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Summary of Findings: 
 

• There were no instances of patient harm that were revealed during the site visit. No 
instance of patient harm have been reported to the Oregon Health Authority.  
 

• There were no adverse events reported to the Authority by the project sponsor as 
required under OAR 333-010-0760. (Appendix B)  
 

• DHAT trainees are operating under their approved scope of practice.  
 

• The project is in full compliance with their approved amended application.  
 
 
333-010-0790 Dental Pilot Projects: Authority Responsibilities  
 
Site Visits  
(a) Site visits shall include, but are not limited to:  
(A) Determination that adequate patient safeguards are being utilized;  
(B) Validation that the project is complying with the approved or amended application;  
(C) Interviews with project participants and recipients of care; and  
(D) Reviews of patient records to monitor for patient safety and the applicable standard of care. (b) 
If the Authority has convened an advisory committee, representatives of the committee may be 
invited by the Authority to participate in the site visit though the Authority may, at its discretion, limit 
the number of members who can participate;  
(c) Written notification of the date, purpose and principal members of the site visit team shall be 
sent to the project director at least 90 calendar days prior to the date of the site visit;  
(d) Plans to interview trainees, supervisors, and patients or to review patient records shall be made 
in advance through the project director;  
(e) An unannounced site visit may be conducted by program staff if program staff have concerns 
about patient or trainee safety; 
(f) The Authority will provide the project sponsor with at least 14 business days to submit to the 
Authority required patient records, data or other documents as required for the site visit;  
 
 
Site Visit Reporting Process 
(g) Following a site visit the Authority will:  
(A) Within 60 calendar days, issue a written preliminary report to the sponsor of findings of the site 
visit, any deficiencies that were found, and provide the sponsor with the opportunity to submit a 
plan of corrective action;  
 
 
Corrective Action Plan Process and Requirements 
(i) A signed plan of correction must be received by the Authority within 30 calendar days from the 
date the preliminary report of findings was provided to the project sponsor;  
(ii) The Authority shall determine if the written plan of correction is acceptable no later than 30 
calendar days after receipt. If the plan of correction is not acceptable to the Authority, the Authority 
shall notify the project sponsor in writing and request that the plan of correction be modified and 
resubmitted no later than 10 business days from the date the letter of non-acceptance was mailed 
to the project sponsor;  
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(iii) The project sponsor shall correct all deficiencies within 30 calendar days from the date of 
correction provided by the Authority, unless an extension of time is requested from the Authority. A 
request for such an extension shall be submitted in writing and must accompany the plan of 
correction.  
(iv) If the project sponsor does not come into compliance by the date of correction reflected on the 
approved plan of correction, the Authority may propose to suspend or terminate the project as 
defined under OAR 333-010-0820, Suspension or Termination of Project.  
(B) Within 90 calendar days of receipt of a plan of correction, issue a final report to the sponsor;  
 
 
Final Site Visit Report Process 
(C) If there are no corrections needed, the Authority will issue a final report within 180 calendar 
days.  
(4) The Authority may also provide the sponsor with the opportunity to submit a corrective action 
plan to address any deficiencies found by the Authority during any project monitoring as described 
in section (1) of this rule. The Authority shall notify the sponsor in writing of the requirement to 
submit a plan of correction. The sponsor must submit, and the Authority must receive the plan of 
correction by the deadline set in the notification. All of the requirements and deadlines described in 
section (3) of this rule for corrective action plans apply to a project sponsor when directed to submit 
a corrective action plan under this section (4). 
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supervising dentist, clinic staff and tribal council. 
 
Site visit project participants included the following individuals: 

 

 
 
Group Interview and Comments: 
 
Michael Watkins, CEO, NARA Northwest: Michael Watkins 
gave an overview of Native American Rehabilitation Association 
(NARA). NARA was founded in 1970.  
 
“The Native American Rehabilitation Association of the 
Northwest, Inc. (NARA) provides education, physical and mental 
health services and substance abuse treatment that is culturally 
appropriate to Native Americans. NARA is a Native American 
owned and operated agency located in Portland, Oregon. All 
services are guided by their Cultural Director who trains and 
consults with staff on cultural competence and provides cultural 
programming or clients.”1 
 
Mr. Watkins provided a background and context to the historical 
trauma, intergenerational trauma and current trauma of the 
Alaska Natives and American Indians (AN/AI) in both Oregon 
and the United States. 
 
The State of Oregon and the United States has a long history of 

 
1 Native American Rehabilitation Association (NARA), About Us. https://www naranorthwest.org/  
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poor relations with Alaska Natives and American Indian 
populations. Mr. Watkins provided a brief history of the goals of 
assimilation and cultural deidentification of Alaskan Natives and 
American Indians. Young children, sometimes as young as age 
6, were forced to attend the Alaskan Native/American Indian 
boarding school. The students were forced to cut their hair, were 
not allowed to dress in traditional clothing and they were 
punished for speaking their native language. 
 
Chemawa Indian School is a boarding school in Salem, Oregon 
and continues to operate as a boarding school for Alaskan 
Natives and American Indians. Many of the polices described 
above have been abandoned however the historical trauma 
endured by the Alaskan Native/American Indian population still 
very much persists. Alaskan Natives and American Indians 
continue to send their children to Indian boarding schools for 
several different reasons however unlike the past, children are 
not forcibly required to attend.  
 
Mr. Watkins expressed that the importance of trauma informed 
care and culturally appropriate care is critical to the recovery 
process for the individuals that participate in the programs at 
NARA.  
 
Kari Douglas, DHAT, NARA Dental Clinic: Ms. Douglas 
presented to the group on Minimally Invasive Dentistry. This was 
a research project that Ms. Douglas completed during her 
second year in the DHAT program in Alaska. A graduation 
presentation is required of each DHAT student. Continuing 
Education (CE) is awarded for attending the presentations of 
other students. Following Ms. Douglas’ presentation, a brief 
question and answer period followed. 
 
 
 
Interviews with the supervising dentist, trainee and program 
staff were conducted via closed door sessions. Only OHA 
Program Staff and Advisory Committee members were 
permitted in the interview sessions with the interviewee. 
 
 
Interview with Supervising Dentists: 
 
Azma Ahmed, DDS, Dental Director, NARA Dental Clinic:  
Dr. Ahmed is a general dentist and currently serves as the dental 
director for the NARA Dental Clinic. Dr. Ahmed previously 
practiced in private dental clinics. She was interested in public 
health dentistry and wanted a position where she could be part 
of a program. Dr. Ahmed stated that she enjoys the public health 
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aspects and the culture of NARA organization, she enjoys being 
part of a Native American Rehabilitation Association mission and 
strongly supports the mission.  
 
Dr. Ahmed was hired to develop and implement the NARA 
Dental Clinic. Without any advertising and simple word of mouth, 
there was an immediate 6 week waiting list, it was apparent 
there was a tremendous need in the community.  
 
Dr. Ahmed described access to care for the populations served 
by the NARA Dental Clinic. She stated that “there is more than 
one way to increase access to [dental] care.” It is “important to 
provide culturally appropriate care to the population here, trust is 
critical to the relationship between the provider and patient.” 
 
Alistair Kok, DDS, Clinical General Dentist, NARA Dental 
Clinic: Dr. Kok is a general dentist and currently serves as the 
second dentist at the NARA Dental Clinic. Dr. Kok has held 
several different types of positions and has worked with a variety 
of populations both on the east coast in Massachusetts. He 
explained that he was not looking to work in a profit driven office 
as he had done that several times in his career already. He 
explained that his goal was to focus and provide care to 
underserved populations. Dr. Kok explained that “the patient 
population at NARA faces great needs…this is seen every day. 
The problems and the barriers that many of our patient’s face 
are extreme.”  
 
Both Dr. Ahmed and Dr. Kok explained the role of the 
supervising dentist role and the role of the DHAT in the dental 
team. “The DHAT is the face of the dental program when doing 
outreach into the community. A lot of the individuals will not go 
anywhere else to obtain treatment.” Patients describe extensive 
historical trauma when seeing other providers who were not 
culturally competent.  
 
The following are comments and themes from the interview with the 

supervising dentists Dr. Ahmed and Dr. Kok:  

 
Comments on Outreach and System Navigation:  
 

• Outreach into the community is key into the prevention of 
caries (decay).  
 

• Primary questions that are received at outreach events 
are whether the individual has coverage, where can they 
find this information out etc. Lack of understanding in the 
population about the benefits that they have and what 
coverage is provided. Many adult patients were unaware 
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they had dental coverage and were eligible to be seen at 
the clinic. 
 

• Oral health education is a critical component of the role 
of a DHAT.  

 
• Questions about efficiency of having the DHAT function 

in a navigator role. Not performing at the highest skill 
level if providing navigator services, social work services, 
etc.  
 

• Dental navigation into the system is critical. Relationship 
building is a component. The goal of the DHAT is to build 
an initial relationship and over time the DHAT can work 
their way up to providing higher level services.  
 

• Navigation is one component of the DHAT role. Patients 
need to trust their providers. There is a history of a lack 
of trust and this is a critical factor for the patients seeking 
care and following up on care. 

 
• Navigators have a role in the Navajo Arizona models. 

Comments about comparing roles, different scope of 
practice between DHAT and Community Dental Health 
Coordinators (CDHC). Navigation is a critical component. 
Both roles are important.  
 

 Comments on Administrative/Staff:  
 

• Challenges to integrating a new provider type include 
how to train administrative staff in scheduling 
procedures.  Important to understanding the gaps and 
incorporate lessons learned into the clinic policies.  
Integration and onboarding.  
 

• DHAT trainee had not been a previous dental assistant 
or dental hygienist. Important to have exposure to the 
dental system. 
 

• Front desk, OHP coordinator is a critical component for 
NARA. They function as a patient navigator. Provide 
assistance for patients to apply for OHP or other benefits. 
A lot of patients are unaware that that have dental 
coverage and benefits.  
 
 
Comments on the role of the Dental Health Aide 
Therapist (DHAT): 
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• DHATs are held to the same standards as other licensed 
oral health providers in Oregon, dentists and dental 
hygienists.  
 

• DHAT students received a lot of education around 
motivational interviewing, oral health education, providing 
minimally invasive dentistry and preventative dentistry. 
DHATs play a critical role in a community that does not 
have a dentist.  
 

• Philosophy of shared decision making is a key factor. 
The team must be calibrated amongst each other – 
ultimately the supervising dentist is in charge. This 
process requires a lot of one on one time. Dentists do not 
consistently always agree with each other when 
treatment is needed, type of treatment, etc. This can be 
challenging. A lot of dentists do not agree, comes from 
experience and time learning expectations. It is important 
to schedule monthly meetings, get on each other’s page. 
 
Comments on Preceptorship:  
 

• Each procedure must be completed eight times, under 
direct supervision. There are questions about the need to 
have a dentist provide direct supervision eight times for 
fluoride varnish, for example. Recommendations that 
some of the procedures on the preceptorship list be 
removed or modified, review for only irreversible 
procedures for example. There are also challenges due 
to reduced production during preceptorship, especially 
given the number of patients that the clinic is trying to 
see.  
 
 
Expectations regarding the project: 
 

• There will be a remodeling of the dental team. There are 
a lot of administrative burdens by participating in the pilot 
project that would not exist outside of the project. If the 
workforce model was operating under statute, a large 
number of things would not be happening. Dr. Ahmed 
indicated that they are worried about being in compliance 
with the project rules.  
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Interview with Trainee:  
 
Kari Douglas, DHAT, NARA Dental Clinic: Kari Douglas is a 
DHAT with the NARA Dental Clinic. Ms. Douglas graduated from 
the DHAT program in June 2019 and recently began her 
preceptorship at the clinic.  
 
Ms. Douglas described her background as an American Indian 
and the importance of culturally relevant dental care and 
historical trauma when working with Alaskan Native and 
American Indian patients.  
 
Ms. Douglas described the training program as a three-year 
program condensed into 2 years. The program operates Monday 
through Friday from 8am-6pm. The first year is all didactic and 
extremely intense, students are located in Anchorage, Alaska. 
They work on dental typodonts and dental manikins in the first 
year. In the second year they relocate to Bethel, Alaska where 
they provide all direct patient care to live patients. They begin 
the year with dental exams and radiographs; often the students 
are there until 9pm to complete their notes, finish projects and 
prepare for exams, etc.  
 
Ms. Douglas reported that she felt the DHAT training program 
length is sufficient. She did not have prior healthcare experience. 
Prior to entering the DHAT program she was taking prerequisites 
to apply to dental hygiene school. She stated that “the DHAT 
program provides the tools to be successful and is a very intense 
program.” 
 
The following are comments and themes from the interview with the 

DHAT trainee Ms. Douglas:   

 
 
Other comments:  
 

• CE is required – 36 hours every 24 months. In alignment 
with what is required with EPDH’s or dentists in Oregon 
are required to do under the Oregon Dental Practice Act.  
 

• A dental hygienist can diagnose periodontal disease in 
Oregon. DHAT’s do not provide periodontal treatment. 
The DHAT can see the patient and complete the 
comprehensive exam under the DHAT model. The DHAT 
does not periodontal chart.  
 

• DHAT diagnoses within the scope of practice. DHAT has 
to learn that if a tooth is beyond a DHAT scope, then the 
supervising dentist and DHAT collaborate. Example, if a 
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patient needs a crown. DHAT does not diagnose this.  

 
• Limitations on the scope of practice are stressed 

throughout the DHAT training program. Being aware of 
the limitations of the scope of practice is a key 
component of the training program.  
 
 

Interview with Program Staff: 
 
April Geisler, DHAT Coordinator, NARA: Ms. Geisler was 
hired to implement the DHAT position at the NARA clinic as well 
as the other locations including the youth residential program.  
 
The following are comments and themes from the interview with the 

Ms. Geisler:   

 

• Onsite dental and medical care are integral to the 
success of the programs at NARA. Currently hygiene 
services are completed by a dental hygienist who holds 
an expanded practice dental hygienist credential (EPDH). 
Intra oral photos are taken as are radiographs. The 
dentist reviews the records using a tele-dentistry 
methodology. This is the same format that will be used 
with the DHAT.  
 

• The facility here has a clinic are with a fully equipped 
dental chair, lab, sterilizer, etc. Next to the dental room is 
a medical room for use by the nurse practitioner. 
 

• It is cost-effective to use a DHAT at the facility, similar to 
why a nurse practitioner is used. If higher level services 
are required, they refer to a medical doctor or dentist.  
 

 

Interview with Program Staff:  
 
Nathan Perry, CDAC, NARA Youth Residential Program:  
Nathan Perry is a certified alcohol and drug treatment counselor 
(CDAC). Mr. Perry described the role of NARA and the goals of 
the youth residential program.  
 
The following are comments and themes from the interview with the 

Mr. Perry:   

 

• NARA’s Youth Residential Treatment Center is a 24-bed 
facility that provides treatment for individuals between the 
ages of 12 to 17. Individuals have been diagnosed with a 
substance use disorder.  
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• Described a typical stay at the treatment program 
between three and four months. Goal is whole person 
care. Men and Women are separated into different dorm 
areas. Individuals as young as 12 years old have been in 
the program. The program treats patients ages 12-17 and 
tribal members from all over the country, currently as far 
away as South Dakota. 
 

• Program is a multi-disciplinary treatment program that 
includes medical, dental, mental health, education and 
cultural activities. Program utilizes the white bison 
program, please see Appendix D for more information. 
 

• Oral health and the lack of oral health care is a problem. 
Poor oral health care causes a lack of self-esteem.  
 

Interview with Patient or Recipient of Care:  
 

 (name redacted), age , (age redacted) was asked 
whether they were interested in providing a perspective to the 
OHA program staff and Advisory Committee members and 
sharing their experience.  
 
The individual described their background of alcohol and drug 
dependence. Currently they are working on completing their 
GED.  
 
The patient described growing up without regular access to 
medical or dental care sharing that  

.  
 
The patient described issues trusting others and felt 
embarrassed by their oral health. They have not had consistent 
dental care ever in their life reporting to have seen a dentist only 
twice and reported a negative experience on their second visit. 
Currently they describe their dental needs as urgent. 
Approximately one year prior to starting treatment in the program 
they were  

. (redacted) The patient reported that they did not have 
proper follow up medical care and have several broken teeth that 
need repair.  
 
They described the importance of having the dental clinic on site 
as it reduces the amount of time away from obtaining treatment 
for the other issues. They have been seen onsite for both 
medical care by a licensed medical provider and for dental care 
by the dental hygienist from NARA.  
 






