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OREGON BOARD OF DENTISTRY 
MINUTES 

 August 3, 2012 
  

 
MEMBERS PRESENT:  Patricia Parker, D.M.D., President 

Jonna E. Hongo, D.M.D., Vice-President   
Brandon Schwindt, D.M.D. 
Alton Harvey, Sr.  
Julie Ann Smith, D.D.S., M.D. 
David Smyth, B.S., M.S. 
Darren Huddleston, D.M.D. 
Jill Mason, M.P.H., R.D.H. 
Norman Magnuson, D.D.S. 
Mary Davidson, M.P.H., R.D.H.  

  
STAFF PRESENT:  Patrick D. Braatz, Executive Director 

Paul Kleinstub, D.D.S., M.S., Dental Director/Chief Investigator 
Harvey Wayson, Investigator (portion of meeting) 
Michelle Lawrence, D.M.D., Consultant (portion of meeting) 
Rodney Nichols, D.D.S., Consultant (portion of meeting) 
Stephen Prisby, Office Manager (portion of meeting) 

  
ALSO PRESENT:  Lori Lindley, Sr. Assistant Attorney General  
 
VISITORS PRESENT:       Beryl Fletcher, ODA; Heidi Jo Grubbs, R.D.H., ODHA; Tim Boehm, 

D.M.D., CDC; Deborah Loy; Lynn Ironside, R.D.H., ODHA; Vickie 
Woodward, R.D.H., ODHA; Lisa Rowley, R.D.H., Pacific University; 
Gail Aamodt, R.D.H., Pacific University; Gary Allen, D.M.D, 
Advantage Dental; Fred Bremner, D.M.D., Clackamas County 
Dental Society; E. David Granum, D.M.D., Multnomah County 
Dental Society, Willamette Dental Group; Jeffrey Stewart, D.D.S., 
ODA; Steve Duffin, D.D.S., Shoreview Dental; Kyle Johnstone, 
R.D.H., ODHA; Daniel E. Blickenstaff, D.D.S.; Robin Cox, R.D.H., 
ODHA; Rick Asai, D.M.D.; Dana Shipley, R.D.H., ODHA; Frances 
Sunseri, D.M.D., AGD; David Dowsett, D.M.D., ODA; Kristen 
Thomas, R.D.H., ODHA; Bonnie Marshall, ODAA 

 
 
Call to Order:  The meeting was called to order by the President at 7:30 a.m. at the Board office; 
1600 SW 4th Ave., Suite 770, Portland, Oregon. 
 
NEW BUSINESS 
 
MINUTES 
Dr. Magnuson moved and Dr. Hongo seconded that the minutes of the June 1, 2012 Board 
meeting be approved as amended. The motion passed with Ms. Davidson, Mr. Harvey, Dr. 
Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting 
aye.  
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ASSOCIATION REPORTS 
 
Oregon Dental Association 
The ODA had nothing to report.  
 
Oregon Dental Hygienists’ Association 
The ODHA had nothing to report.  
 
Oregon Dental Assistants Association 
The ODAA had nothing to report.   
 
COMMITTEE AND LIAISON REPORTS 
 
WREB Liaison Report 
Dr. Magnuson stated that WREB held their first official meeting with the new structure in place. He 
stated that he attended  the Exam Review Committee as well as the Board of Directors meeting, 
both of which were good meetings.  Dr. Magnuson stated that one of the primary things going on 
at WREB was the fact that they were planning on making some changes to their exam, utilizing 
psychometrics, to make it more stable. WREB recently added a new psychometrician to its staff 
and it was under their recommendation that these changes were being implemented.   Dr. 
Magnuson stated everything else was business as usual with nothing additional to report.  
 
Ms. Davidson stated the she attended the Dental Hygiene Exam Board Meeting. She stated that 
there were a few changes, also tied to the use of psychometrics for the hygiene exam. She added 
that   clarification of the remediation process for those who have failed the exam multiple times 
was provided. Ms. Davidson also wanted to notify everyone that there would be two restorative 
educational forums offered through WREB. One is scheduled for October 5th at Portland 
Community College in Portland and the other on October 6th at Eastern Washington University in 
Spokane.  
 
Dr. Magnuson stated that there was also a presentation from the ADA regarding a portfolio style 
exam. It was made exceedingly clear that the ADA is going to propose a model portfolio exam 
and that the ADA would not be getting into the exam business.  
 
Western Conference of Dental Examiners 
Dr. Magnuson stated that he attended the Western Conference of Dental Examiners. He stated 
that he felt there was a push to have the organization dissolve itself as it has basically the same 
membership as WREB. It was noted that few members of other organizations and educators 
seem to show up at the meetings anymore. He added that another meeting was scheduled for 
January, but Dr. Magnuson stated that he no longer felt it was worth attending.  
 
AADB Liaison Report 
Ms. Mason stated that there was a meeting coming up in October.  
Mr. Braatz stated that he and Ms. Lindley have been asked to do a presentation regarding 
Groupon and Living Social contract agreements and that Ms. Lindley is also scheduled to give a 
presentation on ethics.  
 
ADEX Liaison Report 
Dr. Parker stated that there was a meeting held June 8 - 9.  Several new states have started 
accepting the ADEX exam, 43 in total. SERTA will also be administering the ADEX exam.  Dr. 
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Parker stated that a new committee was created to revise/review test calibrations and that they 
also appointed a committee to seek alternative methods for the periodontal exam with the hope 
that the exam would eventually be used as a model for a national exam. Dr. Parker stated that 
there was nothing else to report other than an upcoming meeting being held in November.  
  
 
Dental Hygiene Committee Meeting Report  
Ms. Mason stated that the Dental Hygiene Committee met July 20, 2012. Ms. Mason stated that 
the Dental Hygiene Committee would like the Public Health Continuing Education situation 
reviewed. Dr. Magnuson stated that he would take it to the Licensing, Standards and Competency 
Committee for review.  
 
Dr. Magnuson moved and Dr. Hongo seconded to send the Dental Hygiene Committee 
recommendation regarding the use of Silver Nitrate and Fluoride Varnish to the Rules Oversight 
Committee for review. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. 
 
Rules Oversight Committee Meeting Report 
Dr. Schwindt stated that the Rules Oversight Committee Meet July 25, 2012.  
 
818-042-0090 – Addition Functions of EFDAs 
Dr. Schwindt moved and Dr. Hongo seconded that the Board send 818-042-0090 forward to a 
public rule hearing as presented. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Dr. Huddleston, Ms. Mason, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. Magnuson 
was opposed.  
 
818-035-0020 – Authorization to Practice 
Dr. Schwindt moved and Dr. Hongo seconded that the Board send 818-035-0020 forward to a 
public rule hearing as presented. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
818-035-0072 – Restorative Functions of Dental Hygienists 
Ms. Mason moved and Ms. Davidson seconded that the Board send 818-035-0072 forward to a 
public rule hearing as presented. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Ms. Mason, Dr. Smith and Mr. Smyth voting aye. Dr. Huddleston, Dr. Magnuson and Dr. Schwindt 
were opposed.  
 
818-042-0095 – Restorative Functions of Dental Assistants 
Ms. Mason moved and Ms. Davidson seconded that the Board send 818-042-0095 forward to a 
public rule hearing as presented. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Ms. Mason, Dr. Smith and Mr. Smyth voting aye. Dr. Huddleston, Dr. Magnuson and Dr. Schwindt 
were opposed.  
 
 
Committee Meeting Dates  
Mr. Braatz stated that no current committee dates were set but that committees would be meeting 
soon. He stated that all appropriate parties would be notified of dates and to keep your eye on the 
Board website as information would be posted there as soon as possible under the “Committee 
Meeting Information” link on the left hand side of the Board’s main page.  
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EXECUTIVE DIRECTOR’S REPORT  
 
New OBD Staff Member 
Mr. Braatz introduced the new Office Manager, Stephen Prisby, who was hired in July. Stephen is 
replacing Sharon Ingram who retired this past winter.  
 
Budget Status Report 
Mr. Braatz attached the latest budget report, from July 1, 2011 through June 30, 2012, for the 
Board to review. The report shows revenue of $1,260,897.53 and expenditure of $1,117,345.22. 
He added that this technically marks the end of the first fiscal year of the budget and it appears to 
be performing as expected.  
 
Customer Service Survey Report 
Mr. Braatz attached the latest Legislatively Mandated Customer Service Survey results for the 
Board to review. Mr. Braatz stated that the majority of comments returned with the surveys are 
positive and all comments are retained for the Board’s review.  
 
Board and Staff Speaking Engagements 
Tuesday, July 17, 2012 - Dental Director/Chief Investigator Dr. Paul Kleinstub made a 
presentation to the Dental Hygiene Students at Carrington College in Portland Oregon. 
 
Tuesday, July 10, 2012 – Mr. Braatz and Licensing Manager, Teresa Haynes, made a 
presentation to the graduating Dental Hygiene students at Pacific University in Hillsboro, Oregon. 
 
Friday, July 20, 2012 - Mr. Braatz made a presentation to Advantage Dental Group in Redmond, 
Oregon. 
 
Public Health Continuing Education Courses 
Dr. Kleinstub stated that he reviewed a variety of curriculum in various residency programs and he 
stood by his previous decision of where the presented CE courses fell. He stated that he had not 
seen anything that would otherwise change that opinion at this point.  
 
Mr. Braatz stated that Dr. Kleinstub has two titles with the Board of Dentistry, those being Dental 
Director and Chief Investigator. Mr. Braatz added that Board staff relies on Dr. Kleinstub’s opinion 
but if the Board as a whole feels he is incorrect they could override his position but as it stands 
now that he’s made that decision. The Board has the opportunity to act if it chooses to.   
 
Ms. Mason stated that she would like to encourage Board staff to take a broader view of what is 
considered dental public health.  
 
Tri-Met Contract 
Mr. Braatz asked the Board to ratify his entry into a contract with Tri-Met for the Universal Pass 
Program for Board Staff that are eligible for the program.  
 
Dr. Magnuson moved and Dr. Hongo seconded that the Board ratify the Tri-Met Contract for the 
Universal Pass Program. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
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Best Practices Self-Assessment 
Mr. Braatz reminded the Board that as part of the legislatively approved Performance Measures, 
the Board needs to complete the attached Best Practices Self-Assessment so that it can be 
included as a part of the 2011 Performance Measures Report. (Attachment #1) 
 
Newsletter 
Mr. Braatz stated that he was hoping to have a Newsletter mailed by the end of fall 2012. 
 
 
UNFINISHED BUSINESS 
 
 
CORRESPONDENCE    
 
The Board received a letter from Steven Duffin, D.D.S. 
Dr. Duffin sent a letter to the Board regarding the use of Silver Nitrate and Fluoride Varnish to 
arrest active caries in patients.  
 
The Board received a letter from David Fuller, D.M.D. 
Dr. Fuller sent a letter to the Board regarding the lack of test scores kept by the Oregon Board of 
Dentistry in previous years.  
 
The Board received a letter from Floyd Kasch, D.M.D. 
Dr. Kasch sent a letter in support of possible upcoming rule changes for restorative hygienists and 
assistants. 
 
The Board received a letter from Frances A. Sunseri, D.M.D. 
Dr. Sunseri sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Kaz Rafia, D.D.S. 
Dr. Rafia sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Sheena Kansal, D.D.S.  
Dr. Kansal sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Daniel Yaillen, D.M.D. 
Dr. Yaillen sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Parisa Sepeheri, D.D.S. 
Dr. Sepeheri sent a letter in opposition to possible upcoming rule changes for restorative 
hygienists and assistants. 
 
The Board received a letter from Jill Price, D.M.D. 
Dr. Price sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
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The Board received a letter from David Skvorak, D.D.S.   
Dr. Skvorak sent a letter in opposition to possible upcoming rule changes for restorative 
hygienists and assistants. 
 
The Board received a letter from Fred A. Bremner, D.M.D.  
Dr. Bremner sent a letter in opposition to possible upcoming rule changes for restorative 
hygienists and assistants. 
 
The Board received a letter from Jeffery Stewart, D.D.S. 
Dr. Stewart sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Tyler Bryan, D.M.D. 
Dr. Bryan sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Steven Timm, D.M.D. 
Dr. Timm sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from David Fuller, D.M.D. 
Dr. Fuller sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Gary Boehne, D.M.D. 
Dr. Boehne sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Bruce L. Stoutt, D.M.D.  
Dr. Stoutt sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Rickland Asai, D.M.D. 
Dr. Asai sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Nipoon Dave, D.D.S. 
Dr. Dave sent a letter in opposition to possible upcoming rule changes for restorative hygienists 
and assistants. 
 
The Board received a letter from Dr. Ligia Morrison, D.D.S.  
Dr. Morrison sent a letter in opposition to possible upcoming rule changes for restorative 
hygienists and assistants. 
 
 
 
 
OTHER BUSINESS 
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Advantage Dental Expanded Practice Permit C.E. Provider Request 
Dr. Schwindt moved and Dr. Hongo seconded that the Board approve the request. The motion 
passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, 
Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
Heald College Sealant Instructor Application 
Dr. Hongo moved and Dr. Huddleston seconded that the Board deny the application. The motion 
passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, 
Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
Soft Reline Instructor Application – Stephanie Bobbit 
Mr. Smyth moved and Ms. Mason seconded that the Board approve the application. The motion 
passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, 
Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
 
EXECUTIVE SESSION:  The Board entered into Executive Session pursuant to ORS 
192.606 (1)(f), (h) and (k); ORS 676.165; ORS 676.175 (1), and ORS 679.320 to review 
records exempt from public disclosure, to review confidential investigatory materials and 
investigatory information, and to consult with counsel. 
 
 
PERSONAL APPEARANCES AND COMPLIANCE ISSUES 
Licensee appeared pursuant to their Consent Order in case number 2008-0256 
 
 
LICENSING ISSUES 
 
OPEN SESSION:  The Board returned to Open Session. 
 
CONSENT AGENDA 
2012-0195, 2012-0217, 2012-0220, 2012-0205, 2012-0160, 2012-0211, 2012-0202, and 
2012-0218 Dr. Hongo moved and Dr. Magnuson seconded that the above referenced cases be 
closed with No Further Action per the staff recommendations. The motion passed with Ms. 
Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. 
Smith and Mr. Smyth voting aye.  
 
 
COMPLETED CASES 
2012-0002, 2011-0236, 2012-0197, 2011-0157, 2012-0230, 2012-0104, 2012-0199, 2012-0135, 
2012-0142, 2012-0093, 2012-0125, and 2011-0178 Dr. Hongo moved and Mr. Smyth seconded 
that the above referenced cases be closed with a finding of No Violation of the Dental Practice Act 
or No Further Action per the Board recommendations. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
 
BARRY, ANNE G., D.M.D., & KECK-ERICKSON, NICOLE L., D.M.D. 2012-0158 
Ms. Davidson moved and Mr. Harvey seconded that the Board, with regard to Respondent #1 
issue a Notice of Proposed Disciplinary Action and offer a Consent Order incorporating a 
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reprimand; with regard to Respondent #2 issue a Notice of Proposed Disciplinary Action and 
offer a Consent Order incorporating a reprimand. The motion passed with Ms. Davidson, Mr. 
Harvey, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. 
Hongo recused herself and Dr. Huddleston was opposed.  
  
2012-0011 
Mr. Smyth moved and Ms. Davidson seconded that the Board close the matter with a Letter of 
Concern addressing the issue of ensuring that treatment notes accurately document the specific 
treatment that was provided. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
  
BELL, THOMAS M., D.D.S. & DODDS, JACQUE J., R.D.H.  2011-0117 
Mr. Harvey moved and Ms. Mason seconded that the Board, with regard to Respondent #1, issue 
a Notice of Proposed Disciplinary Action and offer a Consent Order incorporating a reprimand, 
and a civil penalty in the amount of two thousand dollars ($2,000.00); with regard to Respondent 
#2 issue a Notice of Proposed Disciplinary Action and offer a Consent Order incorporating a 
reprimand, and a civil penalty in the amount of three thousand five hundred dollars ($3,500.00). 
The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. 
Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
  
2011-0228  
Dr. Huddleston moved and Mr. Harvey seconded that the Board, for Respondent #1, close the 
matter with a finding of No Violation of the Dental Practice Act; for Respondent #2, close the 
matter with a Letter of Concern addressing the issue of ensuring that when informed consent is 
obtained prior to providing treatment, PARQ or its equivalent is documented in the patient 
records; and for Respondent #3, close the matter with No Further Action. The motion passed with 
Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, 
Dr. Smith and Mr. Smyth voting aye.  
  
DOW, ROGER C., D.M.D. 2012-0018 
Dr. Smith moved and Ms. Mason seconded that the Board issue a Notice of Proposed Disciplinary 
Action and offer the Licensee a Consent Order in which the Licensee would agree to be 
reprimanded and to take at least three hours of Board approved continuing education in record 
keeping. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
ERICKSON, IAN M., D.M.D. & SCHWARZER, PETER D.M.D. 2012-0149 
Ms. Mason moved and Dr. Hongo seconded that the Board, with regard to Respondent #1, issue 
a Notice of Proposed Disciplinary Action and offer a Consent Order incorporating a reprimand; 
with regard to Respondent #2 move the Board close the matter and take no further action at this 
time; with regard to Respondent #3 issue a Notice of Proposed Disciplinary Action and offer a 
Consent Order incorporating a reprimand. The motion passed with Ms. Davidson, Mr. Harvey, Dr. 
Hongo, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. 
Huddleston recused himself.  
  
 
 
HENDY, JOHN A., D.D.S. 2011-0226 
Dr. Magnuson moved and Mr. Smyth seconded that the Board issue a Notice of Proposed 
Disciplinary Action and offer the Licensee a Consent Order in which the Licensee would agree to 
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make a restitution payment in the amount of $6,804.00 to the patient within 90 days of the 
effective date of the Order. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. Huddleston 
recused himself.  
  
HULL, JUDY J., R.D.H., & HULL, STEPHEN E., D.M.D. 2012-0133 
Ms. Davidson moved and Mr. Harvey seconded that the Board, with regard to Respondent #1, 
issue a Notice of Proposed Disciplinary Action and offer the Licensee a Consent Order that would 
reinstate the Licensee’s dental hygiene license following completion of the application process, 
providing the Licensee agrees to be reprimanded and pay a civil penalty in the amount of 
$2000.00; for Respondent #2, issue a Notice of Proposed Disciplinary Action and offer a Consent 
Order incorporating a reprimand and a civil penalty in the amount of $2,000.00 per Board 
protocol. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. Parker recused 
herself.  
  
2012-0022  
Mr. Smyth moved and Ms. Davidson seconded that the Board close the matter with a Letter of 
Concern addressing the issue of ensuring that when dental radiographs are taken, the 
radiographs include coverage of all areas of concern and that treatment notes accurately 
document all contacts with the patient. The motion passed with Ms. Davidson, Mr. Harvey, Dr. 
Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting 
aye.  
  
2012-0101 
Mr. Harvey moved and Ms. Mason seconded that the Board close the matter with a Letter of 
Concern reminding Licensee to assure that, when prescribing medications, a dental justification is 
documented in the patient record. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
  
RADTKE, EDWIN P., D.M.D. 2012-0138 
Dr. Huddleston moved and Mr. Harvey seconded that the Board issued a Notice of Proposed 
Disciplinary Action and offer Licensee a Consent Order incorporating a $6,000 civil 
penalty. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
  
RHODES, BRADFORD J., D.M.D. 2012-0171 
Dr. Schwindt moved and Dr. Magnuson seconded that the Board issue a Notice of Proposed 
Disciplinary Action Proposed Disciplinary Action and offer the Licensee a Consent Order in which 
the Licensee would agree to be reprimanded, pay an $8,000.00 civil penalty, and make a 
restitution payment in the amount of $1,262.00. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
 
 
  
SCHWAM, STEPHEN P., D.D.S. 2009-0253 
Dr. Smith moved and Ms. Mason seconded that the Board issue a Notice of Proposed Disciplinary 
Action and offer the Licensee a Consent Order in which the Licensee would agree to be 
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reprimanded, pay a civil penalty in the amount of $2500.00 per Board protocols, make a 
restitution payment to patient JM in the amount of $16.603.00 per Board protocols, and be 
restricted from providing orthodontic care except under the supervision of a Board approved 
orthodontist, per board protocol for close supervision. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
  
WADDELL, KEN W., D.M.D. 2011-0229 
Ms. Mason moved and Dr. Smith seconded that the Board issue a Notice of Proposed Disciplinary 
Action and offer the Licensee a Consent Order in which the Licensee would agree to be 
reprimanded and pay a $5000.00 civil penalty. The motion passed with Ms. Davidson, Mr. Harvey, 
Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Smith and Mr. Smyth voting aye. Dr. 
Schwindt recused himself.  
 
ZEHTAB, HAMID R., D.M.D. 2012-0203 
Dr. Magnuson moved and Mr. Smyth seconded that the Board issue a Notice of Proposed 
Disciplinary Action and offer the Licensee a Consent Order in which the Licensee would agree to 
be reprimanded and pay a $20,000.00 civil penalty. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
  
 
PREVIOUS CASES REQUIRING BOARD ACTION 
 
BLODGETT, KELLY J., D.M.D. 2011-0213  
Ms. Davidson moved and Mr. Harvey seconded that the Board issue a Final Default Order 
incorporating a reprimand, a $1,000 civil penalty, six hours of continuing education in the area of 
orofacial radiology within six months, and a requirement that Licensee submit documentation 
verifying completion of 40 hours of continuing education for the licensure periods 4/1/11 to 
3/31/13 and 4/1/13 to 3/31/15. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye. Dr. Huddleston 
recused himself.  
 
DENNEHY, ANNE H., D.D.S. 2011-0068  
Mr. Smyth moved and Ms. Davidson seconded that the Board deny Licensee’s request to resolve 
this matter with a Letter of Concern and affirm the Board’s action of 8/19/11. The motion passed 
with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. 
Schwindt, Dr. Smith and Mr. Smyth voting aye.  
   
DENSLEY, DIX C., D.D.S. 2007-0000  
Mr. Harvey moved and Dr. Hongo seconded that the Board accept Licensee’s offer to resolve the 
matter with a Consent Order incorporating a reprimand and a $500 civil penalty. The motion 
passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, 
Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
 
FRYE, RAYMOND L., D.M.D. 2012-0064 & 2012-0117   
Dr. Huddleston moved and Dr. Magnuson seconded that the Board deny Licensee’s request and 
offer Licensee a Consent Order incorporating a reprimand, a $20,000 civil penalty and three hours 



August 3, 2012  
Board Meeting 
Page 11 of 14 
 

of Board approved continuing education in record keeping to be completed within six months of 
the effective date of this Order. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
   
GAGNEJA, PRASHANT B.D.S. 2010-0216  
Mr. Smyth moved and Dr. Magnuson seconded that the Board accept respondent’s proposed 
Consent Order incorporating a reprimand and a requirement that, if and when the Board issues 
him a dental license, he complete 250 hours of pro bono surgical treatment in a hospital operating 
room within 36 months and provide monthly reports to the Board on the pro bono work. The 
motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. 
Magnuson, Dr. Smith and Mr. Smyth voting aye. Dr. Schwindt and Dr. Parker recused 
themselves.  
 
GREHN, CYNTHIA M., R.D.H. 2011-0147  
Dr. Schwindt moved and Mr. Harvey seconded that the Board deny Licensee’s request to re-word 
the Notice of Proposed Disciplinary Action and offer Licensee a Consent Order incorporating a 
reprimand, a $1,000 civil penalty, 20 hours of community service to be completed within three 
months, and require Licensee to submit, with Licensee’s license renewals, documentation 
verifying completion of 24 hours of continuing education for the licensure periods 10/1/10 to 
9/30/12 and 10/1/12 to 9/30/14. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, 
Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
   
HAZEL, MICHAEL C., D.M.D. 2011-0186  
Ms. Mason moved and Dr. Smith seconded that the Board deny Licensee’s request to resolve the 
matter with a Letter of Concern and affirm the Board’s action of 2/10/12. The motion passed with 
Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, 
Dr. Smith and Mr. Smyth voting aye.  
 
HERRERA, LILIA D.D.S. 2011-0219  
Dr. Magnuson moved and Mr. Smyth seconded that the Board deny Licensee’s request and affirm 
the Board’s action of 6/1/12. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
   
HUSER, SHELLERY R., R.D.H. 2009-0105  
Ms. Davidson moved and Mr. Smyth seconded that the Board issue an Amended Notice of 
Proposed License Revocation. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
 
KAMI, PAUL K., D.M.D. 2011-0087 and 2011-0156 
Mr. Smyth moved and Dr. Magnuson seconded that the Board issue a Final Order of License 
Revocation. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.  
   
 
 
 
2008-0254 
Mr. Harvey moved and Dr. Magnuson seconded that the Board grant Licensee’s request providing 
Licensee agree to the terms of an Amended Voluntary Diversion Agreement wherein Licensee 
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may purchase the dental practice of Dr. B. The motion passed with Ms. Davidson, Mr. Harvey, Dr. 
Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting 
aye.  
 
LOXLEY, EMINE C., D.M.D. 2011-0078  
Dr. Huddleston moved and Dr. Smith seconded that the Board reaffirm the Board’s actions on 
8/19/11 and 2/10/12 and refer the case to hearing. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
   
2011-0202  
Dr. Schwindt moved and Dr. Smith seconded that the Board grant Licensee’s request, issue an 
Order of Dismissal dismissing the Notice of Proposed Disciplinary Action, dated 2/17/12 and the 
Amended Notice of Proposed Disciplinary Action, dated 7/17/12, and close the matter with a 
STRONGLY worded Letter of Concern addressing the issue of ensuring that Licensee make 
every effort to diagnose and document pathology evident on radiographs. The motion passed with 
Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, 
Dr. Smith and Mr. Smyth voting aye.  
 
SHAMLOO, JAMSHEED J., D.M.D. 2012-0119   
Mr. Smyth moved and Dr. Magnuson seconded that the Board issue a Final Default Order 
incorporating a reprimand and a $5,000 civil penalty. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye.  
   
STALEY, CHARLES R., D.M.D. 2011-0172  
Ms. Mason moved and Ms. Davidson seconded that the Board deny Licensee’s request and 
affirm the Board’s action of 2/10/12. The motion passed with Ms. Davidson, Mr. Harvey, Dr. 
Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting 
aye.  
 
WALLE, NEIL M., D.D.S. 2010-0197   
Dr. Magnuson moved and Ms. Davidson seconded that the Board accept Licensee’s offer 
whereby he agrees to complete two fully banded orthodontic cases on patients referred by 
Advantage Smiles for Kids; License shall submit his diagnosis, treatment plans, and study models 
for a required Board review and pre-approval; Licensee shall fully identify the patients treated; and 
every six months Licensee shall submit to the Board his treatment notes as part of his Consent 
Order. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye 
 
 
LICENSURE AND EXAMINATION 
 
Ratification of Licenses Issued 
Dr. Magnuson moved and Dr. Huddleston seconded that licenses issued be ratified as published.  
The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. 
Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye.    
 
Reinstatement of License 
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Ms. Davidson moved and Ms. Mason seconded that the Board reinstated the license of C. 
Nicholson, III. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. 
Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye 
 
Investigative Summary Case No. 2011-174 
Mr. Harvey moved and Dr. Magnuson seconded that the Board grant the request to release the 
investigative summary. The motion passed with Ms. Davidson, Mr. Harvey, Dr. Hongo, Dr. 
Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. Smyth voting aye 
 
 
EXECUTIVE SESSION: The Board will meet in Executive Session pursuant to ORS 
192.660(2)(i), to conduct the annual review and evaluation of the Executive Director. 
No final action will be taken in Executive Session. 
 
 
OPEN SESSION: The Board returned to Open Session. 
 
 
ADMINISTRATIVE REVIEW 
 
REVIEW 
Mr. Smyth moved and Dr. Magnuson seconded that the Board accept Mr. Braatz’s performance 
rating as presented by the Administrative Workgroup. The motion passed with Ms. Davidson, 
Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and 
Mr. Smyth voting aye. 
 
ADMINISTRATIVE GOALS 
Mr. Harvey moved and Dr. Magnuson seconded that the Board approve the goals presented for 
the Executive Director for the 2012-2013 year. The motion passed with Ms. Davidson, Mr. 
Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. Smith and Mr. 
Smyth voting aye 
 
EXCEPTIONAL PERFORMANCE LEAVE WITH PAY 
Dr. Magnuson moved and Ms. Davidson seconded that the Board grant Mr. Braatz the 40 hours 
of exceptional performance leave with pay in the event that the state reinstates its availability for 
those who’ve been granted its use in the course of the next year. The motion passed with Ms. 
Davidson, Mr. Harvey, Dr. Hongo, Dr. Huddleston, Ms. Mason, Dr. Magnuson, Dr. Schwindt, Dr. 
Smith and Mr. Smyth voting aye. 
 
 
Announcement 
No announcements 
 
 
ADJOURNMENT  
 
The meeting was adjourned at 2:10 p.m.  Dr. Parker stated that the next Board meeting would 
take place on October 5, 2012.  
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Approved by the Board October 5, 2012. 
 
 
 
 

 
___________________________________ 
Patricia A. Parker, D.M.D. 
President 
 



Best Practices Self-Assessment 
 
 

Annually, Board members are to self-evaluate their adherence to a set of best practices 
and report the percent total best practices met by the Board (percent of yes responses 
in the table below) in the Annual Performance Progress Report as specified in the 
agency Budget instructions. 
 
 
Best Practices Assessment Score Card 

Best Practices Criteria 
 

Yes No 

1. Executive Director’s performance expectations are current. 
 

  

2. Executive Director receives annual performance feedback. 
 

  

3. The agency’s mission and high-level goals are current and applicable. 
 

  

4. The Board reviews the Annual Performance Progress Report. 
 

  

5. The Board is appropriately involved in review of agency’s key communications. 
 

  

6. The Board is appropriately involved in policy-making activities. 
 

  

7. The agency’s policy option budget packages are aligned with their mission and goals. 
 

  

8. The Board reviews all proposed budgets. 
 

  

9. The Board periodically reviews key financial information and audit findings. 
 

  

10. The Board is appropriately accounting for resources. 
 

  

11. The agency adheres to accounting rules and other relevant financial controls. 
 

  

12. Board members act in accordance with their roles as public representatives. 
 

  

13. The Board coordinates with others where responsibilities and interest overlap. 
 

  

14. The Board members identify and attend appropriate training sessions. 
 

  

15. The Board reviews its management practices to ensure best practices are utilized. 
 

  

Total Number   
Percentage of total:   
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WREB 
Board of Directors 

Minutes of the Meeting 
July 19, 2012 
Denver, CO 

 
Members Present:  Dr. Robert Giannini, presiding, Dr. Joe Zayas, Dr. Arne Pihl, Carol Price, RDH,  
Dr. James Sparks, Dr. Kevin Stock, Connie Sliwinski, RDH, Dr. Nathaniel Tippit, and Dr. Norman 
Magnuson.   
 
Non-Voting Members Present: Dr. Charles Broadbent, Dr. Bruce Horn, Kelly Reich, RDH, and Beth Cole. 
 
Guests Present: Peggi Moore, Linda Paul, Rad Masinelli, Dr. Sharon Osborn Popp, Robin Krych, and 
Denise Ramos.  
 
Consent Agenda  
Dr. Giannini asked for approval of the minutes of the April 21 meeting, as well as the CSW Report. 

Motion/Second to approve the minutes of the April 21, 2012 meeting and the CSW Report as 
presented. 

Motion Passed. 
 

Investment Update 
Peggi Moore presented an update on the market and the status of WREB’s investments. 
 
Financial Report 
Beth Cole presented the mid-year financial report as of June 30.  There is nothing of concern to note on 
either report.    
 
PBIS has had a 20% increase in applications from last year.  Their online application process is now fully 
implemented.  96% of their applications have been submitted online.  A huge percentage of their 
applications were submitted at the beginning of the year, which caused some backlogs, particularly with 
a staff member’s resignation, so the PBIS staffing model was reviewed.  The conclusion was that they 
need a staff that is flexible in the amount of hours that they work.  They hired two part time people who 
flex up and down as needed and this is working well.  PBIS has some prospective new business from 
Indiana and Illinois who have received information.  WREB’s new member states, North Dakota and 
Missouri, will also be contacted.  The automation process for PBIS was planned in three phases.  Phase 1 
is complete, but they want to get a full year of experience prior to moving on to Phase 2. 
 
Audit Report 
Beth Cole presented the audit report from 2011.  Again, there is nothing of concern to note.  Beth did 
note that the new Office Manager, Victoria DeLeon, is a CPA and therefore has the ability to prepare 
financial reports.  This will eliminate the deficiency in internal control noted by the auditor in her annual 
reports.  
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Site Costs and Exam Fees for 2013 
Beth Cole reviewed the site cost calculation for 2011.  2011 is used because that is the most recent 
completed year.  The per-candidate exam fee exceeds costs for the majority of exams, so she did not 
recommend an increase in fees for 2013.  However, an additional fee should be added for the 
anesthesia written exam.  There will be a software change in how enrollments for that exam are 
processed, which necessitates an additional fee of $50.  This will be the second year that WREB does not 
increase fees and research indicates it is still the testing agency with the lowest fees. 

Motion/Second to keep exam fees the same for 2013, with the added $50 fee for the anesthesia 
written exam. 

Motion Passed. 
 
Hygiene Exam Review Board Report (HERB) 
Carol Price, Chair of the Hygiene Exam Review Board, presented the HERB report.  HERB met on 
Tuesday, July 17.  16 of the 17 member states were represented. 
 
It was suggested that during the fall strategic planning, the Board of Directors discuss how information 
to HERB and DERB can be distributed in a more timely fashion to facilitate interaction among members 
and allow response time for questions to be answered prior to the meeting.  Reports were presented 
from all five committees: Anesthesia, Dental Hygiene, Restorative, Local Anesthesia, and Process of 
Care. 
 
The following recommendations were approved: 

• Separate the written exam fees from the clinical exam fees for the anesthesia exam.  The fee for 
the clinical will be $250 and for the written will be $50. 

• Revise the scoring system for the restorative exam so that it is comparable to the operative 
scoring on the dental exam. 

• Launch the Restorative Electronic Scoring System (RESS) and the Electronic Scoring System 
Anesthesia (ESSA) in 2013. 

 
Motion/Second to approve the report and recommendations from the Hygiene Exam Review 
Board. 

Motion Passed. 
 
Dental Exam Review Board Report (DERB) 
Dr. Norman Magnuson, Chair of the Dental Exam Review Board, presented the DERB report.  DERB met 
on Wednesday, July 18.     
 
The only recommendation from the committee reports was from the PATP committee:  They 
recommended the scoring on key items be changed from a 1 to 5 scale to a 1,3,5 scale. 
 
The DERB also discussed implementing a penalty for modification requests that are sent to the grading 
area by floor examiners, but the candidate ignores the instruction.  The DERB recommends the 
candidate lose all points for the preparation on that procedure.  This can be implemented in 2013. 
 
Another item discussed by the DERB is the timing of the written exams.  Beth Cole introduced the 
concept of allowing candidates to take the written exams earlier so that equating can be done earlier in 
the season and results for the first exams can be released sooner.  The DERB approved staff taking a 
year to analyze the feasibility and costs association with this change.  The change would apply to all 
written exams, including dental hygiene. 
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Dr. Greg Waite was elected as the third DERB member-at-large to the Board of Directors.  Drs. Nathaniel 
Tippit and Arne Pihl were re-elected to the Board of Directors. 

Motion/Second to approve the report and recommendations from the Dental Exam Review Board. 
Motion Passed. 

 
Pass Rates 
Dr. Sharon Osborn Popp presented a brief overview of pass rates through the previous weekend.  The 
overall pass rate is 81.8%.   Pass rates are on track compared to last year at this time.  Many candidates 
pass upon the second attempt, but pass rate decreases with each subsequent attempt. Tracking data 
over several years shows that about 4% never pass at all.  Dr. Norm Magnuson requested pass rates by 
attempt in the future. 
 
Sharon was asked to perform a review of the low restorative pass rate.  It dropped significantly from 
2008 to 2009 and has not recovered since.  Sharon performed an impact study by category: examiners, 
scoring, and the candidate pool.  She found no issues related to examiner type (RDH versus dentist) or 
composition of the examiner pool, and examiner agreement was high across all years. No changes 
occurred in scoring and all scoring procedures reflected the candidate guide. She also evaluated the 
candidates and found that there is an increased number of low performing candidates.  The average 
performance went down by only 5% from 2008 to 2011, but the distribution has changed.  The average 
performance and the cut score are now very close, so a higher proportion of candidates fail, since so 
many are performing close to the cut score. 
 
Sharon also reported that examiner agreement is very high in both dental and dental hygiene.   
 
2013 Exam Schedule 
Denise Ramos presented the proposed 2013 dental exam schedule.  There are 31 exams on the 
schedule.  No new sites will be added in 2013.  Nova Southeastern University has not responded, so they 
are not on the schedule.   
 
Robin Krych presented the proposed 2013 dental hygiene exam schedule.  There are 31 hygiene exams, 
29 anesthesia, and 10 restorative exams on the schedule.  New sites include Fortis College, West Coast 
University, and Cabrillo College. 

Motion/Second to approve both Dental and Dental Hygiene exam schedules. 
Motion Passed. 

 
Beth Cole noted that Oklahoma cancelled exams after the schedule was approved this year.  WREB was 
contracted for hotel rooms and as a result paid $5000 in attrition.  She asked the Board to consider 
whether contracts with schools are necessary for situations like these where the school would pay a 
cancellation fee.  The general consensus was that since this has only happened once, it is not needed at 
this time. 
 
Observer Funding 
Beth Cole explained that it has been commented that new examiners find it very beneficial to observe 
prior to examining.  WREB currently does not require or fund observations, and Idaho is the only state 
board that funds it for its members.  WREB can afford to fund observation.  Beth asked for feedback 
from the Board.  The consensus was that new examiners have plenty of other opportunities for training, 
including the online materials, meeting with the Team Captain, and generally do fine after the first day.  
WREB will not fund observations. 
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Western Conference 
Beth Cole explained that the Western Conference wants to attach itself to the WREB educator forum in 
January, which may present challenges for WREB’s leadership due to the number of meetings held 
during that time.  Beth suggested moving the Educator Forum earlier and maybe hold it at the Tempe 
Mission Palms where WREB can get a rate of $165 per night and could hold a reception.  One night could 
be funded for attendees.  No air travel would be included.  Two benefits would be gained by moving it 
earlier: Changes can be reported to schools earlier and if the Western Conference attaches itself, more 
WREB leadership can attend.   

Motion/Second to approve moving educator forum to the fall and to fund one night in the hotel 
for attendees. 

Motion Passed. 
 

California Hygiene Response 
Beth Cole has been in contact with California and the hygiene board is still considering whether or not to 
become a member of WREB.  However, to do that, they must accept the exam as is, and they want to 
change the cut score to 80%, in addition to changing who can apply for the exam.  WREB has gone to 
great lengths to accommodate them ever since they began accepting the results.  Unfortunately, they in 
turn have taken the information and used it for their benefit only.  Beth handed out a draft letter that 
she would like to send to the board stating that in absence of a decision on membership, WREB will no 
longer be assigning California examiners to exams. 

Motion/Second to approve sending the letter presented by Beth Cole to the California Dental 
Hygiene Board informing them that WREB will no longer assign California Hygiene examiners. 

Motion Passed. 
 
Website Updates/Technology 
Rad Masinelli, IT Manager, provided the Board an overview of the current state of technology used by 
WREB and what can be expected in the future, including challenges and potential solutions.  To 
accomplish website updates to address the challenges, a two-phase project will take place, with a cost 
of $90,000.  In January, the Board approved a line item for staff to accomplish website improvements, 
upgrades, etc.; however, Beth felt the following were large enough line items that the Board should be 
aware of them individually.  The first request is for $90,000 for website updates. 

Motion/Second to approve a capital expenditure of $90,000 for website updates. 
Motion Passed. 

 
There are also two pending work orders for HESS and DESS improvement for 2013.  HESS is stable 
software and staff does not expect big changes after this year.  The work order for HESS is $32,000. 

Motion/Second to approve $32,000 for HESS annual updates. 
Motion Passed. 

 
DESS is slightly behind HESS due to its later implementation.  It may still have a large cost next year for 
improvements, and then should stabilize.  The work order for DESS is $41,000. 
Motion/Second to approve $41,000 for DESS annual updates. 

Motion Passed. 
 
There is no request at this time for a hardware expenditure, but there may be one in the future. 
 
Online Calibration 
Kelly Reich reported that hygiene calibration will be completed and scored online in 2013.  There was 
much discussion on the advantages and disadvantages of implementing online calibration for dental.   

Motion/Second to approve the concept of holding dental calibration online so that staff can 
research the feasibility. 
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Motion Passed. 
 
Report from ICE Committee 
Dr. Charles Broadbent presented the report from dental ICE committee.  The committee has worked on 
three forms needed to make a viable exam.  Two field tests have been completed and a third field test 
will be computerized.  The committee is confident enough prosth has been field tested, but haven’t 
been as confident about perio.  An educator from Oklahoma with perio expertise will therefore be 
added to the committee to help develop this portion of the exam.  The committee is also working on the 
concept of testing a case over time.  The committee is requesting an additional $10,000 to cover the 
additional expenditure related to field testing the exam at Pearson VUE. 

Motion/Second to approve an additional $10,000 for field testing at Pearson VUE. 
Motion Passed. 

 
Travel Concerns 
Beth Cole explained that travel accommodation requests have become extensive and more complex.  
There seems to be a mindset that WREB exams are vacation opportunities.  People are starting to ask 
for hypothetical expenses, such as what they would have paid for a cab when they use alternative 
transportation.  The consensus is that the policy should be reiterated.  Only expenses with receipts will 
be reimbursed.  A letter signed by Dr. Giannini will be mailed to all examiners and staff. 
 
Appeals Reports 
Robin Krych presented the dental hygiene appeals report.  There have been thirteen appeals over five 
years, and only one upheld.  Denise Ramos presented the dental appeals report.  There have been two 
appeals since January 2012 and one was upheld. 
 
Educator to sit on the DERB 
Beth Cole went over the names submitted by schools to occupy the educator seat on the DERB.  After a 
discussion about each, the board agreed on Dr. Michael Mulvehill from USC. 

Motion/Second to approve Dr. Michael Mulvehill to the Dental Exam Review Board. 
Motion Passed. 

 
Hygiene Clinical Exam Remediation Policy 
Kelly Reich handed out the final version of the Dental Hygiene revised remediation policy.   For dental 
hygiene, process of care, and local anesthesia, the policy requires 80 hours for first time remediation 
after three failures.  For restorative, the policy requires 15 hours after two failures. 

Motion/Second to approve the final revised dental hygiene remediation policy. 
Motion Passed. 

 
RESS/ESSA Update 
Robin Krych gave an update on the status of the Restorative Electronic Scoring System and the 
Electronic Scoring System Anesthesia.  Both systems have been beta tested and are working well.  
Internal beta testing will be ongoing.  Both should be launched in 2013.   
 
Examining Community Update 
Beth Cole reported that we have had a request for a Kentucky hygiene exam, but they decided not to 
hold one in 2013.   WREB also got a request from Indiana, but after responding to them, she has not 
received a response back.  Alabama is no longer accepting WREB.  Molly Nadler is retiring from the 
AADB.  ADEX is discontinuing the periodontal section with patients on their exam the year after next. 
 
Executive Session  
The Board went into Executive Session. 
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There being no further business, the meeting was adjourned. 
 
Respectfully Submitted, 
 
 
Beth Cole 
Secretary 
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Dental Exam Review Board 

July 18, 2012 
Denver, CO 

 
MINUTES 

 
Present:  
Dr. Norman Magnuson, Chair, OR 
Dr. Paul Bryan, WA 
Dr. Dale Chamberlain, MT 
Dr. Rodney Hill, WY 
Dr. Brad Hoopes, OK 
Dr. Tom Kovaleski, AK 
Dr. Alexander Larsen, UT 
Dr. Robert Lauf, ND 
Dr. Dennis Manning, IL 
Dr. Suzanne McCormick, CA 
Dr. Rudy Ramos, TX 
Dr. Roger Stevens, KS 
Dr. Gregory Waite, AZ 
Dr. Robert Giannini, President 
Dr. Joe Zayas, President-elect 
Beth Cole, Chief Executive Officer 

Dr. Charles Broadbent, Dir. of Dental Exam 
Development 
Dr. Bruce Horn, Dir. of Dental Exam 
Administration 
Dr. Ron Lemmo, ADA 
Dr. James Sparks 
Deborah Polc, RDH, MO 
Dr. Berit Lakey, Governance Consultant 
Radley Masinelli, IT Manager 
Dr. Sharon Osborn Popp, Testing Specialist 
Kelly Reich, RDH, Dir. of Dental Hygiene Exam 
Development and Administration 
Linda Paul, Dir. of Exam Operations 
Robin Krych, Dental Hygiene Manager 
Denise Ramos, Dental Manager 

 
Consent Agenda  
Dr. Magnuson asked for approval of the minutes of the 2011 meeting. 
Motion/Second to approve the minutes of the 2011 meeting with an amendment to Dr. Joe 
Zayas’ title reflecting that he is President-elect. 

Motion Passed. 
 
Orientation to the Role of the DERB 
Dr. Berit Lakey presented an orientation on the new WREB governance structure which became 
operational in 2012.  The structure was implemented to help support WREB’s growth, values, 
and long-term success.   Following the presentation, members were divided into groups for 
discussion on their responsibilities to each other prior to and during meetings.  The results of 
these discussions were shared with the whole group. 
 
Psychometric Presentation 
Dr. Sharon Osborn Popp conducted a brief presentation on psychometric approaches, pass 
rates, and examiner agreement.   
  
Pass rates are on track compared to last year at this time.  Many candidates pass upon the 
second attempt, but pass rate decreases with each subsequent attempt. Tracking data over 
several years shows that about 4% never pass at all.  There are two exams left in the 2012 
exam season, so the pass rates may change slightly.   
 
Examiner agreement over all exams is very high. 
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Highlights from analyses conducted on Dental examination sections were also presented.  
Technical adequacy is high and most rating scales involved in scoring are functioning very well. 
The “Key Items” in PATP were briefly reviewed as an area where reducing the number of rating 
scale categories would enhance reliability (and has become a recommendation of the PATP 
Committee).  
 
2013 Draft Exam Schedule 
Denise Ramos briefly reviewed the draft exam schedule for 2013.  There are 31 exams on the 
schedule.  No new sites will be added in 2013.  Nova Southeastern University has not 
responded, so that site is not on the schedule.  
 
Committee Reports 
Dr. Charles Broadbent presented a summary of each committee report.   
 
Operative 
At their last meeting, the committee decided to change the criteria to include wrong surface 
language.  If the candidate has a wrong surface, it will not be possible to score higher than a 1 
on outline and extension and internal form.  The committee is in the process of considering 
whether additional penalties for modification requests not approved and patient rejections are 
necessary.  Data regarding these two items has been requested from Dr. Osborn Popp and the 
committee will make its decision after considering that data.  There are no recommendations 
from the operative committee at this time. 
Motion/Second to approve the operative committee report. 

Motion Passed. 
 
Endo 
The committee made a number of administrative changes to the exam materials.  There are no 
recommendations from the endo committee at this time.   
Motion/Second to approve the endo committee report. 

Motion Passed. 
 
Perio 
There are no recommendations from the perio committee at this time. 
Motion/Second to approve the perio committee report. 

Motion Passed. 
 
CSW Prosthodontics Report 
There are no recommendations from the CSW prosthodontics committee at this time. 
Motion/Second to approve the CSW prosthodontics committee report. 

Motion Passed. 
 
PATP Report 
In order to complete equating and get results to candidates sooner, the PATP committee will 
reduce the number of cases from eight to six in 2013.  There will be an addition to the answer 
keys which will include a note to examiners about the rationale for scores on some items.  This 
should help examiners understand why the committee scored a certain way.  Sharon’s statistical 
analysis raised some concerns about the key items and as a result, the committee is 
recommending moving to a 5, 3, 1 rating scale on the key items.  This change would be 
implemented in 2014. 
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Motion/Second to approve the PATP committee report, including the recommendation to 
change the scoring on key items to a 5, 3, 1 scale for 2014. 

Motion Passed. 
 
Modification Request Form Ignored 
Dr. Broadbent presented a proposal for the implementation of a new penalty related to 
modification requests.  The penalty would apply when a candidate requests a modification and 
is instructed to send it to the grading area, but the candidate ignores the instructions and 
proceeds with the preparation without the modification.  Five different options for a penalty were 
presented and discussion followed.   
Motion to implement a penalty for loss of all points for the preparation when a candidate 
ignores the floor examiner’s directive to submit a modification request to the grading 
area. 

Discussion:  The penalty will be implemented in 2013.  There was additional discussion on 
whether the candidates actually intend to ignore the floor examiners or whether they simply 
misunderstand the instructions.  The board considered which penalty would act as a 
deterrent without being too harsh.  

 
Motion/Second to implement a penalty for loss of all points for the preparation when a 
candidate ignores the floor examiner’s directive to submit a modification request to the 
grading area. 

Motion Passed. 
 
Timing of Written Exams 
Beth Cole requested endorsement of the concept for moving the time frames during which the 
computerized exams can be taken by candidates.  Currently, the candidates can take these 
exams as late as fifteen days prior to their clinical.  For early exams, this presents a challenge 
for getting equating done early enough to prevent a delay in candidate results.  To illustrate, 
candidates in the first exam of the year waited 38 days for their results, while candidates in later 
exams waited between two to four days.  Moving the exams to the fall would allow data to be 
equated prior to the clinical exam.   
Motion/Second to endorse the concept of moving the computerized exam time frames 
earlier. 

Motion Passed. 
 
ADA Report 
Dr. Ron Lemmo presented an update on resolution 42H.  The ADA has no intention of creating 
a portfolio exam; they only created a model.  The model is available to any licensing or 
examining agency.  The hope of the ADA is that bodies like WREB would have a vehicle to 
administer a portfolio exam should the market need it.  The RFP report is expected August 2. 
 
Dr. Lemmo also informed the DERB that he is involved in a national ADA election and if elected, 
this will be his last meeting as the ADA representative to the DERB. 
 
Elections 
Members voted on the candidates for the open seats on the Board of Directors.  Dr. Gregory 
Waite was elected as the new at-large member.  Dr. Arne Pihl, treasurer, and Dr. Nathaniel 
Tippit, at-large member, were elected to a second term on the Board of Directors.  Dr. Joe 
Zayas will serve two years as president as the organization continues through the transition to 
the new structure. 
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WREB Orientation 
Beth Cole and WREB staff presented an overview of the organizational structure and staff 
responsibilities. 
 
There being no further business, the meeting was adjourned. 
 
Respectfully Submitted, 
 
 
Denise Ramos 
Dental Manager 
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Western Regional Examining Board 
Hygiene Exam Review Board Meeting 

Denver, Colorado 
July 17, 2012 

 
HERB members in attendance: 
Carol Price, RDH Rebecca Howard, RDH 
Dr. Robert Giannini Karen Sehorn, RDH 
Beth Cole Mary Davidson, RDH 
Kelly Reich, RDH Alicia Grant, RDH 
Cheryl Fellenberg, RDH Karen Bateman, RDH 
Sharie Mikolajczyk, RDH Ruth Needham, RDH 
Jan Simpson, RDH Sally Berg, RDH 
Denise Maus, RDH Karmen Aplanalp, RDH 
Kathy Heiar, RDH Linda Paul 
Deborah Polc, RDH Robin Krych 
Jennifer Porter, RDH  
  
 
The meeting was brought to order at 8:00 am by Kelly Reich, RDH. She introduced the HERB Chair, Carol 
Price, RDH. Carol welcomed all new members and asked members to introduce themselves and thanked 
them for their service to WREB. 
 
Consent Agenda 
Carol presented the consent agenda which consisted of the minutes of the July, 2011 DH-ERC meeting. 
The minutes of the 2011 meeting were changed to reflect a typographical error.  
 
 Motion/Second 
 Approve the consent agenda, as amended. 
 Motion Passed 
 
WREB Organization Governance 
Dr. Berit Lakey was introduced and walked the Board through WREB’s new governance structure. The 
governance restructuring process has taken three years to complete and the result is a system that will 
maintain WREB's core values while allowing for growth. 
 
WREB Update 
Beth Cole updated the board as summarized below: 

- The ongoing concern with travels costs due to airfare expense as well as the fact that hygiene 
examinations tend to be in rural areas therefore fewer flights are available.  

- WREB candidates who are students from the state of California and who challenge the exam in 
the state of California prior to graduating are not permitted to administer local anesthetic to 
their patients per the DHCC. 

- Presented the proposed 2013 dental hygiene examination schedule. The schedule includes 
thirty-nine (39) sites, which include 29 local anesthesia, 31 dental hygiene, and 10 restorative 
examinations.   

 
Candidate Guides 
Kelly updated the Board concerning the changes to patient criteria for local anesthesia and dental 
hygiene clinical examinations. 
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Committee Reports and Recommendations 
Kelly Reich presented the recommendations from the submitted Local Anesthesia Committee report.  

- WREB will offer the written examination separate from the clinical giving the candidates the 
option to enroll in just one or both at the same time. The candidate will not necessarily forfeit 
their entire exam fee (clinical) after failing the written. Cancellation fees still apply as detailed on 
the WREB website.  

- Exam sites specifically review with candidates the school policy regarding proper disposal of 
biohazard and pharmaceutical waste. 

- "Local Anesthesia for the Dental Hygienist", will not be listed as a referenced textbook. 
- Purchase six (6) additional Malamed textbooks, Handbook of Local Anesthesia" sixth edition. 

 
 Motion/Second 
 Approve the Local Anesthesia Committee report, as submitted. 
 Motion Passed 
 
Rebecca Howard presented the recommendations from the submitted Hygiene Committee report. She 
noted that there is no longer a need to purchase four additional typodonts and hence withdrew that 
request.  
 
 Motion/Second 
 Approve the Hygiene Committee report, as amended. 
 Motion Passed 

 
Jennifer Porter presented recommendations from the submitted Process of Care Committee report. 

- Purchase six (6) textbooks, "Clinical Practice of the Dental Hygienist" by Wilkins. 
- Consider costs for updating cases in Exam Studio 
- Consider costs for creating new cases in Exam Studio 
- Consider costs for implementing new features, such as drag and drop. 

 
 Motion/Second 
 Approve the Process of Care Committee report, as submitted. 
 Motion Passed 
 
Kelly Reich presented the recommendations from the submitted Restorative Committee report.  

- Revise current examination scoring (similar to dental's Operative section. The re-scaling of 
points received would be applied after (rather than before) the criteria-based weighting and raw 
score calculation. 

- Purchase ten (10) dentoforms 
- Purchase ten (10) 1-12 UNC probes, Hu-Friedy 2R/2L 
- Purchase ten (10) mouth mirrors 

 
 Motion/Second 
 Approve the Restorative Committee report, as submitted. 
 Motion Passed 
 
Kelly Reich updated the members concerning the Examiner Performance Committee (EPC) stating that 
they recently met to review year to date examiner statistics as well as a summary of the submitted peer 
evaluations. She reiterated that the information is presented in an anonymous form and that based on 
established guidelines, an examiner may receive a letter from the committee informing them of specific 
deficiencies or concerns regarding performance and/or grading. 
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Remediation Policy 
Kelly presented the Local Anesthesia, Dental Hygiene, Process of Care, and Restorative remediation 
policy changes. The changes include more specific requirements for each exam type as well as specific 
hours that candidates must complete. Local anesthesia and dental hygiene examinations require 
remediation after 3 failed attempts while restorative requires remediation after two failed attempts. 
 
2012 Exam Statistics 

Sharon Osborn Popp presented year to date candidate statistics on each exam type as summarized 
below: 
 
Local Anesthesia  
- 909 candidates year to date have taken the exam – 82.6% successfully 
-  91.7% passed the written portion  
-  96.8% passed the clinical portion on the first attempt 
 
Restorative 
- 430 candidates year to date have taken the exam –  56.7% successfully  

 
Dental Hygiene  
- 1442 candidates year to date have taken the exam – 86.9% successfully 
- 91.7% passed the written P.O.C. portion 
- 92.2% passed the clinical portion on the first attempt 

  
Process of Care  
Kelly Reich and Linda Paul led the members through the Process of Care (POC) demonstration and exam 
flow. They reiterated that the POC examination is intended to enhance the current clinical examination 
by further testing a candidate's skills during assessment, treatment, and outcomes phases of dental 
hygiene care. 
 
Electronic Scoring 
Robin Krych presented the Electronic Scoring System Anesthesia (ESSA) and the Restorative Electronic 
Scoring System (RESS) to the Board. The members reviewed the exam process and system performance. 
Both ESSA and RESS are scheduled to launch in the 2013 exam season. 
 
Educator Forums 
Kelly announced that WREB will be hosting two restorative educator forums. October 5, 2012 at 
Portland Community College in Portland, OR as well as on October 6, 2012 at Eastern Washington 
University in Spokane, WA. In addition to the restorative forums WREB will also host two hygiene 
educator forums. One forum will be held on November 9, 2012 at the University of Pacific in Stockton, 
CA and November 10, 2012 at West Coast University in Anaheim, CA. All the forums will reflect the 2013 
exam criteria. Faculty has found the forums to be a helpful tool for preparing “mock boards”, and to 
address  questions from students regarding exam content. 
 
Examiner Pool Update 
Kelly discussed the current WREB examiner pool and addressed the need to allow new educator 
examiners into the pool, which would require some educators to rotate out of the pool. This would 
enable new examiners from new programs to participate in the exam process.  
 
Post Exam Critiques 
Beth informed the members of her wish to investigate further the capability of online post exam 
critiques. 
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WREB Staff Presentations 
WREB staff presented a governance restructuring and orientation presentation to the board. Each 
department head gave a brief presentation regarding their department, its staff and how they 
contribute to and embrace WREB’s mission. 
 
Miscellaneous 
The 2013 DH-ERB meeting will be held in Santa Fe, New Mexico.  
 
Having no further business the meeting adjourned at 2:30 pm. 
 
Respectfully submitted, 
 
Robin Krych 
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OREGON BOARD OF DENTISTRY 

LICENSING, STANDARDS AND COMPETENCY COMMITTEE 
MINUTES 

AUGUST 23, 2012 
 
 
The Licensing, Standards and Competency Committee met at the OBD office on August 23, 2012. 
 
Committee members present: Norman Magnuson, D.D.S., Chair; Julie Ann Smith, D.D.S., M.D.; Mary 
Davidson, M.P.H., R.D.H., E.P.P.; Daren L. Goin, D.M.D. - ODA Representative; Lisa J. Rowley, 
R.D.H. - ODHA Representative; Mary Harrison, CDA, EFDA, EFODA – ODAA Representative. 
 
Staff present: Patrick D. Braatz, Executive Director; Paul Kleinstub, D.D.S., M.S., Dental Director/Chief 
Investigator; Lori Lindley, Senior Assistant Attorney General; and Teresa Haynes, Examination and 
Licensing Manager. 
 
Visitors present were:  Beryl Fletcher, ODA; Frances Sunseri, D.M.D., OAGD; Steven Little, D.M.D., 
OAGD; Kimberly Wright, D.M.D., OAGD; Lynn Ironside, R.D.H., ODHA; Michael Abbott, Practice 
Management Consultant; Alex Marrero, D.D.S., ODA; Fred Bremner, D.M.D., Clackamas County Dental 
Society; Bobby Ghaheri, The Oregon Clinic.  
 
Board Members: Jonna Hongo, D.M.D.; Brandon Schwindt, D.M.D.; Patricia Parker, D.M.D.; Jill Mason, 
M.P.H., R.D.H., E.P.P. 
 
Dr. Magnuson called the meeting to order at 7:00 p.m.  
 
The Committee reviewed the minutes of May 17, 2012 and it was moved by Ms. Rowley and seconded 
by Ms. Harrison to approve the minutes.  All voted in favor.  The Motion passed. 
 
The Committee reviewed and discussed training and education required for dentists to administer 
Botulinum Type A.   
 
Dr. Goin moved, seconded by Ms. Rowley to recommend to the Board to recommend to the Rules 
Committee to develop a rule allowing general dentists who have appropriate training, with dental 
justification, to administer Botulinum Type A. 
 
All voted in favor.  The Motion passed. 

 
The Committee reviewed and discussed amending OAR 818-021-0060 & 0070 Continuing Education 
(CE).  It was the consensus of the Committee to leave the CE rules as is. 
 
There being no further business, Dr. Magnuson adjourned the meeting at 8:20 p.m. 
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EXECUTIVE DIRECTOR’S REPORT 
October 5, 2012 
 
OBD Budget Status Report 
 
Attached are the latest budget report for the 2011-2013 Biennium.  This report, which is from 
July 1, 2011 through August 31, 2012, shows revenue of $1,544,653.39 and expenditures of 
$1,307,398.42. Revenues continue to be on target and the expenditures to date are actually 
below what was budgeted. I would say the Budget appears to be performing as expected.   
  
If Board members have questions on this budget report format, please feel free to ask me.  
Attachment #1 
 
OBD 2013 - 2015 Agency Budget Request 
 
Attached please find the 2013 – 2015 Agency Budget Request that we submitted to the 
Department of Administrative Services.  Attachment #2 
 
Customer Service Survey 
 
Attached is a chart which shows the OBD State Legislatively Mandated Customer Service 
Survey Results from July 1, 2012 through August 31, 2012.   
 
The results of the survey show that the OBD continues to receive positive comments from the 
majority of those that return the surveys. The booklet containing the written comments that are 
on the survey forms, which staff has reviewed, are available on the table for Board members to 
review.  Attachment #3 
 
Board and Staff Speaking Engagements 
 
I attended and made a presentation to the Oregon House of Delegates on Friday, September 7, 
2012 in Redmond, Oregon. 
 
HPSP Annual Report 
 
Please find the 2nd Annual HPSP Report.  Mr. Wayson and I will be happy to answer questions 
that you might have on this report.  Attachment #4 
 
Agency Head Financial Transaction Report 7/1/2011 – 6/30/2012 
 
Board Policy requires that at least annually the entire Board review agency head financial 
transactions and that acceptance of the report will be placed in the minutes.  The Board reviews 
and approves this report which follows the close of the recent fiscal year.  Attachment # 5 
 
Legislative Report of the Reimbursement of Expanded Practice Permit Dental Hygienists 
 
Attached please find the legislatively mandated report that is required to be sent to the Interim 
Legislative Committees on Health by October 1st of each even numbered year regarding the 
Reimbursement of Expanded Practice Permit Dental Hygienists.  Attachment #6 
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Newsletter 
 
We would like to begin work on the next issue and have a targeted published date at the end of 
fall. 
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 For the Month of AUGUST 2012

 REVENUES
Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

0205
0210
0410
0505
0605
0975

OTHER BUSINESS LICENSES
OTHER NONBUSINESS LICENSES AND FEES
CHARGES FOR SERVICES
FINES AND FORFEITS
INTEREST AND INVESTMENTS
OTHER REVENUE

174,332.00
1,200.00

0.00
10,000.00

367.28
1,370.00

1,438,942.26
9,500.00

0.00
77,758.14
4,388.13
14,064.86

2,327,200.00
40,000.00
5,000.00
50,000.00
10,000.00
25,000.00

888,257.74
30,500.00
5,000.00

­27,758.14
5,611.87
10,935.14

102,781.59
678.57
0.00

5,554.15
313.44

1,004.63

88,825.77
3,050.00
500.00

­2,775.81
561.19

1,093.51
2,457,200.00 912,546.61 110,332.39 91,254.66187,269.28 1,544,653.39

 TRANSFER OUT
Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

2100
2443

TRANSFER OUT TO DEPT OF HUMAN 
SERVICESTRANSFER OUT TO OREGON HEALTH 
AUTHORITY

0.00
2,385.00

0.00
102,255.00

0.00
208,000.00

0.00
105,745.00

0.00
7,303.93

0.00
10,574.50

208,000.00 105,745.00 7,303.93 10,574.502,385.00 102,255.00
 PERSONAL SERVICES
Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

3110
3160
3170
3210
3220
3221
3230
3250
3260
3270

CLASS/UNCLASS SALARY & PER DIEM
TEMPORARY APPOINTMENTS
OVERTIME PAYMENTS
ERB ASSESSMENT
PUBLIC EMPLOYES' RETIREMENT SYSTEM
PENSION BOND CONTRIBUTION
SOCIAL SECURITY TAX
WORKERS' COMPENSATION ASSESSMENT
MASS TRANSIT
FLEXIBLE BENEFITS

32,316.42
0.00

229.25
8.50

4,662.93
1,914.87
2,554.27

14.05
199.10

7,803.40

489,257.26
14,107.23
9,725.21
108.80

70,315.77
28,344.01
39,092.84

226.46
2,851.92

106,839.99

855,336.00
3,717.00
3,575.00
287.00

123,464.00
49,432.00
71,160.00

413.00
5,581.00

201,638.00

366,078.74
­10,390.23
­6,150.21
178.20

53,148.23
21,087.99
32,067.16

186.54
2,729.08
94,798.01

34,946.95
1,007.66
694.66
7.77

5,022.56
2,024.57
2,792.35

16.18
203.71

7,631.43

36,607.87
­1,039.02
­615.02
17.82

5,314.82
2,108.80
3,206.72

18.65
272.91

9,479.80
1,314,603.00 553,733.51 54,347.82 55,373.3549,702.79 760,869.49

 SERVICES and SUPPLIES
Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

4100 INSTATE TRAVEL 3,681.08 27,912.38 46,655.00 18,742.62 1,993.74 1,874.26
Attachment # 1



Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

4125
4150
4175
4200
4225
4250
4275
4300
4315
4325
4375
4400
4425
4475
4575
4650
4700
4715

OUT­OF­STATE TRAVEL
EMPLOYEE TRAINING
OFFICE EXPENSES
TELECOMM/TECH SVC AND SUPPLIES
STATE GOVERNMENT SERVICE CHARGES
DATA PROCESSING
PUBLICITY & PUBLICATIONS
PROFESSIONAL SERVICES
IT PROFESSIONAL SERVICES
ATTORNEY GENERAL LEGAL FEES
EMPLOYEE RECRUITMENT AND 
DEVELOPMENTDUES AND SUBSCRIPTIONS
FACILITIES RENT & TAXES
FACILITIES MAINTENANCE
AGENCY PROGRAM RELATED SVCS & SUPP
OTHER SERVICES AND SUPPLIES
EXPENDABLE PROPERTY $250­$5000
IT EXPENDABLE PROPERTY

­948.18
0.00

1,473.72
925.12

24,387.05
140.00
5.96

3,587.50
0.00

1,709.20
0.00

204.00
5,732.09

0.00
2,761.00
1,883.06

0.00
190.49

13,834.43
6,255.00
44,332.28
14,244.95
64,321.90
2,613.75
10,250.05
54,345.75
10,400.00
95,782.18

0.00
8,697.90
79,703.55

0.00
23,275.50
23,640.28

0.00
253.03

24,672.00
6,617.00
78,445.00
25,757.00
78,170.00
5,400.00
13,084.00
79,219.00
50,000.00
188,592.00

621.00
8,276.00

139,571.00
514.00

164,976.00
40,300.00
5,140.00
5,140.00

10,837.57
362.00

34,112.72
11,512.05
13,848.10
2,786.25
2,833.95
24,873.25
39,600.00
92,809.82

621.00
­421.90

59,867.45
514.00

141,700.50
16,659.72
5,140.00
4,886.97

988.17
446.79

3,166.59
1,017.50
4,594.42
186.70
732.15

3,881.84
742.86

6,841.58
0.00

621.28
5,693.11

0.00
1,662.54
1,688.59

0.00
18.07

1,083.76
36.20

3,411.27
1,151.21
1,384.81
278.63
283.40

2,487.33
3,960.00
9,280.98

62.10
­42.19

5,986.75
51.40

14,170.05
1,665.97
514.00
488.70

961,149.00 481,286.07 34,275.92 48,128.6145,732.09 479,862.93
 SPECIAL PAYMENTS
Budget 
Obj

Budget Obj Title Monthly Activity
Biennium to Date 

Activity
Financial Plan Unobligated Plan

Monthly Avg to 
Date

Monthly Avg to 
Spend

6100
6443

DISTRIBUTION TO DEPT OF HUMAN 
SERVICESDIST TO OREGON HEALTH AUTHORITY

0.00
0.00

0.00
66,666.00

0.00
226,292.00

0.00
159,626.00

0.00
4,761.86

0.00
15,962.60

226,292.00 159,626.00 4,761.86 15,962.600.00 66,666.00
5,167,244 2,212,937.19 376.82485 395.16736285,089.16 2,954,306.81

834
3400
BOARD OF DENTISTRY

Month Activity Biennium Activity

REVENUES REVENUE

Total

EXPENDITURES PERSONAL SERVICES

SERVICES AND SUPPLIES

Total

TRANSFER OUT TRANSFER OUT

Total

SPECIAL PAYMENTS SPECIAL PAYMENTS

187,269.28 1,544,653.39
187,269.28 1,544,653.39
49,702.79 760,869.49
45,732.09 479,862.93
95,434.88 1,240,732.42
2,385.00 102,255.00
2,385.00 102,255.00

0.00 66,666.00

SUMMARY TOTALS

Attachment # 1



834
3400
BOARD OF DENTISTRY

Month Activity Biennium Activity
SPECIAL PAYMENTS

Total 0.00 66,666.00

Attachment # 1
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    1  How do you rate the timeliness of the services provided by the OBD?     
    E= 60% G= 23% F= 7% P= 9% DK= 1%     

    2  How do you rate the ability of the OBD to provide services correctly the first time? 
    E= 63% G= 20% F= 5% P= 7% DK= 5%     

    3  How do you rate the helpfulness of the OBD?         
    E= 56% G= 25% F= 5% P= 8% DK= 6%     

    4  How do you rate the knowledge and expertise of the OBD?       
    E= 48% G= 30% F= 0% P= 4% DK= 18%     

    5  How do you rate the availability of information at the OBD?       
    E= 48% G= 33% F= 7% P= 7% DK= 5%     

    6  How do you rate the overall quality of services provided by the OBD?     
    E= 59% G= 29% F= 5% P= 5% DK= 2%     
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RBH Health Professionals’ Services Program 
1220 SW Morrison Street, Suite 600 

Portland, Oregon 97205 
1.503.802.9800 

Fax:  503.961.7142 

Summary Annual Report 

Health Professionals’ Services Program 

Highlights of Year Two 7/1/11-6/30/12 

 

The purpose of this report is to provide the Oregon Health Authority and the representatives of the participating health licensing boards with a 

summary of the highlights of year two of the Health Professionals’ Services Program (HPSP). HPSP began provision of monitoring services to the 

Oregon Board of Dentistry, Oregon Board of Nursing, Oregon Medical Board, and the Oregon Board of Pharmacy on July 1, 2010.  The following 

data tables were developed to give an overview of the HPSP program during the period from July 1, 2011 through June 30, 2012.  

 

Table 1:  Enrollment Overview:  Year 2 

Enrollment Overview:  
Year 2  (7/1/11 - 6/30/12) 

Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Total Enrolled  End of Year 1 (6/30/11) 236 17 15 92 360 

Enrolled: Board Referrals 36 7 5 20 68 

Enrolled:  Self Referrals 4 0 0 10 14 

Successfully Completed 51 1 0 19 71 

Terminations 43 3 1 5 52 

Total Enrollees End of Year 2 (6/30/12) 182 20 19 98 319 

Referred but Not Enrolled/Inquiry Only 6 0 1 16 23 

 

Table 1 gives a summary of year two, including the number of licensees enrolled at the end of year one, the number of licensees referred by board 

to the program during year two, the number of self-referrals to the program during year two, the number of licensees who successfully completed 

the program during year two, the number of licensees who were terminated from the program by the licensing boards during year two, the total 

enrollees at the end of year two and the number of licensees who were referred but never enrolled or called about the program but did not enroll.  

As should be anticipated, the Oregon Board of Nursing had the largest number of licensees referred to the program, as well as the largest number 

of successful completions and terminations.   A total of fourteen licensees made self-referrals to the HPSP program this year, an increase from the 

six last year.  At the end of year two, the program had 319 participants with some growth in each Board, except for the Board of Nursing. 
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RBH Health Professionals’ Services Program 
1220 SW Morrison Street, Suite 600 

Portland, Oregon 97205 
1.503.802.9800 

Fax:  503.961.7142 

 

Table 2 Program Termination Reasons* 

 

Termination Reasons:  Year 2 Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Deceased 3 0 0 2 5 

License Inactivated 2 0 0 1 3 

License Retired 0 0 0 0 0 

License Revoked  7 1 0 0 8 

License Surrendered 25 2 1 2 30 

Probation 6 0 0 0 6 

Total 43 3 1 5 52 

* “Failure to Enroll” and “Inappropriate Referral” cases are included under "Referred but Not Enrolled/Inquiry Only" on the Enrollment Overview 

Table (Table 1). 

 

Table 2 reviews the reasons for terminations from the HPSP program this year.  Please note that a licensee has to be enrolled in order to be 

terminated from the program.  The primary reason for program termination was the licensee surrendered his/ her license; this is consistent with 

last year.  This represented more than half of the termination reasons for the Board of Nursing, the Board of Pharmacy and the only reason for the 

Board of Dentistry.   
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Table 3 Non-Compliance Reports by Licensee 

 

Non-Compliance Reports by Licensee: 
Year 2 

Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Total Non-Compliance Reports 442 14 37 34 527 

Total Non-Compliance Reports as a 
Percentage of Average # of Licensees 
Enrolled in Year 2 

211% 76% 218% 36% 155% 

# of Licensees with NC Reports 140 6 7 23 176 

# of Licensees with >1 NC report 88 4 6 7 105 

# of Licensees with >3 NC report 32 1 4 1 38 

# of SR Licensees now BR due to NC 1 0 0 8 9 

 

Table 3 gives the total number of non-compliance reports by Board and then a specific break-down giving the number of licensees who received 

more than one non-compliance report throughout the year.  The table also shows the total number of non-compliance reports submitted as a 

percentage of the average number of licensees enrolled during year two.  The Board of Dentistry had the highest percentage at 218%, followed by 

the Board of Nursing at 211%.  This is compared to 76% for the Board of Pharmacy and 36% for the Medical Board.  The Board of Nursing had the 

most repeat offenders at 88 (42% of the average number of licensees enrolled), followed by the Medical Board at 7 (7%) and the Board of Dentistry 

at 6 (35%) and the Board of Pharmacy at 4 (22%.)  Typically the licensees with multiple non-compliant reports (more than 3) had either stopped 

participating in the HPSP program and/or the Boards were in the process of investigation and determination of a final decision regarding licensee’s 

status.   This Table also shows the number of Self Referred licensees who were reported non-compliant and are thus now known to the board.  The 

Medical Board had eight self-referrals who are now board known and the Board of Nursing had one. 
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Table 4 Non-Compliance Reasons 

Non-Compliance Reasons:  Year 2* Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Failure to Enroll 4 0 0 0 4 

Failure to Participate:  Missed IVR Call 173 4 26 11 214 

Failure to Participate:  Missed Test (includes 
failure to provide specimen) 

182 8 8 14 212 

Failure to Participate:  Non-Payment 14 0 0 0 14 

Failure to Participate:  Other 54 3 2 2 61 

Hospitalization 4 1 0 0 5 

Violated Restriction on Practice 0 0 0 0 0 

Positive Toxicology Test 67 2 3 5 77 

Impaired in a Health Care Setting in the Course of 
Employment (including admitted substance use & 
diversion of medications) 

0 0 0 1 1 

Impaired Outside of Employment (including 
admitted substance use & diversion of 
medications) 

3 0 1 1 5 

Public Endangerment 0 0 0 0 0 

Criminal Behavior (including DUI) 1 0 0 1 2 

TOTAL 502 18 40 35 595 

* May have more than 1 reason per report 

 

Table 4 shows the reasons why a non-compliance report was submitted to Acumentra, the entity which submitted the report directly to the 

appropriate board.  The most common reasons for non-compliance were licensee failing to call the daily interactive voice response (IVR) four times 

or more within the year. This was changed by the Advisory Committee in 10/11 and is no longer a non-compliance reason. Licensees are tested 

following each missed call after the fourth missed call, followed by licensee failed to test as scheduled, and the third most frequent reason for a 

non-compliance report was a positive or non-negative test result. 
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Table 5:  Non-Negative Tests 

 

Non-Negative Tests: Year 2 Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Positive Tests  (non-negative results) 65 2 2 8 77 

Positive Tests as a Percentage of Average 
# of Licensees Enrolled in Year 2 

31% 11% 12% 8% 23% 

Invalid Tests 12 3 1 5 21 

TOTAL 71 5 2 11 89 

 

Table 5 shows the number of non-negative tests and invalid test results per board.  The number of non-negative results is also reflected as a 

percentage of the average number of licensees enrolled in the program during year two.  This was the highest for the Board of Nursing at 31%.  The 

total number of positive (non-negative) tests can be compared to the number of Non-Compliance reports submitted due to a positive toxicology 

test result.  These numbers match with the following exceptions: 

1. The Board of Nursing had two additional non-compliance reports submitted with the reason “positive toxicology test:” One was due 

to a test taken at the licensee’s treatment center; the second was for a test taken at the end of year 1, on June 30th. 

2. The Board of Dentistry had an additional non-compliance reports submitted with the reason “positive toxicology test;”  this was 

because the licensee did not originally fax in her prescription, but after the non-compliance report was submitted the licensee did 

fax in the prescription and the non-negative result was overturned. 

3. The Medical Board had three less non-compliance reports submitted with the reason “positive toxicology test:” Two of these were 

because the licensees had two positive tests in close proximity and only one non-compliance report was submitted for both test 

results; the third was for a positive ETG test with a negative ETS, so there was no report submitted pending the outcome of the 

third-party evaluation.  
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Table 6:  Positive Tests - Drugs Found 

 

Positive Tests - Drugs Found:  Year 2 Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

amphetamines / methamphetamines 1 0 1 0 2 

anti-depressants 1 0 0 0 0 

barbiturates 1 0 0 0 1 

benzodiazepines 0 0 0 2 2 

ethyl glucuronide (ETG) 43 1 1 4 49 

marijuana metabolite (THC) 3 0 0 1 4 

methadone 0 0 0 0 0 

muscle relaxants 1 0 0 0 1 

opiates (narcotics/opiates) 7 2 0 0 9 

oxycodone 11 0 0 0 11 

propoxyphene 2 0 0 0 2 

tramadol 6 1 0 1 8 

Total 76 4 2 8 89 

*May have more than one drug per test 

 

Table 6 shows the various drugs that resulted in a positive test result. The largest number of positive tests was for alcohol. This means that the 

licensee had an ETG test of 500mg/dl or higher as the result and there was also an ETS result.   
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Table 7: Missed Test Details 

 

Missed Test Details:  Year 2 Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

No Call/No Show 146 18 4 12 180 

No Show 86 1 5 7 99 

Refused 6 0 0 1 7 

Total 238 19 9 20 286 

 

Table 7 gives greater detail on licensees who failed to take a scheduled toxicology test. No call/no show refers to licensees who failed to call the IVR 

and did not test as scheduled. No Show refers to situations when the licensee did not go to the collection site to give a specimen but did call the 

IVR that day. Refused refers to licensees who went to the collection site but did not provide a specimen. This is considered a refusal to test which is 

treated like a positive test unless the licensee can provide a medical explanation from a physician, verifying that the licensee has a medical 

condition which prevents the licensee from providing a sample.   The interesting data that this table shows is that for the Oregon Board of Nursing 

a significant number of licensees called the interactive voice response system and knew they were scheduled to test but failed to go to the 

collection site.   This was also noted last year. 
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Table 8:  Workplace Safe Practice Reports 

 

Workplace Safe Practice Reports from 
Workplace Monitors: Year 2 

Board of Nursing Board of Pharmacy Board of Dentistry Medical Board TOTAL 

Number of Reports Received / 
Reviewed 

1316 127 56 569 2070 

Number of Licensees who had Reports 
Submitted 

180 13 6 87 288 

 

Table 8 shows the number of workplace safety reports received from workplace monitors and reviewed.  Mid-way through year two of the 

program, RBH added the ability to track if any concerns were noted on the reports.  This data will be available for reporting in year three of the 

program.  Table 8 also shows the number of licensees who had at least 1 workplace safety report submitted during the year. 

 

 

The goal for year three is the same as year 2. I believe we can still do better in encouraging self-referrals.  In addition, for year 3 we will be able to 

report how many workplace safe practice reports noted any concerns in regard to licensee’s practice.  

 

 

Dale Kaplan, MSW, LCSW-C (Maryland), MSWAC 

HPSP Program Manager 

7/31/12 
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Satisfaction Report 
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Executive Summary 

 

Health Professionals' Services Program Satisfaction Survey:  Year Two 
 

Overview: This Health Professionals’ Services Program report reviews the survey results from the 
second year of the program, covering July 1, 2011 through June 30, 2012.  Surveys were sent to 
the following groups of stakeholders both in July and at other times throughout the year: Licensees, 
Employers (Workplace Monitors), Treatment Providers, Health Associations, the Boards, and 
Acumentra.  Each of these groups of stakeholders will be surveyed again in January 2013, with the 
exception of Acumentra as they are no longer involved in the program.  Licensees also will be 
surveyed in October 2012. 
 
An overview of the number of surveys sent, number of responses received, and the response rate 
for each group of stakeholders is displayed below:  
 
Table 1:    
Response Rate  - 
year end survey 

Licensees 
Employers 
(Workplace 
Monitors) 

Treatment 
Programs 

Health 
Associations Acumentra 

 
Boards 

# Sent 318 187 31 5 2 8 

# of Responses 96 17 1 0 0 5 

Response Rate 30.2% 9.1% 3.2% 0.0% 0.0% 62.5% 

 
 
 
Highlights:  The results of the year end survey indicate significant improvement in all the 
responding stakeholders’ perception of the HPSP program.  The return rate for the licensees and 
the participating boards was high at 30.2% and 62.5% respectively.  For the licensees, the year 2 
response rate at 27.6% shows an improvement from the total of 23% return rate for year 1.  There 
is still a lack of response from the treatment centers and the associations, even though contact with 
the Oregon Medical Association and the treatment centers had increased. There needs to be 
contact with the associations aligned with the other participating boards.  Acumentra did not 
respond this past quarter but had responded to past surveys.  
 
The responses from the licensees in their fourth quarter survey showed an improvement in all 
areas. Over 75% of licensees felt that they received timely responses to their questions and that 
their questions were clearly answered.  The Agreement Monitors were seen as being important in 
the recovery process followed by the toxicology testing and the newsletter.  Even the website was 
seen as helpful this quarter while in past surveys the website was viewed as unhelpful.  There were 
still negative responses in the comments section of the survey, although this the lowest rate of 
negative comments than provided by licensees in prior quarters. These comments are reviewed in 
the Reliant quality assurance committee and an action plan will be developed. Overall 42% of the 
licensees rated the overall quality of the program above average or excellent, for year one only 
26% gave the favorable rating.  
 
There was a strong response rate from the participating boards and very helpful comments. The 
rate of response from employers was 13.7% as compared to a 7% response rate in year 1.  The 
responses were positive for all question categories and showed an increase in positive responses 
from last quarter.  There is also significant improvement in overall satisfaction from 67% rated 

Attachment # 4



July 2012 – Year Two Report 3 

above average or excellent in year 2 from 51% in year 1.  The safe practice form was seen as an 
easy form to complete and submit.   
 
This was a strong satisfaction report for year 2. We hope to continue to show improvement in 
licensee satisfaction and will strive to increase the response rate for the treatment centers and 
associations.   
 
Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of LICENSEES 

 

Purpose 
The purpose of assessing participants (Licensees) of the Health Professionals’ Services Program (HPSP) is to obtain 
constructive feedback that can be used to improve and maintain the quality, effectiveness, and efficiency of the HPSP 
Program. In order to provide continuous quality services, RBH evaluates Licensees’ satisfaction with the HPSP 
Program on a quarterly basis.  

Feedback is obtained from Licensees via a satisfaction survey that is mailed or emailed to each Licensee.  When 
mailed, Licensees are given the option of completing the enclosed survey and mailing it back to the RBH offices in the 
postage-paid envelope, or going through the link to the survey and completing it online. The survey is short and can be 
completed in 2-3 minutes. 

Feedback includes information about RBH customer service, Agreement Monitors, service components, and overall 
services.   
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 
 
Data Results 

Response Rate 

 

Table 1:  Response 
Rate This Quarter Year 2 

# Sent 318 1330 

# of Responses 96 367 

Response Rate 30.2% 27.6% 

 

The HPSP Licensee Satisfaction Survey was issued to 100% of the Licensees enrolled in the HPSP Program at the 
end of June 2012.  The survey was emailed to 254 licensees and mailed to 64. A total of 96 responses were received, 
representing a response rate of 30.2%.  For Year 2, which includes surveys sent each quarter, the average response 
rate is 27.6%.  This is an increase from the 23% average response rate during the first year of the program.  
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Respondents 

 

51% of respondents this quarter were representatives of the Board of Nursing, bringing the average for the year to 
60.5%.  The Medical Board follows with 32.3% for the quarter, and 28.6% for the year.   The Board of Dentistry was 
represented by 9.4% of the respondents this quarter, and 4.4% for the year.  The Board of Pharmacy had 6.3% for the 
quarter and 4.6% for the year.  (See Table 2 and Figure 1) 

 

 

 

 

 

 

 

 

 

 
 

The 4th Quarter breakdown is comparable to the percent of enrollees, with only a slight skew towards those licensed by 
the Medical Board and Board of Dentistry and away from the Board of Nursing.  (See Table 3) 

 

 

 

 

 

 

 

 

 

 

Table 2:   
Respondents by 
Board 

This Quarter 
(n=96) 

Year 2 
(n=367) 

# % # % 

Medical Board 31 32.3% 105 28.6% 

Board of Nursing 49 51.0% 222 60.5% 

Board of Dentistry 9 9.4% 16 4.4% 

Board of Pharmacy 6 6.3% 17 4.6% 

No Response 1 1.0% 7 1.9% 

Table 3:   
Comparison of Enrollees 
to Respondents 

Percent of Enrollees 
(6/30/12) 

Percent of Respondents 
(Quarter 4) 

Medical Board 30.8% 32.3% 

Board of Nursing 56.9% 51.0% 

Board of Dentistry 6.0% 9.4% 

Board of Pharmacy 6.3% 6.3% 
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Customer Service 
 

This question asks respondents to “Think about [their] most recent call to RBH………” and evaluate 2 statements.  The 
mode (most frequent) responses are highlighted in red: 

Table 4a:  
This Quarter  
(n=96) 

Strongly 
Agree Agree Disagree Strongly 

Disagree N/A No 
Response 

# % # % # % # % # % # % 
Questions and/or Concerns 
Were Responded to within 
one business day 

29 30.2% 46 47.9% 6 6.3% 12 12.5% 3 3.1% 0 0.0% 

Information was 
Communicated Clearly and 
Professionally 

27 28.1% 45 46.9% 6 6.3% 13 13.5% 2 2.1% 3 3.1% 

 

The largest group of respondents both this quarter and for the year indicated that they “agree” that their 
questions/concerns were responded to promptly and that information was communicated clearly and professionally. 

Table 4b:  
Year 2 
(n=367) 

Strongly 
Agree Agree Disagree Strongly 

Disagree N/A No 
Response 

# % # % # % # % # % # % 
Questions and/or Concerns 
Were Responded to within 
one business day 

119 32.4% 156 42.5% 39 10.6% 39 10.6% 12 3.3% 2 0.5% 

Information was 
Communicated Clearly and 
Professionally 

116 31.6% 165 45.0% 30 8.2% 35 9.5% 12 3.3% 9 2.5% 

 

For Year 2, 74.9% of respondents indicate that they agree or strongly agree that their questions/concerns were 
responded to promptly (see Figure 2).   

 
 

Similarly, for Year 2, 76.6% indicate that they agree or strongly agree that information was communicated clearly and 
professionally (see Figure 3 – next page). 
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Agreement Monitors 

 

The next item asked respondents to react to the following:  “Regarding our Agreement Monitors, to what extent do you 
agree that...”  Again, the mode (most frequent) response is in red: 

 

Table 5a:  
This Quarter  
(n=96) 

Strongly 
Agree Agree Disagree Strongly 

Disagree N/A No 
Response 

# % # % # % # % # % # % 
My Agreement Monitor is 
knowledgeable about my 
case 

29 30.2% 44 45.8% 11 11.5% 9 9.4% 1 1.0% 2 2.1% 

My needs and concerns are 
understood 30 31.3% 39 40.6% 12 12.5% 10 10.4% 1 1.0% 4 4.2% 

 

Both for the quarter and all of Year 2, the largest group of respondents “Agree” that their Agreement Monitor is 
knowledgeable about their case and that their needs and concerns are understood. 

Table 5b:  
Year 2 
(n=367) 

Strongly 
Agree Agree Disagree Strongly 

Disagree N/A No 
Response 

# % # % # % # % # % # % 
My Agreement Monitor is 
knowledgeable about my 
case 

123 33.5% 165 45.0% 40 10.9% 26 7.1% 9 2.5% 4 1.1% 

My needs and concerns are 
understood 127 34.6% 143 39.0% 42 11.4% 38 10.4% 6 1.6% 11 3.0% 

 

For the year, 78.5% of respondents agree or strongly agree that (his/her) Agreement Monitor is knowledgeable about 
(his/her) case. (See Figure 4 – next page.)  Similarly, 73.6% of respondents agree or strongly agree that (his/her) 
needs and concerns are understood. (See Figure 5 – next page.) 
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Service Components 

This item asked respondents to “Please rate the following services as they contribute to your successful completion of 
the program.”  Again the mode (most frequent) response is in red and is “Helpful” for all items both this quarter and the 
year. 
 

Table 6a: 
This Quarter 
(n=96) 

Extremely 
Helpful Helpful Unhelpful Extremely 

Unhelpful 
No 

Response 
# % # % # % # % # % 

Agreement Monitor contacts 20 20.8% 45 46.9% 24 25.0% 5 5.2% 2 2.1% 

Newsletter 2 2.1% 55 57.3% 28 29.2% 8 8.3% 3 3.1% 

Toxicology testing 13 13.5% 52 54.2% 17 17.7% 12 12.5% 2 2.1% 

Website 2 2.1% 43 44.8% 33 34.4% 12 12.5% 6 6.3% 
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Table 6b: 
Year 2 
(n=367) 

Extremely 
Helpful Helpful Unhelpful Extremely 

Unhelpful 
No 

Response 
# % # % # % # % # % 

Agreement Monitor contacts 78 21.3% 178 48.5% 78 21.3% 30 8.2% 3 0.8% 

Newsletter 26 7.1% 204 55.6% 101 27.5% 26 7.1% 10 2.7% 

Toxicology testing 58 15.8% 192 52.3% 61 16.6% 51 13.9% 5 1.4% 

Website 9 2.5% 153 41.7% 141 38.4% 39 10.6% 25 6.8% 

 

During the 3rd quarter, the website received an equal number of “Helpful” and “Unhelpful” responses; previously, it 
received more “Unhelpful” ratings than “Helpful.”  This quarter, there were more “Helpful” responses than any 
“Unhelpful.”  In fact, the difference was enough to bring the year-to-date average up such that there are more “Helpful” 
responses for that period of time as well.  This shows that the licensees are gradually viewing the website more 
positively. 

For the year in descending order:   

 69.8% of respondents find that “Agreement Monitor contacts” are “Helpful” / “Extremely Helpful.“ 

 68.1% of respondents find “Toxciology Testing” “Helpful” / “Extremely Helpful.“ 

 62.7% of respodents find the “Newsletters” “Helpful” / “Extremely Helpful.“ 

 44.1% of respondents find the “Website” “Helpful” / “Extremely Helpful.“ 

All percentages increased from the last report.  Year 2’s data is displayed in Figure 6. 
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Overall Rating of Services 

 

Respondents were asked to rate the overall 
services.  This quarter, 45.8% rated the services 
as “Excellent” or “Above Average” as compared 
to 32.1% last quarter.  For all of year 2, 42.0% 
provided these ratings.  This is a strong 
improvement from the 26.0% in year 1 of the 
program.   

 

Figure 7 displays the Year 2 ratings. 

 

 

 

 
  

 

Table 7:   
Overall Rating 

This Quarter 
(n=96) 

Year 2 
(n=367) 

# % # % 

Excellent 17 17.7% 52 14.2% 

Above Average 27 28.1% 102 27.8% 

Average 29 30.2% 125 34.1% 

Below Average 8 8.3% 44 12.0% 

Poor 14 14.6% 40 10.9% 

No Response 1 1.1% 4 1.1% 
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Additional Comments 

At the conclusion of the survey, respondents are asked for any additional comments.  Thirty-nine (39) comments were 
received, reviewed, and categorized this quarter. 40.6% of respondents provided a comment, which is an improvement 
from last quarter’s rate of 32.6%, but still down from the prior two quarters (45.2% and 56.5%).   

Comments were first categorized with an overall type:  positive, negative, neutral, recommendation or mixed 
(containing both positive and negative). (See Figure 8) 

 

 
 

 
This quarter:  

 16 (41.0%) of comments were negative which is a significant decrease from the 3rd quarter’s 71% and 2nd 
quarter’s  60%;   

 8 (20.5%) were positive which is an increase from 3rd quarter’s 5%, but still down from 2nd quarter’s 26%; 

  8 (20.8%) were mixed which is an increase from 3rd quarter’s 13%; 

 3 (7.7%) were neutral which is an increase from 3% last quarter; and  

 4 (10.3%) were recommendations only, which is comparable to last quarter (8%).   

 

Comments were then categorized by area (see Data Table 8, next page).  Each issue within a comment was 
categorized to maximize the ability to capture all feedback. Comment categories for each quarter are shown as well as 
the totals for Year 2 for comparison purposes.  Negative comments about the Program Structure continue to be the 
most frequent with 14.5% this quarter, and 20.9% for the year.  This quarter, however, positive comments regarding 
Agreement Monitors were a close second at 12.7%. 
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Actual Comments Received – July 2012              

1. I have been very pleasantly surprised with the politeness of the staff.  My monitor [Name] has been extremely 
warm and compassionate. 

2. this is ran so poorly. Its really a shame that the OSBN decided on this company to provide this service. 
3. Have had a history of lost consents I have signed to aquire info from my medical providers. It has improved. 

The billing/statement process is still in need of improvement. It is hard to follow the debit/credit entries. 
4. [Name of Agreement Monitor] does a great job! She's very professional and supportive! 
5. Billing is an issue, I just paid 260.00 in one month to stay in compliance. That's more than a new car payment. 

Paying that amount has been terribly hard on my family. 
6. My monitor is often unclear about workplace monitoring and is an alarmist. While she is a nice person, I see 

NO value in my weekly contacts.  I would request a different one if I trusted the relationship more but I do not 
want to attract any more attention in my direction.  I cannot wait until this relationship is over. 

7. i feel that my agreement monitor is knowledgable about my case but that weekly check-ins are a waste of time. 
8. I think the program is a joke.  Weekly calls after your in the program is ridiculous.  I'm also tired of hearing 

when I have complaints there is nothing they can do its the legislatures fault. Your our advocates but you don't 
advocate.  Also your medical director has no touch with the patients but make decisions that greatly affect us 
and our monitors are placed in the middle.  She needs to talk to the patients as well.  Also I keep getting a note 
you emails are rejected and turn off my spam filters.  I have turned off these but still get the note 

9. My agreement monitor is absolutely the BEST!   
RBH is very disorganized and loses my paperwork frequently causing me to repeatedly fill new forms out and 
then those get lost also.  I'm not at all impressed in that regard, but [Name of Agreement Monitor] is the BEST 
in the WEST! 

Table 8:  
Categories of Comments 
Received  

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Year-to-Date 

# % # % # % # % # % 

Negative: Communication 7 9.2% 4 7.3% 3 6.0% 1 1.8% 15 6.4% 

Negative: Confidentiality 1 1.3%       1 0.4% 

Negative: Employment N/A N/A N/A N/A 4 8.0%   4 1.7% 

Negative: Financial Component 3 3.9% 6 10.9% 4 8.0% 4 7.3% 17 7.2% 

Negative: General 4 5.3% 7 12.7% 3 6.0% 6 10.9% 20 8.5% 

Negative: IVR 2 2.6%       2 0.9% 
Negative: Mental Health 
Component   1 1.8%     1 0.4% 

Negative: Program Structure 18 23.7% 10 18.2% 13 26.0% 8 14.5% 49 20.9% 
Negative: Staff (General) 3 3.9% 2 3.6% 4 8.0% 6 10.9% 15 6.4% 
Negative: Staff Availability & 
Responsiveness 8 10.5% 6 10.9% 3 6.0%   17 7.2% 

Negative: Toxicology / Lab 
Locations 1 1.3% 4 7.3% 5 10.0% 3 5.5% 13 5.5% 

Negative: Website 1 1.3%   1 2.0%   2 0.9% 

Positive: Agreement Monitor 8 10.5% 3 5.5% 4 8.0% 7 12.7% 22 9.4% 

Positive: General 8 10.5% 2 3.6% 4 8.0% 5 9.1% 19 8.1% 

Positive: Program Structure 2 2.6% 1 1.8%   1 1.8% 4 1.7% 
Positive: Staff Availability & 
Responsiveness 2 2.6% 1 1.8% 1 2.0% 5 9.1% 9 3.8% 

Recommendation: 
Communication 1 1.3% 1 1.8%   2 3.6% 4 1.7% 

Recommendation: Program 
Structure 4 5.3% 6 10.9% 1 2.0% 4 7.3% 15 6.4% 

Recommendation: Website 3 3.9%       3 1.3% 
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10. I am only at the intake/sign up stage.  [Name of Staff Member] was willing to stay late the evening before a 
National Holiday to make sure I could work through the computer morass in order to get in my enrollment 
papers.  The enrollment documents are definitely NOT user friendly.  If you call up for help or advice, 
eventually you get timed out, you don't learn so until you finish, and then you have to start over again.  This is 
why [Name] stayed late to make sure I didn't run into any more trouble. 

11. Over a year ago, after being in the program for 4years, I was called about one of my UA's.  It was devastating.  
It took months to figure out what the recommendations were for me in regards to a treatment plan.  I had to 
stop working until I went to treatment.  It took months just to figure out what type of treatment I needed.  Work 
couldn't wait, so I was put on leave.  Once I went to treatment, I was told that I would be able to go back to 
floor nursing, passing controlled substances 6 months after completing treatment.  I completed treatment.  
Leaving treatment, it was suggested that I attend 3 meetings/week.  I have now been doing that for over a year 
(without fail), I have been doing 3-4 UA's a month for over a year ($200-300/month).  I have been doing 
everything I have been told to do.  So I called my Monitor and informed her that around October, my boss 
would like me to work 1 day/week as a floor Nurse (Currently I am in Nursing Clinical Informatics and work at a 
desk).  When I brought this up, I was told that I have to now get a 3rd party evaluation to determine if I am able 
to go back to Floor Nursing.  I guess I am frustrated by being told that 6months upon completion of treatment, I 
would be cleared.  Now I am told that I have to pay more $$$ to get an evaluation and everything is dependent 
on that evaluation.  I guess I am not sure why I was told one thing and now a year after the fact, everything is 
dependent on someone who hasn't been involved in my recovery since I left them almost 1 year ago.   So I 
guess my frustration is with being told one thing 1 year ago and now things have changed.  And I know UA 
testing is important, but why have I had to do 3-4 test a month for a year when I signed a contract stating 1 
random test per month.  I have spent thousands of dollars for UA's in than 1 year. So I want to know why you 
have us sign contracts that I as a Licensee have to follow, but you do not?  Frustrating.  Other then that, my 
Monitor [Name] IS AMAZING!  She has been so very encouraging and helpful.  Also [Name of Staff member] 
in billing has been Extremely helpful, kind and understanding!  Thanks [Name of Agreement Monitor] and 
[Name of Staff member] 

12. still too many arbritary rules and comtinuing scetchy communication problems. 
13. I am brand new to this process 
14. Total lack of understanding, caring and willingness towork with participants 
15. The services are great. The premise in which one is categorized as needing the extent of the services offered 

is faulty. That reason alone significantly colors the relationship and moves the rating from excellent to just 
average. I believe that the program should have a better way to tailor the requirments for monitoring to each 
individual. 

16. thanx !! 
17. polite, courteous and helpful staff 
18. much better having to phone  monitor contact monthly. the "phone tag' was annoying. allowing us to text in 

weekly for 3 of the 4 weeks in a month eases the tension of trying to get a hold of the monitor person if they 
are out of the office or ill. or busy.  
It is unfortunate that there are not sites available all over the state; also, some sites are not available on 
weekends. 

19. this is a frustrating program that feels very punitive and appears to treat all variations and levels of diagnoses 
the same 

20. I have not tested yet or seen a newsletter so I don't have an answer for that. 
21. Your Performance is fine. The rigidity of some of the protocols is disturbingly different from prior system. Eg I 

believe the Board recommended 30-32 tox tests yearly, and your doctor simply raised it to 36-40. Arbitrary and 
expensive and perhaps a conflict of interest? 

22. Slow response from agreement monitor and poor follow  up.  toxicology persons unprofessional and cold.  
Limited medtox sites.  Unable to attend conferences, take vacations because of limitations in availability of 
sites. 

23. I have had 5 different agreement monitors over the past 2 years. It is frustrating when you start to develop a 
relationship with them and then you are changed to someone else. 

24. I am disappointed with the apparent disconnect between the board's procedures (for reinstatament, increases 
in privileges,  etc) and RBH.  I would like to have RBH be more of an advocate for me to get back into the type 
of practice that I used to do.  There is really no direction or suggestions or actions that RBH can help me take 
to interact with the board.  Most of the questions I have for my monitor have to do with "board" issues and she 
can't help me with these.  My monitor is helpful and encouraging and keeps good track of my progress but I 
feel like I'm spinning my wheels trying to get back in to advanced practice. 

25. This program lacks any customer service whatsoever. Just call in, go pee in a cup whenever we tell you, no 
matter what, and call in everytime we tell you to. Where is the individual in this? All of us are treated the same, 
except Doctors, i'm sure. 

26. thanx !! 
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27. My monitor knows my case in a general, vague way but clearly does not really know much a me or why I am in 
the program.  I believe it is lack of time and too much to do rather than not caring. 

28. Qoute "we've never served a person like you before so we don't really know what should happen... we'll have 
to do what we do w everyone else (with out your diagnosis or lack of problems w the board, patient care, or 
lack of substance abuse."  Gee, thanks.  Just keep taking my money and causing me undo distress. 

29. I am brand new this week. 
30. i wouldnt be making it through all this without [Name of Agreement Monitor.]  she is a rock 
31. I continue to have issues with this program. There is NO individual plans for participants, just a overall blanket 

approach of "babysitting" the participants. Monitor knows absolutely nothing regarding my individual case. I 
can get no information regarding early release. This is a punitive program, no matter what your 
program/medical director thinks. Doctors are absolutely treated more preferably than other clients. This entire 
program is a joke compared to what was in place before the punitive measures were begun. 

32. Very polite people-pleasant to deal with 
33. I think that RBH is doing what the state legislature is requiring them to do. I think the state legislature has set 

up a punitive program rather than one aimed at getting as many professionals as possible safely returned to 
useful lives. I would ask the legislature to comply with what is asked of us during their next legislative session 
and see how it works for them. I also think they should set up a similar program for lawyers with substance 
abuse issues. 

34. Urine screens are too expensive. No test should cost more than 60-65 dollars 
35. The cost of the toxicology testing as well as the time and distance it takes to travel to my testing site has put a 

serious financial burden on my family. It is over 80 miles round trip to my testing site from my home and takes 
nearly three hours per day when I have to test. The least expensive test is $67.00 and the most expensoive is 
$104.75. It is costing me nearly as much in toxicology testing and gas for travel a month, as it costs to feed my 
family per month. Some months nearly $500.00. This has become s serious financial burden!!! HELP 

36. I haven't gotten a news letter yet! 
37. I think it would be helpful i fthere was a mechanism by which bi annual review. It oculd be determined how long 

ha participant really needs to stay in the program, rather than this being determined at the onset. There is 
currenrly no mechanism to achiee this. 

38. Would be helpful to have a contact person to ask questions or concerns over the weekend. Thank you. 
39. you nned to individualize the program for someone who does not need toxicilogy testing the program does not 

apply. 
 

 

Summary Analysis  

The licensee survey response rate was 30.2% for the quarter and 27.6% across all of year 2, representing an increase 
from year one’s average response rate of 23%.  The breakdown of respondents by board is representative of the 
percentage of licensees enrolled in the program, with only a slight skew.   
 
For the year, when thinking about their most recent call to RBH, 74.9% of respondents indicate that they “Agree” or 
“Strongly Agree” that their questions/concerns were responded to promptly.  Similarly, 76.6% indicate that they “Agree” 
or “Strongly Agree” that information was communicated clearly and professionally. 
 
Agreement Monitors received strong ratings for the year:  75.8% of respondents “Agree” or “Strongly Agree” that 
(his/her) Agreement Monitor is knowledgeable about (his/her) case. Similarly, 73.6% of respondents “Agree” or 
“Strongly Agree” that (his/her) needs and concerns are understood.  This is further underlined by the positive 
comments regarding Agreement Monitors. 
 
When rating how various components contribute towards the successful completion of the program, Agreement 
Monitor contacts, Newsletters, Toxicology testing and the Website were all most frequently rated as “Helpful” both for 
the quarter and the year.  This is the first quarter in which the Website received more “Helpful” then “Unhelpful” ratings.   
 

Overall, 42.0% of respondents rated the services as “Excellent” or “Above Average” for the year.  This is up from a 
26.0% average across the four quarters of year 1.  

This quarter, the percentage of negative comments received was down to 41% from 71% last quarter.  The percentage 
of positive comments was 20.5%.  Negative comments about the Program Structure continue to be the most frequent 
with 14.5% this quarter, and 20.9% for the year.  This quarter, however, positive comments regarding Agreement 
Monitors were a close second at 12.7%. 
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Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of ACUMENTRA 

 
Purpose 

The purpose of assessing representatives from Acumentra is to obtain feedback on RBH’s administration of the HPSP 
Program. The feedback is used to improve the program, our services, and the overall quality and efficiency of both. 
RBH evaluates Acumentra’s satisfaction with the HPSP Program on a twice yearly basis.  
 
Feedback is obtained from Acumentra representatives via a satisfaction survey that is emailed to representatives who 
are asked to complete the survey online. The survey is short and can be completed in 2-3 minutes. 
 
Feedback includes information about the timeliness of response, knowledge level of staff, timeliness of reports, 
accuracy of reports and the overall rating of experience partnering with RBH. In addition, the survey asks for 
suggestions on what we should improve and for any additional comments.  
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 
Data Results 

Response Rate 

Table 1:  Response Rate This Period Year 2 
# Sent 2 4 

# Responses 0 2 

Response Rate 0.0% 50.0% 

 
The HPSP Satisfaction survey was emailed to two Acumentra representatives on July 2, 2012.  There were 0 
responses.  The formal relationship with Acumentra ended as of June 30, 2012.  The HPSP Satisfaction Survey was 
emailed to two Acumentra representatives in January 2012.  There were 2 responses in January, for a 100.0% 
response rate.  This brings the overall response rate for Year 2, to 50.0%.  

 

The results from January’s survey are displayed on the following pages for reference. 
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Services 

Respondents were asked to rate six different service components based on their experiences.  Two items (“Timeliness 
of our response to your inquires” and “Timeliness of reports”) both received an overall rating of “Excellent.”  The 
remaining items received a split rating evenly between “Excellent” and “Above Average.”   

Table 2 –  
January’s Responses Excellent Above 

Average Average Below 
Average Poor N/A or No 

Response 
# % # % # % # % # % # % 

Timeliness of our response 
to your inquiries 2 100.0%           

Knowledge level of our staff 1 50.0% 1 50.0%         

Timeliness of reports 2 100.0%           

Clarity of reports 1 50.0% 1 50.0%         

Accuracy of reports 1 50.0% 1 50.0%         

Overall rating of services 1 50.0% 1 50.0%         

 
 

Partnership 

The next item asks respondents to rate their overall experience in partnering with RBH. One respondent provided a 
rating of “Excellent” and the other a rating of “Above Average.”   

Chart 1 – January’s Responses: 

 
 

 

Improvements 

What Should RBH Improve?  

1. No recommendations. 
2. [No response.] 
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Additional Comments 

Additional Comments:  No Comments 
 

Summary Analysis 

The overall response rate for Year 2 was 50%. Both responses were received in January.  Those responses were 
positive and showed an improvement from Year 1.  The overall experience in partnering with RBH was rated 50% 
“Excellent” and 50% “Above Average.”  The various service components received a rating of “Excellent” or “Above 
Average” as well, with the two items related to timeliness receiving ratings of 100% “Excellent.” 
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Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of EMPLOYERS / WORKPLACE MONITORS 

 

Purpose 

The purpose of assessing Employers / Workplace Monitors is to obtain constructive feedback that can be used to 
improve the services provided by the HPSP Program.  RBH strives to maintain the quality, effectiveness, and efficiency 
of the program, and thus evaluates Employers’ / Workplace Monitors’ satisfaction with the HPSP Program on a twice 
yearly basis.  

Feedback is obtained from Employers / Workplace Monitors via a satisfaction survey that is emailed or mailed to 
Employers / Workplace Monitors who are asked to complete the survey online. The survey is short and can be 
completed in 2-3 minutes. 

Feedback includes information about timeliness of response, knowledge level of staff, the monthly safe practice form, 
and their overall rating of RBH’s support of their supervision of licensees. Also, the survey asks for any additional 
comments.    
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 

Data Results 

Response Rate 

 
 

Table 1:  Response Rate This Period Year 2 
# Sent 187 387 
# Responses 17 53 
Response Rate 9.7% 13.7% 

 
 

The HPSP Employers Satisfaction Survey was distributed to Workplace Monitors through email and mail in both 
January and July. Out of the total 387 surveys distributed, 53 responses were received for a response rate of 13.7%.  
This is a significant improvement over Program Year 1’s rate of 7%.  The second period response rate was 9.7%, 
representing 17 responses out of 187 surveys sent.   

Attachment # 4



July 2012 – Year Two Report 18 

 

Type of Service Provided by Employer 

 

Respondents are first asked the type of services provided by their organization.  (See Table 2) For year 2, medical 
services (45.3%) and Nursing services (35.8%) were the 2 most frequent responses.  It is notable that Medical is the 
highest percentage of respondents since the largest portion of the licensee population enrolled in the program are 
nurses.  It is possible that Nursing Supervisors are responding to this question with “medical” if they are in fact in a 
medical setting.  Also note that there were not any “Pharmacy” responses this year; there were not any in year 1 either. 

 

 

 

 

 

 

 

 

 

 

 

Services 

 

Respondents are then asked to rate HPSP’s services, including timeliness, knowledge of licensee, and ability to 
respond to concerns regarding program administration.  Responses are displayed in Tables 3a and 3b. The mode 
(most frequent) response is in red (not all items have a mode): 

 

Table 3a 
This Period 
(n=17) 

Excellent Above 
Average Average Below 

Average Poor N/A or No 
Response 

# % # % # % # % # % # % 
Response timeframe when I 
request information 4 23.5% 7 41.2% 1 5.9%         5 29.4% 

Staff knowledge of a 
licensee when there is 
concern in the workplace 

4 23.5% 5 29.4% 2 11.8%         6 35.3% 

Our ability to respond to 
concerns regarding program 
administration 

3 17.6% 8 47.1% 1 5.9%         5 29.4% 

Overall rating of our services 5 29.4% 8 47.1% 3 17.6%         1 5.9% 

 

For this period, the mode response to all items was “Above Average.”  Notably there were not any “Below Average” or 
“Poor” responses.  Last period, responses in these 2 categories combined to account for 3% - 11% of the total. 

 

 

 

Table 2:   
Type of Services Provided 

This Period 
(n=17) 

Year 2 
(n=53) 

# % # % 

Medical 9 52.9% 24 45.3% 

Nursing 6 35.3% 19 35.8% 

Dental 1 5.9% 2 3.8% 

Pharmacy 0 0.0% 0 0.0% 

Other 1 5.9% 7 13.2% 

No Response 0 0.0% 1 1.9% 
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Table 3b 
Year 2 
(n=53) 

Excellent Above 
Average Average Below 

Average Poor N/A or No 
Response 

# % # % # % # % # % # % 
Response timeframe when I 
request information 12 22.6% 15 28.3% 6 11.3% 2 3.8% 2 3.8% 16 30.2% 

Staff knowledge of a 
licensee when there is 
concern in the workplace 

10 18.9% 13 24.5% 9 17.0% 1 1.9%     20 37.7% 

Our ability to respond to 
concerns regarding program 
administration 

8 15.1% 17 32.1% 7 13.2% 2 3.8%     19 35.8% 

Overall rating of our services 13 24.5% 23 43.4% 11 20.8% 3 5.7%     3 5.7% 

 

For the entire year we also find that the mode response for all items is “Above Average.”  Year 2 data is also graphed 
below in Chart 1. 
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Monthly Safe Practice Form 

Respondents are asked to rate two (2) statements regarding the monthly Safe Practice Form.  Mode responses are in 
red: 

Table 4a:  
This Period 
(n=17) 

Strongly 
Agree Agree Disagree Strongly 

Disagree 
No 

Response 
# % # % # % # % # % 

Completing the monthly safe 
practice form is easy 11 64.7% 6 35.3%             

Submitting the monthly safe 
practice form is easy 11 64.7% 5 29.4%         1 5.9% 

 

Table 4b:  
Year 2 
(n=53) 

Strongly 
Agree Agree Disagree Strongly 

Disagree 
No 

Response 
# % # % # % # % # % 

Completing the monthly safe 
practice form is easy 29 54.7% 20 37.7% 3 5.7%     1 1.9% 

Submitting the monthly safe 
practice form is easy 30 56.6% 20 37.7% 1 1.9%     2 3.8% 

 

More than 50% of respondents both for this period and all of Year 2 indicated that they “Strongly Agree” with both 
statements, that “Completing the monthly safe practice form is easy” and that “Submitting the monthly safe practice 
form is easy.” 

 

For This Period all respondents (except the 1 “no response”) provided a “positive” response to both statements, either 
agreeing or strongly agreeing.  For the year, if we again combine the “positive” responses (“Strongly Agree” and 
“Agree”) we find that 92.5% rated the form easy to complete and 94.3% rated it easy to submit.  (See Chart 2 below.) 

 

Attachment # 4



July 2012 – Year Two Report 21 

 

Supervision Support 

The next item reads: “RBH supports your supervision of licensees. How satisfied are you with our support?” This 
period, 52.9% indicated they were “Satisfied” and 41.2% indicated that they were “Very Satisfied.”  This leaves 1 
respondent, 5.9%, “Unsatisfied.”  For all of Year 2, 49.1% of respondents indicated they were “Satisfied,” followed by 
39.6% who indicated they were “Very Satisfied.”  Only 5.7% indicated they were “Unsatisfied” and again no one 
indicated they were “Very Unsatisfied.” 

 

 

 

 

 

 

 

 

 

Table 5:   
Supervision Support 

This Period 
(n=17) 

Year 2 
(n=53) 

# % # % 

Very Satisfied 7 41.2% 21 39.6% 

Satisfied 9 52.9% 26 49.1% 

Unsatisfied 1 5.9% 3 5.7% 

Very Unsatisfied     

No Response   3 5.7% 
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Overall Experience 

Respondents are then asked to rate their overall experience working with RBH.  The mode response was “Excellent” at 
41.2% for the period and 35.8% for the year.  This was followed by those who rated the overall experience “Above 
Average” with 35.3% for this period and 32.1% for Year 2.  No one provided a rating of “poor” at any point during Year 
2.   In year 1, 51% of respondents rated the program either “Excellent” or “Above Average;” this has improved to 67.9% 
for all of Year 2. (It improved to 76.5% for this period). 

 

 

 

 

 

 

 

 

 

 

 

Table 6:   
Overall Experience 

This Period 
(n=17) 

Year 2 
(n=53) 

# % # % 

Excellent 7 41.2% 19 35.8% 

Above Average 6 35.3% 17 32.1% 

Average 3 17.6% 12 22.6% 

Below Average   3 5.7% 

Poor     

N/A or No Response 1 5.9% 2 3.8% 
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Additional Comments 

Actual Comments (This Period) 

1. I checked "medical" for services we provide as I am monitoring a medical provider. 
2. I still have not heard from the outside agency that is to provide the "supervisor" training. 
3. Have not required much help, but have been helpful when needed.  Thank you! 

 

 

Summary Analysis 

The HPSP Employers Satisfaction Survey had a response rate of 13.7% for Year 2.  Respondents indicated that their 
organizations primarily provide Medical services (45.3%) or Nursing services (35.8%) which is consistent with the 
licensee population, although skewed more heavily towards the Medical Board. 
 
HPSP’s customer service, particularly in this case , timeliness of responses, knowledge of licensees, and ability to 
respond to concerns were rated as “Above Average” by the largest group of respondents. 
 
94.3% indicated that they “Strongly Agree” or “Agree” that the monthly Safe Practice form is easy to submit. 92.4% 
indicated that they “Strongly Agree” or “Agree” that it easy to complete.   
 
Overall, 88.7% of respondents are “Satisfied” or “Very Satisfied” with the support they receive when supervising 
licensees.  Further, 67.9% rate their overall experience working with RBH HPSP as “Excellent” or “Above Average.”   
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Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of PROFESSIONAL ASSOCIATIONS 

 

 

Purpose 

The purpose of assessing representatives from the Oregon Medical Association, Oregon Nursing Association, Oregon 
Pharmacy Association, and the Oregon Dental Association is to obtain constructive feedback that can be used to 
improve and maintain the quality, effectiveness, and efficiency of the HPSP Program. In order to provide continuous 
quality services, RBH evaluates this stakeholder group’s satisfaction with the HPSP Program on a twice yearly basis.  

Feedback is obtained from Association representatives via a satisfaction survey that is emailed to representatives who 
are asked to complete the survey online. The survey is short and can be completed in 2-3 minutes. 

Feedback includes information about the timeliness of response, knowledge level of staff, ability to enroll licensees, 
and an overall rating of RBH services. Also, the survey asks about the value of the HPSP Program to their 
membership, and asks for any additional comments.     
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 
Data Results 

Response Rate 

The HPSP Satisfaction survey was distributed to 1 representative of each Professional Association, plus a second 
representative from the Oregon Nursing Association.  A total of 5 surveys were emailed both in January and July.  
Unfortunately, no responses were received to either survey.  During year 1, this survey had an average response rate 
of 12% although the response rate ranged from 0% to 20% throughout the year.  

 

  Summary Analysis 

There were not any responses to this survey.  It is recommended that the RBH Quality Management Committee 
explore ways to increase the response rate and to provide outreach to the Professional Associations.   
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Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of TREATMENT PROGRAMS 

 

Purpose 

The purpose of assessing representatives from Treatment Programs is to solicit feedback that can be used to improve 
the services provided through the HPSP Program.  RBH strives to maintain the quality, effectiveness, and efficiency of 
the program, and evaluates the Treatment Programs’ satisfaction with the HPSP Program on a twice yearly basis.  

Feedback is obtained from Treatment Program representatives via a satisfaction survey that is emailed or mailed to 
representatives who are asked to complete the survey online. The survey is short and can be completed in 2-3 
minutes. 

Feedback includes information about RBH’s communication, responsiveness of staff, overall rating of experience, and 
any additional comments.   
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 
Data Results 

Response Rate 

Table 1:  Response Rate This Period Year 2 

# Sent 31 62 

# Responses 1 5 

Response Rate 3.2% 8.1% 

 
The HPSP Treatment Program Satisfaction Survey was distributed to representatives at various treatment programs 
that provide services to Licensees enrolled in HPSP.  Thirty-one (31) surveys were sent, all by mail both in January 
and in July.  One response was received in July and 4 in January, for a total of 5 in Year 2.  This represents a 3.2% 
response rate in July, a 12.9% response rate in January, and an average of an 8.1% response rate for the year.  Year 
1’s response rate was 4% as a point of comparison.  This does not provide a representative sample of the population 
surveyed.  The results are below for informational purposes only since the sample size is not representative. Data from 
the two surveys is combined in order to display the most meaningful information possible. 

 

Customer Service and Communication 

Survey respondents are asked to rate three different statements relating to customer service, particularly 
communication between HPSP and the provider.  The mode (most frequent) response is highlighted in red: 

Table 2:  
Year 2 
(n=5) 

Strongly 
Agree Agree Disagree Strongly 

Disagree N/A No 
Response 

# % # % # % # % # % # % 
My questions and/or 
concerns were responded to 
promptly 

  4 80%     1 20%   

Information was 
communicated clearly and 
professionally 

  5 100%         

I had all the information I 
needed when I saw the 
licensee 

  4 80% 1 20%       
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The most frequent response to all 3 statements was “Agree.”  There was only 1 “Disagree” response and this was to 
the statement “I had all the information I needed when I saw the licensee.”  Responses were more consistently positive 
than in Year 1. 

 

Overall Experience 

Respondents are next asked “Overall, how would you rate your experience working with RBH staff of the HPSP 
program?” 

 

 

 

 

 

 

 

 

 

 

40% (2) of respondents rated their overall experience as “Above Average” and 60% (3) rated it “Average.” This is a 
more positive response than during year 1 of the program when responses ranged from “Above Average” to “Poor.” 

 

Additional Comments 

No responses received in July. 
 

Summary Analysis 

 
The response rate to the HPSP Treatment Program Satisfaction Survey for Year 2 was 8.1% which represents an 
improvement from Year 1’s response rate of 4%. However, this does not provide a representative sample of the 
population surveyed.  Due to the low response rate, results should not be considered valid for the total population.   
 
The mode response for the 3 statements evaluating HPSP’s customer service, specifically communication, was 
“Agree.”  The mode response for overall rating was “Average.” 
 
It is recommended that the RBH Quality Management Committee continue to work on improving the response rate of 
Treatment Programs.   

Table 3:   
Overall Rating 

Year-to-Date 
(n=4) 

# % 

Excellent   

Above Average 2 40% 

Average 3 60% 

Below Average   

Poor   

No Response   
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Reliant Behavioral Health 

Health Professionals’ Services Program (HPSP)  

Satisfaction of BOARDS 

 

 
Purpose 

The purpose of assessing representatives from the Medical Board, Board of Nursing, Board of Dentistry, and the Board 
of Pharmacy, is to obtain constructive feedback that can be used to improve and maintain the quality, effectiveness, 
and efficiency of the HPSP Program. In order to provide continuous quality services, RBH evaluates satisfaction with 
the HPSP Program on a quarterly basis.  

Feedback is obtained from Board representatives via a satisfaction survey that is emailed to representatives who are 
asked to complete the survey online. The survey is short and can be completed in 2-3 minutes. 

Feedback includes information about the overall program and staff, timeliness of our responses to inquiries, knowledge 
level of our staff, our ability to enroll referred licensees, and our ability to administer the program.  
 
The effectiveness of the HPSP Program is measured by using valid methods. The RBH Quality Management 
Committee (QMC) sets performance goals for each measure. In reviewing the survey results, the QMC will identify 
opportunities for improvement and develop interventions if necessary. The QMC continues to monitor performance at 
specified intervals following the implementation of the intervention(s).    
 

Data Results 

Response Rate 

Table 1:  Response Rate This Period Year 2 
# Sent 8 16 

# Returned 5 8 

Response Rate 62.5% 50.0% 

 

The HPSP Boards Satisfaction Survey was emailed to representatives at 100% of the participating Boards both in 
October and July.  The response rate for July was 62.5%, representing 5 responses to 8 surveys sent.  For the year, a 
total of 8 responses were received out of 16 possible, resulting in a 50.0% response rate.   

 

Respondents 

Respondents represented each Board this period, although the Medical Board received the most responses both for 
the period and all of year 2. 

 

 

 

 

 

 

 

 

Table 2:   
Respondents by 
Board 

This Period 
(n=5) 

Year 2 
(n=8) 

# % # % 

Medical Board 2 40% 3 37.5% 

Board of Nursing 1 20% 2 25% 

Board of Dentistry 1 20% 1 12.5% 

Board of Pharmacy 1 20% 2 25% 
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Services 

 
Respondents were asked to rate four different service components based on their experience. Both for this period and 
Year 2, the following statements can be made:  “Staff knowledge…” received a mode response of “Excellent” while 
“Response timeframe…” received a mode response of “Above Average.”  The other 2 items, “Our ability to respond…” 
and “Overall…,” did not have a clear mode, with an equal number of both “Excellent” and “Above Average” responses.   
 
Data Table 2a and b:   The mode (most frequent) response is highlighted in red: 

 

Table 2a –  
This Period 
(n=5) 

Excellent Above 
Average Average Below 

Average Poor N/A or No 
Response 

# % # % # % # % # % # % 
Staff knowledge of the case 
when I need to discuss a 
board referred licensee 

4 80.0% 1 20.0%         

Response timeframe when I 
request information 1 20.0% 3 60.0% 1 20.0%       

Our ability to respond to 
Board concerns regarding 
program administration 

2 40.0% 2 40.0% 1 20.0%       

Overall, how do you rate our 
services 2 40.0% 2 40.0% 1 20.0%       

 

 

Table 2b –  
Year 2 
(n=8) 

Excellent Above 
Average Average Below 

Average Poor N/A or No 
Response 

# % # % # % # % # % # % 
Staff knowledge of the case 
when I need to discuss a 
board referred licensee 

5 62.5% 2 25.0% 1 12.5%       

Response timeframe when I 
request information 2 25.0% 4 50.0% 2 25.0%       

Our ability to respond to 
Board concerns regarding 
program administration 

3 37.5% 3 37.5% 2 25.0%       

Overall, how do you rate our 
services 3 37.5% 3 37.5% 2 25.0%       

 

 

 

What Should We Improve? 

Actual Comments – July: 

 
1. A suggested area of improvement would be responsiveness to Board concerns and efforts to communicate 

routine information. 
2. I don't know how it goes right now, but if a participant really had a problem or issue that would best be 

addressed by either Dr. Gregg or Dale, it would be nice for them to be able to contact them directly, because 
sometimes things can get slightly bent or twisted or misunderstood when there are intermediaries conveying 
messages. 
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Additional Comments 

Actual Comments – July: 

 

1. Thank you for the committment to improve your services provided to the Health Professionals Service 
Program. 

2. Things are smoothing out nicely, it will be good to see how things go this first month or two with Acumentra 
gone.  It is nice to have most of the really sticky problems behind us and be settling in for the long haul, finally! 

 
 

Summary Analysis  

All of the Boards were represented in this year’s responses.  The overall response rate for Year 2 is 50%, representing 
8 responses out of a possible 16.  When asked to rate various service components, “Staff knowledge…” received a 
mode response of “Excellent” while “Response timeframe…” received a mode response of “Above Average.”  “Our 
ability to respond…” did not have a clear mode, with an equal number of “Excellent” and “Above Average” responses.  
Overall, services received 3 Excellent, 3 Above Average and 2 Average ratings for the year.  Two recommendations for 
improvement were made and two positive comments were received. 
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AGENCY HEAD FINANCIAL TRANSACTIONS
Annual Leave Report - Fiscal Year 2012

Paid Leave Report Sick Leave* Vacation Disc. Pers. Bus. Furlough Total
Beginning Balance 403.37 97.81 0.00 24.00 48.00 573.18

July-11 28.00 16.00 0.00 0.00 0.00 44.00
August-11 0.00 9.00 0.00 0.00 0.00 9.00

September-11 2.00 10.00 0.00 0.00 0.00 12.00
October-11 0.00 0.00 0.00 0.00 8.00 8.00

November-11 11.50 4.00 0.00 24.00 8.00 47.50
December-11 8.50 16.00 0.00 0.00 8.00 32.50
January-12 0.00 0.00 0.00 0.00 8.00 8.00
February-12 0.00 32.00 0.00 0.00 0.00 32.00

March-12 1.50 8.00 0.00 0.00 0.00 9.50
April-12 0.00 0.00 0.00 0.00 8.00 8.00
May-12 0.00 4.00 0.00 0.00 8.00 12.00
June-12 12.25 51.00 0.00 0.00 0.00 63.25

Total paid leave taken (hours) 63.75 150.00 0.00 24.00 48.00 285.75
 Leave Accumulation ** 96.00 134.68 0.00 0.00 0.00 230.68

Ending Balance 435.62 82.49 0.00 0.00 0.00 518.11

** Leave Accumulations:
Personal Business - Full time employees receive 24 hrs. leave to be used for "personal business" each Fiscal Year.  
This leave must be used during the fiscal year and does not carry over or accumulate.

Sick Leave - Full time employees receive 8 hours per month to be used for sick leave.  This accumulates indefinitely.

Vacation Leave - The executive director receives 11.34 hours per month based on employment level.  This
leave accumulates up to 350 hours.  Up to 250 hours can be cashed out at termination from service. Up to 40 hours may
may be paid out (called a "vacation payout") if agency workload does not allow the employee to take time off.
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AGENCY HEAD FINANCIAL TRANSACTIONS
SPOTS Card and Travel Reimbursement
Fiscal Year 2012 by Quarter

SPOTS Card Purchases: sub-total Total
  (Agency credit card-paid directly by State)
July - September 452.39
DOJ-Publications 80.00
Kremeworks-Donuts July Board Meeting 14.99
Paradise Bakery-Coffee July Board Meeting 53.40
Paradise Bakery-Lunch July Board Meeting 211.50
OHROC-Registration 80.00
FEDEX 12.50
October - December 1425.75
Kremeworks-Donuts October Board Meeting 16.99
Paradise Bakery - Coffee RDH/DA Meeting 60.65
Paradise Bakery-Coffee October Board Meeting 57.4
Paradise Bakery-Lunch October  Board Meeting 189.00
Envelope Products- - Fingerprint Envelopes 296.95
HIPDB - Searches 266.50
HIPDB - Searches 266.50
Kremeworks-Donuts December Board Meeting 14.99
Paradise Bakery-Coffee December Board Meeting 57.40
Paradise Bakery-Lunch December Board Meeting 199.37
January - March 454.64
OR Legislative Counsel Office-ORS Chapters 15
Kremeworks-Donuts February Board Meeting 14.99
Paradise Bakery-Coffee February Board Meeting 59.4
Paradise Bakery-Lunch February Board Meeting 227.75
OCHOP - Registration 50
FEDEX 22.5
DOJ-Publications 65
April - June 411.73
Kremeworks-Donuts April Board Meeting 14.99
Paradise Bakery-Coffee April  Board Meeting 58.4
Amazon 74.95
Kremeworks-Donuts June Board Meeting 14.99
Paradise Bakery-Coffee June Board Meeting 57.4
Paradise Bakery-Lunch June Board Meeting 191
   
Total SPOTS Card Purchases: 2744.51
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Travel Reimbursements: sub-total Total
July - September
Instate Travel 1,013.24
Out of State Travel 0.00
Parking - OBD Office 94.50
October - December
Instate Travel 468.10
Out of State Travel 1,759.19
      AADB/AADA Annual Meetings Las Vegas, NV 1,759.19
Parking - OBD Office 149.00
January - March
Instate Travel 1,484.71
Out of State Travel 659.16
      NERB Annual Meeting, Orlando, FL* 389.90
      AADB/AADA Mid-Year Meeting Chicago** 269.26
 *Expenses reinmbursed by NERB
 **Travel, one day of Lodging and Expenses Reimbursed by ADA

Parking - OBD Office 133.00
April - June
Instate Travel 760.95
Out of State Travel 1,130.35
      AADE, AADA, & ADA* Examiners Meeting-Chicago 1,130.35
 *Travel, one day of Lodging and Expenses Reimbursed by ADA

Parking - OBD Office 60

Total Reimburseable Travel Expenses:
Instate Travel 3,727.00
Out of State Travel 3,548.70
   Total 7,275.70

Parking - OBD Office $436.50

Total Reimbursable Travel Expenses &
Parking Expenses 7,712.20
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AGENCY HEAD FINANCIAL TRANSACTIONS
Blackberry/AT&T Service
Fiscal Year 2012 by month

Jul-10 $50.44
Aug-10 $50.24
Sep-10 $49.90
Oct-10 $49.90
Nov-10 $49.90
Dec-10 $49.90
Jan-11 $49.90
Feb-11 $49.90
Mar-11 $49.90
Apr-11 $49.90

May-11 $49.90
Jun-11 $50.10

TOTAL $599.88
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SUMMARY of Agency Head Financial Transactions
          July 1, 2011 to June 30, 2012

SPOTS Card Purchases Total
Registrations $130.00
Office Equipment $296.99
FEDEX $35.00
HIPDB $533.00
Publications/Subscriptions $234.95
Board Meeting Food $1,541.61

$2,771.55

Blackberry Service Fee AT&T $599.88

Parking - OBD Office $436.50

   Paid to vendors by the State: $3,807.93

Travel Expenses
Instate Travel 3,727.00
Out of State Travel 3,548.70
    Reimbursed to employee: $7,275.70

Total $11,083.63

Leave Taken Hours
Vacation 150.00
Sick leave 63.75
Personal Business 24.00
Discretionary Leave 0.00
Furlough Leave 48.00

285.75

Vacation Payouts none

Exceptional Performance Leave 40 hours Awarded but not allowed to receive
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September 26, 2012 
 
 
 
Patrick Braatz 
Executive Director 
Oregon Board of Dentistry 
1600 SW 4th Ave.  
Portland OR 97201 
 
Delivered by E-mail to: Patrick.Braatz@state.or.us 
 
Dear Mr. Braatz: 
 
I am writing in reference to the initial report to the Oregon Board of Dentistry on services 
provided by Expanded Practice Dental Hygienists.  
 
This report was mandated by the 2011 Oregon legislature as a result of Senate Bill 738. The bill 
authorized the creation of a new classification of provider, that of “expanded practice dental 
hygienist”. This classification was created to help provide dental care to underserved 
populations, such as those in nursing homes, prisons, day care centers, mental health facilities, to 
name just a few. The permit for this position is obtained through the Board of Dentistry. 
 
SB 738 required that the Division adopt rules requiring health insurers to report to the 
department on the reimbursement of services provided by expanded practice dental hygienists, 
and provide information collected to the Board of Dentistry. The Division then adopted rules 
requiring reporting on reimbursement of these services by health insurers, health care service 
contractors, multiple employer welfare arrangements, coordinated care organizations, third party 
administrators, and federally qualified health centers governed by the U.S. Department of Health 
and Human Services. This information has been collected and aggregated, and is being 
forwarded electronically with this letter.  
 
Reports were all received from all major insurers providing dental coverage in Oregon. All told, 
only six entities reported paying for services provided by expanded practice dental hygienists 
between January 1st, 2012 and June 30, 2012. For all these entities, a total of 10,927 services 
were provided during this time frame.  The vast majority, 10,804, were reimbursed by Advantage 
Dental Services, LLC, a vendor operating on behalf of the Oregon Health Plan. The services 
reimbursed by Advantage Dental Services were reportedly provided in Lane County. The total 
billed for these services was over $260,000, with $33,110.73 actually being paid, in this case by 
the Oregon Health Plan.  
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Four other entities reimbursed 123 services performed by expanded practice dental hygienists, 
for a total of $10,526.06. These included Oregon Dental Service, which reimbursed for services 
on their own behalf of as an insurer and also on behalf of the Oregon Health Plan.  
 
The expanded practice dental hygienist certification is still in its infancy, so it is likely that few 
providers have been performing services under this certification. This reporting requirement is 
still not well known by the insurance industry, in spite of efforts by the Insurance Division to 
increase awareness through sending electronic notifications to industry, posting information on 
the Division’s website and in some cases, direct contact with industry representatives.  
 
In addition, some entities noted that there is nothing in the required categories of data to be 
reported that would specify that the services are being performed by expanded practice dental 
hygienists. As a result, the only way an insurer usually can determine that an expanded practice 
dental hygienist is performing the service is if they have an actual provider contract with them 
and thus are aware in advance of their provider number and can use that to identify such services.   
 
The next reporting period for reimbursement of services provided by expanded practice dental 
hygienists will extend from July 1, 2012 through June 30, 2014. After receipt, data will again be 
aggregated and forwarded to the Board of Dentistry at that time.  
 
The data for this reporting period has been forwarded electronically to you along with this letter. 
If you have any questions concerning this information, please feel free to contact me. 
 
Sincerely, 
 
 
Cliff Nolen, AIE, AIRC 
Chief Market Analyst 
(503) 947-7221 
cliff.nolen@state.or.us 
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Company Address City State Zip Code Phone number Contact Total 
Amount billed by the EPDH 
insurer for service

Amount allowed for 
service number ins 

plan
Amount of benefit 
paid by the insurer

Amount excluded 
charges owed by the 

insured
charges/provider 

agreement Provider Respn. 

Advantage 
Dental

442 SW 
Umatilla Ave 
Suite 200 Redmond OR 97756 541-504-3935

Jeanne 
Dysert Total $260,551.74 $33,110.73 $33,110.73 $201,324.17 $0.00 $26,116.84

Regence 
Bluecross 
Blueshield of 
OR PO Box 1071 Portland OR 97207 503-525-6523

Jennifer 
Shmikler Total $8,291.00 $6,444.00 $5,056.00 $3,100.00 $1,836.00 0

Oregon 
Dental 
Service 601 SW 2nd APortland OR 97204 503-228-6554 Dawn Huff Total $5,523.81 $1,765.80 $1,703.44 $62.36 $3,688.60 $69.41
Oregon 
Dental 
Service 601 SW 2nd APortland OR 97204 503-228-6554 Dawn Huff Total $4,850.71 $2,259.62 $2,259.62 $0.00 0 $2,591.09
Aetna Life 
Ins Co 151 FarmingtoHartford CT 6156 714-985-4769  

Lucinda 
Casillas

Total $1,489.00 $1,489.00 $1,479.00 $10.00 $0.00 0
Lifewise 
Health Plan 
of Oregon 2020 SW 4th  Portland OR 97201 503-279-5234

Nancy 
Nevins Total $28.00 $28.00 $28.00 0 0 0

Securian Life 
Ins Co 400 N. RobertSt. Paul MN 55101 651-994-5219

Keith N. 
Jackson Total 0 $62.00 0 0 0 0

Totals $280,734.26 $45,159.15 $43,636.79 $204,496.53 $5,524.60 $28,777.34
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From: Patrick Braatz
To: Lisa Warwick
Subject: FW: dental implants
Date: Tuesday, August 28, 2012 9:01:09 AM

-----Original Message-----
From: Dr Krump, Clackamas Jaw Surgery PC [mailto:drkrump@drkrump.com]
Sent: Monday, August 27, 2012 1:09 PM
To: Patrick Braatz
Subject: RE: dental implants

Mr Braatz:

I am sending you this e-mail about a rule change I think ought to be instituted by the Oregon Board of
Dentistry with regard to a certain group of our patients. Let me explain.

Recently I inherited a patient with 2 dental implants. This patient is a 31 years old white female. She
was congenitally missing her upper lateral incisor teeth numbers 7 and 10. She had orthodontics to
align her teeth and then at age 16 had 2 dental implants placed. Both of these implants are now in
need of attention due to significant bone loss especially around number 10.

Both of the dentists who treated her–the oral surgeon who placed the implants  and the dentist  who
restored them, are now retired. Their practices were sold to subsequent dentists. Amazingly, the
records of the surgery as well as their restorations are no longer available.

I recognize the Oregon Board of Dentistry mandates that we keep all records for 7 years. However, this
was a 16-year-old who had dental implants placed. There must be some mechanism of finding out the
manufacturer of the implants and how they were restored at a later date. Can anyone possibly imagine
that dental implants placed in a 16-year-old will actually need no further care for the lifetime of this
individual which could be another 70 years or so? Clearly this issue must be addressed.

I suggest the Oregon Board of Dentistry look into making a rule change mandating that all dental
implant patients have some sort of tracking record indefinitely or until the patient dies. This system is
certainly in place for all other implantable devices used in medicine; why not dentistry?

I have been placing dental implants since 1984. I have all the records of all the patients I placed
implants since that time unless they have died. When I eventually sell my practice I can assure you
those records will stay with this practice. And I have had queries  from subsequent practitioners about
my former implant patients from the 1980s. Fortunately, I'm able to give them the information they
need for subsequent dental care.

Please let me know your thinking in this regard. I do believe this is an important issue to address.

John L Krump DDS PC
9775 SE Sunnyside Road
Clackamas, Oregon 97015
Phone: 503 652-8080
Fax: 503 652-8992
jawsurgery@drkrump.com

mailto:/O=OREGONDENTISTRY/OU=FIRST ADMINISTRATIVE GROUP/CN=RECIPIENTS/CN=PBRAATZ
mailto:Lisa.Warwick@state.or.us
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From: Patrick Braatz
To: Lisa Warwick
Subject: FW: American Academy of Facial Esthetics
Date: Tuesday, September 11, 2012 8:56:01 AM
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From: Kate Peake [mailto:kate@facialesthetics.org] 
Sent: Tuesday, September 11, 2012 8:36 AM
To: Patrick Braatz; Darren S. Huddleston
Subject: American Academy of Facial Esthetics
 
Gentlemen:
 
Please distribute this letter and accompanying documents to your members. I have sent
them to the rest of the Board through regular mail as well. Thank you for your time and
attention to this matter.
 
Regards,

Kate Peake
Executive Assistant to the President, Dr. Louis Malcmacher
American Academy of Facial Esthetics
www.FacialEsthetics.org
(800) 952-0521 Ext. 706
(216) 395-0110 Fax
Kate@FacialEsthetics.org
 

 
 
 

AMERICAN ACADEMY  OF  FACIAL
 ESTHETICS     
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I  Total Facial Esthetics  I


The Hottest Topic in Dentistry
Botox and Dermal Fillers Offer Creative Treatment Options


I
t’s interesting that when I give my most popular 
continuing education course, “The Hottest 
Topics in Dentistry,” I talk about the full range 
of general dentistry—from what is new in restor-


ative dentistry, crown and bridge, periodontics, 
endodontics, prosthodontics, implants, and the next 
generation no-prep veneers, to advanced practice 
management techniques. I also discuss Botox® 
and dermal fillers in dentistry, which is one of the 
hottest topics today. However, I always have to 
save that topic for later in the presentation, because 
if I talk about Botox first, many times that is all 
the dental audience wants to discuss. One of the 
reasons for this is because Botox and dermal fillers 
are new and exciting to dentistry. Additionally, once 
a dentist understands what Botox and dermal fillers 
actually do, their dental creativity immediately 
kicks in, and they have a whole new set of treat-
ment options for their daily practice of dentistry.  


There is no question that Botox and dermal 


fillers are well-known for the esthetic results 
they deliver in smoothing skin and replacing 
lost volume in the face, especially in the oral 
and peri-oral areas. Botulinum toxin (Botox and 
Dysport®) is essentially a muscle relaxer that will 
smooth wrinkled skin by dynamic movement of 
the underlying muscles. Dermal fillers, such as 
Juvéderm® and Restylane®, are volumizers—or 
plumpers—that fill out lips and static folds in 
the face caused by loss of collagen and fat. Once 
you have been trained in these procedures and 
thoroughly understand the anatomy, physiology, 
pharmacology, and related adverse reactions, you 
will find many, many therapeutic uses for both 
functional and dental esthetic purposes. Now 
that most states allow dentists to use botulinum 
toxin and dermal fillers for both dento-facial 
esthetic and therapeutic purposes, we are finding 
more and more treatment uses for Botox and 
dermal fillers in dentistry.  


Figure 6. Dermal filler (Juvéderm® Ultra 
Plus XC) used to add volume and create 
proper contours of the interdental papilla.


Figure 5. Diode laser (Picasso® Lite) 
used to create space within the 
interdental papilla.


Figure 4. Insufficient interdental papilla 
creating black triangles.


Figure 1. Preoperative smile; patient 
reports her front tooth is loose.


Figure 3. Successful implant integration 
replacing the left central incisor.


Figure 2. Tooth No. 9 has a horizontal 
fracture.
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Successful treatment outcomes 
Here are but a few examples of dental esthetic and dental 
therapeutic uses for botulinum toxin and dermal fillers:


•	 TMD cases
•	 Bruxism and clenching cases
•	 Facial pain cases, including treating trigger points 
•	 Treatment of angular chelitis 
•	 Gummy smile cases
•	 Orthodontic relapse and depressed orthodontic appearance 
•	 Reducing muscle hyperactivity for retention of removable 


prosthodontics 
•	 Oral and maxillofacial esthetics to smooth skin
•	 Establishing esthetic dental lip lines and smile lines in 


esthetic dentistry cases as an alternative to gingivectomy, 
crown lengthening, and veneers 


•	 Re-establishing lip volume for proper phonetics (in addition 
or as opposed to teeth lengthening with fixed or removable 
prosthodontics)


•	 Adding lip and perioral volume around the mouth for reten-
tion of removable prosthodontics


•	 Oral and maxillofacial esthetics, including lip augmen-
tations and replacing volume in the intra-orally and 
extra-orally


TMJ and facial pain have haunted dental practitioners for 
years and are among the most frustrating of cases. Studies 
show that as many as 85 percent of TMJ and facial pain 
cases are mostly muscle-related. Dentists have previously 
concentrated their treatment on the occlusion and teeth 
first, and the muscles later. It is time to completely rethink 
this treatment progression. Now, using botulinum toxin 
therapeutically for facial pain and TMJ, it is possible to 
eliminate the pain coming from the muscle pathology first. 
Once we are able to see how much of a factor this pain is, 
we may go ahead and treat the occlusion or the actual joint 
much more easily and accurately than ever before.  


Dealing with the ‘black triangle’
Here is a perfect example of a new treatment option 
with a protocol developed by the faculty of the American 
Academy of Facial Esthetics (www.facialesthetics.org). The 
dreaded “black triangle” usually tops the list of dentists’ 
frustration after the preparation of crowns, bridges, and 
especially after implant and periodontal surgery. After 
treatment, the patient finally has a nice new tooth sur-
rounded by one or two big black holes on either side of it, 
which the patient spits through or catches food in. While 
the patient should be thrilled that they don’t have to wear 
a flipper or temporary anymore, they are disappointed at 
the esthetic results because of the lost tissue. What are 
our options? We can bond to adjacent teeth, we can redo 
the crown, remove the implant and try again with a new 
implant, or try a variety of other frustrating treatment 
options that are very aggressive and which may or may 
not work. The placement of dermal fillers in these areas to 
literally plump up papilla is a minimally invasive way to 


create proper and more pleasing gingival contours.  
Let’s take a look at the case above. Figure 1 shows the 


pre-op photo of a patient who has two all-ceramic crowns 
on teeth No. 8 and 9 and some veneers. The crown on 
tooth No. 9 is loose and the radiograph in figure 2 shows 
why—the tooth has fractured at the gumline. Figure 3 
shows the new implant in place. The dreaded “black 
triangles” in figure 4 is one of the most challenging esthetic 
problems we deal with, for which there are very limited 
successful treatment options. Compare that to her original 
pre-op picture again in figure 1 and you can see why it 
bothers her. In addition to that, now food collects in these 
areas, and when she speaks, she finds herself, “spitting 
while I talk,” something she has never done before. 
The patient loves and hates her new implant all at the 
same time. In figure 5, we treated her with a diode laser 
(Picasso® Lite, AMD Lasers) to loosen the gingival attach-
ment and create space within the remaining papilla. Then 
we placed .15 mL of dermal filler (Juvéderm Ultra Plus 
XC, Allergan Corporation) into the papilla to rebuild it. 
Figure 6 shows the rebuilt gingival papilla, which fills up 
the black triangles and takes care of the patients’ esthetic 
and functional concerns. The treatment appointment 
was approximately five minutes, and this outcome can 
be expected to last for eight months or longer—at which 
point the treatment will need to be repeated. This is a very 
minimally invasive approach to a very difficult dental situ-
ation, and it completely satisfies the needs of the patient 
and gives the dental operator a very successful treatment 
outcome.


Essential training 
It is our legal and ethical duty to give patients all of the 
options available for their dental treatment. In this day and 
age, to do that, we need to get trained in the use of Botox 
and dermal fillers, as these are well-established viable dental 
treatment options. The treatments described in this article 
clearly fall under the definition of dentistry in nearly all of 
the state dental practice acts. Once dentists understand the 
use of botulinum toxin and dermal fillers in dentistry for 
dental therapeutic and dental esthetic cases and become 
proficient in their use through proper training, they will 
be able to offer these treatments in conjunction with, or in 
addition to, their current treatment options to patients. The 
American Academy of Facial Esthetics continues to develop 
successful proven techniques and trains dentists to integrate 
these procedures into dental esthetic and dental therapeutic 
treatment plans. Get trained today! u


Louis Malcmacher, DDS, MAGD, is a practicing general 
dentist and an internationally known lecturer and author 
known for his comprehensive and entertaining style. An 
evaluator emeritus for Clinicians Report, Dr. Malcmacher 
has served as a spokesman for the AGD and is the 
president of the American Academy of Facial Esthetics 
(www.FacialEsthetics.org). You can contact him at 
drlouis@FacialEsthetics.org.
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F
or many years, I (along with just about every 
other dental esthetic lecturer) have taught 
the concept that, the more of a patient’s teeth 
that receive esthetic treatment, the bigger 


and more esthetic the patient’s smile. 
But, how do you communicate that to a 


patient? Consider saying something like this: “You 
know, Mrs. Jones, if we put porcelain veneers on 
four teeth, you will have great-looking teeth. But, 
if we put porcelain veneers on your top 10 teeth, 
then you will have a great-looking smile.”  


So many patients want a big grin—think of 
Julia Roberts’ ear-to-ear, toothy smile. Because we 
as dentists have been “teeth-centric” for so long, 
we kept telling patients that the more teeth we 
cover with porcelain veneers, the bigger the smile 
they are going to have.  


Now that the concept of total facial esthetics—
which encompasses both facial soft tissue and 
the teeth—has fully settled in dentistry, we know 
that just putting more veneers on teeth will not 
give patients the large, perfect smile they desire. 
It doesn’t matter if you put porcelain veneers 
on every single tooth in the patient’s mouth; 
you are still only giving him or her great-looking 
teeth—not a great-looking smile.  


In the past, the term “soft tissue esthetics” 
was only used in regard to the intraoral soft 
tissues. Yes, in the past, we as dentists have given 
lip service (pun intended) to how smile lines, 
proper lip lines, and teeth dimensions relate to 
their surrounding soft tissue. However, we really 


have not taken these ideas seriously enough 
or have not completely understood them until 
recently. According to a survey by Common Sense 
Dentistry, approximately 20 percent of dentists 
have been trained in BOTOX® and dermal fillers, 
and extraoral soft tissue esthetics. As increasing 
numbers of dentists begin offering these treat-
ments, we can see that integrating soft tissue 
esthetics into dental practices is often easier than 
one might imagine.  


Much more than just the teeth
Consider these esthetic challenges:
•	 You have provided beautiful esthetic dentistry 


treatment for a patient, but he or she is walking 
out of your office with wrinkled lip lines radiat-
ing from the vermillion lip border. 


•	 You have just performed a beautiful compos-
ite bonding treatment—but the corners of the 
patient’s mouth turn down and hide the upper 
teeth due to a loss of volume in that area. 


•	 The upper anterior crowns that you have placed 
on a patient show all of the margins because 
he or she has a high lip line, despite your best 
efforts at either a gingivectomy or a crown-
lengthening procedure. 


•	 You have just placed an incredible implant case 
in a patient’s mouth, which replaced the upper 
anterior teeth. However, because the patient’s 
nasal labial folds are so deep, the patient can’t 
even raise his or her lips to show off the won-
derful treatment you administered. 
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This young patient exhibits excessive 
gingival display, commonly known as a 
“gummy smile.” BOTOX treatment will be 
used as an alternative to invasive surgical 
intervention.


The American Academy of Facial Esthetics 
measuring protocol is used to determine 
the dosage of BOTOX needed to establish 
the proper smile and lip lines.


 This is the post-operative result of using 
minimally invasive BOTOX treatment to 
achieve a great-looking smile.







In the challenges described above, dentists provided 
patients with beautiful dental work, but the treatments 
were lacking in the facial esthetics area. So, the patients 
may have great-looking teeth, but they still do not have 
great-looking smiles. In each case, the dentist could have 
provided minimally invasive, nonsurgical placement of 
BOTOX and dermal fillers for dental esthetic and dental 
therapeutic reasons. Then the patients would also have 
had great-looking smiles.


Conversely, patients 
go to other health care 
providers for facial 
esthetic enhancements like 
BOTOX and dermal filler 
treatments, but they don’t 
get the complementary 
dental treatment. They 
walk away with great 
facial esthetics, includ-
ing nice lip augmentations, youthful nasolabial 
folds, and wrinkle-free skin. But then they smile, 
revealing yellow, scraggly teeth. They need the 
complementary dental work to fully create the 
overall great-looking smile they are seeking.  


Think about the opportunity that we now have in 
dentistry to truly provide patients with total facial 
esthetics. Just fixing patients’ teeth will not create a 
perfect smile. Creating a beautiful perioral area won’t 
give patients great-looking smiles. Rather, it is the 
combination of the hard and soft tissue in the mouth, 
along with the soft tissue outside of the mouth, which 
really helps achieve those great-looking smiles. A 
great-looking smile is composed of teeth, gingiva, lips, 
nasolabial areas, lower face, cheeks, and, ultimately, 
the entire face. Dentists now can provide treatment for 
dental esthetic and dental therapeutic reasons in the 
oral and maxillofacial areas—in addition to the dental 
treatments we already provide. So we can truly offer 
total facial esthetics and the great-looking smiles that 
patients desire.  


Proper smile lines
From my experience, some medical health care 
providers who administer BOTOX and dermal fillers 
do not understand the concept of proper lip lines and 
smile lines. For example, when a patient smiles fully, 
the bottom border of the upper lip should straddle 
the height of the gingival margins of the central 
incisors. That can be achieved in a number of ways. 


First, if a patient has a slight to medium gingival dis-
play, you can do either a gingivectomy or an osseous 
crown-lengthening procedure in order to establish 
the proper lip and smile lines. An alternative would 
be to place some BOTOX into an area of the face 
that would relax the muscles that raise the upper 
lip. Then, when the patient smiles fully, the muscle 
action stops right at that proper lip line. Once you 


know the proper 
anatomical struc-
tures that raise 
the lip, this can 
be done nonsur-
gically, quickly, 
and easily. The 
patient then will 
maintain full lip 
competence in 
terms of talking 


and chewing, and he or she also will have a very 
natural smile.


We have to remember that it is our legal, moral, and 
ethical duty to offer patients all of the available options 
for their dental treatment, and we must educate them 
on the benefits of esthetic treatment. BOTOX and 
dermal fillers are, at this point in time, viable and 
realistic options that must be presented to patients as 
complementary ways to achieve their dental therapeu-
tic and esthetic goals. Integrating BOTOX and dermal 
fillers with current dental technology and procedures 
can help many patients achieve the best treatment 
outcomes possible.  


To fully understand total facial esthetics, we must 
recognize what is now available in terms of materials 
and technology, and how we can use those to deliver 
true total dental and facial esthetics. Training is the key 
to begin integrating facial injectables like BOTOX and 
dermal fillers into your practice. From there, you can 
begin to give your patients those perfect smiles they so 
greatly desire. u


Louis Malcmacher, DDS, MAGD, is a practicing 
general dentist and an internationally known 
lecturer and author known for his comprehensive 
and entertaining style. An evaluator emeritus for 
Clinicians Report, Dr. Malcmacher is the president of 
the American Academy of Facial Esthetics (AAFE). You 
can contact him at drlouis@facialesthetics.org. 
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“A great-looking smile is composed of 
teeth, gingiva, lips, nasolabial areas, 
lower face, cheeks, and, ultimately, the 
entire face.”








Cosmetic dentistry has been one of the
backbones in every dental practice
for the last several decades. Any den-


tal practice that is placing tooth-colored
composite resin restorations is certainly
practicing under the cosmetic dentistry
umbrella with most dentists performing
whitening procedures, aesthetic crowns and
bridges, and veneers. All of these topics have
become part and parcel of daily dental prac-
tice worldwide. Dentistry has made huge
advancements in the cosmetic realm and
now that cosmetic dentistry has evolved to
being a staple in every dental practice, you
really have to ask yourself what is coming
up next in the cosmetic dental field.


I have taught aesthetic dental courses for
dental professional for years. We have said
for years that if a dentist puts veneers on 4 to
6 teeth, typically cuspid to cuspid, you are
giving patients great looking teeth. If you
place 8 to 10 veneers and fill up the buccal
corridors by veneering the bicuspids, then
you are giving patients a great looking smile.


In truth, no matter how many veneers
you place in a patient’s mouth, you are still
only giving that patient great looking teeth.
A great looking smile encompasses the
teeth as well as all of the soft tissues around
the mouth. Why in the world should a
patient leave your office with these beauti-
ful white teeth with deficient lips, wrinkles
around the mouth, and deep nasolabial
folds? Extend that further to the oral and
maxillofacial areas and, if you can perform
extraoral soft-tissue as well as intraoral soft-
and hard- tissue aesthetics, then we enter
the realm of a new category called total
facial aesthetics.


Botulinum toxin (BOTOX) and dermal
fillers have made a huge impact in the elec-
tive aesthetic field. By far, these are the 2
fastest growing cosmetic treatments, especial-
ly over the last 7 to 8 years. The dollar amount
spent on BOTOX and dermal fillers far
exceeds the combined dollars spent for breast
implants and liposuction. No other health-
care provider in the facial aesthetic field cares
about or is more proficient with proper aes-
thetic smile lines, lip-lines, vertical dimen-
sion, and phonetics than the dental practi-
tioner. Since these procedures are all deliv-
ered through a series of injections, I would
submit dentists are the most skilled injectors


based on our training and daily practice.


THE QUICK BOTOX PRIMER
BOTOX is a trade name for botulinum toxin,
which comes in the form of a purified pro-
tein. The mechanism of action for BOTOX is
really quite simple. BOTOX is injected into
the facial muscles but really doesn’t affect the
muscle at all. Botulinum toxin affects and
blocks the transmitters between the motor
nerves that innervate the muscle. There is no
loss of sensory feeling in the muscles. Once
the motor nerve endings are interrupted, the
muscle cannot contract. When that muscle
does not contract, the dynamic motion that
causes wrinkles in the skin will stop. The
skin then starts to smooth out, and in


approximately 3 to 10 days after treatment,
the skin above those muscles becomes nice
and smooth. The effects of BOTOX last for
approximately 3 to 4 months, at which time
the patient needs retreatment.


The areas that BOTOX is commonly
used for are smoothing of facial wrinkles in
the oral and maxillofacial areas. BOTOX has
important clinical uses as an adjunct thera-
py in tempromandibular joint (TMJ) and
bruxism cases, and for patients with chron-
ic TMJ and facial pain. BOTOX is also used to
complement aesthetic dentistry cases, as a
minimally invasive alternative to surgically
treating high lip-line cases, for denture
patients who have trouble adjusting to new
dentures, periodontal cases, gummy smiles,
lip augmentation, and also for orthodontic
cases where retraining of the facial muscles
is necessary. No other healthcare provider
has the capability to help patients in so
many areas as do dentists.


THE QUICK DERMAL FILLER PRIMER
Dermal fillers will volumize creases and
folds in the face in areas that have lost fat
and collagen as we age. After age 30, we all
lose approximately 1% of hyaluronic acid
from our bodies. Hyaluronic acid is the nat-
ural filler substance in your body. The face
starts to lack volume and appears aged with
deeper nasolabial folds, unaesthetic mari-
onette lines, a deeper mentalis fold, thin-
ning of the lips, and turning down the cor-
ners of the lips. Hyaluronic acid fillers such
as Restylane and Juvederm Ultra are then
injected extraorally right underneath these
folds to replace the volume lost, which cre-
ates a younger look in the face. Dermal
fillers can be used for high lip-line cases,
asymmetrical lips around the mouth, lip
augmentation, and completing cosmetic
dentistry cases by creating a beautiful,
young-looking frame around the teeth. The
effect of dermal fillers typically last any-
where from 6 to 12 months, at which point
the procedure needs to be repeated. Both
BOTOX and dermal fillers are procedures
that take anywhere from 5 to 15 minutes.


There is one huge advantage dentists
have in delivering dermal fillers over any
other healthcare professional. Most physi-
cians and nurses use topical anesthetics and
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Before Image. Preoperative intraoral condition before
any treatment with porcelain veneers.
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After Image. Lifestyle total facial aesthetic photo-
graph of a very pleased patient.
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ice on the skin to numb the patient.
Some actually learn how to give den-
tal anesthesia, but very few are profi-
cient at it. As you may imagine, this
will be a painful procedure when
done this way. Indeed, this is the rea-
son that many patients prefer dentists
to deliver dermal fillers.


CASE REPORT
The patient is a 42-year-old female
who approximately 2 years ago want-
ed a smile makeover. We did not see
her initially; the first picture of her
(showing her preoperative smile)
came from another dentist (Before
Image). The patient had presented
with a Class 1 occlusion and a midline
discrepancy. Periodontally, she was
healthy. She desired a more even
appearance to her teeth and a whiter
color. The midline discrepancy was of
no aesthetics consequence to her. She
also requested a minimally/nonin-
vasive approach to veneers. All-cer-
amic crowns had been placed on teeth
Nos. 8 and 9 and they did not quite
match the shade of her natural teeth.
Although the shade discrepancy was
minor, this concerned her. She had
read about a popular minimally inva-
sive veneer technique and was
referred through a cosmetic referral
service for veneers.


The photo in Figure 1 shows the
same patient after her minimally
invasive veneer treatment. This was
taken when she first presented to our
office. She expressed disappointment
with the veneers done by her previous
dentist for a few reasons. She felt that
the teeth had no character, were “dead
looking,” and not lifelike at all. She
especially felt that her cuspids were
too bulky, both in their appearance
and in the feel of them on the inside of
her cheeks. This picture is representa-
tive of the biggest challenges and
complaints that many dentists have
about no prep/minimally prep
veneers—that they can often appear
too opaque and too bulky. At this
point, the patient was not yet interest-
ed in further treatment to correct her
smile, even though she was unhappy
with the results.


Importance of Occlusion
This case clearly demonstrates the
important role of occlusion in a
restorative/aesthetic case. Figure 2
shows this same patient a few months
later. She was still unhappy with the
appearance of the veneers, but a much
greater concern were the fractures


that had occurred. Figure 3 shows a
retracted close-up view of her case.
The incisal one-third of the veneer
had broken on tooth No. 5; the veneer
on tooth No. 7 had completely come
off and a temporary veneer had been
hastily placed; and the all-ceramic
crown on tooth No. 8 had fractured at
the gingival third. This is a combina-
tion of material and bonding failures
as well as poor management of the
case from both a clinical and laborato-
ry perspective.


Upon occlusal examination, her
occlusion had not been equilibrated
within normal limits. This patient
also reported having facial pain on
both sides of her face and in her tem-
ple areas. (Notice how square the


angles of her jaws appear.) This was
not due to her skeletal structure but
to the excessive function of her mas-
seter muscles. That, combined with
the contraction intensity of her mas-
seter and temporalis muscles, signifi-
cantly contributed to her facial pain.
The patient also requested a total
facial aesthetic evaluation and com-
plained about her marionette lines,
which ran from the corners of her
mouth down to her chin. She also
expressed an interest in smoothing
the facial wrinkles around her lips,


the crow’s feet wrinkles at the corner
of her eyes when she smiled caused by
the zygomaticus muscles, as well as
the wrinkles in her forehead. You can
now see the advantage that the dental
professional has in all of these proce-
dures. We are in a unique professional
position and we can learn the skills to
fully treat the patient.


Retreatment
Figure 4 shows the removal of all the
veneer and composite materials, as
well as the 2 all-ceramic crowns on
teeth Nos. 8 and 9. Here is where this
case really presents a challenge, and
why working with a talented aesthet-
ic dental ceramist really pays off. You
can imagine that the all-ceramic
crowns will be at least 3 to 4 mm thick
circumferentially while some of the
other restorations (Cristal Veneers
[The Aurum Group]) may range any-
where from 0.3 mm to 1.0 mm on dif-
ferent teeth, and even on the same
tooth. When working with a mini-
mally invasive approach, the ceramist
has to have an excellent understand-
ing of the porcelain being used in
order to provide the clinician with a
finished case where the shades of all
the different restorations will match.
This is especially true when doing no-
prep/minimal-prep veneers.


Figures 5 and 6 show the right and
left retracted views in which all of the
preparations, except the central inci-
sors, are minimally prepared in enam-
el. When the appropriate materials
are used to fabricate the restorations,
keeping the preparations in enamel
will certainly increase the final
strength of this veneer case.


Facial Rejuvenation Therapy
The preparation appointment also
included the following facial in-
jectable treatment—BOTOX was deliv-
ered to the following sites: 12 units to
the forehead area for the forehead
wrinkles and facial pain, 8 units in
each lateral obicularis oculi for the
crow’s feet wrinkles, 12 units in each
temporalis muscle and 20 units in
each masseter muscle for the treat-
ment of facial pain and to reduce the
intensity of the muscle contraction,
and 7 units in the obicularis oris mus-
cle to smooth the lip-lines. Approxi-
mately 0.8 ml of a dermal filler materi-
al (Juvederm Ultra) was placed in the
patient’s marionette lines bilaterally
as well as in her upper and lower lips
to add subtle volume.


Completed Case
Figure 7 shows the completed case
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Figure 1. Patient feels her first set of veneers
are too bulky and too opaque, but is not yet
ready to have her work redone.


Figure 5. Right retracted preparation view. Figure 6. Left retracted preparation view.


Figure 7. Seated case—notice the lifelike
appearance of the veneers and crowns demon-
strated by the texture and translucency.


Figure 8. Close-up view demonstrating excel-
lent gingival response.


Figure 3. Retracted view of broken veneers
due to problems with her occlusion, material
choices, and bonding failures.


Figure 4. Retracted view after removal of ini-
tial porcelain restorations.


Figure 2. Patient presents 6 months later,
wanting a total facial aesthetic consultation
and exhibiting substantial problems with her
initial veneers.
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after insertion and after occlusal equi-
libration. The resulting veneers and
crowns are excellent in terms of size
and shape and have completely elimi-
nated the bulkiness and lack of tex-
ture that the patient previously com-
plained about. You can see the excel-
lent adaptation, texture, and color
match that was achieved with a close-
up of teeth Nos. 7 through 10 in Figure
8. The dental laboratory ceramist did
an incredible job in achieving this
match, which makes my job seating
these veneers incredibly easy. We
were able to use the exact same shade
of cement on every restoration in this
case. This saves a tremendous amount
of time by removing the guesswork
normally involved in choosing differ-
ent resin cement shades for different
teeth because of the porcelain thick-
ness differences of the restorations.


The full-face photograph of the
patient is shown in the After Image.
The patient reported that her facial
pain was gone because of the equili-
brations and the BOTOX therapy.
Dermal filler therapy had smoothed
out the lower face folds. Comparing
this to the previous postoperative pic-
ture of the veneers she had previous
to our retreatment; the new veneers
appeared very lifelike, not at all bulky,
have definition and with the com-
bined treatment of facial injectables
and veneers, we were able to go
beyond the teeth and give this patient
a great looking, natural smile.


CLOSING COMMENTS
This case demonstrates another inter-
esting point when blending these pro-
cedures together—any dentist who
has already been trained in both
veneers and facial injectable therapy
will tell you that in these kinds of
cases, the BOTOX and dermal filler
procedures are much quicker and eas-
ier to accomplish than the operative
dentistry procedures. By comparison,
the total treatment time for the
veneers was approximately 2 hours in
this case, while the treatment time for
both BOTOX and dermal fillers was
only 18 minutes.


Training is the key to developing
the skills needed to handle total facial
aesthetic procedures. There is a typi-
cally a short learning curve with facial
injectables because dentists are
already well-trained and comfortable
with injections. One must become
competent and have an understand-
ing about: the mechanisms of these
materials; the muscles of facial ex-


pression; and the indications, risks,
and benefits of these treatments. It is
important to participate in hands-on
training in placing these materials
and in preventing/managing compli-
cations. With proper training, you
can be well on your way to perform-
ing total facial aesthetics.�
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sought after speaker, educator, author, and
practitioner of dental-facial cosmetics. Dr. Feck
has a special interest in clinical pharmacology
as it relates to medical and dental practice. Dr.
Feck practices in a multi-doctor practice in
Lexington, Ky, that concentrates on dental-facial
aesthetics. He is on the faculty of the American
Academy of Facial Esthetics, which provides
training in BOTOX and dermal filler procedures.
He can be reached at tony@tonyfeck.com.


Disclosure: Dr. Feck is a paid lecturer for Aurum
Ceramics.
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September 11, 2012

 
Mr. Patrick D. Braatz, Executive Director
Oregon Board of Dentistry
1600 SW 4th Ave., Ste. 770
Portland, OR   97201

 
Dear Mr. Braatz:

 
I hope this letter finds you well.

 
By way of brief introduction, I am President of The American Academy

of Facial Esthetics (AAFE).  The American Academy of Facial Esthetics is an
educational organization, which focuses on teaching non-surgical, minimally
invasive dental and facial procedures for both dental esthetic and dental
therapeutic purposes in the oral and maxillofacial region.  The AAFE presents
over 70 courses a year in North America on the use of facial injectables such as
Botox and dermal fillers for dental treatment as well as hands-on courses on
dental implants, porcelain veneers, and other dental procedures.  The American
Academy of Facial Esthetics is also the fastest growing membership
organization in dentistry with over 3500 members and we do have a number of
members from Oregon.

 
It has come to our attention that recently, a committee of the Oregon

Board of Dentistry discussed the issue of dermal fillers in dentistry with some
comments that dermal fillers should be out of the scope of dentistry.  Nothing
could be further from the truth and in fact, the use of Botox and dermal fillers by
general dentists is now a normative dental procedure, which is integrated into
many dental treatment plans for both dental esthetic and dental therapeutic uses.
 The American Academy of Facial Esthetics presents its live patient hands-on
training at a number of large dental meetings around the United States
including the Academy of General Dentistry Annual Session and the
Chicago Dental Society Midwinter Meeting and is presenting at the Greater New
York Dental Meeting.  These are three of the largest dental meetings in the
United States. Additionally, please see the enclosed document where you can see
a list of over 50 dental universities and dental society continuing education
programs that have included Botox

             and dermal fillers lectures and training in the last three years.  The AAFE has
already trained nearly 7,000 dental professionals from 48 states and 29 countries.
 

  Please find a number of recent articles in dental journals that show the use of
Botox and dermal fillers in dentistry.   With proper training, general dentists can very
safely provide these services to their patients and have been doing so for the past few
years in the majority of states.  The enclosed  articles will demonstrate the range of
dental uses for Botox and dermal fillers.  You can see more articles at
www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/.

http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/
http://www.commonsensedentistrv.com/Month!y-Article/Facial-Esthetics-Article-Archive/


 
After working with so many state dental boards for a number of years, we all know
that the primary purpose of the state dental board is to protect the public.  This is
important to us as well, which is why the American  Academy of Facial Esthetics  was
created.  It was important that we created an institution that was able to set standards
for education  in dental and facial esthetics and standardized protocols for the best
therapeutic treatment outcomes - both these standards and protocols were previously
 lacking in dentistry.  The American  Academy of Facial Esthetics develops and
advances  interest in oral and facial esthetics  and therapeutics  through education,
practice and research and adheres to the Requirements for Recognition  of Dental
Specialties guidelines of the American Dental Association.

 
Another issue that is very important  to consider  is that Botox and dermal fillers are
pharmaceutical agents used in dental treatment, they are not treatment procedures.
Botox and dermal fillers are equivalent to local anesthetics and antibiotics in their use
in dentistry; they are not dental procedures but are used to accomplish  dental
treatment. There are now many uses for Botox and dermal fillers in dentistry  as
referenced in the enclosed articles.  State board opinions, position statements, and
administrative rules disallowing the specific use of Botox and dermal fillers by general
dentists may directly conflict with the present state dental practice act being that
Botox and dermal fillers are simply drugs that are used for the broad range of dental
procedures allowed by the definition of dentistry of the Oregon state dental practice
act.

 
To help state dental boards address this issue and learn more about facial
injectable treatment for dentistry, we welcome two members of the Oregon
Board of Dentistry to attend one of our Botox and dermal fillers live patient,
hands-on training sessions.  We offer this so that you will have state dental board
members who will be well versed in these procedures as you deliberate these
issues and also look at any specific cases involving dentists, which may come
before the state dental board.

 
Please contact me directly with the names of the state dental board members who

would like to attend.  It will be our pleasure to have them come as our guests.
 

Please let us know how else we may help you and the Oregon Board of

Dentistry.

Sincerely Yours,

 
Louis Malcmacher DDS MAGD
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The Hottest Topic in Dentistry
Botox and Dermal Fillers Offer Creative Treatment Options

I
t’s interesting that when I give my most popular 
continuing education course, “The Hottest 
Topics in Dentistry,” I talk about the full range 
of general dentistry—from what is new in restor-

ative dentistry, crown and bridge, periodontics, 
endodontics, prosthodontics, implants, and the next 
generation no-prep veneers, to advanced practice 
management techniques. I also discuss Botox® 
and dermal fillers in dentistry, which is one of the 
hottest topics today. However, I always have to 
save that topic for later in the presentation, because 
if I talk about Botox first, many times that is all 
the dental audience wants to discuss. One of the 
reasons for this is because Botox and dermal fillers 
are new and exciting to dentistry. Additionally, once 
a dentist understands what Botox and dermal fillers 
actually do, their dental creativity immediately 
kicks in, and they have a whole new set of treat-
ment options for their daily practice of dentistry.  

There is no question that Botox and dermal 

fillers are well-known for the esthetic results 
they deliver in smoothing skin and replacing 
lost volume in the face, especially in the oral 
and peri-oral areas. Botulinum toxin (Botox and 
Dysport®) is essentially a muscle relaxer that will 
smooth wrinkled skin by dynamic movement of 
the underlying muscles. Dermal fillers, such as 
Juvéderm® and Restylane®, are volumizers—or 
plumpers—that fill out lips and static folds in 
the face caused by loss of collagen and fat. Once 
you have been trained in these procedures and 
thoroughly understand the anatomy, physiology, 
pharmacology, and related adverse reactions, you 
will find many, many therapeutic uses for both 
functional and dental esthetic purposes. Now 
that most states allow dentists to use botulinum 
toxin and dermal fillers for both dento-facial 
esthetic and therapeutic purposes, we are finding 
more and more treatment uses for Botox and 
dermal fillers in dentistry.  

Figure 6. Dermal filler (Juvéderm® Ultra 
Plus XC) used to add volume and create 
proper contours of the interdental papilla.

Figure 5. Diode laser (Picasso® Lite) 
used to create space within the 
interdental papilla.

Figure 4. Insufficient interdental papilla 
creating black triangles.

Figure 1. Preoperative smile; patient 
reports her front tooth is loose.

Figure 3. Successful implant integration 
replacing the left central incisor.

Figure 2. Tooth No. 9 has a horizontal 
fracture.
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Successful treatment outcomes 
Here are but a few examples of dental esthetic and dental 
therapeutic uses for botulinum toxin and dermal fillers:

•	 TMD cases
•	 Bruxism and clenching cases
•	 Facial pain cases, including treating trigger points 
•	 Treatment of angular chelitis 
•	 Gummy smile cases
•	 Orthodontic relapse and depressed orthodontic appearance 
•	 Reducing muscle hyperactivity for retention of removable 

prosthodontics 
•	 Oral and maxillofacial esthetics to smooth skin
•	 Establishing esthetic dental lip lines and smile lines in 

esthetic dentistry cases as an alternative to gingivectomy, 
crown lengthening, and veneers 

•	 Re-establishing lip volume for proper phonetics (in addition 
or as opposed to teeth lengthening with fixed or removable 
prosthodontics)

•	 Adding lip and perioral volume around the mouth for reten-
tion of removable prosthodontics

•	 Oral and maxillofacial esthetics, including lip augmen-
tations and replacing volume in the intra-orally and 
extra-orally

TMJ and facial pain have haunted dental practitioners for 
years and are among the most frustrating of cases. Studies 
show that as many as 85 percent of TMJ and facial pain 
cases are mostly muscle-related. Dentists have previously 
concentrated their treatment on the occlusion and teeth 
first, and the muscles later. It is time to completely rethink 
this treatment progression. Now, using botulinum toxin 
therapeutically for facial pain and TMJ, it is possible to 
eliminate the pain coming from the muscle pathology first. 
Once we are able to see how much of a factor this pain is, 
we may go ahead and treat the occlusion or the actual joint 
much more easily and accurately than ever before.  

Dealing with the ‘black triangle’
Here is a perfect example of a new treatment option 
with a protocol developed by the faculty of the American 
Academy of Facial Esthetics (www.facialesthetics.org). The 
dreaded “black triangle” usually tops the list of dentists’ 
frustration after the preparation of crowns, bridges, and 
especially after implant and periodontal surgery. After 
treatment, the patient finally has a nice new tooth sur-
rounded by one or two big black holes on either side of it, 
which the patient spits through or catches food in. While 
the patient should be thrilled that they don’t have to wear 
a flipper or temporary anymore, they are disappointed at 
the esthetic results because of the lost tissue. What are 
our options? We can bond to adjacent teeth, we can redo 
the crown, remove the implant and try again with a new 
implant, or try a variety of other frustrating treatment 
options that are very aggressive and which may or may 
not work. The placement of dermal fillers in these areas to 
literally plump up papilla is a minimally invasive way to 

create proper and more pleasing gingival contours.  
Let’s take a look at the case above. Figure 1 shows the 

pre-op photo of a patient who has two all-ceramic crowns 
on teeth No. 8 and 9 and some veneers. The crown on 
tooth No. 9 is loose and the radiograph in figure 2 shows 
why—the tooth has fractured at the gumline. Figure 3 
shows the new implant in place. The dreaded “black 
triangles” in figure 4 is one of the most challenging esthetic 
problems we deal with, for which there are very limited 
successful treatment options. Compare that to her original 
pre-op picture again in figure 1 and you can see why it 
bothers her. In addition to that, now food collects in these 
areas, and when she speaks, she finds herself, “spitting 
while I talk,” something she has never done before. 
The patient loves and hates her new implant all at the 
same time. In figure 5, we treated her with a diode laser 
(Picasso® Lite, AMD Lasers) to loosen the gingival attach-
ment and create space within the remaining papilla. Then 
we placed .15 mL of dermal filler (Juvéderm Ultra Plus 
XC, Allergan Corporation) into the papilla to rebuild it. 
Figure 6 shows the rebuilt gingival papilla, which fills up 
the black triangles and takes care of the patients’ esthetic 
and functional concerns. The treatment appointment 
was approximately five minutes, and this outcome can 
be expected to last for eight months or longer—at which 
point the treatment will need to be repeated. This is a very 
minimally invasive approach to a very difficult dental situ-
ation, and it completely satisfies the needs of the patient 
and gives the dental operator a very successful treatment 
outcome.

Essential training 
It is our legal and ethical duty to give patients all of the 
options available for their dental treatment. In this day and 
age, to do that, we need to get trained in the use of Botox 
and dermal fillers, as these are well-established viable dental 
treatment options. The treatments described in this article 
clearly fall under the definition of dentistry in nearly all of 
the state dental practice acts. Once dentists understand the 
use of botulinum toxin and dermal fillers in dentistry for 
dental therapeutic and dental esthetic cases and become 
proficient in their use through proper training, they will 
be able to offer these treatments in conjunction with, or in 
addition to, their current treatment options to patients. The 
American Academy of Facial Esthetics continues to develop 
successful proven techniques and trains dentists to integrate 
these procedures into dental esthetic and dental therapeutic 
treatment plans. Get trained today! u

Louis Malcmacher, DDS, MAGD, is a practicing general 
dentist and an internationally known lecturer and author 
known for his comprehensive and entertaining style. An 
evaluator emeritus for Clinicians Report, Dr. Malcmacher 
has served as a spokesman for the AGD and is the 
president of the American Academy of Facial Esthetics 
(www.FacialEsthetics.org). You can contact him at 
drlouis@FacialEsthetics.org.
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F
or many years, I (along with just about every 
other dental esthetic lecturer) have taught 
the concept that, the more of a patient’s teeth 
that receive esthetic treatment, the bigger 

and more esthetic the patient’s smile. 
But, how do you communicate that to a 

patient? Consider saying something like this: “You 
know, Mrs. Jones, if we put porcelain veneers on 
four teeth, you will have great-looking teeth. But, 
if we put porcelain veneers on your top 10 teeth, 
then you will have a great-looking smile.”  

So many patients want a big grin—think of 
Julia Roberts’ ear-to-ear, toothy smile. Because we 
as dentists have been “teeth-centric” for so long, 
we kept telling patients that the more teeth we 
cover with porcelain veneers, the bigger the smile 
they are going to have.  

Now that the concept of total facial esthetics—
which encompasses both facial soft tissue and 
the teeth—has fully settled in dentistry, we know 
that just putting more veneers on teeth will not 
give patients the large, perfect smile they desire. 
It doesn’t matter if you put porcelain veneers 
on every single tooth in the patient’s mouth; 
you are still only giving him or her great-looking 
teeth—not a great-looking smile.  

In the past, the term “soft tissue esthetics” 
was only used in regard to the intraoral soft 
tissues. Yes, in the past, we as dentists have given 
lip service (pun intended) to how smile lines, 
proper lip lines, and teeth dimensions relate to 
their surrounding soft tissue. However, we really 

have not taken these ideas seriously enough 
or have not completely understood them until 
recently. According to a survey by Common Sense 
Dentistry, approximately 20 percent of dentists 
have been trained in BOTOX® and dermal fillers, 
and extraoral soft tissue esthetics. As increasing 
numbers of dentists begin offering these treat-
ments, we can see that integrating soft tissue 
esthetics into dental practices is often easier than 
one might imagine.  

Much more than just the teeth
Consider these esthetic challenges:
•	 You have provided beautiful esthetic dentistry 

treatment for a patient, but he or she is walking 
out of your office with wrinkled lip lines radiat-
ing from the vermillion lip border. 

•	 You have just performed a beautiful compos-
ite bonding treatment—but the corners of the 
patient’s mouth turn down and hide the upper 
teeth due to a loss of volume in that area. 

•	 The upper anterior crowns that you have placed 
on a patient show all of the margins because 
he or she has a high lip line, despite your best 
efforts at either a gingivectomy or a crown-
lengthening procedure. 

•	 You have just placed an incredible implant case 
in a patient’s mouth, which replaced the upper 
anterior teeth. However, because the patient’s 
nasal labial folds are so deep, the patient can’t 
even raise his or her lips to show off the won-
derful treatment you administered. 

I  Total Facial Esthetics  I

Creating That Perfect Smile
Total Facial Esthetics and Patient Satisfaction
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This young patient exhibits excessive 
gingival display, commonly known as a 
“gummy smile.” BOTOX treatment will be 
used as an alternative to invasive surgical 
intervention.

The American Academy of Facial Esthetics 
measuring protocol is used to determine 
the dosage of BOTOX needed to establish 
the proper smile and lip lines.

 This is the post-operative result of using 
minimally invasive BOTOX treatment to 
achieve a great-looking smile.



In the challenges described above, dentists provided 
patients with beautiful dental work, but the treatments 
were lacking in the facial esthetics area. So, the patients 
may have great-looking teeth, but they still do not have 
great-looking smiles. In each case, the dentist could have 
provided minimally invasive, nonsurgical placement of 
BOTOX and dermal fillers for dental esthetic and dental 
therapeutic reasons. Then the patients would also have 
had great-looking smiles.

Conversely, patients 
go to other health care 
providers for facial 
esthetic enhancements like 
BOTOX and dermal filler 
treatments, but they don’t 
get the complementary 
dental treatment. They 
walk away with great 
facial esthetics, includ-
ing nice lip augmentations, youthful nasolabial 
folds, and wrinkle-free skin. But then they smile, 
revealing yellow, scraggly teeth. They need the 
complementary dental work to fully create the 
overall great-looking smile they are seeking.  

Think about the opportunity that we now have in 
dentistry to truly provide patients with total facial 
esthetics. Just fixing patients’ teeth will not create a 
perfect smile. Creating a beautiful perioral area won’t 
give patients great-looking smiles. Rather, it is the 
combination of the hard and soft tissue in the mouth, 
along with the soft tissue outside of the mouth, which 
really helps achieve those great-looking smiles. A 
great-looking smile is composed of teeth, gingiva, lips, 
nasolabial areas, lower face, cheeks, and, ultimately, 
the entire face. Dentists now can provide treatment for 
dental esthetic and dental therapeutic reasons in the 
oral and maxillofacial areas—in addition to the dental 
treatments we already provide. So we can truly offer 
total facial esthetics and the great-looking smiles that 
patients desire.  

Proper smile lines
From my experience, some medical health care 
providers who administer BOTOX and dermal fillers 
do not understand the concept of proper lip lines and 
smile lines. For example, when a patient smiles fully, 
the bottom border of the upper lip should straddle 
the height of the gingival margins of the central 
incisors. That can be achieved in a number of ways. 

First, if a patient has a slight to medium gingival dis-
play, you can do either a gingivectomy or an osseous 
crown-lengthening procedure in order to establish 
the proper lip and smile lines. An alternative would 
be to place some BOTOX into an area of the face 
that would relax the muscles that raise the upper 
lip. Then, when the patient smiles fully, the muscle 
action stops right at that proper lip line. Once you 

know the proper 
anatomical struc-
tures that raise 
the lip, this can 
be done nonsur-
gically, quickly, 
and easily. The 
patient then will 
maintain full lip 
competence in 
terms of talking 

and chewing, and he or she also will have a very 
natural smile.

We have to remember that it is our legal, moral, and 
ethical duty to offer patients all of the available options 
for their dental treatment, and we must educate them 
on the benefits of esthetic treatment. BOTOX and 
dermal fillers are, at this point in time, viable and 
realistic options that must be presented to patients as 
complementary ways to achieve their dental therapeu-
tic and esthetic goals. Integrating BOTOX and dermal 
fillers with current dental technology and procedures 
can help many patients achieve the best treatment 
outcomes possible.  

To fully understand total facial esthetics, we must 
recognize what is now available in terms of materials 
and technology, and how we can use those to deliver 
true total dental and facial esthetics. Training is the key 
to begin integrating facial injectables like BOTOX and 
dermal fillers into your practice. From there, you can 
begin to give your patients those perfect smiles they so 
greatly desire. u

Louis Malcmacher, DDS, MAGD, is a practicing 
general dentist and an internationally known 
lecturer and author known for his comprehensive 
and entertaining style. An evaluator emeritus for 
Clinicians Report, Dr. Malcmacher is the president of 
the American Academy of Facial Esthetics (AAFE). You 
can contact him at drlouis@facialesthetics.org. 
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“A great-looking smile is composed of 
teeth, gingiva, lips, nasolabial areas, 
lower face, cheeks, and, ultimately, the 
entire face.”



Cosmetic dentistry has been one of the
backbones in every dental practice
for the last several decades. Any den-

tal practice that is placing tooth-colored
composite resin restorations is certainly
practicing under the cosmetic dentistry
umbrella with most dentists performing
whitening procedures, aesthetic crowns and
bridges, and veneers. All of these topics have
become part and parcel of daily dental prac-
tice worldwide. Dentistry has made huge
advancements in the cosmetic realm and
now that cosmetic dentistry has evolved to
being a staple in every dental practice, you
really have to ask yourself what is coming
up next in the cosmetic dental field.

I have taught aesthetic dental courses for
dental professional for years. We have said
for years that if a dentist puts veneers on 4 to
6 teeth, typically cuspid to cuspid, you are
giving patients great looking teeth. If you
place 8 to 10 veneers and fill up the buccal
corridors by veneering the bicuspids, then
you are giving patients a great looking smile.

In truth, no matter how many veneers
you place in a patient’s mouth, you are still
only giving that patient great looking teeth.
A great looking smile encompasses the
teeth as well as all of the soft tissues around
the mouth. Why in the world should a
patient leave your office with these beauti-
ful white teeth with deficient lips, wrinkles
around the mouth, and deep nasolabial
folds? Extend that further to the oral and
maxillofacial areas and, if you can perform
extraoral soft-tissue as well as intraoral soft-
and hard- tissue aesthetics, then we enter
the realm of a new category called total
facial aesthetics.

Botulinum toxin (BOTOX) and dermal
fillers have made a huge impact in the elec-
tive aesthetic field. By far, these are the 2
fastest growing cosmetic treatments, especial-
ly over the last 7 to 8 years. The dollar amount
spent on BOTOX and dermal fillers far
exceeds the combined dollars spent for breast
implants and liposuction. No other health-
care provider in the facial aesthetic field cares
about or is more proficient with proper aes-
thetic smile lines, lip-lines, vertical dimen-
sion, and phonetics than the dental practi-
tioner. Since these procedures are all deliv-
ered through a series of injections, I would
submit dentists are the most skilled injectors

based on our training and daily practice.

THE QUICK BOTOX PRIMER
BOTOX is a trade name for botulinum toxin,
which comes in the form of a purified pro-
tein. The mechanism of action for BOTOX is
really quite simple. BOTOX is injected into
the facial muscles but really doesn’t affect the
muscle at all. Botulinum toxin affects and
blocks the transmitters between the motor
nerves that innervate the muscle. There is no
loss of sensory feeling in the muscles. Once
the motor nerve endings are interrupted, the
muscle cannot contract. When that muscle
does not contract, the dynamic motion that
causes wrinkles in the skin will stop. The
skin then starts to smooth out, and in

approximately 3 to 10 days after treatment,
the skin above those muscles becomes nice
and smooth. The effects of BOTOX last for
approximately 3 to 4 months, at which time
the patient needs retreatment.

The areas that BOTOX is commonly
used for are smoothing of facial wrinkles in
the oral and maxillofacial areas. BOTOX has
important clinical uses as an adjunct thera-
py in tempromandibular joint (TMJ) and
bruxism cases, and for patients with chron-
ic TMJ and facial pain. BOTOX is also used to
complement aesthetic dentistry cases, as a
minimally invasive alternative to surgically
treating high lip-line cases, for denture
patients who have trouble adjusting to new
dentures, periodontal cases, gummy smiles,
lip augmentation, and also for orthodontic
cases where retraining of the facial muscles
is necessary. No other healthcare provider
has the capability to help patients in so
many areas as do dentists.

THE QUICK DERMAL FILLER PRIMER
Dermal fillers will volumize creases and
folds in the face in areas that have lost fat
and collagen as we age. After age 30, we all
lose approximately 1% of hyaluronic acid
from our bodies. Hyaluronic acid is the nat-
ural filler substance in your body. The face
starts to lack volume and appears aged with
deeper nasolabial folds, unaesthetic mari-
onette lines, a deeper mentalis fold, thin-
ning of the lips, and turning down the cor-
ners of the lips. Hyaluronic acid fillers such
as Restylane and Juvederm Ultra are then
injected extraorally right underneath these
folds to replace the volume lost, which cre-
ates a younger look in the face. Dermal
fillers can be used for high lip-line cases,
asymmetrical lips around the mouth, lip
augmentation, and completing cosmetic
dentistry cases by creating a beautiful,
young-looking frame around the teeth. The
effect of dermal fillers typically last any-
where from 6 to 12 months, at which point
the procedure needs to be repeated. Both
BOTOX and dermal fillers are procedures
that take anywhere from 5 to 15 minutes.

There is one huge advantage dentists
have in delivering dermal fillers over any
other healthcare professional. Most physi-
cians and nurses use topical anesthetics and
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Before Image. Preoperative intraoral condition before
any treatment with porcelain veneers.
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After Image. Lifestyle total facial aesthetic photo-
graph of a very pleased patient.
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ice on the skin to numb the patient.
Some actually learn how to give den-
tal anesthesia, but very few are profi-
cient at it. As you may imagine, this
will be a painful procedure when
done this way. Indeed, this is the rea-
son that many patients prefer dentists
to deliver dermal fillers.

CASE REPORT
The patient is a 42-year-old female
who approximately 2 years ago want-
ed a smile makeover. We did not see
her initially; the first picture of her
(showing her preoperative smile)
came from another dentist (Before
Image). The patient had presented
with a Class 1 occlusion and a midline
discrepancy. Periodontally, she was
healthy. She desired a more even
appearance to her teeth and a whiter
color. The midline discrepancy was of
no aesthetics consequence to her. She
also requested a minimally/nonin-
vasive approach to veneers. All-cer-
amic crowns had been placed on teeth
Nos. 8 and 9 and they did not quite
match the shade of her natural teeth.
Although the shade discrepancy was
minor, this concerned her. She had
read about a popular minimally inva-
sive veneer technique and was
referred through a cosmetic referral
service for veneers.

The photo in Figure 1 shows the
same patient after her minimally
invasive veneer treatment. This was
taken when she first presented to our
office. She expressed disappointment
with the veneers done by her previous
dentist for a few reasons. She felt that
the teeth had no character, were “dead
looking,” and not lifelike at all. She
especially felt that her cuspids were
too bulky, both in their appearance
and in the feel of them on the inside of
her cheeks. This picture is representa-
tive of the biggest challenges and
complaints that many dentists have
about no prep/minimally prep
veneers—that they can often appear
too opaque and too bulky. At this
point, the patient was not yet interest-
ed in further treatment to correct her
smile, even though she was unhappy
with the results.

Importance of Occlusion
This case clearly demonstrates the
important role of occlusion in a
restorative/aesthetic case. Figure 2
shows this same patient a few months
later. She was still unhappy with the
appearance of the veneers, but a much
greater concern were the fractures

that had occurred. Figure 3 shows a
retracted close-up view of her case.
The incisal one-third of the veneer
had broken on tooth No. 5; the veneer
on tooth No. 7 had completely come
off and a temporary veneer had been
hastily placed; and the all-ceramic
crown on tooth No. 8 had fractured at
the gingival third. This is a combina-
tion of material and bonding failures
as well as poor management of the
case from both a clinical and laborato-
ry perspective.

Upon occlusal examination, her
occlusion had not been equilibrated
within normal limits. This patient
also reported having facial pain on
both sides of her face and in her tem-
ple areas. (Notice how square the

angles of her jaws appear.) This was
not due to her skeletal structure but
to the excessive function of her mas-
seter muscles. That, combined with
the contraction intensity of her mas-
seter and temporalis muscles, signifi-
cantly contributed to her facial pain.
The patient also requested a total
facial aesthetic evaluation and com-
plained about her marionette lines,
which ran from the corners of her
mouth down to her chin. She also
expressed an interest in smoothing
the facial wrinkles around her lips,

the crow’s feet wrinkles at the corner
of her eyes when she smiled caused by
the zygomaticus muscles, as well as
the wrinkles in her forehead. You can
now see the advantage that the dental
professional has in all of these proce-
dures. We are in a unique professional
position and we can learn the skills to
fully treat the patient.

Retreatment
Figure 4 shows the removal of all the
veneer and composite materials, as
well as the 2 all-ceramic crowns on
teeth Nos. 8 and 9. Here is where this
case really presents a challenge, and
why working with a talented aesthet-
ic dental ceramist really pays off. You
can imagine that the all-ceramic
crowns will be at least 3 to 4 mm thick
circumferentially while some of the
other restorations (Cristal Veneers
[The Aurum Group]) may range any-
where from 0.3 mm to 1.0 mm on dif-
ferent teeth, and even on the same
tooth. When working with a mini-
mally invasive approach, the ceramist
has to have an excellent understand-
ing of the porcelain being used in
order to provide the clinician with a
finished case where the shades of all
the different restorations will match.
This is especially true when doing no-
prep/minimal-prep veneers.

Figures 5 and 6 show the right and
left retracted views in which all of the
preparations, except the central inci-
sors, are minimally prepared in enam-
el. When the appropriate materials
are used to fabricate the restorations,
keeping the preparations in enamel
will certainly increase the final
strength of this veneer case.

Facial Rejuvenation Therapy
The preparation appointment also
included the following facial in-
jectable treatment—BOTOX was deliv-
ered to the following sites: 12 units to
the forehead area for the forehead
wrinkles and facial pain, 8 units in
each lateral obicularis oculi for the
crow’s feet wrinkles, 12 units in each
temporalis muscle and 20 units in
each masseter muscle for the treat-
ment of facial pain and to reduce the
intensity of the muscle contraction,
and 7 units in the obicularis oris mus-
cle to smooth the lip-lines. Approxi-
mately 0.8 ml of a dermal filler materi-
al (Juvederm Ultra) was placed in the
patient’s marionette lines bilaterally
as well as in her upper and lower lips
to add subtle volume.

Completed Case
Figure 7 shows the completed case
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Figure 1. Patient feels her first set of veneers
are too bulky and too opaque, but is not yet
ready to have her work redone.

Figure 5. Right retracted preparation view. Figure 6. Left retracted preparation view.

Figure 7. Seated case—notice the lifelike
appearance of the veneers and crowns demon-
strated by the texture and translucency.

Figure 8. Close-up view demonstrating excel-
lent gingival response.

Figure 3. Retracted view of broken veneers
due to problems with her occlusion, material
choices, and bonding failures.

Figure 4. Retracted view after removal of ini-
tial porcelain restorations.

Figure 2. Patient presents 6 months later,
wanting a total facial aesthetic consultation
and exhibiting substantial problems with her
initial veneers.
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after insertion and after occlusal equi-
libration. The resulting veneers and
crowns are excellent in terms of size
and shape and have completely elimi-
nated the bulkiness and lack of tex-
ture that the patient previously com-
plained about. You can see the excel-
lent adaptation, texture, and color
match that was achieved with a close-
up of teeth Nos. 7 through 10 in Figure
8. The dental laboratory ceramist did
an incredible job in achieving this
match, which makes my job seating
these veneers incredibly easy. We
were able to use the exact same shade
of cement on every restoration in this
case. This saves a tremendous amount
of time by removing the guesswork
normally involved in choosing differ-
ent resin cement shades for different
teeth because of the porcelain thick-
ness differences of the restorations.

The full-face photograph of the
patient is shown in the After Image.
The patient reported that her facial
pain was gone because of the equili-
brations and the BOTOX therapy.
Dermal filler therapy had smoothed
out the lower face folds. Comparing
this to the previous postoperative pic-
ture of the veneers she had previous
to our retreatment; the new veneers
appeared very lifelike, not at all bulky,
have definition and with the com-
bined treatment of facial injectables
and veneers, we were able to go
beyond the teeth and give this patient
a great looking, natural smile.

CLOSING COMMENTS
This case demonstrates another inter-
esting point when blending these pro-
cedures together—any dentist who
has already been trained in both
veneers and facial injectable therapy
will tell you that in these kinds of
cases, the BOTOX and dermal filler
procedures are much quicker and eas-
ier to accomplish than the operative
dentistry procedures. By comparison,
the total treatment time for the
veneers was approximately 2 hours in
this case, while the treatment time for
both BOTOX and dermal fillers was
only 18 minutes.

Training is the key to developing
the skills needed to handle total facial
aesthetic procedures. There is a typi-
cally a short learning curve with facial
injectables because dentists are
already well-trained and comfortable
with injections. One must become
competent and have an understand-
ing about: the mechanisms of these
materials; the muscles of facial ex-

pression; and the indications, risks,
and benefits of these treatments. It is
important to participate in hands-on
training in placing these materials
and in preventing/managing compli-
cations. With proper training, you
can be well on your way to perform-
ing total facial aesthetics.�

Acknowledgment
Heartfelt gratitude is extended to the
talented ceramists and the entire den-
tal technician team at Aurum Group
Ceramic Dental Laboratories for the
technical work presented in this case.
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evaluator for Clinicians Reports, he is the
president of the American Academy of Facial
Esthetics. He is on the faculty of the American
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training in BOTOX and dermal filler proce-
dures. He can be reached at (440) 892-1810,
e-mail dryowza@mail.com, or visit his Web
site, commonsensedentistry.com.

Disclosure: Dr. Malcmacher is a paid consult-
ant for Aurum Ceramics.

Dr. Krever is a board certified family physician
specializing in aesthetic medicine and is a mem-
ber of the International Association for Phy-
sicians in Aesthetic Medicine, the American So-
ciety of Laser Medicine and Surgery, the
BOTOX Cosmetic Physician’s Network, and is a
Diplomate of the American Board of Family
Medicine. Dr. Krever is a leader in the field of
nonsurgical aesthetic treatment. Dr. Krever is an
outstanding educator known for her dynamic
teaching style. She is on the faculty of the
American Academy of Facial Esthetics, which
provides training in BOTOX and dermal filler
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16 . RATIFICATION OF LICENSES 
 
As authorized by the Board, licenses to practice dentistry and dental hygiene were issued to 
applicants who fulfilled all routine licensure requirements.  It is recommended the Board ratify 
issuance of the following licenses. Complete application files will be available for review during 
the Board meeting. 
 
 Dental Hygiene 

 
 

H6262 SARAH ANN  GEARK, R.D.H. 7/24/2012 
H6263 NICOLE LEIGH  OLTS, R.D.H. 7/24/2012 
H6264 KAYLA R SOTO, R.D.H. 7/24/2012 
H6265 KELLY J JORDAN, R.D.H. 7/24/2012 
H6266 TANIA  COSTEA, R.D.H. 7/24/2012 
H6267 MEREDITH LYNN  ROBINSON, R.D.H. 7/24/2012 
H6268 ASHLY T BARBER, R.D.H. 7/24/2012 
H6269 BRITTANY  BURCHATZ, R.D.H. 7/24/2012 
H6270 KRISTIN L SHOEMAKER, R.D.H. 7/31/2012 
H6271 BENJAMIN O SANDVICK, R.D.H. 7/31/2012 
H6272 JESSICA L ROTH, R.D.H. 7/31/2012 
H6273 CELESTE L PETERSON, R.D.H. 7/31/2012 
H6274 MAAROF T SADIQ, R.D.H. 7/31/2012 
H6275 KENDRA MICHELLE  PURDY, R.D.H. 7/31/2012 
H6276 REBECCA ANN  BAILEY, R.D.H. 7/31/2012 
H6277 MEGAN L JOHNSON, R.D.H. 7/31/2012 
H6278 AMBER DAWN  NICHOL, R.D.H. 7/31/2012 
H6279 ASH L EDWARDS, R.D.H. 7/31/2012 
H6280 ANGELA G KREMER, R.D.H. 7/31/2012 
H6281 NICOLE LYNN  CHAKARUN, R.D.H. 8/3/2012 
H6282 MIJUNG  UNVERSAGT, R.D.H. 8/3/2012 
H6283 STACEY  WILTERMOOD, R.D.H. 8/3/2012 
H6284 NATASHA X BOYCE, R.D.H. 8/3/2012 
H6285 MARIE  WOURMS, R.D.H. 8/3/2012 
H6286 KAWINTHRA P LUCK, R.D.H. 8/3/2012 
H6287 SHELLYANN M GIBSON, R.D.H. 8/3/2012 
H6288 NICOLE  HURD, R.D.H. 8/3/2012 
H6289 JESSICA A THOMAS, R.D.H. 8/3/2012 
H6290 DESIREE A DUBISAR, R.D.H. 8/3/2012 
H6291 ANNIE M HOUSTON, R.D.H. 8/3/2012 
H6292 HEATHER A BESSE, R.D.H. 8/3/2012 
H6293 KRISTINE SUE  JENNINGS, R.D.H. 8/2/2012 
H6294 RACHAEL E CURTIS, R.D.H. 8/6/2012 
H6295 ALLISON M RAPHAEL, R.D.H. 8/10/2012 
H6296 LAUREN A LAWLESS, R.D.H. 8/10/2012 
H6297 KYLE A DENMARK, R.D.H. 8/10/2012 
H6298 RENEE  MORTIMORE, R.D.H. 8/10/2012 
H6299 ALLISON M ALEKSIC, R.D.H. 8/10/2012 
H6300 KAILI M RUTKOWSKI, R.D.H. 8/10/2012 
H6301 ASHLEY M MCCLURE, R.D.H. 8/10/2012 
H6302 KATHERINE ANN  LIERMANN, R.D.H. 8/10/2012 
H6303 CHRISTINE M BRENNAN, R.D.H. 8/16/2012 
H6304 MICHELLE A VAUGHN, R.D.H. 8/16/2012 
H6305 KATARZYNA  TEEGARDEN, R.D.H. 8/16/2012 
H6306 LE  TRAN, R.D.H. 8/16/2012 
H6307 INNA ANATOLYEVNA  LEONCHIK, R.D.H. 8/16/2012 



H6308 JOANNE ALIDA  TUSTISON, R.D.H. 8/16/2012 
H6309 JENNIFER A LONG, R.D.H. 8/16/2012 
H6310 DANIELLE LYNN  CHAKARUN, R.D.H. 8/16/2012 
H6311 CHELSEA L BAKER, R.D.H. 8/16/2012 
H6312 FRANCIS  VEGERANO, R.D.H. 8/16/2012 
H6313 TALISA E TAYLOR, R.D.H. 8/16/2012 
H6314 ANDREA M WILKIE, R.D.H. 8/16/2012 
H6315 KELDA ALILLIAN  FRAZIER, R.D.H. 8/21/2012 
H6316 JULIE A GRAGG, R.D.H. 8/21/2012 
H6317 BRITTANY L PAYNE, R.D.H. 8/21/2012 
H6318 ALISHA A ORR, R.D.H. 8/21/2012 
H6319 ALYSSA K GARNER, R.D.H. 8/21/2012 
H6320 CHRISTIANNA E REANEY, R.D.H. 8/21/2012 
H6321 JENNIFER N FOUSE, R.D.H. 8/21/2012 
H6322 MASA S YOUNGBLOOD, R.D.H. 8/21/2012 
H6323 DOMENICA M MC LAUGHLIN, R.D.H. 8/21/2012 
H6324 KARA  KLOPFENSTEIN, R.D.H. 8/21/2012 
H6325 KIMBERLY A QUEST, R.D.H. 8/21/2012 
H6326 JEANETTE  PEREZ-VOGT, R.D.H. 8/21/2012 
H6327 MICHELLE C RADULESCU, R.D.H. 8/23/2012 
H6328 HA T BUI, R.D.H. 8/23/2012 
H6329 AMBER  SELKOW, R.D.H. 8/23/2012 
H6330 TAMMY  GREVE-EGAN, R.D.H. 8/23/2012 
H6331 SHEENA LYNN  BATEMAN, R.D.H. 8/24/2012 
H6332 JOHN E GARNACHE, R.D.H. 8/28/2012 
H6333 AIMEE R ELROD, R.D.H. 8/28/2012 
H6334 FAREN G CALDWELL, R.D.H. 8/28/2012 
H6335 CHELSEY A VANDEWALL, R.D.H. 8/28/2012 
H6336 AMANDA E BOLLIGER, R.D.H. 8/28/2012 
H6337 HOLLY A ARNOLD, R.D.H. 8/28/2012 
H6338 FOZIA A MOHAMED, R.D.H. 8/28/2012 
H6339 KIM SUZANN  VIAN, R.D.H. 8/28/2012 
H6340 LISA A SOLTANI, R.D.H. 9/13/2012 
H6341 DANYELL G BROOKBANK, R.D.H. 9/13/2012 
H6342 AMANDA J HIGNELL, R.D.H. 9/13/2012 
H6343 KYLIE N ANTOLINI, R.D.H. 9/13/2012 
H6344 CHANTELLE S MOLLERS, R.D.H. 9/13/2012 
H6345 KELSEY M FENSTEMACHER, R.D.H. 9/13/2012 
H6346 ANNA M KOROTEYEV, R.D.H. 9/13/2012 
H6347 AMANDA L LANGENHUYSEN, R.D.H. 9/13/2012 
H6348 ELIZA M BROEHL, R.D.H. 9/13/2012 
H6349 MEAGAN A LIPTAK, R.D.H. 9/13/2012 
H6350 JONNIE L MC BRIDE, R.D.H. 9/13/2012 
H6351 THUY  TRAN-CHU, R.D.H. 9/13/2012 
H6352 ALBINA P BURUNOVA, R.D.H. 9/13/2012 
H6353 NICHOLE  DAVIDSON, R.D.H. 9/13/2012 
H6354 KAREN A WATERS, R.D.H. 9/13/2012 
H6355 AMANDA K BLACK, R.D.H. 9/20/2012 
H6356 KIMBERLY M HIDAY, R.D.H. 9/20/2012 
H6357 LACEY M ULMER, R.D.H. 9/20/2012 
H6358 IZUMI K HANSEN, R.D.H. 9/20/2012 
H6359 ROBIN W ROSS, R.D.H. 9/20/2012 
H6360 TANIA CAROLINA  ROJERO SANCHEZ, 

R.D.H. 
9/20/2012 

H6361 DAINA A COULSON, R.D.H. 9/20/2012 



H6362 MELISSA  SMITH, R.D.H. 9/20/2012 
H6363 MORGAN A WELLER, R.D.H. 9/20/2012 
H6364 EMILY E COOKE, R.D.H. 9/20/2012 
H6365 JESSICA J BARTON, R.D.H. 9/20/2012 
H6366 ANNA M SHERIDAN, R.D.H. 9/21/2012 
   
 Dentists  
   
D9754 ANNE  ADAMS-BELUSKO, D.M.D. 7/20/2012 
D9755 JORDAN R TAKAKI, D.M.D. 7/20/2012 
D9756 THERESA M COLLINS, D.M.D. 7/20/2012 
D9757 KATHRYN ANNE  ZOUMBOUKOS, D.M.D. 7/20/2012 
D9758 MICHAEL JOHN  SPARROW, D.M.D. 7/20/2012 
D9759 BRANDON S REHRER, D.D.S. 7/20/2012 
D9760 NATASHA M BRAMLEY, D.M.D. 7/24/2012 
D9761 DEEPAK  DEVARAJAN, D.M.D. 7/24/2012 
D9762 EVON T HEASER, D.D.S. 7/31/2012 
D9763 STEVEN R SCHMID, D.D.S. 7/31/2012 
D9764 CHADWICK D TRAMMELL, D.D.S. 7/31/2012 
D9765 RYAN LAYNE  REESE, D.M.D. 7/31/2012 
D9766 DIANA V BOKOV, D.M.D. 7/31/2012 
D9767 JAMES E RUCKMAN, D.M.D. 8/3/2012 
D9768 PAUL MICHAEL THORESON  BUCK, D.D.S. 8/3/2012 
D9769 STEPHEN  GEORGE, D.M.D. 8/3/2012 
D9770 RICHARD ANDREW  ZELLER, D.D.S. 8/3/2012 
D9771 JED  TAUCHER, D.M.D. 8/3/2012 
D9772 THEODORE R RASK, D.M.D. 8/3/2012 
D9773 CURTIS A PETERS, D.M.D. 8/10/2012 
D9774 SONJA ANN  SPROUL, D.D.S. 8/10/2012 
D9775 HYUNG MIN C CHA, D.M.D. 8/10/2012 
D9776 AARON  POGUE, D.M.D. 8/10/2012 
D9777 TRISTAN J STONE, D.D.S. 8/16/2012 
D9778 GARY  MENCL, D.M.D. 8/21/2012 
D9779 AARON J RINTA, D.M.D. 8/23/2012 
D9780 CAROLYN S CHOI, D.M.D. 8/23/2012 
D9781 CHEN CHEN JANE  XING, D.M.D. 8/23/2012 
D9782 RICHARD M LUBOW, D.M.D. 8/28/2012 
D9783 CAROLINE M MAY, D.D.S. 8/28/2012 
D9784 RAJESH  CHUNDURI, D.M.D. 8/28/2012 
D9785 RACHEL M DEININGER, D.D.S. 9/13/2012 
D9786 WENLANG  ZHANG, D.D.S. 9/13/2012 
D9787 ANTON JON  CONKLIN, D.M.D. 9/13/2012 
D9788 PAUL D HARDMAN, D.M.D. 9/13/2012 
D9789 HIRAL  SHAH, D.M.D. 9/13/2012 
D9790 ROSS U ICYDA, D.M.D. 9/13/2012 
D9791 KEVIN J FORD, D.M.D. 9/13/2012 
D9792 DEMIAN SCOTT  WOYCIEHOWSKY, D.M.D. 9/13/2012 
D9793 AMIR F AZARISAMANI, D.M.D. 9/20/2012 
D9794 KRISTA A LOWEN, D.D.S. 9/21/2012 
DF0025 JAMES A KATANCIK, D.D.S. 9/13/2012 
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