

 

  
         

  

 
  

 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q4 Report (April - June 2012) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

Q4 Total: 57 
Complaints: 5 Convictions: 52 

Q4 Monthly Average: 19 

April May June 

Actual 27 17 13 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q4 Average: 1 Days 

April May June 

Target 30 30 30 

Actual 1 1 2 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q4 Average: 42 Days 

150 

100 

50 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q4 Average: 868 Days 

April May June 

Target 120 120 120 

Actual 51 7 52 

0 200 400 600 800 1000 

Quarter 4 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q4 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

AVERAGE 

TARGET 



 

 
          
   

 
   

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q4 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 
 

 
  

     

 
     

   
    

 
    

 

 
    

 
      

 

 
 

  
     

  
 

      

 

Department of Consumer Affairs 

Dental Hygiene Committee of 
California 

Performance Measures 

Annual Report (2011 – 2012 Fiscal Year) 


To ensure stakeholders can review the Committee’s progress in meeting its enforcement goals 
and targets, we have developed a transparent system of performance measurement. These 
measures are posted publicly on a quarterly basis. 

This annual report represents the culmination of the four quarters worth of data. 

Volume 
Number of complaints and convictions received. 


The Committee had an annual total of 194 this fiscal year. 


Q1 Q2 Q3 Q4 
Volume 45 46 46 57 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

The Committee has set a target of 30 days for this measure. 

Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 
Days 11 1 1 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

The Committee has set a target of 120 days for this measure. 

Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 
Days 44 44 28 42 
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10 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

The Committee has set a target of 540 days for this measure. 

1000 
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0 
Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 

Days 868 



 

 

 

 
   

           
       

          
 
 

 

      

  
       

  

 

 

  
         

  

 
  

 

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q1 Report (July - September 2012) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

Q1 Total: 40 
Complaints: 6 Convictions: 34 

Q1 Monthly Average: 13 

July August September 

Actual 14 19 7 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

Target: 30 Days 
Q1 Average: 2 Days 

July August September 

Target 30 30 30 

Actual 1 3 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

Target: 120 Days 
Q1 Average: 45 Days 

150 

100 

50 

0 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q1 Average: 846 Days 

July August September 

Target 120 120 120 

Actual 77 29 40 

0 200 400 600 800 1000 

Quarter 4 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 

Target: 10 Days 
Q1 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

AVERAGE 

TARGET 



 
 

 
          
   

 
  

 

    
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 

Target: 10 Days 
Q1 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 
 

 
  

     
      

 
  

 
 

 
    

    
       

   

 
 

  
    

  
 

    

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q2 Report (October - December 2012) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 
Q2 Total: 30 
Complaints: 6 Convictions: 24 

Q2 Monthly Average: 10 
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October November December 
Actual 9 10 11 

Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 

investigator. 

Target: 30 Days 

Q2 Average: 2 Days 
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October November December 

Target 30 30 30 
Actual 3 1 2 



  
    

    
  

  

 
  

  
  

  

  
  

                

 

 

 

 
 

 
   

  
   

   
 

      
 

 
 

 
 
 
 

Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 
Target: 120 Days 
Q2 Average: 97 Days 

200 
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50 
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Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q2 Average: 221 Days 

October November December 
Target 120 120 120 
Actual 152 53 100 

0 100 200 300 400 500 600 

Quarter 2 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 
Target: 10 Days 
Q2 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 

AVERAGE 

TARGET 



 
 

 
    

  
   

   
 

     
 

 
 
 
 
 
 
 

 

 

Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 
Target: 10 Days 
Q2 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 
 

 
  

   
      

 
  

 
 

 
    

    
       

  

 
 

  
    

  
 

    

 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q3 Report (January - March 2013) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 
Q3 Total: 54 
Complaints: 2 Convictions: 52 

Q3 Monthly Average: 18 

January February March 
Actual 17 10 27 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 
Target: 30 Days 
Q3 Average: 1 Day 
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Target 30 30 30 
Actual 1 1 1 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 
Target: 120 Days 
Q3 Average: 30 Days 
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Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q3 Average: 865 Days 

January February March 
Target 120 120 120 
Actual 16 76 11 
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Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 
Target: 10 Days 
Q3 Average: N/A 

The Committee did not contact any new probationers 
this quarter. 
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Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 
Target: 10 Days 
Q3 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 
    

    
       

  

 
 

  
    

  
 

    

 

 

 
 

 
  

   
      

 
  

 
 

Department of Consumer Affairs 

Dental Hygiene 
Committee of California 

Performance Measures 
Q4 Report (April - June 2013) 

To ensure stakeholders can review the Committee’s progress toward meeting its enforcement 
goals and targets, we have developed a transparent system of performance measurement. 
These measures will be posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 
Q4 Total: 58 
Complaints: 5 Convictions: 53 

Q4 Monthly Average: 19 

April May June 
Actual 14 32 12 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 
Target: 30 Days 
Q4 Average: 1 Days 

April May June 
Target 30 30 30 
Actual 1 1 2 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 
Target: 120 Days 
Q4 Average: 53 Days 
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Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

Target: 540 Days 
Q4 Average: 346 Days 

Probation Intake 
Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. 
Target: 10 Days 
Q4 Average: 13 Days 

April May June 
Target 120 120 120 
Actual 77 51 34 
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Probation Violation Response 
Average number of days from the date a violation of probation is reported, to the date the 
assigned monitor initiates appropriate action. 
Target: 10 Days 
Q4 Average: N/A 

The Committee did not handle any probation 
violations this quarter. 



 

 
 

 
  

    

 
     

   
    

 
 

 
    

 
      

 

 
 

  
     

  
 

      

 

Department of Consumer Affairs 

Dental Hygiene Committee of 
California 

Performance Measures 
Annual Report (2012– 2013 Fiscal Year) 

To ensure stakeholders can review the Committee’s progress in meeting its enforcement goals 
and targets, we have developed a transparent system of performance measurement. These 
measures are posted publicly on a quarterly basis. 

Volume 
Number of complaints and convictions received. 

The Committee had an annual total of 182 this fiscal year. 

Q1 Q2 Q3 Q4 
Volume 40 30 54 58 
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Intake 
Average cycle time from complaint receipt, to the date the complaint was assigned to an 
investigator. 

The Committee has set a target of 30 days for this measure. 

Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 
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Intake & Investigation 
Average cycle time from complaint receipt to closure of the investigation process. Does not 
include cases sent to the Attorney General or other forms of formal discipline. 

The Committee has set a target of 120 days for this measure. 
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Q1 Avg. Q2 Avg. Q3 Avg. Q4 Avg. 

Days 45 97 30 53 

Formal Discipline 
Average number of days to complete the entire enforcement process for cases resulting in formal 
discipline. (Includes intake and investigation by the Committee, and prosecution by the AG) 

The Committee has set a target of 540 days for this measure. 
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Probation Intake 

Average number of days from monitor assignment, to the date the monitor makes first 
contact with the probationer. The Board has set a target of 10 days for this measure. 
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BACKGROUND PAPER FOR THE 

DENTAL BOARD OF CALIFORNIA 


(Oversight Hearing, March 14, 2011, Senate Committee on 
Business, Professions and Economic Development) 

IDENTIFIED ISSUES, BACKGROUND AND RECOMMENDATIONS 

REGARDING THE DENTAL BOARD OF CALIFORNIA 


BRIEF OVERVIEW OF THE 

DENTAL BOARD OF CALIFORNIA 


The Den tal Board of California ( DBC) was created by the Ca li fornia Leg islature in 1885 , and was 

originall y estab lished to regulate dentists. Today , DBC is responsible for regulating the practice of 

app roximately 71,000 licensed dental hea lth professionals in Californ ia, includin g 35,500 dentists, 

34,300 reg iste red denta l ass istants (RDAs), and 1,3 00 registered denta l ass istants in extended functions 

(RDAEFs). In addition, DBC is resp onsible for setting the duties and functions of approx imately 

50,000 unlicensed dental assistants. DBC, as a who le, generally meets at least four times throughout 

the year to address wo rk completed by various committees ofDBC and hear discipl inary cases. 


The Dental Practice Act provides that the " [p]rotection of the public shall be the highest priority of the 

Denta l Board of Cali fornia in exercis ing its licensing, regulatory and discip linary functio ns. Whenever 

the protection of the public is inconsistent with ot her interests sought to be promoted, the protection of 

the public shall be paramount." In concert with this statutory mandate, DBC formal ly adopted a 

mission statement in its 20 I 0/2 012 Strategic Plan , as follows : "The mission of the Dental Board of 

California is to protect and promote the hea lth and safety of consumers of the State of Californ ia." 

The Strategic Plan also included a vision statement wh ich indicated that DBC will be the leader in 

pub lic protection, promotion of oral health, and access to quality care . 


DBC impl ements reg ulatory programs and pe rforms a variety of functi ons to pro tect co nsumers. 

These programs and activiti es include setting licensure requirements for denti sts, and dental assistants, 

including exa mination requirements, issue and renew licenses, issue spec ial permits, monitor 

probati oner denti sts and RDAs and mana ge a Diversion Program for dentists a nd RDAs whose practice 

may be impaired due to chemical dependency or menta l illness. 


DBC is composed of 14 members; 8 practicing dentists , 2 denta l a uxiliar ies (RDH and RDA) , and 4 

public members. The 8 licensed denti sts, the registered denta l hyg ien ist, the reg istered dental assistant, 

and 2 public members are appointed by the Governor. The Speaker of the Assemb ly and the Senate 

Rules Co mmittee eac h get a public member appo intme nt. According to DBC, pub lic membership is 

29% of the Board 's composition. Of t he 8 practic ing denti sts, l must be a member of a denta l schoo l 

facu lty, and one s hall be a denti st practicing in a nonprofit c linic. 


Members of DBC are appointed for a term of 4 years, and eac h member may continue to hold office 

until the appo intment and qualificati on of his or her successor or until I yea r has e lapsed since the 




expiratio n of the term , whicheve r occurs first. Each me mbe r may serve no more than 2 fu ll term s. 
The fo llowing is a listing ofthe c urrent membe rs of th e DBC w ith a brief biograph y of each membe r, 
their curre nt statu s, appointment and term expiration date s and the appointing autho rity: 

.Board Memben 
AppolntnkJ'nt 

Dfk 

Term 
~ltatiOIJ. 

Dat~ 

:.\ppolntmg 
1Authority1 

John Bettinger, DDS , Board President 
Dr. Bettinger is a membe r of th e American Dental Assoc iation , California 
Dental Association and Weste rn Los Angeles Dental Society. He is a Life 
Me mber with Fellowsh ip statu s in the Academy of Gen eral Denti stry. He 
served on the Western Los Angel es Dental Society Peer Review Co mmittee 
for I 0 years and on the Diversion Evaluati on Committee of DBC fo r 2 years. 
Dr. Bettinger has been affiliated with Saint John' s Hospital and the 
UC LA/Santa Monica Hosp ital and Health Care Center (formally the San ta 
Mo nica Hospital) . 

March 26, 2009 January I, 2013 Governor 

Bruce L. Whitcher, DDS, Board Vice President 
Dr. Whitcher has maintained a private practice ofOra l and Maxi llofacial 
Surgery in San Luis Obispo since 198 7. Dr. Whitch er is a member of the 
Central Coast Dental Soc iety, the Cali fo rnia Dental Assoc iati on, the 
California Association ofOral and Maxi llofacial Surgeons, and the 
American Association of Ora l and Maxi llofacia l Surgeons. He mainta ins 
hosp ital affi liations with French Hospital Medical Center, Sierra Vista 
Reg ional Medi cal Center, and T win Cities Hospital Medical Center. 

January 2, 20 I I January I, 2015 Governor 

Luis Dominicis, DDS, Board Secretary 
Dr. Dominic is is a ge neral denti st in private practice in the City of Downey, 
Cali forn ia since 1993. Dr. Dominic is is the Pres ident of Los Ange les Dental 
Socie ty, Past Presi dent of the Latin American Dental Associat ion; he ha s 
also served in vario us Cou ncils in th e California Dental Association such as 
Counci l o n Legis lative Affairs , Council on Community Health and in the 
Reference Committee for the Ho use o f Delegates. Dr. Domini cis is 
prese ntly a memb er of the Dental Forum, which represents the ethnic denta l 
societies in Cal ifo rni a. 

March 26, 2009 January I, 20 12 Governor 

Steven Afriat 
Mr. Afria t is Presiden t of the Los Angeles County Business Licen se 
Com miss ion. H e was also the Los Ange les City Counci lmember's Chief of 
Staff. Mr. Afriat has also served as Pres ident o f the Los Angel es City 
Animal Services Commiss ion, the LA City Cou ncil Redis tricti ng 
Commissio n, and on the Boards of t he Valley Com munity Clin ic, Equal ity 
California, the West Ho llywoo d Chamber o f Com merce, and the Valley 
Industry and Co mm erce Asso ciation. Mr. Afr iat ow ns his ow n 
Gove rnmental Relati ons firm in Burbank. 

July 20 10 January I, 20 13 Speaker of 
the Asse mbly 

Fran Burton 
Ms. Burton served twenty-one yea rs in Cal ifornia in the Legislative and 
Executive branches of government. She currently cons ults on health pol icy 
issues. She holds a Master ofSocial Work de gree from Californ ia State 
U n iversity1 Sacramento. 

June 2009 January I, 201 3 Senate Rules 
Com mitte e 

Step hen Casagrande, DDS 
Dr. Casagrande has been a den tist in private practice s ince 1974. He was 
pre viously the director o f the Sacramento District Dental Society, a past 
member of the peer review commi ttee, an adv isor to the Sacram ento City 
College Dental Hygiene Program Advisory Board Member to Hi-Tech 
Institute, a Propri etary Schoo l fo r Dental Ass istant s. Dr. Casagrande is a 
member of th e American Dental Associ ation, California Dental Association, 
and Sacramen to District Dental Soc iety. 

Marc h 27, 2009 January I , 20 12 Governor 
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Rebecca Downing 
Ms. Downing was appointed by Governor Schwarzenegger to the Dental 
Board in March of 2009. She is an attorney and the Chief Legal Officer for 
Western H ealth Advantage, a Sacramento-based health plan. Previously, 
she served as general counsel for Landmark Healthcare, Inc., a chiropractic I 
acupuncture heal th care company. ln addition, Ms. Downing was the 
Executive Director of the California Chiropractic Association, and served in 
various capacities with the California Veterinary Medical Association and 
the California Dental Association. She received her Juris Doctorate degree 
from University of Southern California Gould School of Law and her 
Bachelor's degree from California State University, Sacramento. 
Judith Forsythe, RDA 
Judith Forsythe, of Riverside, has been a Registered Dental Assistant in the 
State of California since 1994. She currently ho lds the position of director 
of back office development for Pacific Dental Services, where she has 
worked s ince 1998. She is a member of the American Dental Assistant 
Association. 
Houng Le, DDS 
Dr. Leis a member of the American Dental Association, California Dental 
Association and Alameda County Dental Society. Dr. Le serves as a 
member on Board of Directors ofNational Network for Oral Health Access 
and Secretary for Western Clinicians Network. Additionally, she is 
President-Elect for Alameda County Dental Society. Dr. Le presently serves 
as Assistant C linical Professor at UCSF School of Dentistry, A. T. Still 
School of Dental a nd Oral Health in Arizona and Dental Director of 
Lutheran Medical Center-affi liated AEGD progra m at Asian Health 
Services. 
Suzanne McCormick, DDS 
Dr. McCormick is an Oral and Maxillofacial surgeon in private practice who 
is an active staff member at the Department of Oral and Maxillofacial 
Surgery at Tri-City Medical Center in Oceanside, California. She has been 
affiliated with many hosp itals including, but not limited to, Health North 
Medical Center, Lorna Linda University Medical Center, Riverside Medical 
Center, Metropolitan Medical Center, St. Vincent's Hospital and Medical 
Center, and New York University Medical Center. She has served as 
Trustee from District I, o f the Board ofDirectors, International College of 
Oral and Maxillofacial Surgeons. 
Steven Morrow, DDS 
After sixteen years of endodontic practice, Dr. Morrow returned to the fie ld 
of dental ed ucation, completed a Master ofScie nce Degree in Microbiology 
and accepted a faculty appointment in the Department ofEndodontics at 
Lorna Linda University School ofDentistry. Dr. Mon·ow is a Life Member 
of the American Dental Association and the American Association of 
Endodontists. He is a member of the Californ ia State Association of 
Endodontists, Tri-County Dental Society, Southern California Academy of 
Endodontics, and the American Dental Education Association. He is a 
Diplomate of the American Board of Endodontics and a member of the 
Scientific Advisory Board of the Journal of Endodontics. He is ctmently a 
Professor of Endodontics and Director ofPatient Care Services and Clinical 
Q uali ty Assurance at Lorna Linda Uni versity School of Dentistry. 
Thomas Olinger, DDS 
Since 1979, he has owned and operated his private practice. Dr. Olinger has 
also served as a dental officer in the U.S. Navy Reserve s ince 1976. He is a 
member of the California Dental Association , American Dental Association 
and San Diego County Dental Society. This position does not require Senate 
confinnation and the compensation is $ 100 per diem. 

March 26, 2009 January I, 201 2 Governor 

March 26, 2009 January 1,20 13 Governor 

January 2, 20 I l January I, 20 15 Governor 

March 26, 2009 Janu ary I, 20 13 Governor 

August 17,2010 January I, 20 14 Governor 

March 26, 2009 January I, 20 13 Governor 
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DBC currently has active committees dealing with dental assisting, enforcement, examinations, 
leg islation and regu latio ns, and licensing, ce rtifi cation, and permits. The Enfo rce ment Committee 
reviews complaint and compliance case-aging statistics, citat ion and fi ne in formation, and 
investigation case-aging statistics in order to identify trends that might require changes in policies, 
procedures, and/or regulations. Thi s Comm ittee also receives update s on denti sts patticipating in the 
Diversion Program. T he Exam inat ion Committee rev iews clinical/practical and written exam ination 
statist ics and receives repotts on a ll examinations conducted by staff. The Legislative/Regu latory 
Com mittee active ly tracks legislat ion relatin g to the fie ld of dentistry that might impact consumers and 
licensees and make s recommendations to the full Board whet her or not to support, o ppose, or watch a 
particular legislation. The Legislative/ Regulatory Committee a lso develops legislative proposa ls, 
seeks authors, and attends Legislative hearings. The Licensi ng. Ce ttification. and Permits Committee 
reviews dental and dental assistant lice nsure and permit statistics, and looks for trend s that would 
indi cate efficiency and effectiveness or might identify areas in the licensing units that need 
modifications. Additio nall y, the Dental Assisting Com mi ttee, made up of DBC members, eva luates 
all iss ues re lat ing to dental ass istants, RDAs, and RDAEF s. 

DBC is a spec ial fund agency , and its fund ing comes from the licensing of dentists and biennial 
renewal fees of dentists and RDA s. Cu rrently, the lice nse and renewal fee for dentists is $365 and the 
renewal fee for RDAs is $70. DBC a lso receives revenue through its cite and fine program. T he total 
reven ues anticipated by DBC for fi scal year 2010 /20 11 is $7,758,000, for FY 20 111 /2012 , it is 
$8,929,000, and for FY 2012 /2013 it is $ 10,021 ,000. DBC's anticipated expend itures for 
FY 20 10/2011 is $11 , 159,000, fo r FY 20 1112012, it is $ 11 ,386, 000, and fo r FY 20 12/20 13 it is 
$ 11 ,641,000. DBC spends approximately 68% of its budget on its enforcement program, with the 
major portion of these expend itures go ing to sa lary and wages followed by Attorney Ge nera l and 
Evidence and Witness costs. DBC anticipates it woul d have approx imate ly 4.7 months in reserve for 
FY 2010/2011, 2. 1 months in reserve for FY 20 11 /20 12, and 1.3 months reserve fo r 20 12-20 13. 

In 2009, with the impl ementat ion of SB 853 (Perata), the State Denta l Ass istant Fund was estab lished 
where a ll fund s for the regulation of dental assistants is deposited. According to DBC, th e total 
revenues anticipated for the dental ass istant fund for FY 20 I 0/20 II , 20 11 /20 12 and 20 12/20 13 is over 
$ 1.1 million. The total expenditures for each of the fi sca l years is over $1.7m ill ion. DBC anti cipates a 
9.4 month s reserve in 20 10/2 0 II , 5. 1 months reserve in 2011120 12 and .7 months reserve in 
20 12/2013. 

Currentl y, DBC has 72.8 authorized positions, of whic h 60.8 are filled and 12 are vacant. The 
E nforce ment Unit is comprised of 35 staff, with I0.5 vaca nt positions. ln 20 10, the DCA launc hed the 
Consumer Protection Enforcement In itiat ive (CPEI) to overhau l the enforcement process of hea ling 
atts boards. According to DCA, the CPE [ is a systematic approac h de signed to add ress three specific 
areas: Legislative Changes, Staffing and Information Technology Resources, and Administrative 
Improvements. Once fully implemented, DCA expects the hea ling arts boards to reduce the average 
enfo rcement comp letion timeline to between 12 -1 8 months. As part of CPEI, DBC was authorized to 
hire 12.5 positions. However, because of a hiring freeze o rdered by the Governor on August 3 1, 20 I 0, 
as well as a 5% staff reduction directive from the Department of Finance on Octobe r 26, 20 I 0, DBC 
has only hired 4 of the 12.5 position s a llocated under CP EI. 
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PRIOR SUNSET REVIEW: CHANGES AND IMPROVEMENTS 

DBC was last rev iewed by the former Joint Leg islati ve Sunset Review Committee (JLSRC) in 2002. 
At that time , the JLSRC issued five recomme ndations. Addit iona ll y, prior to this last review, SB 26 
(F igueroa), Chapter 6 15, Statutes of 200 I required the Director of the DCA to appoint a n Enforcement 
Mon ito r (Monitor) to evaluate DBC's discipl inary system a nd proced ures wit h specific focus on the 
quality and consistency of complai nt processing and investigation, timeframes needed for complain t 
hand ling and investigat ion, comp la int backlogs, and othe r related managerial, organizational, and 
ope rati onal problems, issues, and concerns. The Monitor subm itted his initia l report to the Leg islature 
in 2002, and made 40 spec ific reco mmendations for improve ments. In thi s initia l re po r1, the Monitor 
indicated that there are num erous signi fic ant inconsistencies in the way comp la ints are processed a nd 
invest igated, it was taking much too long to reso lve or investigate co mplaints, and as a res ult of staff 
turnover and the state's hirin g freeze, backlogs have begun to accumu late. The foll owing are act ions 
which DBC took to address the issues raised by the Monitor and the last sunset review. For those 
which were not add ressed and which may st ill be of concern to the Com mittee , the y are addressed and 
more fully discu ssed under " Current Sunset Review Iss ues." 

On October l , 20 I0, DBC submi tted its required Sunset Report to thi s Committee. In this report, DBC 
described actions it has take n si nce its last sunset review a nd to address the rec ommendati ons of the 
Monitor. The fo llowing are so me of the changes and enhance me nts that DBC had und ertaken : 

• 	 Augmentat ion of enforcement unit staff and restructuring of its Complaint Unit has all owed 
DBC to respond to co nsumer compl aints in a timel y manner and has redu ced the process ing 
time s of co mplaints. 

• 	 In response to co ncerns ra ised that DBC is unab le to adm inister an adequate amount of 
examinations, DBC sponsored AB 15 24 (Hayashi) , Chapter 446, Statutes of 20 I 0 which 
repea ls the prev io us clinica l and written examination admini ste red by DBC and replaced it 
with a portfo lio examination of an applicant' s co mpetence to practice de nti stry to be 
admini stered while the applicant is enro lled in a dental schoo l program. 

• 	 DBC converted limi ted term peace officer pos itions to perm anent full time pos itions. 

• 	 New licensure, examination and permit requi rements were establi shed. 

• 	 To address issues raised by the Monitor on the lack of a case tracking system, D BC wi II be 
o ne of the Boards that will benefit from a new, integrated, enterprise-w ide enforceme nt and 
licensing system, ca lled BreEZe that wi ll support app licant tracking, lice nsing, renewa l, 
enforcement, monitorin g, cashiering, and data management. Acco rding to DCA, BreEZe will 
repl ace the existing CAS, A TS, and multiple "workaround" sys tems with an integrated 
syste m for use by a ll DCA organ izati ons. The BreEZe proj ect was approved by the Office of 
the State Ch ief Information Offi cer (OC tO) in November 2009, and the Reques t For Proposal 
(RFP) for a so lution ve ndor is currently und er deve lopment. 

• 	 To address the need fo r tracking investigati ve case activ ity, in 2003 , DBC tested a ve rsion of 
the Invest igation Activity Reporting (JAR) prog ram used by the Medical Board of California 
(MBC). According to DBC, alth ough thi s demo nstrat ion vers ion of MBC 's database was 
intended to prov ide a method for manage rs to track casework on a ll cases, the system was not 
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establis hed in protoco l and was o nly used sporadically. DBC's enforcement program has 
p artnered with the MBC to utili ze MBC' s newest version of the IAR to track casework. Thi s 
format is intended to prov ide info rmation fo r cost recovery purposes a nd al low managers to 
be tter track staff perfo rmance and productiv ity. Trans iti on to the new IAR was anticipated to 
be completed by the end of2010. 

• 	 The Expett Rev iewer rate was increased fro m $75 to $100. However, DBC indicates it 
continues to struggle to recruit experts. 

• 	 Effective August I, 2010, a new consumer survey procedure has been adopted. 

• 	 The Disciplinary Guidelines of DBC were revised and approved by the Office of 
Ad ministrative Law on December 14, 20 l 0. The regulation s became effective Janua ry 13, 
20 11. 

• 	 DB.C's regulatory authority and respons ibility was extended to all dental assisting functions. 
The duties and f unctions of unlicensed dental assistants, RDAs, RDAEFs, Dental Sedation 
A ss istants, and Orthodonti c Assistants were revised in statute. 

• 	 The Board updated its dental assisting educational requirements re lating to RDA programs, 
infectio n control courses, Otthodontic Assistant Petmit Courses, Dental Sedation A ssistant 
Courses, and RDA EF programs, and is mov ing forward w ith final izing the rulemaking 
process. 

• 	 The DBC updated the regul ation s for the minimum standa rds for infection contro l applicable 
to all DB C licensees and is mov ing forward w ith fin a lizi ng the rulemak ing process. 

CURRENT SUNSET REVIEW ISSUES 

The following are unresolved iss ues pertaining to DBC, or areas of co ncern for the Commi ttee to 
consi der, along w ith background informatio n concerning th e patticu lar issue. There are also 
recommendations the Committee staff have made regarding particular issues or problem areas which 
need to be addressed. DBC and other interested parties, inc luding the professions, have been provided 
w ith this Backgro und Paper and can respond to the issues presented and the recommendations of staff. 

BOARD ADMINISTRATION ISSUES 

ISSUE #1: (CHANGE COMPOSITION OF DBC.) Should the composition ofDBC be 
changed to include more public member representation? 

Background: DBC's current composition of 8 profe ss ion a ls and 4 public members may not be in the 
best interest of consumer protection. DB C currently has 14 members:~ denti sts, I RDA, l RDH and 1 
public members. The 8 licensed dentists, I RDH , I RDA, and 2 public members are appointed by the 
Governor. The Senate Rules Committee and the Speaker of the A sse mbly each get I public member 
appointment. According to DBC, public members hip is 29% of DBC's composi tio n. 
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Ge nerally, a public member maj ority fo r occupational regulatory board s or greate r representatio n of 
the public whe re current boa rd membership is heav ily weig hted in favo r of the profession is preferred 
for consumer protection. Since any regulato ry prog ram 's (inc luding DBC) prima ry purpose is to 
protect the public, increasing the publi c's represe ntat ion on DBC assures th e publ ic that the 
professions' intere sts do not outwe igh what is in the best intere st of the pub lic. Requiring closer pa rity 
be twe en public and professional members is al so consiste nt with both this Committee 's and the DCA 's 
recommendations regarding other boards that have undergone sunset review over the past 8 years. 
Additionally, a lmost a ll hea lth related cons umer boards have no more than a s imp le maj ority of 
profess ional members. 

Staff Recommendation: To ensure the continued commitment ofDBC to protect the public, the 
composition ofDBC should be changed to include more public members. This could be 
accomplished by replacing one ofthe dentists appointed by the Govemor with a public member and 
giving the Governor an additional public m ember appointment. This would bring the total ofDBC 
to 15 m embers: 7 dentists, 1 RDA, 1 RDH and 6 public members. 

ISSUE #2: (STRATEGIC PLAN UPDATE NEEDED.) Should DBC ' s Strategic Plan include 
action items and realistic target dates for how its goals and o~jectives will be met? 

Background: As part of the sunset report, DBC submitted its 20 I 0-20 12 Strateg ic Plan which laid 
out its miss ion, vis ion, values, goals and objectives. The Strategic Pla n rec ognizes th at the mission of 
DBC is to protect and promote the health and safety of co nsumers in Ca lifornia and lays out objecti ves 
in ac hie v ing this goa l. However, the Strategic Plan lac ks depth a nd spec ificity as to how the Board 
wi ll ach ieve its spec ific objectives. For example, DBC spec ifies as goal 3: Ensure the Board's 
Enfo rceme nt and Diversion Prog ram s prov ide time ly and equitab le cons umer protection. For the 
obj ectives, DBC spec ifies that the Board will impleme nt improved repOtting and tracking of 
enforcem ent cases; implement sho rt- and long-term IT improvements; maintai n optima l staffing by 
continuing to fill vacant enforcement and diversion staff pos itions. However, there is no d iscuss ion on 
how the Board w ill achieve these objectives. The Strategic Pla n is transpa rently lacking on the 
s pecific s of how DBC in concrete step s will achieve its objectives. 

Staff Recommendation: DBC should develop and publish a detailed action plan with specific 
action items and realistic target dates for how each ofth e objectives will be met. Additionally, th e 
Board should be given a written status report on th e action plan at each board m eeting. 

ISSUE #3: (LACK OF PERSONNEL EVALUATION.) Should DBC imple ment annual 
personnel performance evaluations or appraisals? 

Background: Accordin g to the 2002 Enforcement Program Monitor's [nit ia l Report, among othe r 
issues identified, there was no evidence of management or supervisory ana lysis o f wo rkload or work 
processes. At that t ime, the Mon itor recom mend ed that spec ific supervisory respons ibilities and 
requirements should be defin ed, inc ludin g co nducting case rev iews and annu a l performance a ppra isals. 
Additi onally, the Mon itor s uggested that DBC identi fy all a reas req uiring documenta tio n of policies 
and procedures, and schedule the completion of th is ac ti vity over a phased pe ri od of time. The 
Monitor indicated that improved superv isory practic es will be critica l to achiev ing marked 
improve ments in the aging of c losed cases. However, the Monito r a lso recognized that previous 
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appraisa l effo rts we re met with considerable employee resista nce, and the appra isals were never 
complete d. 

Additio na lly, a 2009 Enforcement Process Assessment (Enfo rcement Assessment) of DBC indi cated 
that the lack of personn el pe rformance eva luations is ev ident in vario us areas of the enfo rcement 
p rogram. Pe rso nne l appra isals, the Enforce me nt Assessme nt indicated are espec ia lly important in the 
case rev iew and aud it process to effective ly track and ma nage investigations, and concl uded that a 
considerat ion shou ld be given to monthly reports, training partic ipation and attendance to measure staff 
productivity and in vestigati ve progress, whi ch will also he lp in conductin g annua l app ra isa ls w ith staff. 

Staff R ecommendation: DBC should explain to the Committee its system of work pelforman ce 
evaluations and ensure that th ese evaluations or appraisals are completed by staffon a timely basis. 

ISSUE #4: (CLARIFICATION OF THE AUTHORITY OF DBC OVER THE DE NTAL 
HYGIENE COMMITTEE AND DENTAL ASSISTANTS.) Is there some cla rifica tion needed 
regarding the authority which DBC b a s over the Dental Hygiene Committee and the Denta l 
Assisting Forum? 

Background: In 1974, the Legis lature created the Comm ittee on Dental A uxili aries (COM DA) to 
prov ide advice o n the f unctio ns of and work settings of denta l auxili aries, including dental assistan ts 
and de ntal hygieni sts. COMDA was vested with the authority to administer denta l auxi liary license 
exa minations, issue and renew denta l auxili ary licenses, eva luate auxiliary educatio na l programs, and 
recomme nd regul atory c hanges rega rding dental aux iliaries. SB 853 (Perata) (C hapte r 3 1, Statutes of 
2008) a bo lished COMDA a nd tra nsferred the regul ation of denta l hygieni sts to the Dental Hygiene 
Committee, and the regulation of RDAs and RDAEFs to DBC. SB 853 was the resul t of years of 
negotiations between stakeholders to create within the jurisdiction of DBC the Denta l Hygiene 
Co mmittee o f Californi a (DHCC). lt removed dental hygienists fro m the mo re restrictive CO MDA 
and provided it wi th a mo re autonomous reg ulatory d irection . This was an action cons istent with 
JLSRC's conclusion that the denta l hygienists had reached the p oint where their responsibilities 
warranted a regulatory body separate from DBC. While the DHCC is proving successful, there have 
been issues ra ised regard ing its auto no my . Jt has been arg ued that the autonomy that was designed a nd 
expected w ith the independent f unding a nd governance of th is new Com mittee has been sometimes 
limited by the suggestion tha t the ir actio ns, o uts ide of chang ing the scope of practice fo r dental 
hygie ne, requi res special repmting or some k ind ofconsent fro m D BC. Dental hygiene advocates 
c laim that the adoption of the regul atory packet that will create the Dental H ygie ne P ractice Act 
rema ins sta lled, and the DHCC is still acting under the old regulations that are fo und o nly in the Dental 
Practice Act that is contro lled by DB C. However, accord ing to DB C staff, it is unc lear as to w hy the 
DBC is respo ns ible for the fa ilure to enact D HCC regulati ons. With new appointments due to occ ur in 
Janu ary 2012, it is im perative that the DHCC's ability to adopt regulations independent of DB C be 
c larified. Witho ut clarificatio n, the DHCC members are unc lear as to w hat they can do as a 
Committee. 

Add itio na lly, SB 853 a lso stated legis la tive inte nt tha t D BC create and impl ement an effective fo rum 
w here de ntal ass istant se rvices a nd regulatory oversight of denta l assistants can be heard and d iscussed 
in full and w here a ll matte rs re lating to den ta l assistants can be discussed, including matte rs rel ated to 
lice nsure a nd renewal, duti es, standards o r cond uct and e nforcement. In response to SB 853, in 2009, 
DBC established two g roups to deal with de nta l assisting iss ues: T he Dental Ass isting Committee 
(DAC) composed of DB C members and chaired by the RDA appointee to DB C; a nd the De nta l 
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As sisting Forum (OA F), co mposed of RD As and ROA EFs. Acco rdin g to DBC, "the purpose of the 
OAF is to be a forum where denta l assistants can be heard, and to discuss a ll matte rs relating to dental 
ass istants in the State, includin g requirements for dental as sistant licensure and renewa l, d uties, 
supervis ion, appropriate stand ards of cond uct and enforceme nt for dental assistants.'' This purpose is 
essentia lly similar to the leg islati ve inten t spec ified in SB 853. The OAC meets at every board 
meeting and the OAF held sh01t meetin gs in January and April 20 l 0, and met again in January 20 II . 
Advoca tes for dental ass istants have indicated to Committee staff that many items that DAF members 
have requested be included on age ndas but have been removed, requ ests that meetin gs be held in 
conjunct ion with DBC so that there can be open lines of communication a nd establis h greate r 
effic iency have been denied , and den tal ass ist ing issues are placed on the age nda for DBC's DAC , 
instead of on the OAF agenda. Additio na lly, Co mm ittee staff is unc lear as to DBC' s policy for 
refe rrin g issues to the OAF and OAC , how reco mmendat ions are referred from the OAF and DAC to 
DBC and what kind of discretion OBC has over dec iding dental as sisting issues; how often are issues 
refe rred to OAF and DAC and how often are they taken up by DBC , and how ofte n are OAF and DAC 
recommendation s accepted. Essentiall y, the establishment of two grou ps to deal w ith dental assi sting 
issues has resu lted in very ineffic ient and ineffective process. It is a lso unc lear why OBC estab lished a 
bifurcated process for hearing denta l ass isting iss ues. 

Recommendation: It would appear as ifthe intent ofthe Legislature was that the Dental Hygiene 
Committee was created so that it could make independent decision s on issues related to the 
regulation ofthe hygienist profession unless it involved scop e ofpractice changes which would need 
to be worked out between both the dentist1y and hygienist professions. Clarification may be needed 
to assure that th e Dental Hygiene Committee maintains its independence over that ofDBC. 
Additionally, th e Committee should ask DBC to explain th e purpose for establishing two groups to 
deal with dental assisting issues, and consider merging the DA C and DAF into one entity. 

DENTAL WORKFORCE AND DIVERSITY ISSUES 

ISSUE #5: (IMPACT OF FEDERAL HEALTH CARE REFORM ON THE DENTAL 
WORKFORCE?) Will California meet the increased demand for dental services with the 
enactment of the Federal Health Care Reform, and what can DBC do to assist in the 
implementation ofthe Federal Health Care Reform ? 

Background: A Jun e 2009 Hea lth Policy Fact Sheet ( Health Policy Fact Sheet) by the University of 
California , Los Angeles Center for Health Po licy Research indicated that Californi a has about 14% of 
the total numb er of dentists nationwide (the largest percentage of any state) . The dentist-to-popu lat ion 
ratio in Ca liforn ia is estimated as 3.5 de ntists per 5,000 or a dentist for every I ,440 persons. T his ratio 
is higher than the national estimate of three dentists per 5,000, or a denti st for every I ,660 persons. 
However, the Hea lth Policy Fact Sheet revealed that although there is a large numb er of practic ing 
dentists in Ca lifornia, many areas in the sta te co ntinu e to have a shortage of dentists, and these areas 
are mostly located in rura l areas, including Yuba, Alpine, Co lusa, Mariposa, Mono and San Benito 
Co unti es. The Health Policy Fact Sheet indicated that there are 233 de nta l hea lth professio na l short age 
areas statew ide. These areas genera lly have a dentist-to-populatio n ratio of one per 5,000 or lower; a 
hi gh populati on need with a ratio of at least 1.25 dentists per 5,000 (or I per 4,000); and a publi c or 
non-profi t hea lth ce nter th at provides denta l se rvice s to shortage areas or pop ulations. Add itiona ll y, 
the Hea lth Po licy Fact Sheet indicated that the percentage of de ntists who may be nea ring retirement 
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age is greater than the percentage of newly Iicensed dentists. ln some counties, far fewe r are newly 
lice nsed and many more are nearing retirement age. 

These shortages could potentially impact the implementation of th e recently enacted federal health care 
reform measure , referred to as the Patient Protection and Affordable Care Act (PPACA) and the Health 
Care and Education Reconciliation Act of2010. In Californ ia, impl ementation of the PPACA is under 
way with the e nactment last year of AB 1602 (Perez), Chapter 655 , Statutes of 20 I0, and 
SB 900 (Alqu ist, Steinberg), Chapter 659, Statutes of 2010, establishing the California Health Benefits 
Exchange within the California Health and Human Services Agency. According to advocates, an 
estimated 1.2 millio n Califo rnia children will soon gain dental coverage due to the recent enactment of 
the PPACA. However, advocates argue that Californ ia will not be able to fulfill the promise o f 
improving children 's dental health if the re are not eno ugh dental providers to meet this growing 
demand. The following provi s io ns are included in the PPACA and wi ll impact denta l workforce in 
California: 

• 	 Requires that insurance plans offered under the Exchange to include oral care for ch ildren . 
• 	 Expands school-based sealant programs. 
• 	 Authorizes $30 million for fi scal year 20 I 0 to train oral health wo rkforce. 
• 	 Establishes 5-year, $4 million demonstration projects to test alternative dental health care 

providers. 
• 	 Establ ishes a public health workforce track, including fundin g fo r scho larsh ips and loan 

repayment program s for dental students and grants to dental schoo ls. 
• 	 Establis hes three-year, $500,000 grants to establi sh new prima ry care res idency programs, 

including de ntal programs. 
• 	 Provides fundin g for new and expanded graduate medical education, inc luding dental 


ed ucatio n. 


Staff Recommendation: The Committee should ask DBC whether it has assessed the impact of, and 
planned for, implementation ofth e PPACA; how DBC is looking at th e dentctl workforce capacity in 
light ofimplementation ofth e PPA CA, given that millions ofadditional Californians, especially 
children, will gain dental coverage when the PPACA is implem ented. Additionally, DBC should 
continue in its efforts to increase the dental workforce in California, explore approaches and work 
co/lahoratively with for-profit and non-profit organizations and other stakeholders to address the 
increased demandfor oral healthcare as a result ofthe PPACA. Additionally, DBC should be 
proactive in finding ways to increase access to dental programs especially for socio-economic 
disadvantaged students. 

ISSUE #6: (IS THERE A LACK OF DIVERSITY IN THE DENTAL PROFESSION?) 
Should DBC enhance its efforts to increase diversity in the dental profession? 

Background: As indicated by the Center for the Health Professio ns (Center), it has lo ng been known 
that certain ethnic and racial gro ups are underrepresented in the health professions. "The subject of 
racial and ethnic underrepresentatio n in California ' s health professio ns training programs a nd 
workfo rce has come to occupy a centra l ro le in the effo1t to develop better models o f hea lth care 
practice and better systems for health care deli very," as stated by the Cente r. The reasons for thi s are 
varied, as explained by the Ce nter as fo llows : 

10 




• 	 The practice of linguisticall y and c ul turally competent health care of a d iverse health 

professions workforce is criti ca l to address ing hea lth dispa ritie s. 


• 	 Student experiences in heal th professions tra ining prog rams are enriched by the presence of 
fe llow st udents w ith diverse socia l and cu ltura l experiences. 

• 	 Economic development in communities is anot her reaso n to promote greater diversity in the 
health professions. The health industry is one of the few economic sectors in California that 
continues to crea te j obs and most jobs in hea lth care are well pa id, and many of them offer 
oppo rtuni ties for professiona l deve lopmen t. 

Acco rdin g to a 2008 report by the Ce nter e ntit led ·'Diversity in California's Health Professions : 
Dentistry," a 2005/2006 gende r and racial /e thnic compos ition of denti sts shows that a lthough 
White/Caucasians repre sent 44.5% of Californ ia 's labor force , they make up 56.7% of active dentists, 
As ians acco unt for 32 .4% of active denti sts whi le representing a 13.2% of the total labor force, and 
Latino dentists repre sent an estimated 7% of the state 's act ive dentists, but rou gh ly 34% of Cali forn ia's 
ge nera l labor workfo rce. African-American denti sts repre sent an esti mated 2.5% of California's 
dentists , which is roughly half the size of the state's Africa n American general labor force . Native 
Americans, Nat ive Hawaiians & Pacific Islanders , and mul tirac ial dentists representjust 1. 3% of active 
dentists in the state but a lmost 3% of Ca lifornia 's general labor force. Available data indicates that 
active denti sts are overwhe lmingly ma le, but the gender composit ion may be expected to shift over 
time as more women graduates ofDDS programs enter the labor force. Trended education data 
describing first -year enro llments indicate that women a re more highly represe nted in Californ ia's five 
DDS programs by compariso n w ith currently active dent ists. ln contrast, education data indicate that 
the rac ia l/e thnic composition of students in California's DDS programs is sim ilar to the active dental 
labo r force. This sugges ts that the professio n w ill remain large ly White/Caucas ian and As ian at least 
in the near term. 

F urthermo re, the repo11 indicated that there are severa l factors that contribute to the successful 
recruitment of minority denta l students, inc luding the availab ility of denta l programs th at are 
committed to integrating comm unity-based practice experience that highlight the role of cu ltural 
differences in treatment planning as part of th e c linica l education; the presence of minority clinical 
faculty; we ll-des igned mentors hi p programs that foster relati onship s between st udents and practicing 
professio nals in the com munity; increasing recruitment efforts for minorities (estab lish ing dental 
pipeline programs); financi a l support and other career development programs. 

Staff Recommendation: DBC sh ould enhance its efforts on diversity issues, and increase its 
collaboration efforts with dental sch ools, dental associations, other state and local agencies, andfor­
profit and non-profit organizations. 

DENTAL PRACTICE ISSUES 

ISSUE #7: (DIFFICULT TO DETERMINE SPECIALTY AREAS OF DENTAL PRACTICE.) 
Should DBC be r es ponsible for determining and reviewing areas of specia lty education and 
accreditation requirements for those specialized areas ofD_e ntistry? 
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Background: In 200 I, AB I 026 (Oropeza), Chapter 313, Statutes of 200 I, enacted Section 65 1 
(h)(5)(A) of th e B&P Code whi ch prohibits a denti st fro m ho lding him se lf or herse lf out as a specialist, 
o r advertise in a specialty rec ognitio n by an accredited o rganization, unle ss the practitio ne r compl eted 
specialty educatio n programs approved by the American Dental Assoc iat io n (ADA), as specified. 
Additionally, this section prohibits a dentist from represen ting or advertising himself or herse lf as 
accred ited in a specialty area of practice unle ss the dentist is a member of, o r credentialed by, an 
accredited o rganizatio n recogni zed by DBC as a bona fide organization for an area of dental practice. 
This section also spec ified requirements to be cons idered a bona fide organization fo r purposes of 
credentialing. AB I 026 was sponsored by the Cali fo rnia Dental Association (C DA) and was enacted 
in response to a DBC adve1tising regulations that were found to violate the Fi rst Amendment a nd were 
ruled unconstitutional by a federal cou1t. In 2003, DB C was sued by Dr. Potts, a dentist, and a 
credential ing o rgan ization chall enging the constituti onality of Section 65 1 (h)(5)(A). See Potts v. 
Hamilton. 334 F .S upp.2d 1206. At iss ue was the statute ' s req uireme nt that in order to advettise a 
post-dental school credenti al, a dentist must first complete a formal, full-time advanced education 
program that is affi liated w ith o r sponso red by a uni vers ity based denta l school. A fede ra l court 
ultimately ruled in favor of the dentist and held th at the statute (Sectio n 65 1 ( h)(5)(A)) was an 
unco nstituti onal restriction o n commercia l speech . Although DBC appea led thi s decis ion, it began 
negotiations with various stakeho lde r gro ups associated with or interested in the Potts liti gatio n and 
worked out a dental adve1tis ing legis lative proposal, but ultimately the proposed legislation did no t 
push through and the appeal proceeded to the N inth Circuit Court. ln 2005, AB 1268 (Oropeza) was 
sponsored by CDA in an effort to ame nd Section 65 1 (h)(5)(A) and provide that a disclaimer must be 
included on all advertis ing by any non-ADA recognized credential. Howeve r, AB 1268 did not move 
forward . In 2007, the N inth C ircuit Court remanded the case back to the Federal Di strict Co urt and in 
20 I 0, the cowt reaffirmed its deci sion that the prov is ion was unconstitutio nal. According to DBC, to 
prevent futur e litigation in this area and to mitigate costs associated with the Potts litigation (over $ 1.1 
million), it is recommending that Section 65l(h)(5)(A)(i) through 65l(h)(5)(A)(iii) of the B&P Code 
be deleted from statute. They do not believe thi s is an area in which DBC needs to be invo lved. 

StaffRecommendation: Adopt tile recommendation ofDBC to delete B & P Code Section 
651 (h)(5)(A)(i) through Section 651 (h)(5)(A)(iii). 

EXAMINATION ISSUES 

ISSUE #8: (LENGTHY PROCESSING TIME FOR EXAMINATION APPLICATIONS.) 
Currently DBC is averaging up to five months to process examination applications. 

Background: T he Dental Practice Act pro vides that each app licant fo r dentistry licensure must 
successfully complete Part I and Patt II written examinatio ns of the National Board Dental 
Examination of the Jo int Commi ssio n on National Dental Examinati o ns, an examination in Ca lifornia 
Law and Ethics developed and admini stered by DBC, and one of the following: A p01tfolio 
examinatio n conducted whil e the applicant is enrolled in a dental schoo l program; or a clinical and 
written examinatio n ad mini stered by the Western Regional Exam ining Board (WREB). 

According to DBC 's Sunset Report, the timeframe for processing examination app licati on averages is 
from 45 to 150 days. In a foll ow-up discussio n, DBC staff repo rted that statistics for the past 5 mo nths 
show that denti st applicatio ns w ith no deficiencies are completed w ithin an average of 32 day s. 
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Applications that are deficient may be de layed depending upon how qu ickly the requirements are 
submitted by the applicant. 

Staff Recommendation: DBC should explain furth er the reasons for th e delays in processing 
examination application averages and whether th ese delays are attributable to DBC. 

ISSUE #9: (RANDOMIZATION OF DENTAL AND RDA LAW AND ETHICS 
EXAMINATIONS NEEDED.) Are there sufficient safeguards to avoid, if not limit, examination 
compromises and ensure that testing reflect current laws and regulations? Should the California 
Law and Ethics examination questions for dentists and RDAs be randomized and reflect current 
laws and regulations? 

Background: As indicated above, as part of the li censure process, a n applicant must also pass a 
Ca lifo rni a Law and Ethic s examination that is developed and admini stered by DBC. DBC contracts 
with the DCA 's Office of Professional Examinati on Services (OPES) for its examination development 
services. According to DBC, in FY 2006/2007 and 2007/2 008, the pass rate for the Dental Law and 
Ethics exam ination was 96%, and for fi scal years 2008/2009 and 2009/2010, the pass rate increased to 
98%. This pass rate is extremely high. 

Aside from denti sts, RDAs are a lso req uired to pass an RDA Law a nd Ethics Examination. On May 3, 
20 I0, DBC was notified by OPES that information contained within the RDA Law and Ethics 
exa mination was posted on an Internet blog. Staff reviewed the informat ion posted and stopped the 
examination from being admini stered beginning June 1, 20 l0. A special examination workshop was 
he ld on June 5 and 6, 20 l 0, and the RDA Law and Ethi cs exam ination was modified and updated, and 
DBC resumed testing August I, 20 I0. As part of the examination sign-in proced ure, applicants are 
now req uired to ce1tify that they wi ll not re lease content information. Add itional ly, DBC did not grant 
licensure to the applicant who posted examination information on the blog. 

Staff Recommendation: To avoid examination compromises and ensure that the examination 
questions reflect current law and regulations, DBC should require that OPES randomize (scramb le) 
California law and ethics examinations for dentists and RDAs. Additionally, dentists should be 
required to certify that examination content will not be released. 

ISSUE #10: (RDA WRITTEN EXAMINATION PASS RATE IS LOW.) Should DBC e~:plore 
pathways to improve the pass rates of RDAs taking the written examinations if the low pass rate 
trend continues? · 

--------J~ 

Background: The pass rate in 2009/20 I 0 (the first fi scal year that the RDA is under DBC) for the 
RDA written exa minat ion is 53%. There was no explanation given by DBC o n why the pass rate was 
low. 

StaffRecommenda tion: !fin fiscal year 201012011, the RDA examination pass rate remains low, 
DBC should explore approaches to improve th e passage rate ofRDAs. 
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CONTINUING COMPETENCY ISSUES 


ISSUE #11: (LACK OF CONTINUING EDUCATION AUDITS.) DBC suspended audits of 
continuing education prior to 2009, and does not audit RDAs. 

Background: T he Denta l Practice Act requires that each denti st and RDA fu lfill continu ing education 
(CE) requi rements to renew the ir dental li cense. Curre ntly, a dentist must fulfill 50 hours of 
co ntinuing education fo r each renewal pe riod , w hereas RDAs are required to fulfill 25 hours ofCE 
credits fo r each renewa l period. Co urses in basic life suppo rt, 2 hours of Califo rnia Infection Co ntro l 
and 2 hours of Califo rni a Dental Pract ice Act are requ ired courses for both practitioners. DB C a lso 
approves continuing education co urses and approves the CE prov ider. Effective Jan uary l , 20 I0, a ll 
unlice nsed denta l assistants in Ca liforn ia must comp lete an approved 8-holll· infection control course, 
an approved 2 -hour course in the Califo rnia Denta l Practice Act, and a course in bas ic life suppot1. 

There were no random CE audits since the last Sunset Rev iew in 2002. According to DB C, ra ndom 
aud its d id not begin until the summe r of 2009 w he n staff was redirected to perfo rm the a udits. DB C 
indicates that an average of 98% of dentists who we re audi ted were found to be in comp liance with 
continu ing education requireme nts. Furt he rmore, DB C po ints o ut that when it inherited the de nta l 
ass isting program and staff, there was no funding or staff to perform CE audi ts. 

StaffRecommendation: DBC should explain to th e Committee its current policy on continuing 
education audits for dentists and th e reasons for susp ension ofthe audits prior to 2009. DBC 
should also explain why it does not audit CE for RDAs and describe plans, ifany, to implement 
audit for RDA CE. 

EN FORCEMENT ISSUES 

ISSUE #12: (DISCIPLINARY CASE MANAGEMENT TIMEFRAME STILL TAKIN G ON 
AVERAGE 2 % YEARS OR MORE.) Will DBC be able to meet its goal of reducing the average 
disciplinary case timeframe from 2 Yz years or more, to 12 to 18 months? 

Background: DBC is respons ible for regulating the practice of approxim ate ly 35,000 dentists and 
34,000 RDAs. DBC indi cates that it receives between 3,000 and 3,800 compl aints per year (See table 
be low), a nd processes and cl oses about 3,900 compla ints a year. Compl a ints are categorized into 4 
di stinct gro ups: co mpla ints rece ived from the public , other gove rnmental agenci es, 
licensee/professiona l groups and compla ints labe led as "othe r. '· Co mplaints classifi ed as "othe r'' 
include mandatory repmt s from speci fic e ntities; inc lud ing settlements a nd malpractice judgmen ts 
pursuant to Business & Professions Code Section 80 I et. seq. , and Section 805 reports fro m peer 
review bodies, inc lud ing health care service plans, de nta l societies, and committees that rev iew qual ity 
of care cases if ce rtain acti ons are take n by or imposed on denti sts. T he table be low summarizes the 
sources and numbe r of compl aints received by DBC from 2 006-2010. DBC states that the numbe r of 
complaints referred to investigation has increased from 14% in 2000 to 25% in 2009. However, the 
percentage of compla ints w hich ultimate ly result in the fi li ng of acc usations and discip linary action 
averages about 3% which has remained stable over tim e, according to the Board. 

I Source of Complaint I 2oo6-2oo1 I 2oo1-2oo8 I 2oo8-2oo9 I 2oo9-2o1o 
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Public 1858 2175 2528 2370 
Governme nta l Agenc ies 454 286 87 67 
Licensee/Professiona l G ro ups 633 11 54 833 639 
O ther 137 94 79 96 
TOTAL 3,082 3,709 3,527 3,7 12 

Acco rding to DBC, the average number of days to process a c laim from receipt of compla int to fi na l 
dispos ition of a case ranged from 836 days in 2008 /2009 to 857 day s in 2009/20 I0. More recent 
statistics provided to the Committee shows that the average cyc le ti me from th e date the case was 
received as a complaint to whe n the Disciplinary Order was issued for 20 I 0 is 95 1.7 days. This mea ns 
that on average it is ta king DBC 2 Y:z yea rs to pursue a discip li nary action agains t a prob lem dentist. It 
should be noted that DBC is not alone in its prob lems related to its lengthy disciplinary process; a ll 
other hea lth board s under DCA are a lso affected . The tabl e be low shows the average case aging, and 
often the bi ggest bottleneck occ urs at the investigat ion and prosecuti on stages ofthe process. 

AVERAGE DAYS TO PROCESS COMPLAI NTS, 
INVESTIGATE ANn PROSECURE CASES 

2006/2007 2007/2008 2008/2009 2009/2010 
Compl a int Processing 238 280 278 180 
Investigations 247 2 11 302 351 
Pre-Accusation* 208 283 182 187 
Post-Accusation** 341 363 36 1 335 
TOTAL AVERAGE DAYS 
*** 

668 773 836 857 

*Fro m Co mpl eted in vestigatio n to fonnal charges being fil e d 
** Fro m formal charges filed to concl usio n of disciplinary case 
***from date comp laint received to date o f final disciplinary of disciplinary case 

T he cycle time is affected by severa l factors includin g the length of time it takes to process co mplaints, 
cond uct investigations, file accusations by the AG's Office and schedu le and hold hearings with the 
Admini strative Law Judges. Last ly, the case goes back to DBC for a final dec ision. As the table 
abov e in dicates, there has been a vast improvement in the case process ing tim eframe (from 278 days in 
2008/2009 to 180 days in 2009 /20 I 0). Acco rdin g to DBC, the recent hiring of additional dental 
co ns ul tants has co ntributed to improved complaint processing. However, the 6 months ave rage time to 
process complaints remains lengthy. It should be noted that since the re lease of the Sun set Report, the 
DBC has cont inued to reduce this timefra me, which is now 92 days. 

A comp laint that has merit is referred to investigation and assigned an investigator. DBC uses its own 
in-house investigators to conduct inves ti gations. Assignment for investigation is based on a number of 
criteria including case complexity, investigato r experience, compani on cases on the same licensee, and 
case load. An investigator then eva luates the case a nd sets priorities based on their own case load. 
DBC indicates that over the past four yea rs the ave rage length of time required to com plete 
invest igation has rise n from 24 7 in 2006/2007 to 35 1 days in 2009 /2010. DB C po ints out that factors 
affecting the investigation timefra me include inves t igato r vaca ncies, length of time to tra in new staff, 
increase in the num ber of comp laints referred to in vestigation , and mandatory furloughs of last year. 

At the conc lusion of an invest igation , if it is determined that there has bee n a vio latio n of the Denta l 
Practice Act, the case is referred by the investigator to the Office of Attorney Gene ra l (AG ' s Office) 
for preparation and review of the admin istrati ve accusati on. According to DBC, in 2009/20 I 0, the 
ave rage days from the date a case is rece ived to the da te a case is assigned to a Deputy Attorney 
Genera l (DAG) is 44 days (96 days in 2007/2008 and 52 days in 2008/2009). As the tabl e on the prior 
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page provides, it is taking the AG 's Office over 6 months ( 187 days) in 2009 /20 I 0 from the time an 
investigat ion is completed to file an accu sation. Additiona ll y, the average number of days from when 
an accusati on is served to a settleme nt is completed is 356 days for 2009/20 I 0 (3 46 day s in 2008/2009 
and 379 days in 2007/2 008) . As such, it is tak ing the AG's o ffice over 19 months to close cases that 
are not referred to the Admini strative Law Judge for an administrati ve hearing. As noted above , the se 
statistics were prov ided to Comm ittee staff by DB C which is gene rated from DB C's database. The 
AG ' s office tracks its own cases with a different database, a nd was requested to provide the same 
infor mation but was not made availabl e for purposes of this Pape r. Staff anticipates that the AG wil l 
provide their own stati stics during the hearing. DBC indicates in the Sunset Repo rt that the AG 's 
Office is awa re of these timeframes and recogn izes that their staffing co nstraints have contribu ted to 
case aging. 

On August 17, 2009 , thi s Committee he ld an infor mationa l hearing entitl ed "Creating a Seamless 
Enforcement Program for Consumer Boards." This hear ing revealed that Deputy AGs within the 
AG ' s Licensing Secti on hand le both licensing and health care cases in a similar fas hion witho ut any 
expertise devoted to the prosec ution of those cases invo lving seriou s health care quality issues. 
Moreover, the AG 's staff oft en a llows respondents to file a notice of defense long after the 15-day tim e 
limit ha s ended, which lengthens the time a case is processed by the AG's Office. The practice of the 
AG 's Office of not requestin g a hearin g date when notice of defense is rece ived is a lso contributin g to 
the delay s. The AG 's Offi ce often wa its for settleme nt negot iations to break down before requesting a 
hearing date with Office of Administrative Hearings (OAH). lt can then take one to two years to 
prosecute the case and for a disc iplina ry dec ision to be reached. Finally, OAH prov ides services to 
ove r 950 different gov ernmenta l agencies. The DCA's cases are not given a hig her priority and are 
calendared ac cording to available hearing dates and Admini strative Law Ju dges (ALJ s) ass igned . 
Cases on average ca n take up to 12 months or more months to be heard. Also, the DCA's boa rds and 
bureaus have over 40 different laws and reg ul ations with which ALJ s must be fami liar. Thi s lack of 
specializati on and tra ining for the cases refe rred by the other hea lth care boards creates a situation in 
which judges are issuing inconsiste nt decisions. A board is then placed in a position of non-adopting 
the decision of the ALJ and provid ing for a hearing of its own to make a different determ ination 
regard ing the disc iplinary ac tio n whi ch should be taken aga inst the denti st. 

As noted above, cases beg in to age tremendou sly during the investigative phase . DBC points out that 
there are l 0.5 pos itions currently vacant in the Enforce ment Unit. Of these vacancies, 8.5 are CPEI 
positions. It shou ld be noted that CPEl pos itions were crea ted to expedi te and max imize the efficiency 
of hand ling a ll pendin g disc iplina ry action s and are dedi cated to trac king of AG cases. However, it is 
unclear if these pos itions wi ll be fi lled and may be in j eopardy because of the recen t hiring freeze 
ordered by the Gove rnor. 

The enforcement caseload is expected to rise as DBC impleme nts new fingerpr inting requirements for 
its lice nsees aro und April20 11 . The new regu lations would require a lice nsee to furnish a full set of 
fi ngerprints to the Departme nt of Justice as a co nditi on of renewal wit h DBC if the licensee was 
initia lly licensed pr ior to 1999 or if an e lectronic record of the fi ngerpri nt su bmi ssion no longe r ex ists . 
According to DBC, abo ut 18,000 denti sts, 23,500 RDA and RDAEFs wi ll need to be finge rpr inted and 
an ad diti ona l 5,000 who were manuall y fin gerprinted may need to update the ir pri nts. Add itionally, 
li censees must d isc lose on the re newa l form whether the licensee has bee n convicted of a crime, as 
defi ned, or had any disciplinary actions ta ken agai nst any other license he or she ho lds. 
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Staff Recommendation: In order to improve case processing and case aging, am/ to meet its goal of 
reducing the timeji·ame for the handling ofits disciplinwy cases, the following recommendations 
from the Monitor and Assessment Report should be considered by DBC: 

1) Continue to reduce th e amount oftime to process and close complaints. 

2) A Guideline for case assignments must be established, taking into consideration the skills or 


experience level ofstaffand other factors. 

3) Making Case Processing and Aging a major focus ofDBC's improvement planning. 

4) Prioritize the review ofaged cases. 

5) Establish reasonable elapsed time objectives for each step ofthe case processing. 

6) Monitor Pelformance by establishing regular oversight ofcase progress and staff 


productivity. 

7) A policy or procedures for supervisory staffin performing case reviews should be 


establish ed. 


Additionally, the Committee should give consideration to auditing both the Investigation Unit of 
DBC am/ the Licensing Section ofthe AG's Office to determine whether improvements could be 
made to the investigation and prosecution ofdisciplinary cases. 

ISSUE #13: (DISCIPLINARY CASE TRACKING SYSTEM INADEQUATE.) Should DBC 
continue to monitor tbe quality of enforcement data and ensure that investigative activities are 
tracked? Additionally, should DBC adopt guidelines for the completion of specific investigative 
functions to establish objective expectations? 

Background: One of the issues rai sed by the Monitor was the lack of reliab le statistical data system to 
track di sciplinary cases a nd investigative case ac tivity. DBC currently uses the Consumer Affa irs 
System (CAS) as its complaint, investigation, and d iscipline tracking database. However, because of 
constraints associated with the CAS , the DCA recently entered into the Request for Proposal process to 
identify a vendor and develop an updated applicant and licensing database to better meet the needs of 
a ll DCA use rs. This project is called "BreEZe." Boards and bureaus wi thin DCA will transition into 
the BreEZe system, and for DBC, the target date is June 201 3. 

Futihermore, to track investigative activity, DBC transitioned into the Investigato r Activity Report 
(TAR) program uti lized by the Medical Board of Californi a (MBC) in 20 JO. Accord ing to DBC, the 
Dot Net Sequel Server database provided a method for managers to track casework on all cases, 
prov ided information for cost recovery purposes and allowed them to better monito r staff perfo rman ce 
and productivity. Although DBC had transitioned into the new JAR program used by the MBC, there 
has a lways been a res istance to complete the JAR and inconsistency in the use of this tracking tool. 
T he Assessment Report hi ghli ghted the importance of the IAR ind icating, " If a case is refe rred to the 
AG's Office for di sc ipline, the IAR is the source document to recover investigative costs in any 
eventual settlement, probation term s, or penalty decision. In man y cases, if sta ff had not completed the 
IA R and received a req uest for cost recovery, the information that was produced after the fact was 
based on rough estimates." 

Staff Recommendation: Although all th e boards and bureaus within th e DCA will transition into 
th e BreEZe system, this process is several years out. In th e meantime, DBC should continue to 
monitor th e quality ofenforcement data and tracking ofinvestigative services. Moreover, although 
DBC had transitioned to th e JAR utilized by th e MBC, DBC should ensure that the lARs are 
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consistent and completed. Additionally, as the Enforcement Assessment recommended, guidelines 
should he established for the completion ofspecific investigative functions to establish objective 
expectations. Lastly, DBC should continue in its role to work col/ahoratively with the DCA 's Office 
ofInformation Services project staff, as well as with any vendor, to assist in creating an efficient 
and user-friendly integrated computer system. 

ISSUE #14: (PROTRACTED PROCESS TO SUSPEND LICENSE OF A DENTIST.) 

DBC must go through a cumbersome process to suspend the license of a licensee who may pose 

an immediate threat to patients or who have committed a serious crime and may even be 

incarcerated. 


Background: Currently in California, even if a health care provider is thought to be a seri ous ri sk to 
the pub! ic, the boards must go through a cumberso me I ega I process to get permission to stop the 
provider from practicing, e ven temporarily. DBC had o nly o btained immediate s us pension of de ntis ts 
just seven times within five years. Under existing law, the Interim Suspension Order ( ISO) process 
(Sectio n 494 of the B&P Code) pro vides boards w ith an ave nue for expedited suspens ion of a I icense 
when ac tion must be taken swiftl y to protect public health, safety, or we lfare . However, the ISO 
process currentl y takes weeks to mo nths to achieve, allowing licensees who pose a serious risk to the 
publi c to co ntinue to practice fo r an unacceptabl e amount of time . Also th e timeframes in which a 
future actio n agai ns t the lice nsee must be take n, where there is only 15 days to investigate and fil e an 
accusati on, are unreasonable and prevents most boards from utiliz ing the ISO process to immediatel y 
suspend the license of a health care practitio ner. Also, there are no uni fo rm requirements for health 
care boards to automatically s uspend the license of a practitioner who has been incarcerated after the 
conviction of a fel o ny. Ex isting law allows fo r physic ians and podi atri sts to he suspe nded while 
incarcerated but not fo r other health care pro fessio nal s, including denti sts. Additio nally, altho ug h 
existing law allows the DBC to revoke the li cense of an individual who is required to regi ster as a sex 
offender, there is no s imilar requirement fo r when a licensee is convicted of acts of sexual exploitatio n 
of a patient. 

Staff Recommendation: Extend the time constraints placed on the AG to file an accusation thus 
allowing the A G to utilize the ISO process without having to have their accusation prepared within a 
veiJ' limited time frame (15 days). Pursuant to Section 494 ofthe B&P Code, DBC does not have to 
always rely on an ALJto conduct the ISO /tearing, DBC also has authority to conduct the hearing 
and could do so more expeditiously where serious circumstances exist regarding the suspension ofa 
dentist's license. Provide for automatic suspension ofa dental license if the dentist is incarcerated 
and mandatory revocation ofa license ifa dentist is convicted ofacts ofsexual exploitation ofa 
patient. 

ISSUE #15: (DIFFICULTY COLLECTING CITATIONS AND FINES FOR CERTAIN 
TYPES OF VIOLATIONS AND COST RECOVERY.) Should DBC contract with a collection 
agency to lmpro"Ve its cost recovery and cite and fine functions? 

Background: Sectio n 125.3 o f the Business & Profess io ns Code sp ecifies that in any order iss ued in 
re soluti on of a di sc iplinary proceeding before any board w ith the DCA, the ALJ may direct the 
licensee, found to have committed a violatio n of the licens ing act, to pay a sum not to exceed the 
reasonable costs of the inve stigatio n and enforce ment of the case. The costs sha ll inc lude the amo unt 
of in vestigati ve and e nforcement costs up to the date o f the hearing, including, but no t limited to, 
charges imposed by the Attorney General. DBC must make a cost recovery request to the ALJ w ho 
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presides over the hearing. The ALI may awa rd full or partial cost recovery to DBC or may reject the 
request for cost recove ry. In cases where cost recovery has been ordered, licensees may be granted a 
payment schedule. As the tab le below indicates for FY 2008/2009, DBC co llected approximately 60% 
of the costs ordered but for 2009/20 I0, it co llected 45% of the costs ordered. 

COST RECOVERY DATA 2006/2007 2007/2008 2008/2009 2009/2010 
Total Enforcement Expe nd itures $4,832,720 $5 ,3 10,717 $5,373 ,274 $5 ,35 1, 11 3 
# Potential Cases for Recove ry * 86 100 75 132 
# Cases Recovery Ordered 46 46 56 97 
Amount of Cost Recovery Ordered $ 125 ,216 $ 11 6,796 $229,195 $469,040 
Amount Collected $90,376 $ 160,970 $148,905 $211,654 
* The " Potentia l Cases for Recovery" are those cases in whic h disci plinary action has been taken based o n a vio lation, or 
violations, of the Dental Practice Act. 

Moreover, Section 125 .9 ofthe B & P Code authorizes DBC to issue citations and fines for ce1tain 
types of vio lations. The maj ority of citations are issued for vio latio ns of unsafe and unsanita ry 
cond ition s. Additionally , dentists who fai I to produce requested patient records within the mandated 
15 day time period a re also subject to administrative citations. As is the case with cost recovery, the 
table below shows that DBC conti nues to strugg le to col lect citations and tines. 

CITATIONS & FINES FY 2006/2007 FY "2007/2008 FY 2008/2009 FY 2009/2010 
Total Citatio ns 25 16 II 48 
Total Citatio ns w ith Fines 2 1 16 10 42 
Amount Assessed $24,497 $ 14,300 $1 1,500 $75, 100 
Reduced, Withd rawn, 
Dismissed 

3 3 2 6 

Amount Collected $9,140 $5,000 $3,500 $6,700 

Staff Recommendation: In order to improve cost recovery andfine collection efforts, DBC should 
be allowed to procure a contract with a collection agency for the purpose ofcollecting outstanding 
fees, fines, or cost recove1y amounts. According to th e DCA, most ofth e boards within DCA are 
struggling to collect cost recove1y amounts, outstanding fees, citations orfines. lfthis is the case, 
the DCA may wish to procure a contract with one collection agency for all its boards. 

ISSUE #16: (PROBLEMS WITH PROBATION MONITORING.) Should DBC adopt written 
guidelines on how to make probation assignments and ensure that probationary and evaluation 
reports.are conducted consistently and regularly as recommended by the Enforcement 
Assessment? 

Background : The Dental Practice Ac t authorizes DBC to discipline a licentiate by placing him or her 
on probation unde r various terms and conditions. The term s and co nditi ons could include obtaining 
additional training or passing an examination upon comp letion of training; restricting or limiting the 
extent, scope or type of practice; requiring restitution of fees to pati ents; or comm unity services. 
Additionally, dentists on probation a re required to pay the monetary costs assoc iated with monitoring 
the dentists' pro bation . Generally, DB C reco mmends five years of probation unl ess a longer or shorter 
term is warranted. 

According to DBC, probation cases are ass igned to inspectors or invest igators after taking into 
co nsideration the variety of circumstances necess itating probation, comb ined with the known behavior 
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of ce rtain licensees. RDA s are generally ass igned to inspecto rs, and difficult or questionable pro bation 
s ubjects are assigned to sworn investigative staff. Acco rdi ng to the E nforcement Assessment, there are 
no w ritte n guide lines o n how to make probation assignments, and that probationary reports and 
evaluation rep01ts have not been conducted w ith regulari ty. This obse rvation was echoed by the 
Enfo rcemen t Monitor who indicated that probation monitoring practices diffe r between DBC's Tustin 
and Sacramento offices. 
Staff Recommendation: As recommended in the Enforcement Assessment, DBC should adopt 
written guidelin es on how to make probation assignments, and ensure that probationary and 
evaluation reports are conducted consistently and regularly. 

ISSUE #17: (NEED FOR ANNUAL REPORTING REQUIREMENTS.) Should DBC 
annually report specific licensing and enforcement information to its licensees and the 
Legislature? 

Background: One of the issues rai sed by the Monitor was the need to improve DBC's statistical 
reporting capabilities. The Monitor indicated that DBC needs major enha ncements to its compla int 
track ing system, including regular monthly, quarterly, and a nnua l reporting of Enforcement Program 
workload and performance. T he Monitor suggested that reports of this type also s hould be prov ided to 
DBC's governing Board and the Legis la ture on a periodic bas is. Add iti onally, the Monitor indicated 
that DBC staff need s to comply with ex isting Section 806 rep01ting requirements (number and type of 
pee r review reports received) , w h ich has been in effect since 1975. 

According to DB C staff, during its qu arterly board meetings, board membe rs are given updated 
licensing and enforce ment repotts. However, these repotts are not submitted to the Legis lature. On 
the other hand, the Medical Board of Cali fo rnia (MBC) is statutorily required to submit annual repo rts 
to the Legis lature on spec ific information. The annu al repo rt is also included in MBC's newsletters 
that a re d istributed to phys ic ians and surgeons and is a lso ava ilable on MBC's Website. 

Staff Recommendation: The Dental Practice Act should be amended to require DBC to report 
annually to the Legislature information required under Business and Professions Code Section 
2313 that applies to dentists, including malpractice settlements andjudg ments, S ection 805 reports, 
tire total number oftemporary restraining orders or interim suspension orders sought by DBC, and 
other licensing and enforcement information as specified. Staffrecommends that annual rep orts 
should also be published in DBC's newsletter and made available on its Website. 

ISSUE #18: (IMPLEMENT 2009 DBC ENFORCEMENT ASSESSMENT CORRECTIVE 
ACTION PLAN.) Should DBC implement the recommendations of a 2009 Enforcement 
Assessment ofDBC's Enforcement Program? 

Background: In the fa ll of2009, DBC requested an outside assessment of its interna l e nfo rceme nt 
processes, to meas ure progress and determine if there were any new barriers to efficiency and 
productivity. The areas reviewed included: Complai nt Intake & Assignment, Non-Sworn Enforcement 
Processes, Sworn Investigati ve Services, Enforcement Too ls and Investi gative Resources, 
Administrative Discipl ine Processes, En force ment Program Data for Management Overs ight, 
Personne l Reso urces, Peace Officer Training Requirements, Policies and Procedures, and Customer 
Satisfaction Surveys. Severa l of the reco mmendations contained in the Assessment are included in thi s 
bac kgroun d paper. However, the re are other iss ues that need to be add ressed, inc luding ev idence and 
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storage, tracking of criminal prosecutions, the need fo r procedures or policy directing supervisory staff 
to perform case reviews, and continued training of investigative staff. 

Staff Recommendation: DBC should submit to this Committee a corrective action plan detailing 
how DBC intends to address and implement the recommendations contained in the 2009 
Enforcement Assessment. 

ISSUE #19: (CONTINUED USE OF THE DENTAL LOAN REPAYMENT PROGRAM.) 
The California Dental Corps Loan Repayment Program still has funds available to provide to 
dental students. 

Background : The California Dental Corps Loan Repayment Program, administered by DBC, was 
created in 2002 (AB 982, Chapter 11 3 1, Statutes of 2002) to increase the number of dentists who 
practice in historically underserved areas by providing grants to help pay for the high cost of attending 
dental schoo l. DBC selects patt icipants to practice in underserved areas, in practice settings with a 
majority of underserved patients, and gives priori ty consideration to applicants who are best suited to 
the cul tural and linguistic needs of those populations and meet other related criteria. After each 
consecutive year of service completed, participants will receive money for loan repayment ($25,000 
fo r the 1st year, $35,000 for the 2nd year, and $45,000 for the 3rd year) for up to three years. The law 
states each patticipant may receive no more than $ 105,000 over three years. The program was 
extended until July 1, 2012 and authorized DBC to distribute funds remaining in the account. 
However, due to limited patticipation, DBC points out that the program should be extended until DBC 
distributes a ll the remaining money in the fund. 

Staff R ecommendation: The California Dental Corps Loan Repayment Program should be 
extended until DBC distributes all the funds in the account. DBC should indicate to the Committee 
its efforts to inform students about th e availability ofthe loan repayment program. 

SUBSTANCE ABUSE AND DIVERSION PROGRAM ISSUES 

ISSUE #20: (EFFECTIVENESS OF DIVERSION PROGRAM AND IMPLEMENTATION 
OF SB 1441 STANDARDS.) It is unknown how successful DBC's Diversion Progra m is in 
preventing r ecidivism of dentists w ho may abuse drugs or alcohol, and if the Diversion Program 
is effectively monitoring and testing those who participate in the program. Additionally, it is 
unClear when "Uniform Standards" for their Diversion Programs will be implemented. 

Background: DBC administers a Diversion Program intended to identi fy and rehabi litate dentists 
whose competence may be impaired due to abuse of dangerous drugs or alcoho l, so that licentiates 
may be treated and returned to the practice of dentistry in a manner that will not endanger the publ ic 
health and safety. According to DBC's website, the diversion program offers a means of recovery 
without the loss of license by prov iding access to appropriate interventi on programs and treatment 
services. DBC has established DECs for notthern and southern California to assist it in evaluating 
licensees who may be impaired due to the abuse of alcohol or drugs. DECs are composed of three 
dentists, one dental auxiliary, one physician or psychologist, and one public member who all have 
experience or knowledge in the field of chemical dependency. Entry into the diversion program may 
be through self-referral but most participants enter the diversion program because they are under 
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investigation by DBC a nd were refe rred by a program manage r. Since 1983, the c linical manage ment 
of the diversion program has been done by MAX IMUS , Inc. After an initia l evalu ation, indiv idua ls 
accept a participation agreement (div ers ion program recovery terms and conditions contract) and are 
regularly monit ored in vari ous ways, inc luding random dru g testing, to e nsure comp liance . Ac co rdin g 
to the DBC, a Clini ca l Assessment (initi al eva luati on) is cond ucted in acco rdan ce with acc eptabl e 
prac tice standard s for chemi ca l dependency and mental hea lth assess ments. It inc ludes a comp lete 
psychosoc ial and drug history. The intent of the eval uation is to determi ne whether the lice nsee has a 
substance abuse problem, is a threat to him se lf/herse lf or others, and will prov ide recommendation s for 
substance abuse treatment, practice restrictions, or other reco mmendatio ns related to the 1icensee's 
reha bilitation and safe practic e. Each chemically impaired profess ional entering the program is 
responsible for meeting the requ irements of the Diversion prog ram . A Diversion Prog ram Recovery 
Terms and Co nditi ons Agreement serves to c lea rl y defi ne the monitoring requirements and repot1s of 
the Program and obta in the pa rticipant ' s written statement of acceptance. MAX IM US prov ides the 
fo llow ing se rvices: med ical advisors, compli ance monitors, case managers, urine testing system, 
repot1ing, and reco rd mainte nanc e. T he tabl e below summ arizes the number of pat1icipants and the 
costs of admini sterin g the progra m. 

DIV ERSTON PROGRAM 
STATISTTCS 

2006/2007 2007/2008 2008/2009 2009/2010 

Total Program Cos ts $ 14 1,060 $1 13,026 $ 137,452 $ 133,47 1 
Total Participants 58 52 6 1 59 
Successful Complet ions 9 5 4 4 
Unsuccess ful Completions 2 7 4 I 

In 2007 and 2008, this Committee held informationa l hearings on th e Physician Diversion Prog ram 
(PDP) after an audit of MBC's diversion program revea led that the MBC ' s program was not 
suffi ciently protect ing the public . Although the MBC voted unanimo usly to end the PDP on Jun e 30, 
2008 , this Committee recogni zed the need to strengthen the diversion prog rams of boa rds that co ntinue 
to admin ister them. As s uch, in 2008, SB 1441 ( Ridle y-T homas, Chapter 548, Statutes of 2008) 
became law and required the DCA to establish a Substance Abuse Coordination Committee (SACC) to 
adopt uniform gu idelines on sixtee n specific standard s that would appl y to s ubstance abusing health 
care licensees, regardless of whether a boa rd has a dive rs ion program. The intent of SB 1441 was to 
establi sh common and uniform standards to gove rn the d iffere nt health care licensing boa rds ' div ers ion 
programs so a s to ma intain public confidence that these programs are trul y monitorin g and 
rehabilitating s ubstance ab using lice nsees. These sixteen standards , at a minimum, inc lude: 
requirements for clinical diagnostic evaluation of licensees; requirements for the tempora ry removal of 
th e licensee from practice for clin ical diagnostic eval uation and any tre atme nt, and criteria before be ing 
pe rmitted to return to practice on a full-time or part-time bas is; all as pec ts of dru g testing; whether 
inp at ien t, outpatient, or oth er type of treatment is necessary; worksite monitori ng requirements and 
standards; consequ ences for maj or and minor vio lations ; and criteria for a licensee to return to practice 
and petition for reinstatement of a full and unrestricted license. 

On March 3, 2009, the SACC co nducted its first public hea ring and th e discuss ion included an 
overview of di ve rsion prog rams, the importance of addressing substance abuse iss ues for health care 
profess ional s and the impact of allowi ng hea lth care profe ssio na ls who are impaired to continue to 
prac ti ce. Durin g this meeting, the SACC mem bers agreed to dra ft uniform guidelines fo r each of the 
standard s. During subsequent meeti ngs, ro undt able di scussions were he ld on the draft unifo rm 
stand ards, including publi c comments. In December 2009, the DCA adopted the uniform guide lines 
for each of the standards required by SB 144 1. Last yea r, SB ll 72 (Negrete McLeod) Chapter 5 17 , 
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Statutes of20 10, was passed to give boards the statutory authority to implement ce1tain standards that 
needed statutory auth ority. Mo reover, the DCA had instructed health care boards to begin the process 
o f implementing the SB 1441 standard s, including amending disciplinary guide lines thro ug h the 
reg ulato ry process to be co ns istent w ith SB 1441. 

ln 20 10, MAXIMUS was audited by the DCA and it was indicated that they were complying w ith a ll 
of the requirements of their contract; however, Committee staff had serious concerns about the 
completeness of thi s audit and the seri ous deficiencies w hich may sti ll exist with thi s program. This 
carne to light when it was fo und that MAXIM US was recently testing those partic ipan ts in the health 
boards' Divers io n Programs and us ing inexact sta ndards (i.e., partici pa nts were tested at a highe r 
standard and tested negative when they sho uld ha ve been tested at a lower standa rd a nd may have 
potentially tested positive). The DCA took immediate steps to rectify this problem , but it still rai ses 
question s about the effectiveness and e fficiency of MAXIM US and those dive rs io n programs which 
rely on this contractor. 

Staff Recommendation: The Committee should consider requiring an audit ofDBC's Diversion 
Program in 2012, along with the other health boards which have Diversion Programs to assure that 
these programs are appropriately monitoring and treating participants and to determine whether 
these programs are effective in preventing further substance abuse. Additionally, the audit should 
also determine th e value ofutilizing DECS in a diversion program. DBC should also indicate to th e 
Committee how the Uniform Standards are being implemented and ifall Uniform Standards are 
being followed, and ifnot, why not; give a definite timeframe when disciplinary guidelines will be 
amended to include SB 1441 standards, whether forma/training for DECS is necessary to ensure 
that standards are applied consistently, and the necessity ofrevising th e Maximus diversion progmm 
recovery contract signed by a dentist who enters th e diversion program to incorporate certain 
aspects ofSB 1441 including the requirement that a dentist must undergo a clinical diagnostic 
evaluation to participate in th e program; the practice restrictions that apply while undergoing a 
diagnostic evaluation; the requirement to provide the names and contacts ofemployers or 
supervisors for participants who continue to work; the frequency ofdrug testing; that collection of 
specim ens shall be observed; that certain requirements exist for facilitators; what constitutes major 
or minor violations; and the consequences for major or minor violations. 

ISSUE #21: (DBC CANNOT ACCESS RECORDS OF THE DIVERSION PROGRAM 
WHEN A DENTIST IS TERMINATED FOR NON-COMPLIANCE.) Should DBC be 
authorized to access diversion records for dentists who are terminated from the diversion 
r.rQgfl! m for np n-comP.liance, w!Jich usually involves relapse? 

Background: Sectio n 1698 of the B&P Code specifies that except w he re the I icentiate presents a 
threat to the public ' s health and safety, a ll DBC and DEC records a nd records of proceed ings 
perta ining to the treatment of a licentiate in a divers ion program is kept confidential and are not subject 
to di scovery or s ubpoena. In 2009, A B 456 (Emme rson) was sponsored by DBC to make cha nges to 
the current confide nti ality of diversion records, and would have a llowed for the sharing of diversion 
information with DB C ' s e nfo rceme nt program when a licensee participating in the diversion progra m 
is termin ated for no n-complia nce w hil e on probation by DBC. DB C further indicated at that time that 
the exception w hen a licensee presents a threat to the publ ic' s health and safety, does not a llow DBC's 
diversion program to notify its own enforcement program w hen a licensee participating in diversion is 
not in s ubstantial compliance. The di vers io n program can only prov ide the name of the terminated 
licensee and not any s pecifics as to why the indi vid ua l was term inated from the program. This 
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notification, DBC argues, is necessary as the information obtained in the diversion program could be 
used for subsequent disciplinary action by DBC. At that time, Committee staff, among other iss ue s 
and recommendations, suggested that AB 456 should be amended to indi cate that rules and regulation s 
requi red by AB 456 sha ll, at a minimum , be consistent with the uniform standards adopted purs uant to 
SB I 441. The Author and Sponsor eventually decided not to pursue the bill. However, the 
confidentia lity of diversion records remain a priori ty for DBC and staff recognizes the need for the 
enforcement unit to have all available records if a licensee is terminated from the program for non­
compliance and disciplinary act ion ensues. 

Staff Recommendation: Amend th e Dental Practice Act to authorize DBC to access any diversion 
records ofa licensee who participates in a diversion program and is terminated for non-compliance, 
for purposes ofinvestigation and imposition ofa disciplinary action. 

CONSUMER NOTICE ISSUE 

ISSUE #22: (NOTICE TO CONSUMERS THAT DENTISTS ARE REGULATED BY DBC.) 
Should DBC promulgate regulations pursuant to a statute enacted in 1999 to require dentists to 
inform patients that they are licensed by DBC? 

Background: Section 138 ofthe Bus iness & Profess ions Code requires that DCA board and bureaus, 
including healing arts boards such as DBC, initiate the process of adopting regu lations on or before 
June 30, l999, to req uire its licentiates, to provide notice to their clients or customers that the 
practitioner is li censed by thi s state. A board is exempt from the requirement to adopt regulations if 
the board has in place, in statute or regulation, a requirement th at provides for consumer notice of a 
practitioner' s status as a licensee of thi s state. The purpose of thi s statute is to inform consumers the 
appropriate regulatory body that regulates a pa11icular licensee or practitioner. 

Recently, the MBC promulgated regu latio ns pursuant to Section 138 to require physicians and 
surgeons to inform their patients that they are licensed by the MBC, and includes the board 's contact 
information. In the same manner, DBC shou ld implement Section 138 and adopt regulati ons to require 
dentists to inform their patients that they are licensed by the Board. 

Staff Recommendation: Pursuant to Section138 ofthe B & P Code, DBC should adopt regulations 
to require dentists to inform their patients that th ey are licensed by the DBC. 

BOARD, CONSUMER AND LICENSEE USE OF THE INTERNET ISSUES 

ISSUE #23: (NEED FOR CONTINUED ENHANCEMENT OF DBC's INTERNET 
SERVICES.) Should DBC continue to explore ways to enhance its Internet Services and Website 
to licensees and members of the public? 

Background: DBC points out that one of the maj or changes s ince its last s unset review has been its 
increased utilization of the Internet and computer technol ogy to provide se rvices and information to the 
public and its licensees on its Website. These include: 
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• 	 A DBC Website, www.d bc.ca.gov, whic h rece ives an ave rage of 966 visitors per day. 

• 	 Full texts of fi na l enforcement deci sions, including accusations are now availabl e on the 
Website . A consumer may look up a licensee by name a nd/or lice nse number, and is prov ided 
w ith all information releva nt to the final decision . 

• 	 An onlin e co mplaint form is ava ilable for fil ing a complaint, a '' Frequently Asked Questions" 
section, a pamphlet on " Problem s with Your Denti st," and genera l information about DBC's 
compla int process. 

• 	 Licensees may review continuing education requirements, disciplinary guide lines, and access 
vario us form s. 

• 	 E-News subscription service sign-up is ava ilable onlin e to be notified of DBC 's activities . 

The Boa rd indicated that it has begun modifying its Website to a llow for the postin g of meetin g 
materials, a nd a ll ow consumers, stake holders, and interested parties to download these documents at 
no charge. Furthermore, DB C plans on publi shing an onlin e newsletter begin ning 20 II , and is 
exploring the feasib ility o fprovid ing li ve webcasts of its board meetings. Add itio na lly, a ll repo rts 
submitted to the Legislature shou ld be posted on DBC Website 

Staff Recommendation: DBC should continue to explore ways to enhance its Internet Services to 
licensees and members ofthe public, including posting meeting materials, board policies, and 
legislative reports on tile Internet and webcasting Board meetings. 

BUDGETARYISSUES 

ISSUE #24: (ARE RECENT LICENSING FEES SUFFICENT TO COVER DBC COSTS?) 
I s DBC adequately funded to cover its administrative, licensing and enforcement costs and to 
make major improvements to its enforcement program ? 

Background: DBC is a self-supporting, special fund agency that obta ins its revenue s from licensing 
fees of dentists and RDAs. The co llection of fees supports DBC ' s ability to operate its Enforceme nt, 
Licens ure, Examination, Ren ewal/Continuing Competency, Permit Programs and Dental Assisting 
Programs. DB C's primary so urce of reve nue is the biennia l renewa l for de ntists and RDA s. DBC 
current ly charges dentists a $365 renewal fee . The statutory maximum is $450. There have been no 
fee increases fr om dental license or renewa l since 1998. As DBC expla ins, it anticipates a s ignificant 
increase in enforcement costs starting FY 20 10/20 11 due to the impleme ntatio n ofCPEI. Increased 
productivity and a higher rate of case closures, in addition to reduction in process ing timeframes, is 
expected to justify the costs. Additiona lly, the Board will be implementing its new portfolio 
exami natio n to replace the current dental li censure examination . l n FY 2002/2003 and 200312004 
loans were made fro m the State Dentistry Fund to the State General Fund in the amount of $5 mi ll io n 
for each fisca l year. Of the $ 10 million tota l loa n, $0.6 milli on was repaid in FY 2004 /2005, 
$2.5 milli on was repa id in FY 2005 /2006 , and anoth er $2 .5 million wa s repaid in FY 2006/2007. The re 
is an outstandi ng loan balance of$4.4 millio n. In the 20 11 /20 12 Budget Act, the Governor proposed a 
re imburse ment of $2.5 million but the Legislature recently reduced this to $ 1.2 mill ion. T he table 
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below illu strates the fun d cond ition of the Dental Fund if CPE I positions a re fi lied and the remain ing 
$3.2 million loan to th e General Fund is reimbursed by FY 20 12/2013. DBC points out that assuming 
all the loans to the General Fund are reimbursed, it may be looki ng at fee increases for denti sts as soo n 
as F Y 2012/2013, because the fund reserve at that time would be at 1.3 months. According to DB C, its 
obj ective is to maintain a three-month rese rve of funds for economic uncertainties and to operate w ith 
a prudent reserve. However, if the CPEI positions are not fi lled, all the loans to DBC are repaid and 
the Governor' s hiring freeze directive continues, then the fund reserve wi ll be much higher and fee 
increases may be de layed to a later time. 

Dental Board Updated Fund Condition Table 

ANALYSIS OF 
FY2007/08 FY 2008/09 FY 2009/10 FY 2010/2011 FY 2011/2012 FY 2012/2013

FUND 
(Projected) (Projected) (Projected)

CONDITION 

Total Reserves, July 
 $7,053 ,000 $7,394,000 $7,320,000 $7,865,000 $4,464 ,000 $2,007,000 
I 
Total Rev . & $8,037,000 $7,985 ,000 $7,920 ,000 $7,758,000 $8,929,000 $10,921 ,000* 
Trans fers 
Total Resources $ 15,345,000 $ 15,548 ,000 $ 15,424,000 $15,623 ,000 $ 13,393,000 $ 12,928,000 

Total Ex end iture s $7,948,000 $8 ,230,000 $7,559,000 $ 11 , 159,000 $ 11 ,386,000 $1 1,64 1,000 
Unre imbursed $4 ,400,000 $4,400,000 $4,400,000 $4,400,000 $3,200,000 $0 

Loans to General 

Fund 

Accrued Interest 
 $0 $0 $0 $0 $0 $0 


Loans to General 
 $0 $0 $0 $0 $0 $0 

Fund 


Reset·ve, June 30 
 $7,394,000 $7,318,000 $7,865,000 $4,464,000 $2,007,000 $ 1,287,000 

MONTHSlN 10.8 1 1.6 8.5 4.7 2.1 1.3 
RESERVE 


NOTES:*This tab le ass umes th e repayment of the$) .9 million balance of GF loan, in FY 12/ 13. GF loan must be fully 

re imbursed before a fee increase can be impleme nted. (Item 1250-0 11-0741, BAs 2002/2003 and 2003/ 2004) 


For RDAs, DBC currentl y charges $70 for license renewal, with an $80 statutory maximum . The table 
below shows that the Dental Assist ing Fund will be in a deficit spending situation in FY 20 12/2013. 
DBC points out that it will need to increase, via Board Reso lution pursuant to Secti on 1725 of the B & 
P Code, the re newa l fees for RDA's to the $80 statutory maximum. 

Dental Assisting Fund Co ndition Table 

ANALYSIS OF FUND CONDrl'ION 2007/08 2008/09 2009110 2010111 

(Projected) 

2011 / 12 

(Projected) 

2012/13 

(Projected) 

Total Reserves, Jul y I N/ A N/ A $0 $ 1,925 ,000 $1,354,000 $760,000 

Total Rev. & Trans fers $3, 183,000 $ 1' 146,000 $ 1,14 1,000 $1,134,000 

Total Resources $3,183,000 $3 ,071 ,000 $2,495 ,000 $1 ,894,000 

Total Expe nditures $1 ,258,000 $1,715 ,000 $1,735,000 $ 1,787,000 

Unreimbursed Loans to Gene ra l Fu nd $0 $0 $0 $0 
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Accrued In te res t $0 $ 0 $0 $0 

Loans to Gene ra l Fund $0 $0 $0 $0 

Reserve , June 30 $1,925 ,000 $ 1,35 4,000 $760,000 $ 107 ,000 

Months in Reserve 13.5 9.4 5.1 0.7 

StaffRecommendation: DBC should assure the Committee that it will have sufficient resources to 
cover its administrative, licensing and enforcement costs and to provide for adequate staffing levels 
for critical program areas ifappropriate staffing and funding is provided. Additionally, the 
Committee may consider amending S ection 1725 ofth e B & P Code to instead require that any 
changes in licensing andpermitting f ees ofdental assistants be established by regulations, instead of 
Board R esolutions as currently required. 

ISSUE #25: (LACK QF STAFF CONTINUES TO HAMPER DBC ' S ENFORCEMENT 
PROCESS.) DBC should explain to the Committee th e negative impact of enforcement program 
vacancies to its overall functions . 

Background: There are currently 72.8 authorized positions for DBC, wherei n 60 .8 positions are fi lled 
and 12 pos itions are vacant. The CPE I authorized 12.5 pos itions for DBC, of which 4 pos itions are 
filled and 8.5 rem a in vacant. The Enforcement Unit is comprised of35 staff, including peace officers, 
inspectors and staff managers. T he Enforcement Unit currently has I0.5 vacan t positions. DBC points 
out that the enforce ment program is all oca ted 16 peace offic er pos itions to perform criminal a nd 
complex qual ity of ca re investigations. Ho weve r, due in part to vaca ncies wit hin enforcement, up to 
fi ve positio ns have been vacant for 6 months or more since Jul y 2006. 

Co ntri butin g to these lengthy vaca ncies are required backgro und processes which can take six to nine 
months, training acade mies (fo ur months), and the estab lishment of a new hirin g list. More recen tly, 
mand atory fmlo ughs have redu ced the number of hours staff can lega lly work by three days pe r month . 
As a consequence, case age has inc reased as less staff hours we re availab le to perform the necessary 
work. 

DBC ind icates that during pre vious rev iews, a numb er of effort s (case reviews, approved overtime) 
were init iated to focus on cl osing the oldest cases and reducing the overa ll numbe r of cases pending 
invest igation. Case rev iews have been o ngoing with fie ld investi gative staff and continue to focus on 
case progress and clos ing older cases . Despite these cha llenges, DBC indicates, the add itional 
pos itio ns fr om th e CPEI offer the potential fo r the enforcemen t program to show marked 
improvements in its case stati stics. DB C points o ut that it is still under order to co ntinu e w ith a former 
Governor's Directive for a hirin g freeze that bega n on August 3 1, 20 10, as we ll as to continue wit h a 
5% staff reduction. The h iring freeze a llows sta te departments to tran sfer existing employees within 
the departm ent, and for DB C, it was able to hire employees away from other DCA board s or bureaus. 
DBC states that it needs to fill its vaca nt positions, includin g the sworn and non-swo rn investigative 
staff it was aut hor ized to hire under CPEI in o rder to critic ally improve its enforcement process . 

Staff Recommendatio n: DBC should express to the Committee its frustration in being unable to 
meet the staffing needs ofits various critical programs, especially that ofits enforcem ent program, 
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and th e impact that it will have on its ability to address th e problems identified by this Committee, 
esp ecially as it concerns its goal to reduce the timeframe for the investig ation and prosecution of 
discip/inwy cases. 

ISSUE #26: (IMPACT ON DBC OF THE UNPAID LOANS MADE TO THE G E NERAL 
FUND.) Will the unpaid loan to the General Fund ha ve a n impact on the ability ofDBC to deal 
with its case aging and case processing? 

Background: In FY 2002/2003 and 2003/2004 loans we re made fro m th e State Dentistry Fund to the 
State Gene ral Fund in the a mount of $5 mi Ilion for each fisca l year. Of the $ 10 mill ion to tal loan, $0 .6 
million was repaid in FY 2004/2005, $2.5 m illi on was repa id in FY 2005/2006, and another $2.5 
mi II ion was repaid in FY 2006/2007. T here is an outstanding loan balance of $4.4 mi Ilion. In the 
20 11 /20 12 Budget Act, the Governor proposed a re imbu rse ment of $2 .5 mi Ilion but the Legislature 
recently reduced thi s to $ 1.2 million, and with th is reduction the loan bala nce is $3.2 million. It is 
unc lear when D BC should a ntic ipate these payments. If the loa n ba lance remains unpaid in 
FY 20 12/201 3, D BC w ill be in defic it spendi ng. 

Thi s has been a co nstant proble m fo r the Co mmittee and th e Legis lature in regards to the boards a nd 
bureaus unde r the DCA. This Comm ittee along with th e Assemb ly Business a nd Professions 
Co mmittee has ove r the years rev iewed all boards (through the process of s unset review) and any 
anti cipated problems in the appropriate funding of the ir programs has been co ns idered and eff01ts have 
been made to e ither reduce the ir budget or program requirements, or increase the ir leve l of funding 
thro ugh li cense fee inc reases. T he boards over the years have been placed in a pos ition of not bei ng 
ab le to spend the revenue w hich has been made avai lable to them fo r purposes of prope rly runnin g 
their enforcement programs. They have e ither been denied spending authority for their increased 
revenue by deni a l of BCPs or by other d irectives, which has had the effect of increasing the ir reserve 
funds, and the n find that rather tha n hav ing a ny c hance of us ing these fund s in the future to deal with 
increased enforceme nt costs, the money reve rts back to th e Gene ra l F und by way of a " loan." Unless 
there is a stro ng man date that li censing fees shou ld on ly be used for purposes ofp rope rly operating the 
boards thi s v ic io us cycle w ill con tinue. O ne of the outcomes of budget changes and cutbacks to boards 
has been the s low-down of cases or actual ho ld ing off on pursuing cases by the AG's Office because 
the board (s) ran out of money at some point later in the fi scal year. 

Sta ff Recommendation: N o more loans from the reserve funds ofthe DBC to the General Fun d. 
DBC should explain to the Committee what the impact will be to its overall Btu/get and its 
enforcement process (fth e outstanding loan is not repaid as soon as possible. This of course is if 
DBC is g ranted an exemption from th e hiring freeze, otherwise new exp enditures will not be 
necessw y . 

CONTINUED REGULATION OF THE PROFESSION BY THE 

CURRENT MEMBERS OF THE DENTAL BOARD OF CA LIFORNIA 


ISSUE #27: (CONSUMER SATISFACTION WITH DBC I S LOW.) A 2010/2011 Consume r 
.satisfaction Su1'Vey ofDBC shows only about 30% of complainants are satis fied with the service 
provided by the Board. Additionally, DBC failed to disseminate a cons ume r satisfa ction survey 
prior to 2010. 
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Background: In 2002, the Monitor recommended that DBC imple ment a survey too l to establish 
measurements of customer satisfactio n w ith the Enforcement Program. Although a document was 
deve loped, according to the 2009 Enforcement Assessment, the survey was no t used . In its s unset 
repo rt, DBC indicated that in August I, 2010, itjoined in DCA's effort to develop ongo ing 
performance measures. DBC indicates that consumers are provided w ith a web address at the bottom 
of compl ai nt and case c losure letters and encouraged to visit the s ite and provide feedback o n their 
satisfactio n w ith the Board' s complaint process. The questions used in the survey and the identifying 
five-rankings for evaluati ng the consumers ' res po nses are consistent w ith the Joint Legislative Su nset 
Rev iew Committee' s recommendatio ns back in 1996 for all DCA boards to conduct a co nsumer 
sati sfaction survey. DBC indicates that on a month ly bas is consumer respo nses wi ll be compi led and 
ana lysis w ill be prov ided. Committee staff requested a sample of consumer surveys, and at its earl y 
stages , it appears that o nly about 30% of complaina nts we re satisfied with the way in which DBC 
handled their co mpl aints . This is a shortcomin g of many of the boards under the DCA; most have low 
satisfaction rates aro und 50%. T he most pro minent reason for di ssatisfaction w ith boards is that 
consume rs do not fee l as if they are being kept updated about the status oftheir co mpl aint and case, 
and the o utco me takes so long that they see the board as not really having any rea l interest in t heir case 
as it moves s lowly thro ugh th e process. And the only satisfaction the co mplainant gets is usually to 
either see the licensee placed o n probation (with conditio ns) or to have the ir license revoked. Waiting 
2 Y2 years or mo re for some resolution to the ir case is extreme ly frustrating for consumers and is 
probably so mething they don ' t clearly understand, and w hil e the final resu lt may be taking the 
practitioners license or plac ing them o n probation, one wonders w hether there could be a better resu lt 
for the original compla inant. The Contractor's Board seems to enj oy a better satisfactio n rate in 
resolv ing a complaint because it tr ies under certain circumstances to try and mediate disputes first to 
hopefully bring quicker resolutio n to the matter and poss ibly provide some form of restitution to the 
consumer who has been harmed by the I icensee. If there is an issue of competency or vio lation of 
law(s) then th e Contractor' s Board w ill still proceed w ith licens ing action against the contractor eve n 
though the complainants issue has been se ttl ed. Th is Committee sho uld begin to explore the use of 
mediation or what is called alternative di spute resolution (A DR) for hea lth boards and whether they 
could utilize th ose trai ned in ADR or cu rre nt ADR programs to reso lve compla ints. Consideration 
co uld be made of possibly expanding on the cutTent " Compl a int Med iation Program'' (CMP) of DCA 
to a lso include consumers who have problems with health professionals. The CM P under DCA now 
only deals w ith difficu lties by consumers in purchasing products or se rvices, but there a re certainl y 
instances where ADR could be uti lized when disputes arise (in the form of a complaint to the board) 
regarding services provided by health profess iona ls. 

Staff Recommendation: DBC should explain to th e Committee why a Consumer Satisfaction 
Survey was not implemented as recommended by th e Nfonitor, and explain why it believes consumer 
satisfaction regarding its service is so lo w, and what other efforts DBC could take to improve its 
general service to the consumer. Does DBC believe that mediation co uld be used in certain 
circumstances to help resolve complaints from th e general public regarding health care 
practition ers? 
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ISSUE #28. (CONTINUED REGULATION OF DENTISTS BY DBC.) Should tbe licensing 
and regulation of the dental profession be continued, and be regulated by the current board 
membership? 

Background: The heal th and safety of consume rs are protected by a well-regulated dental professio n. 
DBC s ho uld be co ntinued w ith a fo ur-year extens ion of its sunset date so that the Committee may 
review it once again if the issues and recommendations in thi s Paper and others of the Committee have 
been addressed. 

Staff Recommendation: Recommend that the dental profession sh ould continue to be regulated by 
the current DBC members in order to protect the interests ofconsumers and be reviewed once again 
in four years. 
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SECTION 12 - ATTACHMENT G: 

Letter of DHCC Support from
 

President Pro Tempore Don Perata
 

(July 23, 2010)
 



Former President Pro Tempore, Senator Don Perata 

July 23, 2010 

Ms. Rhona Lee, President 
Dental Hygiene Committee of California 
2005 Evergreen Street, Suite 1050 
Sacramento, CA 95815 

Ms. Lori Hubble, Executive Officer 
RDH Examinations, Licensure by Credential, and RDHAP Licen sure 
2005 Evergreen Street, Suite 1050 
Sacramento, CA 95815 

Dear President Lee and Executive Officer Hubble: 

I spent a considerable amo unt of time in both the Assembly and Senate and specifically as Presid ent pro 
Tempore of the Senate, working on dental care issues. Most importantly, I am the author of the legislation 
that created the Dental Hygiene Committ ee of California (DHCC) (SB 853, 2008). 

I am writing this letter to clarify the intent of the legislation. It was agreed by all parties involved in the 
negotiation s surrounding this bill, that the bill would create an autonomous com mittee. The medica l 
model was liSed, a model which has the medical board with autonomous committees such as the 
Physician's Assistan ce Committee, that function as a " board." 

The legislation clearly delineates the responsibi lities of the DHCC. In terms of recommendations, the DHCC 
will only make recommendation s to the Board regarding scope of practice issues as they relate to the 
practice of dental hygien e. 

Section 1905.01, I have been told, is being interpreted to mean that the DHCC is " under" the DBC and 
therefore the DHCC should be consulting with or working under the direction of the DBC. As I have stated 
above, this was not the intent of the bill-nor is it what the bill stipulates. 

I have been made aware that Section 1905.02 is also causing some confusion. In my investigation of this 
section I realized that, inadvertently, this language, which repre sents old committee on Dental Auxiliaries 
language, was left in , SB 853. 

4096 Piedmont Avenue, #337 I Oakland, CA 94611 



It is my reco mmendation that it be removed, as the sections immediately preceding Section 1905.2, as we ll 

as the sections after 1905.2, clearly delineate th e charge of the DHCC, which includ es setting regulations, 
licensure an d enfo rcement for dental hygienist s. The DHCC is to carry out these functions autonomously. 

The DHCC is the first se lf-regulatin g d ental hygiene committee in the cou ntry. So, I und erst and that there 

may be some confusion as to how th e com mittee is to function . However, the DHCC shou ld continue to 

fulfill its charge without being hindered by the DBC's perception that t he DHCC is und er the DBC's rule. 

A great deal of work went into th e process of creating the DHCC. I appreciated very much the dental 

community and the hygiene community coming together. Please allow the DHCC to act autonomously , 

except on sco pe of practice, as it was agreed upon. No one wants t o go back t o old battles when there is so 

much good that can be done. 

Sincerely, 

DON PERATA 

cc: 	 Dr. John Bettinger, President 

Dental Board of Ca lifornia 

2005 Eve rgreen Street, Suite 1550 

Sacram ento, CA 95815 

Terry McHale 
Aaron Read & Associates, LLC 

1415 L Street, Suite 1100 

Sacramento, CA 95814 
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9

Preparing the Workforce

Health care is not just another service industry.  Its fundamental nature is
characterized by people taking care of other people in times of need and stress.
Patients are ill, families are worried, and the ultimate outcome may be uncertain.
Stable, trusting relationships between a patient and the people providing care can
be critical to healing or managing an illness.  The people who deliver care are the
health system’s most important resource.

All of the issues raised in the previous chapters of this report have important
implications for the health care workforce, potentially requiring different work in
new types of organizations that may use fewer people.  Accountabilities and
standards of care may change; relationships between patients and health profes-
sionals are certain to do so.

The health care workforce is large, having employed almost 6 million people
in 1998 (Occupational Employment Statistics, 2000) with a wide variety of edu-
cational backgrounds, specialization, and skills.  Professional hierarchies are well
established and reinforced by training, laws, and regulations, as well as culture
and history.  In general, health professionals are also conservative, stressing the
application of precedent and risk avoidance in clinical practice, particularly rela-
tive to changes that may affect the quality of care for patients.  As a result, any
change can be exceedingly slow and difficult to accomplish, especially if there is
not a clear understanding of why the change may be needed or of its impact on
current practices.

The importance of appropriately preparing the workforce for the changes in
health care delivery that will be necessitated by the recommendations in this
report cannot be underestimated.  There are many serious challenges facing the

Copyright © National Academy of Sciences. All rights reserved. 
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health care workforce, including difficulties in retention of personnel, the im-
pending crisis in nursing supply, and the need for strong leadership within the
health care system to guide and support what will be a very difficult transition.
When clinicians are under stress themselves, it is difficult to take care of patients
who are ill and stressed.  Indeed, this was one of the key transitional issues
identified during the committee’s deliberations.  It is a broad topic that can only
be introduced here, but the committee emphasizes the need for additional study to
understand the effects of the changes recommended herein on how the workforce
is prepared for practice, how it is deployed, and how it is held accountable.

Recommendation 12:  A multidisciplinary summit of leaders within
the health professions should be held to discuss and develop strate-
gies for (1) restructuring clinical education to be consistent with the
principles of the 21st-century health system throughout the con-
tinuum of undergraduate, graduate, and continuing education for
medical, nursing, and other professional training programs; and
(2) assessing the implications of these changes for provider
credentialing programs, funding, and sponsorship of education pro-
grams for health professionals.

Recommendation 13:  The Agency for Healthcare Research and
Quality should fund research to evaluate how the current regula-
tory and legal systems (1) facilitate or inhibit the changes needed for
the 21st-century health care delivery system, and (2) can be modi-
fied to support health care professionals and organizations that seek
to accomplish the six aims set forth in Chapter 2.

This chapter briefly examines three specific issues:  clinical training and
education, regulation of the health professions, and legal liability issues.  Clinical
training and education is seen as particularly important for changing the culture
of health care practice to support achievement of the aims set forth in Chapter 2.
Greater understanding is needed of why prior efforts at modifying clinical educa-
tion have not had the desired impact and of the supportive strategies needed to
overcome such barriers.

CLINICAL EDUCATION AND TRAINING

To achieve the six aims proposed in Chapter 2, additional skills may be
required of health professionals—not just physicians, but all clinicians who care
for patients.  Prior chapters have identified a number of changes affecting health
care delivery, including a shift from acute to chronic care, the need to manage a
continually expanding evidence base and technological innovations, more clini-
cal practice occurring in teams and complex delivery arrangements, and changing
patient–clinician relationships.  The need to balance cost, quality, and access in
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health care will put pressures on clinical education programs, particularly given
the outlay of public dollars for clinical education.

The types of new or enhanced skills required by health professionals might
include, for example, the ability to:

• Use a variety of approaches to deliver care, including the provision of
care without face-to-face visits (e.g., using electronic communications to provide
follow-up care and routine monitoring) (see Chapter 3).

• Synthesize the evidence base and communicate it to patients (see Chapter
6).

• Combine the evidence base, knowledge about population outcomes, and
patient preferences to tailor care for an individual patient (Weed and Weed,
1999a) (see Chapter 6).

• Communicate with patients in a shared and fully open manner to support
their decision making and self-management (to the extent they so desire), includ-
ing the potential for unfettered access to the information contained in their medi-
cal records (see Chapter 3).

• Use decision support systems and other tools to aid clinical decision
making in order to minimize problems of overuse and underuse and reduce waste
(Weed and Weed, 1999a) (see Chapter 6).

• Identify errors and hazards in care; understand and implement basic safety
design principles, such as standardization and simplification (Institute of Medi-
cine, 2000) (see Chapter 5).

• Understand the course of illness and a patient’s experience outside of the
hospital (where most training is conducted).

• Continually measure quality of care in terms of both process and out-
comes; develop and implement best practices (Berwick et al., 1992) (see Chapter
5).

• Work collaboratively in teams with shared responsibility (Chassin, 1998)
(see Chapter 5).

• Design processes of care and measure their effectiveness, even when the
members of the team that cares for a patient are not in the same physical locale
(Berwick et al., 1992).

• Understand how to find new knowledge as it continually expands, evalu-
ate its significance and claims of effectiveness, and decide how to incorporate it
into practice (Chassin, 1998) (see Chapter 6).

• Understand determinants of health, the link between medical care and
healthy populations, and professional responsibilities.

Teaching these skills will likely require changes in curriculum.  Although
some schools have added courses that are consistent with the desired skills, the
needed content is likely to evolve over time.  For example, many schools now
have courses in patient communications, information systems, and biostatistics.
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However, communicating with patients to improve adherence to a recommended
treatment is different from communicating with patients who are key decision
makers and full partners in their care.  Using information technology to do a
MEDLINE search is important, but not the same as using the technology as a
central component in delivering care and using decision support as an aid to
clinical decision making.  Knowing biostatistics aids in understanding the pub-
lished literature, but is not the same as using statistics to design processes of care
to reduce variations in practice.  Likewise, care provided by multidisciplinary
teams involves more than knowing the responsibilities of people in a clinical
department; it should involve knowing how to form and use teams to customize
care across settings and over time, even when the members of the team are in
entirely different physical locations.

Although curriculum changes are essential in providing new skills to health
professionals, they are not sufficient by themselves.  It is also necessary to ad-
dress how health professional education is approached, organized, and funded to
better prepare students for real practice in an information rich environment.  Two
examples are teaching evidence-based practice and training in multidisciplinary
teams.

The traditional emphasis in clinical education, particularly medical educa-
tion, is on teaching a core of knowledge, much of it focused on the basic mecha-
nisms of disease and pathophysiological principles.  Given the expansiveness and
dynamic nature of the science base in health care, this approach should be ex-
panded to teach how to manage knowledge and use effective tools that can
support clinical decision making (Evidence-Based Medicine Working Group,
1992; Weed and Weed, 1999c).  Effective teaching of evidence-based practice
requires faculty role models, an emphasis on teaching the application of critical
appraisal skills in actual patient care settings, and experience in conducting litera-
ture searches and applying methodological rules to the evaluation and under-
standing of evidence (Evidence-Based Medicine Working Group, 1992).  In a
survey of 269 internal medicine residency programs, it was found that only 99
offered a freestanding program in evidence-based medicine (Green, 2000).  The
curricula for these 99 programs varied greatly:  77 included critical appraisal of
the literature; 52 provided information on how to search for evidence; 44 covered
issues related to the articulation of a focused clinical question; 35 covered the
application of evidence to individual decision making; and 23 included integra-
tion of the evidence into decision making in actual practice.  Nearly all programs
provided access to MEDLINE, while only about one-third provided access to the
Cochrane Library (see Chapter 6).

Similarly, as more care is provided by teams, more opportunities for
multidisciplinary training should be offered (Institute of Medicine, 1996a).
People should be trained in the kinds of teams in which they will provide care,
starting with initial professional training and continuing through graduate train-
ing and ongoing professional development.  Multidisciplinary training is difficult
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to implement because of professional boundaries, the traditional hierarchical
structure of health care, clinical specialization, faculty experience, and educa-
tional isolation.  Changing the situation will require an examination of clinical
curricula, funding for education, and faculty preparation.  Although there was
great interest and innovation in multidisciplinary training during the 1960s, little
lasting change resulted (Pew Health Professions Commission, 1993).  The ability
to plan care and practice effectively using multidisciplinary teams takes on in-
creasing importance as the proportion of the population with chronic conditions
grows, requiring the provision of a mix of services over time and across settings.

A changing relationship between clinicians and their patients also calls for
new skills in communication and support for patient self-management, especially
for patients with chronic conditions.  Collaborative management requires col-
laboration between clinicians and patients in defining problems, setting goals,
and planning care; training and support in self-management; and continuous
follow-up (Von Korff et al., 1997).  Patients with chronic conditions who are
provided with knowledge and skills for self-management have been shown to
experience improvements in health status and reduced hospitalizations (Lorig et
al., 1999).  Clinicians need to have skills to train patients in techniques of good
self-management.

Teaching a different set of skills also has implications for the capabilities of
health care organizations that conduct training programs if these skills and behav-
iors are to be reinforced in training beyond basic coursework.  For example,
training can emphasize the importance of information technology in clinical care,
but that message is not reinforced if students continue their training in health care
organizations that are not equipped with such systems or where the faculty are not
prepared to use the skills themselves.  This is a particular challenge for training in
ambulatory settings and physician offices.  Although many would agree that
more training needs to be offered in such settings, additional support may be
required for this purpose.

Although improved methods of training the next generation of clinicians are
important, efforts must also be made to retool practicing clinicians.  Traditional
methods of continuing education for health professionals, such as formal confer-
ences and dissemination of educational materials, have been shown to have little
effect by themselves on changing clinician behaviors or health outcomes (Davis
et al., 1995).  Continuing education needs to emphasize a variety of interventions,
particularly reminder systems, academic detailing, and patient-mediated meth-
ods, and use a mix of approaches, including Web-based technologies.  Reorienta-
tion of credentialing processes to assess a clinician’s proficiency in evidence-
based practice and the use of decision support tools may be necessary to provide
strong incentives for clinicians to undertake this important learning process.  The
development of clinical leadership is another area that needs attention.  Clinical
leadership will be required to direct the changes discussed, but there will also be

Copyright © National Academy of Sciences. All rights reserved. 

http://www.nap.edu/catalog/10027.html


Crossing the Quality Chasm: A New Health System for the 21st Century 
http://www.nap.edu/catalog/10027.html 

212 CROSSING THE QUALITY CHASM

a need for new leaders who are able to function effectively in and lead complex
delivery systems.

Finally, there are implications for the training and development of nonclinical
administrative and management personnel, as well as governance.  By making
budgetary and resource decisions for health care organizations, these groups,
with input from and in collaboration with the clinical community, influence
priorities and the pace at which they are implemented.  For example, the admin-
istration of a hospital can provide sufficient resources to support the implementa-
tion of medication order/entry systems that help clinicians provide safer care, or
they can slow the pace at which such systems are implemented by not ensuring
sufficient resources or training.  Training and development for both management
and governance should recognize the important role these groups play in collabo-
rating with clinicians to make possible the types of changes needed for the health
system of the 21st century.

There have been many prior examinations of clinical education, particularly
medical education.  The structure and form of medical education were set through
the Flexner report of 1910.  That report called for a 4-year curriculum comprising
2 years of basic sciences and 2 years of clinical teaching, university affiliation
(instead of proprietary schools), entrance requirements, encouragement of active
learning and limited use of lectures and learning by memorization, and emphasis
on the importance of problem solving and critical thinking (Ludmerer, 1999;
Regan-Smith, 1998).

More than 20 different reports followed Flexner’s, each calling for the re-
form of medical and clinical education.  The striking feature of these reports is
their similarity in the problems identified and proposed solutions.  Christakis
(1995) reviewed 19 reports and found eight objectives of reform among them:
serve changing public interest, address physician workforce needs, cope with
burgeoning knowledge, foster generalism and decrease fragmentation, apply new
educational methods, address the changing nature of illness, address the changing
nature of practice, and improve the quality and standards of education.  Enarson
and Burg (1992) reviewed 13 studies of medical education and summarized the
recommended changes under the categories of (1) methods of instruction and
curriculum content (including the need for a broad general education, definition
of educational objectives, acquisition of lifelong learning skills, and expansion of
training sites); (2) internal structure of medical school (including integration of
medical education across the continuum of preparation, control of education
programs in multidisciplinary and interdepartmental groups, and definition of
budget for teaching); and (3) the relationship between medical schools and exter-
nal organizations (including integration of accreditation processes, assessment of
readiness for graduate training, and use of licensing exams).

Many believe that changes in medical education are needed.  In their survey
of medical school deans, Cantor et al. (1991) found that 68 percent believed
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fundamental change in medical education was needed.  This was true for their
own institutions as well as medical education overall.  Petersdorf and Turner
(1995) report that the education given to students is “dated and arcane” and not in
tune with societal needs.  In interpreting their survey of young physicians, Cantor
et al. (1993) found that “while medical training has remained largely unchanged,
the demands placed on practicing physicians have changed dramatically.”

Some believe that the premises of the current apprenticeship model of medi-
cal education are so faulty in today’s complex health care environment that they
need drastic overhaul (Chassin, 1998).  Others have suggested that “research’s
stranglehold on medical education reform needs to be broken by separating re-
searchers from medical student teaching and from curriculum decision making”
(Regan-Smith, 1998).  Teaching should be an explicit and compensated part of
one’s job.  Still others have called for new relationships between medical schools
and academic health centers that would permit the latter to focus on making the
best decisions for patient care and allow medical schools to control education and
its location (Thier, 1994).  In such a circumstance, academic health centers might
be affiliated with several medical schools and medical schools might be affiliated
with multiple health centers to allow for greater flexibility by the partners.

Medical curriculum has not been static over the years, but has undergone
extensive changes (Anderson, 2000; Milbank Memorial Fund and Association of
American Medical Colleges, 2000).  However, many believe that in general, the
current curriculum is overcrowded and relies too much on memorizing facts, and
that the changes implemented have not altered the underlying experience of
educators and student (Ludmerer, 1999; Regan-Smith, 1998).  Despite the changes
that have been made, the fundamental approach to clinical education has not
changed since 1910.  A number of reasons have been cited for so little response to
so many calls for reform:

• Lack of funding to review curriculum and teaching methods and of re-
sources to make  changes in them (Griner and Danoff, 2000; Meyer et al., 1997)

• Emphasis on research and patient care, with little reward for teaching
(Cantor et al., 1991; Griner and Danoff, 2000; Ludmerer, 1999; Petersdorf and
Turner, 1995; Regan-Smith, 1998)

• Need for faculty development to ensure that faculty are available at train-
ing sites and able to teach students effectively (Griner and Danoff, 2000; Weed,
1981)

• Decentralized structure in medical schools, with powerful department
chairs (Cantor et al., 1991; Marston, 1992; Petersdorf and Turner, 1995; Regan-
Smith, 1998)

• No coordinated oversight across the continuum of education, and frag-
mented responsibilities for undergraduate and graduate education, licensing, cer-
tification, etc. (Enarson and Burg, 1992; Ludmerer, 1999)
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• Difficulty in assessing the impact of changes in teaching methods or
curriculum (Ludmerer, 1999)

Although much has been written on medical education, future work on the
clinical preparation of the workforce should include examining issues related to
the education of all health professionals individually and the way they interact
with each other.  Separation of clinical training programs and dispersed oversight
of training programs, especially across the continuum of initial training, graduate
training, and continuing development, inhibit the types and magnitude of change
in clinical education.  For example, various aspects of medical education are
affected by the policies of the Liaison Committee on Medical Education, the
Association of American Medical Colleges, the Accreditation Council for Gradu-
ate Medical Education, 27 residency review committees, the American Board of
Medical Specialties and its 24 certifying boards, the Bureau of Health Profes-
sions at the Department of Health and Human Services, the American Medical
Association, the American Osteopathic Association and its 18 certifying boards,
the American Association of Colleges of Osteopathic Medicine, and various
professional societies involved in continuing medical education.  Similarly, nurs-
ing education is influenced by the policies of the American Association of Col-
leges of Nursing, the National League for Nursing, the American Nurses Creden-
tialing Center, the National Council of State Boards of Nursing, the American
Nurses Association, and various specialty nursing societies.  Academic health
centers and faculty also play a strong role in shaping the education experience of
their students.  Such diffusion of responsibilities for clinical education makes it
difficult to create a vision for health professional education in the 21st century.

REGULATION OF THE PROFESSIONS

If innovative programs are to flourish, they will require regulatory environ-
ments that foster innovation in organizational arrangements, staffing and work
relationships, and use of technology.  The 21st-century health care system de-
scribed in this report cannot be achieved without substantial change in the current
environment of regulation and oversight.

In general, regulation in this country can be characterized as a dense patch-
work that is slow to adapt to change.  It is dense because there is a forest of laws,
regulations, agencies, and accreditation processes through which each care deliv-
ery system must navigate at the local, state, and federal levels.  It is a patchwork
system because the regulatory and accreditation frameworks at the state level are
often inconsistent, contradictory, and duplicative, in part because the needs, pri-
orities, and available resources of the states are not equal.  And the regulating
process is slow in that it is unable to keep pace with changes in health care.  The
health care delivery system is under great pressure to innovate and change to
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incorporate new knowledge and technologies.  Regulatory and accreditation re-
quirements can, at times, be at odds with needed innovations (Pew Health Profes-
sions Commission, 1993).  Statutes and regulations, while not the only factors
that influence the practices of nonphysician clinicians, are powerful determinants
of their authority and independence (Cooper et al., 1998).

A key regulatory issue that affects the health care workforce and the way it is
used is scope-of-practice acts, implemented at the state level.  The general public
does not have adequate information to judge provider qualifications or compe-
tence, so professional licensure laws are enacted to assure the public that practi-
tioners have met the qualifications and minimum competencies required for prac-
tice (Pew Health Professions Commission, 1993; Safriet, 1994).  Along with
licensure, such state laws that define the scope of practice for specific types of
caregivers serve as an important component of the overall system of health care
quality oversight.

One effect of licensure and scope-of-practice acts is to define how the health
care workforce is deployed.  In general, medical practice acts are defined broadly
so that individual practitioners are licensed for medicine (not a specific spe-
cialty), and are thereby permitted to perform all activities that fall within med-
icine’s broad scope of practice.  Although a dermatologist would not likely per-
form open-heart surgery, doing so is not restricted by licensure.  However, patients
often seek out information about a physician’s reputation and credentials, and
professional societies also monitor the activities of their members.  Other health
professions have more narrowly defined scopes of practice, having to carve out
their responsibilities from the medical practice act in each state (Safriet, 1994).

Although scope-of-practice acts are motivated by the desire to establish
minimum standards to ensure the safety of patients, they also have implications
for the changes to the health care system recommended in this report.  Since, any
change can potentially affect scope-of-practice acts, it can be difficult to use
alternative approaches to care, such as telemedicine, e-visits, nonphysician pro-
viders, and multidisciplinary teams, all of which can help in caring for patients
across settings and over time (see Chapter 3).

Current systems of licensure raise both jurisdictional and liability issues for
some clinical applications of telemedicine, such as centralized consultation ser-
vices to support primary care (Institute of Medicine, 1996b) or the provision of
online, continuous, 24-hour monitoring and clinical management of patients in
intensive care units for hospitals that have no or too few critical care intensivists
on staff to provide this coverage (Janofsky, 1999; Rosenfeld et al., 2000).  Inte-
grated delivery systems that cross state lines and telemedicine have rendered
geographic boundaries obsolete (Finocchio et al., 1998), making it more difficult
for those charged by statute to protect the public.

Scope-of-practice acts can include provisions that inhibit the use of non-
physician practitioners, such as advanced practice nurses and physician assis-
tants, for primary care (Pew Health Professions Commission, 1993; Safriet, 1994).
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In some states, advanced practice nurses can diagnose, treat, and prescribe; in
others they work only under the direction of a physician (Cooper et al., 1998).
Inconsistencies are exacerbated by variation in the scope of practice by setting of
care.  For example, advanced practice nurses may be permitted a broader scope of
practice in rural areas or community health clinics than in other settings (Safriet,
1994).  Such policies are enacted to address problems of underservice that exist in
certain areas.  Although patient needs do not necessarily differ in rural versus
urban areas of a state, the available resources of talent, capital, and personnel
often vary considerably.

Scope-of-practice acts can also affect the ability to form cohesive care teams
that draw on individuals from different disciplines to complement one another in
patient care.  The skills of some nonphysician providers may overlap with a
subset of physician services, often creating tensions among clinicians (Cooper et
al., 1998).  For example, although there is a difference in their knowledge and
training for practice, certified registered nurse anesthetists and anesthesiologists
have a subset of skills that overlap (Cromwell, 1999).  Separate governance
structures and standards are maintained for different types of health professionals
even though they may perform a subset of overlapping functions, practice to-
gether in the same state and at the same health care institutions, and serve the
same population of patients (Finocchio et al., 1998).  The complexity of rules
across disciplines and settings makes it a challenge to form multidisciplinary
teams and establish best practices, especially those that draw on caregivers based
in different settings (e.g., hospital, physician’s office, and home).  Scope-of-
practice laws are not the only barrier to greater use of multidisciplinary teams
(Sage and Aiken, 1997), but are an important one.

Because licensure and scope-of-practice acts are implemented at the state
level, there is a great deal of variation among the states in who is licensed and
what standards for licensure and practice are applied.  State licensure is not
constitutionally based, but rather founded in tradition (Safriet, 1994).  On the one
hand, state licensure permits regulations to be tailored to meet local needs, re-
sources, and patient expectations.  On the other hand, the resulting state-by-state
variation is not always logical given the growth of the Internet and the formation
of large, multistate provider groups that cut across geographic boundaries.  Even
with new technologies and organizational arrangements, however, public protec-
tions must still be ensured.  In response, some have proposed nationally uniform
scopes of practice (O’Neil and the Pew Health Professions Commission, 1998)
or, at least, more coordinated, publicly accountable policies (Grumbach and
Coffman, 1998).  The National Council of State Boards of Nursing has endorsed
a mutual recognition model for interstate nursing practice that retains state licen-
sure authority, but provides a mechanism for practice across state lines (similar to
a driver’s license that is granted by one state and recognized in other states)
(Finocchio et al., 1998).  Still others have argued the relative merits of state-based
versus national licensing systems (Federation of State Medical Boards, 1998).
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The committee does not recommend one approach over another, but does call for
greater coordination and communication among professional boards both within
and across states as this issue is resolved over time.

Although the preceding examples suggest that some regulations may be
duplicative or outdated for today’s clinical practice, gaps exist in other areas as
well.  For example, current licensure and scope-of-practice laws offer no assur-
ance of continuing competency.  In a field with a continually expanding knowl-
edge base, there is no mechanism for ensuring that practitioners remain up to date
with current best practices.  Responsibility for assessing competence is dispersed
among multiple authorities.  For example, a licensing board may question compe-
tence only if it receives a complaint, but does not routinely assess competency
after initial licensure.  A health care organization may assess competence when
an individual applies for privileges or employment.  Professional societies and
organizations may require examination for certification, but are just beginning to
assess competence in addition to knowledge for those health professionals who
voluntarily seek certification.  There are no consistent methods for ensuring the
continued competence of health professionals within current state licensing func-
tions or other processes.

At least two approaches have been suggested to address this gap.  First, some
researchers have suggested that licensure be based on a professional’s demon-
strated ability to perform certain functions or on a certain level of practice (Coo-
per et al., 1998; Weed and Weed, 1999b).  In aviation, for example, pilots are
granted a private, commercial, or air transport license by the Federal Aviation
Administration.  Generally, pilots first obtain a private, single-engine license and
then progressively add multi-engine and instrument qualifications to obtain a
commercial license.  They can then accumulate flying hours and experience to
qualify for an air transport license, subsequently obtaining particular types of
ratings for specific aircraft (Bisgard, 2000).  In addition, professional pilots are
recertified at regular intervals throughout their flying career.  Taking such an
approach in health care would represent a profound paradigm shift, with a grada-
tion of licensure being based on the services in which a health professional has
demonstrated competence to serve patients.

A second approach has been suggested, involving an additional level of
oversight in which teams of practitioners, in addition to individuals, would be
licensed or certified to perform certain tasks (Pew Health Professions Commis-
sion, 1993).  For example, an individual receiving care for diabetes could go to a
“certified” diabetes team that would ensure specific competencies and resources
within the delivery team.  The team could be collocated or comprise a dispersed
network of individual providers practicing and communicating with each other as
a team.  The certification requirements could be used as a measure of quality by
consumers and as a tool for quality improvement by teams seeking to obtain such
certification.
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It would be premature for the committee to offer a recommendation related
to licensure, scope-of-practice, or other regulations.  In raising these issues, how-
ever, we recognize their importance in supporting or hindering the types of
changes recommended in this report.  Thus we call for additional, in-depth study
aimed at understanding the areas and forms of regulation that are most beneficial
for patients and in which modification may be needed to achieve the 21st-century
health care system envisioned in this report.  Properly conceived and executed,
regulation can both protect the public’s interest and support the ability of health
care professionals and organizations to innovate and change to meet the needs of
their patients.

LEGAL LIABILITY ISSUES

The recommendations in this report represent, in many instances, a very
different way of delivering services to patients.  Achieving the aims set forth in
Chapter 2 will require significant innovations in the delivery of care, innovations
that may also raise concerns associated with traditional forms of accountability,
especially liability issues.  Delivering care that is patient-centered, evidence-
based, and systems-minded has implications for traditional methods of account-
ability, particularly with regard to patients’ participation in their care, efforts to
define standards of care consistent with the evidence base rather than local tradi-
tions, and the responsibilities of individual practitioners who deliver care within
larger systems that have the capacity for improvement.

Innovations in care can contribute to increased threats of litigation because,
by definition, innovation implies a change from previous practice, and medical
advances are often imperfect when first applied in clinical practice.  Mohr (2000)
cites an early example of compound fractures.  Through a change in treatment,
patients may have avoided an amputation, but they did not always regain full
functioning of the limb and pursued litigation against the physician.  Significant
innovation in health care will occur in many areas with the use of new processes
of care and new technologies that will alter how and by whom services are
delivered to patients.  It is not yet clear how these new processes and technolo-
gies, such as e-mail, will affect the liability of health professionals in the future.

Although less studied, changes in organizational approaches raise similar
issues.  For example, patients may receive care from members of a care team
other than a physician or be counseled by e-mail rather than in a face-to-face
visit.  Such changes can be disorienting to patients if not well understood and in
the short run, and create new hazards and new risks of litigation.  Thus there is a
need for good educational efforts and communication with patients about the
changes taking place.  It is also necessary, however, to examine the extent to
which current liability approaches inhibit the kinds of changes needed to improve
the quality and safety of care.  For example, liability concerns can affect the
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willingness of physicians and other clinicians to share information about areas in
which quality improvement is needed if they believe the information may subse-
quently be used against them (Institute of Medicine, 2000).  The committee’s
previous report on patient safety calls for peer review protection of data that are
used inside health care organizations or shared with others solely for purposes of
improving safety and quality, as well as an improved climate for identifying areas
needing improvement (Institute of Medicine, 2000).

Legal issues are also likely to influence the development of evidence-based
practice.  The legal system influences health care through two types of deci-
sions—medical malpractice and benefits coverage—both of which involve judg-
ments about the quality of care (Rosoff, 2001).  Should the legal system fail to
incorporate evidence-based thinking into its decision-making processes (whether
related to medical malpractice or other decisions), clinicians and health care
organizations will be subject to confusing and conflicting incentives and de-
mands.

Legal decisions that involve determining whether care provided was consis-
tent with the “standard practice in the relevant medical community” (Rosoff,
2001) often rely on expert testimony.  It is unclear how courts will incorporate
clinical evidence and clinical practice guidelines into legal decision making.  To
date, clinical practice guidelines have had little effect on litigation.  In a legal
search covering the period January 1980 to May 1994, Hyams et al. (1996) found
only 37 cases involving clinical practice guidelines.  But clinical practice guide-
lines probably have had some effect on prelitigation decisions, since surveys
show that medical malpractice attorneys consider guidelines in making decisions
about whether to take on malpractice cases and conducting settlement negotia-
tions (Hyams et al., 1996).

Alternative approaches to liability, such as enterprise liability or no-fault
compensation, could produce a legal environment more conducive to uncovering
and resolving quality problems.  Enterprise liability shifts liability from indi-
vidual practitioners to responsible organizations (Abraham and Weiler, 1994;
Sage et al., 1994).  For example, workplace injuries to employees are handled
through a form of no-fault, enterprise liability.  Although analysis of such ap-
proaches is beyond the scope of the present study, the committee believes they
merit a focused, in-depth analysis.

RESEARCH AGENDA FOR THE
FUTURE HEALTH CARE WORKFORCE

Modifying training, regulatory, and legal environments is not a quick strat-
egy for changing practice.  These environments are closely interrelated with the
delivery setting.  Training programs are not likely to change unless the delivery
setting does so, but the setting cannot change if people are not trained to practice
differently.  Similarly, the delivery setting cannot change without modifications
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in regulation and legislation, but adjustments in practice often prompt additional
regulation to protect against unwanted consequences.

A comprehensive approach is needed for the many aspects of health care
workforce planning.  Many prior efforts in such planning have focused on at-
tempting to determine an appropriate supply of clinicians.  Previous studies have
examined the adequacy of supply for selected disciplines (e.g., physicians) or the
mix of providers within a discipline (e.g., primary care and specialty mix of
physicians), or have assumed a specific organizational model (e.g., supply of
physicians needed given extensive enrollment in HMOs).  Although a compre-
hensive workforce agenda should address issues of supply, it would be difficult to
conduct any such studies meaningfully without first addressing how clinicians
might be deployed given different approaches to training, regulation, and liabil-
ity.  It is not sufficient to ask how many health professionals are needed; one must
also ask what types are needed (Pew Health Professions Commission, 1993).
Ultimate assessments of supply depend on how responsibility for patients is
divided among licensed clinicians, as well as on society’s expectations (Cromwell,
1999).  Workforce planning should shift from determining the supply of clini-
cians in specific disciplines who continue to perform the same tasks using the
same methods toward assessing the adequacy of supply given that care is pro-
vided through processes that rely on multidisciplinary approaches, modern tech-
nological support, and continuous care.  The starting point for addressing work-
force issues should not be the present environment of licensure, reimbursement,
and organization of care, but a vision of how care ought to be delivered in the 21st
century.  A comprehensive agenda on workforce planning should cover the fol-
lowing key issues:

• Training and Education Issues

–  What is the vision for the education and training of health professionals
for the 21st century?  What is the relationship between the education of
health care providers and quality of care?

–  How is the vision relayed throughout the continuum of education?
How can new health professionals learn most effectively the basic skills
related to patient-centeredness, evidence-based practice, and systems think-
ing?  How can such skills be reinforced in graduate training programs?  How
can they be meaningfully relayed to professionals already in practice?

–  What are the implications of changes in clinical education for the health
care organizations that serve as training sites?  What is the potential effect on
the role and mission of academic health centers?

–  What are the implications of changes in clinical education for licensing
and accreditation processes?  For funding approaches to support clinical
education?
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• Legal and Regulatory Issues

– How can regulatory and other oversight processes be coordinated to
reinforce the principles of patient-centeredness, evidence-based practice, and
systems thinking?  What specific legal and regulatory constraints inhibit
changes in processes of care?  Where are different types of regulations
needed?  In what areas can existing regulations be streamlined or reduced?

– How can greater coordination among licensing boards within an indi-
vidual state and across states be facilitated?  How can the continuing compe-
tence of health professionals be assessed and ensured?

– Can liability reform support the principles of patient-centeredness,
evidence-based practice, and systems thinking?  Are alternative models, such
as enterprise liability, desirable?

– What is the link between regulation of health professions and quality
of care?

– What are the appropriate links among licensure, accountability, and
liability?

• Workforce Supply

–  Given a greater understanding of the previous issues (e.g., what training
is provided, the need for greater flexibility in deploying human resources,
and alternative approaches to accountability), what are the implications for
the needed supply and mix of health professionals?
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Executive Summary 

Education for the health professions is in need of a major overhaul.  Clinical education simply 
has not kept pace with or been responsive enough to shifting patient demographics and desires, 
changing health system expectations, evolving practice requirements and staffing arrangements, new 
information, a focus on improving quality, or new technologies (Institute of Medicine, 2001): 

 

1 

 ABSTRACT 

The 2001 Institute of Medicine report Crossing the Quality Chasm: A New Health System for 
the 21st Century recommended that an interdisciplinary summit be held to develop next steps for 
reform of health professions education in order to enhance patient care quality and safety.  In June 
2002, the IOM convened this summit, which included 150 participants across disciplines and 
occupations.  This follow-up report focuses on integrating a core set of competencies�patient-
centered care, interdisciplinary teams, evidence-based practice, quality improvement and 
informatics��into health professions education. 

The report�s recommendations include a mix of approaches related to oversight processes, the 
training environment, research, public reporting, and leadership.  The recommendations targeting  
oversight organizations include integrating core competencies into accreditation, and credentialing 
processes across the professions.  The goal is an outcome-based education system that better 
prepares clinicians to meet both the needs of patients and the requirements of a changing health 
system. 
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• Health professionals are not adequately 
prepared��in either academic or continuing 
education venues��to address shifts in the 
nation�s patient population (Cantillon and 
Jones, 1999; Council on Graduate Medical 
Education, 1999; Davis et al., 1999; 
Grantmakers in Health, 2001; Halpern et al., 
2001; Health Resources and Services 
Administration, 1999; Pew Health 
Professions Commission, 1995).  Patients in 
America are becoming more diverse, are 
aging, and are increasingly afflicted by one 
or more chronic illnesses, while at the same 
time being more likely to seek out health 
information (Calabretta, 2002; Frosch and 
Kaplan, 1999; Gerteis et al., 1993; Mansell 
et al., 2000; Mazur and Hickam, 1997; Wu 
and Green, 2000).  This changing landscape 
requires that clinicians be skilled in 
responding to varying patient expectations 
and values; provide ongoing patient 
management; deliver and coordinate care 
across teams, settings, and time frames; and 
support patients� endeavors to change 
behavior and lifestyle��training for which is 
in short supply in today�s clinical education 
settings (Calabretta, 2002).   

• Once in practice, health professionals are 
asked to work in interdisciplinary teams, 
often to support those with chronic 
conditions, yet they are not educated 
together or trained in team-based skills.   

• These same clinicians are confronted with a 
rapidly expanding evidence base��upon 
which health care decisions should ideally be 
made��but are not consistently schooled in 
how to search and evaluate this evidence 
base and apply it to practice (American 
Association of Medical Colleges, 1999; 
Detmer, 1997; Green, 2000; Shell, 2001).   

• Although there is a spotlight on the serious 
mismatch between what we know to be good 
quality care and the care that is actually 
delivered, students and health professionals 
have few opportunities to avail themselves of 
coursework and other educational 
interventions that would aid them in 
analyzing the root causes of errors and other 

quality problems and in designing 
systemwide fixes (Baker et al., 1998; 
Buerhaus and Norman, 2001).   

• While clinicians are trained to use an array 
of cutting-edge technologies related to care 
delivery, they often are not provided a basic 
foundation in informatics (Gorman et al., 
2000; Hovenga, 2000).  Training in this area 
would, for example, enable clinicians to 
easily access the latest literature on a 
baffling illness faced by one of their patients 
or to use computerized order entry systems 
that automatically flag pharmaceutical 
contraindications and errors.   

While there are notable pockets of innovation��
settings in which clinicians are being trained for 
a 21st-century health care system��these are by 
and large exceptions to the rule.   

Building a Bridge to Cross the 
Quality Chasm 

Numerous recent studies have led to the 
conclusion that �the burden of harm conveyed 
by the collective impact of all of our health care 
quality problems is staggering� (Chassin et al., 
1998:1005).  Errors lead to tens of thousands of 
Americans dying each year, and hundreds of 
thousands suffering or becoming sick as a result 
of nonfatal injuries.  Other studies have 
documented pervasive overuse, misuse, and 
underuse of services (Chassin et al., 1998; 
Institute of Medicine, 2000; President's 
Advisory Commission on Consumer Protection 
and Quality in the Health Care Industry, 1998a; 
Schuster et al., 1998).   

Crossing the Quality Chasm:  A New Health 
System for the 21st Century (Institute of 
Medicine, 2001) emphasizes that safety and 
quality problems exist largely because of system 
problems, and that browbeating health 
professionals to just try harder is not the answer 
to addressing the system's flaws and future 
challenges.  Quality problems are occurring in 
the hands of health professionals highly 
dedicated to doing a good job, but working 
within a system that does not adequately 
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prepare them, or support them once they are in 
practice, to achieve the best for their patients.   

The Quality Chasm report concludes that 
reform around the edges will not solve the 
quality problem, and sets forth an ambitious 
agenda for redesign of the broken health care 
system to achieve six national quality aims:  
safety, effectiveness, patient-centeredness, 
timeliness, efficiency, and equity.  
Implementing such an agenda has important 
implications for current and future health 
professionals.  The Quality Chasm report 
provides initial guidance on what kinds of 
competencies clinicians would need to carry out 
this agenda, and emphasizes further study to 
better understand how the workforce should be 
educated for practice, how it should be 
deployed, and how it should be held 
accountable.   

Health Professions Education 
Summit 

The Quality Chasm report recommends that 
a multidisciplinary summit of leaders within the 
health professions be held to discuss and 
develop strategies for restructuring clinical 
education across the full continuum of 
education.  The Committee on the Health 
Professions Education Summit was convened to 
plan and hold this summit��which was held on 
June 17�18, 2002��and to produce this follow-
up report. 

The committee organized a 
multidisciplinary summit involving allied 
health, nursing, medical, and pharmacological 
educators and students; health professional and 
industry association representatives; regulators 
and representatives of certifying organizations; 
providers; consumers; innovators in education 
and practice settings; and influential policy 
makers.  Participants were asked to develop 
proposed strategies and actions for addressing 
the five competency areas recommended by the 
committee (described below) in health 
professions education:  patient-centered care, 
interdisciplinary teams, evidence-based 
practice, quality improvement, and informatics. 

Summit participants worked in small 
interdisciplinary groups using the Hoshin 
method (Counsell et al., 1999; Hyde and 
Vermillion, 1996; Platt and Laird, 1995), a 
structured facilitation process for gathering 
expert opinion and identifying, prioritizing, and 
implementing strategies.  The ideas generated at 
the summit are included in this report in 
Appendix B.  The committee conducted a 
literature review related to the core 
competencies and various recommendations that 
were considered.  The committee also reviewed 
the over 200 ideas proposed by summit 
participants as part of its deliberations. 

A New Vision for Health Professions 
Education 

With the ideal 21st-century health care 
system described in the Quality Chasm report as 
a backdrop, the committee developed a new 
vision for clinical education in the health 
professions that is centered on a commitment to, 
first and foremost, meeting patients� needs.  The 
committee believes that the following should 
serve as an overarching vision for all programs 
and institutions engaged in the clinical 
education of health professionals, and further 
that such organizations should develop 
operating principals that will allow this vision to 
be achieved. 

All health professionals should be educated 
to deliver patient-centered care as members 
of an interdisciplinary team, emphasizing 
evidence-based practice, quality 
improvement approaches, and informatics. 

The committee�s vision is apparent in 
selected institutions��both academic and 
practice settings��around the country, but is not 
incorporated into the basic fabric of health 
professions education, nor is it supported by 
oversight processes or financing arrangements.  
Accordingly, the committee proposes a set of 
five core competencies that all clinicians should 
possess, regardless of their discipline, to meet 
the needs of the 21st-century health system.  
Competencies are defined here as the habitual 
and judicious use of communication, 
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knowledge, technical skills, clinical reasoning, 
emotions, values, and reflection in daily practice 
(Hundert et al., 1996). 

• Provide patient-centered care��identify, 
respect, and care about patients� differences, 
values, preferences, and expressed needs; 
relieve pain and suffering; coordinate 
continuous care; listen to, clearly inform, 
communicate with, and educate patients; 
share decision making and management; and 
continuously advocate disease prevention, 
wellness, and promotion of healthy 
lifestyles, including a focus on  population 
health.  

• Work in interdisciplinary teams��cooperate, 
collaborate, communicate, and integrate care 
in teams to ensure that care is continuous and 
reliable. 

• Employ evidence-based practice��integrate 
best research with clinical expertise and 
patient values for optimum care, and 
participate in learning and research activities 
to the extent feasible. 

• Apply quality improvement��identify errors 
and hazards in care; understand and 
implement basic safety design principles, 
such as standardization and simplification; 
continually understand and measure quality 
of care in terms of structure, process, and 
outcomes in relation to patient and 
community needs; and design and test 
interventions to change processes and 
systems of care, with the objective of 
improving quality. 

• Utilize informatics��communicate, manage 
knowledge, mitigate error, and support 
decision making using information 
technology. 

Many efforts have arisen in response to the need 
to prepare clinicians for a changing practice 
environment (ABIM Foundation, 2002; 
Accreditation Council for Graduate Medical 
Education, 1999; American Association of 
Medical Colleges, 2001; Brady et al., 2001; 
Center for the Advancement of Pharmaceutical 
Education [CAPE] Advisory Panel on 

Educational Outcomes, 1998; Halpern et al., 
2001; O'Neil and the Pew Health Professions 
Commission, 1998).  To formulate the above 
core competencies, the committee examined the 
skills outlined in the Quality Chasm report, 
reviewed other efforts to define core 
competencies within and across the health 
professions, and reviewed the relevant 
literature. 

The five competencies are meant to be core, 
but should not be viewed as an exhaustive list.  
The committee recognizes that there are many 
other competencies that health professionals 
should possess, such as a commitment to 
lifelong learning, but believes those listed above 
are the most relevant across the clinical 
disciplines; advance the vision in the Quality 
Chasm report; and overlap with recent, existing 
efforts to define competencies (Accreditation 
Council for Graduate Medical Education, 1999; 
Accreditation Council on Pharmaceutical 
Education, 2000).  The committee also 
acknowledges that the core competencies will 
differ in application across the disciplines.  

Next Steps 
With some notable exceptions (O'Neil and 

the Pew Health Professions Commission, 1998; 
Pew Health Professions Commission, 1995), 
most current and past reform efforts have 
focused within a particular profession (Bellack 
and O'Neil, 2000; Christakis, 1995; Harmening, 
1999; Jablonover et al., 2000).  The committee 
believes the time has come for leaders across 
the professions to work together on the cross-
cutting changes that must occur to effect reform 
in clinical education and related training 
environments, and that they should carefully 
consider the cultural changes necessary to 
support such reform efforts.   

The committee believes that integrating a 
core set of competencies��one that is shared 
across the professions��into the health 
professions oversight spectrum would provide 
the most leverage in terms of reform of health 
professions education.  A recent article 
synthesizing nine major reports on physician 
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competencies, focused on the important role 
oversight organizations can play, concluded that 
�without data about medical-education quality, 
accreditation is the most potent lever for 
curricula reform in our decentralized medical 
education system� (Halpern et al., 2001).  Many 
participants at the IOM summit concurred with 
this conclusion.  The two levers for change most 
often cited by the 150 participants were 
oversight approaches and changes to financing. 

The committee also recommends pursing 
other leverage points��such as the use of report 
cards that incorporate education-related 
measures and innovations in financial 
incentives��but the preponderance of its 
recommendations are directed at oversight 
organizations.  This is the case in part because 
of the lack of education measures and the 
charge to this committee, which is focused on 
clinical education.1  Also, health professions 
oversight processes, such as accreditation and 
certification, function at the national level, 
thereby affording a leverage point for 
systemwide change.  The committee believes 
that such an approach will stimulate efforts on 
the part of educational institutions and 
professional associations. 

The committee would like to highlight its 
definition of �oversight processes� and 
underscore that it includes the efforts of both 
private � and public � sector organizations: 

Oversight processes include accreditation, 
certification, and licensure.  Educational 
accreditation serves as a leverage point for 
the inclusion of particular educational 
content in a curriculum.  Licensure assesses 
that a student has understood and mastered 
formal curricula.  Certification seeks to 
ensure that a practitioner maintains 
competence in a given area over time.  
Organizational accreditation also may 
influence practitioners� ongoing 
competency.   

The call for accrediting and certifying 
organizations to move toward a competency-

based approach to education is in response to 
growing concerns about patient safety (Institute 
of Medicine, 2000), the persistent and 
substantial variation in patient care across 
geographic settings that does not relate to 
patient characteristics (O'Connor et al., 1996; 
Wennberg, 1998), and the related desire on the 
part of public payers and consumers for 
increased accountability (Leach, 2002; Lenburg 
et al., 1999).  Competency-based education 
focuses on making the learning outcomes for 
courses explicit and on evaluating how well 
students have mastered these outcomes or 
competencies (Harden, 2002).  The evidence 
base on the efficacy of various educational 
approaches is slim.  However, the limited 
evidence that does exist points to 
improvements, such as better performance on 
licensing exams, associated with the use of 
competency� or outcome-based educational 
approaches (Carraccio et al., 2002). 

A competency-based approach to education 
could result in better quality because educators 
would begin to have information on outcomes, 
which could ultimately lead to better patient 
care.  Defining a core set of competencies 
across educational oversight processes could 
also reduce costs as a result of better 
communication and coordination, with 
processes being streamlined and redundancies 
reduced.  Integrating core competencies into 
oversight processes would likely provide the 
impetus for faculty development, curricular 
reform, and leadership activities.   

Common Language and Adoption of Core 
Competencies 

Before steps can be taken to integrate a core 
set of competencies into oversight processes, an 
interdisciplinary group that includes leaders 
from the professions, educational institutions, 
and oversight organizations will need to define 
common terms.  A number of studies have 
shown that any collective movement to reform 
education must begin by defining a shared 

1 A current Institute of Medicine study addressing academic health centers is considering financing questions.  
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language (Halpern et al., 2001; Harden, 2002).  
Such an effort can help set in motion a process 
focused on achieving a threshold level of 
consensus across the disciplines around a core 
set of competencies. 

The lack of consensus across the 
professions around language and terms related 
to the core competencies may be undermining 
their integration into oversight processes.  For 
example, with respect to evidence-based 
practice, leaders in the field have worked to 
expand the definition of evidence so it includes 
qualitative research and to dispel the myth that 
such practice ignores clinical experience and 
expertise (Guyatt, 1992).  Despite these efforts, 
a review of the literature suggests that 
misconceptions regarding the definition of 
evidence persist (Ingersoll, 2000; Marwick, 
2000; Mazurek, 2002; Mitchell, 1999; Satya-
Murti, 2000; Woolf, 2000).  A review of the 
literature related to teaching interdisciplinary 
team skills reveals differing terminologies as an 
obstacle:  faculty struggle to understand other 
professions� core concepts and content, which 
leads to conflict when they teach 
interdisciplinary courses (Lavin et al., 2001; 
Pomeroy and Philp, 1994).  The committee 
believes that an interdisciplinary group, created 
under the auspices of the Department of Health 
and Human Services (DHHS), should be 
charged with developing a common language 
across the health disciplines and achieving 
consensus around a core set of competencies. 

 

Recommendation 1:  DHHS and leading 
foundations should support an 
interdisciplinary effort focused on 
developing a common language, with the 
ultimate aim of achieving consensus 
across the health professions on a core set 
of competencies that includes patient-
centered care, interdisciplinary teams, 
evidence-based practice, quality 
improvement, and informatics.  

Integrating competencies into oversight 
processes 

The extent of integration of competencies 
into existing oversight processes varies.  Any 
effort at further integration would be 
strengthened if predicated on a core a set of 
competencies�competencies with universal 
definitions shared across the professions.  The 
committee recognizes that these competencies 
are by no means exhaustive, but represent an 
important core of what health professionals 
need to know to practice in a 21st-century health 
system. 

During the last decade, competencies have 
begun to redefine accreditation, particularly in 
pharmacy and medicine.  The competencies that 
these disciplines have defined overlap with the 
core competencies recommended by the 
committee.  In 1997, the American Council on 
Pharmaceutical Education (ACPE) adopted 
accreditation standards focused on 18 
professional competencies (American Council 
on Pharmaceutical Education, 2002).  In 1999, 
the Accreditation Council for Graduate Medical 
Education (ACGME) and the organization of 
certifying boards, the American Board of 
Medical Specialties (ABMS), endorsed six 
general competencies as the foundation for all 
graduate medical education, and these 
competencies are currently being phased in 
(Accreditation Council for Graduate Medical 
Education, 2002).  Until they are fully 
incorporated and evaluated, it remains to be 
seen what effect these competencies will have 
on pharmacological and medical education.  In 
nursing, the two accrediting organizations also 
have defined competencies��which do not fully 
overlap with the core competencies defined 
here��but differ in whether they require 
demonstration of such competencies 
(Commission on Collegiate Nursing Education, 
2002; National League for Nursing Accrediting 
Commission, 2002).  Finally, the curricula for 
the selected allied health professions examined 
in this report vary in the extent to which they 
incorporate the five competencies outlined 
above (Collier, 2002). 

The competency movement, however, does 
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not have as much of a foothold in licensure and 
certification processes.  Requirements for 
maintaining a license vary considerably, as do 
requirements for those who pursue recognition 
of clinical excellence.  Further, research has 
raised questions about the efficacy of continuing 
education courses, the most common way to 
demonstrate ongoing competency (Cantillon 
and Jones, 1999; Davis et al., 1999). 

Efforts to incorporate a core set of 
competencies across the professions into the full 
oversight framework��accreditation, licensing, 
and certification��would need to occur on the 
national, state, and local levels; coordinate both 
public- and private-sector oversight 
organizations; and solicit broad input.  Again, 
the involvement of DHHS, and specifically the 
Health Resources and Services Administration, 
would be important in getting this effort off the 
ground, in helping to establish a process for 
soliciting input from professional associations 
and the education community, and in 
identifying linkages and synergies across the 
various oversight groups within and across 
professions. 

It is imperative to have such linkages 
among accreditation, certification, and 
licensure; it would mean very little, for 
example, if accreditation standards set 
requirements for educational programs, and 
these requirements were not then reinforced 
through testing on the licensing exam.  All 
processes must be linked so they are focused on 
the same outcome�the ability of professionals 
to provide the highest quality of care. 

 

Recommendation 2:  DHHS should 
provide a forum and support for a series 
of meetings involving the spectrum of 
oversight organizations across and within 
the disciplines.  Participants in these 
meetings would be charged with 
developing strategies for incorporating a 
core set of competencies into oversight 
activities, based on definitions shared 
across the professions.  These meetings 
would actively solicit the input of health 

professions associations and the 
education community. 

 

Strategies for incorporating the 
competencies into oversight processes would 
necessarily differ across the oversight 
framework based on history, regulatory 
approach, and structure.  In all cases, the 
oversight bodies should proceed with 
deliberation, with efforts made to solicit 
comments on draft language, and initial testing 
of new requirements, such as through the use of 
provisional standards.  Processes should also be 
established to monitor and evaluate new 
requirements to ensure that they are useful and 
not overly burdensome. 

The experiences of ACPE and ACGME 
provide some guidance on how accrediting 
bodies could incorporate competencies into 
their processes.  Both ACPE and ACGME 
undertook an intensive, decade-long process of 
rethinking how they were preparing 
professionals for practice.  They concluded that 
fundamental change was necessary, and that 
they needed to move away from approaches that 
had become increasingly precise, prescriptive, 
and burdensome (Byrd, 2002; Batalden et al., 
2002, Leach, 2002). 

What has not yet occurred is coordination 
across accrediting bodies of the various 
professions in defining a core set of 
competencies and related standards and 
measures.  Such coordination would obviate the 
need for each accrediting body to reinvent the 
wheel, promote synergies, and enable better 
communication and working relationships, as 
well as more consistent integration of the core 
competencies across schools.  This sort of 
coordinated effort would also help ensure that 
educational innovators would not be stifled by 
outdated accreditation requirements.  
Organizational accreditors��such as the Joint 
Commission on Accreditation of Healthcare 
Organizations (JCAHO) and the National 
Committee for Quality Assurance (NCQA)��
should likewise consider more fully how 
clinicians maintain competency in the core set 
of competencies outlined above. 

Copyright © National Academy of Sciences. All rights reserved. 

http://www.nap.edu/catalog/10681.html


Health Professions Education: A Bridge to Quality 
http://www.nap.edu/catalog/10681.html 

HEALTH PROFESSIONS EDUCATION 

8 

 
Recommendation 3:  Building upon 
previous efforts, accreditation bodies 
should move forward expeditiously to 
revise their standards so that programs 
are required to demonstrate�through 
process and outcome measures�that 
they educate students in both academic 
and continuing education programs in 
how to deliver patient care using a core 
set of competencies.  In so doing, these 
bodies should coordinate their efforts.  

 

With the exception of patient-centered care, 
which is consistently included in examinations 
across the professions, licensing exams for 
health professionals vary considerably in 
whether they test for competency in the core 
areas (National Association of Boards of 
Pharmacy, 2002; National Council of State 
Boards of Nursing, 2001; United States Medical 
Licensing Exam, 2002).  This situation also 
needs to be addressed and could be the focus of 
a subset of the oversight organizations described 
in recommendation 2.   

In addition, geographic restrictions on 
licensure and separate and sometimes 
conflicting scope-of-practice acts need to be 
examined to determine whether they are a 
serious barrier to the full integration of the core 
competencies into practice, and if so, how to 
modify them so that all clinicians can practice to 
the fullest extent of their technical training and 
ability.  Although beyond the scope of this 
report, the committee believes that this matter 
deserves further examination because licensure 
and scope of practice influence how clinicians 
are deployed, which in turn affects decisions 
about education.  For example, licensure 
restrictions might hamper a rural hospital�s 
ability to consult a specialist because she 
happened to be located in another state and 
licensed to practice only there (Phillips et al., 
2002).  Similarly, scope-of-practice restrictions 
in one state might prohibit a nurse practitioner 
who was part of an interdisciplinary diabetes 
care management team from prescribing 
medications, while another state might allow 

such activity��even though both practitioners 
worked for the same national health plan 
(Phillips et al., 2002).  These restrictions make 
less and less sense as health care organizations 
and health professionals cross state lines. 

Finally, the committee believes that there 
should be a focused effort to integrate a core set 
of competencies into oversight processes 
focused on practicing clinicians.  Such an effort 
would require coordination among an array of 
public- and private-sector licensing and 
certification organizations, within which there is 
currently little uniformity in approach across the 
professions or within a given profession across 
the states.  At present, many boards require only 
a fee for license renewal (Swankin, 2002b; 
Yoder-Wise, 2002), and many others view 
continuing education courses as evidence of 
competence, even though, as noted above, this 
has not been shown to be a reliable measure of 
such ability (Davis et al., 2000; O'Brien et al., 
2001). 

To begin with, state legislatures would need 
to require state licensing boards to insist that 
their licensees demonstrate competence, not just 
pay a license renewal fee, to maintain their 
authority to practice.  To date, state legislators 
have not insisted upon such a requirement, in 
part because there is disagreement about what 
constitutes evidence of competency, how often 
it should be demonstrated, and who should 
judge.  Licensing boards also would need to 
consider clinician competency at varying career 
stages.  For example, a veteran intensive care 
nurse or physician subspecialist should be 
expected to have a higher level of competence 
than a new graduate in either profession. 

The committee believes that all health 
professions boards need to require 
demonstration of continued competency, and 
that they should move toward adopting rigorous 
tests for this purpose.  Beyond licensure 
examinations, there is evidence to suggest that 
structured direct observation using standardized 
patients, peer assessments, and case� and essay-
based questions are reliable ways to assess 
competency (Epstein and Hundert, 2002; 
Murray et al., 2000). 
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Recommendation 4:  All health 
professions boards should move toward 
requiring licensed health professionals to 
demonstrate periodically their ability to 
deliver patient care�as defined by the 
five competencies identified by the 
committee�through direct measures of 
technical competence, patient assessment, 
evaluation of patient outcomes, and other 
evidence-based assessment methods.  
These boards should simultaneously 
evaluate the different assessment 
methods. 

 

There is more uniformity among certifying 
organizations as compared with professional 
boards, in that nearly all require some means of 
demonstrating continuing competence.  The vast 
majority allow for two or more approaches, and 
many also consider competency at various 
career stages.  Moreover, in response to the 
paucity of evidence that taking continuing 
education courses improves practice outcomes, 
some certifying organizations are beginning to 
emphasize alternative measures that are more 
evidence based (American Board of Medical 
Specialties, 2000; American Nurses 
Association/NursingWorld.Org, 2001; Bashook 
et al., 2000; Board of Pharmaceutical 
Specialties, 2002; Federation of State Medical 
Boards, 2002; Finocchio et al., 1998; National 
Council of State Boards of Nursing, 1997-2000; 
Swankin, 2002a).  Although such efforts are 
challenging to implement and often costly, 
certification bodies should only recognize 
continuing education courses as a valid method 
of maintaining competence if there is an 
evidence-based assessment of such courses; if 
clinicians select courses based on an assessment 
of their individual skills and knowledge; and if 
clinicians then demonstrate, through testing or 
other methods, that they have learned the course 
content. 

The committee recognizes that there is a 
monetary and human resource cost to moving to 
evidence-based assessment, whether it is related 
to licensure or certification.  Consequently, such 
assessments may need to be phased in, or less 

costly assessment methods identified.  The 
committee also recognizes that increased 
investment in computer-based clinical records 
would provide the kind of rich clinical data 
necessary to fully realize this approach. 

 

Recommendation 5:  Certification bodies 
should require their certificate holders to 
maintain their competence throughout 
the course of their careers by periodically 
demonstrating their ability to deliver 
patient care that reflects the five 
competencies, among other requirements.  

 

Training Environments 

Education does not occur in a vacuum; 
indeed, much of what is learned lies outside of 
formal academic coursework.  A �hidden 
curriculum� of observed behavior, interactions, 
and the overall norms and culture of a student�s 
training environments are extremely powerful in 
shaping the values and attitudes of future health 
professionals.  Often, this hidden curriculum 
contradicts what is taught in the classroom 
(Ferrill et al., 1999; Hafferty, 1998; Maudsley, 
2001). 

Consequently, the committee believes that 
initial support should be provided for existing 
exemplary practice organizations that partner 
with educational institutions, and are already 
providing the interdisciplinary education and 
training necessary for staff to consistently 
deliver care that incorporates the core 
competencies.  Further, the committee believes 
that these leading organizations should be 
identified as training models for other 
organizations, and should be given the resources 
necessary to open their doors to students, 
clinicians, and faculty from other organizations, 
as well as support for testing alternative 
approaches to providing curricula that integrate 
the core competencies.  Given that faculty 
shortages and lack of preparedness are a barrier 
to implementing some of the core competencies 
(Griner and Danoff, 2000; Halpern, 1996; Weed 

Copyright © National Academy of Sciences. All rights reserved. 

http://www.nap.edu/catalog/10681.html


Health Professions Education: A Bridge to Quality 
http://www.nap.edu/catalog/10681.html 

HEALTH PROFESSIONS EDUCATION 

10 

and Weed, 1999) attention should be given to 
faculty development as well as instruction of 
students. 

These learning centers could test various 
approaches for incorporating the core 
competencies into education for students, 
clinicians, and faculty, and provide guidance to 
practice and educational organizations about 
key operational issues.  Is problem-based 
learning the best approach to teaching these 
competencies?  Should the teaching of these 
competencies be infused into other courses, or 
should they be stand-alone?  In terms of staging, 
when should these competencies be taught?  
These learning centers should also consider 
how, after an initial investment, they could 
become self�sustaining in 3�5 years.  Such a 
model might include provision of health care 
services or require outside clinicians and faculty 
to pay for training. 

There is precedence for focusing on 
learning centers that span occupations.   For 
example, in health care there are selected 
examples of area health education centers 
(AHECs) training a broad range of professionals 
with support from the HRSA, while in other 
sectors, such as the airline industry, there are 
more comprehensive interdisciplinary training 
efforts (O'Neil and the Pew Health Professions 
Commission, 1998).  Such organizations could 
provide centralized locations for information 
technology infrastructure, which would be an 
efficient way of aggregating costs across many 
organizations. 

 

Recommendation 6:  Foundations, with 
support from education and practice 
organizations, should take the lead in 
developing and funding regional 
demonstration learning centers, 
representing partnerships between 
practice and education.  These centers 
should leverage existing innovative 
organizations and be state-of-the art 
training settings focused on teaching and 
assessing the five core competencies. 

 

There are many barriers to incorporating the 
five competencies into the practice 
environment, where medical residents and new 
graduates in allied health, nursing, and 
pharmacology obtain initial training that leaves 
an important imprint on their future practice 
(Partnership for Solutions, 2002).  In addition to 
the barriers of time constraints, oversight 
restrictions, resistance from the professions, and 
absence of political will, the overall health care 
financing system is a large impediment to 
integrating the core competencies into practice 
settings.  Therefore, the committee believes 
steps must be taken to explore alternative ways 
of paying clinicians so as to foster such 
integration. 

The lack of a supportive financial incentives 
structure becomes abundantly clear when one 
considers, for example, the kinds of services 
from which the chronically ill elderly would 
benefit and what Medicare fee-for-service pays 
for.  Currently, Medicare fee-for-service does 
not generally pay for clinician time spent 
providing education that enables, for example, 
patients with diabetes and heart disease to make 
necessary lifestyle and behavioral changes, or 
for time spent helping such patients by teaching 
them how to actively manage their condition 
with the support of technology.  Medicare fee-
for-service also does not pay for the work 
involved in coordinating and integrating the 
various services such patients need across teams 
and settings (Institute of Medicine, 2002).  
Consequently, the financing system often 
undermines integration of the five competencies 
into practice, despite evidence that patients who 
are actively involved in managing and making 
decisions about their care have better quality 
and functional status outcomes at lower cost 
(Gifford et al., 1998; Superio-Cabuslay et al., 
1996; Von Korff et al., 1998; Wagner et al., 
2001).   

As the largest payer, Medicare has a major 
effect on the system when it innovates (Institute 
of Medicine, 2002).  Moreover, the committee 
believes that patients with chronic conditions��
a sizable proportion of whom are covered by 
Medicare��would benefit greatly from 
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integration of the five competencies into 
practice.  There are a number of different 
options that could serve as models for these 
payment experiments, including capitation, 
bundled payments, bonuses, withholds, and 
various ways to share risk and responsibility 
between clinicians and payers  (Bailit Health 
Purchasing, 2002; Guyatt et al., 2000).  The 
committee encourages other payers to follow 
suit. 

 

Recommendation 7:  Through Medicare 
demonstration projects, the Centers for 
Medicare and Medicaid Services (CMS) 
should take the lead in funding 
experiments that will enable and create 
incentives for health professionals to 
integrate interdisciplinary approaches 
into educational or practice settings, with 
the goal of providing a training ground 
for students and clinicians that 
incorporates the five core competencies.   

 

Research and Information 

Along with oversight changes and 
supportive training environments, the 
committee believes that evidence of the efficacy 
of an educational intervention can be a catalyst 
for change.  To this end, evidence related to the 
link between clinical education and health care 
quality needs to be better developed, as does 
evidence about various teaching approaches. 

In a review of 117 trials in continuing 
education, fewer than 20 percent were found to 
use health care outcomes as their measure of 
effectiveness (Davis et al., 2000), and a review 
of 2,000 papers on continuing education showed 
that only about 5 percent assessed the 
relationship between course content and clinical 
outcomes (Jordan, 2000).  Teaching itself is 
dominated by intuition and tradition, which do 
not always hold up when submitted to empirical 
verification (Tanenbaum, 1994; van der Vleuten 
et al., 2000).  For example, studies have shown 
that lecture-based teaching of isolated 

components, the most common means of 
imparting information in both academic and 
continuing education settings, fails in that it 
does not provide a way for students to integrate 
or apply the information provided (Wass et al., 
2001). 

Although there is significant public funding 
of health professions education, limited public 
and private resources are available for research 
that could help in determining whether the 
dollars are being well spent.  In addition, much 
of the research that does exist is discipline-
specific and therefore does not reflect the 
current practice environment. 

The committee believes the time has come 
to focus energy and resources on developing a 
more robust and compelling evidence base 
about what educational content matters for 
patient care and what works in teaching 
clinicians so that educators, payers, and 
regulators can assess objectively what needs to 
be emphasized in the health professions 
curricula and what should be eliminated.  The 
research should also span disciplines. 

 

Recommendation 8:  The Agency for 
Healthcare Research and Quality 
(AHRQ) and private foundations should 
support ongoing research projects 
addressing the five core competencies and 
their association with individual and 
population health, as well as research 
related to the link between the 
competencies and evidence-based 
education.  Such projects should involve 
researchers across two or more 
disciplines. 

 

The committee believes that incorporation 
of education-related measures into quality-
reporting efforts and ongoing monitoring will be 
required to realize the vision articulated in this 
report.  The lack of standardized information 
about the quality of clinical education makes the 
job of leaders seeking to reform such education 
more difficult.  The lack of standardized 
measures also sets clinical education apart from 
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the broader health care quality movement.  A 
ranking�by NCQA regarding health plan 
quality or by U.S. News and World Report 
regarding hospitals, for example�forces 
leaders to focus their attention on improving 
performance on a given set of comparable 
metrics (National Committee for Quality 
Assurance, 2002; U.S. News and World Report, 
2002).  The National Healthcare Quality Report 
Card, anticipated for release by AHRQ in 2003 
and annually thereafter, will likely further 
standardize quality measurement and focus 
attention on the strengths and weaknesses of the 
current system.  Yet no education-related 
measures are anticipated for inclusion in this 
first annual report (Agency for Health Care 
Research Quality, 2002). 

A focused effort to develop education-
related measures must begin now, given the 
amount of time required to develop and test 
prospective measures before they can be 
incorporated into report cards.  The committee 
recognizes that initially there will be a small 
number of measures ready for public reporting. 

 

Recommendation 9:  AHRQ should work 
with a representative group of health 
care leaders to develop measures 
reflecting the core set of competencies, set 
national goals for improvement, and issue 
a report to the public evaluating progress 
toward these goals.  AHRQ should issue 
the first report, focused on clinical 
educational institutions, in 2005 and 
produce annual reports thereafter. 

 

Providing Leadership 

Significant reform in health professions 
education is a challenge to say the least.  The 
oversight framework is a morass of different 
organizations with differing requirements and 
philosophies, now under considerable pressure 
to demonstrate greater accountability (Batalden 
et al., 2002; Finocchio et al., 1998; Leach, 2002; 
O'Neil and the Pew Health Professions 

Commission, 1998).  In academia, deans, 
department chairs, residency directors, and 
other leaders face a stream of requests for 
adding new elements to a curriculum that is 
already overcrowded.  Shortages of key 
professionals, such as nurses and pharmacists, 
are another significant challenge.  Moreover, 
funding for some academic health centers has 
been under pressure, and states are facing 
budget shortfalls that are causing them to trim 
education budgets, including funding for 
universities and community colleges (Griner 
and Danoff, 2000). 

When change happens in health professions 
education, it does not happen overnight.  
Multiyear processes are required to develop, 
review, and achieve consensus on new 
requirements or methods before they can be 
implemented.  Given this environment, the 
committee believes that reform of clinical 
education will be possible only with the skill 
and commitment of a broad range of health care 
leaders.  A recent analysis and synthesis of 44 
curriculum reform efforts revealed that 
leadership is the factor most often cited as 
affecting curriculum change (Bland et al., 
2000). 

Consequently, the committee believes that 
to maintain momentum for reform in clinical 
education, there will need to be biennial 
summits at which leaders who have 
demonstrated a real commitment to 
implementing the committee�s overarching 
vision can gather.  These summits should serve 
as a forum for leaders to take stock��including 
review of education-related performance 
measures and, over time, related trends against 
goals��and to define future plans.  There should 
be a written report issued from the summit that 
captures such information and communicates it 
more broadly to the field. 

 

Recommendation 10:  Beginning in 2004, 
a biennial interdisciplinary summit 
should be held involving health care 
leaders in education, oversight processes, 
practice, and other areas.  This summit 
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should focus on both reviewing progress 
against explicit targets and setting goals 
for the next phase with regard to the five 
competencies and other areas necessary 
to prepare professionals for the 21st-
century health system. 

 

Conclusion 
The committee has set forth 10 major 

recommendations for reforming health 
professions education to enhance quality and 
meet the evolving needs of patients.  Each of 
these recommendations focuses on ways of 
integrating a core set of competencies into 
health professions education.  Taken together, 
they represent a mix of approaches related to 
oversight processes, the practice environment, 
research, public reporting, and leadership.  

The staging of these recommendations is 
important.  The first step is to articulate 
common terms so that shared definitions can 
inform interdisciplinary discussions about core 
competencies.  Once the disciplines have agreed 
on a core set of competencies, public and 
private oversight bodies can consider how to 
incorporate such competencies into their 
processes�providing a catalyst for many 
educational institutions and professional 
associations, as well as support for those who 
have already moved toward adopting a 
competency-based approach.  The committee 
believes that the development of common 
language and definition of core competencies 
should happen as rapidly as possible and by no 
later than 2004, given that the integration of 
core competencies into oversight processes will 
take considerable time, perhaps a decade or 
more if the efforts of ACGME and ACPE are 
any guide. 

As the work of integrating core 
competencies into oversight processes proceeds, 
the efforts of leading practice organizations to 
integrate the core competencies into care 
delivery should be fostered through regional 
demonstration learning centers and Medicare 
demonstration projects.  Simultaneously with 

these efforts, AHRQ and private foundations 
should provide support for research focused on 
the efficacy of the competencies and 
competency education and, most important, 
develop a set of measures reflecting the core set 
of competencies, along with national goals for 
improvement.  Given that the committee calls 
upon AHRQ to issue a first report on health 
professions educational institutions by 2005, 
albeit with a limited number of initial measures, 
efforts related to reporting must begin 
immediately.  Finally, the committee believes 
that biennial summits of health care leaders who 
control and shape education�starting in 
2004�will be an important mechanism for 
integrating and furthering the efforts of those 
developing measures, practice and education 
innovators, researchers, and leaders from 
oversight organizations. 

The committee is confident that its 
recommendations are both sound and feasible to 
implement because they are supported by a 
literature review, and informed by a broad range 
of leaders who shape education both directly 
and indirectly (see appendix C).  Building a 
bridge to cross the quality chasm in health care 
cannot be done in isolation.  The committee 
hopes that this report will jump start other 
efforts to reform clinical education, both 
individually and collectively, so that it focuses 
on continually reducing the burden of illness, 
injury, and disability, with the ultimate aim of 
improving the health status, functioning, and 
satisfaction of the American people (President's 
Advisory Commission on Consumer Protection 
and Quality in the Health Care Industry, 1998b).  
The public deserves nothing less.  
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Introduction 
Lack of access to dental care is a persistent problem for vulnerable populations in California 

resulting in extensive untreated dental disease.1-3 The State has invested in multiple programs 

and policies aimed at improving access to dental treatment. These efforts include provider 

targeted incentives such as loan repayment and scholarship programs, residency training 

programs, and licensure by credential, as well as public targeted incentives such as funding 

dental benefits and public clinics.4 Most efforts seek to expand access to the existing care 

delivery model, which consists primarily of private dental offices and community dental 

clinics. Relatively recent additional State efforts promote disease prevention in non-dental 

office settings.  

Registered Dental Hygienists (RDH) are dental disease prevention specialists. They are not 

well-positioned to significantly improve access for underserved populations because only 

2.5% of RDHs practice in non-private practice settings.5 A key problem of the existing system 

is that many Californians cannot access care in dental offices as they either do not have the 

financial means to pay for dental care (i.e. uninsured or low income), or face physical 

impediments to getting to a dental office, (i.e. not in geographic proximity, institutionalized).6 

In 1998, California officially recognized a new dental health profession: the Registered Dental 

Hygienist in Alternative Practice (RDHAP).  To become an RDHAP, candidates must have a 

baccalaureate degree (or equivalent), hold an RDH license, have 2000 hours of clinical 

practice in the past 36 months, complete a 150-hour accredited educational program and pass 

an examination on California Law and Ethics administered by the Committee on Dental 

Auxiliaries (COMDA), a subcommittee of the California Dental Board (CDB). RDHAPs may 

practice unsupervised in homes, schools, residential facilities and other institutions, and in 

Dental Health Professional Shortage Areas.7 

Recent RDHAP licensees (over two hundred in the last few years) have been able to set up 

practices successfully, however they do report difficulties with providing services in 

underserved areas for a variety of reasons. These obstacles could be removed through policy 

adjustments.5 This study explores the ways in which reasonable policy modifications may 
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improve utilization of the RDHAP workforce.  Accordingly, we examine the evolution of 

RDHAP practices and their progress in creating and expanding access to care for vulnerable 

populations. The specific aims of this research project are to: 

•	 Profile the RDHAP workforce and compare it to the RDH workforce to understand the 

unique practice settings, patient demographics and services of RDHAPs. 

•	 Explore the practice realities of RDHAPs as they enter underserved communities and 

devise new models of care delivery outside of the traditional dental office. 

•	 Discuss laws specific to the RDHAP profession and develop policy recommendations to 

further enable RDHAPs to expand access to preventive dental care for underserved 

Californians. 

Historical Development of the RDHAP 
The dental care system consists of a variety of organizations that strive to meet the dental 

needs of diverse populations in the U.S. The expansion of private practice dental services in 

combination with public health interventions such as water fluoridation and the expanded use 

of personal dental hygiene products have resulted in improvements in oral health status over 

the past 50 years. However, there is a growing segment of the population which increasingly 

can not access services and is shouldering a disproportionate burden of dental disease.6, 8 To 

address the widening disparities in oral health status, in 2000, the Surgeon General issued a 

National Call to Action, to which many organizations responded.2 Proposed solutions ranged 

from more traditional ways to increase the health workforce through state planning and 

expansion of educational programs to small pilot projects testing multiple pathways to 

addressing access issues locally.4, 9, 10 

The dental workforce is a critical component of health care delivery. Views differ on how 

providers may best reach underserved people. There have been multiple proposals 

recommending new categories of providers, more ethnically diverse providers or simply more 

of the same in greater numbers. Some of these proposed models have been tried, but have not 

significantly advanced against the dominant delivery system of private practice dentistry. 

Only in the last decade have alternative models of independent and public health dental 

hygiene begun to attain legal recognition across the U.S 11 
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Figure 1: Historical Overview of the Dental Hygienist Profession in the U.S. 

Early 1900’s 
Dentists generally oppose the utilization of dental assistants and hygienists. 

1950s & Post WWII 
Unexpected consumer demand for dental care arises from the baby boom.  In response, the dental 
hygienist workforce, comprising mostly of women, emerges to help meet this demand.  The dental 
profession regulates the training and practice of hygienists from the beginning. 

1965 
Medicaid and Medicare laws are enacted without provisions for dental care, setting Medicine on a 
new trajectory but leaving dentistry untouched. 

1970’s 
Predominantly female dental hygiene workforce continues to expand, coinciding with a continued 
overall expansion of women in the workforce and rising feminist projects regarding equality in 
working conditions and pay. Efforts toward professional independence originate. 

1980s and 1990s 
Market solutions to health care crises are explored.  The increasing popularity of cosmetic 
procedures makes private practice dentistry more lucrative.  Access to dental care becomes a 
major policy issue. Dental hygiene continues to push professional independence. States begin to 
consider using different delivery models, including independent or expanded dental hygiene 
scopes of practice. 

1990s -2000’s 
Turmoil in health care increases. The Surgeon General’s report on Oral Health and Call to Action 
address health care access, disparities and market failures.  States begin to adopt new delivery 
models, including public health, independent and expanded dental hygiene scopes of practice. 
California legally recognizes the RDHAP profession, and establishes two educational programs. 
As of late 2007, the State has 202 RDHAPs. 

Several studies have been conducted to examine these new practice models.11-14 Most have 

focused on the safety and efficacy of pilot programs, not the actual process of implementation 

or impact on access of alternative dental hygiene practice.  For example, economic and 

practice studies have been conducted in Colorado where RDHs may now practice 

independently.15, 16  In Alaska, preliminary results of the Dental Health Aide Therapist 

program have shown safe and effective outcomes of the few providers in practice.14 In 

California, studies conducted by researchers as a component of the Health Manpower Pilot 

Projects Program (HMPP) (now, Health Workforce Pilot Projects Program (HWPP)) 
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examined the RDHAP pilot in terms of practice settings, quality of service and patient 

satisfaction and demographics.  These studies provided the positive evidence needed for the 

establishment of the RDHAP profession.17-20  Still, few alternative dental workforce models 

have been implemented, given the opposition from the mainstream dental community. In spite 

of this past opposition, however, initiatives to develop new workforce models have finally 

emerged as a legitimate undertaking, as evidenced by new workforce models being developed 

by the American Dental Association, the American Dental Hygienists’ Association, and 

others.14 The RDHAPs’ experiences provide the best evidence as to how new models already 

in practice actually are working. 

This study does not evaluate the “outcomes” of the RDHAP practices in the traditional way 

through counts of utilization or services delivered, quality of care, or economics of practice. 

These areas may be ripe for study in the future; however, they provide no understanding of 

the change process, only its outcomes. Rather, I examined the qualitative experiences and 

backgrounds of RDHAPs to understand their motivations, experiences and aspirations that 

greatly impact what they do, how they do it, and why they do it. Unveiling such data is an 

important first step in allowing more stakeholders to understand and consider the utilization of 

alternative dental providers. Accordingly, this paper discusses the context surrounding 

RDHAP practices, including strategies to develop practices, successes and shortcomings.  It 

then presents policy recommendations to increase the capacity of RDHAPs to treat 

underserved people. 

Research Task and Methods 
This study utilized a mixed methods approach, which was approved by the UCSF Committee 

on Human Research.  First, I conducted a standard statistical analysis of the 2005-2006 

California Survey of Registered Dental Hygienists.5  The survey sample represented the 

State’s dental hygiene workforce as of September 2005.  The response rate was 74%. 

Second, I examined legislative histories, current regulations and commentaries from the 2005-

2006 California Survey of Registered Dental Hygienists.  I also interviewed practicing 

RDHAPs and experts from educational institutions and professional associations involved in 
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the development and regulation of the RDHAP profession.  The legislative review includes an 

overview of RDHAP licensure requirements and scope of practice.  Sources for the literature 

review include OSHPD archives.   

The open-ended portion of our statewide sample survey of RDHAPs was invaluable to the 

study. Fifty-two percent of the respondents provided comments on their practices and 

experiences. These comments were used in combination with other background research to 

create our final interview protocol. The protocol was used to interview: 1) one focus group, 

which consisted of seven RDHAPs (five in practice, one graduate currently developing her 

practice and one student) and 2) five additional practicing RDHAPs, individually.  I also 

interviewed representatives of several key organizations and institutions regarding their roles 

in the professional development of RDHAPs: the California Dental Hygienists’ Association 

(CDHA), the California Dental Association (CDA), the Committee on Dental Auxiliaries 

(COMDA), the California Dental Board (CDB), the University of the Pacific (UOP) and West 

Los Angeles College (WLAC).  

Legislative Reviewi 

Historical Development of Alternative Providers 
In 1972 the California Legislature enacted AB1503 (Duffy), The Health Manpower Pilots Act, 

setting the stage for efforts to bring the RDHAP into existence. Today, this program is the 

Health Workforce Pilot Projects Program (HWPP). It “allows organizations to test, 

demonstrate, and evaluate new or expanded roles for healthcare professionals or new 

healthcare delivery alternatives before changes in licensing laws are made by the Legislature.” 
22 Organizations may use HWPPs to study the potential expansion of a profession's scope of 

practice to a) facilitate better access to healthcare, b) expand and encourage workforce 

development, c) demonstrate, test and evaluate new or expanded roles for healthcare 

professionals or new healthcare delivery alternatives, or d) help inform the legislature when 

considering changes to existing legislation in the Business and Professions code.22 

i A review of the history of legislative policies conducted by the California Dental Hygienists’ Association 
formed the basis of much of the following analysis.(21. Hurlbutt, M. and K. Menage-Bernie, RDHAP: Past, 
Present, Future. 2007, California Dental Hygienists' Association: Glendale.) 
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In 1980, California State University at Northridge in collaboration with the Southern 

California Dental Hygienists’ Associationii submitted an application (HMPP #139) to “teach 

new skills to existing categories of health care personnel and expand the role of dental 

auxiliaries, specifically dental hygienists.”23  The approved application was underway in 1985 

when Maxine Waters introduced companion bills AB844 and AB845, which would have 

allowed RDHs to practice without supervision in selected sites.21 These bills were defeated, 

and in 1987, a lawsuit against the HMPP project host and participants was initiated by the 

California Dental Association (CDA). This lawsuit was dismissed. A second class of HMPP 

participants then entered independent practice, only to be followed by a second lawsuit in 

1990 that focused on a technicality of the HMPP process. This lawsuit terminated HMPP#139; 

however, a subsequent application for HMPP#155 to continue the project was approved. 

During this time, a payment mechanism had been authorized by Denti-Cal to pay the 

hygienists enrolled and active in the employment phase of the project.23 

The second HMPP stated as its purpose to “expand the role of dental auxiliaries to allow the 

independent practice of dental hygienists.”24 As the safety and efficacy of independent 

practice had been established by this time, the project objectives of the second HMPP were 

more specific to examining the metrics of the project, including the economic viability and 

sustainability of independent hygiene practice, as well as patient flows and outcomes.  Two 

bills sponsored by Areias (AB2353 in 1992 & AB221 in 1993) sought to codify a series of 

changes in the law regarding licensure and regulation of dental hygienists and establish the 

independent hygiene category; however they were both defeated.  

In 1995 AB560 (Rosenthal/Perata) was introduced to again try to establish the category of 

independent practice. After becoming a two year bill it was signed into law in 1997. It 

amended the Business and Professions code to extend the scope of practice for dental 

hygienists, and added a new category of provider, the RDHAP, who could provide 

ii In 1980, Dental Hygiene had two separate associations for Northern and Southern California. Today these are 
combined into the California Dental Hygienists’ Association. The initiative was spearheaded by a group of 
hygienists in the Southern California Association who raised approximately $500,000 to fund the pilot.  
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independent services with the prescription of a dentist or physician and surgeon iii . The 

passing of this legislation also terminated the HMPP project #155. The participants in the 

original HMPPs were considered as having satisfied licensing requirements and were allowed 

to continue their practices.24 

Figure 2: Summary of RDHAP Scope of Practice 

COMDA Regulations: 

Once licensed, an RDHAP may practice as (1) an employee of a dentist; (2) an employee of another 
registered dental hygienist in alternative practice; (3) an independent contractor; (4) a sole proprietor of 
an alternative dental hygiene practice; (5) an employee of a primary care clinic or specialty clinic that is 
licensed pursuant to Section 1204 of the Health and Safety Code; (6) an employee of a primary care 
clinic that is licensed pursuant to Section 1204 of the Health and Safety Code; (7) an employee of a 
clinic owned or operated by a public hospital or health system; or, (8) an employee of a clinic owned 
and operated by a hospital that maintains the primary contract with a county government to fill the 
county's role under Section 17000 of the Welfare and Institutions code 

They may perform the duties established by Board regulation in the following settings: 
(1) Residences of the homebound. 
(2) Schools. 
(3) Residential facilities and other institutions. 
(4) Dental health professional shortage areas, as certified by the Office of Statewide Health Planning 

and Development in accordance with existing office guidelines. 

Prior to the establishment of an independent practice, an RDHAP must provide to the board 
documentation of an existing relationship with at least one dentist for referral, consultation, and 
emergency services. The dentist's license must be current, active and not under discipline by the Board. 
Any changes must be reported to the Board in writing, within 30 days following such change. 

Existing Practitioners under the HMPP 

Persons who completed the required coursework under the HMPP (Health Manpower Pilot Project) and 
established an independent  practice by June 30, 1997, do not need to comply with the above 
requirements.  They may apply for a license by obtaining an application from COMDA.  Applicants 
must provide proof of having established a practice by June 30, 1997, complete the application, and pay 
a $20 application fee and a $56 fingerprint fee.   A license will be issued once the person's criminal 
history background investigation has been completed. 

The original participants of the pilot project have been practicing independently since the 

completion of the HMPP; however a formal education program for RDHAPs did not become 

available until 2003.25  Although the curriculum was already developed, it took several years 

iii The original HMPP pilot did not require a prescription requirement for independent hygiene services. 
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to find a new host for the program. The first RDHAP class graduated from West Los Angeles 

College in 2003 and, following a Request for Proposals from the CDHA for a distance 

education program, a second program opened at the University of the Pacific, which has been 

graduating RDHAPs since 2004. 

The enactment of the RDHAP category and state institutional support through education, 

licensure and billing status of these providers were the critical first steps toward enabling the 

implementation of RDHAP practices around the state.  Since that time, additional legislation 

has modified the conditions and restrictions on RDHAP practices.  

Current RDHAP Legislation (2002-present) 
AB1589 (Perata) allowed RDHAPs to be employees of specified clinics in addition to the 

other areas of practice they are allowed in their licensure category.  SB2022 (Figuroa) 

specified in detail the parameters of practice of dental hygiene and set new limitations on any 

other profession (besides the RDH or DDS) performing these procedures. Additionally, the 

bill allowed dental hygienists to provide education and preventive services without 

supervision in public health programs.  Finally, it specified that a dental hygienist may use 

any material or device approved for use in the performance of a service or procedure within 

his or her scope of practice if they have the appropriate level of education and training 

required. This provision essentially allowed hygienists to use new technology as it becomes 

available without having to revisit the legal requirements of their scope of practice.  

AB1334 (Salinas) changed the prescription requirement so that rather than needing a 

prescription prior to providing care, RDHAPs must obtain written verification that a patient 

has been examined by a dentist or physician if the hygienist provides services to the patient 18 

months or more after the first date the hygienist provides service… valid for a period not to 

exceed two years. Finally, SB238 (Aanestad) was enacted in 2007 allowing a Federally 

Qualified Health Center (FQHC) to bill directly for an RDH or RDHAP encounter. This 

allows a clinic to employ an RDH or RDHAP regardless of whether they employ a dentist. 
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Dental Hygiene Practice -  Related Legislation 

The practice of RDHAPs may be affected by legislation pertaining to the practice of dental 

hygiene. For example, California now allows for RDH licensure by credential.  RDHs from 

other states may thus be re-licensed in California through an expedited application process.iv 

However, the State cannot grant similar reciprocity to RDHAPs because the profession is not 

recognized outside of California. 

In 2006, a California bill proposed to establish a Dental Hygiene Bureau in the Department of 

Consumer Affairs.  The bill would have shifted the licensure and consumer protection duties 

over the state’s RDHs and RDHAPs from COMDA to the self-regulating bureau.  However, 

the bill was vetoed by the Governor.v  In 2007 another bill proposed to create the Dental 

Hygiene Committee of California within the jurisdiction of the Dental Board.  The new 

committee would have been responsible for the licensure of the state’s RDHs and RDHAPs. 

However, the Governor likewise vetoed this bill.vi   Both bills primarily sought to shift the 

professional oversight responsibilities from one entity to another, along with reconstituting 

the oversight committee. If implemented, these changes would not immediately affect 

RDHAP practice, but might have unknown long-term effects on RDHAP practice. 

In 2007, two bills were introduced which would have improved access to oral health care. 

The bills would have permitted FQHCs to bill for services for FQHC patients when the 

services are delivered at locations other than FQHC sites.  If passed, the bills would have 

allowed FQHCs to contract with providers in designated offsite locations, such as migrant 

camps and homeless shelters.  However, one bill has been suspended in the Senate 

Appropriations Committee since summer 2007, while the other has been inactive since 

January 2008.vii 

Also in 2007, a bill passed which will require COMDA licensees, including RDHs and 

RDHAPs, to report information regarding their specialty board certification and practice 

iv Cal. Business & Professions Code §1766 (AB 2818 (2002, Aanestad)); “RDH Licensure by Credential,” 

COMDA (2007), http://www.comda.ca.gov/rdhlbc.html. 

v SB 1472 (2006, Figueroa). 

vi SB 534 (2007, Perata). 

vii AB 363 (2007, Berg); SB 400 (2007, Corbett). 
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status upon initial licensure and subsequent applications for renewal.  The information will be 

posted on either COMDA’s or the Dental Board of California’s Internet Web site.  Moreover, 

licensees will be permitted to report their cultural background and foreign language 

proficiency upon licensure renewal. viii  The new law will not directly impact RDHAP 

practices. However, the tracking of the dental workforce may assist the State in pinpointing 

dentally underserved populations. 

Examination of Legal Requirements for RDHAP Practice 
RDHAP practice is bound by a set of requirements.  The first is a condition of practice (see 

form in Appendix 1).  Under the California Code of Regulations, prior to the establishment of 

independent practice, an RDHAP must provide the Dental Board of California with 

documentation of an existing relationship with at least one dentist for referral, consultation, 

and emergency services. ix  However, the Code of Regulations does not define “existing 

relationship.” The minimum standard for the relationship is therefore ambiguous. The 

standard for the circumstances that warrant “referral, consultation, and emergency services” is 

similarly vague.   

Thus, to provide a frame of reference, we examined the nature of other legally-mandated 

relationships in the medical community, specifically, between physicians and 1) nurse 

practitioners (NPs);x 2) certified nurse midwives (CNMs); 3) physician assistants (PAs);xi 4) 

direct entry midwives; xii and 5) public health nurses.26  We also found similar legally-

mandated agreements between hygienists and dentists in other states, particularly in public 

health settings where the hygienists may work without dentist supervision if “a stipulated 

standing order and protocol” is in place.26 

viii Cal. Business & Professions Code §1715.5 (AB 269 (2007, Eng)). 

ix Cal. Code of Regulations §1090.1. 

x For an example of an NP agreement see http://www.rn.ca.gov/pdfs/regulations/npr-b-20.pdf
 
xi For physician assistants, the relationship requires a delegation of services agreement, which explicitly sets out 

the type of procedures delegated, consultation requirements, practice setting/sites, and emergency specifications. 

(see Sjoberg 2002)

xii For the legal code outlining direct entry midwife requirement http://www.leginfo.ca.gov/cgi-
bin/displaycode?section=bpc&group=02001-03000&file=2505-2521
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The mandated relationship between an RDHAP and a dentist is unique in many ways.  First, 

the relationship is required even for procedures that are already within RDHAP scope of 

practice. Second, other non-physician professions are not required to maintain such 

relationships as a condition of licensure. Rather, mandated relationships between physicians 

and non-physicians generally must be maintained only where the non-physician intends to 

provide services beyond his legal scope of practice. 

Table 1: Comparison of Professional Practice Agreements in California 

 Supervision 
Requirement 

Expanded Duties Agreement Type Institutional Role in 
Agreement 

RDHAP No No Documented DDS 
Relationship  

No 

Public Health 
Hygienists 

Yes-General No Standing Orders Yes 

Direct Entry 
Midwife 

No No Referral Agreement 
with MD 

No 

Nurse Practitioner No Yes Standardized 
Procedure 

Yes 

Certified Nurse 
Midwife 

No Yes Standardized 
Procedure 

Yes 

Physician Assistant Yes - Direct Yes Delegation of 
Services Agreement 

Yes 

Public Health Nurse No No Standardized 
Procedure 

Yes 

Registered Nurse No No Standardized 
Procedure 

Yes 

For example, the “Standardized Procedure” legally permits NPs and CNMs to perform 

functions which are considered the practice of medicine. These procedures must be developed 

collaboratively by nursing, medicine and administration in the organized health care system 

in which they practice. xiii  They do not need any agreement with a physician to perform duties 

within their nursing scope of practice.  

The PA-physician agreement constitutes a formal delegation of medical duties from the 

supervising physician to the PA. The supervising physician must be available in person or by 

electronic communication whenever the PA is treating patients.  Therefore, the physician need 

not be onsite at all times.26  The mandated relationship between direct-entry/lay midwives and 

xiii Regulations can be found at http://www.rn.ca.gov 
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physicians is more analogous to that between RDHAPs and dentists.  Both groups must 

maintain a relationship with a medical provider in the event of unforeseen circumstances. 

However, the two groups differ with regard to education and training.  Midwives are trained 

“on the job” to provide services entirely outside of the medical model.  The sole purpose of 

the mandated midwife-physician relationship is therefore to provide pregnant patients with 

emergency medical care in case a life-threatening need arises.  RDHAPs, on the other hand, 

must maintain relationships with dentists for referral and consultation in addition to 

emergency situations. 

The mandated relationship for RDHAPs is also unique because such agreements between 

physicians and other non-physician providers are typically overseen by the medical institution 

in which they practice, such as a hospital or a clinic.  Since there are few major “dental 

institutions” or hospitals with dental departments, the mandated RDHAP-dentist relationship 

is, in practice, really an agreement between two individual providers, with no organizational 

support to ensure standardization, good-faith and fairness.  

While unique in many ways, the RDHAP is similar to other providers in that it has Standards 

for Clinical Dental Hygiene Practice. These standards guide professional practice both in the 

“provider-patient relationship” as well as the facilitation of “implementation of collaborative, 

patient-centered care in multi-disciplinary teams of health professionals.”(p3) These standards 

hold providers accountable to all local, state and federal statutes and regulations over their 

scope of practice.27 

The prescription requirement is a separate provision that limits RDHAPs ability to freely 

practice under their scope. As discussed, a patient must obtain a dentist or physician 

prescription for dental hygiene services if the patient seeks treatment from an RDHAP 18 

months or more after the first RDHAP visit. This is unique in that most restrictions requiring 

a prescription of one provider to another are for specialty care, not for primary preventive 

health care services.  

Finally, many RDHAP practices are with the elderly so federal and state laws regarding dental 

care in nursing homes affect them.  Under federal law, nursing homes and skilled nursing 
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facilities are required to “assist residents in obtaining routine and 24-hour emergency dental 

care.” xiv  Under California law, “arrangements shall be made for an advisory dentist to 

participate at least annually in the staff development program for all patient care personnel 

and to approve oral hygiene policies and practices for the care of patients."xv  Further, “[i]f [a] 

service cannot be brought into the facility, the facility shall assist the patient in arranging for 

transportation to and from the service location."xvi 

Significant confusion has arisen among nursing home administrators, RDHAPs and dentists 

over the interpretation of these laws.  For example, most facilities comply with the regulations 

by contracting with a dental provider (usually a Denti-Cal provider) to meet patients’ dental 

needs. Because these contracts are not specifically required by law, their scope and reach are 

often unclear. For instance, a large percentage of RDHAPs are developing their practices in 

nursing homes, providing on-site preventive care and education, and referring restorative 

treatment needs to a dentist. However, many dentists with whom the nursing homes have a 

contractual relationship assume that the relationship grants them exclusive authority to 

provide dental care to the nursing home patients (which the law does not require), and have 

sought to have the RDHAPs removed from the homes. This is causing much frustration for 

nursing home administrators who want to both provide on-site preventive care as well as have 

a dentist available for treatment needs but who are told they may only have the latter if they 

deny the former.  

Legislative Summary: Impacts on Access to Care 
In summary, any legislation regarding dental hygiene education, training, licensure, scope of 

practice, or reimbursement mechanisms may impact the practice landscape of RDHAPs, and 

consequently, their ability to improve access to care.  Neutrally-worded legal provisions can, 

in effect, constrict the profession’s practices.  Policy-makers should thus consider potential 

impediments to access that may follow from seemingly innocuous proposals, such as 

proposals to “restructure” reimbursement schemes. 

xiv 42 CFR Ch. IV (10-1-01 Edition) p. 528-29, section 483.55 Dental Services 

xv Cal. Code of Regulations §72301. 

xvi Id. 


13 




 

 

 

 

 

                                                 
  

  
 




The restrictions placed on the RDHAP profession are the result of a political compromise that 

allows for independent hygiene practice in exchange for improving access to dental care for 

underserved populations in California.  Legislators understood that permitting RDHAPs to 

practice independently was imperative to meeting this goal because RDHAPs often practice in 

communities where few dentists practice and few dentists accept Denti-Cal.  Logically, 

therefore, the more ties RDHAPs are required to maintain with dentists, the more constrained 

RDHAPs will be from reaching the underserved. 

Contrary to original legislative intent, many recent proposals have sought to restrict RDHAPs 

from full independent practice, inevitably creating barriers to access.  Policy-makers should 

instead focus on the purpose of RDHAP profession – to improve access to dental care.  The 

profession’s capacity to improve access is inherently tied to reimbursement policies for 

treating the underserved, including the elderly and developmentally disabled.  Legislators may 

therefore want to consider expanding public financial support structures for RDHAPs.   

Profile of the RDHAP Workforce 
The results from the 2005-2006 UCSF Statewide Survey of Dental Hygienists in California 

provide a baseline understanding of who is choosing to enter this licensure category and what 

kind of work they are doing. 5  The RDHAP workforce, while still small in numbersxvii, is 

distinct in many important ways. First of course is its very existence. Dental hygienists have 

been working to expand their scope of practice and reduce their supervision requirements for 

over twenty years. California was one of the first states to allow a pilot of independent 

practice and subsequently legislatively enact this new category of provider.19 The following 

section describes the overall profile and practice characteristics of the 119 RDHAPs in 

comparison to the 11,083 RDHs in the workforce as of 2005-2006. 

xvii The survey included 119 RDHAPs as of September 2005. As of September 20, 2007, there were 202 
individuals ever licensed as an RDHAP in California, and 196 active licenses (Personal Email Communication, 
Elizabeth Ware, Executive Officer, Committee on Dental Auxiliaries, September 20, 2007). 
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Demographics 
In many ways, the RDH and RDHAP workforce are alike given that RDHAPs are a subset of 

the RDH workforce. The age distribution of the two groups is similar, as are the marital status 

and gender distributions. 

Table 2: Comparison of Workforce Demographics 

RDHAP RDH 
Age Distribution 

18-30 
31-40 
41-50 
51-65 

65+ 

5% 
22% 
31% 
41% 
2% 

7% 
26% 
33% 
32% 
2% 

Marital Status 
Single 

Married/Partner 
Divorced / Separated / Widow 

15.0% 
64.5% 
20.6% 

13.6% 
72.5% 
13.9% 

Gender 
Male 

Female 
3.7% 

96.3% 
2.5% 

97.5% 
Underrepresented Minority** 

African-American, Hispanic, Native 
American* 

21% 9% 

*Statistically significant differences 
** Reported together due to small sample size 

There are some significant demographic differences, with RDHAPs more likely than RDHs to 

be from an underrepresented minority group (African American, Hispanic, Native American), 

more likely to speak a foreign language (35% vs. 27%), and less likely to have children living 

at home (41% vs. 55%).  

Education 
The RDHAP workforce is required to have a baccalaureate (or equivalent) education as a pre-

requisite for licensure. Hence, RDHAPs are more likely than RDHs to have a bachelor’s 

degree or above (70% vs. 48%). RDHAPs who participated in the original Manpower Pilot 

Projects (HMPP #139 & #155) were not required to be baccalaureate educated. RDHAPs are 

equally likely as RDHs to have been educated in-state (78% vs. 77%).    
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Clinical practice 
Many RDHAPs reported that they are maintaining a traditional RDH job in addition to 

developing their RDHAP practice. Therefore, the clinical practice data we collected cannot be 

used to specifically distinguish the clinical work of an RDH vs. an RDHAP. In spite of this, 

we can make some general observations about practice differences between the two groups. 

First, RDHAPs work a half day more per week on average (3.8 days) than the average RDH 

(3.4 days). They reported significantly greater difficulty finding an acceptable salary range 

(18% vs. 11%) and/or benefit package (23% vs. 14%) when last looking for work. xviii 

RDHAPs did not report a significant difference from RDHs in difficulty finding work, 

opinion of the supply of RDHs in the state, or years they intended to work.  

Table 3: Comparison of Clinical Practice Experience 

RDHAP RDH 
Difficulty Finding Work 

None 
Some Difficulty 

Difficult 
Extremely Difficult 

77.5% 
13.5% 
7.9% 
1.1% 

78.3% 
16.8% 
3.5% 
1.4% 

Opinion of RDH Supply 
Too Many 

Adequate Number 
Not Enough 

18.4% 
62.1% 
19.5% 

12.1% 
67.5% 
20.4% 

Years Intending to Practice 
<2 

2-5 
6-10 
10+ 

6.6% 
11.0% 
36.3% 
46.1% 

4.1% 
16.7% 
30.4% 
48.5% 

*no statistically significant differences in these categories 

Patient Populations 
RDHAPs and RDHs reported similar numbers of patients per day (8.5 and 8.4 respectively) 

and similar racial, ethnic and age breakdowns of their patient populations. The only category 

showing a statistically significant difference is the 0-1 year olds, however the percentages 

were extremely low. RDHAPs reported a slightly higher percent of patients (3.5%) they had 

difficulty communicating with due to language barriers than did RDHs (1.9%), however the 

xviii Respondents did not differentiate whether this was when last looking for a traditional RDH job or when 
looking for work as an RDHAP. Therefore, it may reflect a difficulty with traditional practice that would have 
been an impetus to become and RDHAP, or could reflect difficulty establishing RDHAP practice. 
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differences were not statistically significant. The largest differences in patient populations 

between the RDHAPs and RDHs were those considered medically compromised, 

developmentally disabled, mentally ill and having a behavioral management problemxix . 

 Table 4: Comparison of Patient Characteristics 

RDHAP RDH 
Age of Patients 

0-1* 0.6% 0.1% 
2-5 5.0% 4.2% 

6-17 12.3% 12.3% 
18-64 61.2% 61.8% 

65+ 21.3% 21.3% 
Race/Ethnicity of Patients 

African-American 5.6% 5.8% 
American Indian 0.9% 1.4% 

Asian/Pacific Islander 6.9% 8.4% 
Hispanic/Latino 18.0% 15.0% 

White 67.2% 67.3% 
Other 2.4% 2.4% 

Special Needs Patients 
Medically Compromised* 25.8% 16.8% 
Developmentally Disabled 4.7% 2.9% 

Mentally Ill* 5.6% 2.6% 
Behavior Management 2.6% 1.4% 

*Statistically significant difference 

Practice Characteristics 
There are quite a few differences in the practice characteristics of RDHAPs and RDHs. 

RDHAPs are more likely to work at multiple sites but for fewer clinical hours on average, 

across all sites than an RDH (31.8 hours vs. 34.6 hours per week).xx 

Work settings of RDHAPs are much more diverse than for RDHs, with 24.5% of their 

reported practice sites being something other than a private dental practice, compared to 2.5% 

of RDHs. 

Figure 3: Work Settings of Clinically Active RDHs in California 

xixThese data are reported for all their patients across all their practice sites. They do not distinguish which 
patients are in their “RDHAP” practices versus those in a traditional RDH practice.  
xx These data differ from the total hours worked data reported above in that the question was how many hours 
you work at each individual site. RDHAPs are working many hours either in independent practice or doing other 
activities, so while their weekly practice site hours are fewer, their total weekly hours are greater.  
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The practice type (general practice, pediatrics, endodonics, etc) of the practices they are in do 

not vary significantly, except for among “other” types of practices, indicating that for those 

that continue to work as an RDH, they continue to mirror their peers in work patterns, but as 

an RDHAP they are in alternative settings. This pattern is further elaborated as RDHAPs 
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report being employed for one or two practice sites, but self-employed for a second or third. 

No RDHs reported being self-employed. Significantly more RDHAPs reported they had a 

contract for their second (40.0% v. 19.4%) and third (62.5% vs.12.0%) practice settings than 

did RDHs. 

Table 5: Comparison of wages, benefits and health care consultations 

RDHAP RDH 
Benefits 

Continuing Education 45.7% 52.4% 
Dental Care/Coverage* 51.1% 64.8% 

Disability Insurance 10.9% 7.3% 
Medical Insurance 25.0% 26.7% 

Paid Liability/Malpractice 9.8% 5.9% 
Paid Sick Leave* 12.0% 20.4% 

Paid Vacation 45.7% 48.8% 
Production Bonus 25.0% 29.0% 

Paid Professional Dues 5.4% 2.8% 
Retirement/Pension Plan 35.9% 35.4% 

Hourly Wage 
Practice 1 $46.47  $45.63  

Practice 2*  $48.22   $45.52  
Practice 3*  $52.19   $45.06  

Average Wage - All Practices*  $50.73  $45.28 
Consultations 

Dental Specialist 46.7% 52.6% 
Physician* 57.6% 47.4% 

Physician Assistant* 14.1% 4.5% 
Nurse Practitioner* 14.1% 5.1% 
Registered Nurse* 18.5% 6.0% 

Nutritionist* 8.7% 2.1% 
Other* 12.0% 3.7% 

None 26.1% 28.2% 
*Statistically significant difference 

RDHAPs reported higher hourly wages across practice sites than RDHs did ($50.73 vs. 

$45.28)xxi. The benefits reported by RDHAPs and RDHs varied significantly in two categories. 

RDHAPs reported less coverage for dental benefits and paid sick leave.  A significantly 

greater number of RDHAPs reported consultations with non-dental professionals in the care 

of their patients. Finally, there were no differences between the two groups in the number of 

years worked at each practice site.  

xxi This is not the wage reported for their AP practice, rather the average of the wage they reported at each 
practice site, one or more of which may have been a private practice.  
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Scope of work 
An RDHAP may perform any preventive or therapeutic duty that an RDH is allowed to 

perform under general supervision.  We found differences in the distribution of work done 

within this shared scope of practice between the two groups. Table 6 reports the average 

percent of procedures in each category done by group. Each category encompasses multiple 

procedures. On average, RDHAPs were performing a greater mix of procedures in each 

category than were RDHs. As well, RDHAPs, while working an equivalent number of patient 

care hours per week, were spending significantly more hours in administration, public health 

and other categories of work than were RDHs. 

Table 6: Comparison of Scope and Hours of Work 

RDHAP RDH 
Scope of Work Average Percent of 

Procedures in 
Category Reportedly 

Done in Practice 

Average Percent of 
Procedures in 

Category Reportedly 
Done in Practice 

Diagnostic 73% 68% 
Preventive 87% 82% 

Therapeutic 94% 92% 
Restorative* 16% 8% 

Surgical 41% 37% 
Cosmetic 23% 13% 

Weekly Hours Worked 
Patient Care 22.91 23.33 

Administration* 2.20 0.77 
Public Health* 1.88 0.11 

Teaching 1.38 0.35 
Research 0.01 0.02 

Other* 1.26 0.20 
*Statistically significant difference 

Job Satisfaction 
Both RDHAPs and RDHs report high levels of job satisfaction (4.16 and 4.12 respectively on 

a 1-5 scale, 5 being greatest). However, they differ in what factors contribute to their job 

satisfaction. The top items contributing to RDHAP satisfaction are “Respect for Abilities”, 

“Sense of Accomplishment” and “Professional Growth”. The top items contributing to RDH 

job satisfaction are “Respect for Abilities”, “Sense of Accomplishment”, and “Working with 

People”. The items where there was significant difference between the groups, with RDHAPs 
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rating the factor higher than RDHs, were “Opportunity for Advancement”, “Professional 

Growth”, “Variety of Responsibility”, and “Autonomy”. 

Comparison of Importance of Elements of Job Satisfaction 
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Opinions on Professional Issues 
Survey respondents were asked to personally agree or disagree with a set of statements about 

professional issues. There was a statistically significant difference on answers to all questions 

between RDHs and RDHAPs. A much greater percentage of RDHAPs think access to care is 

an important issue and express a personal desire to work with underserved patients and 

communities. In addition to significant differences in opinion on the major issues facing the 

profession, 78.8% of RDHAPs report being a member of their professional association, vs. 

36.1% of RDHs. 
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Table 7: Comparison of Professional Opinions on Hygiene Practice 

RDHAP RDH 
Professional Issues* Percent Agreeing Percent Agreeing 

Would like Self Employment without Supervision 95.9% 39.1% 
Would like General Supervision Only 91.8% 69.5% 

Would like Prescriptive Authority 94.9% 64.8% 
Would like to do Restorative Procedures 70.4% 40.1% 

Is Not Practicing to Full Extent 59.0% 34.5% 
Thinks Current Environment Good Fit 87.4% 93.9% 

Would like to Work Outside Dental Office 95.8% 49.8% 
Would like to be Directly Reimbursed 88.4% 28.1% 

Desires to Work with Disadvantaged Patients 88.7% 31.9% 
Desires Work with Underserved Community 77.1% 30.0% 

Thinks Improving Access  is Important 94.9% 66.5% 
Thinks Current Regulatory Structure is OK 16.5% 58.0% 

Would Agree to License Fee Increase for Self-Regulation 94.7% 56.7% 
Would like to Interact with non-Dental Health Providers 95.8% 67.3% 

Would Have Liked Loan Repayment Option 69.5% 51.9% 
Would be part of Volunteer Emergency Registry 81.3% 53.7% 

Is Interested in Job in DH Administration or Education 79.4% 57.6% 
*Statistically significant difference in all categories 

Non-Traditional Practice 
Consistent with their scope of practice and restrictions on work settings, RDHAPs are 

significantly more likely to work in non-traditional settings. These are defined as any practice 

site that is not a private dental office or clinic. RDHAPs were more likely than RDHs to 

provide services in a non-traditional setting under general supervision of a dentist or other 

employer (67.0% vs 9.8%), to work unsupervised in a public health program (25.0%  vs. 

1.4%), and to desire to work in a non-traditional setting in the future (88.8% vs. 23.6%).  Of 

those hygienists working in a non-traditional setting, RDHAPs are more likely than RDHs to 

be compensated by patients (60.8% vs. 3.5%), and less likely than RDHs to be compensated 

by an employer (20.3% vs. 32.3%). They are equally likely to be compensated by the 

institution they work for (33.8% vs. 34.0%). 

Both RDHAPs and RDHs report personal satisfaction as the number one reason for choosing 

to work in a non-traditional setting. However, RDHAPs report different additional reasons for 

choosing a non-traditional setting than do RDHs. Overall, RDHAPs were more likely to feel 
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an alternative setting provided more challenge, flexibility, salary, professional standing and 

intra-professional contact than were RDHs. 

Figure 5: Factors in Decision to Work in a Non-traditional Setting 

Factors in Decision to work in a Non-traditional Setting 
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RDHAP Workforce Profile Summary 
These results are important in that they document the baseline practices against which the 

future characteristics of the profession can be measured. The RDHAP workforce is being 

educated and licensed to work independently with the goal of increasing access to care for 

underserved populations and communities. The survey results show that RDHAPs take this 

role seriously and are in fact fulfilling their mission in these preliminary stages of practice 

development. As a group, RDHAPs are more educated and diverse than RDHs. They are also 

more active in the labor market, work longer hours per week with more administrative time, 

and more likely to consult with other health care providers than are typical hygienists. As well, 

RDHAPs are more likely to see special needs patients, provide a broader range of services 

within their scope, work in non-traditional settings, and express a commitment to professional 

growth, improving access to care and providing services to underserved populations and 

communities. 
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It is essential to understand that this professional model is evolving rapidly, so the results 

presented here reflect the experiences of the first several cohorts as of 2006.  Today, in 2008, 

there is almost double the number of RDHAPs, so their practices may have evolved. What is 

unlikely to have changed is the profile of the larger RDH workforce from which RDHAPs are 

drawn. 

The RDHAP Experience 

To explore the evolution of RDHAP practice, I interviewed a variety of RDHAP providers. 

The interviews focused on understanding the experiences RDHAPs are having setting up their 

practices, developing their business models, and providing services. While the development 

of alternative practice has been many years in the making, the RDHAP as a practicing 

provider is new to the dental care marketplace. Understanding what successes and barriers the 

new RDHAPs are encountering in finding employment and/or establishing practices with 

underserved communities will shed light on the oral health care landscape in these 

communities and identify ways to build on the expansion of access to dental care they have 

begun. 

Pressing Practice Issues: 2005-2006 
In 2005-2006 RDHAP respondents to a statewide sample survey indicated concerns in three 

areas. The first concern was the impact of structural issues arising from the regulatory, fiscal 

and administrative environment in which they work. The second concern was the business 

aspect of their work. The final concern was professional issues that both advance and hinder 

their practices. I structured my interviews around these themes and found that RDHAPs felt 

that while improvements had been made in the intervening years, many challenges remained. 

In the following section, I report on the main findings from my interviews with RDHAPs. I 

group these findings into four sections: a) motivations for practice, b) patient populations, c) 

business challenges and d) structural conditions. Responsibility for the interpretation of their 

statements is my own. However, whenever possible I try to use the RDHAPs’ own words, so 

the reader may understand the experience of an RDHAP from their own perspective.  
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RDHAP Motivations to Practice 

“To do things well it takes much effort and hard work. This whole vision takes a special 
person, not all hygienists would do this work.” 

The RDHAP workforce is engaged in independent dental hygiene practice that is limited to 

underserved communities. Entrants into the field tend to be experienced, innovative and 

sincerely motivated to increase access to dental care. 

“I think you really need to be a dynamic dental hygienist, a go-getter, seasoned, able to 
handle any situation.  I really enjoy it.” 

RDHAPs reported many attractions to their type of practice. The rewards of being able to 

serve patients in their communities, and the sense of accomplishment from building their own 

unique practices, were the two most common themes.  

“I think it's people who have always worked with developmentally disabled, always worked 
with the elderly population, always worked in the schools. All of us had some extended 
involvement with the community outside of just working for three days, five days a week in a 
regular dental practice. We all were involved in a different capacity, and I think that's what 
this program attracts is people who really, sincerely want to help. It's not a money thing.”  

RDHAPs feel their practices provide opportunities for teamwork and collaboration with 

medical and dental providers not normally afforded to a dental hygienist in a private 

practicexxii. The work itself, while challenging, is also interesting, rewarding, and needed in 

the community.  

”There’s enough business out there for all of us. I mean, I could work 24 hours a day 7 days a 
week and still not fill the void.”  

The RDHAP provides a career opportunity for hygienists who are dissatisfied with private 

practice, allowing them to remain in the profession, but in a new capacity. Hygienists seeking 

alternative practice have expressed frustration with being bound to a private practice model 

that does not afford full employment or professional advancement for hygienists and where 

job conditions, security and satisfaction depend more on the quality of the interpersonal 

relationship with a dentist than the on the quality of their work.   

“I have worked 20 years full time and have no pension plan or benefits to show for it, and 
certainly no respect. The dentist expects much but gives little. As an RDHAP I have become 
partners with a dentist who provides mobile services. I will not work for him, but with him.” 

xxii As shown in Table 5, RDHAPs are two to three times more likely to collaborate with a non-dental health care 
professional than an RDH.  
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Hygienists also expressed dissatisfaction that within a traditional dental practice they are 

unable to provide the quality of services they want to provide, and work with the special 

populations in their communities they know need care. 

“Our population was getting booted left and right out of dental care because of behavior 
issues. Many of our federally qualified health centers, our safety net clinics, are so busy 
putting out fires they don't have time for behavioral support and behavioral management.  So 
many of the patients that I was seeing to route into care – there was no place to route them.  It 
was a frustration for me. I even went to work at a community clinic so I could see – I took a 
job for a lot less money in a clinic so that I could actually provide good preventive hygiene 
care to these patients because I saw the need.” 

In sum, the interviews showed that while each RDHAP has a unique and personal motivation 

to do the work they do, they share a commitment to working with underserved patients in a 

model of care delivery responsive to patients as well as personally and professionally 

satisfying. 

RDHAP Patients and Communities 
Central to any assessment of access to care is the question of “for whom.” The law specifies 

which communities and institutions may be served by RDHAPsxxiii. The particular situation of 

individual providers is unique and specific to the communities in which they work and live. 

RDHAPs take the mission to work with vulnerable and marginalized populations seriously. 

The patients they are reaching out to, for the most part, have been neglected by the dental care 

system. This is particularly true of the homebound and institutionalized frail elderly patients 

for whom many RDHAPs provide care. 

“The hygienists in my office, they in no shape, way, or form want to do this. One girl said, "I 
don't know how you could do that." But these patients are just like you and I -- they just 
haven't been seen in a while. There's a person attached to those teeth. She just thinks it's all 
yucky. But we've all seen that yuk. We just don't see it as much in private practice. Maybe 
once a month we'll get somebody who hasn't been -- or once every couple of months we'll get 
somebody who has not been seen in years. Where as, opposed to this, it's just daily.” 

xxiii Defined as (1) Residences of the homebound. (2) Schools. (3) Residential facilities and other institutions.  
(4) Dental health professional shortage areas. The specific populations they received training to treat are 
geriatric, pediatric, developmentally disabled and medically compromised patients. B&P Code 1073.3 (e)(1)(c). 
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Medicare does not provide dental benefits for the elderly population, adding dental disease to 

the already heavy burden of multiple health problems many older people shoulder. In nursing 

home and long-term care settings, dental health is usually neglected. Few dentists attend to 

the preventive health care needs of nursing home residents, and the nursing and medical staff 

in these homes is minimally trained in the provision of oral health care.  One RDHAP who 

specialized in nursing homes provides a particularly graphic example of the implications of 

this neglect: 

"They don't even know what's wrong with him and why he smells. But they're thinking maybe 
it could be his teeth because they kind of know nobody's really taken care of it. And when we- 
I had a nurse with me. I said, "Will you just open his mouth for me?" I took a picture, and 
there's blood everywhere. And there's no caries. It's just, you know, deep sub and no saliva, 
and the smell. The other nurse wouldn't come with me – but the RN wanted to come, and we 
finally put him on some medication. And then I had a nurse holding his arms. I asked the 
doctor yesterday what would be better. I would like something that is a little -- he doesn't want 
to flail like that, but it's involuntary. And so we've cleaned his teeth three times now, you know, 
gotten in there. And there are other cases like that. I think that, you know, you'll find degrees 
of that statewide. So the advent -- and I love this part too -- the advent of the RDHAP has 
opened a can of worms. Not only were these people underserved, they were underserved even 
when they were being served.” 

RDHAPs report that they are choosing to focus on the people who need the most care in their 

communities. The homebound and institutionalized elderly population is often one of these 

underserved groups. 

“We are there to provide services and to make these people have a sense of dignity and care 
because they are basically forgotten. Nobody wants to take care of their dental needs. Some of 
these people have been going to the dentist for years and then they get into a situation where 
they’re in a nursing home and all of that is gone.” 

The following list of the populations RDHAPs report working with is representative of the 

type of underserved communities the profession is reaching out to: homebound and 

institutionalized elderly, migrant farm-worker families, pregnant women on Denti-Cal, rural 

school children, developmentally disabled children and adults, wards of locked state 

institutions, and low income rural and urban families. Although they are unable to provide the 

restorative care their patients need, the preventive interventions they provide are making a 

difference for their patients. RDHAPs are creating accessible preventive dental services where 

none existed before, and improving the health of these communities in the process.  
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“I think that we have accomplished a lot with our fluoride varnish program, and we're talking 
about a rural area with limited access to care. I have seen children where literally people are 
living like squatters in a lot of these areas. It's just really sad. I see kids who are just filthy and 
never brushing yet the decay is arresting itself. I just last week, in two days, saw 137 children. 
Seven children that I actually saw that had caries three years ago still had not been treated. 
After treating them, none of them had pain. The tissue was healthy at those sites because the 
caries were arrested. It's just phenomenal. What we have seen from the program that we've 
done is just -- I honestly think if this kind of thing were adopted statewide it would just save 
taxpayers hundreds of thousands of dollars in restorative dentistry; it really would” 

A constant focus on the needs of communities and patients is a core value emphasized by 

RDHAP providers. Their practices engender a commitment to a patient-centered, consumer 

responsive model of care delivery. RDHAPs are dedicated to developing mechanisms for 

reaching out to patients and improving ways of managing care for patients with special needs.  

“Most of us that have gone in there are not looking at the business, but as an opportunity to 
go serve all these people and make a difference and help.  It's a helping vocation.  And it's 
really pronounced with the RDHAP.  Because this is what they really, really -- like once they 
get seeing these patients and they help these little ladies and the staff, they feel real good 
about what they're doing.  And that's real common in almost all of them.“ 

In sum, the RDHAPs I interviewed all described a high level of commitment to the patients 

they provide services and advocate for. RDHAP patients fall squarely in the standard policy 

definition of “underserved populations.” The number and diversity of their patients is 

emblematic of how many different people are unable to access services in the traditional way.  

The Business of RDHAP Practice 
RDHAPs are allowed by law to work independently in underserved settings. There are two 

ways to achieve this: they must either fill an existing position in an organization or develop 

their own business. RDHAP training programs (located at West Los Angeles College and The 

University of the Pacific) may devote a maximum of 25% of their curriculum to business 

development. Both programs cover business topics, and the WLAC program ensures that 

RDHAPs graduate with a business plan in hand.  As there are rarely RDHAP positions 

waiting for graduates, a business plan is essential to their success. A number of RDHAPs are 

currently enrolled in, or have already finished, formal education programs in various fields 

(public health, education, geriatrics, business) to help them succeed in their practices. In the 

following section, I outline the multitude of successes and barriers RDHAPs are having 

developing their businesses. 
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Practice Diversity:  The types of practices RDHAPs are developing vary as widely as the 

local populations they serve. Many RDHAPs continue to work part-time in a traditional 

hygiene practice as they develop their RDHAP business. Unfortunately, some 

dentist/employers, rather than seeing a partnership as an opportunity to improve community 

health, only see RDHAPs as competition. The result is that RDHAPs have been laid off from 

their hygiene job when their dental employer discovered they were attending the RDHAP 

program.  

RDHAPs grandfathered in from the original HMPP, or those who work in a Dental Health 

Professional Shortage Area (DHPSA), are able to set up an independent dental hygiene clinic. 

The more common business model is to set up a mobile practice and work in skilled nursing 

facilities, long-term care or residential care homes, schools, or public health clinics, or some 

combination of settings, as this hygienist does:  

“I work 2 days a week with elementary school children in a rural area conducting exams, and 
placing fluoride varnish applications and sealants. Two days a week, I treat patients at an 
FQHC facility. I work two days a week in my own practice, as well as many evenings. I 
incorporate my mobile practice within this two-day period.” 

RDHAPs offering preventive treatment in all of these settings report collaborating with 

medical and dental providers in their communities. Regardless, it continues to be challenging 

to find restorative treatment options for patients who are immobile (such as the 

institutionalized or homebound), or unable to pay (such as the poor uninsured and some of 

those covered by Denti-Cal). A hygienist working in a rural area with very few dentists and 

no Denti-Cal providers recounts: 

“The way I refer -- there's one gentleman in there. He had his last extraction -- he's had pain 
for the last two years. I went to my office and talked to my dentist about it -- my private office. 
He gave me a referral to the oral surgeon. I gave it back to nursing -- I made him an 
appointment. I went back to the social worker and said okay, I've got an appointment for him 
on this day. They gave the referral to his physician who has to write a referral. So he got to 
the oral surgeon. So I had to go a long way around…  some of these people aren't able to 
travel. They're bed-bound. To get them in a wheelchair and to get them on the bus and get 
them to a dental office, and then just sit there for hours on end -- because they're Medi-Cal, 
they're Denti-Cal. They're not going to -- they'll filter them in with the rest of their patients. 
Somebody needs to come in.” 

As this example shows, case management and developing referral networks are essential skills 

for RDHAP’s in practice, in addition to clinical work (hygiene services, sterilization, client 
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charting) and business development and administration (billing, marketing). In some settings 

such as a regional center (part of the department of developmental services), or a public health 

department, case management and program management are what RDHAPs are hired to do 

full time. In sum, RDHAPs have a diversity of practice types, as well as the option of 

diversifying across traditional and alternative practices to balance their personal, professional 

and client needs. 

The Logistics of Business: The logistical issues RDHAPs face in setting up their business are 

start-up costs, developing a record keeping system, creating a fee schedule and getting a 

provider number with Denti-Cal and other insurers. RDHAPs found these logistics to be the 

more tedious and frustrating aspects of developing their practices. Start-up costs for an 

RDHAP are far less than what would be required for a stand alone dental practice. However, 

most RDHAPs need a small business loan to get started as the mobile equipment costs about 

$25,000. Many providers do custom modifications to their mobile kits to make them more 

user and patient friendly. The dental equipment companies have reportedly been enthusiastic 

about working with RDHAPs; however, the equipment currently available is not entirely 

satisfactory, as one hygienist notes, 

“A friend of mine went out and purchased the equipment and then we thought, “Oh my 
goodness. This is heavy. This is too noisy; patients do not like all the noise. I find the mobile 
equipment quite cumbersome and am waiting for better equipment to be made available.” 

RDHAPs can set up their business as a sole proprietorship, or they may incorporate. They can 

work independently or contract as vendors with public and/or private health organizations and 

institutions. They need billing numbers, vendor numbers and malpractice insurance, all of 

which have been challenges to obtain. 

“We also had trouble getting malpractice insurance.  They don't know who we are and we 
have to send in COMDA.  Even though I've had malpractice insurance for years, especially 
being with a regional center, I had to send you know, all this paperwork. They don't even 
know.” 

If an RDHAP is employed by an organization (such as in a case management or public health 

program role) they may be paid as an employee. If working as a sole proprietor or corporation, 

an RDHAP may employ other RDHAPs and staff such as a receptionist or an unlicensed 
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dental assistant, but they may not employ a registered dental hygienist or any type of licensed 

dental assistantxxiv . 

RDHAP’s are billable providers of clinical services for all major public and private insurance 

plans, including Denti-Cal. Both RDHs and RDHAPs are now billable providers in FQHCs. 

Most RDHAPs report setting up their Denti-Cal provider number right at graduation, due to 

the paperwork and time needed to secure a provider number. RDHAPs can only bill as a sole 

proprietorship, causing some frustrations with differentiating individual and business income 

for tax purposes. RDHAPs can legally incorporate with IRS the same as dentists, but the code 

does not list an RDHAP corporation as billable xxv . Many RDHAPs noted struggles with 

getting payors to recognize them as providers, particularly payors located in other states 

where RDHAPs do not exist. However, many of the California-based insurers now have 

RDHAPs in their system, so new providers can more easily get set-up.  

Balancing payment sources and setting fees for private pay patients is an area of contention 

within the RDHAP community. RDHAPs expressed tension between what fees to charge in 

comparison with one another, in comparison to what they would make (and would be charged 

to the patient) in a private office, and in comparison to what patients they wanted to serve 

could afford. One AP states: 

“Financially I know I’m not charging as much as some of these other people I’ve talked to, as 
far as private home visits. I don’t know, I’m having an issue with what to charge.”   

While RDHAPs do not want to undersell their services they also realize that if they charge 

rates equivalent to a private dental office they will exclude the very people they are trying to 

help. Insurance companies have a set rate of reimbursement that varies by insurer and can 

change over time, adding another layer of complexity.  

In order to make their practices work financially, RDHAPs can balance the number of patients 

they accept from different payment sources and in different settings. A major concern 

xxiv Laws on the regulation of dental assisting have changed significantly as of January 1, 2008. New laws state 
an RDHAP may not supervise a licensed dental assistant. http://www.danb.org/main/statespecificinfo.asp#CA 
xxv Cal. Business & Professions Code §1775 (a) Responsibilities of RDHAPs & Welfare & Institutions Code 
Section 14132(q)(2) 

31 


http://www.danb.org/main/statespecificinfo.asp#CA


 

 

  

 
 

 

 

 

 

 

 

 

  
 

 
 




expressed by RDHAPs is the projected changes in Denti-Cal billing for services provided to 

elderly residents of nursing homes and long-term care facilities. The Denti-Cal program, in an 

attempt to emulate private insurance plans (none of which are designed to cover these 

populations) is proposing restricting the preventive work that can be done for the frail elderly 

and other at-risk populations. As one RDHAP put it: 

“Well that's not helping the patients at all.  And the presumed care is just going to be worse 
because eventually that means I really can't see patients more than once a year -- a Medi-Cal 
patient. And the beauty of RDHAP over the last five or six years is you can see them four 
times a year and give good, preventive care.  And it's amazing how well that has worked.  I 
mean, we have pictures of before and after of at how easy these people get to be as far as 
agreeing to the treatment and not being combative, and having the treatment done.” 

In sum, RDHAPs face many challenges in setting up their businesses, some of which are 

typical of any small business owner, and some of which are unique to the regulatory and fiscal 

environment of dental services. As RDHAPs become established some of these challenges 

may lessen. 

Marketing and Building Awareness: RDHAPs are a new provider in the field of dentistry and 

health care. A major part of the business development RDHAPs are doing is in marketing the 

services to their local communities. Much of this marketing is simply raising awareness in the 

dental and medical community, as well as with patients and administrators, as to what 

RDHAPs are, what they can do and what added value their services can bring. Many 

RDHAPs noted that “word of mouth” was the primary way they found clients. In 

communities or institutions where people currently are not receiving any care, the RDHAPs 

have been a welcome addition.  

“When I called her [the nursing home administrator], she said, "Where have you been all my 
life, you know? I didn't even know you did this." And I was in. And I'm still in.” 

Unfortunately, this outreach has not always resulted in positive attention, particularly from 

local providers who are determined to keep competition away from their dental practices. One 

frustrated RDHAP sums it up: 

“And I think that comes down to, again, the fight – who wants to fight the fight. If we market 
ourselves then someone is going to come out of the woodwork and come up against us. And I 
know a lot of hygienist APs have said this to me: “I'm working way down here on the radar 
screen for the purpose of that. I've already run into trouble.  I don't want to initiate it again.” 
And it's really unfortunate because there is such a thing as fair trade, you know?  And it is 
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unfortunate that we feel like we can't go out there and toot our horns and say, “Look, we're 
providing a wonderful service.”   

Negative responses have varied and several lawsuits against RDHAPs have ensued. One 

dental provider mailed notices to every patient in his practice “warning” them about a local 

RDHAP, and a mobile dental company faxed slanderous leaflets to nursing homes across the 

states “warning” them against hiring RDHAPs. These tactics have not succeeded in stopping 

RDHAPs from practicing, but have cost them time and energy – both of which they would 

have preferred to spend on care provision. 

Competition vs. Collaboration in the Business of Dental Care: The final business issue 

RDHAPs confront is how to develop a collaborative model of business practice within their 

communities when local dental providers view the RDHAP profession as competition. The 

business practice experiences of RDHAPs are contingent on the local community structure 

and resources, their prior relationships with other providers in the community, and the level of 

support from the institutions within which they work. One woman recounted how positive her 

experience had been: 

“Oh, no, he's [the local dentist] real supportive. He's not in the least bit -- he's been in 
practice for 30 some odd years and he's getting ready to retire. He thinks I'm doing a 
wonderful service. He's in no way threatened that I'm going to steal all his patients. Actually, 
he's going to be getting patients, from my referral… if I get this one residential care facility, 
one of our patients is there. I plan on giving her the option to see if they still want to take her 
there, and I'm definitely going to tell him about it. I'm not out to steal anybody's patients. I 
have not come across anybody who's been negative. I'm sure I will, but all the ones that I've 
talked to think it's a real good idea. They don't want to see these people -- the people in the 
nursing homes. They know they've been neglected. A couple of the dentists say how can you 
stand to do that? I've seen what their hygiene's like…” 

Despite some positive experiences, RDHAPs expect to encounter resistance, particularly in 

the nursing home arena.  A woman who had been providing care for nursing home residents 

for months describes the backlash:  

“So one day I come in, and the social services director says, "The dentist was here, and he 
yelled and screamed and swore at me that you were taking his patients." And I said, "Well you 
know that's not true. I'm just cleaning their teeth. And I swear to God, these teeth have never 
been cleaned before. So I'm really not -- " She goes, "I know that, but I don't know what to do, 
you know?" And I said, "Well, I don't know what you're supposed to do either." 
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This situation, unfortunately, is a common one, where providers at odds put patients out of 

options. Not only are RDHAPs losing the business they have developed, but patients who had 

been receiving regular preventive care return to being neglected.  

“And we're seeing this on a daily basis and new dentists are coming into the facilities or 
wherever we are and they're threatening the facilities and saying “If you let that RDHAP 
come in I will go away and you will not be able to fill your state requirement.”  So I think a lot 
of APs are not willing to walk away from that safety home of a dental office and employment 
to risk their whole entire – everything they've built for their twenty years in dentistry to have 
some guy come in and put them out of business after they've already invested $25,000 in 
equipment.” 

RDHAPs are very cognizant of their role and their mission. Given the restrictive nature of 

their practice, both in scope and community type, they do not see themselves as competing 

with dentists. RDHAPs feel very strongly that developing relationships with dentists willing 

to collaborate is essential to ensure the provision of restorative treatment to their patients. 

However, relatively few dentists take any sort of sliding fee, accept Denti-Cal, or work in 

nursing homes, hospitals or with disabled patients, thus restricting RDHAPs ability to get 

their patients the restorative dental care they need. This woman working with disabled 

patients describes a typical situation.   

“I have a young lady who had a stroke.  She's a respiratory therapist and she's got it made at 
this place. She needs a filling and she's in a huge wheelchair and she can't get to any dental 
office where I live in my community.  We need help with dentists for us to refer to once we're 
out there and that's a big – we need someone that cares to go out there and do that as well. “ 

In communities with an FQHC or some other safety net provider, RDHAPs find it easier to 

route patients to treatment than in communities with no dentist willing to provide this care. In 

this case the referral network can be divided between a dental clinic for low income people 

and a dentist who takes private pay, as this RDHAP describes: 

“Well, I have a Dentist who I work with at the FQHC, and then I have another general dentist 
who years ago I filled in for him… I actually contacted his office when I opened my practice 
and said, "Look, if I have patients that have private insurance or self-pay and I need to send 
them to somebody and they're not already established would you take these?" And he said, 
"Absolutely." And I'll tell you, I have sent hundreds of patients. His whole staff takes me out to 
lunch and they're like, "We just love the patients you send. They're healthy, they're educated." 

In other cases dentists are the ones motivated to find better ways to manage their patients and 

initiate collaboration with an RDHAP, such as illustrated in this story:  

“A dentist that I work for right now has five different facilities that he goes to and he needs a 
hygienist. And he doesn't want to do any of the cleanings.  So he talked to me and he said, 
“Why don't you go and take the course and get your AP?  I want to bring you in.  I'm going to 
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do the dentistry part, do the exams, do the restorations, and I want you to help me out.  We'll 
be in partnership and you do the cleaning.”   

The possible avenues for productive collaborations that benefit providers and patients are 

numerous, however they are still in the beginning stages. As the RDHAP workforce grows, a 

further transformation of care delivery focused on improving access to care for underserved 

populations in California can be expected. 

“I think it has a long way to go, but more and more dentists and the dentist communities in the 
different counties that I'm in are treating me more as a colleague rather than an auxiliary 
person. And I think once that is established, and again it's just a matter of time. “ 

In sum, there is no single career path for an RDHAP; the opportunities for practice are as 

diverse as the individuals and communities in which they live and work. Like any new 

business owner, RDHAPs face logistical issues and start-up costs. In order to succeed, 

RDHAP have developed unique and community-specific ways to practice. Given the small 

number of RDHAPs in the field, they face a considerable uphill battle in raising awareness 

among their colleagues, other health care providers, and the broader public, of the services 

they offer, while still fighting to overcome the historical negativity toward independent 

practice from within the dental community. RDHAPs have developed many positive, 

collaborative relationships with dental providers, organizations and patients from which there 

is great potential to transform access to care in their communities. There is a long way to go, 

and there are clearly major issues with the structural conditions of practice that impact 

RDHAPs ability to succeed.  

The Structural Environment of RDHAP Practice 
Much of the explanation for how any particular RDHAP practice develops can be linked to 

the motivations of the individuals who enter this practice, the strategies they develop to serve 

patients, and the business or employment opportunities that exist in their individual 

communities. What ties these strategies together into a common set of RDHAP practices is 

the structural environment in which they work, including the legal and regulatory framework, 

financing systems, other health care and social institutions, and the system of professional 

education. All RDHAPs share these common elements, although how they adapt within this 
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structure varies by community. Policy intervention at the state level can have an important 

impact on the components of this structural environment, and hence, the practices of RDHAPs.  

State Laws & Regulations: As outlined in the regulatory review section of this report, there 

are a number of state laws and regulations that impact practice;  who can be an RDHAP, how 

RDHAPs are trained, where an RDHAP can practice and under what conditions, what an 

RDHAP can do (scope), and who an RDHAP can bill. This regulatory framework was first 

codified with the establishment of RDHAP as a licensure category.  Since 1998, “clean up” 

legislation has been introduced and passed to address continuing issues as neededxxvi . 

The RDHAPs in practice feel there are still many details that need to be changed by the 

legislature in order for them to be able to provide more effective services to underserved 

patients. The prescription requirement is felt to be an unnecessary administrative hurdle, (it 

was noted that the medical and dental providers who must provide the “hygiene” prescription 

are many times annoyed at the administrative paperwork and do not understand why they are 

being asked for it), as is the documented relationship with a dentist as a condition of licensure. 

RDHAPs felt that the law places too many restrictions on their practice. They feel that they 

should be able to work in any setting, all consumers should have a right to their services, they 

should have the full scope of dental hygiene practice that they are licensed for, and they 

should be able to prescribe the necessary treatments and medications required to provide 

comprehensive hygiene care. Some in the public health community feel that an expansion of 

scope of practice to allow for a few basic restorative services would help RDHAPs better 

serve patients who have no way to get restorative dental treatment.  The rationale for these 

further modifications expanding the scope of what RDHAPs can do, as well as where they can 

do it, is to enable them to continue to build practices that are responsive and focused on 

serving the needs of their communities.  

Oversight of the hygiene profession is another issue RDHAPs feel passionately needs to 

change, and they favor instituting a mechanism of state regulation specific to hygiene.  

xxvi See Legislative Review Section for full history 
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“I feel that a board or a committee, or whatever you want to call it, is needed for oral hygiene 
for hygienists. This board should set the standards for hygienists and make sure they follow 
them to the best of whatever system we can develop. It's a tremendous policy issue.” 

The current regulatory requirements for RDHAPs are a means of consumer protection. State 

boards are the entity legally required to enforce these protections, not other health care 

professionals (such as employers). It is particularly problematic to have one profession with a 

stake in the terms of employment of another profession also to regulate that profession, as is 

the history in dental hygiene. Binding RDHAP (or RDH) practices to the dentist sets up a 

dynamic where political actions are focused on regulating the terms of employment under the 

guise of consumer protection or quality of care.  

“I think oversight is a big, big issue. And oversight for dentists stinks. Oversight for hygienists 
doesn't exist. If you think that the dentists are supposed to be providing oversight in the office 
are doing that when they don't even know what they're doing, you know, what the hygienist is 
doing, -- they don't allow us -- when I clean a person's teeth that has subcalculus and pockets, 
and we're not going to send them to the periodontist, I would like to see them in one month to 
see whether what I did worked. You cannot do that. So I have never been able to see the fruits 
of my own labor except when I go into the nursing home. It may not be economically feasible, 
but at least I'm learning whether or not I am actually producing –hygienists do not know what 
their outcomes are.” 

The Dental Board of California (DBC) delegates the licensing function of hygienists to 

COMDA, but the complaint and disciplinary functions rest with the Board. When requested, 

the DBC could not provide data that differentiated among the complaints filed against the 

different types of dental professionals the board regulates. Therefore reporting how RDHAPs 

compare to the other dental professions is impossible. 

“it's just absolutely important that a group who has a certain scope of practice be in control 
of that scope and be able to monitor their own licensees for the good of the public. And I think 
that's a tremendous issue. And how it has gotten to this point, you know, power and money 
speak a lot, but, you know, who's going to speak for the consumer down there and make sure 
that our own people are practicing to the extent that they promised to do.” 

The process of continuing to modify and improve the legislation and regulation surrounding 

practice is a contested area, with opposition lining up along the traditional division between 

dentistry -- which prefers to restrict the practice of other professions -- and dental hygiene -- 

that seeks to expand the scope and reduce the supervision requirements of their practice. Both 

professional groups acknowledge the problem this contentious history is causing when trying 

to move forward: 
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“I don't believe that the fear and feelings that dentistry needed to be threatened by what may 
happen with hygiene exists in any way to the degree that it used to. And I think with that has 
come a much greater openness to reacting with an open mind about alternatives. And whether 
they really do make the most sense for the patient, as opposed to whether it just is something 
that we like or hygiene likes. But is this going to be the best way to get care to patient.  If I 
ever see a day where leadership within hygiene and leadership within dentistry truly 
acknowledge the -- are actually respectful of one another's roles and approach discussions 
with an open mind and not in a fear-based way, I would say -- what that would do to really 
facilitate the collaboration would be tremendous.” 

Both representatives of the dental and hygiene associations that I interviewed see access to 

care as an important issue to address and acknowledge each other’s roles, however they 

continue to be unable to agree on a common strategy of action to address the problem. 

State Financing of Dental Care: A second area of structural constraint is the pubic financing 

mechanisms for dental care through Denti-Cal, Healthy Families and FQHC payment systems. 

These payment systems are essential for the patients that RDHAPs treat. Whether an elderly 

patient in a skilled nursing facility on Medi-Cal, or a migrant farm worker receiving treatment 

at a FQHC, or a pregnant mom trying to get herself and her kids’ dental needs addressed, 

these payment systems are essential to connecting underserved patients to the care they need. 

Ensuring that treatments and procedures that patients need are covered is of great concern to 

RDHAPs. The current financing system is inadequate, and what does exist is oriented to 

support private dental practices or clinics, not comprehensive preventive care. The 

vulnerability of these already fragmented and under-funded systems to political whims and 

budget negotiations is an area of serious concern. Indigent, medically compromised, or 

otherwise disabled patients must have, at minimum, a basic financing system to help them 

access both preventive and restorative dental care.    

The Health Care Environment and Care Delivery Systems: A third structural issue affecting 

RDHAP practice is the organizational environment of the care systems they work with. While 

RDHAPs are “independent” providers, this independence refers only to supervision by a 

dentist. In fact, almost all RDHAPs are working in some capacity within complex institutional 

setting such as schools, long-term care facilities, residential care homes, FQHC clinics, grant 

or state funded public health programs, state prisons or wards, hospitals, skilled nursing 

facilities and regional centers. Each of these institutions has its own set of rules, customs, 
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certification processes, payment and patient tracking systems, as well as administrative and 

professional staff. RDHAPs are new to many of these organizational environments, and are 

creating working relationships that must bridge a professional and institutional divide that has 

traditionally kept dental care separated from the rest of health care. 

As RDHAPs create new systems of integrating dental services into these institutions, it will be 

inevitable that rules and regulations will need to adjust to accommodate a new set of services 

and interactions. RDHAPs can help reformulate guidelines to make sure patients are not 

neglected and that health outcomes, not simply regulatory checkboxes, drive the decisions 

care givers and administrators make, as this AP explains: 

“The MDS report is the guideline the nursing homes follow for the health of the patient.  On 
admission, within the first 14 days of admission, all of these different things -- their diet has 
assessment, and if they can't feed themselves.  If they can walk.  If they need assistance in their 
bowels, or anything. And there is supposed to be a dental assessment within the first 14 days 
of admission. And that has never been done.  I've never seen it done.  Not since I started. And 
then if they haven't been to the dentist within the last six months, they are supposed to have a 
dental exam. And then every year thereafter.  The MDS report on oral care should be 
extended in the dental category.  The dental hygiene should be separate from hygiene care.  It 
should not be whether they shaved that day and washed their hair and brushed their teeth.  
Dental care should be separate.  It should be its own separate part in the MDS report.” 

As RDHAPs gain more experience working across a variety of settings they will be a valuable 

resource for administrators and policy makers for their insight in how to incorporate oral 

health into institutional care delivery systems. Those who are working with homebound 

patients can be a source of referral for all sorts of services these homebound patients may 

need. RDHAPs have a skill-set of prevention-oriented dental care that is transportable across 

care delivery settings. This allows them to play a facilitative role in community health, adding 

value far beyond just the hygiene services they provide. In this example, an RDHAP describes 

how she helped severely disabled adults achieve better dental health: 

“They're wards of the state, and they're disabled adults who can't live anywhere else; in group 
homes, or in their own home.  They've tried everything.  And they're really severe cases.  I 
mean they are a danger to themselves and others.  And they didn't want any part of going to 
the dentist. And they started this project with my practice in this one state developmental 
center so that -- too see how well it would work because they still have to take them out to the 
dentist somewhere. But by me being there, I'm there once or twice a month and I see as many 
people as I can that day, and we've got them all cleaned up, and they all now come in and sit 
down and open their mouths and we have a good time.  And then when they go to the dentist, 
they're very good patients.  They'll sit and have their work done.” 
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In sum, working across a variety of institutional and organizational settings in the community 

is both a challenge and a great opportunity for RDHAPs. While RDHAP practices are 

expanding access to care, they are also stimulating new collaborations, which is opening up 

new avenues to improving access to oral health care.  

Professional and Continuing Education: Dental hygienists are educated at the upper division 

level in community colleges as well as four-year colleges. Either an associate or baccalaureate 

degree will qualify a graduate for the RDH license. All of these programs focus on educating 

hygienists for the private dental office environment. 

The way that dental hygienists developed in California in the community colleges, it's a four-
year program for which somebody gets a two-year degree. And focusing on the clinical as 
much as we do in some schools, instead of the bigger picture in terms of health outcomes-- it's 
a problem in education in general is that we tend to compartmentalize. 

The existence of a differentiated education system without differentiated practice is similar to 

the situation that nursing has struggled with for many years.  The RDHAP provides a level of 

differentiated practice, as the current requirements for the RDHAP are higher than what an 

RDH requires. The current RDHAP education programs however, are not degree-granting 

programs, which some feel they should be, given the effort it takes to complete the curriculum.  

“It's a certificate of continuing education, and I can tell you I've put in a lot more than 144 
hours. That degraded what I had done and all the effort that I had put into it, and that to me 
was really, really frustrating.” 

Also, the practice requirements (2000 hours in the last 36 months) for licensure restrict some 

qualified RDHs (those working in public health for example) from receiving an RDHAP 

license due to lack of clinical hours. Some practitioners felt that waivers for this clinical 

competence requirement should be provided. Others felt that more advanced education at the 

master’s degree or higher should be provided for hygienists wanting to go on to roles in 

research and education. 

Both education programs have been adapting as quickly as possible to the changing laws, 

financing rules and equipment available in order to best provide their students with all the 

information they need to practice. Each program must follow guidelines on the basic 

curriculum, but they structure the experience differently. The WLAC program meets in 

40 




 

 

 

 

 

 

 

 

                                                 
 

  




person several times a year xxvii , while the UOP program primarily a distance education 

program, meeting only at the start and end of the program.  Balancing the curriculum content 

to meet the needs of students who will end up going into such diverse settings has been 

challenging for the programs.  

RDHAP education programs have plenty of capacity for the current level of interest in the 

licensure category. The first few classes were the largest due to the backlog of demand for the 

program. Enrollment has evened out at around 10-20 students per class. It is not known 

whether interest in the program will grow as more providers graduate and develop awareness 

of the versatility of RDHAPs practice opportunities. RDHAP alumni resources include annual 

symposiums and regional meetings, as well as numerous dental and hygiene association 

meetings. The California Dental Hygienists’ Association (CDHA) has also created a set of 

resources for RDHAPs, providing the current students and graduates access to helpful 

information and guidance as they set up their practices. The California Dental Association 

(CDA) has opened up an auxiliary membership status (not full membership) to all allied 

dental occupations, which includes RDHAPs, and has extended offers of assistance in finding 

dentists for RDHAP patient referrals. However, due to the contentious history between the 

CDA and CDHA, most RDHAPs remain suspicious of these efforts.  

All of these structural systems are important in California, as they are a model for other states 

trying to implement similar measures to address the preventive dental care needs of their 

populations. This is happening on an informal basis already, as one AP notes. 

I get people to call me back and I get calls from all over the country of different states that 
want to get started and why they want to do it, and how to get started.  And then when they get 
their first patient they call me back and they're so happy to be doing what they're doing. 

California has been at the forefront of innovation in many fields, but in health care and 

technology in particular. RDHAPs have adapted to the constraints they are given, but as 

preventive care providers, they can only work on one end of the spectrum. The State should 

ensure that all constraints on practice balance ensuring the safety of the public with improving 

to access to affordable and quality health care.  

xxvii Originally, the WLAC program met every three weeks for a 3-day weekend class. The implementation of 
internet technology has reduced the meetings required and shifted some of the learning to online format.  
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In summary, there is tension between the needs of individuals in communities, and the 

structural constraints on providers seeking to meet those needs. These interviews reveal a 

general consensus among practicing RDHAPs that there are barriers in place that prevent 

them from being able to provide the level of care that they are capable of providing. A 

number of regulations seem to be unnecessarily constraining practice, neither protecting the 

public’s safety nor enhancing access to services, and in fact may be working against the 

public’s welfare on both fronts by limiting their consumer choices. Financing care is an 

endemic problem for all underserved populations. RDHAPs, unlike dental practices with 

much greater overhead costs, have been successful within the constraints of the existing 

payment systems. However, if these financing systems are further constrained, this situation 

may change. When the benefits of RDHAP services become more recognized across a variety 

of other institutions, there will inevitably emerge a number of new avenues for innovative 

solutions to improving access. The RDHAP educational system will need to continue adapting 

to the changing needs of these practitioners as they create pathways for positive change. 

Conclusions 
The simple answer to the question, “are Registered Dental Hygienists in Alternative Practice 

(RDHAP) increasing access to care?” is yes. The combination of professional independence 

and a required focus on underserved populations is powerful in both motivating and 

structuring RDHAP practice. Their professionalism is central to their success. “The ideology 

of professionalism asserts above all else devotion to the use of disciplined knowledge and 

skill for the public good.”28 RDHAPs embody this devotion. The diversity of strategies 

employed by RDHAPs in developing their practices has opened up multiple pathways to 

creating and improving access to dental care. These include but are not limited to: 

•	 Reaching out to individuals and communities who need care but can not get to a 

dental office; 

•	 Creating new consumer choices for preventive treatments and services; 

•	 Providing services in settings and at times that are convenient for patients; 

•	 Decreasing the fear of dental treatment in people who are not used to having their 

dental care needs addressed, through a gradual introduction to dental procedures; 
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•	 Providing referrals for dental care for patients needing restorative treatment; 

•	 Developing collaborative practice models with dental, medical and nursing 

professionals in a variety of settings; 

•	 Developing data collection systems to track patient outcomes with the goal of 

showing how dental hygiene care can lead to improvements in oral health and overall 

health; 

•	 Educating individuals, families, care givers and health providers on the basics of oral 

health and dental hygiene, and on oral health’s connection to overall health and well-

being. 

The lack of access to dental care in California has created enormous need in populations that 

are underserved by the traditional system of care. RDHAPs are “social entrepreneurs,” using 

entrepreneurial principles to create and manage a venture of social change, and measuring the 

impact of their success not only in profit and return, but in the impact on the health of their 

communities. By doing this, they are truly innovators, using their skill and passion to 

repackage oral health services to reach some of California’s most vulnerable citizens.   

Improving access to care, however, is not an undertaking that a profession with a limited 

scope of practice can do alone. The independence of RDHAPs as providers allows them the 

freedom and flexibility to reach out to patients in new and creative ways. To transform these 

innovations into comprehensive care delivery for patients, new collaborative practice models, 

with dental, medical, and other caregivers are needed. Many of these models are beginning to 

emerge in California, but much work remains to be done in both regulating practice and 

financing care. Meeting the challenge of transforming the system and reconnecting oral health 

with overall health will require a professional commitment to ensuring a high quality 

workforce, a regulatory environment flexible enough to allow for innovation, and a care 

delivery system that is consumer-responsive and affordable.  

A central element of success of the RDHAP experience in California is the community-

responsive and patient-centered strategies employed. National efforts to develop new models 

for the dental workforce should carefully review the experiences of RDHAPs. The process of 
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development of a new provider type, from legislative efforts, to developing education, to 

implementing practice holds many lessons for similar efforts in other states as these are 

necessary parts of any overall effort to improve the oral heath status of the nation.  

Recommendations 

Policy Framework 
RDHAP practices provide great insight into both the care providers and underserved people 

who populate the oral health landscape. The sheer complexity of this landscape indicates 

many levels on which public policy may have an impact, and likewise, may be improved. To 

guide policy making toward improvements in access to dental care it may be helpful first, to 

provide a framework for thinking about the direct and indirect impact of policy on access to 

care, and second, to provide specific examples in several policymaking areas that exemplify 

strategies that can be employed towards this end. 

Reform is needed in dental care for all the same reasons as health care reform is needed. The 

cost of care is high, access is problematic, and quality of care in dentistry is difficult for any 

consumer to determine. As policy-makers decide on funding, regulation, legislation and 

education they must consider whether the reforms they implement actually help people obtain 

affordable, accessible, and quality care. Alternative care delivery models such as the RDHAP 

are essential to improving oral health and reducing health disparities in California’s diverse 

population. Public policy should create an environment that supports innovation and 

creativity, has flexibility to meet needs, focuses on prevention-oriented solutions, and 

enhances consumer choice while ensuring consumer protection. 

The current policy environment is filled with incentives (statutory, regulatory, financial, 

educational, etc.) geared toward maintaining and sustaining the existing dental delivery 

system – a system not equipped to address the problems of cost, access and quality. 

Continuing to do more of the same is not going to solve these problems.  Alternative models 

of care are needed. For these alternative practice models to succeed, the incentive structures 
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must adapt to support the new models of dental care. Incentives should encourage innovations 

in care delivery, as well as collaborative, patient-centered health care models that can be 

responsive to local communities and populations.  

This study’s findings indicate that the policy change that allowed for independent hygiene 

practice has succeeded in spurring innovations in care delivery and improvements in access to 

dental care. However, many restrictions on alternative practices remain which prevent more 

Californians from benefiting from these services. Further policy modifications could continue 

to reduce barriers to alternative practice, and enhance the workforce and financing available 

for care delivery. 

Recommendations: Regulatory Systems 
State laws restricting the provision of health care services are beneficial only when there is a 

clear need for public protection. Some of the current restrictions on RDHAP practice do not 

provide any clear consumer protection or contribute to the health of the public. Rather they 

place unnecessary limits and administrative burdens on practice, and restrict consumer choice. 

To help improve regulatory systems, policymakers should work to: 

•	 Remove the mandated referral agreement as a condition of licensure for RDHAPs. 

Licensure should be granted based on qualifications. There is no precedent for requiring a 

practice agreement for licensure, nor for services delivered within a professional’s own 

scope of practice; 

•	 Remove the prescription requirement for dental hygiene services provided by RDHAPs. In 

practice, this is simply an administrative hurdle, time consuming for providers, and has not 

been shown to contribute to positive patient outcomes. Patients should have their choice of 

dental hygiene care provider, and the public should not need a prescription to receive basic 

preventive care. 

It would be beneficial for state policy makers to continue to explore avenues (such as new 

health workforce pilot projects) for expanding the capacity of the allied dental workforce 

(including RDHAPs, dental hygienists and dental assistants) to facilitate more efficient and 

accessible care.29 Any new models should be based on proven competency; therefore some 
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expansions would require additional training, while others would not. Examples of possible 

expansions of RDHAPs scope of practice might include: 

•	 The duties of an RDH that they are already trained to do, but which currently require direct 

supervision (and hence are not within the RDHAP scope);xxviii 

•	 Atraumatic restorative techniques (ART); 

•	 Placement of glass ionomer fillings; 

•	 Extractions of deciduous teeth. 

To facilitate the expansion of options for increasing the capacity of the workforce, policy 

makers should reform the system of reviewing proposed changes to scope of practice. 30 Many 

of the issues brought to the attention of the legislature regarding dental practice are the result of 

the tension between the state dental society and the state dental hygiene society (or dental 

assisting society) around supervision, scope of practice and allowable duties. Pilot studies have 

consistently shown that high quality care can be achieved in expansions of scope of practice for 

the allied dental workforce,31 yet concerns about quality of care are employed by organized 

dentistry to maintain strict requirements over allied personnel. Legislators in the middle of this 

professional turf battle have few objective resources at their disposal to help them understand 

the real costs and benefits for their constituents. To remedy this:  

•	 Appoint an independent committee to review and make recommendations to the legislature 

on scope of practice matters, as has been done successfully in many other States and 

countries.32 

•	 Develop competency based practice models that are more flexible and responsive than the 

current silos of professional practice that restrict health care from being responsive and 

adaptive.33 

In addition to changing the administrative process for deciding on scope of practice and 

supervision matters, the state might restructure professional boards in a way that allows each 

profession to regulate members of their own profession to ensure the safety of the public.  

•	 Dental hygiene, including RDHAPs, should be self-regulating. It is inherently a conflict of 

interest for the dental profession (which employs hygienists and thus has a significant stake 

xxviii http://www.comda.ca.gov/lawsregs/dutytable3-20-06.doc 
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in reducing the autonomy of hygiene) to regulate the hygiene profession. Dental hygiene 

practitioners should be regulated by their own board or bureau, as has been proposed in the 

past few legislative sessions. 

•	 California should work with other states to encourage reciprocity across state lines for all 

new models of the dental workforce, including but not limited to the Advanced Dental 

Hygiene Practitioner being developed in Minnesota xxix and the Dental Health Aide 

Therapist developed in Alaska.14 

Recommendations: Financing Systems 
A solid financing system is necessary for building any alternative models for dental care, as 

shown by the number of RDHAP patients who depend on Denti-Cal as an insurer or require 

lower cost or free services supported through grant funding. This funding should complement, 

not replicate, the private financing system, as the private system does not cover any of these 

vulnerable populations. Current funding structures need enhancement to ensure access to care 

for our most vulnerable populations.  

•	 Denti-Cal needs to focus on meeting the needs of the population it serves, as well as the 

providers that it pays. Cuts in adult benefits have been shown to result in decreases in 

provider participation and patient utilization, resulting in extreme pressures on FQHCs and 

other clinics, and exacerbating unmet oral health needs.34 The State can solidify its 

commitment to supporting access by strengthening Denti-Cal to support the dental health 

care needs of underserved populations. 

o	 The proposed cuts to adult Denti-Cal would decimate the RDHAP services now 

provided to our State’s most vulnerable populations. Enhancements, not cuts in 

services are needed, particularly for preventive services.35, 36 If the State cuts these 

basic preventive services, they will pay much more in treatment later on.37 

o	 Denti-Cal should expand reimbursement to RDHAPs for non-clinical services such 

as case management, health education and prevention services. These services are 

essential to RDHAP practice specifically, but also to the development of alternative 

oral health delivery systems in general. 

xxix https://www.revisor.leg.state.mn.us/bin/bldbill.php?bill=S2895.1.html&session=ls85 
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•	 The state should support new funding mechanisms such as AB 363/SB400 which allow 

FQHCs to bill for services provided outside their four walls. Because RDHAPs are mobile, 

they can treat individuals who are homebound and institutionalized. Legislation that allows 

for flexibility in payment will enhance flexibility in treatment locations. 

•	 RDHAPs should be able to bill for their services as a corporation, as is common for dentists 

to do, not just a sole proprietor. This will allow RDHAPs to separate business and personal 

income for tax purposes. 

Recommendations: Quality Improvement and Research 
More research is needed to determine the most efficacious and appropriate treatments for 

health outcomes in vulnerable populations, and help define appropriate benefit levels. Efforts 

to systematize patient information and outcomes are needed. Dental insurers use a model of 

insurance based on the expectation of a healthy middle-to-upper income person. This model 

does not apply to many of the underserved populations that RDHAPs and other safety net 

providers work with. 

•	 Tracking health outcomes from dental treatment is almost impossible due to the separation 

of financing and patient record systems between dentistry and medicine. Electronic 

information systems have been the backbone of many quality improvement initiatives. 

Recent research calls for better integration of these systems in order to reduce health 

disparities.38 RDHAPs in some settings are in a position to begin re-integrating dental 

records into the medical patient record.  

o	 Denti-Cal participants are also Medi-Cal participants. While currently separate 

systems, they could be integrated. If the State were to integrate them, it would be in 

a unique position to develop a comprehensive data infrastructure able to track 

expenditures, utilization, diagnoses and health status, leading to an unprecedented 

research capacity for quality improvement (i.e. examining savings on health costs 

for diabetes resulting from treatments of dental disease).  

•	 Policy makers might consider incentives for the oral health community to develop better 

measurements of quality of care that include health outcomes measures and track patient 

outcomes. Consumers have no resources from which to judge the quality of their dental 
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practitioner and hence have no information from which to make an informed health care 

choice. 

Recommendations: Care Delivery System 
The State should encourage new models of collaborative practice with a variety of new 

alternative providers such as the RDHAP. These collaborative models can exist across all 

levels of dental practice, but also across many medical and other care delivery models in the 

state. Having multiple models of care delivery provides actual options for consumers – 

convenience of location, choice of provider and ability to access basic preventive dental care.  

RDHAPs have shown that more attention needs to be given to dental services provided in 

health care institutions. Regulation within health care industries, particularly long-term care 

and skilled nursing facilities, should include more specific standards and care delivery options 

for the provision of oral health care. 

•	 RDHAPs should be eligible to fulfill the Title 22 provider requirement for a dental program 

in nursing homes.  RDHAPs are well suited, both in skill set and practice model, to be on-

site primary dental care practitioners providing preventive and educational services in these 

settings. In addition, RDHAPs can work as dental case managers for nursing home 

residents, working with administrators to develop referral networks of local dental 

providers to ensure avenues for necessary restorative and surgical treatment, and dentures.  

•	 As has been suggested by a statewide taskforce on oral health for aging Californians, policy 

should support the development of new collaborative models of providing services in 

institutions such as long-term care settings, using new technology and practice 

arrangements.39  One such pilot project is currently underway, funded by the San Francisco 

Foundation and run by the California Dental Association Foundation.40 
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Recommendation: Workforce Development 
Ensuring a high quality workforce will be essential to expanding alternative models of dental 

care. Regulatory and financing systems will need to be flexible to be able adapt to these new 

models and support them, and the education system must be able to respond by providing the 

skills and competencies to new graduates so they are prepared to work in multiple settings.  

•	 RDH programs are primarily located in community college settings, restricting the 

ability of educators to train the dental team together. New models of dental and hygiene 

education should be developed which provide training for teams of dental practitioners 

who can work collaboratively in a variety of health care environments.  

•	 Medical and nursing education needs to have more oral health curriculum, and there 

needs to be more interdisciplinary educational models to ensure that oral health is not 

neglected by medical practitioners.  

•	 Much policy discussion focuses on education and practice strategies to encourage 

doctors and dentists to work with underserved populations. In the case of RDHAPs it is 

a practice requirement. A set of similar mandates for dental practitioners may go a long 

way towards improving access to the restorative and surgical treatments needed by 

many underserved populations.  

The preceding recommendations are just a sampling of key issues that need to be addressed if 

policymakers want to continue to support the success of alternative practice hygiene as well 

as create an environment that allows for future innovations in care delivery. Most of these 

recommendations echo previous studies’ findings, as indicated throughout in the references 

provided. With out innovations, lack of access to care and disparities in health outcomes are 

sure to remain problems for many Californians in the future.  
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Appendix 1: Glossary of Acronyms 

ADHA American Dental Hygienists’ Association 
CDA California Dental Association 
CDB California Dental Board 
CDHA California Dental Hygienists’ Association 
COMDA Committee on Dental Auxiliaries 
FQHC Federally Qualified Health Center 
HMPP Health Manpower Pilot Project  

(renamed HWPP, Health Workforce Pilot Project) 
RDH Registered Dental Hygienist 
RDHAP Registered Dental Hygienists in Alternative Practice 
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Appendix 2: Documentation of Relationship Form 

DOCUMENTATION OF RDHAP RELATIONSHIP WITH DENTIST 

RDHAP Name:_________________________________________ 

Address:______________________________________________ 

City/State/Zip:__________________________________________ 

RDHAP License Number:_________________________________ 

Pursuant to Business and Professions Code Section 1775(g), I have an  
existing relationship with at least the following dentist for referral,  
consultation, and emergency services: 

Dentist Name:__________________________________________  
License Number:________________________________________ 
Address:_______________________________________________ 
City/State/Zip:___________________________________________ 
Telephone Number:___(_______)__________________________   

I certify under penalty of perjury under the laws of the State of California that the foregoing is 
true and correct. 

DENTIST Signature Date 

RDHAP Signature Date 

Pursuant to California Code of Regulations Section 1090.1, the dentist’s license must be 
current, active and not under discipline by the Board.  An RDHAP must report any changes to 
the Board, in writing, within 30 days following such change. 
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